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AMERICAN ASSOCIATION FOR RESPIRATORY CARE
AARC Executive and Finance Committee Meetings — July 15, 2012
Board of Directors Meeting — July 16-17, 2012

Sunday, July 15

3:00-7:00 pm Executive Committee Meeting (Committee Members only)
Executive 5th Floor Hospitality Room
7:00-8:00 pm AARC Finance Committee Meeting (BOD and HOD members

are encouraged to attend) Pueblo Ballroom 3 B-C

Monday, July 16
8:00 am-5:00 pm AARC Board of Directors Meeting — Pueblo Ballroom 3 B-C

8:00 am Call to Order
Announcements/Introductions
Disclosures/Conflict of Interest Statements
Swearing in of Officers/Directors
Approval of Minutes pg. 9
E-motion Acceptance pg. 44

General Reports pg. 45
President pg. 46
Executive Director Report pg. 47
Government & Regulatory Affairs pg. 58
House of Delegates pg. 70
Board of Medical Advisors pg. 72(R)
Presidents Council pg. 77

10:00 am BREAK

10:15 am Standing Committee Reports pg. 78
Audit Subcommittee pg. 79
Bylaws Committee pg. 90 (R) (A)
Elections Committee (in Joint Session) pg. 88 (R)
Executive Committee pg. 89
Finance Committee pg. 90
Judicial Committee pg. 91
Program Committee pg. 92 (R)
Strategic Planning Committee pg. 97

12:00-1:30 pm Lunch Break (Daedalus Board Meeting)
1:30 pm Reconvene — JOINT SESSION (agenda pg.98)
3:30 pm BREAK



3:45 pm Specialty Section Reports pg. 99
Adult Acute Care pg. 100
Continuing Care-Rehabilitation pg. 101
Diagnostics pg. 102
Education pg. 103 (R)

Home Care pg. 105

Long Term Care pg. 108
Management pg. 109
Neonatal-Pediatrics pg. 110

Sleep pg. 111

Surface and Air Transport pg. 113

4:15 pm Special Committee Reports pg. 114
Benchmarking Committee pg. 115
Billing Code Committee pg. 117
Federal Govt Affairs pg. 118
Fellowship Committee pg. 119
International Committee pg. 120
Membership Committee pg. 123
Position Statement Committee pg.125 (R)
Public Relations Action Team pg. 130
State Govt Affairs pg. 131

5:00 pm RECESS



Tuesday, July 17

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

8:00 am Call to Order

Special Representatives pg. 132
AMA CPT Health Care Professional Advisory Committee pg. 133
American Association of Cardiovascular & Pulmonary Rehab pg. 135
American Heart Association pg. 136
American Society for Testing and Materials (ASTM) pg. 137
Chartered Affiliate Consultant pg. 138
Comm. on Accreditation of Medical Transport Systems pg. 139 (R)
Extracorporeal Life Support Organization (ELSO) pg. 140 (R)
International Council for Respiratory Care (ICRC) pg. 141
The Joint Commission (TJC) pg. 145
National Asthma Education & Prevention Program pg. 149
National Coalition for Health Professional Ed. In Genetics pg. 150
National Sleep Awareness Roundtable pg. 151
Neonatal Resuscitation Program pg. 152

10:00 am BREAK

10:15 am Roundtable Reports pg. 154
Asthma Disease pg. 155
Consumer pg. 156 (see Executive Director report pg. 47)
Disaster Response pg. 157
Geriatrics pg. 158 (R)
Hyperbaric pg. 160
Informatics pg. 161
International Medical Mission pg. 162
Military pg. 163
Neurorespiratory pg. 164
Research pg. 165
Simulation pg. 166
Tobacco Free Lifestyle pg. 167

10:45 am Ad Hoc Committee Reports pg.169
Ad Hoc Committee on Cultural Diversity pg. 170
Ad Hoc Committee on Officer Status/US Uniformed Services pg. 171
Ad Hoc Committee on Oxygen in the Home pg. 172
Ad Hoc Committee on Leadership Institutes pg. 173
Ad Hoc Committee on 2015 & Beyond pg. 180 (R) (A)
Ad Hoc Committee to Recommend Bylaws Changes pg. 182
Ad Hoc Committee on Section Membership pg. 183
Ad Hoc Committee to Reduce Hospital Readmissions pg. 184
Ad Hoc Committee for Continued Development of Educ Competition pg. 185

12:00 — 1:30 pm LUNCH BREAK



1:30 pm Other Reports pg. 186
American Respiratory Care Foundation (ARCF) pg. 187
Commission on Accrediation for Respiratory Care (CoOARC) pg. 189 (A)
National Board for Respiratory Care (NBRC) pg. 190

2:00 pm UNFINISHED BUSINESS pg. 193
2:30pm NEW BUSINESS pg. 194

HOD Resolutions pg. 207
MISCELLANEOUS pg. 209

4:30 pm ANNOUNCEMENTS
TREASURER’S MOTION

ADJOURNMENT

(R) = Recommendation
(A) = Attachment



Recommendations

(as of June 28, 2012)
AARC Board of Directors Meeting
July 16-17, 2012 e Santa Fe, NM

Board of Medical Advisors

Recommendation 12-2-7.1 “That the AARC Board of Directors form an Ad Hoc Committee to
place information on the different schools on their website specifically giving benchmarks, such
as, but not limited to, first time pass rates and job placement and possibly faculty strengths and
weaknesses with input from CoARC and NBRC.

Bylaws Committee
Recommendation 12-2-9.1 “That the AARC BOD accept and approve the Respiratory Care
Society of Washington bylaws.”

Recommendation 12-2-9.2 “That the AARC BOD accept and approve the Nevada Society for
Respiratory Care bylaws.”

Recommendation 12-2-9.3 “That the AARC BOD accept and approve the Minnesota Society for
Respiratory Care bylaws.”

Recommendation 12-2-9.4 “That the AARC BOD accept and approve the Virginia Society for
Respiratory Care bylaws.”

Elections Committee
Recommendation 12-2-10.1 “That the AARC Board provide guidance in the form of a policy
statement on the number of candidates that can be placed on the ballot for each position.”

Program Committee

Recommendation 12-2-15.1 “That the AARC Board of Directors authorize $10,340 to be spent
above budget for the travel-related expenses of the 2012 Sputum Bowl Committee to attend
AARC Congress 2012.”

Education Section

Recommendation 12-2-53.1 “That the AARC please consider a modification to the AARC web
page regarding baccalaureate (and masters) degree education at
http://www.aarc.org/education/accredited_programs/ to read:

‘The AARC provides a link to the Coalition for Baccalaureate and Graduate Respiratory
Therapy Education (CoOBGRTE) website that maintains a separate list of programs that offer an
associate degree in respiratory therapy with a baccalaureate degree_option. This list also
contains some additional information about all programs offering a baccalaureate or masters
degree in respiratory therapy as the first professional degree. The list of accredited programs on
the CoARC website is updated continuously as accreditation decisions are made. Therefore, the
current accreditation status of these programs should always be checked on the COARC

website. ™



http://www.aarc.org/education/accredited_programs/

Position Statement Committee

Recommendation 12-2-26.1 “Approve and publish the revised position statement on "AARC
Statement of Ethics and Professional Conduct”. This statement is submitted for your review as
Attachment #1. Text to be deleted appears with strikethrough and text to be added appears with
underline.”

Committee on Accreditation of Air Medical Transport Systems
Recommendation 12-2-66.1 “That the travel funding allowance for the AARC representative to
the Commission on Accreditation of Medical Transport Services (CAMTS) be increased from
the current level of $2000 a year to $2500 a year.”

Extracorporeal Life Support Organization (ELSO)

Recommendation 12-2-69.1 “Request AARC financial assistance of $2,500 for registration fees
and expenses to be able to attend one of the two Extracorporeal Life Support Organization
(ELSO) meetings.”

Geriatrics
Recommendation 12-2-48.1 “That the Geriatrics Roundtable be expanded to include Palliative
Care.”

Ad Hoc Committee on 2015 & Beyond

Recommendation 12-2-32.1 “That the AARC BOD accept the competencies needed by graduate
respiratory therapists as recommended in the publication ‘Competencies Needed by Graduate
Respiratory Therapists in 2015 and Beyond’ by Thomas A Barnes EAD RRT FAARC, David D.
Gale PhD, Robert M Kacmarek PhD RRT FAARC, and Woody V Kageler MD

MBA; Published -Respir Care 2010;55(5):601-616. © 2009 Daedalus Enterprises.”

Recommendation 12-2-32.2 “That the AARC explore strategies that would enable respiratory
therapists to acquire these competencies.”



Past Minutes



AMERICAN ASSOCIATION FOR RESPIRATORY CARE

Board of Directors Meeting
Grapevine, Texas, April 20, 2012

Minutes

Attendance

Karen Stewart, MSc, RRT, FAARC, President

Tim Myers, MBA, RRT-NPS, Past President

George Gaebler, MSEd, RRT, FAARC, President-Elect
Susan Rinaldo-Gallo, MEd, RRT, FAARC, VP/Internal Affairs
Colleen Schabacker, BA, RRT, FAARC, VP External Affairs
Linda Van Scoder, EdD, RRT, FAARC, Secretary/Treasurer
Lynda Goodfellow, EdD, RRT, FAARC

Fred Hill, Jr., MA, RRT-NPS

Denise Johnson, MA, RRT

Keith Lamb, RRT

Doug Mcintyre, MS, RRT, FAARC

Camden McLaughlin, BS, RRT, FAARC

Greg Spratt, BS, RRT, CPFT

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

House Officers

Karen Schell, RRT-NPS, RPFT, RPSGT, Speaker
John Steinmetz, MBA, RRT, Speaker-Elect

Rick Weaver, RRT-NPS, RPFT, Secretary

Ross Havens, MS, RRT, Treasurer

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

Guests

Larry Wolfish, Legal Counsel

Eileen Keller, Salmon, Sims, Thomas
James Nash, Salmon, Sims, Thomas

Tom Smalling, COARC Executive Director
Kathy Rye, COARC President-elect

Absent (Excused)

Bill Cohagen, BA, RRT, RCP, FAARC

Bill Lamb, BS, RRT, CPFT, FAARC, HOD Past Speaker
Mike Runge, BSRT, RRT, FAARC

Frank Salvatore, MBA, RRT, FAARC

Joe Sorbello, MEd, RRT

Staff
Sam Giordano, MBA, RRT, FAARC, Executive Director
Tom Kallstrom, MBA, RRT, FAARC, Chief Operating Officer
Doug Laher, MBA, RRT, Associate Executive Director
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Ray Masferrer, RRT, FAARC, Managing Editor, RESPIRATORY CARE
Sherry Milligan, MBA, Associate Executive Director

Cheryl West, State Government Affairs Director

Anne Marie Hummel, Regulatory Affairs Director

Miriam O’Day, Federal Government Affairs Director

Bill Dubbs, MHA, MEd, RRT, Director of Education & Management
Tony Lovio, CPA, Controller

April Lynch, ARCF Coordinator/Administrative Assistant

Russell Leighton, IT

Kris Kuykendall, Executive Administrative Assistant

CALL TO ORDER

President Karen Stewart called the meeting of the AARC Board of Directors to order at 8:00a.m.
CDT, Friday, April 20, 2012. Secretary/Treasurer Linda Van Scoder called the roll and declared
a quorum.

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

WELCOME AND INTRODUCTIONS
Members introduced themselves and stated their disclosures as follows:

Tim Myers — Advisory Board for Draeger and Discovery Labs
Linda Van Scoder — CoBGRTE

Lynda Goodfellow — Teleflex Medical, Mediserve Consulting
Fred Hill — Chair, Alabama State Board of Respiratory Therapy
Karen Schell — Masimo Advisory Board

Greg Spratt — Employed by Oridion Capnography

Cyndi White — Masimo Advisory Board

APPROVAL OF MINUTES

George Gaebler moved “To approve the minutes of the November 3, 2011 meeting of the AARC
Board of Directors.”

Motion Carried

George Gaebler moved “To approve the minutes of the November 4, 2011 meeting of the AARC
Board of Directors.”
Motion Carried

George Gaebler moved “To approve the minutes of the November 8, 2011 meeting of the AARC
Board of Directors.”
Motion Carried

E-MOTION RATIFICATION
Karen Stewart moved “To ratify the E-Motions discussed over the Board AARConnect since
November 2011 as follows:

12-1-39.1 “That the AARC endorse the 2011 Guidelines for Field Triage of Injured
Patients.”

11



12-1-81.1 “That the Board ratify President Stewart’s appointment of Sue Meade and
Todd Blockage to the NBRC.”

12-1-15.1 “That the AARC Board of Directors approves the membership of the 2012
Sputum Bowl Committee as recommended by the Program Committee:

Co-Chair: Deb Hendrickson (W1)

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

Jim Ciolek (TX)

Tony Diez (NC)

Ashley Dulle* (LA)

Bill Galvin* (PA) Program Committee Special Representative
Thomas Hill (GA)

Tom Lamphere (PA)

Diane Oldfather* (MO)

David Panzlau* (MI)

Sherry Whiteman* (MO)

* New Committee Member”

12-1-47.1 “Move to approve the appointment of Jim Fielder as Chair of the
Informatics Roundtable.”

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

Denise Johnson moved to ratify the E-Motions
Motion Carried

GENERAL REPORTS
President
President Stewart discussed her report.

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

The Membership Committee has initiated a campaign that will focus on non-member managers
and show them the benefits of membership and provide them the tools to assist them in
managing their department.

The IT upgrade that the Board approved in 2011 is generally on schedule and, in most areas,
under budget.

The Executive Office is currently working on several projects including Safety Checklist for

Oxygen Monitoring, COPD Toolkit, Peak Performance USA, Drive4COPD, Office Spirometry,
and High Flow Heated Humidity Research Study.
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The Hospital Care Collaborative (HCC) Committee, which The AARC is a founding member of,
met in Washington, DC in April 2012. The HCC’s mission is collaboration of the healthcare
team which leads to improved systems and processes.

In January 2012 an invited group of speakers presented an Asthma/COPD/aerosol device
workshop in Riyadh, Saudi Arabia. In March 2012 the same group traveled to Dubai to speak at
the Gulf Thoracic Society meeting.

A list of Professors Rounds and Webcasts topics for 2012 was presented to the Board.

LEGAL COUNSEL
Larry Wolfish gave an overview of Board member fiduciary responsibilities.

President Stewart handed the gavel over to Past President Tim Myers at 8:45am CDT, Friday,
April 20, 2012.

AUDITORS REPORT
Audited financial statements were distributed to the Board. Eileen Keller and James Nash with
Salmon Sims Thomas discussed the audited financial statements.

RECESS
Past President Tim Myers recessed the meeting of the AARC Board of Directors at 9:10am CDT
Friday, April 20, 2012.

RECONVENE
President Stewart reconvened the meeting of the AARC Board of Directors 9:28am CDT Friday,
April 20, 2012.

STATE GOVERNMENT AFFAIRS

Cheryl West provided an update on recent legislative and regulatory issues impacting the
profession. Challenges continue for our state societies to address onerous provisions imbedded in
polysomnography licensure legislation. She also discussed the efforts in the state of Michigan to
rescind respiratory therapy licensure and the efforts of the MSRC to prevent this from occurring.
She complimented all the state societies on their quick, organized and thorough response to these
challenges.

GOVERNMENT & REGULATORY AFFAIRS

Anne Marie Hummel provided an update on federal regulations and rules that impact the
profession, with an emphasis on the current low payment rate for Medicare outpatient pulmonary
rehab services. She detailed the response AARC has made, including the development of a Tool
Kit for RTs to use to assist in eventually increasing reimbursement for this benefit.

HOUSE OF DELEGATES
Karen Schell gave an overview of her written report.

PRESIDENT’S COUNCIL
Margaret Traband gave an overview of her written report. Dr. Bruce Rubin has been selected as
the 2012 Jimmy A. Young Medal Winner.

13



BOARD OF MEDICAL ADVISORS (BOMA)
Dr. Lori Conklin (2012 BOMA Chair-elect) may be taking over Dr. Marcus’s position as Chair
due to his sudden death on April 9, 2012.

STANDING COMMITTEES REPORTS

Audit Subcommittee

Susan Rinaldo Gallo moved to accept Recommendation 12-1-13.1“That the AARC Board of
Directors (BOD) review the discretionary employer contribution percentage amount and
determine if this is still within an acceptable limit and consider the development of guidelines for
future contributions. An independent benefits consultant might be considered.”

Linda Van Scoder moved to refer to the President to develop a process for reviewing
compensation.
Motion Carried

Bylaws Committee

Susan Rinaldo Gallo moved to accept Recommendation 12-1-9.1 “That the AARC BOD
accepts and approves the Alaska Society for Respiratory Care Bylaws”

Motion carried

Susan Rinaldo Gallo moved to accept Recommendation 12-1-9.2 “That the AARC BOD
accepts and approves the Michigan Society for Respiratory Care Bylaws”
Motion carried

Finance Committee

Susan Rinaldo Gallo moved to accept Recommendation 12-1-1.3 “That up to $350,000 is
allocated from reserves for an AARC corporation’s websites upgrade.”

Motion Carried

Program Committee

Susan Rinaldo Gallo moved to accept Recommendation 12-1-15.1 “That the AARC Board of
Directors approve Las Vegas and the Mandalay Bay as the destination and venue for AARC
Congress 2014. (Dec 9-12)”

Motion Carried

Colleen Schabacker moved “To accept the Standing Committee reports as presented.”
Motion Carried

COMMISSION ON ACCREDITATION for RESPIRATORY CARE (CoARC)

CoARC Executive Director Tom Smalling and President-elect Kathy Rye gave highlights of
their written report to the Board. On behalf of the Board, President Stewart thanked Tom
Smalling and CoARC for their response to 2015 Recommendations.

14



LEGISLATIVE AFFAIRS

Miriam O’Day recapped the efforts on Capitol Hill, including the successful 2012 AARC Hill
Lobby Day, our Virtual Lobby Week, and where the AARC stands in advancing our legislation,
HR 941.

George Gaebler moved “To accept the General Reports as presented.”
Motion Carried

SPECIALTY SECTION REPORTS

Adult Acute Care

Susan Rinaldo Gallo moved to accept Recommendation 12-1-50.1 “That a study guide be
developed in anticipation of the new Adult Critical Care Specialty exam due to be available by
the NBRC sometime near the end of the summer 2012”

Colleen Schabacker moved to refer to the Executive Office for further development and
planning. A preliminary report will be given by the Executive Office at the Summer Forum.
Motion Carried

Continuing Care Rehabilitation
Susan Rinaldo Gallo moved to accept Recommendation 12-1-51.1 “That the AARC issue a
consensus statement that recognizes the EPR-3 as the standard for asthma management”

George Gaebler moved to accept for information only.
Motion Carried

Diagnostics
Susan Rinaldo Gallo moved to accept Recommendation 12-1-52.1 “Offer a six month trial

membership to the Diagnostics Section for AARC members”

Motion Defeated

Tim Myers suggested that Susan Rinaldo Gallo contact Matt O’Brien and explain why it was
defeated.

Home Care
Susan Rinaldo Gallo moved to accept Recommendation 12-1-54.1 “Create pilot studies for RT-
led programs for reducing readmissions”

Susan Rinaldo Gallo moved to refer to the Executive Office to help gain assistance from the
Research Roundtable to help develop an RFP to be able to present back at Summer Forum.
Motion Carried

Susan Rinaldo Gallo moved to accept Recommendation 12-1-54-2 “Survey section members
for potentially combining home care and long-term care specialty sections”

Linda Van Scoder moved to refer back to the Homecare Section to follow the survey process.
Motion Carried

15



RECESS
Karen Stewart called a recess of the AARC Board of Directors at 12:00pm CDT, Friday, April

20, 2012.

RECONVENE
President Stewart reconvened the meeting of the AARC Board of Directors 1:40pm CDT Friday,

April 20, 2012,

Management
Susan Rinaldo Gallo moved to accept Recommendation 12-1-55.1 “That the AARC Board of

Directors convenes a consensus conference on ‘Patient Safety and Respiratory Care Staffing
Levels’ with a committee of expert stakeholders to review evidence-based literature and best
practice to:
a. Identify research opportunities related to Respiratory Care Department Staffing and
Productivity
b. Identify resources for determining safe and effective Respiratory Care Department
staffing levels
c. Develop cost-reduction strategies for maintaining safe staffing levels
d. Develop standards for the following items:
e Measuring Respiratory Care Department staff productivity levels
e Determining safe and effective Respiratory Care Department staffing requirements
e Determining the appropriate number of direct reports for Respiratory Care
Department directors, managers, and supervisors
e Determining minimum or core-staffing requirements for Respiratory Care
Departments™
Motion Defeated

Susan Rinaldo Gallo moved to accept Recommendation 12-1-55.2 “That the AARC Board of
Directors develop a Position Statement for the promotion of patient safety by maintaining
appropriate Respiratory Care Departments’ staffing levels, and that within this statement include:
1. A position which encourages the inclusion of all procedures performed to determine
staffing levels and productivity targets for the safe delivery of Respiratory Care Services
2. A position which identifies the metric of Relative Value Units (RVU’s) as the standard
to determine staffing levels and productivity targets for the safe delivery of Respiratory
Care Services
3. A position which censures the use of inappropriate, inaccurate, and non-validated data to
determine staffing levels and productivity targets, as these create patient safety issues
from mathematically impossible workloads and productivity targets for Respiratory
Therapists and from the chronic understaffing of Respiratory Care Departments.”
Motion Defeated

FM 12-1-26.1 Linda Van Scoder moved that the Position Statement Committee be charged to
develop a statement on best practices in respiratory care productivity assessment and analysis.
Motion Carried

16



Surface and Air Transport

Susan Rinaldo Gallo moved to accept Recommendation 12-1-59.1 “That the AARC BOD
appoint a member of the Surface and Air Transport Section to be a liason to the American
Academy of Pediatrics (AAP) Transport Section.”

Motion Ruled Out of Order

The AARC must receive a request from an organization before it can appoint a liaison. We have
not received a request from the AAP.

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

SPECIAL COMMITTEE REPORTS

Membership Committee

Tim Myers discussed the new pilot project that involves working with the House of Delegates
and state societies to find managers of existing facilities who are not AARC members to entice
them to sign up for AARC membership and show them the benefits.

Position Statement

Susan Rinaldo Gallo moved to accept Recommendation 12-1-26.1 “Approve and publish the
newly developed position statement on “Respiratory Therapists in the Emergency Department.”
Motion Carried

Susan Rinaldo Gallo moved to accept Recommendation 12-1-26.2 “Approve and publish the
revised position statement on “Respiratory Therapists Education.”
Motion Carried

Susan Rinaldo Gallo moved to accept Recommendation 12-1-26.3 “Approve and publish the
revised position statement on “Continuing Education.”
Motion Carried

Susan Rinaldo Gallo moved to accept Recommendation 12-1-26.4 “Approve and publish the
revised position statement on “Licensure of Respiratory Care Personnel.”
Motion Carried

(See Attachment “A” for all position statements listed above.)

RECESS
President Karen Stewart recessed the meeting of the AARC Board of Directors at 3:06p.m. CDT,
Friday, April 20, 2011.

RECONVENE
President-elect George Gaebler reconvened the meeting of the AARC Board of Directors 3:21pm
CDT Friday, April 20, 2012.

SPECIAL REPRESENTATIVES REPORTS
Extracorporeal Life Support Organization (ELSO)

17



Colleen Schabacker moved to accept Recommendation 12-1-69.1 “That the AARC consider
providing funds to enable the Extracorporeal Life Support Liaison to attend biannual ELSO
Steering Committee Meetings.”

Linda Van Scoder moved to refer to the president contingent upon the report (intent/goal of
ELSO Steering Committee) received back from Vice-President of External Affairs
Motion carried

Susan Rinaldo Gallo moved to accept the Special Representatives reports as presented.
Motion Carried

ROUNDTABLE REPORTS

Tobacco Free Lifestyle

Susan Rinaldo Gallo moved to accept Recommendation 12-1-41.1 “That the BOD discuss how
a day-long workshop on tobacco treatment skills could be offered during the AARC Congress or
as a pre-event”

Colleen Schabacker moved to accept for information only.
Motion Carried

Camden McLaughlin moved “To accept the Roundtable reports as presented.”
Motion Carried

AD HOC COMMITTEE REPORTS

Ad Hoc Committee to Recommend Bylaws Changes

Susan Rinaldo Gallo moved to accept Recommendation 12-1-30.1 “That the amended revision
to the policy on Bylaws Conflicts (Policy No.CA.007) be approved by the BOD.” (See
Attachment “B”)

Motion Carried

(Regarding #5 of Policy No. CA.007 “put on probation” was changed to “suspended”)

Ad Hoc Committee on Section Membership

Susan Rinaldo Gallo moved to accept Recommendation 12-1-33.1 “That the AARC ask each
Section Chair to review the ‘Section’ description and update to better describe the focus of the
section.”

Lynda Goodfellow moved to accept for information only.
Motion Carried

Susan Rinaldo Gallo moved to accept Recommendation 12-1-33.2 “That the AARC investigate
offering some form of CEU through the bulletins as a benefit of section membership.”

Denise Johnson moved to accept for information only.
Motion Carried

18



Susan Rinaldo Gallo moved to accept Recommendation 12-1-33.3 “That the AARC consider
offering a special incentive to recruit colleagues to join Specialty Sections. Each time you refer a
new Regular Member, the AARC will reward you with an appropriate thank you gift.”

Motion Defeated

Susan Rinaldo Gallo moved to accept Recommendation 12-1-33.4 “That the AARC create and
post to each section webpage a CRCE Section Calendar that shows all education activities a
member can access as a member of that section.”

Susan Rinaldo Gallo moved to refer to the Executive Office.
Motion Carried

Susan Rinaldo Gallo moved to accept Recommendation 12-1-33.5 “That the AARC
aggressively promote the fact that the new SDS specialty exam has been accepted as an
alternative to the RPSGT by the AASM.”

Lynda Goodlfellow moved to refer to the Sleep Section to review pros and cons and report at the
Summer Forum Board meeting about the implementation.
Motion Carried

Susan Rinaldo Gallo moved to accept Recommendation 12-1-33.6 “That the AARC investigate
the feasibility of offering a membership fee for multiple sections.”

Lynda Goodfellow moved to accept for information only.
Motion Carried

Ad Hoc Committee to Reduce Hospital Readmissions

Susan Rinaldo Gallo moved to accept Recommendation 12-1-34.1 “Proposes a project to select
and fund 3-5 pilot studies exploring the benefits of different models of RT-led programs for
reducing hospital readmissions in COPD.”

Susan Rinaldo Gallo moved to accept for information only.
Motion Carried

RECESS
President Stewart called a recess of the AARC Board of Directors meeting at 4:25pm CDT on
Saturday, April 21, 2012.

19



Attachment “A”

Position Statements:

Respiratory Therapists in the Emergency Department
Respiratory Therapists Education

Continuing Education

Licensure of Respiratory Care Personnel
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American Association for Respiratory Care

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

Position Statement

Respiratory Therapists in the
Emergency Department

Patients are at risk for unanticipated injury or illness requiring emergency services. This is
why Emergency Departments rely on Respiratory Therapists for their expertise in a wide
range of cardiopulmonary treatment modalities. The Respiratory Therapist’s skills in
assessment, airway management, resuscitation, patient education and mechanical
ventilation are essential for optimizing care of the compromised patient.

To provide the quality of care our patients deserve while reducing the risk of liability in
health care institutions, the AARC recommends the use of qualified Respiratory Therapists
trained in patient management and complex respiratory care modalities to provide safe and
effective treatment for the highest risk patients with cardiopulmonary compromise in all
Emergency Department settings.

Effective 04/2012
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American Association for Respiratory Care

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

Position Statement

Respiratory Therapist Education

It is the position of the American Association for Respiratory Care (AARC) that in order to
prepare entry level respiratory therapists for clinical practice and to prepare clinical leaders
for_services requiring complex, cognitive abilities and complex patient management skills:

¢ The minimum education required to practice respiratory care is completion of an
associate degree in respiratory care._

e Programs for the education of respiratory therapists, managers, researchers, faculty,
and professional leaders should be accredited by a body recognized by government,_
and through a rigorous and ongoing process which assures the quality of their_
programming._

¢ Respiratory therapists completing such education, advanced training, and/or
experience should be eligible for credentialing to reflect their didactic preparation and
clinical skills required for practice in the respective area of specialization.
Credentialing should be encouraged in related areas of specialization to include
Neonatal/Pediatric Care, Adult Critical Care, Sleep Disorders, Pulmonary Function

Testing and others which may be added as the field evolves.

The AARC also encourages the development of accredited, advanced degree programs in
Respiratory Care at the bachelor’s, masters and doctoral levels; and encourages therapists
to pursue such higher education as a means of expanding career opportunities and
advancing the Respiratory Care profession.

Effective: 1998

Revised: 03/2009
Revised 04/2012
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Position Statement

Continuing Education

It is critical for all health care practitioners to participate in continuing education in order to
enhance their knowledge, improve their clinical practice and meet state licensure and
national credentialing requirements. Participation in continuing education, whether
mandatory or voluntary, offers the potential to be one of the most powerful tools to ensure
safe, efficient, and quality patient care. The American Association for Respiratory Care
(AARC) recognizes the value of, and need for, participation in continuing education and
recommends that practitioners participate in educational activities 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

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 3/90
Revised 3/00

Revised 12/06
Revised 07/09
Revised 04/12
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Attachment “B”’

Policy No.CA.007 — Chartered Affiliate Bylaws in Conflict with AARC Bylaws
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American Association for Respiratory Care

Policy Statement
Page 1 of 2
Policy No.: CA.007

SECTION: Chartered Affiliates

SUBJECT: Chartered Affiliate Bylaws in Conflict with AARC Bylaws
EFFECTIVE DATE: November 3, 2011

DATE REVIEWED: Nevember4,2011 April 2012

DATE REVISED: April 2012

REFERENCES:

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

Policy Amplification:

1. Affiliate bylaws will only be reviewed for compliance with AARC Bylaws. Errors in grammar,
spelling or internal inconsistencies will be the responsibility of the Chartered Affiliate. The
Bylaws Committee may make recommendations regarding grammar, spelling, or internal
inconsistencies but will not delay the approval process over such issues.

a. All Affiliate Bylaws shall be submitted to the AARC Bylaws Committee every 5 years
for review and approval. The AARC Bylaws Committee will request in writing that the
Chartered Affiliate submit the affiliate bylaws so that they can be reviewed.

b. The Affiliates have six months to respond to the Bylaws Committee request for review.

c. If an Affiliate does not respond with submission of the bylaws, the Bylaws Committee
will notify the Chartered Affiliate in writing that they are in conflict with the Chartered
Affiliates Policy.

d. Failure to submit Bylaws or respond with a plan for submission within 45 days shall start
the process in section 5 below.

2. Affiliate Bylaws will be considered in conflict with the AARC Bylaws and/or policy if non-
AARC members are allowed to vote and/or hold a voting position on the Affiliate's Board of
Directors.

3. Affiliate Bylaws will be considered in conflict with AARC Bylaws and/or policy if Active
members of the AARC are not automatically Active members of the Chartered Affiliate.

4. If affiliates Bylaws are in conflict with the AARC Bylaws and/or policy the Bylaws Committee
will notify the Affiliate in writing that The Affiliates Bylaws are in conflict with the AARC
Bylaws and/or policy including the reason.

5. The Affiliate will have their Affiliate Charter put-en-probatien suspended until the Chartered
Affiliate makes changes to their bylaws to bring them into compliance with AARC Bylaws.
a. The charter affiliate shall lose their voting powers in the House of Delegates until the
Bylaws are revised and accepted by the AARC Board of Directors.
b. If after a period of one year the Affiliates Bylaws are still not in compliance, the AARC
Board will take action by withholding Affiliate revenue sharing starting at one quarter of
revenue sharing every six months.
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Policy No.: CA 007

c. This would be a three year process whereby revenue would dwindle to zero after three
years of non-compliance.
d. The AARC Board of Directors would then revoke the charter of the affiliate.

6. The AARC Bylaws Committee shall notify the AARC Board of Directors of the rejection of
affiliate’s bylaws so the revocation of the charter can proceed through the Executive Committee.

DEFINITIONS:
ATTACHMENTS: AARC Bylaws
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AMERICAN ASSOCIATION FOR RESPIRATORY CARE

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

Minutes

Attendance

Karen Stewart, MSc, RRT, FAARC, President

Tim Myers, MBA, RRT-NPS, Past President

George Gaebler, MSEd, RRT, FAARC, President-Elect
Susan Rinaldo-Gallo, MEd, RRT, FAARC, VP Internal Affairs
Colleen Schabacker, BA, RRT, FAARC, VP External Affairs
Linda Van Scoder, EdD, RRT, FAARC, Secretary-Treasurer
Lynda Goodfellow, EdD, RRT, FAARC

Fred Hill, Jr., MA, RRT-NPS

Denise Johnson, MA, RRT

Keith Lamb, RRT

Doug Mcintyre, MS, RRT, FAARC

Camden McLaughlin, BS, RRT, FAARC

Greg Spratt, BS, RRT, CPFT

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

House Officers

Karen Schell, RRT-NPS, RPFT, RPSGT, Speaker
John Steinmetz, Speaker-Elect

Rick Weaver, RRT-NPS, RPFT, Secretary

Ross Havens, MS, RRT, Treasurer

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

Absent (Excused)

Bill Cohagen, BA, RRT, RCP, FAARC

Bill Lamb, BS, RRT, CPFT, FAARC, HOD Past Speaker
Mike Runge, BSRT, RRT, FAARC

Frank Salvatore, MBA, RRT, FAARC

Joe Sorbello, MEd, RRT

Staff
Sam Giordano, MBA, RRT, FAARC, Executive Director
Tom Kallstrom, MBA, RRT, FAARC, Chief Operating Officer
Doug Laher, MBA, RRT, Associate Executive Director
Ray Masferrer, RRT, FAARC, Managing Editor, RESPIRATORY CARE JOURNAL
Sherry Milligan, MBA, Associate Executive Director
Bill Dubbs, MHA, MEd, RRT, Director of Education & Management
Cheryl West, MHA, Government Affairs Director
Anne Marie Hummel, Regulatory Affairs Director
Miriam O’Day, Federal Government Affairs Director
Kris Kuykendall, Executive Administrative Assistant
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CALL TO ORDER
President Karen Stewart called the meeting of the AARC Board of Directors to order at 8:35a.m. CDT, April
21, 2012. Secretary-Treasurer Linda VVan Scoder called the roll and declared a quorum.

Education Section Report

Recommendation 12-1-53.1 “That the AARC please consider a modification to the AARC webpage regarding

baccalaureate (and masters) degree education at http://www.aarc.org/education/accredited programs/ to read:
‘The AARC provides a link to the Coalition for Baccalaureate and Graduate Respiratory Therapy
Education (CoBGRTE) website that maintains a separate list of programs that offer an associate degree
in respiratory therapy with a baccalaureate degree option. This list also contains some additional
information about all programs offering a baccalaureate or masters degree in respiratory therapy as
the first professional degree. The list of accredited programs on the COARC website is updated
continuously as accreditation decisions are made. Therefore, the current accreditation status of these
programs should always be checked on the CoARC website.””

The recommendation was tabled due to the lateness of the report. Executive Committee will discuss at another
time and send out as E-Motion if needed.

Susan Rinaldo Gallo moved to accept the Specialty Section reports.
Motion Carried

FM 12-1-84.1 George Gaebler moved to create a policy to deal with AARC Governance concerning
interlocking Board members with other organizations.
Motion Carried

FM 12-1-1.1 Linda Van Scoder moved to direct the Executive Office to place a link to the AARC Policy &
Procedure Manual in the member resources section of the AARC website.
Motion Carried

OTHER REPORTS (NBRC, ARCF)
President Stewart will contact the NBRC to request their response to 2015.

George Gaebler moved to accept the NBRC and ARCF reports.
Motion carried

NEW BUSINESS

Susan Rinaldo Gallo moved to accept Recommendation 12-1-84.1 “That the AARC’s white paper on
Concurrent Therapy be temporarily pulled from the website for revision.”

Motion Carried

FM 12-1-1.2 Colleen Schabacker moved to expand the charge of reviewing policies to include white papers and
other AARC Statements to the Executive Office.
Motion Carried

SpirXpert Website
Tom Kallstrom spoke about www.SpirXpert.com and stated the owner would like to turn it over to the AARC.
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American Organization of Nurse Executives (AONE)
AARC was invited to participate in their upcoming meeting to be held on June 4 in Washington, DC. President
Stewart will identify one or two individuals to attend and represent the AARC.

National Coalition of Black Lung Diseases
This organization would like to collaborate with AARC during the annual Hill Day/PAC.

RECESS
Karen Stewart called a recess of the AARC Board of Directors at 10:11am CDT, Saturday, April 21, 2012.

RECONVENE
President Stewart reconvened the meeting of the AARC Board of Directors 10:31am CDT Saturday, April 21,
2012.

Haiti Proposal
The Board discussed the proposal prepared by Natalie Napolitano and Dan Rowley. Numerous requests have

been submitted from many countries needing assistance. The ICRC or ARCF may be a better avenue for
finding funding.

FM 12-1-84.2 Tim Myers moved that the AARC write a letter of support back to the petitioners of the Haiti
proposal for the pilot program based on the condition that they develop goals and outcomes and get a review
from the ICRC on its efficacy and strategic implications.

Motion Carried

President Stewart will prepare a letter to send to Natalie Napolitano and Dan Rowley.

Barnes Jewish Hospital Recommendation

Linda Van Scoder moved to accept Recommendation 12-1-84.2 “That the AARC fund the Advanced Patient
Care Coordinator proposal from Barnes-Jewish Hospital Respiratory Therapy department in the sum of $88,020
from the Million Dollar Research Fund.”

Motion Carried

POLICY REVIEW

Policy No. BOD.006 — Executive Session of the Board of Directors
Colleen Schabacker moved to approve as amended.

Motion Carried

Policy No. CA.002 — Chartered Affiliate Requirements and Responsibilities

FM 12-1-6.1 George Gaebler moved to refer to House of Delegates Speaker with assistance from BOD
Secretary/Treasurer to develop checklist and revise policy by Summer Forum.

Motion Carried

Policy No. CA.006 — Chartered Affiliate Consultant
Linda VVan Scoder moved to accept as amended.
Motion Carried

Policy No. CT.005 — Standing Committees
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Linda VVan Scoder moved to accept as amended.
Motion Carried

Policy No. FM.016 — Travel Expense Reimbursement
Linda Van Scoder moved to accept as amended.
Motion Carried

(See Attachment “A” for all amended policies)

RECESS
Karen Stewart called a recess of the AARC Board of Directors at 11:45am CDT, Saturday, April 21, 2012.

RECONVENE
President Stewart reconvened the meeting of the AARC Board of Directors 3:02pm CDT Saturday, April 21,
2012.

EXECUTIVE SESSION

President Stewart asked that Executive Session convene and staff, as well as non-voting members of the Board
were asked to leave at 3:03pm CDT, Saturday, April 21, 2012. The motion was made by Linda Van Scoder.
Motion Carried

Susan Rinaldo Gallo moved to recess Executive Session at 3:23pm CDT, Saturday, April 21, 2012.
Motion Carried

FM 12-1-1.3 Linda Van Scoder moved that Tom Kallstrom be offered the position of AARC Executive
Director.
Motion Carried (Unanimous hand vote of all voting members present)

Past President Tim Myers took over the meeting of the Board of Directors at 3:28pm CDT, Saturday, April 21,
2012.

ARCF AWARD NOMINEES
The Board brought forth the following nominees for the ARCF Awards for 2012.

Forest M. Bird Lifetime Scientific Achievement Award
Denise Johnson moved to nominate Patrick Dunne — Nominated by Lynda Goodfellow
Motion Carried

Charles H. Hudson Award for Cardiopulmonary Public Health
Linda Van Scoder moved to nominate Danica Patrick - Nominated by Colleen Schabacker
Motion Carried

Thomas L. Petty, MD Invacare Award for Excellence in Home Respiratory Care
Linda Van Scoder moved to nominate Linda Smith— Nominated by Tim Myers
Motion Carried

Life Membership Nominations
Linda Van Scoder moved to nominate Rick Ford— Nominated by Karen Stewart
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Motion Carried

Honorary Membership Nominations
Colleen Schabacker moved to nominate Miriam O’Day — Nominated by Doug Mcintyre
Motion Carried

Denise Johnson moved to destroy the written ballots.
Motion Carried

Karen Stewart took over the meeting of the Board of Directors at 3:46pm CDT, Saturday, April 21, 2012.

President Stewart announced to the entire group that Tom Kallstrom was offered the position of Executive
Director of AARC effective June 1, 2012.

International Committee
John Hiser gave an overview of his written report.

Susan Rinaldo Gallo moved to accept Recommendation 12-1-23.1 “That the AARC Board of Directors
approves the revised International Mission/Goals statement and that the statement is added to the International
Fellowship Program home page on the AARC web site.” (As Amended)

Motion Carried

Susan Rinaldo Gallo moved to accept Recommendation 12-1-23.2 “That the AARC Board of Directors
approve the AARC International Fellows Effectiveness Survey and that it be programmed and administered by
the Executive Office via the Internet using Survey Monkey or a similar Internet tool to survey the new Fellows
after their visit and also to survey all past Fellows if contact information is available.”

Linda Van Scoder moved to refer back to the International Committee to follow the survey process.
Motion Carried

Susan Rinaldo Gallo moved to accept Recommendation 12-1-23.3 “That the AARC consider funding the
creation and production of an International Fellow lapel pin.”

Linda Van Scoder moved to refer to Executive Office for implementation.
Motion Carried

Susan Rinaldo Gallo made a motion to accept the Special Committee reports as reported.
Motion Carried

Ad Hoc Committee on 2015 & Beyond

George Gaebler moved to accept Recommendation 12-1-32.1 “That the AARC BOD accept the direction for
the future of health care as recommended by the publication ‘Creating a Vision for Respiratory Care in 2015
and Beyond’ by Robert M Kacmarek PhD RRT FAARC, Charles G Durbin MD FAARC, Thomas A Barnes
EdD RRT FAARC, Woody V Kageler MD MBA, John R Walton MBA RRT FAARC, and Edward H O’Neil
PhD Published-Respir Care 2009; 54(3):375-389. ©2009 Daedalus Enterprises”

Motion Carried

Susan Rinaldo Gallo moved to accept the Ad Hoc Committee reports as submitted.
Motion Carried
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Susan Rinaldo Gallo moved to accept Recommendation 12-1-1.1 “That the AARC Board of Directors directs
the Management Section Chair to initiate a project to encourage respiratory care managers to look for, and
seize, opportunities described in the manuscript entitled ‘Creating a Vision for Respiratory Care in 2015 and
Beyond’ Kacmarek, Durbin, Barnes, Kageler, Walton, O’Neil RESPIRATORY CARE 2009; 54(3):375-389.”
Motion Carried

Susan Rinaldo Gallo moved to accept Recommendation 12-1-1.2 “That the following position statement by the
Hospital Care Collaborative (HCC) be reviewed and reaffirmed by the AARC Board of Directors:

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

e The HCC believes that healthcare is a “team sport” with respect and recognition for the knowledge,
talent and professionalism of all team members.

e The HCC supports clear delineation of team roles and responsibilities with an emphasis on a
collaborative and non-hierarchical model.

e The HCC believes in patient centered care, rather than provider-centered care, and that the healthcare
team members should involve the patient/family/caregiver in developing care plans and goals of care.

e The HCC believes that collaboration of the healthcare team can lead to improved systems and processes
that provide care more efficiently and result in better patient outcomes. Examples include strategies for
implementation, improved workflow and the utilization of evidence-based processes.

e The HCC believes that all members of the team within their licensure and scope of practice have a role
to play in establishing organizational policy, and directing and evaluating clinical care.

e The HCC believes that in a system that involves many team members, all health professionals should
work to create safe care transitions and handoffs within the hospitalization and post-hospitalization
episodes of care.

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

e The HCC believes that the appropriate capacity and staffing of the entire team is a requirement for
providing the best care.”

Motion Carried

FM 12-1-1.4 Tim Myers moved that the AARC Executive Office develop a website dedicated to findings,
processes, outcomes and decisions surrounding the AARC’s 2015 and Beyond Conference and Project.
Motion Carried

Treasurers Motion
Linda Van Scoder moved “That expenses incurred at this meeting be reimbursed according to AARC policy.”
Motion Carried

MOTION TO ADJOURN
Linda Van Scoder moved “To adjourn the meeting of the AARC Board of Directors.”
Motion Carried

ADJOURNMENT
President Karen Stewart adjourned the meeting of the AARC Board of Directors at 4:30pm CDT, Saturday,
April 21, 2012.
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Attachment “A”

Policy No.BOD.006 - Executive Session of the Board of Directors

Policy No.CA.002 - Chartered Affiliate Requirements and Responsibilities
Policy No.CA.006 — Chartered Affiliate Consultant

Policy No. CT.005 — Standing Committees

Policy No. FM.016 — Travel Expense Reimbursement
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American Association for Respiratory Care
Policy Statement

Page 1 of 1
Policy No.: BOD.006
SECTION: Board of Directors
SUBJECT: Executive Session of the Board of Directors
EFFECTIVE DATE: December 14, 1999
DATE REVIEWED: Juhy-2007 April 2012

DATE REVISED:

REFERENCES: AARC Bylaws; Robert’s Rules of Order

Policy Statement:
All Executive Sessions of the Board of Directors shall be held in strict accordance with Association policy, and
Robert’s Rules of Order.

Policy Amplification:

1. Executive session shall be an important mechanism for conducting confidential business of the Board of
Directors

2. All items discussed in executive session shall be held in strict confidence by all who are in attendance
and may not be divulged to individuals other than the Board.

3. The Board of Directors shall review the actions of a member of the Board who is suspected of violating
this policy in accordance with the due process provisions of AARC policy.

4. A member of the Board found to be in violation of this policy shall be subject to disciplinary action up
to and including removal from office.

A. The Board shall also file a complaint with the Judicial Committee regarding such member found in
violation of this policy.

5. Any executive session information that is germane to the effective functioning of the Board of Directors
shall be disseminated to all board members in the most timely fashion possible (e.g. Executive, Budget,
and other special committees’ business and rough drafts of proposed documents).

DEFINITIONS:

ATTACHMENTS:
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Policy Statement

Page 1 of 1
Policy No.: CA.002
SECTION: Chartered Affiliates
SUBJECT: Chartered Affiliate Requirements and Responsibilities
EFFECTIVE DATE: December 14, 1999
DATE REVIEWED: March, 2009 (was referred to Chart. Affil. Cmte to update

by-summer-2009) April 2012 (checklist and revisions by HOD Speaker with
assistance from BOD Secretary due at Summer Forum 2012)

DATE REVISED: April 2012

REFERENCES:

Policy Statement:
Chartered affiliates shall be responsible for providing necessary formal documentation required for Chartered
Affiliate Membership in the AARC.
Policy Amplification:
1. Chartered Affiliates shall be required to provide the following written documentation to the AARC.
A. Proof of state and federal exempt-tax not for profit status.

B. Proof of Chartered Affiliate Treasurers and other checking account signatories being bonded.

2. The Affiliate Charter shall remain the property of the Association, and replacement or additional copies
must be purchased at cost plus handling.

3. It shall be the responsibility of the Chartered Affiliates Committee to solicit and maintain
documentation.

DEFINITIONS:

ATTACHMENTS:
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American Association for Respiratory Care
Policy Statement

Page 1 of 2
Policy No.: CA 006
SECTION: Chartered Affiliate
SUBJECT: Chartered Affiliate Consultant
EFFECTIVE DATE: January-1,-2008
DATE REVIEWED: December2007 April 2012
DATE REVISED: December2007 April 2012
References:

Policy Statement:

The American Association for Respiratory Care (AARC) has established a mechanism to offer consultation
services to its state societies (chartered affiliates).

Policy Amplification:

The role of the consultant is to assist the state societies, in regard to resolution of problems and/or disputes
associated with the operation of the state society at the direction of the AARC President.

1. The President may appoint an AARC member volunteer with Board of Director or Executive Committee
experience to serve as AARC State Society Consultant. The Consultant serves at the pleasure of the President.
The position will be subject to reappointment en-a-yearhy-basis every two years.

2. The Consultant’s role is strictly voluntary with no pay for services, but state societies requesting a
consultation will accept responsibility for any expenses incurred with the AARC matching up to $500 of the
total expense.

3. While the consultant may be engaged with state societies on a wide range of topics related to arbitration, the
consultant is not empowered to represent the AARC without its written authorization to do so from the AARC
President.

4. When the Consultant provides advice in the execution of a consultation it must be clearly stated that the

advice is not a position, opinion, recommendation or other form of direction from the AARC, but rather
represents the best opinion of the consultant given his/her extensive experience and expertise in this area.
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Page 2 of 2
Policy No.: CA 006

5. If the consultant feels that it is necessary and appropriate for the AARC to undertake a formal
recommendation or other action, the consultant will contact the AARC’s President and make the appropriate
recommendation(s). The President will in turn consider the recommendation(s) and after consideration with
appropriate parties take any subsequent action.

6. The consultant will communicate on a regular basis with the AARC’s President regarding any activities
undertaken in fulfillment of this appointment and will generate a written report after any consultation be copied

to the AARC’s President and Executive Director within ten days post meeting.

7. The consultant will submit a report that summarizes activities participated in on behalf of the AARC for each
BOD meeting.

8. All communications from the consultant to the State Affiliate must be copied to the AARC President and
Executive Director.

9. Any brochures, publications and/or e-mails that the consultant desires to send out to the affiliates promoting
services provided through the position must first be approved by the AARC President and Executive Director.

10. All requests for services of the consultant must first be submitted to the AARC President. The President
will make the decision regarding approval of the consultation and travel grant funding by the AARC Travel
Assistance Grant Fund.

11. The Chartered Affiliate Consultant will be required to sign a Letter of Agency which will describe scope
and limitations of authority.

DEFINITIONS:

ATTACHMENTS:
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American Association for Respiratory Care
Policy Statement

Page 1 of 1
Policy No.: CT.005
SECTION: Committees
SUBJECT: Standing Committees
EFFECTIVE DATE: December 14, 1999
DATE REVIEWED: Mareh-2008 April 2012
DATE REVISED: Mareh2008 April 2012
REFERENCES:

Policy Statement:
The standing committees of the Association shall be the Bylaws, Elections, Executive, Finance, Judicial,
Program and Strategic Planning Committees.

Policy Amplification:

1. The Association’s standing committees are designated by the Association’s Bylaws and only may be
changed by initiation of a Bylaws change as designated in the Association’s Bylaws in Article XII, sec 2.2.

2. Committee chairs and committee members of standing committees, not otherwise designated in the
Association’s Bylaws and/or policy shall be appointed by the President and subject to the approval of the
Board of Directors.

3. Committee terms of appointment shall be for enre-{3) two (2) years with the exception of the Elections ang-
Bylaws Committees, which is a three (3) year term.

4. Decisions of the standing committees of the Association, except as specified in Article XII, Section 2 (a)
(3), may be appealed to the Board of Directors.

A. A two-thirds (2/3) vote of the Board of Directors shall be required to sustain an appeal.
DEFINITIONS:
ATTACHMENTS:
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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: Juhy2041 April 2012
DATE REVISED: Becember2008 April 2012
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.
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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).

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 (effective 1/1/09) 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)
B. Personal expenses incurred while on official Association travel (e.g., entertainment, telephone, 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 and facsimile
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9. Expenses incurred by the President incidental to executing the duties and responsibilities of that office shall
be:

A. Paid by the Association
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 three 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
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E-Motions

Since Last Board Meeting in April 2012

12-2-15.1 Susan Rinaldo Gallo moved “That the AARC Board of Directors approve the Marriott
Renaissance at SeaWorld (Orlando, FL) as the venue and destination for the 2013 AARC
Summer Forum.”

Results — June 14, 2012
Yes — 16

No -0

Abstain - 0

Did not vote — 1

The motion carried
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General Reports



President Report

Work continues with the project 2015 and Beyond. At the December BOD meeting the Board voted to
accept the proceeding of the first conference, Creating a Vision for Respiratory Care in 2015 and
Beyond. The approval of this document allows the AARC to follow a course of action which will
enable the association to further planning and design programs for the future. The work is far from
finished; the committee continues to obtain information need for the next set of recommendations for
which action will be taken.

Work continues on the Respiratory Care Medicare initiative. Somewhat disappointed the AARC was
not successful in getting the bill restored by the CBO. Lobby day in Washington DC was successful
with record numbers of visits on the hill. Efforts now are being made to reword the bill with more
emphasis on the disease management aspect of care. It is hopeful that this action will create a new
look and perhaps new scoring from CBO. The effort remains a high priority for the association.

| recently attended a meeting in Washington with the AHA and their organization, the American
Organization of Nurse Executives. The meeting was convened to address workforce needs... This
new group, Allied Health Professions Workforce Planning Meeting, is an effort to bring a wide variety
of health professions together as a multi-disciplinary group to understand and consider workforce
needs and how care may be delivered in the future. Attending the meeting were representatives from
physical therapy, nutrition and dietetics, radiological technologists, clinical pathology, occupational
therapy, health care human resources, and health system pharmacists. The group identified 3 areas
to start the work and has agreed that there is a need for this level of collaboration.

The AARC continues to identify educational opportunities for its members. The leadership program is
still in development stages and other new programs. Education requests continue from the Middle
East and two programs were delivered early in the year.

Respectfully submitted

Karen J. Stewart, MSc, RRT, FAARC, President AARC
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Executive Office Report

Submitted by Thomas Kallstrom MBA, RRT, FAARC Executive Director
The following are highlights from the Executive Office since the spring meeting in Dallas in April.

Membership
Since January of this year our membership efforts with the Membership Committee chaired by Frank Salvatore

have focused on managers. We have been able to identify hospitals where a manager or director is not a
member. In early June the membership committee sent directed messages to managers who are not members to
join the AARC with an offer of complimentary management section membership while describing the many
benefits of AARC to the operation of their department. We will be prepared to provide you with an update on

this initiative in Santa Fe.

At last report (June 28th) our membership numbers are at 50,861. This compares to 51,054 a year ago (June 30,
2011). As happens every year at this time we see a drop in our numbers in late spring due to student
membership adjustments. This tends to reverse itself in August when student members engage with the AARC.
We have kicked off the web student program for this scholastic year with a letter to all program directors and

faculty names are being submitted.

July is the first month that we will be offering our new membership rates. There are three membership rates (all
of which are full memberships). The change allows members the choice of how to receive the two publications
(AARC Times and Respiratory Care Journal). The incentive for our members is that they can actually get the

same benefits and publications at a lower membership rate.

Digital only $78.00/annually
Receive one publication $84.50/annually

Receive both publications $90.00/annually

All members automatically have access to both publications on-line regardless of which option they decide
upon. Again this change will not change the revenue sharing agreement. The AARC will continue to provide the
affiliates with $12.50 for each active and associate member. We are also upgrading our web platform so that the

member will be able to take advantage of features that are not available in the print medium.

In 2013 the AARC will begin the “Senior Discount Membership”. Members will retain their current member
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category (Active, Associate, etc) and retain the rights of that membership type. To be eligible the member must
be 65 or older with 20 years of consecutive AARC membership. A 10% discount will be given for any dues tier.

Membership will be made aware of this change later in 2012.

Co-Marketing Opportunities with our State Affiliates

There are 33 affiliates who have signed revenue sharing agreements and 32 who have opted for co-marketing
agreement with the AARC. This program allows the affiliates more financial support in addition to the revenue
sharing program. We will be rolling out more co-marketing opportunities for the Affiliates this year.

Professional Advocacy

American Hospital Association

As noted at the spring board meeting the AARC was invited to participate in a meeting hosted by American
Organization of Nursing Executives and the Human Resources Section of the American Hospital Association in
Washington, DC. Many hospital-based professional organizations were in attendance. President Stewart and I
represented the AARC. The purpose of the meeting was to discuss current needs and future projections for each
organization in the provision of health care. This invitation was significant because it was the first time we were
asked to the AHA to sit at the table for such a meeting. It was the 90’s when the AHA actually was working to

phase out our profession.

One of the first initiatives will be for all hospital-based health care professions to share with their organizations,
consumers, and patients a clear message that the provision of care in the hospital is provided by a health care

team who all recognize and respect what each discipline provides to our patients.

The theme of this meeting is consistent with the AARC vision, noting that the AARC is also a member of the

Hospital Care Collaborative, the direction of which the Board of Directors reaffirmed at their meeting this

spring.

Other health care organizations represented at this meeting were:

» American Society of Clinical Pathology

* Academy of Nutrition and Dietetics

* American Occupational Therapy Association

* American Society of Health-System Pharmacists
» American Society of Radiologic Technologists

* American Physical Therapy Association
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* American Organization of Nursing Executives

Adventures of an Oxy-phile 2
The book authored by Dr. Petty and associates was audio recorded at a professional sounds studio. Patrick
Dunne is the narrator. The AARC will make these available for download from YLH and AARC.org. This is a

unique way to spotlight his last book, which will be a treasure to many that knew him and knew of his work.

Drive4dCOPD

The Drive campaign has been officially turned over to the COPD Foundation. The AARC will play a more
significant role this year and moving forward. In fact the AARC is a major partner in this new effort. As was
presented at the spring BOD meeting we have received grant money from COPD Foundation for the purpose of
filling a new position with the Drive. This position will be a COPD Coordinator. Her/his role will be to
coordinate public Drive events as well as to expand the current venues. The position was posted on the AARC
Job Site and interviews are being conducted. We will be working closer with the American Legion, VFW, and

Am Vets organizations moving forward.

Peak Performance USA (PPUSA)

AARC’s National Asthma Education and Prevention Program (NAEPP) representative, Natalie

Napolitano has promoted PPUSA to the NAEPP coordinating committee members and asked that they share
information about the program to their perspective members and constituents. NAEPP leadership fully
supports PPUSA. We continue to promote in AARC communication vehicles including our web site, News
Now, and AARConnect. PPUSA has reached an estimated 45,978 children with asthma. It has been

implemented in 885 schools in 34 states.

HOSA
HOSA’s 2012 Annual National Leadership Conference was held June 20-22, 2012 in Orlando, FL. Members
and students from the Valencia College in Orlando FL staffed our booth and represented the AARC at this

meeting. A report will be posted on AARC website soon.

Tobacco Cessation Booklet

Our second grant for the Tobacco Cessation booklet was received and an additional 200,000 copies printed. We
are reviewing our options for distribution to assure that all members have access to a reasonable number for
free, and can then purchase additional copies. We expect the program to become self-sustaining, based on the

initial response.
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Joint Commission Field Reviews
The AARC continues to participate in the Joint Commission Standards Field Review process. The volume of
standards so far this year continues to be substantially less than in previous years. Since the last board report we
responded to these reviews relevant to respiratory therapy:

e Clinical Alarm Management Environmental Assessment (03-26-12)

e Proposed revisions to the Disease-Specific Care (DSC) Certification Program Standards (4-27-12)

Meetings and Conventions
AARC Congress 2012
Logistical planning for AARC Congress 2012 is progressing as scheduled:

e 150 (+) speakers

e ~ 275 unique presentations

e Several first time speakers to the AARC Congress have been invited to present; creating a portal for new
talent into the AARC.

e All specialty sections are represented in the Congress program with representation from most
roundtables.

e Two pre-course offerings are scheduled one day prior to the Congress

o Patient Safety

o Post-graduate mechanical ventilation course

Summer Forum 2012
e A full 2.5 day Program has been created to address educational needs of educators and managers.
e There is a continued emphasis on creating course offerings for hospital-based educators (an untapped
demographic for the Summer Forum)
e Two post-graduate course offerings have been scheduled.
o Pre-course: “Building a Simulation Toolbox”
o Post-course: “Getting the Best Return on Your Investment: Maximizing Patient Education”
e A smartphone application is offered in conjunction with the meeting. It will include a schedule, course
descriptions, and add sessions to your personal calendar, speaker bios, and ability to rate speakers.

e Pre-registered attendance is on schedule to meet budget.
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Summer Forum 2013
e Summer Forum 2013 will be held in Orlando, FL at the Marriott Renaissance: Orlando at SeaWorld.
e This property is located adjacent to, and within walking distance to, Orlando SeaWorld.
e The last Summer Forum held in Orlando drew record attendance and we anticipate that trend to continue
in 2013.
e Orlando is a prime vacation destination with multiple options for recreation and entertainment. We

anticipate many attendees will travel with family.

Projects Update
COPD Toolkit

The COPD Toolkit is completed and has been submitted for legal review. At the time of this submission, all

supporting documents have been approved with anticipated approval of flip chart at the time of this meeting.

Beta test is tentatively scheduled to include 20 hospitals, each using the Toolkit on 100 COPD patients per
hospital. Participating hospitals have been identified. Data will be collected from patients to identify whether or
not teaching via the materials provided were effective, and if so, to what degree. Estimated Completion Date:
Fall 2012

Patient Safety Checklists
The Patient Safety Checklist project is now complete. Phase One (Oxygenation and Patient Transport) was

completed in February, with Phase Two (Respiratory and ICU Recidivism) was completed in June.

Three patient safety checklists are now available for download off of the AARC website

(http://www.aarc.org/resources/safety checklist/). Both Phase One and Phase Two rollouts to membership

included a story on the website, an article in the AARC Times, and a webcast. These checklists will reinforce

the importance of the respiratory therapist as members of the team in promoting patient safety.

Hospital-to-Home

The Hospital-to-Home initiative continues to move forward in educating hospital-based RTs on issues facing
patients as they transition into the home environment. This includes best practices, equipment in the home,
disease management and patient education, and discharge planning. The end goal is to create improved
relationships between hospital-based RTs, homecare RTs, and the patient. Educational webcasts are scheduled to

take place in August.
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High Flow Heated Humidity

Identifying that there are knowledge gaps, a lack of evidence, and potential misuse of this technology, this
project is designed to encourage RTs using this therapeutic modality to engage in research so that adequate
evidence is available to draft a white paper/clinical practice guidelines. An IRB template that participating RTs

can use to submit to their respective hospital IRB has been completed and submitted to Midland IRB for review.

RTs will be encouraged to use this template and submit a research application to their own IRB. Once approved,
the research study would collect evidence on the clinical effectiveness and safety of this technology. Once
adequate data is collected, the AARC could draft a clinical practice guideline/white paper on the proper use of

this technology.

Target completion date:
e |IRB template: July 2012.
e Rollout to Membership: September 2012

e Data collection: ongoing.

Office Spirometry

We have been asked to extend our clinical trial Spirometry QA program through Feb 2013. It was scheduled to
expire in August. Our train-the-trainer program has been well received and produced good results. We have
trained about 160 health care professionals to provide training in primary care offices. They have conducted

training for over 100 people, with 38 out of 39 successfully passing the online test.

Adult Critical Care Exam
The Executive Office is working with Keith Lamb, RRT and chair of the Adult Acute Care Specialty Section to
provide support in his Committee’s recommendation to assist RTs who take the new Critical Care Exam, which

will be available in July.

Benchmarking
As of June 1, there were 139 facilities participating in the benchmarking service. The volume of users is 108%
of budgeted revenue. Our persistent monthly follow-up continues to yield a higher percentage of subscribers
with current data. Members of the benchmarking committee continue to personally contact new subscribers
within one week after they have gained access to the system and offer personal assistance to facilities that are
within 4 months of their expiration date and have not entered at least one quarter of data. We continue to
encourage subscriber engagement by holding monthly teleconferences.
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Education

Professors Rounds

9 topics and speakers (including one bonus program) constitute the 2012 Professor’s Rounds series. All
production dates have been completed except for the last two, which will be completed by the end of July.
Following that we will begin planning the 2013 series.

Web Casts

By the end of June we will have conducted 10 webcasts. We have dates for 6 more and have commitments for 2
more at this time but dates for those have not yet been established. We continue to attract a large number of

participants. (see below)

CRCE
CRCE accreditation revenue is at 130% of budget. The on-line CRCE application process has been completed
and will be ready for implementation this summer. Final stages of testing are being completed at this time. It

will be live in August.

Course Registrations
Since Jan 1, 2012

All Webcasts 2143
All Archives 786
EPA Courses

Triggers 2495

Allergy Skin 1426
Asthma Educator 151
COPD Educator 248
Ethics 1578
VAP 226
Alpha 1 266

2015 and Beyond
As per the BODs direction a 2015 and Beyond placement on our web site (aarc.org) was added. In the first

week after it was put on the web site there were over 11,000 views. This will be housed permanently on our
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main page so that anyone who wishes to learn about this project as well as to get current updates will have

access.

AARC Research Fund

The BOD approved $88,020 to fund a research proposal from Barnes Hospital for a respiratory therapist to
serve as an advanced patient care coordinator for patients discharged from the hospital with COPD/asthma.
Their role would be to oversee the discharge of the patient to insure that respiratory treatments and medications
are appropriately prescribed for outpatient therapy, that adequate follow-up occurs post discharge in a medical
clinic, that outpatient access to medications is available, and that other social services are involved as needed.
They will also monitor study patients to assure adherence to COPD/asthma management guidelines during their
inpatient stay. The desired outcome would be to reduce readmissions to the hospital and visits to the emergency
department while at the same time documenting the value of the respiratory therapist in this critical role. A
payment schedule has linked acceptable periodic performance reports to payments has been agreed upon. The

study began on June 1 and the first report is due September 12, 2012.

IT update
All upgrades are progressing as per agreed upon timetable. The desktop replacement will start in July. There

have been no additional expenses since the spring board meeting. The users have a small device on the desktop
that does nothing more than manage the display and keyboard. There is no local operating system or disk or
memory. Instead, all of these functions are performed on a server in the data center. This has the advantage of

not needing to upgrade or replace desktop hardware as often, since there are no parts to fail.

All programs are run from the virtual server, so operating system and software upgrades can be applied to all
desktops with one instruction. It also helps with software management, since no programs can be loaded on the

local desktop. It will reduce the possibility of introducing viruses from unauthorized software.

The server virtualization is nearly complete. The 14 physical servers have been reduced to 2. We have also
reduced the heat load in the server room to the point that it can run for a reasonable time to safely shut down the
servers in case of a power failure. Remembering last summer's rolling blackouts in the region, the battery
backups and reduced heat load should keep us from shutting down the servers if we see the same problems this

summer.

Communications Update

We continue to monitor communications between our roundtables and section members. Attachment #1
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indicates that some groups are more engaged then others. The Roundtable members are using this

communication tool far less then section members.

Membership Analysis

We have attached the latest membership numbers from other medical organizations as we do annually. See
Attachment #2

Attachment #1
AARConnect Messages from 1/1/2012 to 6/21/2012
Specialty Sections

Discussion New Threads | Reply to Discussion | Total Messages
Adult Acute Care 0158 0371 0529
Continuing Care/Rehab 0076 0120 0196
Diagnostics 0089 0239 0328
Education 0106 0244 0350
Home-Care 0027 0045 0072
Long-Term Care 0025 0031 0056
Management 0467 1227 1694
Neonatal-Pediatrics 0214 0438 0752
Sleep 0036 0030 0066
Surface & Air Transport 0086 0303 0389

Roundtables

Discussion New Threads | Reply to Discussion | Total Messages
Asthma Disease Management 0005 0007 0012
Disaster Response 0009 0001 0010
Geriatrics 0000 0000 0000
Hyperbarics 0001 0000 0001
Informatics 0005 0001 0006
International Medical Missions 0002 0002 0004
Military 0009 0010 0019
Neurorespiratory 0007 0008 0015
Research 0005 0004 0009
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Simulation 0005 0011 0016
Tobacco-Free Lifestyle 0014 0009 0023
Other Communities
Discussion New Threads | Reply to Discussion | Total Messages
Leadership Book Club 0037 0045 0082
Bylaws 0023 0099 0122
Coding 0029 0052 0081
Resolutions Committee 0012 0023 0035
Board of Directors 0033 0102 0135
House of Delegates 0037 0009 0046
Help Line 0244 0490 0734
Attachment #2
Organization National Student Retired No. of No. in Salary
members profession
American
Physical $295 $90 $220 75,000 198,600 $76,310
Therapy Assoc
American
Occupational $225 $75 $112 40,000 108,800 $72,320
Therapy Assoc
American
Speech, $225 150,000 123,200 $69,920
Language, and (speech
Hearing Assoc therapists only)
American
Academy of $275 $75 $75 43,000 83,600 $86,410
Physician
Assistants
American
Society of $105 $30 $53 132,000 219,900 $54,340
Radiologic
Technologists
American
Assoc of $78 $52 $52 80,000 500,000
Critical Care
Nurses
American
Assoc of Sleep | $100 $50 4,200
Technologists
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American
Assoc for $78 $50 49,000 145,000 $54,280
Respiratory
Care

American
Nurses Assoc $183

Summary
I am happy to expand on the information provided in this report in Santa Fe. We look forward to a productive
meeting.
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% State Government Affairs Activity Report

July 2012

Cheryl A. West, MHA
Director Government Affairs

A significant number of state legislatures have adjourned for the year, although several legislatures, such as
Michigan, New York and California remain in session year round. The tentative economic recovery has not
mitigated the budgetary pressures on state finances. Unlike the federal government, states must balance their
budgets every year. Thus, states continue to search for new revenue sources (raising licensure fees and tobacco
excise taxes, increased state higher education tuition as examples); revising Medicaid payments (ex. moving
towards competitive bid payments for DME); diverting tobacco prevention and cessation funds to other state
health programs and amending eligibility requirements for state services.

Legislation

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

The bills listed below highlight key legislation that are of particular interest for the respiratory therapy
profession. Please note, because of the volume of activity from the many states that pass legislation raising
tobacco taxes or restricting smoking in public places | have not included these bills in this report. Although
there are two bills that are “interesting”: Arizona legislation that will classify electronic cigarettes as tobacco
products, and a bill in West Virginia that would prohibit employers from discriminating against smokers... just
FYI.

Michigan Government Recommends Repeal of MI RT Licensure

Nearly a year ago, Michigan Governor Rick Snyder rather quietly tasked staff from the Office of Regulatory
Reinvention to review and make recommendations that, in the name of “over-regulation” would present a list of
professions that this panel recommends to be “de-licensed”, i.e. removing the state from oversight and
regulation. The final report from the Commission included respiratory therapy as one of the 18 professions
recommended to be “de-licensed”. (Also on the list of health professions slated to be “de-licensed” are
occupational therapists, speech therapists and dieticians/nutritionists). According to the Deputy Commissioner
of the Office of Regulatory Reinvention these professions were selected because “We found that there were at
least 18 occupations that did not require regulation. These regulations provide little or no significant protection
to the public".

The rationale given in the Report to “de-license” MI RTs is that the NBRC credential is sufficient to “provide
employers of the qualifications of the respiratory therapists.”

To put it mildly the Michigan Society for Respiratory Care -MSRC (see attachment 1), the AARC (see
attachment 2) and the NBRC (see attachment 3) adamantly oppose this recommendation. The MSRC has
organized an all out coordinated response to this initiative. The Governor has the discretion to remove any
profession that is on the recommendation list. For those professions not removed by the Governor and thus
remain on the list, the set of recommendations will be sent to the Michigan legislature for debate and decision.
Therefore, the MSRC’s first plan of attack is to approach the Governor with the rationale why it is imperative to
remove RTs from the list. If the Governor fails to act on the persuasive arguments, the MSRC’s considerable
efforts will turn to the legislature where an all out lobbying effort by MI RTs will get under weigh.
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I want to take a moment to commend the MSRC’s exceptionally well coordinated, organized and strategically
planned response to this threat not only to the RT profession, but one if implemented will jeopardize the health
and safety of Michigan patients. As this report is written the outcome of this situation is very fluid and 1 will
provide an update at the July meeting.

RT Licensure Legislation

lowa- legislation was enacted that permits “qualified health care providers ~ defined in this bill as physician
assistants and advanced nurse practitioners to write RT orders (in addition of course to physicians).

Nebraska enacted a similar bill, but permits NPs and PAs, and CRNAs to write RT orders.

Missouri — again similar legislation as in lowa and Nebraska, but bill would only extend RT order authority to
advanced practice nurse.

Comment: These 3 legislative initiatives result from the relaxing of Medicare Hospital Conditions of
Participation for RC Services. These new rules permit RTs to take orders from a select set of non physician
practitioners (termed by CMS as “qualified health care providers”) without the need of a physician co-signature.
However, one of the stipulations by CMS for this more lenient policy is that this must be “in accordance with
state laws”.

If RT licensure laws permit RTs to take orders only from physicians, then this less restrictive Medicare policy
cannot be implemented. Therefore, the intent of these bills in MO, NE and 1A, (where the original RT licensure
law language permits only physicians to write RT orders) is to revise the laws in order to meet the requirements
of CMS’s more flexible policy on RT orders. Washington State enacted a similar revision to the RT practice
act in 2011.

Ohio expands the authority of CRNAs to direct a list other professionals including RTs to administer drugs.
Arizona, Idaho, Mississippi and Wisconsin -technical corrections to RT licensure law.

Louisiana_— (enacted) Legislation addressing paramedic regulatory personnel requirements was introduced.
The actual paramedic revisions had no impact on the RT profession. However, what was noticed when
reviewing the legislation was that current law (not undergoing any revisions) had explicitly listed the health care
professionals permitted to ride as ambulance transport personnel. Respiratory therapists were not listed in the
law. Recognizing that if some “entity” was to raise the legal issue of whether RTs could be part of transport
teams (no as they are not listed in the law); the LSRC inserted a provision into the law that now legally allows
for RTs to be part of a transport team, thus averting any future questions or disruption of transport teams.

Florida- a staffing bill focused on medically fragile children under 21who are in need of skilled care. The bill
specifically requires 5 hours a day of skilled care which must be provided by a list of health care professionals
including RTs.

California- a bill that would fine up to $100,000 and 1 year in jail if someone impersonates a licensed RCP or
buys or sells a RCP license
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Oklahoma will raise RT license fee from $75 to $100. Also, a bill requiring RTs to maintain a valid NBRC
credential for license renewal was introduced. This NBRC credential bill did not move forward but it is of
interest that this requirement is under consideration.

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

Generic Health Profession Licensure Legislation that Includes Respiratory Therapists

Colorado (enacted), Nebraska, Ohio, & Oregon (enacted) - these states have legislation that would permit in
some fashion military personnel or the spouses of those in the military to more easily obtain a health
professional license. In essence, the education or testing requirements for licensure, in some manner would be
waved for these individuals and their experience accepted in lieu of formal education and testing

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

Oklahoma- revises several provisions of various health profession licensure laws, including RTs. The intent is
to consolidate disciplinary violations under one “roof” for most licensed health professions

Other Legislation of Interest to the Profession of Respiratory Therapy

Alabama (enacted) California, Connecticut, Florida, Georgia, Mississippi, New Hampshire, New York,
Pennsylvania, Washington State, West Virginia (enacted) Wisconsin - would require pulse oximetry testing
(among other tests) for newborns. Colorado (enacted) would study the need for pulse ox for newborns

Connecticut legislation was originally introduced to establish a small 5 site Medicaid pilot program to provide
skilled home care for vent dependent patients with the services to be provided only by LPNs and RNs. The
CSRC contacted state legislators with their concerns over the omission of RTs and the bill was amended to
remove nurses and insert RTs (and advanced nurse practitioners). This bill has been enacted.

New Jersey a bill requiring oxygen providers to provide notice to the local fire department or company
whenever they stop supplying or delivering oxygen or an oxygen delivery system to a particular patient and the
02 system has been removed from the residence.

Florida (adopted), Hawaii (adopted), Illinois, Kansas (adopted), New Jersey, New Mexico (adopted),
Mississippi (adopted) and Utah- - a variety of legislation that focuses specifically on COPD, requesting more
study on the causes of COPD and/or developing strategies for prevention and management of COPD or
recognizing the efforts of the state COPD Coalition (North Carolina-adopted).

Alabama (adopted) , Georgia (adopted) Florida, Illinois, Indiana, lowa (adopted), Louisiana (adopted),
South Dakota (adopted) all have legislation that either designates a COPD Day or a COPD Month

New York- a bill permitting nebulizers on school grounds. Another NY bill requires when teaching CPR in
high school, the instructors must include the training on the proper use of nebulizers and these instructors must
in turn be certified by a nationally recognized entity in the use of nebulizers. Another NY bill would require an
asthma action plan for pupils who are permitted to use asthma meds on school grounds

Respiratory Related Rules/Reqgulations

A change in the rules and regulations for the profession of respiratory therapy may have just as much impact on
how respiratory therapists practice as does amending the licensure laws for RT.
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Florida- tweaks how to account for continuing education credits for license renewal.
lowa and Delaware also make technical changes to continuing ed credits.

Louisiana makes long anticipated and expected changes to RT regs, however these changes were not
unexpected by the LSRC

Nevada- amends RT license expiration, technical change

Tennessee is changing the fee for RT license

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

Maryland- decreases Maryland Medicaid reimbursement for oxygen and related respiratory equipment from 98
percent to 90 percent of Medicaid's reimbursement rate. The new reg also requires providers of oxygen and
related respiratory equipment to document face-to-face encounters with Medicaid recipients within 6 months

prior to ordering oxygen services, supplies, and equipment

Oklahoma- removes the requirement for a certificate of medical necessity for positive airway pressure devices
(BiPAP and CPAP) because CMNs are no longer used for authorization decisions

Concerns or Challenges from Other Occupations

We continue to monitor legislative and regulatory activities by other professions and disciplines. Seemingly
small changes such as who may provide a service, qualifications of the personnel to provide a service, what is
permitted to be provided as a service and where services can be provided, can greatly impact and potentially
diminish the respiratory therapy legal scope of practice.

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

Washington State- legislation was introduced to expand the scope of practice for unlicensed medical assistants,
including providing “respiratory testing”, which among other points of contention, is not defined.

lowa- legislation that would create a new provider category termed “direct care professional”. These
individuals would care for patients in the home and community settings. Limited definitions of what would be
required in terms of education, scope or competency testing. However, one point was clear- this new category
would not be required to be licensed.

Sleep Disorder or Polysomnography State Leqgislative Activities

Maryland

As noted in previous State Update Reports, the Maryland Polysomnography licensure law, was enacted (2006)
prior to the availability of A Step, the American Academy of Sleep Medicine-AASM( sleep physicians)- 80
hour OJT training course. The MD Polysom licensure law requires polysom personnel to be graduates of
CAAHEP accredited education programs. Being unable to meet this education standard, mandatory licensure
for polysoms has been delayed by the legislature several times (now slated for October 2013).

The original law did not include a specific exemption for RTs, but rather a general exemption for other licensed
health professionals who are practicing within their own scope of practice. About 2 years ago, a statement from
the MD Polysomnography Licensure Board and confirmed by MD State Attorney General, that if the RT were
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to provide any service or procedure listed in the Polysomnography scope of practice (task specific) but not
specifically listed within the RT scope of practice (purposefully general) the RT would require a polysom
license.

The MD/DC Society engaged a lobbyist to advance a bill that would provide an exemption for the RTs from the
requirements of the Polysom licensure law.

A panel of RTs testified in at a February hearing in support of a RT exemption. The panel included Dr. Cliff
Boehm (BOMA rep and Maryland physician —and RT). The bill was passed by the legislature and signed into
law by the Governor.

In the meantime, the Sleep Society had its own bill going through the legislature that would add the A Step 80
hour OJT training course as an acceptable “education” pathway, comparable to an accredited CAAHEP
accredited education program in polysomnography. This separate bill was passed and signed into law.

lowa

The “standard” polysom licensure bill was introduced in this legislative session in lowa. The bill contained
objectionable provisions including no explicit exemption for RTs; insertion of the AASM’s OJT A Step course
as comparable to CAAHEP accredited polysom education programs; and a provision that would provide a
backdoor giving the Polysom Licensure Board the authority to accept the American Academy of Sleep
Medicine’s (AASM) non accredited test for the Registered Sleep Technologist as a measure of clinical
competency.

The lowa Society for Respiratory Care engaged in an open dialog with the 1A Sleep Society, and a number of
the concerns (education and testing) had been, more or less, satisfactorily addressed. However, the key issue of
an explicit RT exemption was rejected by the IA Sleep Society.

With the refusal to accept the RT exemption provision, the ISRC leadership expressed its concerns to legislators
and testified at a legislative hearing stating that without the RT exemption the society regretfully had no choice
but to oppose the bill. The ISRC launched a statewide RT grassroots campaign with information and requests
that went out to all IA RTs asking them to contact their own legislators and oppose the polysom licensure
legislation. As a result of these efforts, the ISRC lobbyist has reported that the polysom licensure legislation
was killed in committee (at least for this year).

Again, it should be noted that the leadership of the lowa Society and the lowa RTs were exceptional well
organized and committed to addressing this issue and resolving it in a such a way as to protect the integrity of
the respiratory therapy legal and long standing scope of practice.

Delaware

In mid April the all too familiar “standard” polysomnography licensure bill was introduced. Chief among the
concerns of the Delaware Society was the absence of an explicit exemption for RTs. Fearing that what occurred
in Maryland, (a general exemption, not an explicit one for RTs) the Delaware Society has taken its’ concerns to
the Delaware Sleep Society. At this writing a constructive dialog has occurred, with the Sleep Society offering
to amend their bill to include an unambiguous exemption for the RTs. The DSRC leadership should be
commended for its rapid and thorough response in addressing this legislation and thus far the positive
interaction with the DE Sleep Society.

New Hampshire and Louisiana- both state legislatures had technical changes to the current polysom licensure
laws (NH polysoms are licensed under the RT Licensure Bd). Originally neither bill revisions had any impact
on the RT profession. However, in Louisiana, unknown special interests inserted unacceptable revisions into
the otherwise benign technical change legislation. The LSRC was able, through intense negotiations with the
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legislators to revoke the newly inserted changes and then include wording that would permit RTs to supervise
RT students going through a polysom rotation.

I will provide a verbal update at the Summer Meeting.
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% Federal Government Affairs

Activity Report — July 2012

Cheryl A. West, MHA, Director Government Affairs
Anne Marie Hummel, Director Regulatory Affairs
Miriam O’Day, Director Legislative Affairs

The Congress

The second session of the 112™ Congress was convened in mid-January. For the most part, we have seen and
will continue to see debate on legislation to continue to be along Party Lines. As the date for the country’s
general election draws closer there is no reason to expect cooperation among Democrats and Republicans for
the remainder of this short legislative year.

Certain of the “must pass” legislation such as payroll tax extension, unemployment insurance continuation, and
the “doc fix” have already been extended through the rest of 2012. However, by the early fall or in a post-
election Lame Duck session, these issues, specifically the “doc fix”, will once again be on the agenda and will
have to be addressed before January 1 2013, thus necessitating some action on the part of Congress.

Legislation

The Medicare Respiratory Therapy Initiative

The AARC’s Congressional advocacy efforts remain focused on legislation that will expand patient access to
respiratory therapists in the physician’s office. We have pushed this effort via legislation, HR 941, the Medicare
Respiratory Therapy Initiative.

However, our greatest challenge in moving our bill forward has been score or cost analysis by the
Congressional Budget Office (CBO). There have been several versions by CBO as to what this cost will be to
the Medicare Program over the next 10 years.

We are in the process of revising the language of the bill to tighten up the provisions, while keeping the intent
of HR 941.

We are currently in discussions with Senator Crapo’s office to have Legislative Counsel draft new bill language
based on specifications AARC has provided to his staff that can be introduced as new legislation and therefore
garner a new CBO estimate.

The intent of this new tact is the same as HR 941, that is, to create greater patient access to respiratory therapists
in the physician’s office. As you know, ACCP, ATS and NAMRC have already gone on written record in
supporting the Medicare Initiative and we expect their continued support with the revised bill language.

AARC Hill Lobby Day

Over a dozen years ago the AARC organized a group of politically active RTs, called the Political Advocacy
Action Team (PACT) representatives who are appointed by their state societies to act as coordinators when state
or federal political action is required.

64



A key component to moving our legislative agenda through the Congressional process has been the RTs who
come to DC once a year to lobby their Congressional delegations.

For this, our 13" year, AARC respiratory therapists were joined by pulmonary patients from the Alpha 1
Foundation, the COPD Foundation, the Alpha 1 Association and a new partner -- the Pulmonary Hypertension
Association. We had over 350 scheduled Capitol Hill Office visits. This number of scheduled meetings is the
highest number we have ever achieved and it is a great accomplishment. This year we had 136 RTs from 46
states and the District of Columbia advocating for our legislative agenda.

Our lobby day also generated three Congressional Offices to respond to the request from the visiting RTs to
contact the CBO and inquire about the high score for HR 941. We provided additional data for these offices to
present to CBO for a recalculation of the cost. Unfortunately, in spite of the additional data, CBO stands by
their original score.

Virtual Lobby Week

The AARC launched another successful Virtual Lobby Week at the end of February. This event is where we
generate nationwide support from RTSs, patients and caregivers to email their members of Congress in support
of our legislative agenda. We scheduled this event, with much fanfare, just prior to our Hill Day. We generated
over 12,500 emails that supported our RT legislation and showed support from “back home’ before the PACT
RTs met with their Congressional delegations.

This year we coordinated our launch of VL Week with the Alpha 1 Association, the COPD Foundation and the
Pulmonary Hypertension Association. These important patient associations also geared up their members to use
the AARC’s Capitol Connection to email in their support of our legislation.

Veterans Affairs Bill on COPD

HR 168, which is the legislation directing the Secretary of Veteran’s Affairs to improve prevention, diagnosis
and treatment for COPD, is still active. As reported in the past this bill was introduced by Congressman Cliff
Stearns and John Lewis and has no known opposition.

NIH to Take Over COPD Plan from CDC

The Senate included language in their appropriations bill that directs the NIH, NHLBI to convene a planning
meeting with the goal of producing a National Action Plan for COPD. This is a strategic shift from the previous
request that this activity be undertaken by the Centers for Disease Control and Prevention. COPD advocates
working with the US COPD Coalition felt that we stood a better chance of having this activity take place under
the auspices of the NIH due to significant budget cuts at the CDC. All meetings have been suspended after a
GSA meeting in that took place in Las Vegas was reported to have cost tax payers close to a million dollars.
The NIH was planning to convene a two day conference but has now reported that if a meeting takes place prior
to the end of the fiscal year, which is September 30, 2012, it will be with internal government participants only.
We may have to go another round with the government to get this meeting and important agenda item
accomplished.

Technical Change to Medicare Outpatient Pulmonary Rehabilitation Benefit

When CMS wrote regulations to provide the details for implementation of the new Medicare outpatient
pulmonary rehabilitation benefit, it held strictly to the wording of the statute passed by Congress which requires
the programs to be physician supervised (applies to cardiac programs as well).
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Senators Schumer (D-NY) and Crapo (R-1D) have introduced S 2057, a no-cost technical amendment that
would permit physician assistants, nurse practitioners, and clinical nurse specialists to supervise pulmonary
rehab (and cardiac programs). This is consistent with other Medicare outpatient therapeutic supervisory
requirements.

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

Legislative Actions on Competitive Bidding

When the Home Medical Equipment (HME) industry first introduced legislation to repeal the competitive
bidding program (HR 3790), it had considerable support from 259 co-sponsors but never made it out of
committee or picked up a Senate companion bill. It also had been offered without an offset to the $20 billion
cost to repeal estimated by CBO.

In March 2011, a new repeal bill was introduced by Reps Jason Altmire (D-PA) and Glenn Thompson (R-PA).
This time the bill language included a “pay for” by rescinding $20 billion in unobligated balances of all
discretionary appropriations. However, it does not appear that the second attempt at appeal is moving forward.

With competitive bid implemented in 9 areas of the country and poised to expand to 91 areas by July 2013,
AAHomecare is promoting an alternative proposal to preserve more of the HME industry, save the government
money and provide better service to Medicare beneficiaries. They are waiting for CBO to score the legislation
in hopes of showing that it will yield the same Medicare savings as the current competitive bidding model. A
recent Congressional hearing with CMS and industry staff did not yield a consensus on whether the program
should be expanded, modified or replaced.

Coalition Activities

The AARC continues its practice of participating in a number of Coalitions of like-minded associations and
organizations to advance particular legislation and/or regulations. In previous years our participation with
certain Coalitions was focused on urging greater funding for health and/disease research to promoting issues
that will enhance the clinical support of patients with particular illnesses.

As was the case in 2011, Congress is again focused on cutting funding for domestic programs. And as in 2011,
most Coalitions are again focused on simply maintaining current budgets and limiting potential cuts to the
programs of interest.

Friends of Cancer Research

AARC signed onto a joint letter to Congress requesting that legislation be passed that would designate as a
“Breakthrough Product” drugs and biologicals that show benefits in early trail phases thus speeding up the FDA
approval process.

Air Quality Control Coalition

AARC joined a loose coalition that supports clean air initiatives. AARC signed onto a letter to Congress
opposing Senate Resolution 37 which would employ the Congressional Review Act to reverse the U.S.
Environmental Protection Agency’s (EPA) Mercury and Air Toxics Standards for Power Plants.

Asthma Control Funding in the CDC
Organized jointly by the American Lung Association and the Asthma and Allergy Foundation of America, the
AARC is one of the many organizations to participate in efforts to enhance asthma education, management and
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control AARC signed on to a joint letter requesting that the CDC maintain its current funding for asthma control
initiatives.

Tobacco Partners

The AARC continues its long-time relationship with the many organizations who participate in the Tobacco
Partners Coalition (a Coalition organized and supported by the American Heart Association, the American Lung
Association and the American Cancer Society). AARC has signed on to a letter to the House and Senate
Appropriations Committees requesting that the Committees continue to support FDA funding of the Centers for
Tobacco Products(CP) at the full authorized level and reject any efforts to weaken CTP’s authority.

Regulations and Other Issues of Interest

Updates to the Medicare physician fee schedule and inpatient and outpatient prospective payment systems,
which are the primary vehicles for policies affecting the pulmonary community, are generally proposed in the
spring and finalized in early, fall. Several regulations have been published recently that are of interest.

Proposed FY 2013 Update to Inpatient PPS

The proposed rules to update the annual prospective payment rates for acute and long-term care hospitals
(LTCH) were announced on April 24. Key among the provisions is the Hospital Readmission Reduction
Program established by the Accountable Care Act which kicks in for discharges on or after October 1, 2012,
CMS is required to reduce payments to hospitals with readmissions in excess of an expected level for three
selected conditions: heart attack, heart failure and pneumonia (AMI/HF/PN). The payment reduction amounts to
a 1% reduction to the hospital’s base operating DRG payments. CMS estimates that this will result in an overall
0.3 percent decrease in payments to hospitals, or approximately $300 million.

To provide a broader assessment of a hospital’s quality of care, especially for hospitals with too few
AMI/HF/PN readmissions, CMS is also proposing for FY 2015 a Hospital-Wide Readmission (HWR) measure
as part of the Hospital Inpatient Quality Reporting Initiative (HIQR). This new measure assesses unplanned, all-
cause readmissions for any eligible condition within 30 days of hospital discharge. The focus will be on
readmissions for acute diagnoses or complications of care. COPD is one such diagnosis in this category.

The Value-Based Purchasing Program (VBP) proposes to add a Medicare “spending per beneficiary” measure
that would include all Part A and Part B payments from 3 days prior to an inpatient hospital admission through
30 days post discharge with certain exclusions. Final rules for the overall program were published last year but
are not effective until October 1, 2012. As reported earlier, hospitals will receive an incentive payment if they
improve performance in 5 specific measures. (NOTE: The measures, which overlap those reported under the
Hospital Quality Reporting, include pneumonia).

Although two new conditions are proposed in tracking health-care associated infections, ventilator-associated
pneumonia (VAP) is not one of them. However, CMS recognizes that VAP is costly and that 10% - 20% of
patients receiving greater than 48 hours of ventilation will develop VAP. Consequently, a ventilator care-
bundle process measure consisting of four components is being proposed for LTCHSs since ventilator patients
are a large segment of the LTCH patient population.

Hospital Conditions of Participation — Burden Reduction

Final regulations that revise various sections of the Hospital Conditions of Participation were published recently
by CMS. The changes are aimed at cutting burdensome red tape for hospitals to give them more flexibility to
improve patient care while lowering costs. Proposed changes were reported to the Board at its last meeting.
Some of the final changes, namely those dealing with protocols, could improve access to respiratory therapists
as some hospitals prior to the change restricted protocols to rapid response teams only.
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Among the noteworthy changes are 1) encouraging use of nationally recognized, evidence-based pre-printed
and electronic standing orders, order sets and protocols that ensure consistency and quality of care provided to
all patients; 2) permitting orders for drugs and biologicals to be prepared and administered on the orders of a
practitioner other than a doctor in accordance with hospital policy and state law; 3) allowing the option of a
single nursing plan of care or a comprehensive interdisciplinary plan that includes nursing and other disciplines
such as respiratory care; 4) eliminating the 48-hour timeframe for authentication of verbal orders, deferring
instead to applicable State laws; and 5) permitting either the ordering practitioner or a practitioner who is
responsible for the care of the patient and authorized to write orders to date, time and authenticate the medical
record.

FDA to Consider a New Paradigm for Drugs

The FDA held a public hearing on March 22 to hear presentations and comments on a new paradigm under
consideration whereby FDA would approve certain drugs for over-the-counter use that would otherwise require
a prescription as long as conditions of safe use are met. Since future proposed rules are incumbent on what is
presented at the hearing, it is unclear at this time what specific policies will be proposed. Under consideration
are rescue medications, such as inhalers for asthma patients or epinephrine for allergic reactions. Also being
considered are medications for certain diseases or conditions that are currently only available by prescription or
certain classes of drugs based on a review by FDA of each New Drug Application. Pharmacists would see an
increased role in the process.

AARC has expressed concerns about the potential impact on asthma and COPD patients, noting that there are
nationally accepted peer-reviewed guidelines for the coordinated management of these diseases. We caution
FDA that a shift in the paradigm must be weighed against the negative consequences of removing the input and
clinical intervention of health care professionals in the care regimen of these respiratory patients.

Medical Device Tax

The Accountable Care Act requires manufacturers of medical devices to pay a 2.3% tax at the time of sale in
order to offset the costs of implementing health care reform measures. The sales tax is aimed at large purchases
that are used primarily in a medical institution or office or by a medical professional. Exempt from the sales tax
are eyeglasses, contact lenses, hearing aids, and items that are generally purchased by the general public at retail
for individual use (i.e., the retail exemption). Certain safe harbor rules allow for additional exemptions.

When the IRS/Treasury published proposed rules in early February, they listed Anesthesiology Devices
classified by the FDA as meeting the sales tax criteria. Although there is no argument that a number of items in
this device classification meet the device tax criteria, the category also includes oxygen concentrators and
portable oxygen systems, as well as nebulizers and other respiratory devices and accessories designed for home
use which should be exempt. To demonstrate that these devices should be exempt requires the manufacturer to
go through a lengthy “facts and circumstances” test in which a final decision can be made.

The AARC sent comments to IRS recommending that Anesthesiology Devices be removed from the non-
exempt list and a new safe harbor for retail exemption be established for all devices in that category, including
oxygen concentrators, portable oxygen systems and other respiratory care devices and accessories, that are
specifically designed for and intended to be used in the home by individual consumers who are not medical
professionals. Individual home medical equipment companies, AAHomecare and NAMDRC submitted similar
comments. A hearing by the IRS regarding these provisions was held on May 16. Final rules have yet to be
published.

Conclusion
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The AARC will continue our efforts on Capitol Hill to advance our legislative agenda. We believe our increased
efforts to partner with patient organizations and other like-minded associations will provide forward momentum
in achieving our goals. We will also maintain our vigilance on the regulatory side responding to both
challenges and opportunities.
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HOD Report

Reporter: Karen Schell
Last submitted: 2012-06-18 14:45:13.0

Recommendations

* No Recommendations

Report
The Agenda for the HOD meeting in Santa Fe is being finalized for the Agenda Book by the deadline.
The Speaker of the HOD has been in contact with the AARC office through conference calls to communicate

updates with the AARConnect, committee work, and specific questions.

The HOD Officers have been working closely with committees assigned to complete goals set by the Speaker in

preparation for the Summer meeting in Santa Fe.

Committees have been communicating and working on their goals through the AARConnect and are preparing
reports for the Summer meeting on their progress. The Speaker has notified the committee of time allotted
during the meeting in Santa Fe for committee work on the Agenda. Awards, Delegate Assistance, and Ad Hoc
committee on Policy and Procedures are finalizing their reports. The new version of the policy and procedure
and delegate handbook will go to house members for review prior to the meeting in July for approval during the

meeting.

The Past Speaker and the AARC office are working on finalizing the credentials and conflict of interest

statement for the meeting.

The orientation committee is working on contacting all new members to prepare them for their term in the
HOD.

Tom Kallstrom, CEO, AARC will be giving one of the Best Practices presentations on "Budget 101" to prepare
HOD member for the joint meeting scheduled with the AARC BOD. Three other best practice presentations are
scheduled during the meeting.

The Speaker of the House is working with HOD officers to act on the BOD directive to review Policy No. CA.
002 Chartered Affiliate Requirements and Responsibilities and recommend a checklist and revised policy for
the HOD members to review and give input prior to returning to the BOD as a final document recommendation

during the Summer meeting.
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The Speaker of the House will be preparing a summary of survey sent to HOD for review and place on the
agenda on "how we are doing".

Respectfully submitted,
Karen Schell

Speaker of the HOD, 2012
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Board of Medical Advisors Report

TO: AARC Board of Directors

FROM: Lori D. Conklin, M.D. Chairman of the Board of Medical Advisors to the ASA
Respiratory Care Committee

DATE: June 22, 2012

RE: Summer BOMA Meeting held in Dallas, Texas

Please find the minutes of this past summer meeting of the Board of Medical Advisors to the ASA Respiratory
Care Committee below.

First, let me begin by saying, | assumed the position of BOMA Chairman following the unexpected death of our
current Chairman, Dr. Philip Marcus. Second, let me offer my apologies for not attending this meeting. With
Dr. Marcus’ unanticipated passing, | had already made vacation plans with my daughter to travel into
Yellowstone’s Backcountry during the time of this meeting. I am already making plans to attend next year’s
meeting. Finally, I would like to highlight one area of discussion regarding the format for our summer BOMA
meeting. This year we will be participating in online webinars as a possible format change for the June BOMA
meeting. A “test run” will take place in August or September. It has come to our attention that time constraints
and travel budgets require more creative meeting formats and integration/utilization of internet technology can
assist in alleviating some of the issues surrounding business travel in today’s economy.

RECCOMENDATION

Finally, BOMA recommends that the AARC Board of Directors form an Ad Hoc Committee to place
information on the different schools on their website specifically giving benchmarks, such as, but not limited to,
first time pass rates and job placement and possibly faculty strengths and weaknesses with input from CoARC
and NBRC.

I hope you all have a fantastic meeting in Santa Fe. It is a beautiful and very relaxing venue.
Sincerely,

Lori D. Conklin, M.D.

BOMA Chairman

Associate Professor of Anesthesiology
University of Virginia Health Care System
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AMERICAN ASSOCIATION FOR RESPIRATORY CARE
Board of Medical Advisors Meeting

June 9, 2012
Minutes
Attendance Guests
Robert Aranson, MD, FACP, FCCP, FCCM (ACCP) Kerry George, NBRC President
Steven Boas, MD (AAP) Gary Smith, NBRC Executive Director
Cliff Boehm, MD, RRT (ASA) Tom Smalling, COARC Executive Director

Terence Carey, MD (ACAAI)

Ira Cheifetz, MD, FCCM, FAARC (SCCM)

Kent Christopher, MD, RRT, FCCP (ACCP)

Lori Conklin, MD (ASA), Chair

Thomas Fuhrman, MD (ASA)

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

Col. Michael Morris, USA, RET

Peter Papadakos, MD, FCCM, (SCCM)

Christopher Randolph, MD (AAAAI)

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

Excused

William Bernhard, MD (ASA)

Bradley Chipps, MD (ACAAI)

Brett Gerstenhaber, MD (ATS)

Barrett Kitch, MD (ATS)

Harold Manning, MD, FCCP (ACCP)

Joseph W. Sokolowski, MD, FACP, FCCP (ATS)

Consultant
Tim Myers, MBA, RRT-NPS, AARC Past-President, BOMA Liaison
Sam Giordano, MBA, RRT, FAARC

Staff

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

Doug Laher, MBA, RRT, Associate Executive Director
Steve Nelson, RRT, FAARC, Associate Executive Director
Kris Kuykendall, Executive Administrative Assistant
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CALL TO ORDER
Chairman Conklin called the meeting of the AARC Board of Medical Advisors to order at
8:06a.m. CDT, Saturday June 9, 2012.

BOMA Liaison Tim Myers swore in Dr. Lori Conklin as new Chair of BOMA.

INTRODUCTIONS
Chairman Conklin asked members to introduce themselves.

APPROVAL OF MINUTES

Dr. Randolph moved "To accept the minutes of the November 6, 2011 meeting of the AARC
Board of Medical Advisors.”

Motion Carried

CHAIRMAN’S REPORT
Dr. Conklin gave highlights of her written report. Dr. Boehm’s term will expire at the end of
2012 and Dr. David Kelley has been appointed as the new ASA representative.

NATIONAL BOARD FOR RESPIRATORY CARE
NBRC President Kerry George presented highlights of his written report. A discussion followed
regarding the new NBRC Written Credentialing Exam for CRT/RRT.

CoARC (Commission on Accreditation for Respiratory Care) REPORT

Tom Smalling, Executive Director of CoOARC, updated BOMA on CoARC’s recent activities.
Tom commented on Dr. Sheldon’s concern on the excessive number of respiratory therapy
schools.

Dr. Carey moved to recommend to the AARC Board of Directors “to form an Ad Hoc
Committee to place information on the different schools on their website specifically giving
benchmarks, such as, but not limited to, first time pass rates and job placement and possibly
faculty strengths and weaknesses with input from CoARC and NBRC.”

Motion Carried

PRESIDENT’S REPORT
Tim Myers gave highlights of AARC President Karen Stewart’s written report.

RECESS
Chairman Conklin recessed the meeting of the AARC Board of Medical Advisors at 10:13a.m.
CDT, Saturday, June 9, 2012.

RECONVENE
Chairman Conklin reconvened the meeting of the AARC Board of Medical Advisors at10:32a.m.
CDT, Saturday, June 9, 2012.

Page 74



EXECUTIVE DIRECTOR REPORT

Tom Kallstrom gave highlights of the Executive Office report. Tom informed the members of
BOMA that Tim Myers will be joining the AARC effective July 9, 2012. A link to the online
Aerosol Delivery Device Guide and the new Safety Checklist will be sent via email to all BOMA
members.

Sam Giordano commented on evidence-based clinical practice guidelines. The development will
be done under the auspices of our science journal, RESPIRATORY CARE.

Doug Laher informed the Board that Summer Forum that will be held in July in Santa Fe, NM.
The next BOMA meeting will take place on Sunday, November 11, 2012, in New Orleans, with
a reception the night before.

Tom Kallstrom led a discussion regarding attendance at the BOMA Summer Meeting and the
possibility of using current technology to conduct a meeting as opposed to an in-person meeting.
Dr. Carey requests that there continue to be two meetings per year in some fashion.

Dr. Randolph moved “that BOMA offer a web-based meeting after AARC Summer Forum
Meeting with the topic ‘BOD Update’”.
Motion Carried

LEGISLATIVE AFFAIRS REPORT
Director of Regulatory Affairs, Anne Marie Hummel, reviewed the written reports.

RECESS
Chairman Conklin recessed the meeting of the AARC Board of Medical Advisors at 11:53a.m.
CDT, Saturday, June 9, 2012.

RECONVENE
Chairman Conklin reconvened the meeting of the AARC Board of Medical Advisors at
12:28p.m. CDT, Saturday, June 9, 2012.

MEDICAL ADVISOR REPORTS
Some BOMA Members gave updates on their sponsoring organizations.

SPECIALTY SECTION REPORTS
The Specialty Section Reports were reviewed.

UNFINISHED BUSINESS
There was no unfinished business.

NEW BUSINESS

Patient Safety and Respiratory Care Staffing Standards Position Statement

Dr. Cheifetz offered comments on the position statement from North Carolina. He requests that
BOMA offer a position statement or comments.
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MOTION TO ADJOURN
Dr. Conklin moved “To adjourn the meeting of the AARC Board of Medical Advisors.”

Motion Carried

ADJOURNMENT
Dr. Conklin adjourned the meeting of the AARC Board of Medical Advisors at 1:10p.m. CDT,

Saturday, June 9, 2012.

Page 76



President' s Council

Submitted by Margaret Traband

Recommendations

No Recommendations

Report:

We have received the Life and Honorary nominations and CVs from the BOD. We
will receive the nominations from the HOD after their summer meeting.

Other

No other business
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Audit Sub-Committee

Submitted by John Steinmetz

Recommendations

No Recommendations at this time

Report
There has been no committee activity since the April 2012, BOD meeting in Grapevine, TX.
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Bylaws

Reporter: Rick Weaver
Last submitted: 2012-06-18 15:25:17.0

Recommendations

* Recommend the AARC BOD accept and approve the Respiratory Care Society of
Washington bylaws.

Recommend the AARC BOD accept and approve the Nevada Society for Respiratory Care

bylaws.

Recommend the AARC BOD accept and approve the Minnesota Society for Respiratory Care

bylaws.

Recommend the AARC BOD accept and approve the Virginia Society for Respiratory Care

bylaws.

e Note: The VSRC struck language in the Associate member section regarding voting and
holding office. Although unconventional, they defined in their officer sections and in
their voting section that only Active members can hold office and that only Active

members are sent ballots.

Report

The Bylaws Committee reviewed the bylaws submitted by Washington State, Nevada, Virginia,
and Minnesota and has found that they meet the criteria for approval.

The Bylaws Committee reviewed the bylaws submitted by Puerto Rico and has found they are
not ready for submission. Committee members will meet with the Puerto Rico delegates at the
HOD meeting.
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Attachments

RCSW Cover Letter-042212.docx - SEE BELOW, Page 82

RCSW Proposed Bylaws .docx - ATTACHMENT

Nevada Bylaws Cover Letter 2012.docx — SEE BELOW, Page 83
NSRC Bylaws-revisions 2012.docx - ATTACHMENT

VSRC Letter to AARC Bylaws 061512.doc — SEE BELOW, Page 85
VSRC BYLAWS Proposed Changes 061512.docx - ATTACHMENT
MSRC Bylaws Cover Letterl.doc — SEE BELOW, Page 87

MSRC proposed bylaws-final version.docx - ATTACHMENT
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AARC BOD: 22 Apr 2012

Please find attached the updated RCSW bylaws. We made the following changes (see in red/blue print
on document):
1. Made the President position a 2 year term

2. Set term limits on Chapter presidents to 2 years

3. Changed wording with active members voting for chapter presidents.

If you have any questions, please don’t hesitate to contact me.

kkkkkkkkkkkkkkkkkkkkkhkkkhhhhkhkkkkkkkkhkhhhhhhhkhkhkkkkkkkkkkhkkhhhhhirx

Greg Carter BS, RRT

2012 RCSW President

Program Director - Respiratory Program
Tacoma Community College

Phone: (253) 566 - 5231

Cell: (253) 227-5329

Pager: (253) 383 - 0317

Email: gcarter@tacomacc.edu
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June 14, 2012

To: AARC Bylaws Committee

The Nevada Society for Respiratory Care is submitting revised Bylaws for approval. The changes that
have been made to reflect what we aspire to put into place.

The major changes we have made are as follows:

In Article Il = Membership

1. Added Student Member and a classification description of Student member

In Article lll - Nominations and Elections

1. Added electronic mail as an option for sending out nominations

2. Changed the date for when nominations and ballots will be sent out to the members to
coincide more closely to our fiscal year (January 1 — December 31).

3. Changed the return deadline date that the ballots must be postmarked.

4. Added how the elections shall be determined by a plurality of votes cast. A tie vote shall be
decided by lot.

5. Added a clause allowing the Board of Directors to appoint someone to office if unable to
solicit any nominee for any position(s).

6. Changed the date for announcement of the election results.

In Article IV — Officers

1. Split the Secretary/Treasurer position into two separate positions; delineated the duties

2. Changed the term length for the office of President, Secretary and Treasurer.

3. Defined the date of when the term of office begins; ie. odd numbered or even numbered
years

4. Changed the timeframe for submitting the agenda to the membership (from 30 days to 7
days)

In Article V — Board of Directors

1. Added clause about officer voting rights; what constitutes a quorum

2. Added option for conducting an electronic or phone vote

3. Defined the date of when the term of office begins

4. Added Electronic Mail Vote to the Section 5 heading

In Article VI — Society Delegation to the House of Delegates

1. Defined the date and year (odd numbered) that term of office begins.

In Article VIl - Committees

1. Added Executive Committee and description of executive committee

In Article VIl — Medical Advisor

1. Added to be appointed by the Board of Directors;

2. Added the duty for Medical Director to provide a one (1) hour educational presentation at
least once per year

In Article X — Amendment

Page 83



1. Added option of electronic vote for amendments
2. Added statement for minimal frequency to review Bylaws.

Respectfully submitted,

Bonnie Weaver

2011-2012 NSRC President
bon weaver@yahoo.com
702 301-8421
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June 15, 2012

AARC Bylaws Chair
AARC Executive Office
Attention: Tina Sawyer
9425 N. MacArthur Blvd.
Suite 100

Irving Texas 75063

RE: Virginia Society for Respiratory Care
Proposed Bylaws Revisions

Dear AARC Bylaws Committee Chair:

At the April 20, 2012 meeting of the Virginia Society for Respiratory Care (VSRC) Board
of Directors (BOD), the VSRC Bylaws Committee Chair provided the members of the
BOD with proposed revisions to the VSRC’s Bylaws (dated April 13, 2008). This review
was conducted to address the Chartered Affiliate directive for all AARC Chartered
Affiliates to complete a review of their Bylaws every 5 years.

Attached please find a copy of the VSRC Bylaws that include the proposed revisions for
your consideration. All additions appear as underlined and bold text and all deletions
appear as strikeouttext.

=

\SRC B1LAWS
Proposed Chenges (¢

Unless specifically addressed below, the proposed changes were made to address
formatting, grammatical, or writing style issues and were not made to change or alter
the intent of the Bylaws.

e Article Il, Section 1. a. — This change is proposed to expand the list of specialties
encompassed by the profession of Respiratory Care.

e Atrticle Il, Section 1. C. — This change is proposed to specifically include non-
governmental organizations, such as not-for-profit organizations.

e Article Ill, Section 3. — This change is proposed to align the definition of
Associate Member to that found in the AARC Bylaws and not allow for Associate
Members to chair a standing committee.

e Article lll, Section 4.a. — This change is proposed to clarify that Society Life
Members do not have the right/privilege to hold office, serve as a committee
chair or vote unless they are an Active Member of the AARC.

e Atrticle IV, Section 3. d. 3. — This change is proposed to define the duties of the
Vice President and align the stated duties with those of other officers..

e Article IV, Section 6. d. — This change is proposed to eliminate the need for
written or printed notice in an effort to remove all references to a specific format
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for notice and allowing for the use of electronic and other media for the delivery
of this notice.

e Article IV, Section 7. B — This change is proposed to specifically include all
members of the VSRC Executive BOD, except the Past President, in the group of
members that cannot serve as a member of the VSRC and AARC BOD
simultaneously.

e Atrticle V, Section 3 -- This change is proposed to eliminate the need for written
notice in an effort to remove all references to a specific format for notice and
allowing for the use of electronic and other media for the delivery of this notice.

e Article VI, Section 2 — This change is proposed so that issues related to
termination of all appointed members of the VSRC BOD — Medical Director,
Committee Chairs, and Special Representatives -- can all be addressed in the
same manner within the VSRC’s Standing Rules.

e Article VII, Section 1. a. 12 — This change is proposed to change the name of this
standing committee to one that reflects its actual function.

e Article VII, Section 2. c. — This change is proposed to more clearly state the
current role of the Education Committee which is strictly focused on the issues
impacting the formal education of Respiratory Therapists within the
Commonwealth of Virginia and the role of the student member in the VSRC.

e Article VII, Section 2. k. and I. — These two changes were proposed to reflect the
transformation of the Publications Committee to the Media Committee. The
responsibility for printed publications was transferred to the Public and
Professional Relations Committee and then the duties of the Media Committee
are stated.

e Article IX, Section 1 — This change is proposed to align the language with the
appointment of this member of the BOD with that of other appointees — the
Medical Director, Chairs of Standing Committees, and Special Representatives.

Please let me know if you have any questions or require additional information about
the proposed revisions. | can be reached via e-mail at pad2a@virginia.edu or via phone
at 434.924.1933. Thank you for your consideration.

Sincerely,
Patricia Ann Doorley, MS, RRT, FAARC

Chair, VSRC Bylaws Committee

Enclosure: Virginia Society for Respiratory Care Bylaws, April 2008
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To: AARC Bylaws Committee

From: Minnesota Society for Respiratory Care
Re: Revisions to the MSRC Bylaws

Date April 24, 2012

Attached you will find the revised Minnesota Society for Respiratory Care bylaws. We used strike through
and bold/yellow highlight for the changes.
Our main changes include:

e electronic voting,

e committee details clean up,
e grammar and language usage clean up,
e terms of officer changes to be implemented in the future.

Please let me know if you need anything else.

Thanks so much.
Denise Johnson, MSRC Bylaws Chair
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Elections Committee

Reporter: Jim Lanoha
Last submitted: 2012-06-17 20:50:21.0

Recommendations

That the AARC Board provide guidance in the form of a policy statement on the number of
candidates that can be placed on the ballot for each position.

Justification: In the past, instructions from the Board recommended that only two names be
placed in nomination for each office, but the Committee felt strongly that, in the case of Director
at Large, three candidates possessed equally strong qualifications, and should be brought forward
to the ballot. Tim Myers reviewed both the AARC Bylaws and Policy Manual, and found
nothing that limited the number of nominees to two. The Committee would like some guidance
from the Board, in the form of a Policy statement and clarification, if the number of candidates
brought forward is to be limited to two.

Report
On behalf of the Elections Committee | am pleased to present you with the slate of
candidates for the AARC elections ballot.

Vice President of Internal Affairs Vice President of External Affairs
Bill Lamb Patricia Blakely
Brian Walsh Colleen Schabacker
Secretary/Treasurer Director at Large
Frank Salvatore Curt Merriman
James Taylor Sheri Tooley

Gary Wickman
Home Care Section Chair Neonatal/Pediatrics Section Chair
Kimberly Wiles Kathleen Deakins

Natalie Napolitano
Sleep Section Chair
Craig Johnson
Russell Rozensky

The committee is working with the executive office to make some changes in the way that
the online nominations form works so that it is easier for the committee to review the
candidates on that system. Also we have requested that all committee members receive
candidate names as they are posted to the online system; currently it is just the chair of the
committee who is notified.

Other

It has been a privilege to serve the AARC on this Committee and | would like to commend all
Committee Members for the due diligence and time they devoted to the task at hand. Committee
members include Ross Havens, Jacklyn Grimball, Doug Mclintyre, and Tim Myers and | would
recommend them for future projects requiring teamwork, thoughtful consideration, and hard
decision-making.
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Executive Committee

(Karen Stewart)
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Finance Committee

(Karen Stewart)
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Judicial Committee

Reporter: Patricia Blakely
Last submitted: 2012-06-15 12:18:40.0

Recommendations

* No recommendations
Report

The Chair received one (1) inquiry from an AARC member on a potential Judicial Committee
complaint. Chair contacted the member and reviewed the committee’s policy and procedure for
submitting a formal complaint. The member has not contacted the Chair again and no formal

complaint has been received as of the time of this report.
Other

No additional information to report to the BOD
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Program Committee

Submitted by Cheryl Hoerr
June 21, 2012

Recommendation

* Recommendation:
That the AARC Board of Directors authorize $10,340 to be spent above budget for the
travel-related expenses of the 2012 Sputum Bowl Committee to attend AARC Congress
2012.

Justification: The AARC BOD ratified the appointment of 12 individuals to serve on the
2012 Sputum Bowl Committee (SBC). The expansion of the committee (from 5 members
in 2011 to 12 members in 2012) occurred as part of a succession plan for the SBC that
allows for a simultaneous transition of new SBC members with the evolution of a new
competition in 2012 and beyond.

Prior to 2012, the SBC included 5 members. Each member fully contributed to the
planning and operation of the competition. As such, the AARC paid travel expenses (air,
per diem, lodging) for each member to the AARC Congress. These dollars are budgeted
each year.

Because the 2012 budget for the AARC was approved by the Board of Directors at the
2011 Fall meeting in Tampa, FL and the ratification of the new SBC did not take place
until the Spring 2012 meeting, there is a shortfall of dollars in the budget to fully
compensate all 12 SBC members to attend AARC Congress 2012.

Report

1. Prepare the Annual Meeting Program, Summer Forum, and other approved seminars and
conferences.
Status: The Summer Forum program has been published both in print and online. The
Summer Form will take place July 13 — 15 in Santa Fe, NM. Updated marketing efforts
have included blogs and postings on AARC Connect as well as video postings by past
participants and invited presenters.

The 58" AARC International Respiratory Convention & Exhibition Program is being
finalized and information on early registration for the Congress was published in the May
issue of the Times and has also been posted online. The Congress will take place
November 10 — 13 in New Orleans, LA. There will be approximately ~250 sessions on
current respiratory topics and 20 Open Forum symposia.
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The Program Committee sincerely thanks the BOD and membership for all of their
support and contributions.

2. Recommend sites for future meetings to the Board of Directors for approval.
Status: The Program Committee previously submitted the following recommendation
BOD for an e-vote: That the AARC Board of Directors approve the Marriott Renaissance
at SeaWorld (Orlando, FL) as the venue and destination for the 2013 AARC Summer
Forum. It is likely 2 on-site recommendations will be submitted to the BOD on behalf of
the Program Committee for Summer Forum meeting sites in 2014 and 2015.

3. Solicit programmatic input from all Specialty Sections and Roundtable chairs.
Status: As stated in previous report; no new information.

4. Develop and design the program for AARC Congress to address the needs of the
membership regardless of area of practice or location.
Status: Member feedback has been incorporated into the Summer Forum Program by
including presentations on building a Simulation Toolbox in the Pre-Forum session and
Maximizing Patient Education in the Post-Forum session. The Program Committee has
also minimized session overlaps between the education and management tracks, which
will facilitate movement of conference participants between specialty track sessions
without compromising earned CRCE credit.

Once again the Program Committee incorporated member feedback by minimizing
session start/stop time overlap to facilitate the earning of CRCEs. Membership feedback
regarding consistent room assignments for specialty section lectures will continue to be
incorporated into the Congress program. The Program will also feature ~ 50 new invited
lecturers as a way of encouraging greater participation from our membership.

A broad offering of topics presented by a wide variety of practitioners are included in the
agenda for both the Summer Forum and Congress.

Other

Sputum Bowl Sub-Committee Report:

Status: Marketing of the 2012 Sputum Bowl continues on plan with exposure in print,
on the web and through the AARC Connect. The sub-committee has used several other
discussion threads for promotion of the event.

Updates to the competition have been approved and the ZIP! Workgroup will be
executing the implementation of the following:

Risk-Reward

During each match throughout the competition, teams may “buzz” in at any time after the
moderator begins reading a question. Once the entire question has been read, the
moderator will indicate the end of the question by illuminating a light that both teams can
see.

If a team buzzes in after the light is illuminated:
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e The team is awarded one point if they answer correctly.

o If the team answers incorrectly, no points are awarded or deducted and the
question will be re-read for the opposing team who may then answer the question.
If the opposing team answers correctly, they receive one point.

o No “penalty” points are assessed to either team for an incorrect answer.

If a team buzzes in prior to the illumination of the light:
e If the question is answered correctly, the team is awarded one point.

e If the question is answered incorrectly, the team that buzzed in prior to the end of
the question will lose one point and the question will be re-read for the opposing
team who may then answer the question. If the opposing team answers correctly,
they receive one point but do not lose any points if they answer incorrectly.

The Time Keeper will be the sole arbiter of whether a team buzzes in before the question
is completed and light is illuminated. If unsure, the Time Keeper will ask the Judges,
with the majority vote of the judges being the final decision. The moderator will then
read the question in its entirety to the opposing team, with play progressing as usual.
During the last two minutes of each game, the “Penalty Phase” will begin. During this
time, a team that buzzes in either before or after the question is fully read loses a point for
an incorrect answer and the opposing team is given a chance to answer the question
without the risk of losing a point for an incorrect answer.

Ask an Expert
e During each match throughout the preliminary rounds, teams each team will be
given one opportunity to “Ask an Expert” during the round. The option to use or
not use this feature is completely up to the team members.

e Play begins and continues following normal sputum bowl rules. At any point in
the match, if a team “buzzes” in to answer a question and they realize they do not
know the answer or are unsure of the answer, they may opt to “Ask an Expert”.

e The request to use this option must be made within the normal 10 seconds of time
given to begin answering the question. The request can be made by ANY team
member and once it is made and recognized by the moderator, cannot be
withdrawn.

e Upon electing to “Ask an Expert”, the moderator will stop the clock and the team
calls their designated expert to assist. The expert should sit in the front row so
s/he can quickly join their team.

e The moderator will then repeat the question for the expert who then has 10
seconds to give whatever they believe to be the answer. Upon giving their
answer, the clock is restarted and the team has 10 seconds to either accept the
answer or provide their own answer.

e |f the team correctly answers the question, a point is awarded. If the team
incorrectly answers the question, the opposing team is given 10 seconds to
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correctly answer the question. However, the question will NOT be re-read for the
opposing team as it will have already been re-read.

Any “penalty” that may be in effect when the “Ask an Expert” option is utilized
remains in effect (i.e. penalty phase, etc.).

Call the Posse

5 minutes before the start of each match, the sputum bowl committee will select
the members of the posse for the following match.
The posse will consist of 5 members of the audience, chosen at random by
members of the Sputum Bowl Committee.
The posse will sit at a table near the front of the stage and be available to either
participating team during the match.
Any time during the match if a team buzzes in and is unsure of an answer, they
may Call the Posse.
o The posse will then have 10 seconds to come up with an answer.
o The team can choose to either accept the posse’s answer or come up with
another answer.
o No extra time will be given to a team that does not accept the posse’s
answer.
Each team may only Ask the Posse one time.
At the end of each match, a new posse will be chosen for the following game.
The Posse will only be used on Finals night.

Audience Participation Game

This new element will allow the audience to participate and play between the Student and
Practitioner matches. Audience members will have an opportunity to utilize an audience
response system (ARS) or Smart Phone technology to interact in a Sputum Bowl like

game.
night.

The expectation is that this will increase attendance as well as fun during Finals
The first 250 attendees at the SB Finals night will have an opportunity to play a
game that has some strong similarities to SB.

Each participant will sign in and be issued a uniquely numbered clicker for ARS
(not necessary for Smartphone)

There will be a total of 20 multiple choice questions contained in a PowerPoint
(PPT) presentation. These questions will be answered utilizing ARS or
SmartPhones.

A PPT slide will announce the category then the next slide will display the
question.

A moderator will read the question and then begin a 10 second count down timer.

The system assigns points based upon who answered the question correctly and
who answered it first.
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After the 10 second timer runs down - the percentage for each answer selected

will be displayed along with an indicator for the correct answer. This will provide
immediate feedback to the audience.

A leader board will be displayed after every fifth question. This will show who
the top 5 participants are in the contest.

Following the last question, the top 5 players will be displayed. The moderator
will ask them to come up, introduce themselves, and receive a prize.
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Strategic Planning Committee

Reporter: Timothy Myers
Last submitted: 2012-06-18 09:35:55.0

Recommendations

* None

Report

As the AARC’’s Executive Office goes through transition with Executive personnel and the
AARC’’s 2015 and Beyond Ad-Hoc Committee continues to move through its due diligence
process, Strategic Planning continues in a temporary holding pattern awaiting further

clarification on movement in these two critical areas.
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Joint Session

Board of Directors
House of Delegates

Opening Remarks

Roll Call

Various Agencies and other Committees
AARC Election Committee
Government Affairs

AARC Secretary-Treasurer Financial Update

American Respiratory Care Foundation
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Specialty Section
Reports
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Adult Acute Care Section

Reporter: Keith Lamb
Last submitted: 2012-06-17 12:05:23.0

The section continues to provide support and activities as outlined below.
1) Continue to assist AARC Staff in the development of the ACCS study guide.

2) Maintain an international presence with recent travel to Prague, Czech Republic. Will also
travel to Shanghai China in August.

3) Continue to maintain our monthly journal club.

4) Continue to maintain our monthly SKYPE conference call during which we discuss the
journal club article as well as a recent clinical case study.

5) We are actively working on choosing our SPOY for this year.

6) We continue to publish our quarterly bulletin which has become an excellent vehicle for
young unpublished practitioners to get their feet wet.

7) Our section has approximately 1888 members as of this morning. Our Journal Club has 240
members.

No Recommendations at this time.
Respectfully Submitted,

Keith D. Lamb

Chair, Adult Acute Care Section

AARC
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Continuing Care-Rehabilitation Section

Reporter: Debra Koehl
Last submitted: 2012-06-18 08:14:59.0

Report

1. Completed pulmonary rehabilitation section of URM reporting manual.
a. Recruited members to trial system
b. Encouraged section members to participate
2. Provided webcast to members along with Gerilynn Connors on the Medicare changes with
G0424.
a. Encouraged use of the “Pulmonary Rehabilitation Toolkit” that was developed
through a multidisciplinary effort of the AARC, AACVPR, ATS, NAMDRC and
ACCP.
3. Worked with AARC office and Anne Marie Hummel to assure that the pulmonary
rehabilitation toolkit was available to all members of the AARC.
a. Thanks to Sherry Milligan, the toolkit was placed on the website with a very fun
logo!
4. Reviewed submissions for AARC Congress for 2012 and provided feedback to Cheryl
Hoerr.
5. Continued to monitor AARConnect and provide feedback to members as necessary.

Other

e Thanks to Anne Marie Hummel, Sherry Milligan and Bill Dubbs for their efforts in all of

the activities mentioned above.

o | will be representing the AARC at the AACVPR annual conference in September in
Orlando Florida.

o | will be speaking at the Michigan Society for Respiratory Care on pulmonary rehabilitation

reimbursement and the PR Toolkit in October.

Page 101



Diagnostics Section

Reporter: Matthew O'Brien
Last submitted: 2012-06-17 15:04:48.0

Recommendations

* No recommendations

Report
Charges:
«1. Provide proposals for programs at the International Respiratory Congress and Summer Forum

to the Program Committee to address the needs of the Diagnostic Specialty Section.

+- Multiple proposals were submitted for the upcoming 2012 Congress. We have 11 Diagnostics
presentations over 3 days.

+2. In cooperation with the Executive Office Staff, plan and produce four section bulletins, at
least one Section Specific thematic Web cast/chat and 1-2 Web-based section meetings.

+- Our new bulletin editor is Lisa Becker, she is doing a great job at helping new contributors in
polishing bulletin articles. Weaver, Debbie Bunch and myself.

*- A diagnostic specific webinar has been planned for 2012. Carl Mottram will present on
"Pulmonary Exercise Testing".

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

- Ongoing, will offer spirometry specific PPTs focused at improving Spiro quality via
AARConnect.

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

- Ongoing

+5. Enhance communication with and from section membership through the section Listserv and
provide timely responses for requests for information.

- Ongoing

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

«- Ongoing monitoring of sites during the first week of each month.
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Education Section

Submitted by Joe Sorbello

Recommendations

| have nothing new to report at this time. It is a very good beginning for the future of the
profession that the Board did approve a motion to accept the direction for the future of health
care as recommended by the first report entitled “Creating a Vision for Respiratory Care in 2015
and Beyond” as published in the March 2009 issue of Respiratory Care. | look forward to the
next steps in discussing the second and third reports as published in the journal in May 2010 and
May 2011, respectively.

Modification and Motion

I'm requesting that the AARC please consider a modification to the AARC web page regarding
baccalaureate (and masters) degree education at
http://www.aarc.org/education/accredited_programs/ to read:

"The AARC provides a link to the Coalition for Baccalaureate and Graduate Respiratory
Therapy Education (CoOBGRTE) website that maintains a separate list of programs that offer an
associate degree in respiratory therapy with a baccalaureate degree_option. This list also
contains some additional information about all programs offering a baccalaureate or masters
degree in respiratory therapy as the first professional degree. The list of accredited programs on
the CoARC website is updated continuously as accreditation decisions are made. Therefore, the
current accreditation status of these programs should always be checked on the CoOARC
website."

CoBGRTE maintains a update list of all baccalaureate and masters degree programs and revises
this list continually rather than annually as is the present practice by AARC. I'm asking that very
little change be made except that the COBGRTE name be added, the following links' names
remain the same but the destination URL be as follows:

"baccalureate degree option" URL to http://cobgrte.org/asrttobsrtprograms.html
and

"all programs offering a baccalaureate or masters degree” URL to :
http://cobgrte.org/bsrtmsrtentry.html

I'm hoping that the Board of Directors would agree that the continual growth of our profession is
both inevitable and good for the profession and the patient. With the anticipation that at least
some parts of the "2015 and Beyond" project and subsequent recommendations will and need to
go forward, | believe this to be a logical and good initial step in accomplishing the same.

| put this forward as a motion to approve by the Board.
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Discussion and Direction

There is no doubt that the discussions of “2015 and Beyond” have been the source of much angst
in the RC education community. | anticipate that both advocacy groups will be conducting their
own research which will assist the Board in weighing the various issues at hand.

| look to the Board for direction on where to head next with the chairmanships of the 2
subcommittees representing associate degree and baccalaureate/graduate that are still occupied
by Peggy James and Tom Barnes, respectively.

Respectfully Submitted,

e

Joseph G. Sorbello, MSEd, RT, RRT
Chair, Education Specialty Section
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Home Care Section

Reporter: Greg Spratt
Last submitted: 2012-06-15 14:59:04.0

Recommendations

None

Report:

Political Issues:

DMEPOS Competitive Bidding Program Round 1 Recompete Announced

CMS announced plans to recompete the supplier contracts awarded in the Round 1 Rebid of the
Medicare Durable Medical Equipment, Prosthetics, Orthotics, and Supplies (DMEPOS)
Competitive Bidding Program. CMS is required by law to recompete contracts under the
DMEPOS Competitive Bidding Program at least once every three years. The Round 1 Rebid
contract period for all product categories except mail order diabetic supplies expires on Dec 31,
2013. The Round 1 Recompete product categories are:

+- Respiratory Equipment and Related Supplies and Accessories - includes oxygen, oxygen
equipment, and supplies; continuous positive airway pressure (CPAP) devices, respiratory assist

devices (RADs), and related supplies and accessories; and standard nebulizers

- Standard Mobility Equipment and Related Accessories
*- General Home Equipment and Related Supplies and Accessories
+- Enteral Nutrients, Equipment and Supplies

*- Negative Pressure Wound Therapy Pumps and Related Supplies and Accessories

- External Infusion Pumps and Supplies
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CMS is conducting the Round 1 Recompete in the same competitive bidding areas (CBAS) as the
Round 1 Rebid. To ensure that suppliers have ample time to prepare for the competition, CMS
has announced the following next steps for the program:

Spring 2012

- CMS begins pre-bidding supplier awareness program

Summer 2012

- CMS announces bidding schedule

*- CMS begins bidder education program

- Bidder registration period to obtain user ID and password begins
Fall 2012

*- Bidding begins

Round 2 Bidding

The bid window for Round 2 closed at 9 p.m. EST on March 30. Providers across the country
submitted bids for nine product categories in 91 areas.

HC Section Highlights

Since the last meeting we have produced two quarterly newsletters. The March edition was guest
edited by Kim Wiles and featured articles on creating value in the home care therapist and
coaching patients to self- manage. The June issue is guest edited by Rebecca Olson and features
articles on audits, setting patient goals, and EPAP therapy.

Membership

Membership continues to hover around 900. We continue to make appeals for encouraging
friends and peers to join through the newsletter.

Patient Survey
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I am working with Nicholas Macmillan to develop a survey of home care patients to better
understand their perspectives on the care being delivered to them. The BREATHE (Basic
Respiratory Evaluation and Assessment at Home) survey has been developed and passed to

Linda VVanScoder for consideration.
Follow Up on Previous Recommendations:
Hospital to Home Project:

At the last BOD meeting, a recommendation was made to "Create pilot studies for RT-led
programs for reducing readmissions. This was referred to the Executive Office to help gain
assistance from the Research Roundtable to help develop an RFP to be able to present back at the
Summer Forum. Tom Kallstrom and | had a call on May 11" with John Davies to discuss and
John was to discuss with the Research Roundtable and return ideas. As of the time of this

writing, | have not received an update from John.
Combining Sections Survey

At the last BOD meeting, a recommendation was made to "Survey section members for
potentially combining home care and long-term care specialty sections.” | have drafted a survey
that has been forwarded to Linda VVanScoder for consideration.

Other: None
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Long Term Care Section Report

Gene Gantt

Report

Over the last several years the LTC Section has discussed the need for a special accreditation for
long term ventilator units in post acute arenas of care.. As a result of these conversations HQAA
has began the process of developing such an accreditation. HQAA used the AARC Position
Statement on Delivery of Respiratory Therapy Services in Skilled Nursing Facilities
Providing Ventilator and/or High Acuity Respiratory Care and the LTC Quality
Respiratory Care Recognition as basic elements of the accreditation. It is our hope that this
accreditation can be finalized and formally announced by the AARC International Conference in
November 2012.

This move has support of the membership and several members have been involved in the design
of the program.

This accreditation will provide consumers an additional stamp of approval for quality care and

will go a long way with managed care payers in recognizing the need for Respiratory Therapists
in the care of LT ventilated patients.

Gene Gantt RRT
Chair LTC Section .
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Management Section

Reporter: Bill Cohagen
Last submitted: 2012-06-05 12:59:18.0

Recommendations

* None

Report

At the posting of this our membership is 1858 managers. We have been busy with the following;

o The expert/mentor program has been completed and is available on the AARC Section
site. Thanks to Lisa Tyler for all of her hard work on this project.

e The updates to the Management TJC guidelines are almost complete with the help of
several managers who volunteered to review and update.

« We continue to work on increasing membership.

e We have started working on the recommendation form the spring meeting to help
managers in working with productivity standards, staffing matrixes, and competencies in
alignment with the AARC 2015 plan.

e The Journal Club is growing and very popular.

e The search for the 2012 Management SPOY is underway.

o We are already planning the 2013 Summer Forum and will review the feedback from this
year’s forum in order to provide a great program.

e The quarterly Newsletter has enough material to have issues through the first quarter of
2013 thanks to Roger Berg and his editing efforts.
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Neonatal-Pediatrics Section

Reporter: Cynthia White
Last submitted: 2012-06-19 14:18:34.0

Recommendations

No Recommendations

Report

Neonatal pediatric list serve remains active

Assisted with and Recruited articles for quarterly bulletin publication

Recruiting for 2012 SPOY

Will serve as reviewer for Neonatal Pediatric Abstract Submissions

Working to get Journal Club up and Running in July 2012 to model adult acute care
section

Helped recruit Neonatal Pediatric community members for Haiti Mission trip
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Sleep Section

Reporter: Mike Runge
Last submitted: 2012-06-08 11:12:35.0

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 your Specialty Section’s members. Proposals must be
received by the Program Committee by deadlines in Jan 2012

-Completed

2. Provide proposals for programs at the International Respiratory Congress and Summer Forum to the
Program Committee to address the needs of your Specialty Section’s members. Proposals must be
received by the Program Committee by deadlines in Jan 2012

-Completed

3. Undertake efforts to demonstrate value of section membership, thus encouraging membership growth.
-Co-chair Ad-hoc Committee and report submitted by Lynda Goodfellow.

4. ldentify, cultivate, and mentor new section leadership

-Chair Elect candidates submitted to the Elections Committee.

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

information from AARC members.

-Have identified key people to assist in monitoring the list serve to assist members.
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6. Review all materials posted in the AARC connect library or swap shops for their continued relevance.
Provide a calendar of when the reviews will occur to be report in the April 2012 Board Report and
updated for each Board report.

-In progress.

e Other

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

exam has been accepted as an alternative to the RPSGT by the AASM." Was referred to the Sleep
Section to review pros and cons and report at the Summer Forum Board meeting about the
implementation.

+- Upon discussion and consulting with multiple key members of the Sleep Sections, we came to the
conclusion that it would be a good idea to promote the SDS specialty exam as an alternative to the
RPSGT by the AASM.
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Surface to Air Transport Section

Reporter: Steven Sittig
Last submitted: 2012-06-12 20:26:57.0

Recommendations

* None at this time

Report

The Surface and Air Transport section has published all Newsletters and bulletins on time with
quality content. The list serve is active as well. The Chair elect has been networking with
transport RT’s across the country as has the current chair promoting AARC and transport section
membership.

Since my last report | have been assisting transport section members with issues on medication
administration and scope of practice. spring CAMTS Board meeting in Nashville, I was invited
to Vanderbilt Children’s to offer advice and assistance as they were starting a new pediatric
critical care transport team staffed with an RN and RT. i also was invited to present a one hour
lecture on Ground and Air Transport as a specialty area as they prepare for their career. | was
able to meet with 50 students as well as meet the education staff.
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Benchmarking Committee

Reporter: Richard Ford
Last submitted: 2012-06-01 17:06:31.0

Recommendations

* NONE

Report

*» The Benchmarking Committee Team continued the provision of monthly webinars offered to

subscribers. Topics in the past three months included:

a. Using Filters to Compare in March by Chuck Menders

b. Real Life Uses for Benchmarking Data in April by Cheryl Hoerr
c. Sharing Data with Staff in May by Stan Holland

» The AARC launched "Achieving Best Practice -- Beginning the Journey" a campaign to
promote AARC Benchmarking, inclusive of easy access through the AARC home page and a
mailing to member managers. Emails were sent out to over 2300 individuals in which over 650
navigated to the link. Considerations are being made to continue the campaign, inclusive of

follow-up with individuals who have allowed their subscription to expire.

* Proposals on benchmarking related topics have been submitted for 2012 programs for both
Summer Forum and Congress. Accepted for the Summer Forum is "Staffing RC- How Many
Needed" and for the Congress both "Managing Cost" and "Performance Management". Each of

these topics will include an overview and benefits with AARC Benchmarking.
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* An article authored by Rick is scheduled to be published in the August issue of AARC Times
on based on the lecture given at the 2011 conference on Resuscitating Respiratory Services -
Best Practice. This article will highlight the benefits of AARC Benchmarking.

* The regional "Client Support" has continued by all members of the team to assist new clients

and follow-up with subscribers that are late in entering data, or subscriptions are about to expire.

» The AARC has utilized the Benchmarking client base to promote participation in the Uniform
Reporting Manual Survey.

* As of June 1 there are 144 active subscribers.

Page 116



Billing Codes

Submitted by Susan Rinaldo Gallo

June 15, 2012

Activities
1. Communication of Code Changes — this is ongoing.
2. Monitoring the Billing Codes list serve
I monitor the list serve along with committee member Karen Boyer. Many coding
questions are asked on other list serves, mainly the Help line and Management. These
are more difficult to monitor.

3. I have answered numerous phone calls and e mails for coding advice.
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Federal Government Affairs Committee

Reporter: Frank Salvatore
Last submitted: 2012-06-18 07:32:51.0

Recommendations

* NONE

Report
Objectives:

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

*2. Work with PACT coordinators, the HOD and the State Governmental Affairs committee to
establish in each state a communication network that reaches to the individual hospital level for
the purpose of quickly and effectively activating grassroots support for all AARC political
initiatives on behalf of quality patient care. [Ongoing]

Ongoing Objectives:

*1. Assist in coordination of consumer supporters [Ongoing]

Other

| want to thank the members of the Federal Government Affairs committee for their work. I also

would like to thank Cheryl West for all her hard work keeping this committee in the loop on the
progress being made in Washington.
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Fellowship Selection Committee Report

Recommendations

* There are no recommendations at this time.

Report

The Chair continues to raise awareness of the changes to the FAARC nomination process that
became effective in 2011. The primary vehicle has been to post such information on FAARC
Connect. July 27 is the deadline for receipt of nominations for FAARC for 2012. In August, the
Selection Committee will then commence review of all nominations received by the established
deadline, with the final list of 2012 Fellows completed by the end of August.

Other

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

Recommendations: None

Report
1. Administer the International Fellowship Program.

As of today June 7, 2012 we have 22 applicants for International Fellows and 20 applicants
for City Hosts. The deadline for applications to be received was June 1%, We are in the
process of pulling all of the applicant information together and will be ready to send it to the
committee for review by June 21st. The committee will meet on Wednesday, July 15th during
the Summer Forum. I’ll be sharing the final selection of fellows and hosts with the BOD and
HOD at your July meetings.

22 applicants
17 different countries
9 applicants from countries without past fellows
(Nigeria, Syria, Haiti, Ecuador, Botswana, Morocco, Ghana, Columbia, Belize)

Sponsors to Date
AARC
AMP/NBRC
Aspirant Education
Care Fusion (new)
Draeger Medical
Marsh Affinity Group
Philips/Respironics
PIMA Medical

2. Collaborate with the Program Committee and the International Respiratory Care Council to
plan and present the International portion of the Congress.

The committee continues to work with the ICRC to help coordinate and help prepare
presentations given by the fellows to the council.

3. Strengthen AARC Fellow Alumni connections through communications and targeted
activities.

We continue to be on the look-out for other educational materials that may be
translated in the future.

The International Fellows List serve continues to show a considerable amount of
activity and continues to be valued by our past fellows.

4. Coordinate and serve as clearinghouse for all international activities and requests.

We continue to receive requests for assistance with educational programs,
seminars, educational materials, requests for information and help with promoting
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respiratory care in other areas of the world.

5. Continue collegial interaction with existing International Affiliates to increase our
international visibility and partnerships.

We are corresponding with other medical associations and societies periodically throughout
the year.

Additional Charges to the Committee:

1. The AARC BOD direct the International Committee to review their current goals
and determine if they need to be updated and/or modified.

The BOD approved the revised International Mission Statement and Goals at the April
BOD meeting in Dallas. The statement has been presented to the ARCF and ICRC
Executive Committee for their input. It is my understanding that the ARCF had some
minor recommendations for edits to the document.

Pending minor edits from the ARCF and ICRC this charge is completed.

2. Direct the International Committee to review the current selection process and
determine if it is still relevant and appropriate considering the current market
environment.

Surveys and discussions indicated that virtually all members agree the current selection
process is effective and should not be changed. Individual members discussed their
philosophy regarding the selection of fellows. It was felt that a new version of the
application may help to better identify individuals who will be successful in achieving the
goals of the program. The new application was approved by the committee late last year
and implemented January 1, 2012.

This charge is completed.

3. That the International Committee develop some short-term and long term
measurable objectives that align with the higher level goals of the organization.

At the April BOD meeting the International Fellows Effectiveness Survey developed by
the committee was referred to the survey approval committee which approved it shortly
thereafter. The survey has been programmed into Survey Monkey and has been sent to
all past fellows that we have contact information for. All new fellows will receive the
survey in the future.

This charge is completed.

Respectfully submitted,

John D. Hiser, MEd, RRT, FAARC
Chair International Committee

I want to thank Kris Kuykendall and April Lynch for all of their hard work. I also want to thank
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the members of the committee.

Vice Chairs
Debra Lierl, MEd, RRT, FAARC, Vice Chair for International Fellows
Hassan Alorainy, BSRC, RRT, FAARC, Vice Chair for International Relations

Committee members:

Michael Amato, BA,

Arzu Ari, PhD, MS, MPH

Ivan Bustamante, RRT

John Davies, MA RRT FAARC
ViJay Desphande, MS, RRT, FAARC
Hector Leon Garza, MD, FAARC
Derek Glinsman, RRT, FAARC
Yvonne Lamme, MEd, RRT

Dan Rowley, BS, RRT-NPS, RPFT
Bruce Rubin, MD, FAARC

Michael Runge, BS, RRT

Jerome Sullivan, PhD, RRT, FAARC
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Membership Committee

Reporter: Frank Salvatore
Last submitted: 2012-06-18 07:28:27.0

Recommendations

* NO RECOMMENDATIONS AT THIS TIME

Charges:

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

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

* Identify and evaluate methods to recruit respiratory therapy students as ACTIVE members of

the AARC. [ON-GOING]

* Develop a scientific, data-driven process to implement and measure the effectiveness of current
and new recruitment strategies. [ON-GOING]

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

Report

Recruitment Campaign #1 for 2012:

The BOD discussed the plans and approved our proceeding forward with the following plan:
* Target department leaders who are not members of the AARC for membership.

* Create a campaign that is directed toward leadership to show them the value of AARC
membership and how it may help them lead better.

» Campaign begins around the 3" full week of June 2012 and goes through July 31, 2012.

* We have created a mailer that will be directed to about 600+ department leaders.
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* Mailer will point the prospective member to a special web page that will be set-up and go live
when the mailer goes out.

* Offer a money back guarantee for joining. We will be giving them a 30 day money back
guarantee. The new member must contact AARC within 30-days to get membership cancelled.

» We will be giving all new leaders who sign up for membership during this campaign a free
membership in the Management Specialty Section.

* The Membership Committee will track the following and report back to the BOD and HOD, at
the time of this printing, we don’t have the statistics, but | hope to have some to give you at the
July meetings:

* Number of mailers sent out.

* Number of hits on our special web page.

* Number of memberships created by these target leaders during this special recruitment
campaign.

» Number of memberships cancelled within 30 days.

Recruitment Campaign #2 for 2012:

At the time of the submission of this report, the second campaign is still in development. Along
with some statistics from campaign #1, | hope to present to the BOD and HOD information on
this campaign and get any approvals needed to proceed forward with this campaign in late
summer or early fall 2012.

Other
| want to thank the members of the Membership Committee. They hit the ground running and
had to make many contacts with their states. I’d also like to thank Tom Kallstrom, Sherry

Milligan and Doug Laher for all their work and guidance they have given on our first recruitment
campaign.
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Position Statement Committee

Reporter: Colleen Schabacker
Last submitted: 2012-06-11 11:28:28.0

Recommendations

Recommendation # 1:

Approve and publish the revised position statement on "AARC Statement of Ethics and
Professional Conduct”. This statement is submitted for your review as Attachment #1. Text to be
deleted appears with strikethrough and text to be added appears with underline.

Justification: Cleaned up some of the verbiage, and added evidence-based medicine.

Report

Charges:
*1. Draft all proposed AARC position statements and submit them for approval to the Board of
Directors. Solicit comments and suggestions from all communities of interest as appropriate.

e A draft of the proposed AARC position statement "Respiratory Therapists in the
Emergency Department™ was approved at the April Board meeting.

e A sub-committee is working on a draft of the newly proposed "Best Practices in
Respiratory Care Productivity, Assessment and Analysis" position statement. The
members are Rick Ford, Dan Grady, Garry Dukes, Rob Chatburn, Linda VVanScoder and
Bill Dubbs from the AARC. We held a conference call in May, where it was determined
Rick would write an introductory paragraph and Rob, Dan and Rick will create an outline
for the statement. Another conference call is scheduled for June 19, 2012. Once we have
a good start on a draft, I will send it out to the rest of the committee members for their
feedback. I should have more to report at the July meeting.

*2. Review, revise or delete as appropriate using the established three-year schedule of all current
AARC position statements subject to Board approval.
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e During 2012, the Committee’s goal is to complete the review of the four (4) position
statements listed below. Action on each statement to this point is listed following the
statement title as is the name of the Committee member spearheading the review.

e 1) Respiratory Therapy Education - Deryl Gulliford - presented revisions at April BOD
meeting

e *2) Licensure of Respiratory Care - Kathy Deakins - presented revisions at April BOD
meeting

e +3) Continuing Education - Jim Allen - presented revisions at April BOD meeting

e +4) Ethics and Professional Conduct - Linda VanScoder - presented revisions at the July
BOD meeting

3. Revise the Position Statement Review Schedule table annually in order to assure that each

position statement is evaluated on a three-year cycle.
e Presented at the April BOD meeting.

Other

A special thank you to committee members Kathleen Deakins, Deryl Gulliford, Jim Allen and
Nick Widder. A special thanks Rick Ford, Dan Grady, Garry Dukes, Rob Chatburn, Bill Dubbs
and Linda VanScoder for their work so far on the new "Best Practices in Respiratory Care

Productivity, Assessment and Analysis". (see Attachment #2 below)
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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:

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

o Promote and practice of evidence-based medicine.

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

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

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

o 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.

o Promote disease prevention and wellness.

o Refuse to participate in illegal or unethical acts.

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

o Follow sound scientific procedures and ethical principles in research.

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

e Avoid any form of conduct that is fraudulent or creates a conflict of interest, and shall

follow the principles of ethical business behavior.
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o Promote health care delivery through improvement of the access, efficacy, and cost of
patient care.
e 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
Revised 07/09

Revised 07/12
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Attachment #2

American Association for Respiratory Care
Position Statement

Best Practices in Respiratory Care Productivity and Staffing

In line with its mission as a patient advocate and in order to ensure patient safety and
cost-effective staffing levels in Respiratory Care Departments, the American Association for
Respiratory Care has adopted the following position statement:

Any metric, model, or system that is used to define respiratory staffing levels within institutions
should recognize and account for all the activities required of a Respiratory Care Department in
that institution. These activities vary greatly among institutions, and therefore must be
determined on a case-by-case basis and approved by the medical staff and administration in
individual hospitals.

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

Use of unweighted metrics of workload may lead to the determination of inaccurate staffing
requirements. An exclusive focus on CPT coded procedures to determine staffing levels or other
standards based only on billable activities can lead to the omission of a significant number of
non-billed activities from the estimated respiratory care workload and result in underestimating
the number of staff needed.

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

Patient harm directly related to inadequate staffing must be reported to the appropriate state and
federal regulatory agencies.
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Public Relations Action Team

Reporter: Trudy Watson
Last submitted: 2012-06-18 09:06:37.0

Recommendations

* No recommendations at this time.

Report

The Public Relations Action team has not received any requests for action during this reporting

period.

1. Each member will agree to do interviews (radio) and provide information for the written press

release that corresponds to the interview topic.
e No requests for radio interviews have been received.

2. Continue to assist Your Lung Health with reading and editing, clinical stories, messages, etc.
for the website. These will be assigned through the EO on a PRN basis.

o No requests to assist with Your Lung Health activities have been received.

3. Communicate with each State Affiliate encouraging the establishment of a public relations
committee.
e The Presidents of the Chartered Affiliates were contacted in 2011 regarding this charge.

4. Update the current Public Relations material and develop a mechanism to make the PR “tool”
more easily available to the State Affiliates.

e To date, the EO has not requested that any PR materials be updated.

Respectfully submitted,
Trudy Watson
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State Government Affairs Committee Report

Tom McCarthy RRT, Chair
June 2012

Senate Bill 350, in Maryland provides “that a licensed respiratory care practitioner has the right
to practice respiratory care within the scope of practice of the respiratory care practitioner s
license, including practicing respiratory care in a sleep laboratory”. The bill passed and will
become law once signed by the Governor.

The other legislative initiative in Maryland that is of concern to the Respiratory community is
Senate Bill776. Essentially, the language in SB 776 would allow individuals who may, or may
not, be graduates of an accredited education program and who may, or may not, have passed a
Nationally Accredited Credentialing Board competency examination to be licensed in the State
to practice Polysomnography with patients. The concern with this language is that, by default,
these individuals will be practicing Respiratory care as well. The legislation passed and will
become law.

By becoming law, SB776 will allow the Maryland Board of Physicians to approve educational
programs such as ASTEP that are not accredited by a National Educational Accreditation Board.
Further, the legislation will also allow the Maryland Board of Physicians to approve a
certification exam that is not accredited by a Nationally Accredited Credentialing Board.

Issues that remain ongoing in States such as Michigan are being monitored.
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AMA CPT Health Care Professional Adv
Comm

Reporter: Susan Rinaldo Gallo
Last submitted: 2012-06-01 11:21:36.0

Recommendations

No recommendations at this time.

Report

Code revision proposal from the May 18, 2012 meeting

Well it looked like the revised proposal was going well and then it fell apart. The conundrum that
exists is that the AMA wants to grant codes for outpatient use only. However, RT departments
need CPT codes that can be used for inpatients tracking. These inpatient CPT codes are not
submitted for payment due to DRGs and not listed on the hospital bills yet they are very

important for internal productivity measurements.

The only way the AMA was going to allow the current codes for Chest Wall Manipulation to be
revised was to put a limit on the number of times per day it could be used (e.g. twice per day).
Once or twice a day would be acceptable for clinic or outpatient use. Since we currently use
these codes many times a day for inpatient tracking/productivity a limit of 1 or 2 a day was
unacceptable. Therefore we chose to bring the proposal back. I doubt we can think of a way
around this situation.

This only emphasizes the need for RC departments to use RVUs and NOT CPT codes for
productivity measurements. Anyway, the ATS, ACCP and AARC worked very hard and
invested time and resources into changing this code. We also had a CPT consultant from Hill-
Rom working with us. Henceforth, it is doubtful that new CPT code proposals for inpatient
procedures will be successful unless physician work (ie PFTs) is included.
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As a reminder, this is the revision we were attempting to make:

- CPT code 94667: Manipulation chest wall, such as cupping, percussing, vibration and
oscillation to facilitate lung function; initial demonstration and/or evaluation

- CPT code 94668: Manipulation chest wall, such as cupping, percussing, vibration and
oscillation to facilitate lung function; subsequent
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American Association of Cardiovascular &
Pulmonary Rehab

Reporter: Debra Koehl
Last submitted: 2012-06-18 08:15:18.0

Recommendations

* None at this time

Report

o Worked with the AACVPR as AARC representative along with Anne Marie Hummel in
the developed and review of the Pulmonary Rehabilitation Toolkit. This addressed the
reduction in payment for Medicare PR code G0424.

o Societies involved included AARC, AACVPR, ATS, NAMDRC and ACCP.

o Assisted in the development of the AACVPR pulmonary rehabilitation educational track

at their annual meeting.

e Continue as a member of the Professional Liaison Committee of the AACVPR.

Other

e Will attend and report back from the AACVPR annual meeting in September.
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American Heart Association

Submitted by Brian Walsh

Nothing to report
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Amer Soc for Testing and Materials

Reporter: Robert McCoy
Last submitted: 2012-06-15 14:27:24.0

Recommendations

Nothing to report

R McCoy
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Chartered Affiliate Consultant

Reporter: Garry Kauffman
Last submitted: 2012-05-25 12:31:18.0

Recommendations: None at this time
Report:

I did not conduct any on-site sessions with chartered affiliate leadership during this time period. |
have kept in contact with those chartered affiliates with whom | have provided strategic and
operational guidance to ensure that they are implementing their agreed-upon plans and to offer
ongoing support with their business plans and operations. The Virginia Society leadership
requested me to work with them and | submitted for AARC Presidential approval. Karen
approved and | have scheduled this for Friday-Saturday June 22-23, 2012.

On behalf of the Indiana Society, Cheri Bates has requested my services and we are in the

process of selecting dates in August for the strategic/operational planning session.
Respectfully submitted,

Garry W. Kauffman, MPA, FACHE, RRT, FAARC
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Committee on Accreditation of Air Medical

Transport System

Reporter: Steven Sittig
Last submitted: 2012-06-12 20:35:33.0

Recommendations

Recommendation: That the travel funding allowance for the AARC representative to the
Commission on Accreditation of Medical Transport Services (CAMTS) be increased
from the current level of $2000 a year to $2500 a year.

Justification: Airfare and Hotel costs have increased significantly especially over the past
year. Up to this point | have rarely accessed this travel allowance but will be starting with
the summer board meeting in Vancouver BC this July. This funding has not been

increased for about 5 years.

Report

The CAMTS board is currently working to publish the 9th edition of the CAMTS
Standards. The public comment period is still open on the proposed changes. | was able
to better include transport RT’s into areas of certifications and clinical experience, in line
with other transport staff.

The CAMTS Board meeting in April for the spring meeting in Nashville for deliberations
on program accreditations as well as general business items.

| have also been elected to the CAMTS Executive Committee in the office of secretary.
To my knowledge this is the first time the AARC representative has been elected by the
entire board to the position.
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Extracorporeal Life Support Organization

Submitted by Donna Taylor, RRT-NPS

Recommendations

* Request AARC financial assistance of $2,500 for registration fees and expenses to be able
to attend one of the two Extracorporeal Life Support Organization (ELSO) meetings.

The ELSO Steering Committee of which | am the Respiratory Care Representative meets bi
annually to discuss direction of ELSO, upcoming meetings, review ELSO grant applications to
be awarded, review and revise bylaws and continue to discuss process for establishing ECMO
certification. The ELSO Registry and its content is discussed each meeting. Revisions to the
Registry as well as other devices/therapies desiring to be included in the Registry are discussed.
Other temporary extracorporeal devices (Impella, Abiomed, CentriMag, tandem heart, etc) may
one day be a part of this registry. Each meeting, | am allotted time on the Steering Committee
agenda to present/discuss issues related to Respiratory Therapists as ECMO Specialist. As
ECMO evolves and changes, prompting staffing model changes | feel it is important for
Respiratory Therapist to continue to be part of extracorporeal life support management.

Report

The first Euro ESLO meeting was held this year in Rome in May. Plans are underway for next
year’s Euro ELSO meeting in Stockholm. ELSO has become a referenced, worldwide
association.

ELSO has established a new website that will be much more comprehensive and interactive
allowing members to share experiences. | will serve as one of the initial moderators of this
forum.

There is currently much discussion among the steering committee about incorporating “single
care giver” models in the teaching that is currently sponsored by ELSO in their classes.
This model in Europe and Australia has existed for some time, partly due to the lack of
Respiratory Therapists in these countries and partly due to their ability to have had much
improved equipment and disposable equipment that did not need to be FDA approved. If
this staffing model is adopted by ELSO, it could potentially impact RRTs and Perfusionists
in the ECMO community.

Other

| continue to serve as a resource for ECMO centers who want to incorporate RRTs into their
staffing model and for new ECMO centers just establishing their center. Our hospital has just
been awarded the ELSO ECMO Center of Excellence Award. We have held this distinction
since 2010 and will be granted this for now another 2 years when we reapply
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International Council for Respiratory Care

Report

Submitted by Jerome Sullivan

BOARD OF DIRECTORS REPORT

NO RECOMMENDATIONS AT THIS TIME

I. Fundamental Respiratory Care Support Course (FRCSC)
Key Requirements for RC Training Program Out Side USA

The ICRC has been involved in discussions on several occasions regarding the potential development
of a flexible RC educational program for health care practitioners with little or no RC experience living
outside the USA. This has been a stated goal of the ICRC since 2004. Members of the ICRC Executive
Committee including the President are continuing to try to identify and secure funding for the FRCSC
which has a broad application potential. Listed below please find elements which the ICRC feels are
essential to develop a sustaining program of this type.

The key elements a FRCSC educational program should include:

1)
2)

3)

4)

Copyright to AARC/ICRC

Generic & modular in format for any country or local where deemed appropriate. Ability to customize as to
need with regard to both length of program & level of instructional intensity & even partnerships with local
degree granting programs

"Lion's Share" of budget devoted to Curriculum development & compensation for peer reviewed experts to
develop format, content & evaluation instruments
Six months to 1 year for content development (divided into Phase | & Il) - depending on funding

Fundamental Respiratory Care Support (FRCS) Course

Executive Summary

A four-day comprehensive Respiratory Care course intended for implementation outside of
the United States for health care providers not experienced in respiratory care. The course
will be offered under the auspices of the ICRC and the AARC. The FSRC Course is
composed of two parts: the Basic component which can be completed as a stand-alone
course of instruction however, the Basic component is a pre-requisite for the Advanced
course.

Course Purpose: The primary purpose of the course is to enhance the care of
respiratory patients around the world. Secondarily, the provision of the course may help

alleviate shortages and provide increased opportunity to recruit and train RT’s outside the
USA.
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Fundamental Respiratory Care Support — Basic: A two day course consisting of lecture
demonstrations and practice Skill stations to expose health care providers not experienced
in respiratory care to the knowledge and skills required to provide basic Respiratory Care
for patients in non-acute situations until a Respiratory Care Specialist becomes available
or until transfer to appropriate facility.

Fundamental Respiratory Care Support — Advanced: A two day course consisting of
lecture demonstrations and practice Skill stations to expose health care providers not
experienced in respiratory care to the knowledge and skills required to provide advanced
Respiratory Care for patients in acute situations until a Respiratory Care Specialist
becomes available or until transfer to appropriate facility.

Overall Course Design:

Although a complete FRCS course is normally given in four days, it is possible to
complete the first section (Fundamental Respiratory Care Support - Basic) as a stand-
alone course in two days. However, the Basic component is a prerequisite for the
Fundamental Respiratory Care Support — Advanced component.

Course Goals & Objectives:

 Appropriate assessment of needs for the respiratory compromised patient.

» Selection of appropriate Respiratory Therapies and or modalities.

* Selection and appropriate application/ administration of various Respiratory Care
equipment and supplies.

* Selection of appropriate course of action.

* Selection of appropriate diagnostic tests.

» Identification and appropriate response to significant changes in respiratory status.
* Recognition and initiation of appropriate intervention for acute/serious respiratory
conditions.

* Determine the need for expert consultation and/or need to transfer patients.

Disclaimer:
Participants must be aware that the course is not intended to provide them with comprehensive
expertise in the care of respiratory compromised patients, but to provide some knowledge and
skills to assist them in providing care for patients until an expert respiratory clinician becomes
available or until transfer to an appropriate facility. The emphasis will be on the benefits of new
knowledge and limited exposure to selected skills. The ICRC and AARC will issue a combined
logo “Certificate of Completion” for the FRCS courses. Neither the ICRC nor the AARC, nor
FRCS instructors certify competency or any level of knowledge or skill following completion of
the course. In order to assure the quality and integrity of the standardized FRCS curriculum, the
program must be presented according to the standardized electronic textbook, CD-ROM, and
Skill station lesson plans.
Target Audience: The FRCS Course is intended for implementation outside of the United States
for health care providers not experienced in respiratory care and may include:
1. Physicians with possible exception of Intensivist, Anesthesiologist, ER physicians ...
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. Nurses

. Emergency medical technicians

. Long Term Facility clinical staff

. Pre-hospital providers with lengthy patient transfer

. Physician assistants

. Residents in training

. Respiratory Care Students

. Respiratory Care practitioners who would like to take refresher course

O©COoONO O, WN

FRCS Deliverables: The Project Core Committee working with designated content experts
will develop the project curriculum, supporting materials and delivery mechanisms in two
phases.

Phase | - FRCS Electronic Textbook: Curriculum developed and available via
electronic media delivery systems (e.g. DVD, PowerPoint presentations). Hard copy text could
be produced in Phase Il if volume of pre-publication orders warrents.

* Basic Section

 Advanced Section

* Appendices Section

« Skill Stations Section

* Evaluation & Testing Section

Phase Il — Supporting materials & internet access

« Skill Station workbook & check-off sheets

* FRCS Administrator’s Guidebook

* FRCS “Train the Trainer” course & Instructor Syllabus
* Online access to curricular elements

Beta testing of FRCS Course: After finalization of the curriculum, and other Phase |
elements it has been suggested that the prototype and first course be offered in a Beta testing
format in the Kingdom of Saudi Arabia.

FRCS Instructor Criteria: May include RRT credentialed respiratory care practitioners,
Intensivist physician, Pulmonolgist, Anesthesiologist, and critical care nurse practitioners

An FRCS Instructor must:

* be experienced in respiratory critical care

+ demonstrate an understanding of the FRCS lecture components and proficiency with the Skill
Stations.

* Successfully complete an FRCS course, both Basic and Advanced

» complete a review of the FRCS instructor syllabus with a Certified FRCS Instructor
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* receive the recommendation for instructor status after two teaching experiences in FRCS
courses under the supervision of the FRCS Director or a Certified FRCS Instructor.

* be a member in good standing of AARC.

* teach in an instructor/provider course at least once every 2 years to maintain instructor status
* A minimum of two FRCS Instructors must be present for each course.

» The FRCS Director will issue FRCS Instructor Certificates, and maintain records on each
instructor.

 Additional instructor qualifications may apply for physicians, respiratory care practitioners &
other health care providers located outside the USA who do not hold US credentials.

Il. Review & Revision of AARC International Mission Statement:
The ICRC Executive Committee is still in the process of formally drafting language to suggest

for the revision of the Mission Statement. Finalized suggestions were not complete at the time of
submission of this report.
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Joint Commission - Ambulatory PTAC

Reporter: Suzanne Bollig
Last submitted: 2012-06-18 16:15:09.0

Recommendations

* None at this time.

Report

The Ambulatory Care Professional and Technical Advisory Committee (PTAC) held a
conference call on April 10, 2012 to report an update on activities related to alarm management.

Key Points

1. At the November 2011 SSP Committee meeting, staff reported that alarm management was

identified as an important safety issue.

2. Staff developed a draft National Patient Safety Goal (NPSG) that contained a proactive risk
assessment approach for managing alarms in order to prevent adverse events. There were
concerns that the NPSG did not provide enough guidance for organizations.

3. Staff plans to conduct a field assessment over the next few months to obtain information on
current practices in the field, knowledge gaps, special issues, etc. Based on the survey findings,
the staff will identify method(s) to address the issue. This may include development of an
accreditation requirement, field education, or communication through a Sentinel Event Alert.
Findings will be presented in the fall 2012.

The next conference call is scheduled for July 12, 2012.
Respectfully submitted,

Suzanne Bollig
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Joint Commission - Home Care PTAC

Reporter: Joseph Lewarski
Last submitted: 2012-05-30 12:20:35.0

Recommendations

No recommendations

FOR INFORMATION ONLY

There have been no activities or meetings of the HomeCare PTAC since the last report.
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Joint Commission - Lab PTAC

Reporter: Franklyn Sandusky
Last submitted: 2012-06-14 09:14:54.0

Recommendations

* NONE

Report

LAB PTAC Committee Meeting May 4™, 2012
We received and update on Board of Commissioners’” Meetings Schedule.

They value the improving transparency between CMS and their accredited organizations and the
public.

CMS is developing a system to post field survey results on the Internet. Check the website at
www.data.medicare.gov for more information.

The quality measures task force, developed within CMS to help align and prioritize the measures
across the organization to avoid duplication and conflict among developing and implementing

measures.

There are six measurement domains; they try to build measures around coordinated care,
population heath, efficiency and cost, safety, person and caregiver experiences, and outcomes
and critical care. Additional information was about the statement of work they do within CMS

LAB PTAC
e The Laboratory PTAC is asked to review and discuss a proposed revision to Standard
WT.04.01.01, EP 4, which addresses quality control checks for instrument-based waived testing.

This standard seems to imply that instrument-based waived tests had different QC requirements
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than those that were non-instrument based. The question was asked as to why two different
standards.

Thirteen expert panels were convened in August of 2011, representing both general and
specialized laboratory disciplines. They revisited issues left over from a previous standard cycle
and reviewed the laboratory accreditation manual for content and accuracy and they introduced
new emerging issues for standards development. Highly ranked recommendations were moved
into standards development.

Draft standards were sent back to the expert panels for final review and approval. Proposed
changes in standard were review with questions for clarification.

Other standards dealt with documentation of policies and procedures. Respiratory ABG labs
should be in compliance with these revised standards.

e Proposed Standard QSA.02.01.02 which would change the standard to comply with
current edition of Clinical and Laboratory Standards Institute (CLSI) document EP23-A.

e CMS is planning to use the principles in EP23 to create an alternative quality control that
is called IQCP.

e The IQCP is still in development and details have not been worked out.

e CMS is not ready to approve it because the IQCP is not fully developed.

e CMS suggests postponing EP23 until IQCP is completed.
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National Asthma Education & Prevention
Program

Submitted by Natalie Napolitano

Recommendations

¢ None at this time

Report

Have been working with Dale Griffiths in AARC office to solicit endorsement and
recommendations for further dissemination of the Peak Performance USA program from the
NAEPP School Subcommittee. A summary of the program will be sent out to the group in a few
weeks for them to recommend and disseminate to their groups and to give us feedback on how to

cast a wider net to get schools to participate with the program.

NHLBI NAEPP does not make official endorsements of programs but is willing to assist with
“getting the word out” and recommending the program. I will pass on any information I receive

to Dale and the BOD.

Next in person Steering Committee meeting will be in September or October.
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Natl Coalition/HIth Pro Edu - Genetics

Reporter: Linda Van Scoder
Last submitted: 2012-05-29 09:14:40.0

Recommendations

* No Recommendations

Report

There is nothing new to report. | continue to monitor the weekly Genetic Alliance bulletins.
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National Sleep Awareness Roundtable

Reporter: Mike Runge
Last submitted: 2012-06-08 11:20:49.0

Recommendations

* None

Report

| have not attended the National Sleep Awareness Roundtable so | have no updates at this time.
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Neonatal Resuscitation Program

Reporter: John Gallagher
Last submitted: 2012-06-13 15:20:35.0

Recommendations

No recommendations at this time.

Report

The NRP Steering Committee Meeting held its strategic planning meeting on March 5 - 6, 2012
in ElIk Grove Village. Dr. Tom Bigda-Peyton facilitated the meeting. Tom is an educator and
researcher whose areas of expertise include adult learning, safety across high-consequence
industries, and health system transition and transformation. The group developed an ambitious
process of evolving NRP into a learner-directed program that will move toward episodic and
just-in-time educational interventions with more of a QI focus. The new model will require a
complete restructuring of the current instructor implementation model, including retiring the
titles of the current instructors and moving toward a facilitation model. The development of a
small group of highly-skilled resource individuals for defined areas will support facilitators.
Additionally, the group will be stepping up efforts to create research consortiums and new
opportunities to elevate the levels of science in the NRP algorithm.

In April NRP volunteers and staff implemented a pilot course of NRP through the American
Heart Association International Training Centers in Hong Kong. The course trained 24 initial
instructor candidates as regional trainers. AAP Staff have disseminated a Program
Administration Manual to our counterparts to aid in the implementation and maintenance of NRP
in Hong Kong.

The Helping Babies Breathe® initiative has entered a strong implementation phase, with over
40,000 individuals being trained in at least 34 countries. USAID is supporting implementation in
24 of these developing countries. Learning materials have been or are in the process of being
translated into Arabic, Bangla, Cambodian, Dari, French, Mongolian, Pashto, Portuguese,

Spanish, Swahili, and Thai.
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An NRP Seminar is scheduled for Friday, October 19, 2012, in New Orleans, LA, in conjunction
with the NCE and NRPSC meeting (Oct 17-18). Steven Ringer, MD, PhD and Kimberly Ernst,
MD, MSMI will Co-chair the program.

Plenary sessions include:

+- Reflections on the 25" Anniversary

*- The Business of NRP

- The "C" in CPR: Evidence on Epinephrine and Chest Compressions
+- Research Grant Presentations

Breakout sessions include:

+- Case Based Discussions

+- Hands-on Simulation

+- Debriefing After Difficult Resuscitations in the Real World
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Asthma Disease Mgmt Roundtable

Reporter: Eileen Censullo

Recommendations
NONE

Report
List Serve activity has been very good this half of the year.

Working with the Executive Office to hold a roundtable meeting at our Congress with AARC
representation and to have a webinar for roundtable members prior to the Congress so that we

can meet and answer any questions or concerns.
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Consumer Roundtable

(See Executive Director Report)
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Disaster Response Roundtable

Reporter: Steven Sittig
Last submitted: 2012-06-12 20:55:17.0

Recommendations

* None at this time

Report

The Disaster Response Roundtable once again submitted numerous lecture proposals for the
upcoming AARC Congress that were accepted for presentation. We are also planning a
scheduled roundtable meeting while in New Orleans.

We are also actively working with Dr Lewis Rubinson to increase the presence of RT’s with

federal disaster response programs.

Other
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Gerilatrics Roundtable

Reporter: Mary Hart
Last submitted: 2012-06-18 23:14:11.0

Recommendations

* Expand the Geriatric Roundtable to include Palliative Care. Several AARC members have
expressed the need and will support such a change. This will not only meet the needs of some
current members but will help provide a service for future members. Palliative Care is one of the
growing areas of health care that we as healthcare providers need further education. The AARC
would be providing a service to members/ community that is not well understood, there is a great
need for and will certainly have an impact on health care in the near future.

Report

Membership has continued to support the charge for this committee to write and review articles
for the AARC Times Coming of Age Section.

Membership is preparing presentations for the Congress Meeting that will include a section on
Palliative Care (Thank You)

The information below is being provided by our roundtable members:

The AARC has always been good at responding to the needs of therapists and educators. One current
need, that is becoming more imperative every year, is the need to educate first our faculty, and then our
students on the importance of palliative care. While palliative care is by no means specific to any one
age group, the majority of the time, palliative care is ordered on our older adults at the end-of-life.

Healthcare professionals are quite good at providing palliative care to cancer patients, but not so much
to individuals with COPD. Respiratory therapists can lead the way in promoting palliative care to COPD
patients, understanding that our emphysema patients are five times (5X) more likely to develop lung
cancer than the generally population, and that the distressing symptoms at end of-life for those with
COPD cause a downhill spiral of events that hastens death. Yes, research has demonstrated that good
palliative care extends life!!

A Geriatric/Palliative Care Roundtable makes sense. This will be a way for faculty/administrators to
share information, gather new information and ideas, and find ways to implement interventions that
will ultimately help both the patient and the healthcare system. The ultimate goal of such a resource
could be to generate and support clinical competencies in palliative care for the profession of
respiratory care.
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Additionally, there needs to be a clear understanding on the difference between palliative care and
hospice. Hospice is an organization that supports individuals and families at the end of life.
Palliative care is management of distressing symptoms and should begin the same day

that a diagnosis of a terminal disease is given.

Hospice may be ordered and palliative care will continue, but even if hospice is not

ordered, or indicated yet, palliative (comfort) care is needed. Palliative care
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Hyperbaric Roundtable

Reporter: Clifford Boehm
Last submitted: 2012-06-15 10:15:36.0

Recommendations

NONE

Nothing to report
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Informatics Roundtable

Jim Fielder
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International Medical Mission Roundtable

Reporter: Lisa Trujillo
Last submitted: 2012-06-25 15:16:13.0

Recommendations

Report

The International Medical Mission Roundtable currently has 66 members

Recent discussions include the development of a Respiratory Therapy program in Haiti and the

need for Respiratory Therapy supplies for projects in Liberia.
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Military Roundtable

Submitted by Harry Roman
May 24, 2012

Nothing new to report
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Neurorespiratory Roundtable

Reporter: Lee Guion
Last submitted: 2012-06-05 22:48:43.0

Recommendations

None

Report

Posts have slowed in the past quarter. Multiple abstracts for Mini-symposium for 2012 not

accepted. Some resubmitted to Open Forum.

Other

Will be chairing a meeting of roundtable members at the 2012 Congress and will plan focus for

the coming year.
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Research Roundtable

Reporter: John Davies
Last submitted: 2012-06-18 14:08:14.0

Recommendations

* NONE

Report

e Activity in the roundtable still remains low.

e However, a new initiative has been brought to the group for recommendations and
suggestions - the hospital to home pilot study proposal. This has been presented to the
group but with little feedback. Continued follow-up of this project will take place
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Simulation Roundtable

Reporter: Julianne Perretta
Last submitted: 2012-06-18 13:24:50.0

Recommendations
- None
Report

The Summer Forum 2012 will be providing a 4 hour pre-conference session on simulation
entitled "Building a Simulation Toolbox." The content was inspired by feedback from the
Simulation Roundtable meeting at the International Congress in 2012,

I have recently received feedback regarding several outstanding items to the BOD from last
quarter’s meeting, and will be able to take action on those items in the following quarter. These

include
*- having a simulation webcast on the AARC site
*- inviting an international guest speaker to the roundtable’s listserv

+- providing Roundtable members with access to simulation videos-this is not a closed issue as
yet. Potential solutions include posting the videos to the roundtable site (not ideal), granting
access to the AARC YouTube account for upload, or other solutions such as Vimeo. Kris will

assist in communications with Steve (?) regarding an ideal solution to sharing simulation videos.
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Tobacco Free Lifestyle Roundtable

Reporter: Jonathan Waugh
Last submitted: 2012-06-19 14:41:56.0

Recommendations

None at this time.

Report

Update on the “Clinician Guide for Tobacco Cessation,” a joint effort between the TFL
Roundtable in and the AARC executive office. Co-chairs are Georgianna Sergakis and
Rita Mangold are hoping the typically slower hospital pace during the summer will help
the work group make faster progress on the guide. This is a companion text to the patient
guide on tobacco cessation. The patient guide is a print publication but the clinician guide
is planned to be an electronic publication.

A number of TFL members have contributed to publications this past year or were “in the
news” in various ways. Please officially communicate to our ACCP partner that their
tobacco education resources were used by RT students working with elementary school
children to teach them about tobacco risks, promoting lung health, and how to encourage
their family and friends to quit tobacco (RC Currents, AARC Times, June 2012).

Steve Nelson reports that Pfizer has provided additional funding for a second printing of
the patient tobacco guide (this time 200,000 copies). We are working on a method for
distribution to those who request to ensure proper dissemination.

The TFL stands ready to assist with educational programs and curricula for tobacco-
related training.

Other

We were pleased to see that AARC TFL members are leading the way with providing

their expertise at a pre-conference tobacco treatment training workshop prior to the

FOCUS conference.

Susan Gallo posted the following information of reimbursement that needs to be widely

broadcast to the AARC membership. On May 22, the Centers for Medicare & Medicaid

Services announced that, effective July 1, the supervision level for the following codes
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will change from direct supervision to general supervision. 99406 Smoking and tobacco

use cessation counseling visit; intermediate, greater than 3 minutes up to 10 minutes
99407 intensive, greater than 10 minutes
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Ad Hoc Committee on Cultural Diversity In
Care Management Committee

Cultural Diversity in Care Management Committee
AARC Activities Report

Summer 2012
Chair: Joseph R. Huff Liaison: Susan Gallo
Recommendation: None
Charge: Develop a mentoring program for AARC members with the

purpose of increasing the Diversity of the BOD and HOD.
Status: Larry Garland will be attending the HOD/BOD at this year Summer
Meeting. Resume is attached. Mr. Garland expressed interest in

attending to how the Board and HOD function. We are very grateful
of Mr. Garland’s wanting to participate in the mentoring program.

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 Comm on Officer Status in the US
Uniformed Services

Submitted by Scott Woodcox
June 21, 2012

Nothing to report at this time.
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Ad Hoc Committee on Home Oxygen

Per Kent Christopher, Tom Kallstrom will provide update in the Executive Director report.
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Ad Hoc Committee on
AARC Leadership Institute

Reporter: Toni Rodriguez
Last submitted: 2012-06-19 01:13:40.0

Original Charge: That this Ad Hoc Committee develop a Management, Research and
Educational leadership Institute.

Vision Statement
The Learning Institute will be the first AARC sanctioned program designed to provide advanced training to ensure
the future continuity of leadership, discovery, and education within the profession of Respiratory Care.

Mission Statement
The mission of the Learning Institute is:
To foster leadership talent

To teach the skills of academic leadership
To advance the science of respiratory care

Summary of Activities Spring 2012
e Discussion over the current lack of progress.
o Problem of recruiting authors for Core Curriculum Modules was attributed to:
1) Content areas are not in line with our membership’s areas of expertise and 2)
the money offered to complete a module was too low.
o Possible suggestions to overcome current stumbling blocks and move forward:
= Have participants provide proof of attainment of Core Course objectives
from another appropriate venue. We would then only provide the
specialty tracks. It was agreed that this would not be the best option given
the extra time and cost to program participants.
= Subsume the core competencies in a more generalist form into each
specialty track. Specialty content experts authoring a module would be
better able to speak to core concepts in context. It was agreed that this
would be the best solution and the committee chair was charged with
presenting a model for accomplishing this. See Appendix A. Each
committee member volunteered to rewrite the original track competencies
to incorporate the newly developed general core competencies.
o The committee agreed that we should proceed with development of a model script
for the purpose of answering some of the questions raised at the end of the final
2011 committee report. Rob Chatburn volunteered to work out the Research
Track. A meeting between Rob, Toni and Tom identified the following points:
Conclusions used for developing the original RFP:
o 5 modules in the Core Track/ 34 competencies to be covered

o Total of 45 contact hours for the entire core

o 9 hours of instruction per module

o 9:1 ratio for instructional development of a module = 81 hours of development
time per module or 405 hours of instructional development for the entire track.
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o 81 hours X $30.00 per hour = $2430.00 per module
o RFP amount $2500.00 to be paid per module

New consideration used in developing a new proposal for development:

1) Based upon anecdotal data reported in the December 2011 committee report $65 -
$150.00 per hour, based upon developer background and experience, was the standard
range for content development. In addition consultation fees can be as much as
$200.00 per hour. Given this data and even factoring in the desire to contribute as a
volunteer, $30.00 per hour was an unrealistic amount to pay for the development of
instructional content.

2) Content authors would not be working on the project full time since they will most
likely have a full time job. Rob indicated that upon his current commitments the most
time he would be able to expend on the project is 10 hours per week. Using this time
frame as an example, 432 hours of instructional content would require 43 weeks to
complete or approximately 9 months.

Based upon this information the following conclusions were arrived at:
The original concept behind the institute was to provide continuing education for our members to
prepare them for career advancement and/or make them more value as employees. The core was
generalist skills and the three tracks were chosen because they are pillars of the profession
essential to its continued growth. The time span of 45 hours was chosen based upon a desire to
eventually have the courses accepted for credit by a traditional education program (i.e.: 2 or 4
year institution). 45 hours correlates with 3 credit hours in a traditional education environment
(15 hrs = 1 credit). The three tracks plus the core would equal 12 credits in a traditional
education environment.
Currently the project is at a standstill. We could not entice our own membership to author the
Core modules at $30.00 per hour and an outside company intimated that it would cost “mid six
figures” to produce the five modules. In addition, if membership could be recruited to produce
course content it would be on a part time basis. Given Rob’s guesstimate of 10 hr per week to
work on the project, it would take almost a year to get the instructional material for a track
completed.
Given this information we may need to rethink our approach. Going back to our original
premise, the concept was to provide continuing education. Continuing education is by definition
training received post formal education to maintain or improve job skills. Continuing education
is usually awarded CEU’s over credits. According to Wikipedia one CEU is generally 10 hours
of participation. Even considering the reference source we have greatly exceed traditional CEU
standards with our desire to one day to align with a traditional education institution. It may be
advisable to reduce the number of hours in each track in line with providing general knowledge
instead of producing and expert.. The goal would be for enlightenment that could peak
someone’s interest in pursuing more in depth education in a subject area. For the sake of
discussion we considered the following based upon a rate of pay for development at $100.00/ hr
which is the minimum amount Rob would consider to author the Research Track.

Example A: Research Track: Based on 3 credit format.

o 6 modules in research track/ 30 competencies
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Total of 45 - 50 contact hours for the entire track
8 hours (round up from 7.5 hrs) of instruction per module.
o 9:1 ratio for instructional development of a module = 72 hours of development
per module or 432 hours of instructional development for the entire track.
o 432 hours X $100.00/hr =$43,200.00 cost for development of the Research track.
o 432 hours/10 hr per week = 43 weeks or 10 months to complete.

Example B: Research Track: Based upon a continuing education model
o 6 modules in research track/30 competencies

o Total of 15 contact hours for the entire track

o 2.5 hours of instruction per module

o 9:1 ratio for instructional development of a module = 22.5 hours of development
per module or 135 hours of instructional development for the entire track.

o 135 hours X $100.00/hr = $13,500.00 cost for development of the Research Track

o 135 hours/10 hr per week = 13.5 weeks or 3.5 months to complete.

A conference call of the entire committee was held on February 17". At that time the committee
voted to move forward based upon “Example B”. On March 9™ a subcommittee of Rob, Toni,
Tom and Steve met to further discuss the possible layout of the online modules. Based upon this
discussion Rob was charged with development of one lesson to be presented to the subcommittee
by the end of March. This lesson will then be used as a platform for furthering the discussion on
instructional design.

Summary of Activities Summer 2012

A Leadership Committee meeting was held on May 10 to view the sample lesson developed by
Rob Chatburn. The committee was pleased with results. The amount of information provided
was appropriate with the integration of terms, web links and reference throughout the lesson.
There was also an index along the side of each page so that participants could easily navigate
sub-topics within the lesson (See Appendix B). Rob thanks again for giving our vision a face.
The committee voted to approve a contract with Rob to complete the Research Track. Tom
Kallstrom suggested that we could speed up the development process by working on all three
tracts simultaneously. The Committee agreed. Toni Rodriguez said she is interested in writing
the Education Track and Rick Ford and the Executive office agreed to seek out possible writers
for the Management Track. The committee set a goal of having something to demo at the
International Congress this fall.

Committee Members:

Chair: Rodriguez, Toni Ed.D, RRT; Members: Chatburn, Robert (Research Institute Chair) MHHS, RRT-
NPS, FAARC; Ford, Richard (Management Institute Chair) RRT, FAARC; Myers, Timothy BS, RRT-
NPS; Van Scoder, Linda (Education Institute Chair) EdD, RRT, FAARC, John Walton MBA, RRT
FAARC

Staff Liaisons: Tom Kallstrom, RRT FAARC,

Appendix A:
CCC 101 Introduction to Human Communication:
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Course Description: Theory and practice of communication skills in public, small groups and
interpersonal setting to include: interpersonal and inter-organizational communication, barriers
to communication, impact of diversity on communication, non-verbal communication and
conflict resolution.

Competencies:

Describe the process of interpersonal communication in terms of models and principles.
Describe the nature and function of communication on all levels within organizations.
Identify the components of listening and common barriers to the process.

Identify and explain the elements of nonverbal communication.

Identify strategies for conflict resolution within small groups.

Explain the impact of cultural and gender variables on interpersonal communication.
Prepare and demonstrate the effective delivery of a verbal presentation to a small
group.

Suggested General Communication Competency:

Demonstrate the ability to listen to others and communicate in an effective manner.

Nooohk~ownE

CCC102 Health Information Management and Informatics:
Course Description: The use of technology to support and sustain information management
within the healthcare environment to include: basic word processing, spreadsheet, database,
statistical and desktop presentation applications as well as the application, care and management
of Personal Health Records.
Competencies - Basic Computer and Health Information Literacy Skills
Pre-Requsites
*Demonstrate proficiency in the Windows operating environment.
*Resolve minor technical problems associated with use of computers.
*Demonstrate use of email, addressing, forwarding, attachments, and netiquette.
*Create and name or rename subdirectories and folders.
*Demonstrate how to save work to a computer file, and printing and copy a file.
*Create and edit a formatted document using tables and graphs
*Demonstrate use of the essential aspects of file organization, information storage (such
as disk or flash drive), protection from data loss, and basic computer skills.
Competencies:
1. Demonstrate Internet/intranet communication and topic search skills
2. Use basic word processing, spreadsheet, database, and desktop presentation
applications as applicable to your work.
Use statistical analysis packages.
3. Differentiate between the types and content of patient health records (such as paper-
based, electronic health records, and personal health records).
Know the architecture and data standards of health information systems.
Demonstrate an understanding of the relationship of telemedicine and its application to
all care settings.
6. Identify legal and regulatory requirements related to the use of personal health
information and apply policies and procedures for access and disclosure.
Suggested General Health Information Competency:
Use health record data collection tools such as input screens, document templates and
adhere to health record documentation requirements of external agencies and
organizations.

w
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CCC 103 Financial Planning and Budgeting Principles:

Course Description: Fundamental theory of accounting principles and procedures as they relate
to healthcare to include: generally accepted accounting principles, income statements, balance
sheets, cost/benefit/ratio analysis, and strategic financial planning.

Competencies:

1. Demonstrate generally accepted accounting principles (GAAP).

2 Explains income statement, balance sheet and cash flow

3. Prepare a simplified balance sheet and income statement.

4 Demonstrate knowledge of ratio analysis, cost-benefit analysis and cost-effectiveness
analysis

5. Demonstrate knowledge of strategic planning, strategic financial planning,

operational planning and capital budgeting.

Suggested General Financial Management Competency:
Oraganize, direct and control the financial activities related to project design and

implementation

CCC 104 Small Group Problem Solving and Decision Making

Course Description: An organized approach to problem solving, decision making and small
group management to include: group facilitation, conducting meetings, team building,
intervention strategies and monitoring group progress.

Competencies:

1. Define the role of the facilitator, team leader and team members.

2. Discuss the impact of group dynamics in facilitating small group communication.

3. Explain how listening and speaking skills facilitate communication. Identify methods for
identifying and defining problems

4. Select a problem and develop a solution based upon established problem solving protocol

to include: study design, data analysis, selection of best solution, action plan analysis ,
implementation and follow up.

5. Define the steps in effective team building

6. Identify effective conflict management and intervention techniques.
7. Discuss strategies to be used in conducting effective meetings.

8. Identify ways to monitor group progress.

Suqggested General Small Group Problem Solving Competency:
Demonstrate the ability to effectively manage and guide group efforts by providing
appropriate feedback and prevent, manage, and/or resolve conflict.

CCC 105 Basic Management Skills

Course Description: The functions of management, specific roles and responsibilities of the
supervisor and the application of leadership principles in addressing on-the-job situations and
handling work related conflicts.
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Competencies:
1. Demonstrate an understanding of what it is to manage and to lead in the role of a
successful department manager.
2. Describe the roles, functions of management and the responsibilities of supervisors and
how they impact effective relationships in the workplace.
Examine different leadership styles, explaining the advantages and disadvantages of each.
4. Explain how to be successful in communicating with others based on their leadership
style.
5. Demonstrate an understanding of the characteristics of effective leaders, how to identify
mentors, and gain from the example of others.
Evaluate how to motivate others and coach them to improved performance
7. Demonstrate an appreciation for teams, the importance of prioritizing conflicting
demands, achieving desired outcomes and accountability for the achievement of
outcomes.
Suggested General Management Competency:
Demonstrate the ability to support, promote, and ensure alignment with an organization's
vision and values while ensure the effective, efficient, and sustainable use of resources and
assets.
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Ad Hoc Committee on 2015 & Beyond

Submitted by Lynda Goodfellow and John Hiser

Recommendation 1: That the AARC BOD accept the competencies needed by graduate
respiratory therapists as recommended in the publication “ Competencies Needed by Graduate
Respiratory Therapists in 2015 and Beyond” by Thomas A Barnes EdD RRT FAARC, David D.
Gale PhD, Robert M Kacmarek PhD RRT FAARC, and Woody V Kageler MD

MBA; Published -Respir Care 2010;55(5):601-616. © 2009 Daedalus Enterprises”

Justification: It is essential that the AARC plan for the future and that steps are taken to assure
that the organization is prepared to take on the duties and responsibilities that may be required of
the respiratory therapist in the years to come. By accepting this recommendation, the BOD is
sending the message that you agree with the findings of the second conference and that the
respiratory therapist of the future may be asked and expected to perform these

competencies. Endorsement will provide the AARC with direction to continue to develop
projects and recommendations to complete the 2015 Ad Hoc Committee charges. A copy of
conference #2 manuscript is attached.

Recommendation 2:
That the AARC explore strategies that would enable respiratory therapists to acquire these
competencies.

Justification: In order to ensure that all competencies are acquired, various strategies should be
investigated. These strategies should address the needs of the existing and entry workforce of
the future.

Committee Objectives:
1. Review the attributes and compare to the recommendations for areas that required
additional definition.
Complete

2. ldentify gaps and identify other information that will be necessary to act on the
recommendations.

o Committee members were asked once again in April to submit any comments
regarding the gap analysis.

e Surveys originally sent in 2010 to associate degree program educators;
hospital directors and ASAHP members were reformulated to seek additional
information. Results will be presented at the July BOD meeting.

3. Identify groups of organizations and interested parties that would be necessary to
obtain feedback regarding the recommendations and the attributes.

Feedback from CoARC and from NBRC has been received and reviewed.

4. ldentify a mechanism to obtain additional feedback from members and mangers of
respiratory care.
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5. Develop a time line of activity the needs to occur and a time line for BOD action.

The following timeline was accepted in directing the committees activities:
April BOD Meeting

Complete the Gap Analysis revision - complete

Present the two recommendations to the BOD — three recommendations
were acted upon by the Bod in April (see attached).

Review responses from NBRC and CoARC- to be provided at the July
BOD meeting

Send an update of progress to AARC members following the BOD
meeting - Complete

July BOD Meeting

Report results of any surveys conducted to in response to information
needs identified during and after the April BOD meeting.

November BOD Meeting
a. Present final 2015 and Beyond recommendations to the BOD

b. Send an update of progress to AARC members following the BOD meeting

Other activities since the April BOD meeting:
1. A membership update was created and distributed to the membership on May
31, 2012. It is attached to this report for review.
2. A link was posted to the AARC home webpage to provide information to the
membership

The co-chairs would like to thank President Stewart once again for her leadership in this effort
and also thank her for the trust she has placed in us to carry on this initiative. Also thanks to the
members and a big thank you to Bill Dubbs for all of his work.

Members:

Patricia Doorley Tim Myers

Toni Rodriguez Margaret Traband

Karen Schell Richard Sheldon (BOMA)
George Gaebler Dianne Lewis

Denise Johnson Woody Kageler (BOMA)
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Ad Hoc Committee to
Recommend Bylaws Changes

Reporter: George Gaebler

Recommendations: None at this time

Activities: The committee finalized the changes to the Policy on Bylaws revisions and reporting
for the chartered affiliates. More changes were clarified after the Spring BOD meeting and the
policy is in force.

Conference calls occurred that discussed some of the unusual communications coming out of the

Bylaws Committee to the affiliates. Chartered Affiliates had concerns that some of the
communications had conflicting messages. We believe these concerns have been resolved.
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Ad Hoc Committee on Section Membership

Reporter: Lynda Goodfellow
Last submitted: 2012-06-20 07:29:53.0

Recommendations

* No Recommendations

Report

Nothing new to report since April BOD meeting

Other
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Ad Hoc Committee to Reduce Hospital
Readmissions

Reporter: Greg Spratt
Last submitted: 2012-06-15 15:02:19.0

Recommendations

* Recommendations: None
Hospital to Home Project:

At the last BOD meeting, a recommendation was made to "Create pilot studies for RT-led
programs for reducing readmissions. This was referred to the Executive Office to help gain
assistance from the Research Roundtable to help develop an RFP to be able to present back at the
Summer Forum. Tom Kallstrom and | had a call on May 11" with John Davies to discuss and
John was to discuss with the Research Roundtable and return ideas. As of the time of this

writing, | have not received an update from John.
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Ad Hoc Committee for Continued
Development of Education Competition

Reporter: Bill Cohagen
Last submitted: 2012-05-28 11:04:53.0

Recommendations

* [None

Report

The committee has chosen a few options that been passed onto the current Sputum Bowl
Committee. We will now observe the 2012 proceedings in New Orleans to ensure that the
changes that were put in place are a success or is there still no participation/audience to continue.

The committee has had some participants who are not truly vested in the project and they have

been terminated from the committee.
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ARCF Report

MEMORANDUM
To: AARC Board of Directors and House of Delegates
From: Michael Amato, Chairman, ARCF
Date: July 2012
RE: ARCF Report

The American Respiratory Care Foundation has been busy in their intervening months since | last
submitted a progress report to you. Please accept the following items of information as highlights of
activities currently under active consideration which are all in addition to administering the extensive
array of education recognition awards, fellowships, and grants.

A few weeks ago ARCF’s Board of Trustees convened its annual meeting and I am delighted to
report a host of actions you will find of interest. ARCEF’s strategic plan has been reviewed and a
revised draft was submitted to the Trustees for additional input. That input has been received and we
are now finalizing the strategic plan. Not only will it continue to closely parallel the goals and
activities of the respiratory care community, but we have also established a strategic planning
committee which will review the plan on an annual basis. This will facilitate a regular and frequent
review of the plan and its subservient tactical objectives.

We will once again host a fundraising reception at the AARC 2012 International Congress in New
Orleans. | want to take this opportunity to thank those of you who donated to the fundraiser and
were able to attend the reception. As you may recall, this reception is the only face to face
fundraising event undertaken by ARCF. We will once again honor International Fellows, City Hosts,
ICRC, and AARC’s International Committee. You will all be receiving an invitation to attend. The
Trustees have set the minimum donation at $100 per person. For those of you who may not have
attended in the past, I encourage you to take advantage of this event. It’s a tremendous opportunity
to get to know our colleagues from all over the world as well as enjoy some excellent food and
beverages. This is a great way to show your support for the profession’s philanthropic arm.

As you may recall, the Trustees voted to transfer the International Fellowship program to the AARC
last year. | know that many of you want to support our International Fellows and | encourage you to
do so. The only difference between this year and years past is donations should now be made
directly to the AARC which has established a restricted fund for this purpose. The ARCF will
continue to support international activities. Under active consideration at this time are the
development of a fundamental respiratory care course that can be replicated and utilized in countries
all over the world that do not currently have respiratory therapists or the infrastructure to train
respiratory therapists. We are currently exploring ways to fund development of the course.

The Foundation is also considering developing a support plan for international visitors who are
highly placed within their country’s healthcare system. These individuals may be invited to
participate in a brief, but intensive, visit to the United States in order to learn of the advantages of
establishing a formal respiratory care delivery system including an educational and credentialing
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infrastructure. This project is in its preliminary phase. | will provide you with updates as details
become available. The Foundation continues to fund RESPIRATORY CARE Journal Conferences. Last
September it funded a Conference focusing on the “Chronically Critically I1I”. The preceedings from
that special Conference were published in the June issue of the Journal. This past spring the
Foundation funded a Conference focusing on all aspects of oxygen delivery and we are now in the
midst of soliciting for funds for the next Journal Conference to be convened in September 2012
focusing on Adult Mechanical Ventilation.

As some of you may recall, ARCF applied for, and received, several grants from the Environmental
Protection Agency to develop an educational course relating to the identification of indoor asthma
triggers. Beginning this year we transferred operation of the course to the AARC. It is currently
available online through AARC and continues to be free to AARC members.

As with all charities, funding remains a challenge. Last year we developed, and published, an article
for AARC Times describing the work and value of the Foundation. This year we are developing
another article and also producing a brief video. We will distribute the video to all of you when it’s
completed and hope that you will share it so that many more in our community will come to
appreciate the benefit of supporting our community’s only charitable organization organized for the
support of the profession.

During its recent Board meeting, the Trustees discussed at some length the desirability and viability
of organizing a scholarship fund to encourage respiratory therapists to expand their skills portfolio in
order to play a larger role in critical care units. The Trustees are aware that many of our colleagues
leave the profession in order to expand their clinical job responsibilities as physician assistants. The
Trustees feel that, given all the changes in healthcare, there may be an opportunity to develop an
advanced level respiratory therapist who would have, in addition to the traditional advanced level RT
skills portfolio, other skills putting them on equal footing with PAs but without having to leave the
profession. Work on this concept is in its earliest phase and | will keep you posted as the idea
evolves.

Recently, the Trustees voted to support a research grant which will focus on aerosol delivery to
tracheotomized patients. Support of applied research is felt to be of high importance amongst
Trustees and grant proposals will continue to be reviewed and funded consistent with the goals of our
various research endowments.

We were delighted to be asked to provide input to the AARC’s International Mission Statement. The
Trustees continue to believe that international activities undertaken by AARC, NBRC, ICRC, and
CoARC are extraordinarily important and go a long way towards validating the need for respiratory
therapists throughout the world.

Summary
I hope that you find the forgoing items and activities of interest. | want to thank all of you who

support the Foundation. Please consider making a tax deductible donation to ARCF. Your support is
indispensable to our success.

Thank you
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CoARC Report

The CoARC report is availble as an attachment to this book.
“CoARC Update to AARC HODBOD 7.12 handouts”
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NBRC Report

MEMORANDUM
Date: June 18, 2012
To: AARC Board of Directors and House of Delegates
From: Kerry E. George, RRT, MEd, FAARC, President
Subject: NBRC Report

| appreciate the opportunity to provide you an update on the activities of the NBRC.
Since the last report, the Board of Trustees and its committees met April 23-28, 2012 in
Kansas City to conduct examination development activities and discuss business
related items pertinent to the credentialing system. Additionally, a group of content
experts convened in early June to conduct a cut-score study for the new Adult Critical
Care Specialty Examination. The following details the current status of examinations
and significant activities in which the Board and staff are currently involved.

Adult Critical Care Specialty Examination

The much awaited Adult Critical Care Specialty Examination is set to launch on July 17,
2012. Registration and scheduling for this examination are now available. Details
regarding admission policies, fees, test specifications, practice and self assessment
examinations can be found on the NBRC website, www.nbrc.org, under the
Examinations tab. Individuals who apply and schedule an examination appointment
prior to August 31, 2012 will receive a free self assessment examination.

Ohio Examination Requirements Workgroup

| served as the NBRC representative to the Ohio Examination Requirements Workgroup
since early 2011. The workgroup’s purpose was to evaluate whether the Ohio
Respiratory Care Board should amend OAC 4761-5-01 and related rules to require the
candidates for licensure in the state of Ohio to pass the written and clinical simulation
portions of the RRT Examination as a condition for initial licensure issuance in the state
of Ohio. The Ohio Board has now accepted this workgroup’s recommendations and is in
the process of drafting amendments to its rules to require the RRT be the minimum
credential for initial licensure in the future. As you are likely aware, the NBRC supports
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the CRT credential as the minimum requirement for licensure and we submitted a
minority report opposing the proposed recommendations, as well as made a personal
appearance at their February 2012 public hearing. We continue to be involved in a
stakeholder group providing input into the rule drafting process.

California Respiratory Care Board Meeting

At the request of the California Respiratory Care Board, we also traveled to their
February 2012 board meeting to discuss their interest in elevating the credential
requirement for licensure in that state. It is not likely they will be proposing any change to
their existing requirements.

Credentialing System Evolves

As a result of extensive, ongoing internal research the NBRC conducts regarding testing
and measurement, the Board of Trustees voted at its December 2011 meeting to
evaluate implementing significant changes to the respiratory therapy credentialing
system beginning in 2015. These changes are coincidental with, and not in response to
information arising from the Respiratory Care 2015 and Beyond process. Changes will
include a single multiple choice examination with separate passing points for the CRT
credential and eligibility for the Clinical Simulation Examination which will include a larger
number of shorter simulation problems. Details regarding these significant changes will
be announced during the Jimmy Young Memorial Lecture at the AARC Summer Forum
in Santa Fe, New Mexico on July 15, 2012.

Examination Statistics — January 1 —June 15, 2012

The NBRC administered over 18,000 examinations for the period January 1 — June 15,
2012. Pass/fail statistics for the respective examinations follow:

Examination Pass Rate

CRT Examination — 6,542 examinations

Entry Level Advanced
First-time Candidates 65.6% 82.9%
Repeat Candidates 15.5% 26.1%
Therapist Written Examination — 6,024 examinations
First-time Candidates 67.6%
Repeat Candidates 31.6%

Clinical Simulation Examination — 5,016 examinations

First-time Candidates 66.5%
Repeat Candidates 52.6%
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Neonatal/Pediatric Examination — 346 examinations

First-time Candidates 65.6%
Repeat Candidates 46.5%

Sleep Disorders Specialty Examination — 27 examinations

First-time Candidates 88.5%
Repeat Candidates 0%

CPFT Examination — 134 examinations

First-time Candidates 78.5%
Repeat Candidates 32.5%

RPFT Examination — 43 examinations

First-time Candidates 84.2%
Repeat Candidates 40.0%

Your Questions Invited

| look forward to continuing to work with you during my term as President. If you have
any questions or concerns about any credentialing related matter, the NBRC and | are
interested in providing whatever information you need. In addition, the Board of
Trustees is committed to maintaining positive relationships with the AARC and all of the
sponsoring organizations of the NBRC, as well as the accrediting agency. We have
significant issues to consider in the future, and | am confident that by working together
and promoting understanding of the topics under discussion we will continue to advance
the profession and ensure the integrity of the credentialing process.
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Unfinished Business

Page 193



New Business

White Paper Review
e “Respiratory Care Practitioner 2001 pg. 195
e “Evolution and Utilization of Respiratory Services” pg. 197

Policy Review

BOD.004 — Continuous Quality Improvement Plan pg. 200

BOD.005 — Oversight of Executive Director pg. 202

BOD.011 — Parliamentarian pg. 203

BOD.012 — Approval of Presidential Appointments, Goals, Charges pg. 205
BOD.013 - Professional Attire pg. 206
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Respiratory Care Practitioner 2001

Clinical Duties

1. Be involved in direct patient care.

2. Furnish monitoring for cardiopulmonary and other systems utilizing
sophisticated, high-tech devices.

3. Be positioned on the health care delivery team in such a way as to have the
responsibility and authority for refining broad or general physicians' orders within
the parameters of predesigned protocols.

4. Administer medications via aerosol, parenteral, 1V, and IM routes of delivery.
5. Educate other caregivers, patients, and family caregivers on methods of self-
administration and other related subjects, such as wellness, equipment
maintenance, etc.

6. Assess patients and their progress as it relates to the overall care plan.

7. Render clinical interventions over and above the traditional Scope of Practice,
including clinical interventions which rely upon qualified patient evaluators;
competence with high-tech equipment; and interventions, both therapeutic and
diagnostic, which could readily be mastered by qualified respiratory care
practitioners.

8. Perform invasive diagnostic and monitoring procedures.

Characteristics

Attributes

1. Be a product of a multilevel education system, with entry level residing at the
associate and advanced identified at the baccalaureate degree levels.

2. Possess training and education in the following areas:

a. Critical thinking skills

b. Liberal arts

c. Basic sciences

d. Communication skills

e. Affective skills (dependability)

f.Computer science

. Possess an ability to practice in all care settings.

. Have stamina, both physical and mental.

. Possess a holistic caregiver's perception.

. Be compassionate.

. Have an ability to move back and forth between "high-tech™ and "high touch.”
. Be an innovator and a creator.

. Be efficient and effective.

. Be able to respond to change, as well as be a change agent.

. Possess skills as a negotiator.

10.Act as a mentor.

11. Remain professionally dynamic as manifested by a commitment to being a
lifelong student.

12. Be compensated commensurate with skill level, responsibility, and authority.
13. Refuse to be captive of paradigms, and be willing to create new ones as
needed.

OO ~NO O WDN P
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14. Possess an awareness of cultural sensitivity and diversity.

Nonclinical Duties
1. Discharge planning.
2. Teaching, at both primary and secondary levels, within the context of health
care delivery.
3.Be responsible for preventive medicine and wellness interventions.
4. Expand involvement within the infrastructure of the health care delivery
system.
5. Possess a leadership role in allied health, so as to bring about change in health
care practices and health care policy.
6. Expand role in each organization's quality improvement process and data
collection in order to improve resource accounting and document efficiency and
effectiveness.
7. Expand managerial skill base.
8. Enlarge role in research.
9. Possess a more in-depth familiarity with other allied health procedures and
interventions.

Care Settings
1. Possess an ability to render care across the entire health care delivery spectrum,
from critical care on one extreme to self-care in the home on the other and all
points in between, such as transitional care settings, skilled nursing facilities, and
all outpatient venues.

Page 196



EVOLUTION AND UTILIZATION OF
RESPIRATORY SERVICES

AMERICAN ASSOCIATION FOR RESPIRATORY CARE
11030 Ables Lane Dallas, TX 75229
July 1995

Prepared by the Ad-hoc Literature Committee

Since the discovery of insulin, the vaccine, modern technology and advanced pharmacology,
Americans experience longer lives. Maintaining life and health is a result of 20th century
technology and scientific advancement. In the 1900s, the leading causes of death were influenza,
pneumonia, and other infectious diseases (smallpox). In 1990, the five leading DRGs were heart
failure and shock, pneumonia and pleurisy, angina pectoris, and cerebrovascular disorders -- all
conditions necessitating respiratory care treatments. Many Americans have respiratory
disabilities for which they need respiratory care services. Smoking is estimated to be responsible
for nearly one-sixth of all deaths annually, including 35% of all cancer deaths, 22% of coronary
heart disease, 15% of strokes, and 90% of chronic lung disease.

One in ten Americans, including over seventeen million children, have lung disease. Four
percent of the U.S. population has asthma, and the number of cases increased by nearly fifty
percent during the 1980s. Fourteen million Americans have chronic obstructive pulmonary
disease, and the number of chronic bronchitis and emphysema cases have increased fortyfive
percent during the same decade. Occupational lung disease is the number one cause of work-
related disease and injury. The reemergence of tuberculosis, along with AIDS-related pulmonary
disease and smoking-related chronic obstructive pulmonary disease, are all contributing to the
growing population of patients who are in need of respiratory care services.

TECHNOLOGY AND RESPIRATORY CARE SERVICES

Technology, in large measure, drives the clinical practice of respiratory care. In fact, applied
technology is the raison d'itre for both emergence and the continued manifestation of clinical
respiratory therapy, now and into the future. The efficacy of oxygen therapy had been well
established by the late 1930s. However, it was an enormously expensive, hard-labor intensive,
poorly controlled therapeutic modality, generally reserved for dying patients.

Elaborate oxygen rooms (England) and chambers (U.S.) slowly gave way to "refrigerated™
oxygen tents that remained in general use until central air-conditioning became a hospital
standard. Three fundamental scientific advances brought about during World War Il dictated the
transition from oxygen therapy to inhalation therapy: (1) antibiotics, (2) demand breathing valves
for combat pilots, and (3) non-rebreathing valves and masks for use by aviators as well.
Antibiotics precluded the horrendous mortality associated with overwhelming infections, and in
so doing, also greatly expanded thoracic surgical opportunities. The new mechanical technology
was effectively adapted to precisely control the inhalation phase of breathing.
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A new generation of blood gas analyzers was introduced in 1967. When coupled with the first
mechanical adult volume ventilator (respirator) marketed the same year, virtually every
component of human respiration could be monitored and controlled. Dramatic consequences
resulted: crushed chest victims and adult respiratory distress syndrome patients (as characterized
by afflicting some of our soldiers serving Vietnam with "Da Nang Lung") were no longer
consigned to a certain death.

Concurrent technological and pharmacological breakthroughs salvaged the lives of "Hyaline
Membrane" babies and permitted cystic fibrosis suffers to reach adulthood. Simply put, the
transition from inhalation therapy to modern respiratory therapy happened because of the
triumph of applied technology over death and disease.

DISABILITY AND RESPIRATORY CARE SERVICES

Modern advances in medical treatment and technology are creating a new population of
survivors of severe lung disease. Patients with end-stage lung damage resulting from systemic
disease or chemotherapy-induced fibrosis, for instance, may now benefit from single lung
transplantation. Surfactant (lipid) therapy for premature infants has not only decreased mortality
and morbidity, but has also reduced the cost of care for these infants.

Survival of new groups of patients like lung transplantation patients and surfactant-treated
premature infants also contributes to an increasing population in need of respiratory care
services. Many patients suffering from acute respiratory failure are able to survive and be
discharged from the hospital after receiving mechanical ventilatory support (respirator).

Although respiratory care has played a major role in the care of critically ill patients with
pulmonary problems, the value of respiratory care services is not limited to just those situations
in which patients are experiencing acute trauma or exacerbations of their illnesses. Pulmonary
rehabilitation programs, for example, have been shown to improve exercise tolerance and quality
of life for patients with chronic obstructive pulmonary disease.

Rehabilitation interventions such as noninvasive ventilatory support and removal of airway
secretions can also prolong the lives and improve the quality of life for people with severe
disability and paralytic/restrictive pulmonary conditions.

In ongoing efforts to assure that patients receive appropriate care, the respiratory care profession
is developing ways of providing necessary care more efficiently. Implementation of respiratory
care assessment-treatment protocols has resulted in cost savings without measurable harm to
patient outcomes. As technology and medicine continue to make strides in alleviating respiratory
iliness afflicting seniors, adults, children and infants, the need for respiratory care will continue
to be provided in the hospital, but will need to become increasingly integrated in services
provided beyond the institution. Rehabilitation facilities, the home, nursing homes, and
physicians' offices will increasingly need respiratory care to help avoid hospitalization.
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American Association for Respiratory Care
Policy Statement

Page 1 of 2
Policy No.: BOD.004
SECTION: Board of Directors
SUBJECT: Continuous Quality Improvement Plan
EFFECTIVE DATE: December 1999
DATE REVIEWED: December 2009
DATE REVISED: December 2009
REFERENCES:

Policy Statement:

The Board of Directors shall continually evaluate its effectiveness as the governing entity of the

Association.

Policy Amplification:

1. As part of this process, the Board of Directors shall review planning, operation and
service delivery to assure quality performance of the Association based upon key quality
precepts.

Quiality Performance

The Board of Directors is responsible for the efficient use of available resources to operationalize

the mission statement and attain the strategic objectives of the AARC. Quality performance

occurs through the continuous improvement of key processes and activities that contribute to the
advancement of the art and science of respiratory care irrespective of venue.

Quality Precepts

= Continuous improvement of every process of planning operation and service delivery.

= Elimination of barriers which have the effect of adding costs through waste reduction
and simplification.
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American Association for Respiratory Care
Policy Statement
Page 2 of 2
Policy No.: BOD.004
= Alignment with outside organizations as partners.

= Management practices that focus on improvement of the systems in which members
work.

e Emphasis on continuous process improvement rather than periodic inspection

= Continuous evaluation and improvement of working relationships with related
organizations.

= Promotion of member understanding of their jobs and individual roles in providing
quality services.

= Creation of a caring organizational environment that is characterized by trust and
integrity and strives to drive out fear and frustration for optimal performance;
encourages suggestions for improvement and innovation; and promotes sharing of
ideas.

= Communication about organizational goals and progress as essential for enlisting
effective participation.

= Creation of budgets and performance management each year for monitoring progress
internally.

= Improvement in statistical processes and planning, and application of quantitative
methods for continued improvement.

DEFINITIONS:

ATTACHMENTS:
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Policy Statement

Page 1 of 1
Policy No.: BOD.005
SECTION: Board of Directors
SUBJECT: Oversight of Executive Director
EFFECTIVE DATE: December 14, 1999
DATE REVIEWED: March 2008
DATE REVISED: December, 2007
REFERENCES:

Policy Statement:
The day-to-day functioning and business aspects of the Executive Office shall be the
responsibility of the Executive Director.

Policy Amplification:

1. These duties and responsibilities shall not be altered, except by the full Board of
Directors.

2. Individual officers or directors shall neither cause nor direct a change in Executive Office
operations.

3. The President and Executive Committee will review and approve the employment

contract of the Executive Director.

DEFINITIONS:

ATTACHMENTS:
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Policy Statement

Page 1 of 2
Policy No.: BOD.011

SECTION: Board of Directors
SUBJECT: Parliamentarian
EFFECTIVE DATE: December 14, 1999
DATE REVIEWED: July 2007

DATE REVISED:

REFERENCES:

Policy Statement:

Consultants appointed by the President may include a Parliamentarian.

Policy Amplification:

1. The Parliamentarian shall

sign and submit Conflict of Interest and Tobacco Free Pledge to the President
attend regularly scheduled meetings of the Executive and Finance Committees
attend Awards Ceremony at the Annual International Respiratory Congress
and Annual Business Meeting

extend appreciation to key sponsors and exhibitors at the Annual International
Respiratory Congress and Annual Business Meeting

attend receptions when invited

perform other duties as directed by the President

2. Additionally, the Parliamentarian shall:

assist the President by ensuring adherence to Robert’s Rules of Order during
official meetings of the Association

coordinate schedules for joint sessions with the House of Delegates’
Parliamentarian

assist the President and President-elect in coordination of schedules for
meetings

coordinate, in cooperation with Executive Office staff, on-site support
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Policy Statement

Page 2 of 2
Policy No.: BOD.011

= provides logistical support for meeting
= assists with Presidential transitions
= assists with orientation of new Board Members

DEFINITIONS:

ATTACHMENTS: AARC Conflict of Interest Statement (See Appendix)
AARC Tobacco Free Pledge (See Appendix)
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American Association for Respiratory Care
Policy Statement

Page 1 of 1

Policy No.: BOD.012
SECTION: Board of Directors
SUBJECT: Approval of Presidential Appointments, Goals, Charges
EFFECTIVE DATE: December 14, 1999
DATE REVIEWED: March 2008
DATE REVISED: December, 2007
REFERENCES:

Policy Statement:

All goals, charges, and appointments made by the President shall be approved by the Board of
Directors before being considered official.

Policy Amplification:

1. At the Board of Directors meeting following the Annual Meeting of the Association, the
President shall submit:

A. Appointments of individuals to serve on Special Committees, Task Forces,
Focus Groups, and Panels, and as representatives to other organizations, as
applicable

B. Goals for the succeeding year

C. Charges to Special Committees, Task Forces, Focus Groups, Panels, Specialty
Sections and representatives, as applicable

2. Any other appointments made by the President during his/her term shall also be
submitted to the Board of Directors for approval prior to being considered official.

DEFINITIONS:

ATTACHMENTS:
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American Association for Respiratory Care
Policy Statement

Page 1 of 1
Policy No.: BOD.013
SECTION: Board of Directors
SUBJECT: Professional Attire
EFFECTIVE DATE: December 14, 1999

DATE REVIEWED:
DATE REVISED: May 8, 2004, March, 2009

REFERENCES:

Policy Statement:

All Officers, Directors, and guests shall adhere to appropriate attire requirements when attending
business meetings and social gatherings.

Policy Amplification:

1. Unless otherwise determined by the President, business attire shall be required for all
meetings of the Board, Finance Committee and Executive Committee meetings.

A. This requirement shall also apply to invited guests.

2. Attire worn to receptions and other social gatherings sponsored by other professional
organizations (i.e. NBRC) shall be identified by the sponsoring group, unless otherwise
defined by the President.

DEFINITIONS:

ATTACHMENTS:

Page 206



HOD Resolutions

Resolution:
23-12-01

Resolution Author:
Dan Small/Connie Small

E-mail:
bivent@live.com

Phone Number:
702-807-9322

Author's State:
Nevada

Co-Sponsors and Their States:
none

Resolution:
The AARC develop a position paper deeming the administration of bronchodilators to
hospitalized patients for off-label use as Medicare abuse and waste.

Rationale:

Currently in many hospitals in many states across the country where clinical practice guidelines
and protocols have not become the standard of practice, respiratory therapists are administering
bronchodilators via SVNs in the hospital setting for a wide range of conditions other than airway
hyper responsiveness or bronchoconstriction. These other conditions, include, but are not limited
to the following: pulmonary contusions, pneumonia, interstitial lung disease, renal failure,
congestive heart failure, atelectasis, bronchiolitis, and pneumothorax. According to CMS, abuse
is the practice that directly or indirectly results in unnecessary costs to the Medicare Program,
improper payment, payment for services that fail to meet professionally recognized standards of
care, or services that are medically unnecessary. Waste is acting with gross negligence or
reckless disregard for the truth in a manner that results in any unnecessary costs or unnecessary
consumption of healthcare resources. The administration of bronchodilators in the absence of
reversible airway disease is a medically unnecessary practice. It fails to meet professionally
recognized standards of care. This would be considered Medicare abuse. This results in
unnecessary costs and unnecessary consumption of healthcare resources, therefore waste, as per
Medicare definition. Bronchodilators are beta agonists that relax smooth muscles in the airways,
and are used to prevent or treat bronchospasm in people with reversible airway disease. It is also
used to prevent exercise-induced bronchospasm. There is an abundance of medical literature to
support the use of bronchodilators for these conditions. There is no evidence to support the off-
label use bronchodilators, with the exception of hyperkalemia.
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Impact of Resolution:
General Membership, Affiliates, State/Federal Legislation

Implementation Cost:
0

Ongoing Cost:
0

Relationship to AARC Strategic Plan:
Develop art and science of RC
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[bookmark: I]Article I -- Name

The organization shall be known as the Minnesota Society for Respiratory Care (hereafter called the Society) a chartered affiliate of the American Association for Respiratory Care (hereafter referred to as the AARC or Association). 

The area included within the boundaries of this Society shall be the boundaries of the State of Minnesota.

[bookmark: II]Article II -- Object

Section 1. Purpose

1. Encourage education programs for those persons interested in respiratory care. 

2. Advance the science, technology, ethics, and art of respiratory care through institutes, seminars, conferences, publications, and other material. 

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

4. Provide Promote educational strategies to of the general public in pulmonary health promotion and disease prevention. 

Section 2. Intent

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

2. The Executive Government shall provide for the distribution of the funds, income, and property of the Society to charitable, education, scientific, or religious corporations, organizations, community chests, foundations, or other kindred institutions maintained and created for one or more of the foregoing purposes. These organizations must be exempt from income taxation under provisions of Sections 501, 2055, and 2522 of the Internal Revenue Code, or changes which amend or sections which supersede the said sections. 

3. In the event of the dissolution of this Society, whether voluntary or involuntary, all of its remaining assets shall be distributed in such manner as the Executive Government of this Society shall by majority vote determine to be best calculated to carry out the objectives and purpose for which the Society upon dissolution may be made available to any similar charitable, educational, scientific, or religious corporations, organizations, community chest, foundations, or other kindred institutions maintained and created for one or more of the foregoing purposes. At the time of distribution the payee or distributees must be exempt from taxation under the provisions of Sections 501, 2055, and 2522 of the Internal Revenue Code or changes which amend or supersede the said sections. 

In the event of the dissolution of this Society, whether voluntary or involuntary, all of its remaining assets shall be distributed in such manner as the Executive Government of this Society shall by majority vote determine to be best calculated to carry out the objectives and purpose for which the Society is formed.  Upon dissolution the distribution of funds may be made available to any similar charitable, educational, scientific, or religious corporations, organizations, community chest, foundations, or other kindred institutions maintained and created for one or more of the foregoing purposes. At the time of distribution the payee or distributees must be exempt from taxation under the provisions of Sections 501, 2055, and 2522 of the Internal Revenue Code or changes which amend or supersede the said sections. 

4. The Society shall not commit any act, which shall constitute unauthorized practice of medicine under the laws of the State of Minnesota. 

[bookmark: III]Article III -- Membership

Section 1. Classes

The membership of the Society shall include three (3) classes: Active member, Associate Member, and Special Member.

Section 2. Active Member

1. An individual is eligible to be an active member if she/he works in Minnesota, and meets one of the following: 1. Is legally credentialed as a respiratory care professional in the state, or 2. Is a graduate of an educational program in the respiratory care accredited by an AARC recognized agency. 

2. Active members in good standing shall be entitled to all rights and privilege of membership of the society including the right to vote and hold office and committee positions. 

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. Active members shall remain Active or Life members in good standing in the Association.  Voting privileges, full membership benefits, and the ability to hold office are extended to all Active Members.

Section 3. Associate member

1. An individual will be classified as an Associate Member if she/he they hold a position related to respiratory care and does not meet the requirements to become an Active Member. Associate Members shall have all the rights and privileges of the Society except that they shall not be entitled to hold office, vote or serve as chairperson of any standing committee of the Society. There shall be the following subclasses of Associate Membership: 

2. Student Member: An individual will be classified as a Student member if she/he is enrolled in an AARC recognized accredited education program in respiratory care or in an educational program in respiratory care in the process of AARC-recognized accreditation. This status will remain valid for a period not to exceed three (3) months following graduation. 

Student Member: An individual will be classified as a Student member if they are enrolled in an education program in respiratory care that is accredited by an AARC-recognized agency or are enrolled in an educational program in respiratory care that is in the process of accreditation through an AARC-recognized agency.  Student member status will remain valid for a period not to exceed three (3) months following graduation. 

3. Physician Member: An individual will be classified as a Physician Member if she/he they meet all the requirements for Associate Membership and is duly licensed as a Doctor of Medicine or Osteopathy. 

4. Industrial Member: An individual will be classified as an Industrial Member if she/he they meet all the requirements for Associate Membership and she/he their primary occupation or business (or a majority of business time) is directly or indirectly devoted to the manufacture, sale, or distribution of equipment or products which are directly or indirectly used in the area of respiratory care, and she/he the individual does not meet eligibility for Active Membership. 

Section 4. Special Member

1. Life Member: Life members shall have been active members who have rendered outstanding service to the Society. Life membership may be conferred by a majority vote of the Executive Government. Life Members shall have all the rights and privileges to hold office, hold committee chairs and vote. Life Members shall be exempt from payment of dues. Special Members designated as Life Members shall have been granted Life Membership by the Association and shall pay no dues and shall have all the rights and privileges of an Active Member. Special members designated as Life Members of the Society shall have demonstrated long-term and dedicated involvement with the Society, and may receive such membership upon recommendation of a member of the Board of Directors. Confirmation shall be by two-thirds vote of the Board of Directors. Life Members of the Society shall pay no dues and shall have all rights and privileges of an Active Member so long as they maintain active membership in the Association. 


2. Honorary Member: Honorary membership may be conferred upon persons an individual who have has held Associate status and have has rendered distinguished service to the field of respiratory care. She/he shall be conferred Honorary Membership status by a majority of the Executive Government. Honorary Membership status shall be conferred upon an individual through a majority vote of the Executive Government. Honorary Members shall have all the rights and privileges of membership of the Society except that they shall not be entitled to hold office, hold committee chairs, or vote. Honorary Members shall be exempt from payment of dues. 

Section 5. Application for Membership

1. An applicant of Society Membership shall submit her/his their application to the Executive Office of the AARC. 

2. Any number of members may object to approval of an applicant for membership by filing written objection with the Chairperson of the Membership Committee within thirty (30) days after official notification of applicant's request of  for membership. If an objection is received, the Membership Committee shall review the written objection to the membership status and make a recommendation to the Executive Government to approve or deny the application. 

[bookmark: IV]Article IV -- Officers

Section 1. Officers

The officers of the Society shall consist of the President, President-elect, Vice President, Secretary, Treasurer, and Immediate past President.

Section 2. Term of Office

1. The term of office for officers shall be one (1) year, except for the term of treasurer and secretary, which shall be (2) years except for president elect and past president. The term shall begin January 1. 

2. The President and President-elect shall not serve more than one (1) consecutive term in the same office. 

3. The Vice President shall not serve more than three consecutive terms in the same office. 

4. The Treasurer, Vice President and Secretary shall not serve more than two consecutive terms in that office. 

Section 3. Vacancies

1. In the event of a vacancy in the office of President, the President-elect shall become Acting President to serve the unexpired term, and shall serve her/his own, the successive term as President.   In the event of a vacancy in the office of the President, the President-elect shall complete the remainder of the term of the vacated presidency and will serve the following term for which they were elected. 

2. In the event of a vacancy in the office of the President-elect, the Vice President shall assume the only the duties of the President-elect, but not the office of the President-elect., as well as her/his own until the next scheduled election.  The Vice President will concurrently fulfill all of the duties as Vice President in their elected term in addition to the duties of the vacated office of the President-elect.

3. A Any vacancy in the offices of Vice President, Secretary or Treasurer shall be filled by the election of a qualified individual by the Executive Government. Individuals so elected shall serve the remainder of the vacated term. 

4. A Any vacancy in the office of Past President will remain; however, but a qualified individual elected by the Executive Government will assume the duties. 

Section 4. Duties of Officers

1. President: The President shall be the Chief Executive Officer of the Society. She/he The President shall: Preside at the Annual Business Meeting and all meetings of the Executive Government; prepare an agenda for the Annual Business Meeting and submit it to membership not fewer than thirty (30) days prior to such a meeting in accordance with Article VII of these Bylaws; prepare such an agenda for scheduled meetings of the Executive Government not fewer than fifteen (15) calendar days prior to such meeting; appoint standing and special committee chairpersons subject to the approval of the Executive Government; be an ex-officio member of all committees except the Elective and Nominations Committee. 

2. President-elect: The President-elect shall perform such duties assigned by the President or the Executive Government, and shall accede to the office of President and shall assume the duties of the President in the event of a vacancy occurring in the presidency. 

3. Vice President: The Vice President shall perform such duties as assigned by the President of the Executive Government. The Vice President shall assume the duties but not the office of the President-elect in the event of the President-elect's absence and will continue to carry out the duties of the Vice President; serve as Chairperson of the Budget and Audit Committee and as Chairperson of the Long Range Planning Committee. 

4. Treasurer: The Treasurer shall have charge of all funds and securities of the Society and endorsing checks, and notes, or other order for payment of bills, disbursing funds as authorized by the Executive Government and/or in accordance with the adopted budget and; depositing funds as the Executive Government may designate. She/he shall see that full and accurate accounts are kept and; submit quarterly trial balances to the Executive Committee within twenty (20) days after the quarterly closing of the books and make a written quarterly financial report to the Executive Government. At the expense of the Society she/he shall be bonded in an amount determined by the Executive Government. In the event of the inability of the Treasurer to perform her/his duties, the President shall assume the duties of the Treasurer. 

5. Secretary: The Secretary shall have charge of keeping the minutes of the Executive Government, regular business meetings, and the Annual Business meeting and submitting 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 and the Executive Government of the Society including all chairs and members of Standing Committees not less than ten (10) days prior to the next scheduled business meetings and affixing the Society seal on documents so requiring and in general performing all duties as shall be assigned by the President or Executive Government. 
The Secretary has the charge of keeping minutes of the Executive Government, regular business meetings, the Annual Business meeting and other meetings convened by the Governing Body.  A copy of the minutes shall be submitted after each aforementioned meeting to the Executive office of the AARC and to the Executive Government of the Society, including all chairs and members of the Standing Committees, no less than ten (10) days prior to the next scheduled business meeting.  The Secretary holds the power to affix the official seal of the Society to documents.  The Secretary will perform their general duties and those as assigned by the President or Executive Government.  



6. Past President: The Past President shall serve as an advisor to the Executive Government in matters pertaining to the interpretation of the Society Constitution and Bylaws, serve as a member Chairperson of the Long Range Planning Committee and shall as deemed necessary by the President. 

Section 5. Executive Committee

1. The Executive Committee of the Executive Government shall consist of the President, President-elect, Vice President, Secretary, Treasurer, and Immediate Past President. 

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

[bookmark: V]Article V -- Board of Directors

Section 1. Board of Directors

1. The Board of Directors shall consist of eight (8) elected members at-large, the officers, and the members of the delegation, all of whom shall be Active or Life members of the Association. 

2. The Executive Government shall have the power to declare an elected office vacant by a two thirds (2/3) vote upon refusal or neglect of any member of the Board to perform the duties of the office, or for any conduct deemed prejudicial to the Society. Written notice shall be given to the member that the office has been declared vacant. 

Section 2. Term of Office

The Term of Office for Directors at large shall begin on January 1, and shall be for two years. Four at-Large Directors at large shall be elected each year.

Section 3. Vacancies

Any vacancy that occurs in the office of an Directors at large at-Large Director will be filled by a qualified member elected by the Executive Government. This individual shall serve the remainder of the vacated term.

Section 4. Duties

[bookmark: VI]The Board of Directors will serve on the Executive Government as specified in Article VI of these Bylaws.

Article VI --Executive Government

Section 1. Executive Government

The Executive Government shall consist of the Officers, at-Large Directors, the Delegates, and the Chapter Presidents of the Society.

Section 2. Term of Office

As specified in Articles IV, V, and VIII of these Bylaws.

Section 3. Vacancies

As specified in Articles IV, V, and VII of these Bylaws.

Section 4. Duties  

1. Supervise all the business and activities of the Society within the limitations of these Bylaws. 

2. Grant charters to chapter affiliates that meet the requirements of affiliation according to Article X of these Bylaws. 

3. Adopt and rescind standing rules of the Society. 

4. After consideration of the budget, determine for the following year the remuneration, stipends, and other related matters. 

5. Perform such other duties as may be necessary or appropriate for the management of the Society. 

Section 5. Duties

1. The Executive Government shall meet preceding the Annual Business meeting of the Society and shall not hold fewer than two (2) regular and separate meetings during the calendar year. The Executive Government shall meet preceding the Annual Business meeting of the Society and shall hold not fewer than two (2) regular and separate meetings during the calendar year. 

2. Special meetings of the Executive Government shall be called by the President at such times as the business of the Society shall require, or upon written request of two-third (2/3) of the Executive Government filed with the President and Secretary of the Society.  Upon written request of two-thirds (2/3) of the Executive Government.  The written request shall be filed with the President and Secretary of the Society.

3. A majority of the Executive Government shall constitute a quorum at any scheduled meeting. Official Society business must not be conducted unless a quorum is present. 

4. 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. 

Section 6. Multiple Offices

No member of the Executive Government may hold two (2) concurrent positions within the Executive Government.

Section 7. Mail Electronic Vote

[bookmark: VII]Whenever, in the judgment of the Executive Government, it is necessary to present any business to the membership prior to the next Annual Business Meeting, the Executive Government may, unless otherwise required by these Bylaws, instruct the Election Committee to conduct a Vote of the membership by mail electronic means. Such votes shall require approval of a majority of the valid votes received within thirty (30) calendar days after date of such submission to the membership. The results of the vote shall control the action of the Society.

Article VII -- Annual Business Meeting

Section 1. Date and Place

The Society shall hold an Annual Business meeting each calendar year; additional meetings may be held as required, to fulfill the objectives of the Society.

Section 2. Purpose

The Annual Business meeting shall be for the purpose of receiving reports of the officers and Committees, report the results of the Election, and other business brought forth by the President.

Section 3. Notification

Written Electronic notice of the time and place of the Annual Business meeting shall be sent made available to all members of the Society not fewer than ninety (90) calendar days prior to the meeting. An agenda for the Annual Business meeting shall be sent made available to all members not fewer than thirty (30) days prior to the Annual Business meeting.

[bookmark: VIII]Article VIII -- Delegation

Section 1. Delegation

The delegation of the Society to the House of Delegates of the AARC shall consist of the Delegate and Junior Delegate.

Section 2. Term of Office

1. Term of office for the Delegate and Junior Delegate will be for two (2) years. 

2. After a two (2) year term, the Junior Delegate will automatically accede to the position of Delegate for the following two (2) year term. 

3. No person may serve more than four (4) consecutive years in the House of Delegates, either as Delegate or as Junior Delegate, or a combination of both. 

Section 3. Vacancies

1. The Executive Government shall have the power to declare the office of Delegate and/or Junior Delegate vacant upon refusal or neglect or inability of the Delegate and/or Junior Delegate to perform the duties of office or for any other conduct deemed prejudicial to the Society. Written notice shall be given to the Speaker of the House of Delegates that the office has been declared vacant. 

2. The vacancy in the delegation will be filled by a qualified member elected by active and life members of the AARC and shall serve in the office until the next general election. The Nominations Committee shall place the office on the ballot for vote at the next general election. 

Section 4. Duties

1. Attend all meetings of the AARC House of Delegates and report the activities of the Society. 

2. Attend the Annual Business meeting of the AARC as the representative of the Active and Life Members of the Society. 

3. Furnish the Nominating Committee of the AARC with the names of qualified members for nomination to AARC Board of Directors. 

4. At the direction of the Society present proposed Bylaws amendments to the AARC Bylaws Committee. 

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

6. Present an Annual Report of the Society activities to the AARC Chartered Affiliates Committee and to the Society. 

7. The Delegate and Junior Delegate shall be voting members of the Executive Government. 

Section 5. Multiple Offices

The Delegate and Junior Delegate shall not hold concurrent elected offices.

[bookmark: IX]Article IX -- Medical Advisor

Section 1. Medical Advisor

The Society shall have at least one (1) Medical Advisor, a licensed Physician or Doctor of Osteopathy, who shall have an identifiable role in clinical, or organizational, educational, or investigative respiratory care.

Section 2. Term of Office.

The Medical Advisor term of office will be for one (1) year.

Section 3. Vacancies

A vacancy in the Medical Advisor position will be filled by a qualified physician elected by the Executive Government.

Section 4. Duties

The Medical Advisor will be an ex-officio member of all committees except for Nominations and Election Committees

[bookmark: X]Article X -- Chapter Organization

Section 1. Chapter Admission Requirements

1. Ten (10) or more Active members of the Society, meeting the requirements for affiliation, may become a Chapter of Society upon approval of the Executive Government of the Society. 

2. The formal application shall be sent to the Society's office and shall consist of a list of Officers, Chapter Bylaws, geographical location (by county) and Medical Advisor. 

Section 2. Boundaries of Chapters

Chapter boundaries shall include full counties.

Section 3. Organization

The internal organization, except where in conflict with these bylaws, shall not be the concern of this document.

Section 4. Officers and Chapter Representation

The President of each chapter shall be a member of the Society's Executive Government Board of Directors.

Section 5. Responsibilities of the Chapter President

The Chapter President shall have the responsibility to represent the Chapter from which she/he is they were elected and submit a written report at least thirty (30) calendar days prior to the Annual Business Meeting to the Executive Government regarding activities in their Chapter.

Section 6. Suspension or Revocation

The Executive Government of the Society may suspend or revoke the charter of any affiliate with due and sufficient cause or upon failure of the affiliate to maintain a membership of at least then (10) Active or Life Members in good standing of the Society.

[bookmark: XI]Article XI -- Committees

Section 1. Standing Committees

The Standing Committees of the Society shall be: Education, Publications, Budget and Audit, Chronic Disease Task Force, Bylaws, Nominations, Elections, Judicial, Legislative, Long Range Planning, Membership, Public Relation, Judicial Legislative, and Student Affairs. With the exception of the Budget and Audit and Long Range Planning Committees, the Chairperson of Standing Committees shall be appointed by the President subject to the approval of the Executive Government.

Section 2. Special Committees and Other Appointments

Special Committees may be appointed by the President upon Executive Government Approval.

Section 3. Committee Composition and General Duties

1. The President shall appoint the Chairperson of each committee; subject to Executive Government approval. The committee Chairperson shall select committee members. 

2. When possible, the Chairperson of from the previous year shall serve as a member of the committee. 

3. The Chair shall submit a written annual report to the President and Secretary of the Society at least fifteen (15) calendar days prior to the Annual Business Meeting. The Committee Annual report shall be presented to the membership at the Annual Business meeting. 

4. Nonmembers or physician members may be appointed as consultants to committees. The President may request recommendations for such appointments from the Medical Advisors(s). 

5. Each Committee Chairperson requiring operating expenses shall submit a budget for the next fiscal year to the Budget and Audit Committee not fewer than fifteen (15) calendar days prior to the preparation of the next fiscal year budget. 

6. Chairpersons may be relieved of their position because of their absence or nonperformance of duties subject to review by the Executive Government. Written notice shall be given to the Chair that the position has been declared vacant. 

Section 4. Term of Office

Committee term of office shall be for one (1) year.

Section 5. Vacancies

1. A vacancy occurring in the committee Chairperson positionrole shall be filled by a qualified individual in accordance with Article IV; Section 4 or Article XI; Section I of these Bylaws. 

2. A vacancy occurring within a committee shall be filled upon appointment by the President of the Society. 

Section 6. Specific Committee Duties

1. Education 

1. The committee shall consist of at least three (3) members and the ALA Liaison. 

2. The Committee shall be concerned with the planning, organization, and presentation of continuing education to the members of the Society at the Annual Education Meeting and other educational seminars and conferences such as the Frostbite Forum, the Bi-State Meeting, and the Spring Forum. 

3. The Medical Advisor(s) or her/his designate will be a consultant member of this committee 

2. Budget and Audit 

1. The Committee shall be composed of the Executive Committee and the Medical Advisor or her/his designate and any other members as appropriate. 

2. The Society Vice President shall be the Chairperson. 

3. The Committee shall prepare an annual budget for the next fiscal year to be presented to the Executive Government at the final business meeting of the current fiscal year. This budget shall be approved by a majority vote of the Executive Government prior to the next fiscal year. The committee shall request an operating budget from each committee Chairperson at least thirty (30) calendar days prior to the preparation of the next fiscal year budget. 

4. The Committee shall be required to submit four (4) quarterly internal audits and one (1) external audit to the Executive Government annually.  The Committee shall be required to submit four (4) quarterly internal audits and one (1) annual external audit to the Executive Government. 

5. 

3. Publications 

1. The Committee shall consist of at least three (3) Active members that participate on the Bronchus, Graphics Liaison, and the Web Master Liaison. 

2. The Committee shall concern itself with the publication of the society Newsletter and all other publications of the Society. 

4. Chronic Disease Task Force and Coalition of RT's for Asthma 

1. The Committee shall consist of at least three (3) Active members of the Society. 

2. The Committee may be divided to support the efforts of the Asthma, COPD Case Management, and Tobacco Cessation Task Force Groups. 

3. The Committee will report their activities to the Executive Government at business meetings. 

5. Bylaws 

1. The Committee shall consist of three (3) members, one of whom shall be a Past President. 

2. The Committee shall receive and prepare all amendments to the Bylaws for submission to the Executive Government. The Committee may also initiate such amendments for submission to the Executive Government. 

3. The Chairperson of the Committee shall serve as advisor to the Executive Government in matters pertaining to the interpretation of the Bylaws. 

6. Nominations 

1. The Committee shall consist of at least three (3) Active Members. 

2. The Committee shall prepare a slate of Officers and at-Large Directors-at-large for approval by the Executive Government not later than June 1 at least 90 days prior to membership voting. It is the responsibility of the committee to insure that all nominees are Active Members of the Society at the time of nomination. 

3. It shall be the duty of the Committee to make final critical appraisal of candidates to see that the nominations are in the best interest of the AARC and the Society through a consideration of personal qualifications are geographical representations as applicable. 

4. Committee members shall provide a pertinent biographical sketch of each nominee's professional activities and services to the organization, all of which shall be part of the ballot. 

7. Elections 

1. The Committee shall consist of at least three (3) Active members. 

2. The President shall appoint an impartial Elections Committee which shall check the eligibility of each ballot and tally the votes prior to the Annual Business Meeting. The results of the election shall be announced at the Annual Business Meeting. 

3. The Committee shall prepare, received receive, verify and count ballots for all elections held during the calendar year. 

4. Committee members nominated and placed on the ballot for elections shall resign from the Elections Committee and be replaced with another Active member appointed by the President for the remainder of the term. 

5. The Ballot: 

1. The Nominations Committee's slate and biographical sketches shall be mailed  made available to every Active Member and Life member in good standing and eligible to vote at least thirty (30) days prior to the Annual Business Meeting. 

2. If the Society's Executive Government specifies that the vote shall be by mail conducted electronically,. the vote shall be conducted by secret mail an email ballot with  a provision will be made for write-in votes on the ballot. The ballots shall be postmarked date stamped at least seven (7) calendar days before the Annual Business Meeting in order to be valid. The deadline date shall be clearly indicated on the ballot. 

3. If the vote is to be conducted at the Annual Business Meeting, the date, time, and place shall be clearly indicated on the ballot. Provisions shall be made for absentee ballots to allow all eligible members the opportunity to vote. 

8. Judicial 

1. The Committee shall consist of three (3) members from the Executive Government or previous Society Officers. 

2. The Chairperson shall have served at least one (1) year previously on this committee, if available. 

3. The Committee shall review formal written complaints against any individual Society member charged with any violations of the Society Bylaws or otherwise with any conduct deemed detrimental to the Society or to the AARC. Complaints or inquiries may be referred to the Committee by the Judicial Committee of the AARC. 

4. If the Committee determines that the complaint justifies an investigation, a written copy of the charges shall be prepared for the Executive Government with the benefit of legal counsel if deemed advisable necessary. 

5. A statement of the charges shall then be served upon the member and an opportunity given to the member to be heard before the Committee.  The written statement of charges shall then be served to the member.  The member will be given an opportunity for a hearing before the Committee. 

6. After careful review of the results of the hearing conducted with the benefit of legal counsel or if necessary or desirable, the Committee shall make recommendations for action to the Executive Government. A complete report, including copies of all documents may be send to the Chairperson of the Judicial Committee of the AARC when appropriate.  After diligent review of the results of the hearing, the Committee shall make their recommendations for action known to the Executive Government. A complete report, including copies of all documents may be send to the Chairperson of the Judicial Committee of the AARC when appropriate. 

9. Legislative 

1. The Committee shall consist of three (3) Active members. 

2. The Committee shall monitor activities of, and provide liaison, to legislative bodies, Executive Branch or Judicial proceedings that affect the practice and/or profession of respiratory care. 

3. The Committee upon request of the Society's Executive Government shall prepare all documents deemed necessary to interact comply with all state or national government organizations. 

10. Long Range Planning 

1. The Committee shall consist of the Immediate Past President Vice President who will serve as the Chairperson if possible and all previous Society Presidents who are still members. 

2. The Committee shall serve in an advisory capacity to the Executive Government. 

3. The Committee shall be concerned with the long range goals and activities of the Society. 

11. Membership 

1. The Committee shall consist of at least three (3) Active Members. 

2. The Committee shall upon request, investigate the background and experience of applicants for membership. 

3. The committee shall review and evaluate membership services and benefits. 

4. The committee shall maintain an accurate roster of Society members. 

12. Public Relations 

1. The Committee shall consist of at least three (3) Active Members. 

2. The Committee shall maintain such liaison as has been established by the Executive Government with other organizations whose activities may be of interest to the members of the Society. 

3. The Committee duties shall include the preparation of exhibits, programs, and other items to bring the message of respiratory care to medical, nursing, hospital groups, educational facilities and the general public to increase the awareness of the field of respiratory care. 

13. Student Affairs 

1. The Committee shall consist of the Chairperson and the opportunity for to provide the opportunity for one (1) student representative from each education program that is AMA accredited by an AARC-recognized agency or is seeking AMA accreditation by an AARC-recognized agency. 

2. The Committee shall be concerned with the student activities, awards, scholarships, employment opportunities, publications, and any other activities that will enhance student involvement in the Society. 

[bookmark: XII]Article XII -- Fiscal Year

The fiscal year of the Society shall be from January 1 through December 31.

[bookmark: XIII]Article XIII -- Ethics 

If the Conduct of any member shall appear to be in violation of the Bylaws, standing rules, code of ethics or other regulations, policies, or procedure adopted by the Society, or shall appear to be prejudicial to the Society's interests, such member may be reprimanded, suspended, expelled, or reclassified in accordance with the procedures set forth in the Society's Bylaws.

[bookmark: XIV]Article XIV -- Amendments 

These Bylaws may be amended at any regular or called meeting or by mail electronic vote of the Society, providing that the amendment (s) has been presented to the membership in writing at least sixty (60) calendar days prior to the vote. Ratification requires two-thirds 2/3) of votes in approval of the Bylaws amendment (s).
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AN AFFILIATE OF THE AMERICAN ASSOCIATION

FOR RESPIRATORY CARE



ARTICLE I – OBJECT



Section 1: Purpose--The Society is formed to:

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

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

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

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

e. Represent the respiratory care profession in the event of governmental legislation involving the profession.

Section2: 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 the individual members, thereof.

b. The Board of Directors shall provide for the distribution of the funds, income, and property of the Society.

c. In the event of the dissolution of this Society, whether voluntary or involuntary, all of its remaining assets shall be distributed in such a manner as the Board of Directors of this Society shall by majority vote determined to be the best calculated to carry out the objectives and purposes for which this Society is formed.

d. The Society shall not commit any act that shall constitute the unauthorized practice of medicine under the laws of the State of Nevada.



ARTICLE II - MEMBERSHIP 



Section 1: Classes

The membership of the Society shall include two three classes: Active member and, Associate member, and Student Member.

 Section 2: Active Member

An active member in good standing of the American Association for Respiratory Care as specified in Article III, Section 2 of the AARC bylaws is eligible to be an active member of the Society, provided the member's place of employment is within the state of Nevada.

Section 3: Associate Member

An associate or special member in good standing of the American Association for Respiratory Care as specified in Article III, Sections 3 and 4 of the AARC bylaws is eligible to be an associate member of the Society. Associate members shall have all the rights and privileges of the Society except that they shall not be entitled to hold office or vote.

Section 4: Student Member

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

Section 4 Section 5: Application for Membership

Application for membership should go to the AARC, accompanied by any applicable dues payment.

Section 5 Section 6: Payment of Dues

Each member of the Society shall pay annual dues in such amounts and in such manner as may be established by the Board of Directors, and upon the approval of a majority of the voting membership.

Section 6 Section 7: Fiscal Year

The fiscal year of the Society shall begin on January 1 and end on December 31.

Section 7 Section 8: Ethics

If the conduct of any member shall appear, by report of the Society or the AARC Judicial Committee, to be in violation of the Bylaws, the standing rules of the Society or the AARC's code of ethics, or other regulations, policies, or procedures adopted by the Society, or shall appear to be prejudicial to the Society's interests, such member may be reprimanded, suspended, expelled, or have their membership status reclassified in accordance with the procedures set forth in the Society's policies and procedures. Any such punitive action shall be reported immediately to the Judicial Committee of the AARC.



ARTICLE III - NOMINATIONS AND ELECTIONS



Section 1: Nominations

a. Nominations will be made through the Nominating Committee, by mail or electronic mail, prior to May 31 August 30 of each year.

b. Only Active members in good standing shall be eligible for nomination. The Nominating Committee shall provide a pertinent biographical sketch of each nominee's professional activities and services to the organization, all of which shall be a part of the ballot.

Section 2: Ballot

a. If the Society's Board of Directors specifies that the vote shall be by mail, or electronic mail, the list of nominees shall be so designed as to be a secret mail ballot with provisions for write-in votes for each office.

b. The Nominating Committee’s slate, with biographical sketches, shall be mailed or electronically mailed to each Active member in good standing at least thirty (30) days prior to the Annual Meeting by October 1 each year.

c. To be accepted, ballots must be postmarked at least five (5) days prior to the Annual Meeting by the 31st of October each year. The return deadline date and time shall be clearly indicated on the ballot.

d. Society elections shall be determined by a plurality of votes cast. A tie vote shall be decided by lot.

e. If despite every reasonable effort, the Nominations Committee is unable to solicit any nominee for any position(s), the Board of Directors shall appoint a qualified member to serve the next term.

df. The results of the election shall be announced at the Annual Business Meeting by December 1 of each year.



ARTICLE IV- OFFICERS



Section 1: Officers

The officers of the Society shall be: President, President-elect (who shall automatically succeed to the Presidency), Immediate Past President, Vice-President, and Secretary/Treasurer Secretary and Treasurer.

Section 2: Term of Office

a. The term of office for officers President-Elect and Immediate Past President shall be one year. The term shall begin immediately following the Annual Business Meeting  on January 1st. The term of office for the President and Treasurer shall be two years beginning on January 1st on the odd numbered years. The term of office for the Secretary shall be two years to be elected in the year odd numbered years with the term of office beginning January 1st on the even numbered years.

b. The Secretary and Treasurer shall not serve more than three (3) consecutive terms in the same office. The Vice President is not limited to the number of terms they may serve in that position.

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

d. The President-elect, President, and Immediate Past-President are not limited to the number of terms they may serve in the same office.

Section 3: 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. 

b. In the event of a vacancy in the office of the President-elect, the Vice-President shall assume the duties, and the office, of the President-elect. This individual will succeed to the office of President. The office of Vice-President will be filled by appointment as defined in Article IV, Section 3, c. 

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

d. In the event of a vacancy in the office of Immediate Past President the office shall remain vacant. 

Section 4: Duties of Officers

a. President - The President shall preside at all regular and special meetings of the Society, as well as the Annual Business Meeting and all meetings of the Board of Directors. The President shall prepare an agenda for each meeting at which they preside and submit it to the membership no fewer than thirty (30) seven (7) days prior to such a meeting; appoint standing and special committees and a Northern and Southern Coordinator, subject to the approval of the Board of Directors; be an ex-officio member of all committees; and present to the Board of Directors and the membership the annual report of the Society.

b. President-elect - The President-elect shall become the 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.

c. Vice-President - The Vice-President shall act as the official liaison of the Society in activities involving areas within the state of Nevada. The Vice-President shall perform such duties as shall be assigned by the President and the Board of Directors; assume the duties of the President-elect in the event of the President-elect's absence, resignation, or disability, but will also continue to carry out the duties of the office of Vice-President.

d. Secretary/Treasurer - The Secretary/Treasurer shall have charge of keeping the minutes of the Board of Directors' meetings, the Annual Business Meeting, and all regular and special meetings of the Society. The Secretary/Treasurer shall execute the general correspondence, attest to the signatures of the officers of the Society; send to the Executive Office of the AARC a copy of the minutes of every Society and Board of Directors meeting within thirty (30) calendar days following the approval of such minutes meeting; send the Chartered Affiliates Committee, through the Executive Office of the AARC, the names and addresses of the directors, officers, delegates, and medical advisors, within fourteen (14) calendar days following their election. 

e. Treasurer-This person shall also The Treasurer shall have charge of all funds of the Society; endorsing checks, notes or other orders for the payment of bills; dispersing the funds in accordance with the approved budget and depositing funds as the Board of Directors may designate; see that full and accurate records of all financial transactions are kept; and prepare and submit in writing, an annual report of the finances of the Society for the Board of Directors and the membership.

e. f. Immediate Past President - The Immediate Past President shall advise and consult with the President and shall perform such other duties as shall be assigned by the President or the Board of Directors.



ARTICLE V- BOARD OF DIRECTORS



Section 1: Composition and Powers

a. The executive government of the Society shall be vested in a board of eleven (11) active members consisting of the Officers, two (2) delegates, and four (4) Directors-at-large. All officers except the President shall be voting members on the Board.

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

c. A majority of the Board of Directors shall constitute a quorum at any meeting.

d. The Board of Directors has the power to conduct an electronic mail vote or phone vote via the President of the members of the Board. Results of the electronic mail or phone vote shall be tallied by the President and ratified by the Board.

e. The Society shall hold an annual business meeting each fiscal year.

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



Section 2: Term of Office

a. Two (2) Directors-at-large shall be elected each year. The term of office for Directors-at-large shall be two years and shall begin immediately following the Annual Business Meeting on January 1 following the year elected. 

b. Directors-at-large, having served a full two-year term may succeed themselves in that office.

Section 3: Duties--The Board of Directors shall:

a. Supervise all the business and activities of the Society within the limitations of these Bylaws and in accordance with the Bylaws of the AARC.

b. Notify the Medical Advisor(s) of all such meetings and actions as deemed pertinent. 

c. Perform such other duties as may be necessary or appropriate for the management of the Society.

Section 4: Vacancies

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

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

Section 5: Mail Vote/Electronic Mail 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 meeting, the Board of Directors may, unless otherwise required by these Bylaws or by the Bylaws of the AARC, conduct a vote of the membership by mail or electronic mail. Such votes shall require approval of a majority of the valid votes received within thirty (30) calendar days after date of such submission to the membership. The result of the vote shall control the action of the Society.



ARTICLE VI - SOCIETY DELEGATION TO THE HOUSE OF DELEGATES



Section 1: Composition

The Delegation of the Society shall be composed of two (2) delegates. 

The Delegation of the Society shall be elected by the active members. 

Only Active Members in good standing of the AARC who are not on the Board of Directors of the AARC shall be eligible for the Delegation. 

d. The Society shall have the power to declare the office of Delegate vacant upon refusal, neglect or inability of the Delegate to perform the duties of the office, or for any conduct deemed prejudicial to the Society or the AARC. 

Section 2: Term of Office 

a. The term of office for Delegates shall be four years and shall begin immediately following the Annual Business Meeting on January 1 on odd numbered years. Delegates shall be elected in even numbered years.

b. Delegates, having served a full four-year term, may succeed themselves in that office. 

Section 3: Duties 

a. The duties of the delegates shall be as specified in Article VII, Section 3 c. of the AARC Bylaws.



ARTICLE VII - COMMITTEES



Section 1: Formation

All committees shall be appointed by the President subject to the approval of the Board of Directors, except as otherwise specified in these Bylaws.



Section 2: Composition and Duties

a. Budget and Audit Committee

1. The committee shall be composed of the Executive Committee. 

2. The committee shall propose an annual budget for approval by the Board of Directors.

3. The President shall serve as Chair of the committee.

b. Elections Committee

1. The Executive Committee shall serve as the Elections Committee.

2. The committee shall prepare, distribute, receive, verify, and count all ballots.

c. Nominating Committee

1. The committee shall consist of no fewer than three active (3) members of the Society.

2. The committee shall prepare for approval of the Board of Directors, a slate of nominees for officers and directors for the annual election. This shall be accomplished with critical appraisal of personal qualifications and geographic representation (as applicable) of potential candidates to insure that the nominations are in the best interests of the Society and the AARC.

d. Program and Education Committee

1. The committee shall consist of no fewer than three active (3) members and be so constructed as to provide experienced members for program and education planning.

2. The Medical Advisor(s) or their designee(s) will be consultant member(s) of this committee.

3. The committee shall prepare the program for the Annual Meeting and all other programs, as directed by the President.

e. Bylaws Committee

1. The committee shall consist of the Immediate Past President and a minimum of two (2) additional active members of the Society.

2. The committee shall receive and prepare all proposed amendments to the Bylaws for submission to the Board of Directors.

f. Executive Committee

1. The Executive Committee of the Board of Directors shall consist of the President, President-Elect or Immediate Past President, Vice President, Immediate Past President, Secretary, and Treasurer.



Section 3: Special Committees and Other Appointments

a. Special committees may be appointed by the President subject to approval of the Board of Directors.

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

Section 4: Vacancies on Committees

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



Section 5: Committee Chair's Duties

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

b. The Chair of each committee shall confer promptly with the members of the committee on work assignments.

c. Members of any membership class may be appointed as consultants to committees.

d. Individuals who are non-members may be used as consultants with approval of the Board of Directors.



ARTICLE VIII- MEDICAL ADVISOR



Section 1: Requirement

The Society shall have at least one (1) Medical Advisor to be appointed by the Board of Directors.

Section 2: Duties

The Medical Advisor shall:

a. Be a member in good standing of the AARC and be approved by its Board of Medical Advisors.

b. Act as a consultant to the Program and Education Committee (or appoint a designee).

c. Provide a minimum one (1) hour educational presentation at least once per year.

Section 3: Term of Office

a. The term of office of the Medical Advisor shall be two (2) years.

b. The term of this office may be terminated at any time by a two-thirds (2/3) vote of the Board of Directors.



ARTICLE IX- PARLIAMENTARY AUTHORITY



The rules contained in the most current edition of "Roberts' Rules of Order" shall govern whenever they are not in conflict with the Bylaws or other rules of the Society.



ARTICLE X- AMENDMENT



These bylaws may be amended at any regularly scheduled meeting or by mail or electronic  vote of the Society by a two-thirds (2/3) majority of those voting provided that the amendment has been presented to the membership in writing at least thirty (30) days prior to the vote. All amendments must be approved by the Chartered Affiliates Committee of the AARC and shall become effective upon ratification by the Board of Directors of the AARC. The Bylaws shall be reviewed at a minimum of every five years.
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A CHARTERED AFFILIATE OF THE AMERICAN ASSOCIATION FOR RESPIRATORY CARE

ARTICLE I NAME

This organization shall be known as the Respiratory Care Society of Washington, Incorporated, hereinafter referred to as the RCSW, which is incorporated under the Washington Nonprofit Corporation Act (RCW 24.03). The RCSW is a chartered affiliate of the American Association for Respiratory Care, hereinafter referred to as the AARC, which is incorporated under the General Not-For-Profit Corporation Act of the State of Illinois.

ARTICLE II - BOUNDARIES

The area included within the boundaries of the RCSW shall be the boundaries of the State of Washington.

ARTICLE III - OBJECT



SECTION 1. PURPOSE

The RCSW is formed to:

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

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

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

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

SECTION 2. INTENT

A. No part of the monies of the RCSW shall inure to the benefit of any private member or individual, nor shall the RCSW perform particular services for individual members thereof, with the exception of scholarship and achievement awards as deemed by the Scholarship and Continuing Education committees and as approved by the Board of Directors.

B. The Board of Directors shall provide for the distribution of the funds, income and property of the RCSW to charitable, educational, scientific, or religious corporations, organizations, community chests, foundations, or other kindred institutions maintained and created for one or more of the foregoing purposes, if at the time of distribution the payee or distributes are exempt from income taxation, and if gifts, or transfers to the payee or distributes are then exempt from taxation under the provisions of Sections 501, 2055, and 2522 of the Internal Revenue Code or changes which amend or supersede the said sections.

ARTICLE IV - MEMBERSHIP



SECTION 1. CLASSES

The membership classes of the RCSW shall be the same as the membership classes of the AARC: Active, Associate, and Special Members.

SECTION 2. PREREQUISITES

An individual is eligible to be a Member in this RCSW if they are a member in good standing of the AARC as specified in Article III of the AARC Bylaws and are assigned to the RCSW by the AARC.

SECTION 3. APPLICATION FOR MEMBERSHIP

Application for membership in the RCSW shall follow the procedure specified in Article III, Section 6 of the AARC Bylaws.

SECTION 4. ETHICS

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

ARTICLE V - OFFICERS



SECTION 1. OFFICERS

The officers of the Association shall consist of President, President-elect, Immediate Past President, Vice President, Secretary, and Treasurer. All candidates for officer positions must be members in good standing of the AARC/ RCSW.

SECTION 2. TERMS OF OFFICE

The term of office for President, President-elect, Immediate Past President, and Vice President shall be one (1) year. The term of office for President, Secretary and Treasurer shall be two (2) years. The term shall begin January 1. Officers shall not hold concurrent elected RCSW positions.

The Secretary and Treasurer shall not serve more than two (2) consecutive terms in the same office. 

The President-elect shall complete immediate successive full one (1) year terms for the offices of President-elect, President, and Immediate Past President, and a (2) year term for President before being eligible to serve a successive term in any elected office. 

The Vice President, President-elect, President and Immediate Past President are not limited to the number of terms they may serve in the same office.

SECTION 3. VACANCIES IN OFFICE

In the event of a vacancy in the office of President, the President-elect shall become Acting President to serve the unexpired term and shall serve their own, the successive term, as President. 

In the event of a vacancy in the office of the President-elect, the Vice-President shall assume the duties, but not the office, of the President-elect as well as their own until the next scheduled election.

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

In the event of a vacancy in the office of Immediate Past President, that office shall remain vacant.



SECTION 4. DUTIES OF OFFICERS

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

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 Board of Directors. The President-elect shall chair the Finance Committee. In the year without the president-elect, the president shall chair the Finance Committee

Vice President - The Vice President shall perform such duties as shall be assigned by the President and the Board of Directors. He shall assume the duties of the President-elect in the event of the President-elect's absence, resignation or disability, but will also continue to carry out the duties of the office of Vice President.

Treasurer - The Treasurer shall have charge of all funds and securities of the RCSW; endorsing checks, notes, or other orders for the payment of bills. They shall see that full and accurate accounts are kept, make a written report to the Board of Directors within twenty (20) calendar days after the closing of the books; make a written quarterly financial report to the Board of Directors and a complete written yearly report at the annual business meeting of the Board of Directors. At the expense of the RCSW, they shall be bonded in an amount determined by the Board of Directors. 

Secretary - The Secretary shall have charge of keeping the minutes of the Board of Director's meetings and the Annual Business Meeting; executing the general correspondence and, in general, performing all duties as from time to time shall be assigned by the President or the Board of Directors. 

SECTION 5. EXECUTIVE COMMITTEE	

The Executive Committee of the Board of Directors shall consist of the President, President-elect, Vice President, Secretary, Treasurer, Immediate Past President, Delegates and Medical Advisor. 

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

ARTICLE VI - BOARD OF DIRECTORS



SECTION 1. COMPOSITION AND POWERS

The executive government of the RCSW shall be vested in a board of nineteen (1918) active members consisting of the Officers, six (6) Directors-at-large, five (5) Chapter Presidents, and the two (2) Delegates. Each of these members shall have one vote. 

There shall be six (6) Directors-at-large. Two (2) Directors-at-large shall be elected each year and such others as necessary in order to fill existing vacancies.

Each Chapter shall be represented on the Board of Directors by the Chapter President.

The President shall be Chairman and Presiding Officer of the Board of Directors and Executive Committee. They shall invite, in writing, such individuals to the meetings of the Board as they shall deem necessary, who shall have the privilege of voice, but not vote. 

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

SECTION 2. TERM OF OFFICE

The term of office for the Directors-at-large shall begin at the start of the next calendar year following the election and shall be for a three (3) year non-recurring term of office. Board of Directors shall not hold concurrent elected RCSW positions.





SECTION 3. DUTIES

The Board of Directors shall:

Supervise all the business and activities of the RCSW within the limitation of these Bylaws.

Adopt and rescind standing rules, regulations, policies, and procedures of the RCSW. 

Perform such other duties as may be necessary or appropriate for the management of the RCSW. 



SECTION 4. VACANCIES

Any vacancy that occurs in the office of Directors shall be filled by appointment by the Board of Directors. 

An appointed Director shall serve until the next scheduled election, or until his successor is elected. 



SECTION 5. MEETINGS

The Board of Directors shall meet immediately preceding the Annual Business Meeting of the RCSW and shall hold not fewer than four (4) regular and separate meetings during the course of the year. 

Special meetings of the Board of Directors shall be called by the President at such times as the business of the RCSW shall require, or upon written request of four (4) members of the Board of Directors filed with the President and Secretary of the RCSW. 

A majority of the Board of Directors shall constitute a quorum at any meeting of the Board. 

SECTION 6. BOARD OF DIRECTORS EMAIL VOTE

When action by the Board of Directors is needed in a timely or convenient manner, the President may initiate or request a motion that may be put to a vote via email response. The motion must be seconded and pass only by a majority assent vote. The results of the voting will be dated and entered into the RCSW record as a special action.



SECTION 7. MEMBER VOTE

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

ARTICLE VII - ANNUAL BUSINESS MEETING



SECTION 1. DATE AND PLACE

The RCSW shall hold an annual business meeting in the second quarter of each calendar year; additional meetings may be held as required to fulfill the objectives of the RCSW. 

The date and place of the annual business meeting and additional meetings shall be decided in advance by the Board of Directors. In the event of a major emergency the Board of Directors shall cancel the scheduled meeting, set a new date and place, if feasible, or conduct the business of the meeting by mail provided the material is sent in the same words to the voting membership. 

SECTION 2. PURPOSE

The annual business meeting shall be for the purpose of receiving reports of officers, committees and for other business brought by the President. 

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

SECTION 3. NOTIFICATION

Written notice of the time and place of the annual business meeting shall be sent to all members of the RCSW not less than five (5) nor more than forty (40) calendar days prior to the meeting.

ARTICLE VIII - DELEGATES



SECTION 1. ELECTION

Two (2) Delegates of this RCSW to the House of Delegates of the AARC shall be elected as specified in Article VII, Section 5 of the AARC Bylaws. One (1) Junior Delegate will be elected every other year and will serve concurrently with the third and fourth year of the Senior Delegate.

SECTION 2. DUTIES

The duties of the Delegates shall be as specified in Article VII, Section 3 of the AARC Bylaws.

SECTION 3. TERM OF OFFICE

The term of office for the Delegates shall be for four (4) years. Delegates shall not serve more than three (3) successive terms of office.

SECTION 4. MULTIPLE OFFICES

Delegates may not hold concurrent elective offices.

ARTICLE IX - COMMITTEES



SECTION 1. STANDING COMMITTEES

The members of the following Standing Committees shall be appointed by the President, subject to the approval of the Board of Directors, to serve a term of one (1) year. 

Decisions of standing committees may be appealed to the Board of Directors. A two-thirds (2/3) vote of the Board of Directors shall be required to sustain an appeal.

Standing Committees of the RCSW shall be:

1)     Membership 

2)     Finance

3)     Program 

4)     Scholarship/ Continuing Education

5)     Bylaws 

6)     Communications/ Webmaster

7)     Public Awareness 

8)     Chapter Affairs 

9)     Nominations/Elections 

10) Legislative 

11) Strategic Planning

SECTION 2. SPECIAL COMMITTEES AND OTHER APPOINTMENTS

Special Committees may be appointed by the President.

SECTION 3. COMMITTEE CHAIRMAN'S DUTIES

The President shall appoint the Chairperson of each Committee.

The Chairperson of each committee shall confer promptly with the members of the committee on work assignments.

The Chairperson of each committee may recommend prospective committee members to the President. When possible, the Chairperson of the previous year shall serve as a member of the committee. 

All committee reports shall be made in writing and submitted to the President and Secretary of the RCSW at least five (5) days prior to the meeting at which the report is to be read. 

Nonmembers or physician members may be appointed as consultants to committees. The President shall request recommendations for such appointments from the Medical Advisor(s)

Each committee Chairperson requiring operation expenses shall submit a budget for the next fiscal year to the Board of Directors for approval. 

SECTION 4. COMPOSITION AND DUTIES OF COMMITTEES

Membership Committee This committee shall organize membership drives and other membership recruitment activities. 

Finance Committee This committee shall be composed of the President-elect, the Treasurer, and the President. They propose an annual budget for approval by the Board of Directors. The proposed budget shall be submitted to the Board at least seven (7) days prior to implementation and run concurrent with the calendar year.

Program Committee This committee shall consist of at least two (2) members and be so constructed as to provide experienced members for program planning. 

Scholarship/ Continuing Education Committee This committee shall consist of the Chapter Presidents and the Committee Chairperson.  They will determine the equitable distribution of RCSW funds, subject to the budgetary constraints, for advancement of education in the field of Respiratory Care. 

Bylaws Committee This committee shall consist of at least two (2) members, including the Secretary and the President. The committee shall receive and prepare all amendments to the Bylaws for submission to the Board of Directors and the membership. The committee may also initiate such amendments for submission to the Board of Directors and the membership.

Communications/ Webmaster This committee shall consist of at least two (2) members, with members being appointed annually for a one (1) year term, subject to reappointment. This committee concerns itself with the distribution of a RCSW newsletter and maintenance of the RCSW website. 

Public Awareness This committee shall consist of at least two (2) members. 

This committee shall concern itself with dissemination of information regarding respiratory health issues. 



Chapter Affairs This committee shall consist of the Past-President (Chair) and all chapter presidents. 

This committee will assist Chapters in developing successful Chapter activities and seminars. 



Nominations/Elections Committee The Nominations/Election Committee shall consist of a chairperson and the Chapter Presidents. The committee shall check the eligibility of each nominee and validate their eligibility. The committee shall prepare a slate of nominees for each office of the RCSW. The committee shall submit a slate of one (1) candidate for each available position. They shall tally the votes within ten (10) days after the close of the election and report the results of the election at the next Board Meeting. 

Legislative Committee This committee shall consist of at least two (2) members. The duties of this committee shall be to monitor the activities of the Legislature and represent the RCSW on issues pertaining to respiratory care. 

Strategic Planning Committee This committee shall consist of the President-elect and any others as needed. This committee shall organize the transition of offices and provide direction for the RCSW. 

SECTION 5. VACANCIES ON COMMITTEES

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

ARTICLE X- CHAPTER ORGANIZATION



SECTION 1. BOUNDARIES OF CHAPTERS

Chapters will be defined by geography as approved by the Board of Directors, including chapter Presidents.

Disputes over the boundaries of chapters shall be submitted to the Chapter Affairs Committee for negotiation. The Committee may make recommendations to the Board of Directors of the RCSW who shall decide the issue if negotiation fails. 

SECTION 2. ORGANIZATION

The internal organization, except where in conflict with these Bylaws, shall not be the concern of this document.

SECTION 3. OFFICERS AND CHAPTER REPRESENTATION

The President of each Chapter shall be a member of the RCSW Board of Directors.

The Active Members of the RCSW working Residing in the Chapter shall elect a President and other officers as circumstances may require. 

Membership in a Chapter shall be determined as assigned to the RCSW by the AARC.

SECTION 4. ACTIVITIES

Each Chapter organization shall be encouraged to expand the membership of the Chapter and to develop educational activities and such other activities as is consistent with the Articles of Incorporation and these Bylaws.

SECTION 5. RESPONSIBILITIES OF THE CHAPTER PRESIDENT

Represent the Chapter from which the President is elected. 

Submit a written report to the Chapter Affairs Committee Chair at least ten (10) days prior to each Board of Directors meeting, relating to the activities in their Chapter. 

SECTION 6 TERM OF OFFICE FOR CHAPTER PRESIDENTS

The term of office for the Chapter Presidents shall begin at the start of the next calendar year following the election and shall be for a two (2) year term of office. Chapter Presidents shall not hold concurrent elected RCSW positions.



SECTION 67. CHAPTER ADMISSION REQUIREMENTS

Ten (10) or more active members of the RCSW meeting the requirements for affiliations may become a Chapter of the RCSW upon approval of the Chapter Affairs Committee, subject to ratification by the Board of Directors of the RCSW. Members of Chapters must be members of the AARC and RCSW. 

The formal application shall be sent to the RCSW office and shall consist of a list of officers, membership, and minutes of the organizational meeting.

SECTION 78. DUTIES

A copy of the minutes of the governing body and business meetings of the Chapter shall be reported at the next following Board of Directors meeting and be included in the minutes.

ARTICLE XI - RCSW MEDICAL ADVISOR

The RCSW shall have at least one (1) Medical Advisor. 

ARTICLE XII - FISCAL YEAR AND BUDGET



SECTION 1. FISCAL YEAR

The fiscal year of the RCSW shall begin January 1 and end on December 31.

SECTION 2. ANNUAL BUDGET

The annual budget, proposed by the Finance Committee, shall be approved by the Board of Directors prior to implementation.

ARTICLE XIII - PARLIAMENTARY AUTHORITY

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

ARTICLE XIV ELECTED POSITIONS



All RCSW elected positions will be filled by candidates receiving the majority vote on the ballots returned by RCSW/ AARC Active members in good standing.



ARTICLE XV - AMENDMENTS

Amendments to these Bylaws will be submitted to the RCSW Board of Directors as outlined in Article IX, Section 4, paragraph E2. Following Board approval, the Bylaws Committee will submit the proposed amendments to the AARC Bylaws Committee for review. Following AARC approval, the proposed amendments must be ratified by vote of the RCSW membership by a two-thirds (2/3) affirmative vote of those voting, provided that the amendments has been presented to the membership in writing at least thirty (30) days prior to the vote.
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ARTICLE I  NAME AND BOUNDARIES





SECTION 1.  NAME



This organization, the Virginia Society for Respiratory Care, Inc. (VSRC), hereinafter referred to as the Society, is incorporated under the laws of the Commonwealth of Virginia.  The Society shall be a chartered affiliate of the American Association for Respiratory Care (AARC), hereinafter referred to as the Association.



SECTION 2.	BOUNDARIES



a.	The boundaries of this Society shall be the boundaries of the Commonwealth of Virginia.



b.	The boundaries of the five districts which ensure geographic representation to the Board of Directors shall be identified in the standing rules.





ARTICLE II  OBJECT





SECTION 1.	PURPOSES



a.	Encourage, develop, and provide educational programs for those persons interested in respiratory therapy, and diagnostics, pulmonary rehabilitation, and sleep medicine.  hHereinafter referred to as Respiratory Care.



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



c.	Facilitate cooperation and understanding among respiratory care professions, hospitals, service companies, industry, governmental and other organizations, and other agencies interested in respiratory care.



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



SECTION 2.	INTENT



a. No part of the monies of the Society shall inure to the benefit of any private member or individual.



b. Distribution of the funds, income, and property of the Society are intended to provide directly or indirectly for the purposes in Section 1 of Article II.  Indirect provisions may be accomplished by making contributions to charitable, educational or scientific organizations, community chests, foundations, or other kindred institutions maintained and created for one or more of the foregoing purposes, if at the time of distribution the payee or distributions are exempt from income taxation, and if gifts or transfers to the payee or distributees are then exempt from taxation under the provisions of Sections 501, 2055, 2522 of the Internal revenue Code or changes which amend or supersede the said sections.



c. In the event of dissolution of the Society, whether voluntary or involuntary, all of its remaining assets shall be distributed, unless otherwise required by law, in such manner as the Board of Directors of the  Society by majority vote determine to be best calculated to carry out the purposes for which the Society was formed. The distribution of the funds, income, and property of this Society upon dissolution may be made available to any organization in Article II, Section 2. b. under the stated conditions.



d. The Society shall not commit any act which shall constitute the unauthorized practice of medicine under the laws of the Commonwealth of Virginia.





ARTICLE III  MEMBERSHIP





SECTION 1.	CLASSES



The members of the Society shall include three classes: Active Member, Associate Member, and Special Member.



SECTION 2.	ACTIVE MEMBER



Active Members shall meet the requirements set forth in AARC Bylaws, Article III, Section 2, and shall be an aActive mMember in good standing in the AARC.



SECTION 3.	ASSOCIATE MEMBER



Associate members shall meet the requirements set forth in AARC Bylaws, Article III, Section 3 and shall be Associate Members in good standing in the AARC.  Associate Members in good standing shall be entitled to all rights and privileges of membership in the Society except they shall not be entitled to hold office or vote.  There shall be three (3) subclasses of Associate Membership:



a.	Student Member.  An individual is eligible to be a Student Member if the student meets all of the requirements for student membership in the AARC and is enrolled in a formal training program in respiratory care within the boundaries of the Commonwealth of Virginia.



b.	Physician Member.  An individual is eligible to be a Physician Member if the physician meets all of the requirements for Associate Membership and is licensed as a doctor of medicine or osteopathy in the Commonwealth of Virginia.



c. Industrial Member.  An individual is eligible to be an Industrial Member if he/she meets all of the requirements for AARC Associate Membership.




SECTION 4.	SPECIAL MEMBER



a.	Life Member.  Society Life Members shall be members who have rendered outstanding service to the Society.  Life membership may be conferred by an affirmative twothirds (2/3) vote of the Board of Directors when a quorum is present.  Life Members shall have all the rights and privileges of membership in the Society, including the right to hold office, hold committee chair positions, and vote. except they shall not be entitled to hold office, hold committee chair positions, or vote.



b.	Honorary Member.  Society Honorary Members shall be individuals who have achieved special recognition or have made a special contribution to the Society or to the field of respiratory care.  The board of directors may confer honorary membership by twothirds (2/3) vote of the Board of Directors when a quorum is present.  Honorary Members shall be entitled to have all the rights and privileges of membership in the Society, except they shall not be entitled to hold office, hold committee chair positions or vote.



c.	General Member.  Society General Members shall be individuals who have an interest in respiratory care and who do not qualify for other membership classifications.  General Members shall have all the rights and privileges of membership in the Society except that they shall not be entitled to hold office, hold committee chair positions, or vote.



SECTION 6.	APPLICATION FOR MEMBERSHIP



Applicants for membership shall follow the AARC Application for Membership requirements as described in Article III, Section 6, of the AARC Bylaws.



SECTION 7.	FISCAL YEAR



The fiscal year of the Society shall be from January 1, through December 31.



SECTION 8.	REPRIMAND, TERMINATION, OR SUSPENSION OF MEMBERS



If the conduct of any Society member shall appear to be in willful violation of the Bylaws or standing rules of the Society or the AARC, be prejudicial to the Society's or the AARC's interests as defined in the AARC Code of Ethics, or if the member is found guilty in a court of law, or disciplinary hearing convened under the laws governing the practice of respiratory care, the Society Board of Directors shall immediately report and refer the matter to the AARC.





ARTICLE IV  BOARD OF DIRECTORS





SECTION 1.	COMPOSITION AND POWERS



a.	The executive government of the Society shall be vested in a board of eighteen (18) active members: six (6) officers, two (2) delegates, and ten (10) directors.



b.	The President shall chair and serve as presiding officer of the Board of Directors.  The President shall invite such individuals to the meetings of the board as he/she shall deem necessary with the privilege of voice, not of vote.



c.	Upon refusal or neglect of any member of the board to perform the duties of that office or for any conduct deemed prejudicial to the Society, the Board of Directors shall have the power to declare an office vacant by a majority vote of the entire board.  Written notice shall be given to the member that the office has been declared vacant.



SECTION 2.	DUTIES



a.	Supervise all business and activities of the Society within the limitations of the law, the Articles of Incorporation, these bylaws and the standing rules.



b.	Adopt and rescind standing rules of the Society, by which all members of the Society shall be bound.



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



SECTION 3.	OFFICERS



a.	The officers of the Society shall be: a President, a President-elect, a Vice President, a Secretary, a Treasurer, and the Immediate Past President.



b.	Term of Office



1.	The term of office for all officers other than Treasurer, Secretary and Vice President shall be for one (1) year.  The term of office for the Treasurer, Secretary and Vice President shall be two (2) years.  The beginning of the term of office for the Vice President shall not coincide with the beginning of the terms of office of the Secretary and Treasurer.  The term of office for all officers shall be the same as the fiscal year of the Society.  The President-elect shall automatically accede to the presidency when the President's term ends.



2	The Vice President, Secretary, and Treasurer shall not serve more than three (3) consecutive terms in the same office.



c.	Vacancies in Office



1.	In the event of a vacancy in the office of President, the President-elect shall become acting President to serve the unexpired term of his/her predecessor and shall serve his/her own successive term as President.



2.	In the event of a vacancy in the office of President-elect, the Vice President shall assume the office of the President-elect as well as his/her own office.  The individual shall serve for the unexpired term of his/her predecessor in office and shall accede to the office of President. 


3.	In the event of a vacancy in the office of the Vice President, Secretary, or Treasurer, the Board of Directors shall fill the vacancy by appointment. The individual so appointed shall serve the unexpired term of his/her predecessor in office.



d.	Duties of Officers



1.	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 and submit it to the membership in accordance with Article V, Section 3 of these bylaws, prepare an agenda for each meeting of the Board of Directors and submit it to the members of the board in accordance with Article IV, Section 6. d. of these bylaws, appoint standing and special committees subject to the approval of the Board of Directors, in accordance with Article VII, Section 1 of these bylaws, be an ex officio member of all committees except the Nomination and Election Committee, present to the Board of Directors and the membership an annual report of the Society; and perform other duties as shall be assigned from time to time by the Board of Directors.



2.	President-elect:  The Presidentelect shall become acting President and shall assume the duties of the President in event of the President's death, absence, resignation, or incapacity and shall perform such other duties as shall be assigned from time to time by the Board of Directors.



3.	Vice President:  The Vice President shall assume the office of the Presidentelect in the event of the Presidentelect's death, absence, resignation, or incapacity and shall serve for the unexpired term of his/her predecessor in office and shall accede to the office of President.  The Vice President will oversee the major designated seminars sponsored by the Society and shall perform such other duties as shall be assigned by the Board of Directors.



4.	Treasurer:  The Treasurer shall have charge of all funds and securities of the Society; endorsing checks, notes, or other orders for the payment of bills; disbursing of funds in accordance with the approved budget and/or as authorized by the Board of Directors; and depositing funds as the Board of Directors may designate.  The Treasurer shall see that full and accurate accounts of revenue and expense are kept; make a written quarterly financial report to the Board of Directors, and prepare a complete written yearly report to be presented at a quarterly meeting of the Board of Directors; and shall perform such duties as shall be assigned from time to time 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.



5.	Secretary:  The Secretary shall have charge of keeping the minutes of the Board of Directors and the annual business meetings and of submitting a copy of these minutes to the Executive Office of the AARC within ten (10) calendar days following their approval; executing the general correspondence; attesting the signature of the officers of the Society; affixing the corporate seal on documents so requiring; and performing all duties as shall be assigned from time to time by the President or the Board of Directors.



6.	Immediate Past President:  The Immediate Past President shall advise and consult with the President and shall perform such duties as assigned from time to time by the President or Board of Directors.



SECTION 4.	DISTRICT DIRECTORS



a.	Two District Directors shall be elected as representatives from each of five (5) districts.



b.	The term of office for District Directors shall begin at the first board meeting after the beginning of the fiscal year and shall be two (2) years in length.



c.	Any vacancy that occurs shall be filled by appointment by the Board of Directors.  The appointed individual shall serve until an election is held by that district.



d. 	A District Director may be removed by the membership of his/her district upon the written request of at least ten percent (10%) of the voting members of that district filed with the Board of Directors whereupon, a vote of the membership with respect to the proposed termination shall be conducted in the manner set forth in Article XII of these bylaws.  The removal of said District Director shall be by a majority of the votes cast.  Written notice shall be given to the District Director that the office has been declared vacant.



SECTION 5.	SOCIETY DELEGATES TO THE AARC HOUSE OF DELEGATES



a.	The Delegates shall represent the Society to the AARC House of Delegates in compliance with the rules and regulations of that body.



b.	Delegates shall serve for four (4) years.  Delegates shall be elected every two (2) years with terms overlapping by two (2) years.



c.	In the event of a vacancy in the position of Delegate, an election by active members of the VSRC will take place to replace that person.  Until the election is held, a substitute appointed by the Board of Directors may be sent to the HOD meetings. An appointed substitute may attend the House meetings but cannot hold the office of Delegate nor serve on HOD committees.



d.	Duties of the Delegates shall be consistent with those identified in the AARC Bylaws and in the standing rules of the Society.  



SECTION 6.	MEETINGS AND QUORUM



a.	The Board of Directors shall hold no less than four (4) meetings during each fiscal year.



b.	Special meetings of the Board of Directors may be called by the President at such times as the business of the Society shall require; they may be called by the President upon written request filed with the President by at least ten (10) members of the Board of Directors.



c.	At least ten (10) members of the Board of Directors shall constitute a quorum at any meeting of the Board of Directors. Unless otherwise provided by law, the Articles of Incorporation or these bylaws, the vote of a majority of the Board of Directors present at any meeting at which a quorum is present shall be an act of the Board of Directors.



d.	Written or printed nNotice stating the date, time, and place of the meetings of the Board of Directors and an agenda of the meeting shall be delivered to each member of the Board not less than ten (10) seven (7) nor more than ninety (90) calendar days before the date of the meeting.



SECTION 7.	MULTIPLE OFFICES



a.	Members of the Board of Directors shall not hold multiple positions on the Board.



b.	The current and elected Society President, or Presidentelect, Vice President, Secretary, and Treasurer, Delegates and District Directors shall not be a current member of the AARC Board of Directors.





ARTICLE V  ANNUAL BUSINESS MEETING





SECTION 1.	DATE AND PLACE



The Society shall hold an annual business meeting each fiscal year.



SECTION 2.	PURPOSE



The annual business meeting shall be for the purpose of presenting the President's annual report, committee reports, and conducting additional business as necessary.



SECTION 3.	NOTIFICATION



Written nNotice of the time and place of the annual business meeting shall be sent to all members of the Society at least fifteen (15) days prior to such meeting.



SECTION 4.  VOTING



Each member in good standing shall be entitled to one (1) vote on each matter submitted for a vote of the members.  A member may not vote by proxy.  A majority of the votes cast shall decide issues.



SECTION 5.	MEMBER QUORUM



Those voting members present at the annual business meeting shall constitute a quorum.


ARTICLE VI  MEDICAL ADVISOR





SECTION 1.	QUALIFICATIONS



The Medical Advisor(s) shall be a physician duly licensed by the Virginia State Board of Medicine.  The Medical Advisor(s) appointment(s) must be ratified by the Board of Directors.



SECTION 2.	TERM



The term of office shall be for one (1) year.  The office of Medical Advisor may be terminated at any time by a twothirds (2/3) vote of the active membership or by a majority vote of the Board of Directors.



SECTION 3.	DUTIES



a. The Society Medical Advisor(s) shall serve as consultant(s) to the Society on matters of medical policy.



b. The Society Medical Advisor(s) shall attend all meetings of the Board of Directors and shall have the privilege of voice but not of vote.





ARTICLE VII  COMMITTEES





SECTION 1. STANDING COMMITTEES



a.	The standing committees of the Society shall be:

1. Audit 

2. Bylaws

3. Education

4. Executive

5. Judicial

6. Legislative

7. Strategic Planning

8. Membership

9. Nomination and Election

10. Program

11. Public and Professional Relations

12. Media Publications



b. The chairperson, and members of all standing committees, shall be appointed by the President, subject to approval of the Board of Directors.




SECTION 2.	DUTIES OF THE COMMITTEES



a.	The Audit Committee shall be responsible for monitoring financial affairs of the Society.  No member of the Executive Committee serving on this committee will be a voting member.



b.	The Bylaws Committee shall be responsible for reviewing and processing amendments to the bylaws and standing rules.



c.	The Education Committee shall be responsible for all educational activities except those which fall under the auspices of the Program Committee. monitoring respiratory therapy education program standards (e.g. CoARC) and practices, and providing an assessment of  their potential impact on the practice of respiratory therapy.  This committee shall serve as liaison between students enrolled in respiratory therapy educational programs and the VSRC.



d. 	The Executive Committee of the Board of Directors shall consist of the President, Presidentelect, Vice President, Immediate Past President, Secretary, Treasurer, and Delegates.  They shall have the power to act for the Board of Directors between meetings of the Board of Directors.  This committee shall be responsible for developing an annual budget and submitting this budget for approval to the Board of Directors.  The President of the Society shall chair this committee.



e.	The Judicial Committee shall review complaints against any member charged with violation of the  Society's Articles of Incorporation, bylaws, standing rules, code of ethics, or other rules, regulations, policies, or procedures adopted or for any conduct deemed detrimental to the Society.  At the direction of the Board of Directors, the committee shall review complaints brought to their attention and report their recommendations to the Board of Directors.



f.	The Legislative Committee shall be responsible for monitoring legislative activity and assessing its potential impact on the practice of respiratory care.  Additionally, this committee shall be responsible for coordinating a Society response to legislative activity.



g.	The Strategic Planning Committee has the responsibility shall be responsible for evaluating, developing, and suggesting the priority of future goals and objectives of the Society. Additionally, this committee shall develop and recommend strategies to reach each of these goals and objectives.



h.	The Membership Committee shall promote Society membership, process applications, and maintain a current roster of all Society members.



i.	The Nomination and Election Committee - see Article VIII.



j.	The Program Committee shall be responsible for the organization, implementation, and evaluation of the major designated seminars sponsored by the Society.



k.	The Public and Professional Relations Committee shall be responsible for the activities of the Society in its relationship with the public, hospitals, and other organizations including printed publications.



l.	The Publications Committee shall be responsible for the presentation and distribution of the Society newsletter and other publications as directed by the Board of Directors.  The Media Committee shall be responsible for all activities related to the VSRC’s electronic presence, including management of the VSRC website and oversight of electronic advertising and social networking.



SECTION 3.  SPECIAL COMMITTEES AND REPRESENTATIVES



a. Special committees and/or representatives may be appointed by the President as required, subject to the approval of the Board of Directors.



b. Special committee members and/or representatives shall serve for a term of one (1) year or until the appointing President’s term expires.



c. Special committee members and/or representatives may serve consecutive terms with approval of the Board of Directors.





ARTICLE VIII	 - NOMINATIONS AND ELECTIONS





 SECTION 1.	RESPONSIBILITIES



The Nomination and Election Committee shall be responsible for the preparation of the slate of Board of Directors nominees, conducting elections, and validating and recording all election results.



SECTION 2.  NOMINATIONS



a. The Nomination and Election Committee shall annually place in nomination the name(s) of Active Members in good standing for the office of Presidentelect.



b. The Nomination and Election Committee shall biennially, for the ballot for even numbered years, place in nomination the names of Active Members in good standing for the offices of Secretary and Treasurer.



c. The Nomination and Election Committee shall biennially, for the ballot for odd numbered years, place in nomination the names of Active Members in good standing for the offices of Delegate and Vice President.



d. The chairperson of the Nomination and Election Committee shall report the slate of nominees to the Board of Directors at the third quarterly meeting of the Board of Directors each fiscal year.  



e. The Board of Directors shall approve the ballot prior to distribution to the membership.



f. Each District’s nominating committee, chaired by the senior District Director, will provide the Chairperson of the Nomination and Election Committee the name(s) of Active Members in good standing from their District to be placed in nomination for the office of District Director.



SECTION 3.  BALLOTS



At least fortyfive (45) calendar days prior to the fourth quarterly Board of Directors meeting of the fiscal year, ballots with the slate of nominees shall be made available to each Active Member in good standing.  Provisions shall be made on the ballot for writein votes for each position to be filled.  Ballots shall be returned to the Chairperson of the Nomination and Election Committee, and must be dated at least fifteen (15) calendar days prior to the fourth quarterly Board of Directors meeting of the fiscal year.  The deadline date shall be clearly indicated on the ballot.



SECTION 4.  VOTE



The election of all members of the Board of Directors shall be by a plurality of the votes cast.  A tie vote shall be decided by lot.



SECTION 5.  ELECTION



a.	The Nomination and Election Committee shall prepare, distribute, receive, and verify all ballots. They shall tally the votes no sooner than ten (10) days prior to the fourth quarterly Board of Directors meeting of the fiscal year.  The results of the election shall be announced at the fourth quarterly Board of Directors meeting of the fiscal year by the Nomination and Election Committee chairperson.



b.	The nominee(s) for District Director will only be voted for by the members of their District. All votes cast for District Director nominee(s) not in the member’s District will be considered invalid.





ARTICLE IX  PARLIAMENTARY AUTHORITY





SECTION 1.  PARLIAMENTARIAN



A Parliamentarian will be appointed by the President subject to the approval of the Board of Directors.  The individual shall meet qualifications and perform such duties and comply with such procedures as are defined in the standing rules of the Society.



SECTION 2.  PARLIAMENTARY PROCEDURE



The rules contained in the current edition of Roberts' Rules of Order Revised shall govern whenever they are not in conflict with law, these bylaws or rules, regulations, policies or procedures adopted by the Society.


ARTICLE X  REQUIREMENT FOR NOTICE





Whenever any notice is required or permitted under these bylaws, such notice shall be in writing and shall be deemed to be delivered when hand delivered, published in a Society publication which has a general circulation to the entire membership or when sent to the individual, entity, or organization, as appropriate, at his/her or its address as it appears on the records of the Society.



ARTICLE XI  BYLAWS AMENDMENTS



These bylaws may be amended by following these steps:



1)	Affiliate member, Bylaws Committee or Board of Directors suggests change to the bylaws.

2)	Affiliate Bylaws Committee develops wording (with intent statement).

3)	Affiliate Bylaws Committee submits a preliminary copy of proposed changes and intent statement to Affiliate Board of Directors for majority approval, rejection or amendment. 

4)	Affiliate submits approved proposed amendment, current wording and intent statement to the AARC Bylaws Committee for review and recommendation to the AARC Board of Directors.

5)	AARC Bylaws Committee either recommends that the AARC Board of Directors approve the proposed changes or sends them back to the affiliate with recommendations.

6)	VSRC is notified of the AARC Board of Directors action. both orally and in writing.

7)	When the AARC Board of Directors approves the proposed changes in the affiliate bylaws, the VSRC Bylaws Committee or Nominations and Election Committee prepares a ballot with the proposed changes, the original version and the intent statement.

8)	Ballots are made available to eligible members. If two thirds (2/3) of the valid returned ballots support the change, then it will be adopted within the bylaws.  Ballots will be made available for a minimum of forty five (45) days prior to counting of the vote.



ARTICLE XII  VOTE OF MEMBERSHIP



When required by these bylaws or whenever in the judgment of the Board of Directors it is necessary to present any business to the membership prior to the next annual business meeting, the Board of Directors may, unless otherwise required by these bylaws, instruct the Nomination and Election Committee to conduct a vote of the membership. Unless otherwise required by law or provided in these bylaws, the approval of the proposed action shall require the affirmative vote of a majority of the valid votes received within thirty (30) calendar days after the date of such submission to the membership. The result of the vote shall dictate the action of the Society.



ARTICLE XIII - CODE OF ETHICS



If the conduct of any member shall appear to be in violation of the Articles of Incorporation, bylaws, standing rules, code of ethics, or other regulations, policies or procedures adopted by the Association or the Society, or shall appear to be prejudicial to the interests of the Association or the Society, such member may be reprimanded, suspended, expelled, or have their membership status reclassified by the Association.


VIRGINIA SOCIETY FOR RESPIRATORY CARE, INC.



BYLAWS
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Lynda T Goodfellow

From: Kris Kuykendall <Kuykendall@AARC.ORG>
Sent: Tuesday, May 01, 2012 5:33 PM

To: Lynda T Goodfellow; JOHN.HISER@tccd.edu
Cc: Bill Dubbs

Subject: Recent AARC Board Action

Attachments: oledata.mso

AMERICAN ASSOCIATION FOR RESPIRATORY CARE
9425 N. MacArthur Blvd, Suite 100, Irving, TX 75063-4706
(972) 243-2272, Fax (972) 484-2720
hitp://www.aarc.org, E-mail: info@aarc.org

May 1, 2012

Lynda Goodfellow, EdD, RRT, FAARC
John Hiser, MEd, RRT, FAARC

RE: Board Action from the April 20-21, 2012
Meeting of the AARC Board of Directors

Dear Lynda and John:

At the recent Board of Directors meeting. the following action was taken pertaining to the Ad Hoc Committee
on 2015 & Beyond:

Ad Hoc Committee on 2015 & Beyond

Recommendation 12-1-32.1 “That the AARC BOD accept the direction for the future of health care as
recommended by the publication ‘Creating a Vision for Respiratory Care in 2015 and Beyond’ by Robert M
Kacmarek PhD RRT FAARC, Charles G Durbin MD FAARC, Thomas A Barnes EdD RRT FAARC, Woody V
Kageler MD MBA. John R Walton MBA RRT FAARC, and Edward H O*Neil PhD Published -Respir Care
2009:54(3):375-389. © 2009 Daedalus Enterprises™ Was carried

Executive Office

Recommendation 12-1-1.1 “That the AARC Board of Directors directs the Management Section Chair to
initiate a project to encourage respiratory care managers to look for, and seize, opportunities described in the
manuscript entitled ‘Creating a Vision for Respiratory Care in 2015 and Beyond’ Kacmarek. Durbin, Barnes.
Kageler, Walton, O’Neil RESPIRATORY CARE 2009: 54(3):375-389.” Was carried

FM 12-1-1.4 Tim Myers moved that the AARC Executive Office develop a website dedicated to findings,
processes, outcomes and decisions surrounding the AARC’s 2015 and Beyond Conference and Project. Was
carried





If you have questions, comments or require further information please contact me.

Sincerely,

oLty [ Do

Linda Van Scoder, EdD, RRT, FAARC
Secretary

Krls Kuy Rendall

Executive Assistant to CEO and COO
AARC

9425 N MacArthur Blvd

Irving, TX 75063

972-243-2272 main

972-484-2720 fax

972-406-4682 direct






CoARC Update

CoARC;“:

Commission on Accreditation for Respiratory Care

CoARC Update

AARC BOD/HOD
7112

Tom Smalling, PhD, RRT, RPFT, RPSGT, FAARC
Executive Director

T

/ - =
NUMBER OF PROGRAMS AS OF 7/12
100-level 200-level | Sleep add-on
Accredited 5 381 7
Provisional
Accreditation Na = A
Approval
of Intent i . 2
LElE 2— applications in progress 0
of Intent P g

There are also a total of 20 Satellite campuses and 1
international satellite (Riyadh, SA).

452 total: 395 programs offer the Associate’s degree; 55 offer
the Baccalaureate degree; 2 offer the Master’s degree

Www.coarc.com

COARC 2|
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= Annual Reporting Tool Update

* CoARC completed its validation and review of the 2011
Annual Report of Current Status (RCS).

e July 1, 2012 is the due date for the 2012 RCS submission
and will focus on data from 2009, 2010, and 2011 for
comparison to the established outcomes thresholds.

* CoARC published on its website the 2011 Report on
Accreditation in Respiratory Care Education that provides (a)
descriptive statistics of COARC Programs as of 12/31/11; (b)
accreditation actions taken in 2011; and (c) aggregate
statistics of graduate, enrollment, and outcomes data.

—
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Www.coarc.com
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CoARC Update

”’/Dpdate on CHEKEeT:égnition

° On 2/1/12, CoARC submitted its recognition application to
the Council for Higher Education Accreditation (CHEA).

® An observation visit was conducted by CHEA at CoARC's
March Board meeting to evaluate how CoARC's practices
align with CHEA Recognition Standards.

® The CHEA Board of Directors held a public hearing in
Washington D.C. on June 11-12 prior to making the final
determination of recognition status this September.

—

WWW.COArc.com CoARC 2|
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"~ Ad-Hoc Committee Update

¢ Ad-Hoc Committee on Master’s Degree Accreditation
established in March 2011 to provide recommendations to the
CoARC Board on matters related to the accreditation of
master degree programs, including:

« Assisting in the development of accreditation standards for
Master’s degree programs;

 Investigating methods to promote the accreditation process for
Master’s degree programs;

« Review current models that provide graduate-level accreditation
services at the first-professional and post-professional levels.

— |
WWW.COarc.com CoARC =

~ Ad-Hoc Committee Update

Ad-Hoc Committee on Master’s Degree Accreditation

+ David Shelledy, PhD, RRT ~ ° Will Beachey, PhD, RRT
(Chair) (University of Mary/St. Alexius

« Joe Coyle, MD (COARC) LMe‘zcaécegftel? =
: = * Lynda Goodfellow, :
* Monica schibig, MA, RRI (Georgia State University)

CoARC
= f(athy R;e EdD. RRT * Georgianna Sergakis, PhD, RRT
(CoARC) (Ohio State University)

 Lisa Johnson, MS, RRT
(Stony Brook University)

¢ Jonathan Waugh, PhD, RRT
(University of Alabama)

WWW.COArc.com CoARC 2|

¢ Kevin O'Neil, MD (CoARC)

July 2012 AARC Summer meeting






CoARC Update

~ Ad-Hoc Committee Update

Ad-Hoc Committee on Master’s Degree Accreditation

» Discussed the current status of graduate RC programs and
the progress of developing Master’s programs.

» Discussed ways in which curricula and competencies could be
developed for an Advanced Practice Respiratory Therapist.

» Discussed adding any revisions to current Standards (e.g.,
personnel qualifications, program goals, and curriculum)
versus developing a completely separate Standards
document.

—

WWW.COArc.com CoARC 2|

CoARC Statement on Accreditation and its
Impact on the Respiratory Care Workforce

® The recent economic downturn has raised concerns by
some in our community that too many new programs have
opened in recent years, thereby producing an
overabundance of new graduates in a number of local and
regional settings.

® The CoARC Board has responded to these concerns by
posting a communication on its website that addresses the
issue.

— |
WWW.COarc.com CoARC =
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CoARC Statement on Accreditation and its
Impact on the Respiratory Care Workforce

® CoARC accepts all applications for accreditation that fall
within its defined scope and meet all accreditation policies.

° In an effort to address the dynamic nature of the job market
on local and regional demands for new graduates, CoARC
has introduced a number of policy changes over the past
several years.

® The published statement includes a detailed description of
these policy changes.

—
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CoARC Update

Outcomes Reporting Update

® As of January 2012, the following data is now reported
on CoARC's web site (www.coarc.com/47.html) as an aggregate
for the three most recent calendar years (2008-10):

* 3-year time period being reported;

* CRT credentialing success;

* RRT credentialing success;

® Attrition;

¢ Job placement;

* Total number of program enrollees during that period,;
* Total number of program graduates during that period.

—
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Changes to Accreditation Policies
(effective March 24, 2012)

e Letter of Review status replaced with Provisional
Accreditation and requires a site visit prior to conferral;

¢ Programs with Provisional Accreditation status limited to no
more than two (2) cohorts per calendar year;

* Programs are not eligible for more than one (1) approved
international satellite;

¢ Only programs with a status of Initial or Continuing
Accreditation without any pending Progress Reports or on
Administrative Probation are eligible to request an increase
in their annual enroliment. =aee
WWW.COarc.com CoARC :":
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Changes to Accreditation Policies
(effective March 24, 2012)

* Sponsoring institutions must complete a teach-out plan
when a program is placed on probation, requests inactive
status, voluntarily or involuntarily withdraws;

* The procedures for initiation and continuation of
accreditation (Policies, Section 2.0) were clarified and
revised to align with the changes to the overall
accreditation process.

WWW.COArc.com CoARC 2|
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CoARC Update

= —

Changes to Accreditation Policies
(effective March 24, 2012)

¢ Policy Section 6.011 (Key Personnel) was streamlined. Key
Personnel absence or vacancies must be filled within sixty
(60) days following the effective date of the absence or
vacancy.

« Accredited programs may use either temporary or permanent
personnel to fill the absence or vacancy.

* Afull-time appointment is recommended but no longer
required for temporary personnel.

—
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Changes to Accreditation Policies
(effective March 24, 2012)

* Policy 12.02 states that OJTs and graduates of 1-year
programs that enroll in an RT program are considered
degree completion candidates. These students will be
counted as first-professional degree students and will be
counted towards the maximum allowable enroliment for
COoARC reporting purposes;

* Policy 12.04 now requires that CRT to RRT students be
classified as Advanced Placement (AP) in the CoARC
Annual Report of Current Status.

— |
WWW.COarc.com CoARC =

Standards Revision Process Begins

* The CoARC Accreditation Standards for the Respiratory
Care Profession will be reviewed and revised beginning in
2012.

¢ This will allow streamlining of the current Standards as well
as careful and thoughtful deliberation regarding associate
and baccalaureate degree education requirements.

© This process will include input from all of our constituents.

¢ Anticipate final draft approval in fall 2013.

—
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CoARC Update

Standards Revision Process Begins

* Between March and July 2012:

e The CoARC Accreditation Policies/Standards/Bylaws
Committee is conducting an internal review of the
Standards for compliance with current Council for
Higher Education Accreditation (CHEA) criteria for
recognition;

* Began development of first draft of revised Standards;

* Preparing first draft Standards for review and
subsequent publishing for comments.

—

WWW.COarc.com CoARC 2|

Standards Revision Timeline

* Following July 2012 CoARC Board meeting:

(subject to change)

 Blast email programs as well as announce on the
CoARC web site and in other publications, the first draft
of the revised Standards.

« Disseminate a call for comment (with September 1,
2012 deadline for comment) to all communities of
interest and outline the procedure for those wishing to
provide input to the CoARC. Comments will be also be
received via feedback from web-based surveys and will
be used as a guide to develop a second draft.

— |
WWW.COarc.com CoARC =

Standards Revision Timeline

¢ Following November 2012 CoARC Board meeting:
(subject to change)

« Blast email programs as well as announce on the
CoARC web site and in other publications, subsequent
drafts of the revised Standards.

« Disseminate a call for comment to all communities of
interest who wish to provide input to the CoARC.
Comments will be also be received via feedback from
web-based surveys and will be used as a guide to
develop the final draft.

o ——
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CoARC Update

Revisions to Interpretive Guidelines

* Minor revision to Standard 3.08 regarding RCS date;

» Standard 3.13 revised to align with revised outcomes
thresholds definitions (attrition, jp, survey satisfaction);

» Standards 4.01,4.02,4.04,4.06 (curriculum) revised to
include references to the sleep specialist curriculum;

» Standard 5.03 revised to include reference to specific link
for outcomes reporting as well as additional outcomes
data to be reported in future RCS submissions.

—

WWW.COArc.com CoARC 2|

Revisions to Interpretive Guidelines

Major revision to Standard 3.11 IG:
The intent of this standard is to ensure consistency in the clinical
evaluation of the students. The program must demonstrate that
clinical evaluators are provided with training (e.g. training manual,
training workshop, and online training sessions for evaluators).

This process must include a comparison of student evaluations
completed by clinical instructors in order to identify variability
among evaluators. Statistical analysis can be used but is not
required. When variability is identified, the program must have a
plan of action which includes remediation, timeline, and follow-up.
The results of this process must be reviewed by the Director of
Clinical Education or Program Director at least annually.

— |
WWW.COarc.com CoARC =

Revisions to 2012 Outcomes Definitions

Attrition Definition Clarified:

¢ Students who leave the program before the fifteenth calendar day
from the beginning of the term with fundamental respiratory care
core coursework with a full tuition refund, and those students
transferring to satellites are not included in program attrition.

Definitions for Academic and Non-Academic attrition established:
Academic - Due to failure to meet grades or other programmatic
competencies (e.g. ethics, professionalism, behavioral) or another
violation of an academic policy that results in a student’s expulsion from
the program.

Non-Academic - due to financial hardship, medical, family, deployment,
changing course of study, relocation, or reasons other than those
defined in Academic.

—
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CoARC Update

Revisions to 2012 Outcomes Definitions

Positive (Job) Placement Definition Clarified:

 "Positive Placement” defined as a graduate who within
twelve (12) months after graduation is:

a) Employed utilizing skills as defined by the scope
of practice within the respiratory care profession.
(i.e. full- or part-time, or per diem), or

b) enrolled full- or part-time in another degree program,
or

c) serving in the military.

—

WWW.COArc.com COARC Z

Revisions to 2012 Outcomes Definitions

Graduate and Employer Survey Data Collection:

* Graduate and employer satisfaction surveys shall be
administered six (6) to twelve (12) months after graduation.

— |
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CoARC Events at the 2012 Summer Forum

© Meet the Commission (Thursday afternoon)
* CoARC Reception (Friday afternoon)

* CoARC Symposium: Taking a Program From Good to Great!

« Engaging Graduates & Employers in Program Evaluation
-Stephen Mikles, EdS, RRT, FAARC

« Re-engaging your Advisory Committee- from improving participation
to understanding their role in the accreditation process
- Gary White, Med, RRT, RPFT

* Re-engaging your Medical Director- from improving physician
involvement to understanding his/her role in the accreditation process
- David Bowton, MD, FCCP, FCCM

« Models of Successful Inter-rater Reliability Programs
- Kathy Rye, EdD, RRT, FAARC

WWW.COArc.com CoARC 2|
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CoARC Update

—
Dr. H. Fred Helmholz, MD
Education Lecture Series

=15t Annual

Excellence in Respiratory Care Education:
Creating an Exemplary RC Program

Presenter:

William Galvin, MSEd, RRT, CPFT, AE-C, FAARC
Program Director, Gwynedd Mercy College,
Gwynedd Valley, PA

—
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The NBRC Electronic Eligibility Database (EED): What is It and How do |
Use It?

« Tuesday, April 10, 2012 1:30 PM - 2:30 PM CDT

« Lori Tinkler, MBA, Chief Operating Officer and Associate Executive Director at NBRC

Your NBRC CRT and WRRT School Score Reports: What are They For
and How do | Interpret Them?
* Friday, April 27,2012 1:00 PM - 2:15 PM CDT

« Brad Leidich, MSEd, RRT, FAARC, CoARC At-Large Commissioner
Director, Respiratory Therapist Program, Harrisburg Area CC, Harrisburg, PA

CoARC's 2012 Annual Report of Current Status (RCS) — Overview and
Updates

« Friday May 18" and Wednesday; June 6, 2012 1:00 PM - 2:15 PM CDT

« Tom Smalling and Jana Anderson — CoARC/Liaison International Staff

—
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Future CoARC Board Meetings

July 12-14, 2012
Santa Fe, NM

November 1-3, 2012
Bedford, TX

March 21-23, 2013
Bedford, TX

WWW.COArc.com CoARC 2|
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Special Article

Competencies Needed by Graduate Respiratory Therapists
in 2015 and Beyond

Thomas A Barnes EAD RRT FAARC, David D Gale PhD,
Robert M Kacmarek PhD RRT FAARC, and Woody V Kageler MD MBA

Introduction
Methods
Results
Discussion
How Healthcare Executive Decisions Impact the Workforce
Graduate Respiratory Therapist Competencies Needed in 2015
The Need for Delivery of Respiratory Therapy Via Protocol
Respiratory Care Delivered to Critically Ill Patients by Respiratory
Therapists
Credentialing of Respiratory Therapists to Certify Competency
Respiratory Therapy Accreditation to Assure Graduate Respiratory
Therapist Competency
The Transition From Graduate Therapist to Specialty Practice
Summary

The American Association for Respiratory Care has established a task force to identify potential
new roles and responsibilities of respiratory therapists (RTs) in 2015 and beyond. The first task
force conference confirmed that the healthcare system in the United States is on the verge of
dramatic change, driven by the need to decrease costs and improve quality. Use of evidence-based
protocols that follow a nationally accepted standard of practice, and application of biomedical
innovation continue to be important competency areas for RTs. The goal of the second task force
conference was to identify specific competencies needed to assure safe and effective execution of RT
roles and responsibilities in the future. The education needed by the workforce to assume the new
responsibilities emerging as the healthcare system changes starts with a close look at the compe-
tencies that will be needed by graduate RTs upon entry into practice. Future specialty practice
areas for experienced RTs are identified without defining specific competencies. We present the
findings of the task force on the competencies needed by graduate RTs upon entry into practice in
2015. Key words: respiratory care; respiratory therapist; manpower; education; training; competency;
licensure; credentialing; accreditation; credentials; specialty; protocols. [Respir Care 2010;55(5):601-
616. © 2010 Daedalus Enterprises]

Thomas A Barnes EDD RRT FAARC is affiliated with the Bouvé College
of Health Sciences, Northeastern University, Boston, Massachusetts.
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COMPETENCIES NEEDED BY GRADUATE RESPIRATORY THERAPISTS IN 2015 AND BEYOND

Introduction

The American Association for Respiratory Care
(AARC), the professional organization for respiratory ther-
apists (RTs), is sponsoring a project to help ensure the
competency and future of the respiratory therapy work-
force. The 2015 and Beyond project has brought together
stakeholders representing employers, insurers, professional
organizations, foundations, state and federal government
agencies, patients and consumers, the education commu-
nity, accrediting and credentialing agencies, and state li-
censure boards. This process is examining how the pro-
fession needs to change to meet the demands of patient
care in the future. The 2015 conferences have assumed the
difficult task of identifying changes needed to enable the
current education system to produce RTs with the skills,
knowledge, and competencies necessary to provide opti-
mal care in 2015 and beyond. To achieve these goals, 3
conferences were developed. The first conference, Creat-
ing a Vision for Respiratory Care in 2015 and Beyond,
held in March 2008, created a foundation for the following
2 conferences by projecting how the changing healthcare
delivery system will need to respond to patient needs within
the context of diagnosis, treatment, and management of
patients with acute and chronic respiratory disorders.

The first conference' reported that healthcare in general
is expected to undergo marked changes as the country
adjusts to its increasing population, large numbers of Baby
Boomers turn 65 years old,> and attempts are made to

Table 1.  Conference Program Presentations

improve quality while decreasing the overall cost of health-
care. It is expected that there will be increased emphasis
on managing chronic care, wellness, and prevention.? An
increasing proportion of care in the future will be deliv-
ered in lower-cost environments.* The introduction of tech-
nology will provide greater access to knowledge and en-
able the public to make more informed choices about their
healthcare.

Maintaining a sufficient number of highly skilled health-
care workers will become an increasing challenge. Clinical
demands will increase the need for highly skilled practi-
tioners faster than the workforce can expand.® The aging
of the current workforce will compound this problem. A
shortage of respiratory therapy faculty may limit the num-
bers of students that can enter college and university pro-
grams.®

The information age of the future will be replete with
changes in the scope of practice. The science of respiratory
care will continue to expand at the same pace as medicine.
Projections regarding the profession must incorporate
new technology, new therapeutic approaches, and data-
management skills, which the future RT will need to be
successful in the workplace. Clinical decisions will be
increasingly data driven; with evidence-based medicine
guiding the activities of the therapist.” The need for ther-
apists to be actively involved in research will continue to
grow. The use of protocols to guide respiratory care within
and outside the intensive care unit (ICU) will continue to
expand.' Respiratory care technology will expand, and ven-

Topic

Speaker(s)

Welcome and Introductory Remarks
Outcomes of the First Conference

Sam P Giordano MBA RRT FAARC, American Association for Respiratory Care
Robert M Kacmarek PhD RRT FAARC, Massachusetts General Hospital, Boston,

Massachusetts
John R Walton MBA RRT FAARC, Resurrection Health Center, Chicago, Illinois

Educating the Future Respiratory Therapist Workforce:
Identifying the Options, Planning Assumptions, and
Questions to Be Answered

Review of Competencies and Supporting Roles Defined in
the First Conference

Delivery of Respiratory Therapy Via Protocol

Delivery of Respiratory Therapy to Critically Il Patients

Thomas A Barnes EdD RRT FAARC, Northeastern University, Boston,
Massachusetts

Woody V Kageler MD MBA, Tarrant County College, Hurst, Texas

Thomas A Barnes EdD RRT FAARC, Northeastern University, Boston,
Massachusetts

Lynda T Goodfellow EdD RRT FAARC, Georgia State University, Atlanta, Georgia

Robert M Kacmarek PhD RRT FAARC, Massachusetts General Hospital, Boston,

Massachusetts

Delivery of Respiratory Therapy to Chronically Ill Patients

A View From the Top: How Healthcare Executive
Decisions Impact Workforce Mix

Historical and Present-Day Trends in Health Science
Accreditation

Current and Future Accreditation of Respiratory Therapists

Current and Future Credentialing of Respiratory Therapists
Current and Future Licensing of Respiratory Therapists
Taxonomy of Entry and Advanced Level Competencies

David L Vines MSHS RRT FAARC, Rush University, Chicago, Illinois
Lynn LeBouef BSRC RRT, Tomball Regional Medical Center, Tomball, Texas

David D Gale PhD, Eastern Kentucky University, Richmond, Kentucky

Shelley C Mishoe PhD RRT FAARC, Committee on Accreditation of Respiratory
Care

Sherry L Barnhart RRT-NPS FAARC, National Board for Respiratory Care

Christopher H Logsdon MBA RRT, Ohio Board for Respiratory Care

Robert L Williams PhD, University of Georgia, Athens, Georgia
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tilators will become more sophisticated and incorporate
more closed-loop control modes of ventilation. Enhanced
monitoring techniques will be incorporated into the basic
operation of the mechanical ventilator.! An explosion of
drugs delivered via aerosol and aerosol devices are on the
verge of clinical availability.! Drugs affecting many organ
systems as well as gene-replacement therapy will be de-
livered via aerosol.® Simpler and more efficient extracor-
poreal gas-exchange devices will continue to be devel-
oped. Care teams will become the standard for providing
care in the hospital. These teams may frequently be led by
therapists. Therapists will become increasingly involved in
patient and staff education, disease management, and the
provision of respiratory care in the home.

The second AARC conference, Educating the Future
Respiratory Therapist Workforce: Identifying the Options,
was similar in format to the first conference.! The goal of
the second conference was to identify and reach a general
agreement on the competencies required to fulfill the scope
of practice described in the first conference for graduate
RTs and the RT workforce. Graduate RTs are defined as
those who begin practice immediately after completion of
an accredited education program. The RT workforce is
defined as practitioners with varying amounts of work
experience and number of credentials. The assumption,
taken by the second conference attendees, is that the work-
force must be at least as competent as the new graduate RT
in 2015. The third conference will be held in 2010. The
goal of this conference will be to agree on a plan that
ensures by 2015 the RT workforce and graduates of RT
education programs have developed the competencies iden-
tified by the second conference.

Methods

The genesis, planning, and goals for the 3 AARC con-
ferences on the future of respiratory care have previously
been described.! The second conference, held in Dallas,
Texas, on April 6-8, 2009, started with presentations (Ta-
ble 1) designed to facilitate discussion from 42 stakeholder
representatives in attendance (Appendix 1). Appendix 2
lists the stakeholders who were invited to participate in the
conference by the Task Force on the Future of Respiratory
Care (Appendix 3). The conference started with presenta-
tions about respiratory care practice, education, certifica-
tion, licensure, and professional roles for the RTs in the
future. Following the last presentation, 6 small groups,
guided by a facilitator, identified graduate therapist and
specialty competencies needed in 2015. The goal of the
small groups was to identify the competencies needed by
new graduate RTs in 2015 and to identify the minimum
competencies required of experienced RTs. Each partici-
pant in the 6 small groups wrote, without speaking, on
5 X 8-inch index cards the competencies they thought
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Table 2.  Competency Area I: Diagnostics*
Descriptor Definition
A. Pulmonary 1. Perform basic spirometry, including
Function adequate coaching, recognition of
Technology improperly performed maneuvers, corrective
actions, and interpretation of test results.
2. Compare and evaluate indications and
contraindications for advanced pulmonary
function tests (plethysmography, diffusion
capacity, esophageal pressure, metabolic
testing, and diaphragm stimulation) and be
able to recognize normal/abnormal results.
B. Sleep 1. Compare and evaluate the indications and
contraindications for sleep studies.
2. Understand results in relation to types of
respiratory sleep disorders.
C. Invasive 1. Explain the indications and
Diagnostic contraindications, and general hazards and
Procedures complications of bronchoscopy.

2. Describe the bronchoscopy procedure and
describe the respiratory therapist’s role in
assisting the physician.

3. Monitor and evaluate the patient’s clinical
condition with pulse oximetry,
electrocardiogram, exhaled gas analysis, and
other related diagnostic devices.

4. Perform arterial puncture and sampling and
blood analysis.

* Upon entry into the workforce, a graduate respiratory therapist must possess all of these
competencies.

were needed by graduates in 2015. The competency cards
were then discussed, one at a time, and placed on a white
sticky board. Similar items were grouped together and
discussed until a consensus was reached on competencies
that were needed by graduate RTs in 2015. The same
consensus strategy was used in the small group meetings
to identify specialty practice areas. Complete transcription
of the competency statements generated in each small group
were prepared overnight and distributed to the entire group
on the last morning of the conference. In the plenary ses-
sion, the composite of 6 small group clusters of compe-
tencies was presented on a large white board, discussed
and refined until general agreement was reached. Next,
small groups provided competency definitions in each ma-
jor area. An edited version of the competencies developed
during the conference was distributed to all conference
participants. The conference attendees were asked to com-
plete a Web-based survey designed to register their ap-
proval or disapproval with 73 competencies needed by
graduate therapists and the RT workforce in 2015. The
survey used a 5-category Likert design (5 = strongly agree,
4 = agree, 3 = undecided, 2 = disagree, 1 = strongly
disagree) to determine the extent of approval with the
competency definitions. Point values for each Likert cat-
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Table 3. Competency Area II: Disease Management*

Descriptor

Definition

A. Chronic Disease Management

1. Understand the etiology, anatomy, pathophysiology, diagnosis, and treatment of cardiopulmonary diseases

(eg, asthma, chronic obstructive pulmonary disease) and comorbidities.

w N

Communicate and educate to empower and engage patients.
Develop, administer, and re-evaluate the care plan:

a. Establish specific desired goals and objectives.

b. Evaluate the patient.

c. Apply a working knowledge of the pharmacology of all organ systems.

d. Provide psychosocial, emotional, physical, and spiritual care.

e. Education on nutrition, exercise, wellness.

f. Environmental assessment and modification.

g. Monitoring and follow-up evaluation.

h. Development of action plans.

i. Apply evidence-based medicine, protocols, and clinical practice guidelines.
j- Monitor adherence through patient collaboration and empowerment, including proper and effective
device and medication utilization.

k. Implement and integrate appropriate patient-education materials and tools.

1. Utilize appropriate diagnostic and monitoring tools.

m. Document and monitor outcomes (economic, quality, safety, patient satisfaction).

n. Communicate, collaborate, and coordinate with physicians, nurses, and other clinicians.
0. Assess, implement, and enable patient resources support system (family, services, equipment,

personnel).

p. Ensure financial/economic support of plan/program and related documentation.

—_

B. Acute Disease Management

Develop, administer, evaluate, and modify respiratory care plans in the acute-care setting, using evidence-

based medicine, protocols, and clinical practice guidelines.
2. Incorporate the patient/therapist participation principles listed in chronic disease management (see IIA.).

* Upon entry into the workforce, a graduate respiratory therapist must possess all of these competencies.

egory were assigned only for data analysis purposes to
determine the median approval level, and were not shown
on the survey form. General agreement on competencies
was determined by > 80% of the survey respondents in-
dicating approval or strong approval of the item. The sur-
vey was available online to conference participants for
37 days. Three e-mail reminders were sent to improve the
response rate.

Results

Large and small group meetings at the conference de-
veloped definitions of competencies needed by graduate
therapists and the RT workforce in 2015 (Tables 2-11).
The results reported are for graduate competency, with the
understanding that the workforce must also have, at a min-
imum, the same knowledge, skills, and attributes. A Web-
based survey designed to record approval or disapproval
with the competency definitions was completed by 28 (76%)
of 37 eligible conference participants (5 AARC staff mem-
bers were excluded). An 80% or higher approval was used
to determine general agreement on 69 of the 73 compe-
tency definitions on the survey (Table 12). Limited agree-
ment was reached on 4 competency definitions that were
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Table 4.  Competency Area III: Evidence-Based Medicine and
Respiratory Care Protocols*

Descriptor Definition
A. Evidence-Based 1. Review and critique published research.
Medicine 2. Explain the meaning of general statistical

tests.

3. Apply evidence-based medicine to clinical
practice.

B. Respiratory Care 1. Explain the use of evidence-based medicine
Protocols in the development and application of

hospital-based respiratory care protocols.

2. Evaluate and treat patients in a variety of
settings, using the appropriate respiratory
care protocols.

* Upon entry into the workforce, a graduate respiratory therapist must possess all of these
competencies.

approved by only 61-72% of the survey respondents
(Table 13). The sense of the group was that, upon entry
into practice in 2015, a graduate RT and RTs already in the
workforce must possess 69 competencies in 7 major areas
(see Tables 2—-11):
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Table 5. Competency Area IV: Patient Assessment* Table 6. Competency Area V: Leadership*
Descriptor Definition Descriptor Definition

A. Patient 1. Complete the assessment through direct contact, . Team Member  Understand the role of being a contributing
Assessment chart review, and other means as appropriate, member of organizational teams as it relates to

B. Diagnostic

N

—

and share the information with healthcare team
members.
Obtain medical, surgical, and family history.

. Obtain social, behavioral, and occupational

history, and other historical information incident
to the purpose of the current complaint.

. Review and interpret pulmonary function studies

. Written and

Verbal
Communication

planning, collaborative decision making, and
other team functions.

. Healthcare Understand fundamental/basic organizational
Regulatory implications of regulatory requirements on the
Systems healthcare system.

Demonstrate effective written and verbal
communication with various members of the
healthcare team, patients, families, and others

Data (spirometry).
2. Review and interpret lung volumes and
diffusion studies.
. Review and interpret arterial blood gases,
electrolytes, complete blood cell count, and
related laboratory tests.

W

C. Physical
Examination

—

. Inspect the chest and extremities to detect
deformation, cyanosis, edema, clubbing, and
other anomalies.

2. Measure vital signs (blood pressure, heart rate,

respiratory rate).

3. Evaluate patient breathing effort, ventilatory

pattern, and use of accessory muscles.

4. Measure and document oxygen saturation with

oximetry under all appropriate conditions (with

or without oxygen at rest and during sleep,
ambulation, and exercise).

* Upon entry into the workforce, a graduate respiratory therapist must possess all of these
competencies.

 Diagnostics

* Disease management

* Evidence-based medicine and respiratory care protocols
* Patient assessment

e Leadership

* Emergency and critical care

e Therapeutics

Also identified in small group meetings at the confer-
ence were competencies in specialty areas of respiratory
care practice where board certification examinations exist
to document competency (Table 14). An attempt to reach
general agreement on specialty areas of respiratory care
practice needed in 2015 was not made.

Discussion

How Healthcare Executive Decisions Impact the
Workforce

Almost a “perfect storm” was the descriptor used by a
hospital chief executive at the second conference to de-
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(cultural competence and literacy).
D. Healthcare
Finance

Demonstrate basic knowledge of health-care and
financial reimbursement systems and the need
to reduce the cost of delivering respiratory
care.

E. Team Leader Understand the role of team leader: specifically,
how to lead groups in care planning, bedside
decision making, and collaboration with other
healthcare professionals.

* Upon entry into the workforce, a graduate respiratory therapist must possess all of these
competencies.

scribe the impact of the economy on healthcare deliv-
ery.”10 Many hospital administrators believe the health-
care financing system is broken. Medicare payments have
been declining since 2000. To survive economic difficul-
ties, hospitals are taking steps to increase productivity and
enhance quality by consolidating staff functions (Ta-
ble 15).° Due to the shortage of nurses, healthcare workers
are being asked to take a larger supportive role as adjuncts
to traditional nursing functions. Case management and dis-
ease management are examples where non-nursing staff,
including RTs, have begun to assume new responsibilities.
Understanding and implementation of evidenced-based
protocols and best practices are important competencies
for these expanded duties. Skills as patient educators and
a perspective on healthcare outside of technical areas are
needed to support these expanded responsibilities (see Ta-
ble 3). Strategies for reducing healthcare costs, such as
increasing productivity, consolidation of service lines, and
a greater emphasis on wellness are needed.

The respiratory care profession is in a better position
than most to assume new roles (eg, rapid response teams
throughout the United States have an RT as one of only 3
or 4 team members). Respiratory distress has been re-
ported to be the highest reason (36%) for rapid response
calls.'' Hospital administrators have observed that RTs
can make a difference on a rapid response team by im-
proving oxygenation and ventilation, thereby avoiding car-
diac arrest and adding intensive care cost to the system.!!
Hospital administrators need a therapist who can follow
the patient until discharge, provide patient education, de-
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Table 7. Competency Area VI: Emergency and Critical Care*

Descriptor

Definition

A. Emergency Care 1. Perform basic life support (BLS), advanced cardiovascular life support (ACLS), pediatric advanced life support (PALS),
and neonatal resuscitation program (NRP) according to American Heart Association (AHA) guidelines.

. Perform endotracheal intubation.

S I S I S ]

. Maintain current AHA certification in BLS and ACLS.

. Perform as a member of the rapid response team (medical emergency team).
. Participate in mass-casualty staffing to provide airway management, manual and mechanical ventilatory life support,

medical gas administration, aerosol delivery of bronchodilators and other agents in the resuscitation of respiratory and

cardiovascular failure.

6. Provide intra-hospital transport of critically and chronically ill patients, provide cardiopulmonary life support and airway

control during transport.

7. Apply knowledge of emergency pharmacology and demonstrate ability to recommend use of pharmacotherapy.
B. Critical Care 1. Apply to practice knowledge, understanding, and analysis of invasive and noninvasive mechanical ventilators.
2. Apply to practice all ventilation modes currently available on all invasive and noninvasive mechanical ventilators, as well

as all adjuncts to the operation of modes.

. Interpret ventilator data and hemodynamic monitoring data, and calibrate monitoring devices.
. Manage airway devices and sophisticated monitoring systems.
. Make treatment recommendations based on waveform graphics, pulmonary mechanics, and related imaging studies.

. Apply knowledge and understanding of circulatory gas exchange devices to respiratory therapy practice.

. Participate in collaborative care management based on evidence-based protocols.

3
4
5
6. Apply knowledge, understanding, and analysis of use of therapeutic medical gases in the treatment of critically ill patients.
7
8
9

. Deliver therapeutic interventions based on protocol.

10. Integrate the delivery of basic and/or advanced therapies in conjunction with or without the mechanical ventilator in the

care of critically ill patients.

11. Make recommendations and provide treatment to critically ill patients based on pathophysiology.

12. Recommend cardiovascular drugs based on knowledge and understanding of pharmacologic action.

13. Use electronic data systems in practice.

* Upon entry into the workforce, a graduate respiratory therapist must possess all of these competencies.

velop a care plan, manage each case individually, and
work with the physician to move the patient through the
system as quickly as possible. In an environment of cost-
containment, administrators will expect RTs to be com-
fortable with patient information, to know what to do with
it, to adapt to a rapidly changing environment, and be
willing to take on additional responsibilities. A competent
RT workforce in 2015 and beyond must focus on: improv-
ing quality and reducing costs through utilization of evi-
dence-based practice protocols and improving patient
movement across the continuum of care. The workforce
will soon be asked to assume new responsibilities, and RT
graduates will enter a profession with an expanded scope
of practice. The second AARC conference has identified
69 competencies that will be expected of the graduate RT
in 2015 and beyond (see Tables 2—-11).

Graduate Respiratory Therapist Competencies
Needed in 2015

The second conference worked with the limitation of
trying to achieve consensus among a large group of at-
tendees. The decision to use a “general agreement” ap-
proach was deemed reasonable if a high threshold was
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used (> 80% approval for each competency definition).
This strategy yielded 4 competency definitions (see Ta-
ble 13) that received only “limited agreement” (approval
by 61-72% of the attendees who completed the post-con-
ference online survey). We believe that these 4 compe-
tency definitions were either too broad (in the case of
ICS Invasive Procedures and IVB4 Diagnostic Data) or
fell into specialty practice areas (in the case of IA3 Car-
diopulmonary Exercise Studies and IB3 Evaluate Sleep
Study Results).

There was general agreement on the other 69 compe-
tencies needed by graduate RTs. The sense of the group
was that graduates in 2015 must be better prepared to enter
the workforce and provide basic and critical respiratory
care than graduates of today. Graduate therapists must be
able to fully operate ICU ventilators and discuss all com-
monly used modes of ventilation as well as their indica-
tions and limitations. They must be able to provide ven-
tilator care based on protocols. Graduate RTs must be
capable of operating and applying new approaches to pa-
tient monitoring that are currently being researched. They
must fully understand the tenets of evidence-based medi-
cine, including the ability to critically read and critique the
medical literature and discuss the meaning of statistical
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Table 8. Competency Area VII: Therapeutics*{

Descriptor Definition

A. Assessment Assess the need for therapies in all patient

of Need for settings (acute, non-acute):
Therapy 1. Medical gas therapy
2. Humidity therapy
3. Aerosol therapy
4. Hyperinflation therapy
5. Bronchial hygiene therapy
6. Airway management
7. Mechanical ventilation
B. Assessment 1. Review order or implement protocol.
Prior to 2. Review patient history, laboratory results,
Therapy imaging data.

3. Determine indications for therapy.

4. Interview and conduct physical examination of
patient.

. Determine appropriateness of order.

. Determine need for physician communication.

Select and assemble equipment.

. Apply and administer therapy.

. Educate and instruct patient.

C. Administration
of Therapy

B WD = W

. Recognize and rectify equipment malfunction
(troubleshooting).
. Maintain infection control.
D. Evaluation of
Therapy

Recognize complications and adverse affects.
Respond to complications.

. Recommend therapy modifications.

. Assess therapy effectiveness.

. Document therapy.

* Upon entry into the workforce, a graduate respiratory therapist must possess all of these
competencies.
T See Tables 9-11 for application of competencies to respiratory care practice.

analysis. Therapists must have a broad understanding of
pharmacology for all organ systems and a detailed knowl-
edge of drugs delivered via the respiratory system. A work-
ing knowledge of the clinical management of all forms of
cardiopulmonary disease is essential for all new graduates.
They must have a working proficiency of sleep medicine,
disease management, alternate-site respiratory care, and
home care. Therapists must continue to be able to admin-
ister and interpret the results of basic respiratory care tech-
niques, pulmonary function, radiographic, and laboratory
studies. The graduate RT in 2015 must be proficient as a
member of a care team and must understand leadership
characteristics as well as be proficient in patient and staff
education techniques and the provision of culturally sen-
sitive care, and be ready to assume a patient advocate role
when appropriate. The graduate therapist must be prepared
to actively participate in planning patient care, by provid-
ing direction and input into the decisions regarding the
provision of respiratory care in all care settings. Graduate
RTs must understand that their role is to be an expert on
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respiratory care and they must possess the ability to con-
sult on the provision of respiratory care. There was general
agreement (70% strongly agreed, 23% agreed) among the
conference participants that delivery of respiratory therapy
via protocol would become more widely adapted by the
RT workforce by 2015 (see Tables 4 and 12).

The Need for Delivery of Respiratory Therapy Via
Protocol

The delivery of respiratory care via protocol is directly
linked to evidence-based medicine and control of quality
and cost of healthcare delivery.! The second conference
took protocols a step further and identified the competen-
cies needed to deliver respiratory care via protocol. RTs of
2015 should be able to explain the use of evidence-based
medicine in the development and application of hospital-
based respiratory care protocols, and be able to evaluate
and treat patients in a variety of settings, using appropriate
respiratory care protocols (see Table 4). Delivery of respi-
ratory therapy via protocol has been defined by the AARC
Protocol Implementation Committee as “Initiation or
modification of a patient care plan following a predeter-
mined, structured set of physician orders, instructions or
interventions in which the therapist is allowed to initiate,
discontinue, refine, transition, or restart therapy as the pa-
tient’s medical condition dictates.”!? Protocols for deliv-
ery of respiratory therapy were first described by Tietsort
in 1981, as a new therapy delivery system.!3 Nearly 3
decades later, the use of a comprehensive protocol service
is considered an important characteristic of change readi-
ness in RT departments.!* The technology and medical
advances that the RT will encounter in 2015 will require
the ability to recommend changes in respiratory therapy
protocols.! To do this, RTs will need to understand the
principles of evidence-based medicine and to identify when
protocols need to be updated based on the best evidence
reported from randomized controlled trials.!> Following
established evidence-based medicine protocols does not
remove the need for critical thinking and problem solving
by RTs.!¢

Graduate therapists need to begin RT practice with ex-
cellent critical thinking skills, to deal with complex tech-
nology and protocols (see Tables 7 and 16). Problem solv-
ing skills are needed to calibrate, operate, and troubleshoot
complex technology, such as microprocessor-driven, multi-
mode mechanical ventilators and other sophisticated life-sup-
port equipment.! Patient management decisions must be made
when using RT protocols such as evidence-based ventilator
weaning.!® When a patient fails a weaning trial, critical think-
ing decisions must include a search for other causes or com-
plicating factors such as adequacy of pain control, appropri-
ateness of sedation, fluid status, bronchodilator need, and
control of myocardial ischemia and other disease processes
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Table 9.

Competency Area VII: Therapeutics - Application to Respiratory Care Practice”

Descriptor

Definition

A. Medical Gas Therapy
neonatal patients.

. High-pressure cylinders

. Regulators and flow meters

. Air/oxygen blenders
. Hyperbaric oxygen systems

. Nasal cannulas

—_—
— O O 00 3N LW~

—_
(3]

. Reservoir cannulas

13. Nasal masks

14. Non-reservoir masks
15. Reservoir masks

16. Air-entrainment masks

Apply knowledge, understanding, and troubleshooting skills to gas delivery systems for adult, pediatric, and

. Liquid-oxygen systems (stationary and portable)

. Oxygen concentrators (stationary and portable)

. High-flow air-entrainment systems (eg, Downs flow generator, Caradyne Whisper Flow, Maxtec)
. Oxygen and air-flow-meter mixing systems (requires competence in algebra)

. Sub-ambient oxygen delivery systems (neonatal only)

. High-flow nasal cannulas (eg, Vapotherm, Aequinox, Maxtec)

17. Hood/head-enclosures (neonatal only)

18. Aerosol mist tents

19. Transtracheal oxygen therapy

20. Nitric oxide therapy
21. Helium/oxygen therapy
B. Humidity Therapy
and neonatal patients.
1. Unheated bubble humidifiers

Apply knowledge, understanding, and troubleshooting skills to humidity therapy systems for adult, pediatric,

2. Active and passive heat-and-moisture exchangers (HMEs)

3. Heated humidifiers for medical gas delivery systems via mask or tracheal catheter

* Upon entry into the workforce, a graduate respiratory therapist must possess all of these competencies.

that can affect discontinuation attempts.! Randomized con-
trolled trials have established that the economic and clinical
outcomes of mechanically ventilated patients managed under
protocols by RTs were better than those of control patients
managed with standard care.!”-!° The use of protocol-driven
ventilator weaning by RTs has been shown to reduce use of
mechanical ventilation, rate of early re-intubation, and
ventilator-associated pneumonia.20-2!

RTs in 2015 must assume greater responsibility for acute
and chronic disease management (see Tables 3 and 6), in
order to reduce the cost of healthcare.?> The necessary
critical thinking skills can be broken down into 3 domains:
technology, patients, and clinicians (Table 17).2> Further
delineation of critical thinking skills needed by RTs has
been identified by Mishoe, in 7 key areas: prioritizing,
anticipating, trouble-shooting, communicating, negotiat-
ing, decision making, and reflecting (see Table 16).23 A
high level of critical thinking skills and the ability to apply
the appropriate best-practice protocols was identified by
both AARC conferences as a requisite for treatment of
critically ill patients in ICUs and emergency departments.
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Respiratory Care Delivered to Critically Ill Patients
by Respiratory Therapists

Respiratory care delivered to critically ill patients by
RTs was identified in the first conference as a major com-
petency area.! The second conference explored in more
detail the competencies needed by RTs in the future to
deliver respiratory care to critically ill patients (see Ta-
ble 7). Increasingly more sophisticated care and equipment
is the hallmark of intensive care. The graduate RT must be
prepared to enter this work environment as the expert on
respiratory care and be ready to consult on the provision of
respiratory care. This requires a working knowledge of the
approaches used to provide mechanical ventilation to pa-
tients with various disease states (eg, chronic obstructive
pulmonary disease, acute lung injury/acute respiratory dis-
tress syndrome, sepsis, trauma, postoperative care, asthma,
and pneumonia).'® Operational proficiency with a variety
of mechanical ventilators used in adult and pediatric ICUs
is essential. The graduate therapist must understand the
differences among these ventilators, and be capable of
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Table 10.

Competency Area VII: Therapeutics - Application to Respiratory Care Practice”

Descriptor

Definition

C. Aerosol Therapy
neonatal patients.

Apply knowledge, understanding, and troubleshooting skills to aerosol systems for adult, pediatric, and

1. Non-medicated (water/saline): Large-volume pneumatic nebulizers, via mask, T-piece, or
tracheostomy collar; heated and unheated

2. For delivery of medication

a. Small-volume pneumatic nebulizers for nebulization of liquids

b. Intermittent
c. Breath-actuated

d. Nebulizers for bronchial challenge testing

. Ultrasonic nebulizers

00 N N L AW

a. Adrenergics

. Nebulizers for continuous nebulization

. Pressurized metered-dose inhalers

. Inhalers and dry-powder inhalers

. Nebulizers using porous membranes

. Competency in pharmacology nomenclature, physiologic action, adverse effects, doses:

b. Anticholinergics, cholinergics
c. Decongestants, antimicrobials

d. Mucolytic/proteolytics
e. Pulmonary vasodilators

9. Peak flow meters and inspiratory flow meters

10. Mathematics required: competency in algebraic calculation of and modification of drug dosing:
(1) based on weight of patient; (2) conversion of dosing based on mg, mL, and % strength or ratio

D. Hyperinflation Therapy

Apply knowledge, understanding, and troubleshooting skills to hyperinflation equipment for adult,
pediatric, and neonatal patients.

1. Incentive spirometers (flow-based and volume-based)

WD AW N

. Continuous positive airway pressure (CPAP) devices
. Expiratory positive airway pressure (EPAP) devices
. Intermittent positive-pressure breathing devices

. Manual hyperinflation with bag-valve-mask devices

* Upon entry into the workforce, a graduate respiratory therapist must possess all of these competencies.

discussing the positives and negatives of each unit. They
must have a working knowledge of common modes of
ventilation currently available on all mechanical ventila-
tors. Graduate therapists must be proficient in the opera-
tion of these modes and understand the physiology sup-
porting the use of each mode so that they can lead
discussions on appropriate application. They must have a
working knowledge of the indications, contraindications,
risks, and benefits of each mode of ventilation.2!

RTs must be able to apply evidence-based protocols to
the management of mechanically ventilated patients (eg,
the Acute Respiratory Distress Syndrome Network proto-
col, see Table 7).1° Critical thinking and communication
skills to discuss their position on the care of patients dur-
ing rounds and to advocate for the best approach to respi-
ratory care for the specific patient are essential.>® Interac-
tion with the ICU patient care team requires an in-depth
working knowledge of evidence-based medicine.!> The
large number of randomized controlled trials in respiratory
critical care requires the graduate to have the ability to
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critically review the literature and to critique the statistical
methodology used to evaluate study results.!3

In addition to a working knowledge of classic invasive
mechanical ventilation, the graduate therapist must pos-
sess the ability to differentiate between the indications for
invasive and noninvasive ventilation and high-frequency
oscillation. They must also recognize the indications for
rescue therapies such as extracorporeal membrane oxy-
genation. The therapist should be relied upon as an expert
source of information on when and how these techniques
should be applied.!8

Essential to the care of critically ill patients is a broad
knowledge of the various approaches to monitoring. This
includes laboratory, radiograph, computed tomography,
and magnetic resonance imaging data, and bedside moni-
toring data (Tables 2 and 5).! The graduate therapist must
be proficient in the monitoring of hemodynamics and must
be able to evaluate pressure, flow, and volume waveforms
to determine how the mechanical ventilator should be ad-
justed, and have the ability to recommend alternate modes
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Table 11.  Competency Area VII: Therapeutics - Application to Respiratory Care Practice”

Descriptor

Definition

E. Bronchial Hygiene Therapy
and neonatal patients.

Apply knowledge, understanding, and troubleshooting skills to bronchial hygiene therapy for adult, pediatric,

1. Positioning for bronchial drainage

~N N R W

. Chest percussion: manual and mechanical percussor

. Vibratory continuous positive airway pressure (CPAP)
. Expiratory positive airway pressure (EPAP) devices

. External chest-wall-vibration devices

. Assist physician in therapeutic bronchoscopy

. Intrapulmonary percussive ventilation (IPV)

8. Cough-assist device (insufflator-exsufflator)

F. Airway Management
neonatal patients.

Apply knowledge, understanding, and troubleshooting skills to airway management for adult, pediatric, and

1. Head-tilt chin-lift airway-opening maneuver

. Oropharyngeal airway
. Nasopharyngeal airway

~N N R W

on assessment/protocols)

. Face mask and bag-valve-mask

. Care of oral and nasal endotracheal tubes
. Competency in advising discontinuance or change to alternative airway based on assessment/protocols
. Care of tracheostomy tube (competency in advising decannulation or change to alternative airway based

8. Care of tracheostomy “button” or valve

9. Assist physician in placing surgical or percutaneous tracheostomy tube.
10. Suction via artificial airway, operate suction system, select suction catheter.

G. Mechanical Ventilation
neonatal patients.

Apply knowledge, understanding, and troubleshooting skills to mechanical ventilation for adult, pediatric, and

1. Incorporate the mechanical ventilation principles listed in critical care (see Table 7 VIB)

2. CPAP devices

3. Bi-level positive airway pressure (BiPAP) devices
4. Noninvasive-ventilation interfaces: nasal mask, nasal pillows, oro-nasal mask, full-face mask, helmet

* Upon entry into the workforce, a graduate respiratory therapist must possess all of these competencies.

of ventilation to improve patient-ventilator synchrony. The
graduate therapist should be conversant in new monitoring
technology.

In the ICU, a working knowledge of pharmacology is
required: specifically, an understanding of drugs that af-
fect the patient’s interaction with the mechanical ventila-
tor, and agents used to treat cardiovascular dysfunction. A
highly proficient knowledge of drugs that affect the respi-
ratory system is critical. A graduate therapist must be able
to modify respiratory care based on integration of data
from the patient, the ventilator, hemodynamic monitors,
laboratory reports, and radiographs. Competency to prac-
tice respiratory therapy in 2015 and beyond will continue
to be certified by credentialing and licensure boards to
protect the public.

Credentialing of Respiratory Therapists to Certify
Competency

Graduate RTs are currently required to take 3 examina-
tions to become a registered RT (RRT).?* First they must
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pass the CRT examination and be recognized as a Certi-
fied Respiratory Therapist. This examination is also used
by most states as the state licensure examination. Upon
successful completion of the CRT examination, graduate
therapists are expected to take the RRT examination. The
RRT examination is taken in 2 parts: a written multiple-
choice examination, followed by a clinical simulation ex-
amination. Specialty credentialing is also currently avail-
able in pulmonary function technology, neonatal/pediatric
respiratory care, and sleep-disorders testing and therapeu-
tic intervention (see Table 14).2¢

While most graduates of respiratory therapy programs
take the CRT examination, a smaller percentage take the
RRT examination. As of 2008, 115,583 individuals have
received the RRT credential, and 94,638 therapists hold
the CRT credential (all RRTs also hold the CRT creden-
tial). The current 2-tier credentialing system and state laws
that require successful completion of only the CRT exam-
ination for licensure offer insufficient incentives to grad-
uating RTs to demonstrate competency in areas tested by
the RRT examinations. In 2003, the AARC, the Commis-
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Table 12.

Competencies on Which General Agreement Was Reached by the Second Conference Attendees”

Likert-Scale Scores (n, %)%

uestions Respondents . . Total
Competency Areaf ((Qn - 73) (l;l, %) Strongly Agree Undecided Disagree Strongly Median Min Max Score§
Agree Disagree
1. Diagnostics
A. Pulmonary function technology]| 3 28 (76) 47 (56) 21 (25) 9(11) 7(8) 0(0) 5 2 5 84
B. Sleep|| 3 28 (76) 30 (36) 43 (51) 5(6) 6 (7) 1(D) 4 1 5 84
C. Invasive procedures|| 5 28 (76) 100 (71) 27 (19) 9 (6) 3(2) 1(1) 5 1 5 140
II. Disease Management
A. Chronic 3 28 (76) 64 (76) 18 (21) 1(D) 1(1) 0(0) 5 2 5 84
B. Acute 3 28 (76) 41 (76) 10 (18) 50 0(0) 0(0) 5 3 5 84
III. Evidence-Based Medicine and
Respiratory Care Protocols
A. Evidence-based medicine 3 28 (76) 46 (55) 24 (29) 7(8) 5(6) 2(2) 5 1 5 84
B. Respiratory care protocols 2 28 (76) 39 (70) 13 (23) 4 (7 0(0) 0(0) 5 3 5 56
IV. Patient Assessment
A. Patient assessment 3 28 (76) 68 (81) 11(13) 5(6) 0(0) 0 (0) 5 3 5 84
B. Diagnostic datal| 4 27 (73) 74 (68) 21(19) 8(7) 5(5) 0(0) 5 2 5 108
C. Physical examination 4 27 (73) 104 (96) 44 0(0) 0(0) 0(0) 5 4 5 108
V. Leadership
A. Team member 1 28 (76) 24 (86) 3(1D) 1(4) 0(0) 0(0) 5 3 5 28
B. Healthcare regulatory system 1 28 (76) 15(54) 1139 1(4) 14) 0(0) 5 2 5 28
C. Written and verbal communication 1 28 (76) 26(93) 2(7) 0(0) 0(0) 0(0) 5 4 5 28
D. Healthcare finance 1 28 (76) 16 (57) 8(29) 3(11) 14) 0(0) 5 2 5 28
E. Team leader 1 28 (76) 19 (68) 4(14) 3(11) 14) 1 (0) 5 1 5 28
VI. Emergency and Critical Care
A. Emergency care 7 27 (73) 139 (74) 37 (20) 9(5) 4(2) 0(0) 2 189
B. Critical care 13 26 (70) 252 (75) 61 (18) 17(5) 8(2) 0(0) 2 338
VII. Therapeutics
A. Assessment of need for therapy 1 28 (76) 18 (64) 10 (36) 0(0) 0(0) 0(0) 5 4 5 28
B. Assessment prior to therapy 6 28 (76) 128 (76) 37 (22) 3Q) 0(0) 0(0) 5 3 5 168
C. Administration of therapy 5 28 (76) 121 (86) 19 (14) 0(0) 0(0) 0(0) 5 4 5 140
D. Evaluation of therapy 5 28 (76) 116 (83) 18 (13) 1(1) 5(4) 0(0) 5 2 5 140
* General agreement was defined as approval of > 80% of respondents to the second conference survey.
T See Tables 2-11 for definitions of competency areas.
§ Likert scale: 5 = strongly agree, 4 =agree, 3 = undecided, 2 = disagree, 1 = strongly disagree. Likert category is the total for all questions in that competency area.

§ Total score = number of respondents X number of questions in that competency area.
|| Includes one definition on which limited agreement was reached (see Table 13).

sion on Accreditation of Respiratory Care (CoARC), and
the National Board for Respiratory Care (NBRC) recog-
nized the RRT credential as the “standard of excellence”
for RTs. At the request of the AARC and CoARC, the
NBRC approved a policy on January 1, 2005, that requires
graduates of registry-eligible programs to complete the
CRT and RRT examinations within 3 years of gradua-
tion.?> Accreditation of RT education programs is also
fundamentally important to assure that graduate RTs are
ready to enter the RT workforce.

Respiratory Therapy Accreditation to Assure
Graduate Respiratory Therapist Competency

The respiratory therapy education system has relied on
accreditation to validate the quality of programs. Gradua-
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tion from an accredited program is a requirement for li-
censure in many states, and is required to take certification
and registry examinations. CoOARC’s mission is to pro-
mote quality respiratory therapy education through its ac-
creditation services. CoARC indicates that accreditation
provides consumer protection, advances and enhances the
profession, and protects against compromise of education
quality. Effective November 2009, CoARC separated from
the Commission for Accreditation of Allied Health Edu-
cation Programs to become a freestanding accrediting or-
ganization for respiratory therapy programs.?’ The spon-
soring and participating organizations (Table 18) have
agreed to continue their supporting roles of CoARC.
CoARC accreditation standards focus on outcomes such
as student pass rates on credentialing examinations, rate of
postgraduate employment, employer satisfaction with grad-
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Table 13.

Competencies on Which Limited Agreement Was Reached by the Second Conference Attendees*

Likert-Scale Scores (n, %)%

Respondents
(n, %)

Competency Areaf Strongly

Agree

Agree

Strongly Median Min  Max

Undecided .
Disagree

Disagree

1. Diagnostics
A. Pulmonary function technology
3. Evaluate and interpret the results of 28 (76) 7 (25)
a cardiopulmonary exercise study.
B. Sleep
3. Evaluate sleep study results to

determine possible therapies

28 (76) 5(18)
C. Invasive Procedures
5. Describe indications and 28 (76) 7(25)
contraindications for open lung
biopsy, mediastinoscopy, and
transthoracic needle biopsy, and
recognize abnormal results.
IV. Patient Assessment
B. Diagnostic data
4. Review and interpret imaging
studies, including radiograph,
computed tomogram,
ventilation/perfusion scan, and
magnetic resonance imaging scan, as
derived from reports, and, where
possible, direct inspection of studies.

27 (73) 11 (41)

11 (40)

15 (54) 2(7)

10 (36)

5(18) 5(18) 0 (0) 4 2 5

5(18) 1(4) 4 1 5

7(25) 3(11) 1(4) 4 1 5

7 (26) 4 (15) 5(18) 0(0) 4 2 5

* Limited agreement was defined as approval of > 61% and < 72% of respondents to the second conference survey.

F See Tables 2—11 for definitions of competency areas.

# Likert scale: 5 = strongly agree, 4 =agree, 3 = undecided, 2 = disagree, 1 = strongly disagree. Likert category is the total for all questions in that competency area.

Table 14.  Specialty Areas Identified in Small Group Sessions

Specialty Area

Neonatal-Pediatric Specialist
Certitied/Registered Pulmonary Function Technologist
Sleep Disorders Specialist
Adult Critical Care Specialist
(Likely available in the 4™ quarter of 2011)
Registered Polysomnographic Technologist
Asthma Educator (Certified)
ECMO Specialist

Certified Cardiographic Technician
Registered Cardiovascular Invasive Specialist
Registered Cardiac Sonographer

Certified Clinical Exercise Specialist
Certified Hyperbaric Technologist

NBRC = National Board for Respiratory Care

BRPT = Board of Registered Polysomnographic Technologists

AAE = Association of Asthma Educators

ELSO = Extracorporeal Life Support Organization

CCI = Cardiovascular Credentialing International

ACSM = American College of Sports Medicine

NBDHMT = National Board of Diving and Hyperbaric Medicine Technology
ECMO = Extracorporeal Membrane Oxygenation

Credential Certification Board
RRT-NPS, CRT-NPS NBRC
CPFT, RPFT NBRC
RRT-SDS, CRT-SDS NBRC
(Not determined) NBRC
RPSGT BRPT
AE-C AAE
Institutional ELSO
Guidelines
CCT CCI
RCIS CCI
RCS CCI
CCES ACSM
CHT NBDHMT

uates, and student satisfaction with the program.?” These
are important measures. However, changes in the health-
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care system may impose additional demands on education
programs for RTs (see Tables 2—11). Drivers of these
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Table 15.  Impact of Economy on 568 Hospitals: Dealing With the
Poor Economy”
Strate Selected
&y This Option (%)
Cut administrative costs 59
Reduce staff 53
Reduce services 27
Divest assets 12
Consider merger 8

changes include: the cost of healthcare; changing demo-
graphics of the population; technology advances; consum-
erism in healthcare; and shifts in the disease burden. As
noted in the report to U.S. Secretary of Education (2005-
2009) Margaret Spellings, “A Test of Leadership: Chart-
ing the Future of United States Higher Education,” the
country desires “a higher-education system that gives
Americans the workplace skills they need to adapt to a
rapidly changing economy.”?® A clear vision of the tran-
sition from graduate RT to practicing registered RT to
expertise in a respiratory care specialty area is needed for
the profession to adapt to a rapidly changing economy.

The Transition From Graduate Therapist to
Specialty Practice

General agreement was reached by those attending the
conference that the terms “entry-level” and ‘“advanced-
level” do not sufficiently describe the competencies needed
by the respiratory therapy profession. “Graduate therapist”
was strongly supported as the descriptor that should be
used to describe new RT graduates from education pro-
grams in 2015 and beyond. CoARC has announced that
starting in 2010 they will accredit only RT programs whose
students are eligible for the NBRC RRT examinations.?’
The assumption is that quality programs graduate students
who will be successful in obtaining the RRT credential
shortly after graduation. A “graduate therapist” was de-
fined as a person who has graduated from a CoARC-
accredited program but has not passed the RRT examina-
tions. The transition into the workforce can best be described
as moving from graduate therapist to registered RT to
obtaining competence in one or more specialty areas of
practice (see Table 14). An experienced RT can practice
without specialty credentials in any area of respiratory
care. However, market forces drive consumers to seek
credentialed specialists. The importance of documenting
competence and quality of care by administering national
board specialty certification examinations has been in place
since 1917, when the American Board for Ophthalmic
Examination was incorporated.?® The concept of more ex-
perienced RRTs working in specialized areas such as neo-
natology and pediatrics, pulmonary function technology,
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Table 16.  Critical Thinking Skills

Prioritizing
Arrange scheduled work to treat the most critical or unstable
patients first.
Adjust to unexpected circumstances.
Make rapid adjustments to the work schedule.
Respond quickly to a changing situation.
Solve problems while completing other tasks.
Anticipating
Think ahead to avoid problems.
Recognize the early signs of a changing situation.
Continually assess situations.
Foresee adverse outcomes.
Restock supplies prior to depletion.
Troubleshooting
Locate and correct technical problems.
Find lost equipment.
Teach staff to troubleshoot equipment.
Communicating
Gather and give information: verbal, non-verbal, and written.
Establish working relationships with others.
Modify communication dependent on the practitioner and the
situation.
Deliver the appropriate message with clarity, professionalism, and
good timing.
Speak with appropriate intonation, facial expression, and body
language.
Negotiating
Negotiate a change in behavior.
Mandate a needed change in behavior when negotiation is
inappropriate.
Use managers and supervisors appropriately to counsel staff on
changes in behavior.
Present a suggestion in the form of a question.
Avoid negotiating to a breaking point.
Negotiate with veracity for emergency situations worked outside of
medical orders.
Decision Making
Reach a judgment or conclusion.
Make a decisions during grand rounds or when using protocols.
Ask questions and share information before making a decision.
Rely on common sense, gut feelings, intuition.
Make decisions based on experience.
Use trial and error when no evidence is available.
Reflecting
Reflect on work, patients, decisions, profession.
See multiple perspectives.
Accept that there is no solution at times.
Develop coping mechanisms.
Find greater compassion for patients
Develop a broader context of healthcare: costs, services, reform,
restructuring.

and extracorporeal life support dates back to the introduc-
tion of the NBRC Certified Pulmonary Function Technol-
ogist (CPFT) examination in 1984, the Registered Pulmonary
Function Technologist (RPFT) examination in 1987, the
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Table 17.  Critical Thinking Domains

Technology
Malfunctions
Shortages
Recommending appropriate equipment
Modifying for novel care

Patients
Rare diseases
Neonatal delivery and transport
Emergencies
Assessments
Modification of therapy
Unexpected responses to therapy
Problems
Multiple patients demanding time
Mistakes
Responding to questions

Clinicians
Communicating with nurses, physicians, and others
Medical orders do not coincide with care plan
Conlflicting requests
Unclear orders
Decision making
Making recommendations
Multi-tasking

Table 18.  Sponsors and Representatives of the Commission for
Accreditation of Respiratory Care
Organizations Representatives
(n)
American Association for Respiratory Care* 6
American Society of Anesthesiologists* 2
American College of Chest Physicians* 2
American Thoracic Society* 2
American Society of Allied Health Professionst 1
National Network of Health-Career Programs in 1
Two-Year CollegesT
At-large members 2
Public members 1
Immediate past commission chair 1
Total 18

* Sponsors
+ Organization invited to send a representative.

Neonatal and Pediatric Specialist (NPS) examination in
1991, the Sleep Disorders Specialist (SDS) examination in
2008, and the future Adult Critical Care examination sched-
uled for 2011. The NBRC reports that as of 2008 they have
certified 13,311 RTs in pulmonary function technology
and 10,440 RTs in neonatology and pediatrics.?> The NBRC
uses a S-step process to develop a new specialty exami-
nation: (1) Viability study with a favorable conclusion;
(2) National personnel survey to determine if a sufficiently
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large population of potentially credentialed practitioners
exists; (3) National job analysis study; (4) Development of
test specifications and multiple, parallel forms of the spe-
cialty examination; and (5) Validation of the new specialty
examination to ensure statistical evidence exists between
practitioners’ examination scores and the tasks assessed on
the examination.2¢

Summary

The role and responsibilities of the RT workforce will
change substantially in the near future, in response to ma-
jor changes in the United States healthcare system. The
second AARC conference has reached general agreement
on the competencies needed by graduate therapists enter-
ing the RT workforce in 2015. The next conference, to be
held in 2010, will determine how the education system,
program accreditation, and licensure will need to change
to prepare for the competencies required of the RT work-
force in the future and how this can be accomplished with
minimal impact on the workforce.
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Health Professions

Sam P Giordano MBA RRT FAARC, AARC Staff

Lynda T Goodfellow EdD RRT AE-C FAARC, AARC
Education Section Chair-Elect

Richard Hernandez DPH RRT, National Network of
Health Career Programs in Two-Year Colleges
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Our Right to Survive

Lacheeta McPherson PhD MLT (ASCP) CLS (NCA),
National Network of Health Career Programs in Two-
Year Colleges

Stephen P Mikles EAS RRT FAARC, Committee on
Accreditation of Respiratory Care

Shelley C Mishoe PhD RRT FAARC, Committee on
Accreditation of Respiratory Care

Michael J Morris MD, Brooke Army Medical Center

Timothy R Myers RRT-NPS, AARC President

Graham Nelan MD, American Thoracic Society

Steven B Nelson MSc RRT CPFT FAARC, AARC Staff

Carolyn O’Daniel EdD RRT FAARC, National Network
of Health Career Programs in Two-Year Colleges

Timothy Op’t Holt EDD RRT AE-C FAARC,
Association of Asthma Educators

Kathy J Rye EdD RRT FAARC, Committee on
Accreditation of Respiratory Care

David C Shelledy PhD RRT FAARC, Association of
Schools of Allied Health Professions

Thomas J Smalling PhD RRT RPFT RPSGT FAARC,
Committee on Accreditation of Respiratory Care

Charles B Spearman MSEd RRT FAARC, California
Board for Respiratory Care
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Gary A Smith FAARC, National Board for Respiratory
Care

Alvin V Thomas MD, American College of Chest
Physicians

Mark W Thomas MS RPh, American Society of Health
System Pharmacists

David L Vines MSHS RRT FAARC, Rush University

John W Walsh, COPD and Alpha-1 Foundation

John R Walton MBA RRT FAARC, Resurrection
Health Care

Jeffrey J] Ward MEd RRT FAARC, AARC Education
Section Chair

Robert L Williams PhD, University of Georgia

Appendix 2 Organizations Invited to the Second
Conference on the Future of Respiratory Care

Allergy and Asthma Network - Mothers of Asthmatics

Alpha-1 Foundation

American Academy of Family Physicians

American Academy of Pediatrics

American Association for Cardiovascular and Pulmonary
Rehabilitation

American Association for Homecare

American Association for Homes and Service for the
Aging

American Association for Respiratory Care

American Association of Community Colleges

American Association of Critical Care Nurses

American College of Allergy and Immunology

American College of Chest Physicians

American College of Physicians

American Health Care Association

American Hospital Association

American Lung Association

American Respiratory Care Foundation

American Sleep Apnea Association

American Society of Anesthesiologists

American Society of Health System Pharmacists

American Thoracic Society

Association of Asthma Educators

Asthma and Allergy Foundation of America

Blue Cross

California Board for Respiratory Care

California Health Care Foundation

California Quality Collaborative

Catholic Health Association of the United States

Center for Disease Control

Center for the Health Professions

Centers for Medicare and Medicaid Services

Commission on Accreditation of Allied Health
Education Programs

Committee on Accreditation of Respiratory Care

COPD Foundation
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COPD-ALERT

Department of Defense Health Affairs

Dallas-Fort Worth Business Group on Healthcare

Disease Management Association of America

Emphysema Foundation for Our Right to Survive

Federation of American Hospitals

Genetic Alliance

Healthcare Financial Management Association

Leapfrog

Medical Group Management Association

National Board for Respiratory Care

National Association for Home Care and Hospice

National Association for Long Term Hospitals and
Acute Long Term Hospital Association

National Association for Medical Direction of
Respiratory Care

National Heart Lung and Blood Institute

National Home Oxygen Patients Association

National Network of Health Career Programs in
Two-Year Colleges

New York State Board of Respiratory Therapy

North Carolina Board for Respiratory Care

Ohio Board for Respiratory Care

Pulmonary Fibrosis Foundation

Robert Wood Johnson Foundation

Society of Critical Care Medicine

Society of Hospital Medicine

Texas Department of State Health Services - Respiratory
Therapy Program

Association of Schools of Allied Health Professions

The Joint Commission

US Department of Health and Human Services

US Department of Health and Human Services/Health
Resources and Services Administration

United States Office of Personnel Management

United Health Care

United States Public Health Service

Veterans Administration

Appendix 3 Task Force on the Future of
Respiratory Care

Thomas A Barnes EdD RRT FAARC
Judy Blumenthal PhD

William H Dubbs RRT MHA MEd FAARC
Charles G Durbin MD FAARC

David D Gale PhD

Sam P Giordano MBA RRT FAARC
Robert M Kacmarek PhD RRT FAARC
Woody V Kageler MD MBA FACP FCCP
Thomas J Kallstrom RRT AE-C FAARC
Michael J Morris MD

Edward H O’Neil PhD MPA FAAN
Karen J Stewart MS RRT FAARC

John W Walsh

John R Walton MBA RRT FAARC
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AARC Membership Update — 2015 and Beyond
May 31, 2012

This update is provided to avoid any confusion about the AARC's position related to
2015 and Beyond. The AARC Board of Directors has acted only on the recommendations
identified within this report. Future actions by the Board will be reported to the
membership as they occur.
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2015 and Beyond Project Background
The AARC Executive Director was directed by the AARC President to organize a series of
conferences to address the following questions:

e What will the future health care system look like?

o What will the roles and responsibilities of respiratory therapists be in the future system?
e What competencies will be required for RTs to succeed in the future?

« How do we transition the profession from where it is today to where we need to be in the

future?
To accomplish this goal, a planning group of individuals representing key stakeholders of the

profession was selected to plan and implement a series of three conferences.

The first two questions were established as the goals for Conference |, which convened in the
spring of 2008. A manuscript describing the outcomes of this conference was published in
RESPIRATORY CARE in March of 2008.

Based on the findings of the first conference, a second conference was convened in the spring
of 2009 to identify the competencies required to fulfill the roles previously identified. The
envisioned competencies were embedded in a manuscript that included the conference
proceedings published in RESPIRATORY CARE in May of 2010.

Following the publication of that manuscript, a third conference was convened in July 2010. This
conference was to identify options for transitioning the profession to meet the envisioned future
demands. A manuscript describing the proceedings of this conference and the
recommendations of the conferee stakeholders has been published in the Journal.
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Actions taken at the December 2010 Board of Directors Meeting
Following the completion of the third conference, the AARC Executive Director provided the
AARC Board of Directors with a final report of the three-conference project and
recommendations for approval.

Recommendation #1
“That the ‘transition plan attributes’ be approved by the Board.”
The transition plan must:

e Maintain an adequate respiratory therapist workforce throughout the transition.

e Address unintended consequences such as respiratory therapist shortages.

e Require multiple options and flexibility in educating both students and the existing workforce
(e.g., affiliation agreements, internships, special skills workshops, continuing education,
etc.).

e Require competency documentation options for new graduates.

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

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

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

e Assure that emerging conference recommendations must be supported by a plurality of the
stakeholders in attendance.

e Establish practical timelines for recommended actions.

¢ Reflect the outcomes of the previous two 2015 and Beyond conferences.

o |dentify the agencies most appropriate to implement identified elements.

This recommendation was amended to delete the following attribute:

e Assure that emerging conference recommendations must be supported by a plurality of the
stakeholders in attendance.

Had this attribute been accepted by the Board, it would be unable to consider recommendations
that failed to receive the support of the plurality of attendees. In rejecting this attribute, the
Board will consider all recommendations brought forth from the conferences.

Board Action:

The Board unanimously accepted recommendation #1 as amended. Justification: This list of
transition plan attributes was developed by the 2015 planning group prior to the third and final
conference. These attributes provide assurance to all stakeholders that as we move forward, we
will not create new problems to solve old ones. We must not create a new system that cannot
adequately provide adequate numbers of graduates. By adhering to these attributes, we will





AARC Membership Update — 2015 and Beyond
May 31, 2012

consider virtually all tactics and strategies put forth while providing assurance of goal-directed
change which will not only move the profession forward but also address the many challenges
that may manifest in such a transition.

Recommendation #2

“That AARC Leadership after reviewing recommendations generated in Conference Il identify
additional research, additional communication needs, legal issues, including but not limited to
legal credentialing, feasibility and other potential impact brought about by implementation of the
recommendations.”

Board Action:

The Board unanimously accepted the recommendation. Justification: Even though several pre-
Conference Ill surveys were conducted, the statistical power of many of these surveys does not
permit generalization across the population being surveyed. While the surveys were useful in
providing information on certain issues, these surveys should in no way be considered as the
final research effort required to responsibly consider the recommendations.

Recommendation #3

“That if the transition plan attributes are approved by the Board, it conduct at minimum, a
cursory crosswalk of Conference Ill recommendations with the attributes.”

Board Action:

The Board unanimously accepted the recommendation. Justification: Each of the
recommendations emerging from Conference lll will be evaluated to assure that if implemented,
it will not violate the transition attributes. This will permit the Board to know how realistic some of
these recommendations are at this point in time. It will also serve to inform the Board of all
potential consequences, both negative and positive, as further consideration is given in the
future.

Recommendation #4

“That AARC's leadership use the next year to conduct a briefing/listening tour to provide key
stakeholder groups with an opportunity to better understand the project and allow AARC to gain
additional input before it takes action on the remaining recommendations.”

Board Action:

The Board unanimously accepted the recommendation. Justification: Visits with key stakeholder
groups help everyone better understand the project and provide opportunity for additional input
before the Board takes further action on recommendations generated by the Conference lli
stakeholder conferees. The AARC needs to carefully assess the impact of each potential
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approach to transition. Also, it is reasonable to assume that other ideas, tactics, and strategies
would be generated by these groups.

The Ad Hoc Committee on 2015 and Beyond composed of members of the AARC Board of
Directors was appointed to assure that these actions are addressed.

Activities during 2011 and 2012

During the summer and fall of 2011, AARC officials including the President, Past-President, and
the Executive Director accepted invitations and met with key stakeholder groups including the
National Network of Health Career Programs in Two-Year Colleges (NN2), The Association of
Schools of Allied Health Professions (ASAHP) CoARC, NBRC, several state societies and
several respiratory state licensing boards to help them better understand the project and allow
the AARC to gain additional input before it takes action on the transition recommendations.

The Ad Hoc Committee on 2015 and Beyond began to examine transition recommendations
from Conference Il in light of the transition plan attributes previously approved by the Board of
Directors. Their purpose was to evaluate whether the implementation of these
recommendations would violate the required transition attributes and to determine additional
information needed by the Board of Directors prior to taking action on the transition
recommendations. '

Two ad hoc committees, one comprised of program directors of associate degree programs
(Committee on Associate Degree Respiratory Therapy Education (CoADRTE)) and the other
consisting of the current COBGRTE Steering Committee representing baccalaureate degree
programs, were ratified by the AARC Board of Directors as formal sub-committees of the AARC
Education Section. The purpose of both committees was to provide an infrastructure to provide
information and guidance for policy recommendations regarding the 2015 and Beyond. In the
fall of 2011 both committees provided comments regarding the competencies for future
respiratory therapists identified by the participants of the second conference.

In early 2012, Lynda Goodfellow, EdD, RRT, FAARC, and John Hiser, MEd, RRT, FAARC,
were named as Co-Chairs of the Ad Hoc Committee on 2015 and Beyond. The committee
completed its review of the recommendations from Conference Il in light of the transition plan
attributes previously approved by the Board of Directors. It also reviewed the available
information and identified additional information needed by the Board of Directors prior to them
taking action on the transition recommendations.

At its April 2012 meeting, the Board of Directors unanimously passed the following
recommendations:

e “That the AARC BOD accept the direction for the future of health care as recommended by
the publication ‘Creating a Vision for Respiratory Care in 2015 and Beyond’ by Robert M
Kacmarek PhD RRT FAARC, Charles G Durbin MD FAARC, Thomas A Barnes EdD RRT
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FAARC, Woody V Kageler MD MBA, John R Walton MBA RRT FAARC, and Edward H
O'Neil PhD Published — Respir Care 2009:54(3):375-389. © 2009 Daedalus Enterprises’

e “That the AARC Board of Directors directs the Management Section Chair to initiate a
project to encourage respiratory care managers to look for, and seize, opportunities
described in the manuscript entitled ‘Creating a Vision for Respiratory Care in 2015 and
Beyond,” Kacmarek, Durbin, Barnes, Kageler, Walton, O'Neil, Respiratory Care 2009;
54(3):375-389."

s “That the AARC Executive Office develop a website dedicated to findings, processes,
outcomes and decisions surrounding the AARC'’s 2015 and Beyond Conference and
Project”

Activities occurring after the April 2012 Board of Directors’ meeting and
planned activities during 2012

The Ad Hoc Committee on 2015 and Beyond has received and is now reviewing formal
feedback on the transition recommendations from the third conference from the CoARC and
NBRC. It is planning several additional surveys to be conducted during June for the purpose of
clarifying previous survey results and obtaining additional information. These surveys will be
distributed to the managers of respiratory therapy services in hospitals, to program directors of
educational programs and to members of the Association of Schools of Allied Health
Professions (ASAHP). Results of these surveys will be presented to the Board at their July
meeting.

The Executive Office is designing a website that will contain the peer-reviewed papers,
editorials and other information related to the 2015 and Beyond Project. The purpose of this
website is to promote continued transparency related to this project. This website is expected to
be available this June and will be updated as additional information becomes available. It is
anticipated that following the presentation of its final report to the Board in November, the Ad
Hoc Committee on 2015 and Beyond will have provided the Board with the information needed
to address the recommendations of the third conference and will be dissolved.

Following the July 2012 Board of Directors’ meeting, the Ad Hoc Committee on 2015 and
Beyond will address any additional information requests from the Board and develop a final
report to be presented to the Board at its November 2012 meeting.

Please send any questions or comments for the Ad Hoc Committee on 2015 and Beyond to
dubbs@aarc.org.








