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AMERICAN ASSOCIATION FOR RESPIRATORY CARE 
Executive Committee Meeting – March 10, 2017 

Finance Committee and Board of Directors Meetings – March 11-12, 2017 
 
Friday, March 10 
5:00-7:00 pm Executive Committee Meeting (Committee Members only) Cowboys A 

 
Saturday, March 11 
8:00-9:00 am Finance Committee Meeting (BOD and HOD members are encouraged to 

attend) Silverlake C 
 

9:00 am-3:00 pm Board of Directors Meeting – Silverlake C 
 
9:00 am Call to Order 

Announcements/Introductions 
Approval of Minutes pg. 7 
E-motion Acceptance pg. 31 

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

 
 10:00 am   John Barrett & Nancy Bello – Merrill Lynch –Investment Report 
 
 10:45 am Bill Sims - Salmon, Sims, & Thomas - Auditor’s Report  
 
11:30 am Erika Miller & Zara Day – Cavarocchi, Ruscio, Dennis Associates, 

LLC (CRD) (by phone) 
 
12:00 pm LUNCH BREAK (Daedalus Board Meeting) 

 
1:30 pm RECONVENE 

General Reports pg. 32 
President pg.33 (A) 
Past President pg. 36 
Executive Director Report pg. 37 (A) 

 Government & Regulatory Affairs pg. 55 
 House of Delegates pg. 67 
 Board of Medical Advisors pg. 68 
 President’s Council pg. 75 

 
2:00 pm  Standing Committee Reports pg. 81 

Audit Subcommittee pg. 82  (R) 
Bylaws Committee pg. 83 (R) (A) 
Elections Committee pg. 85 
Executive Committee pg. 86 
Finance Committee pg. 87 
Judicial Committee pg. 88 
Program Committee pg. 89 (R) 
Strategic Planning Committee pg. 91 (A) 
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Specialty Section Reports pg. 92 

Adult Acute Care pg. 93 
Continuing Care-Rehabilitation pg.94 
Diagnostics pg. 95 
Education pg. 97  
Home Care pg. 100 
Long Term Care pg. 102  
Management pg. 103 
Neonatal-Pediatrics pg. 105 
Sleep pg. 106 
Surface to Air Transport pg. 107 

 
2:15 pm Special Committee Reports pg. 108 

Benchmarking Committee pg. 109 
Billing Codes Committee pg. 110 
Diversity pg. 111 
Federal Govt Affairs pg. 112 
Fellowship Committee pg. 113 
International Committee pg. 114 
Membership Committee pg. 116 (R) 
Position Statement/Issue Paper Committee pg. 118 (R) 
State Govt Affairs pg. 126 
Virtual Museum Committee pg. 127 

 
2:30 pm Nominations for Life & Honorary Membership 
  (see pg. 79 for criteria) 

 
    Nominations for Legends of Respiratory Care 
    (see pg. 173 for criteria) 
    
 
3:00-5:00pm  Committee Workgroups (Executive Boardroom available)
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Sunday, March 12 
8:00-9:00 am  Committee Workgroups (Cowboys A available) 

9:00 am-3:00 pm Board of Directors Meeting  

9:00 am Call to Order 
 

Special Representatives pg. 128 
AMA CPT Health Care Professional Advisory Committee pg. 129 
American Association of Cardiovascular & Pulmonary Rehab pg. 130 
American Heart Association pg. 133  
Chartered Affiliate Consultant pg. 134 (R) 
Coalition for Baccalaureate and Graduate Respiratory Therapy Education 
(CoBGRTE) pg. 135 
Comm. on Accreditation of Medical Transport Systems pg. 137 
Extracorporeal Life Support Organization (ELSO) pg. 138 
International Council for Respiratory Care (ICRC) pg. 140  
The Joint Commission (TJC) pg. 144-146 
National Asthma Education & Prevention Program pg. 147 
Neonatal Resuscitation Program pg. 148 

 
9:30 am Roundtable Reports pg. 149 
 
10:00 am Ad Hoc Committee Reports pg. 151 

 Advanced RT Practices, Credentialing, and Education pg. 152 (A) 
 Research Fund for Advancing Respiratory Care Profession pg. 153 (R) (A) 
State Initiatives pg. 154 
Student Website Enhancement pg. 155 

 
 Other Reports pg. 156 
  ARCF Report pg. 157 
  CoARC Report pg. 158 (A) 
  NBRC Report pg. 159 
 
12:00 pm  LUNCH BREAK 

 
1:30 pm  RECONVENE 
 

 
 UNFINISHED BUSINESS pg. 162 

• Floor motion – ECMO Specialist pg. 163 
• Roundtable Policy Changes (A) 

 
 

NEW BUSINESS pg. 164 
 
Policy Review 

• CA.002 – Chartered Affiliates – Chartered Affiliate Requirements and 
Responsibilities  pg.165 

• CA.003 – Chartered Affiliates – Chartered Affiliates Revenue Sharing 
Adjustments pg.166 

• SS.003 – Specialty Sections – Leadership pg. 167 
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• Entry level BSRT (Walsh) 
• AARC 70th Anniversary (Lewis) 
• Developing strong career paths within associate degree programs 

to increase the number of baccalaureate degree RTs. (Becker) 
pg.169-170 

• Adult Acute Care Section (Lamb) pg. 171 
 
 
 

2:30 pm  ARCF Achievement Award Nominations (see attached file “ARCF 
Nominations) pg. 172 (A) 

Bird  
Hudson  
Petty/Invacare  
Mike West  
Mitch Baran 

 
3:00-5:00pm Committee Workgroups (Cowboys A available)  

 
 

ANNOUNCEMENTS 

TREASURER’S MOTION 

ADJOURNMENT 

 
(R) = Recommendation 
(A) = Attachment 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



6 
 

Recommendations 

(As of February 24, 2017) 
AARC Board of Directors Meeting 

March 11-12, 2017 • Grapevine, TX 
 

Audit Sub-Committee 
Recommendation 17-1-13.1 “That the AARC Board of Directors accept the audit report as 
presented.” 
 
Bylaws Committee 
Recommendation 17-1-9.1 “That the AARC Board of Directors find that the Illinois Society for 
Respiratory Care Bylaws are not in conflict with the AARC Bylaws.” 
 
Recommendation 17-1-9.2 “That the AARC Board of Directors find that the Nebraska Society 
for Respiratory Care Bylaws are not in conflict with the AARC Bylaws.” 
 
Recommendation 17-1-9.3 “That the AARC Board of Directors find that the Idaho Society for 
Respiratory Care Bylaws are not in conflict with the AARC Bylaws.” 
 
Recommendation 17-1-9.4 “ That the AARC Board of Directors find that the Kentucky Society 
for Respiratory Care Bylaws are not in conflict with the AARC Bylaws.” 
 
Program Committee 
Recommendation 17-1-15.1 “That the AARC Board of Directors approve the following members 
of the 2017 AARC Sputum Bowl Committee: Renee Wunderley – Committee Chair, Sherry 
Whiteman - Score Keeper, Rick Zahodnic - Practitioner Moderator, Angie Switzer - Student 
Moderator, Julie Boganwright – Timekeeper.” 
 
Membership Committee 
Recommendation 17-1-24.1 “That the AARC eliminate the free student membership program 
with appropriate notification of students and schools currently utilizing the program.” 
 
Position Statement and Issue Paper Committee 
Recommendation 17-1-26.1 “That the AARC Board of Directors agree to suspend the “60-day 
comment period from AARC membership” required by AARC BOD Policy CT.008 for Position 
Statements and Issue Papers that are recommended for retirement during 2017.” 
 
Chartered Affiliate Consultant 
Recommendation 17-1-67.1 “Expand the scope of services and financial support of the chartered 
affiliate consultant to support the chartered affiliates' business operations to ensure their 
continued viability.” 
 
Ad Hoc Committee on Research Fund for Advancing Respiratory Care 
Profession 
Recommendation 17-1-30.1 “That the AARC BOD accept the renamed and revised research 
program guidelines so that the AARC sponsors research that examines relationships between 
clinical interventions by respiratory therapists and the outcomes of care. 
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AMERICAN ASSOCIATION FOR RESPIRATORY CARE 
Board of Directors Meeting 

October 13, 2016 • San Antonio, TX 
 

Minutes 
 

Attendance        
Frank Salvatore, RRT, MBA, FAARC, President  
Brian Walsh, PhD, RRT-NPS, RRT-ACCS, AE-C, RPFT, FAARC, President-elect   
George Gaebler, MSEd, RRT, FAARC, Past President    
Cynthia White, MS, RRT-NPS, AE-C, CPFT, FAARC, VP External Affairs   
Lynda Goodfellow, EdD, RRT, FAARC, VP Internal Affairs    
Karen Schell, DHSc, RRT-NPS, RPFT, RPSGT, AE-C, CTTS, Secretary/Treasurer  
Timothy Op’t Holt, EdD, RRT, AE-C 
Lisa Trujillo, DHSc, RRT 
Doug McIntyre, MS, RRT, FAARC 
John Lindsey, Jr., MEd, RRT-NPS, FAARC 
Deb Skees, MBA, RRT, CPFT  
Pattie Stefans, BS, RRT 
Cheryl Hoerr, MBA, RRT, CPFT, FAARC   
Keith Lamb, BS, RRT-ACCS, FCCM      
Natalie Napolitano, MPH, RRT-NPS, FAARC   
Ellen Becker, PhD, RRT-NPS, FAARC    
Kimberly Wiles, BS, RRT, CPFT 
Camden McLaughlin, BS, RRT, FAARC  
 
Consultants 
Mike Runge, BS, RRT, FAARC Parliamentarian 
Dianne Lewis, MS, RRT, FAARC, President’s Council President 
Terence Carey, MD, BOMA Chair 
 
Staff 
Tom Kallstrom, MBA, RRT, FAARC, Executive Director 
Doug Laher, MBA, RRT, FAARC, Associate Executive Director 
Tim Myers, MBA, RRT-NPS, FAARC, Associate Executive Director 
Steve Nelson, MS, RRT, FAARC, Associate Executive Director 
Shawna Strickland, PhD, RRT-NPS, AE-C, FAARC, Associate Executive Director 
Cheryl West, MPH, Director of Government Affairs 
Anne Marie Hummel, Director Regulatory Affairs 
Kris Kuykendall, Executive Administrative Assistant 
 
 
CALL TO ORDER 
President Frank Salvatore called the meeting of the AARC Board of Directors to order at 8:00am 
CDT.   
 
 
Parliamentarian Mike Runge swore in Camden McLaughlin as Bill Lamb’s replacement. 
 
Secretary/Treasurer Karen Schell called roll and declared a quorum. 
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DISCLOSURE 
President Salvatore reminded members of the importance of disclosure and potential for conflict 
of interest.  Board members noted any conflicts of interest on a sheet of paper that was 
distributed. 
 

Frank Salvatore – SUNY Sullivan Comm College Advisory Board 
Brian Walsh – Maquet, GE, Aerogen, Draeger, Vapotherm, SCCM member 
Karen Schell – Advisory Board JCCC, RT Program Olathe, KS;  FDA Pulmonary 
Advisor Board, consumer member; CoBGRTE member; Advisory Board KCKCC RT 
program, Kansas City, KS 
Lisa Trujillo – CoBGRTE member; MSRT Advisory Board, Northeastern University 
Lynda Goodfellow – NAECB Board member, CoBGRTE member 
Ellen Becker – CoBGRTE member, Association Asthma Educators, Board of Directors  

 Chicago Asthma Consortium 
Tim Op’t Holt – CoBGRTE member 
Natalie Napolitano – Research relationships with Aerogen, Geno, Phillips/Respironics, 
Draeger, CVS Health; CoBGRTE member; Allergy & Asthma Network Chair 
John Lindsey – Advisory Committee member National Park College and Seark College 
Keith Lamb – Medtronic, Bayer, Masimo, Sunovian, Fischer Paykel 
Cheryl Hoerr – Adjunct Faculty, Lindenwood University 
Cyndi White – Advisory Board Northeastern, CoBGRTE, Phillips, Vapotherm 
Kimberly Wiles – Advisory Board member – West Penn/IUP School of Respiratory Care 
John Wilgis – American Hospital Association, Florida Hospital Association, HHS –  

 Centers for Disease Control and Prevention, Asst Secretary for Preparedness and   
 Response 

Deb Skees – St. Paul College RT Program Advisory Board 
 

 
APPROVAL OF MINUTES 
Karen Schell moved to approve the minutes of the June 29, 2016 meeting of the AARC Board of 
Directors. 
Motion carried 
 
Karen Schell moved to approve the minutes of the June 30, 2016 2016 meeting of the AARC 
Board of Directors. 
Motion carried 

 
E-motions 
There were no E-motions to ratify. 
   
 
President Salvatore dismissed the Board of Directors at 8:25am to attend the House of Delegates 
meeting to witness the Color Guard presentation. 
 
President Salvatore called the Board of Directors meeting to order 8:52am. 
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GENERAL REPORTS 
President Salvatore introduced four students who came to observe the Board of Directors 
meeting. 
 
Executive Office 
FM 16-3-1.1 Ellen Becker moved that the Board of Directors approve up to $50,000 for the 
purposes of conducting a needs assessment for the advanced practice respiratory therapist 
(APRT) role. (In response to FM16-2-1.4) 
Motion carried 
 
FM16-3.1.2 Karen Schell moved to authorize the Executive Office to proceed with the pilot of 
the state society support. (In response to FM16-2-1.3) 
Motion carried 
 
Presidents Council 
Lynda Goodfellow moved to accept Recommendation 16-3-8.1 “That some members of the 
Presidents Council be involved in the AARC 60th Anniversary planning.” 
 
Cyndi White moved to refer to the Executive Office. 
Motion carried 
 
President Salvatore made a friendly amendment to change to “70th”. 
Motion carried 
 
 
Camden McLaughlin moved to accept the General Reports as presented. 
Motion carried 
 
 
RECESS  
President Salvatore recessed the meeting of the AARC Board of Directors at 10:10am CDT. 
 
RECONVENE 
President Salvatore reconvened the meeting of the AARC Board of Directors at 10:30am CDT. 
 
 
STANDING COMMITTEES REPORTS 
Bylaws Committee 
Cyndi White moved to accept Recommendation 16-3-9.1 “That the AARC Board of Directors 
find that the Kansas Society for Respiratory Care Bylaws are not in conflict with the AARC 
Bylaws.” 
Motion carried 
Karen Schell abstained. 
 
Lynda Goodfellow moved to accept Recommendation 16-3-9.2 “That the AARC Board of 
Directors find that the New Jersey Society for Respiratory Care Bylaws are not in conflict with 
the AARC Bylaws.” 
Motion carried 
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Deb Skees moved to accept Recommendation 16-3-9.3 “That the AARC Board of Directors find 
that the Vermont-NH Society for Respiratory Care Bylaws are not in conflict with the AARC 
Bylaws.” 
Motion carried 
 
 
SPECIALTY SECTION REPORTS 
Home Care Section 
Lynda Goodfellow moved to accept Recommendation 16-3-54.1 “That the Board of Directors 
charge the Executive Office with the task of investigating the feasibility and financial impact of 
combining the home care section, long term care section, and continuing care section.” 
 
Karen Schell moved to refer to the Executive Office. 
Motion carried 
 
 
President Salvatore introduced four students who came to observe the Board of Directors 
meetings. 
 
 
Lynda Goodfellow moved to accept the Specialty Section reports as presented. 
Motion carried 
  
 
SPECIAL COMMITTEE REPORTS 
Membership Committee  
Karen Schell moved to accept Recommendation 16-3-24.1 “That the AARC Board of Directors 
add a student member to the AARC Membership Committee.” 
 
Karen Schell moved to refer to the president-elect. 
Motion carried 
 
Cyndi White moved to accept Recommendation 16-3-24.2 “That the AARC Board of Directors 
add a recent graduate who transitioned to an active member to the AARC Membership 
Committee.” 
 
Cyndi White moved to refer to the president-elect. 
Motion carried 
 
 
Tim Op’t Holt moved to accept the Special Committee Reports as presented. 
Motion carried 
 
 
SPECIAL REPRESENTATIVES REPORTS 
 
Cyndi White moved to accept the Special Representatives reports as presented. 
Motion carried 
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FM16-3-26.1 Natalie Napolitano moved that the Position Statement/Issue Paper Committee 
develop a resource for best practices to include licensure requirements for practice of the 
respiratory therapist as an ECMO specialist. 
 
Lynda Goodfellow moved to table for new business. 
Motion carried 
 
ROUNDTABLE REPORTS 
Board liaisons gave updates on their respective roundtables and their activity. 
 
Cyndi White moved to accept the Roundtable reports as presented. 
Motion carried 
 
 
AD HOC COMMITTEE REPORTS 
Ad Hoc Committee on Advanced RT Practices, Credentialing, and Education 
Cyndi White moved to accept Recommendation 16-3-31.1 “Continue the work of the Ad Hoc 
Committee through the term of the incoming AARC President, Brian Walsh.” 
Motion carried 
 
Cyndi White moved to accept Recommendation 16-3-31.2 “Revise the committee’s membership 
based on the input from the committee chairs.” 
 
Karen Schell moved to refer to the president-elect. 
Motion carried 
 
Cyndi White moved to accept Recommendation 16-3-31.3 “Accept the committee’s ‘Project Status 
Report’ and the committee’s ‘Needs Assessment Outline’ as informational items.” 
Motion carried 
 

 Cyndi White moved to accept Recommendation 16-3-31.4 “Accept the ‘Request for Proposal for 
Needs Assessment Study for the Occupation of the Advanced Practice Respiratory Therapist’ as 
information to solicit services from an organization to conduct a needs assessment study for the 
occupation of an advanced practitioner in respiratory care.” 

 
Karen Schell moved to refer back to the committee for revisions. 
Motion carried 
 
Ad Hoc Committee on Research Fund for Advancing Respiratory Care Profession 
Cyndi White moved to accept Recommendation 16-3-30.1 “That the president-elect consider 
tasking the committee with revising the application to include a structured call for proposals with 
timelines and with more detailed information as part of the application.”  
Motion carried 
 
Ad Hoc Committee on State Initiatives 
Cyndi White moved to accept Recommendation 16-3-33.1 “Continue the work of the Ad Hoc 
Committee through the term of the incoming AARC President, Brian Walsh.” 
Motion carried 
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Cyndi White moved to accept Recommendation 16-3-33.2 “Revise the committee’s membership 
based on the input from the committee chairs.” 
 
Karen Schell moved to refer to the president-elect. 
Motion carried 
 
 
FM 16-3-29.1 Lynda Goodfellow moved that the Board of Directors accept the Taskforce on 
Competencies document and move to the Executive Office for publication. 
Motion carried 
 
Cyndi White moved to accept the Ad Hoc Committee reports as presented. 
Motion carried 
 
 
RECESS  
President Salvatore recessed the meeting of the AARC Board of Directors at 12:00pm CDT. 
 
 
JOINT SESSION 
Joint Session was called to order at 1:35pm CDT.   
 
Secretary/Treasurer Karen Schell called roll and declared a quorum. 
 
Jim Lanoha presented the elections report and results. 
 
Cheryl West provided updates on state legislative issues, including those states that are 
undertaking legislative efforts to move to the “RRT only” as a state licensure requirement. Ann 
Marie Hummel provided more detail on various Medicare regulations impacting the profession 
as well as updating the status of the Telehealth Parity Act. The dates for the 2016 AARC Hill 
Advocacy event have been set for April 3-4, 2016. 
 
Executive Session 
Karen Schell moved to go into Executive Session at 1:56pm CDT.   
Motion carried 
 
Lynda Goodfellow moved to come out of Executive Session at 2:16pm CDT.   
 
Raymond Pisani presented a second reading of the AARC Bylaws. 
 
Joint Session ended at 2:23pm CDT. 
 
 
RECONVENE 
President Salvatore reconvened the meeting of the AARC Board of Directors at 2:40pm CDT. 
 
 
President Salvatore introduced four students who came to observe the Board of Directors 
meeting. 
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Karen Schell moved that the Board of Directors accept the 2017 budget. 
Motion carried 
 
Karen Schell moved to accept the second reading of the bylaws changes.   
Motion carried 
 
 
Lynda Goodfellow moved to accept the Standing Committee reports as presented. 
Motion carried 
 
OTHER REPORTS 
The reports from ARCF, CoARC, and NBRC were reviewed. 
 
Tim Op’t Holt moved to accept the other reports. 
Motion carried 
 
UNFINISHED BUSINESS 
President Salvatore gave the Board an update of recent conference calls with CoBGRTE and the 
progress of the bachelor degree programs. 
 
RECESS  
President Salvatore recessed the meeting of the AARC Board of Directors at 3:50pm CDT. 
 
RECONVENE 
President Salvatore reconvened the meeting of the AARC Board of Directors at 4:05pm CDT. 
 
President Salvatore began a discussion about the new AARC Affiliate AARConnect Community 
policy and revenue sharing.  In 2016 three states did not sign the revenue sharing and co-
marketing agreements.   
 
George Gaebler moved to approve the new AARC Affiliate AARConnect Community 
policy/procedure. 
Motion carried 
Cheryl Hoerr abstained. 
 
FM 16-3-1.3 Lynda Goodfellow moved to direct the Executive Office, beginning in 2017, to 
withhold revenue sharing from those states that do not sign the revenue sharing agreement. 
 
Lynda Goodfellow moved to withdraw her motion. 
 
RECESS  
President Salvatore recessed the meeting of the AARC Board of Directors at 5:00pm CDT. 
 
 
Meeting minutes approved by AARC Board of Directors as attested to by: 
 
 
____________________________    __________________ 
Karen Schell       Date 
AARC Secretary/Treasurer 
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AMERICAN ASSOCIATION FOR RESPIRATORY CARE 
Board of Directors Meeting 

October 14, 2016 – San Antonio, TX 
 

Minutes 
 
Attendance        
Frank Salvatore, RRT, MBA, FAARC, President  
Brian Walsh, PhD, RRT-NPS, RRT-ACCS, AE-C, RPFT, FAARC, President-elect   
George Gaebler, MSEd, RRT, FAARC, Past President    
Cynthia White, MS, RRT-NPS, AE-C, CPFT, FAARC, VP External Affairs   
Lynda Goodfellow, EdD, RRT, FAARC, VP Internal Affairs    
Karen Schell, DHSc, RRT-NPS, RPFT, RPSGT, AE-C, CTTS, Secretary/Treasurer  
Timothy Op’t Holt, EdD, RRT, AE-C 
Lisa Trujillo, DHSc, RRT 
Doug McIntyre, MS, RRT, FAARC 
John Lindsey, Jr., MEd, RRT-NPS, FAARC 
Deb Skees, MBA, RRT, CPFT  
Pattie Stefans, BS, RRT 
Cheryl Hoerr, MBA, RRT, CPFT, FAARC   
Keith Lamb, BS, RRT-ACCS, FCCM      
Natalie Napolitano, MPH, RRT-NPS, FAARC   
Ellen Becker, PhD, RRT-NPS, FAARC    
Kimberly Wiles, BS, RRT, CPFT  
Camden McLaughlin, BS, RRT, FAARC 
 
Consultants 
Mike Runge, BS, RRT, FAARC Parliamentarian 
Dianne Lewis, MS, RRT, FAARC, President’s Council President 
Terence Carey, MD, BOMA Chair 
 
Staff 
Tom Kallstrom, MBA, RRT, FAARC, Executive Director 
Doug Laher, MBA, RRT, FAARC, Associate Executive Director 
Tim Myers, MBA, RRT-NPS, FAARC, Associate Executive Director 
Steve Nelson, MS, RRT, FAARC, Associate Executive Director 
Shawna Strickland, PhD, RRT-NPS, AE-C, FAARC, Associate Executive Director 
Cheryl West, MPH, Director of Government Affairs 
Anne Marie Hummel, Director Regulatory Affairs 
Kris Kuykendall, Executive Administrative Assistant 
 
Guests 
Steve Sittig, RRT-NPS, FAARC 
Mike Madison, MBA, RRT 
 
CALL TO ORDER 
President Frank Salvatore called the meeting of the AARC Board of Directors to order at 9:10am 
CDT.   
 
President Salvatore introduced 6 students who came to observe the Board of Directors meeting.  
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Secretary-Treasurer Karen Schell called roll and declared a quorum. 
 
John Wilgis announced the House election results: 
Speaker-elect – Teri Miller 
Treasurer – Dana Evans 
Secretary– Kerry McNiven 
Bylaws Chair-elect – Brian Cayko 
Bylaws Committee - Raymond Pisani  
Elections - Ed Borza 
 
OLD BUSINESS CON’T 
George Gaebler began a discussion about the new AARC Affiliate AARConnect Community 
Policy/Procedure.  (See Attachment “A”)  
 
FM16-3-1.3 Brian Walsh moved that the AARC Executive Office develop the means and 
methods to enforce the revenue sharing agreement by the end of 2016. 
Motion carried 
 
 
NEW BUSINESS 
POLICY UPDATES 
 
BOD.024 – Board of Directors – AARC Disaster Relief Fund 
Karen Schell moved to accept with date change. 
Motion carried 
 
President Salvatore introduced 5 students who came to observe the Board of Directors meeting. 
 
 
RECESS  
President Salvatore recessed the meeting of the AARC Board of Directors at 10:15am CDT. 
 
RECONVENE 
President Salvatore reconvened the meeting of the AARC Board of Directors at 10:30am CDT. 
 
 
BOD.027 – Board of Directors – Surveys Conducted by the Association 
Natalie Napolitano moved to accept as amended and date change. 
Motion carried 
 
CT.009 – Committees – AARC Fellowship Selection Committee 
George Gaebler moved to accept as amended and date change. 
Motion carried 
 
(See attachment “A” for amended policies.) 
 
 
RECESS  
President Salvatore recessed the meeting of the AARC Board of Directors at 11:15am CDT. 
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RECONVENE 
President Salvatore reconvened the meeting of the AARC Board of Directors at 11:23am CDT. 
 
John Wilgis provided the outcomes of House of Delegates resolutions. 
 
67-16-2 “Resolve that the AARC HOD only meet once per year, prior to the fall AARC 
Congress. The AARC Bylaws state that only one HOD meeting per year is required.”  Defeated 
 
John Wilgis moved to accept 67-16-3 “Resolve that the AARC develop a mechanism to 
encourage affiliates to become more involved with the mission of the AARC. Plan to include but 
not be limited to encouraging more affiliates to change their affiliate bylaws to allow their 
president to be seated as a delegate and attend HOD meeting.”  Passed 
 
Natalie Napolitano moved to refer to president-elect. 
Motion carried 
 
John Wilgis moved to accept 67-16-4 “Resolve that the AARC work in concert with the HOD 
Officers and the Delegate Assistance Committee to increase the assistance offered to affiliates 
and the needs of the HOD.”  Passed 
 
Brian Walsh moved to refer to the Executive Office. 
Motion carried 
 
President Salvatore reviewed the Board Self-Assessment Survey.  The majority of the comments 
stated that mentors would be helpful for new Board members. 
 
Strategic Workgroups gave updates of their work from this morning. 
 
President Salvatore stated that $585 was collected for the disaster relief fund by the Board of 
Directors today. 
 
Treasurers Motion 
Karen Schell moved that expenses incurred at this meeting be reimbursed according to AARC 
policy. 
Motion carried 
 
MOTION TO ADJOURN 
Karen Schell moved to adjourn the meeting of the AARC Board of Directors. 
Motion carried 
 
ADJOURNMENT 
President Salvatore adjourned the meeting of the AARC Board of Directors at 12:50pm CDT. 
 
Meeting minutes approved by AARC Board of Directors as attested to by: 
 

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

Policy No. CA.008 – Chartered Affiliates – Affiliate AARConnect Community Policy/Procedure 
Policy No. BOD.027 – Board of Directors – Policy for Surveys Conducted by the Association 

Policy No. CT.009 – Committees – AARC Fellowship Selection Committee 
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American Association for Respiratory Care 
Policy Statement 

 
          Page 1 of 2 
         Policy No.:CA.008 

SECTION:  Chartered Affiliates  
 
SUBJECT:   AARC Affiliate AARConnect Community Policy/Procedure  
 
EFFECTIVE DATE: October 14, 2016  
 
DATE REVIEWED: October 14, 2016  
 
DATE REVISED:   
 
Definition of an AARC Affiliate AARConnect Community: A place for affiliate members to 
share information that supports the mission and vision of the state society and AARC. AARC 
staff provides oversight of the AARConnect platform. The Affiliate Communities by the nature 
of the discussions are a reflection of the Affiliate and its members and is monitored by the 
affiliate leadership. This document is subject to change, according to evolving membership 
consensus and interaction. The following guidelines cover all messages sent – whether to an 
entire discussion or to an individual community member. 

1. Have a clear topic in mind and state it in the subject line. Clear subjects enable 
members to relate to content easier. It also makes messages easier to find when searching. 

2. Post only content that you are authorized to post. When acting on behalf of the 
Leadership of the Affiliate, clearly state your position and who authorized the posting. If 
posting with a personal message, note that the post is not an authorized Affiliate post. 
Avoid posting copyright protected materials. Official posts should not include advertising 
events or products that compete with the AARC and/or affiliate. 

3. Safeguard privacy. Participation is limited to AARC members and affiliate leadership. 
However, online forum security cannot be guaranteed and as such your posts may not 
remain private. Ensure posts meet HIPAA and other relevant guidelines and regulations. 

4. Stay on topic. Posts should be relevant to the Affiliate forum. Posts are subject to 
moderation or deletion if found to be off topic, if reported as inappropriate, or if they fail 
to support the mission and vision of the affiliate or AARC. 

5. Be professional. Discuss issues, not people. Posts should be professional. Discussions 
should not include political messaging. 

6. Follow guidelines for surveys. If you are interested in surveying members for research 
purposes, please contact the affiliate leadership to receive permission to post surveys. 
Surveys posted without permission will be removed. Oversaturation of community 
members with surveys for industry or personal gain, often result in members removing 
themselves from the list. 

7. Do not post commercial messages. This includes job postings, products, services, or 
meetings or events. Official affiliate sponsored events are allowed when posted by the 
appointed/elected leadership of the affiliate. 

Policy Amplification: 
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1. Affiliate President must agree to code of conduct, which will be sent annually with 
Affiliate Affirmation.  State Societies who do not sign the affiliate affirmation will not be 
eligible to have an Affiliate Community. 

a. On the initial implementation, the AARC will provide an interim Affiliate 
Community Agreement that will cover the period between the implementation 
and the 2017 Affiliate Agreement completion date. 

2. The Affiliate Community will replace listserv and/or the need to contact the AARC HOD 
Liaison in order to post to its members within the state. 

3. Leadership of the affiliate must appoint a member of their executive committee or board 
to manage, create and monitor all posts for the affiliate.   

a. When officially posting as an affiliate officer, authors should identify 
themselves as acting on behalf of the elected officers. Personal opinions should 
be identified as such and it should be made clear that they are not the official 
statement of the affiliate. AARC urges caution when posting on the state forum 
in that capacity. 

4. Job postings are not allowed. These types of posts constitute advertising which is not 
permitted on AARConnect. 

5. No direct solicitation of any type for meetings, events, products or services is allowed, 
either through lists or direct messaging to other members. These types of posts constitute 
advertising which is not permitted on AARConnect. This is already stated in #7 above 

6. Use caution when discussing any services or products. Information posted on the lists is 
available for all to see, and comments are subject to libel, slander, and antitrust laws. 

7. AARC reserves the right to modify postings. Affiliate officers are held to a high level 
of excellence and accountability. Repeat offenders may be subject to moderation or 
restricted access.  

a. Individual Violations (e.g. – allowing individuals to post non-sanctioned state 
affiliate events or inappropriate use/responses by individuals): 

i. First Violation – Depending on the severity, a message may be deleted. A 
message informing the poster will be sent. 

ii. Second Violation – Depending on the severity, a message may be deleted. 
The poster will be put on moderation, and messages will be reviewed 
before being potentially posted online. 

b. State Affiliate Violations (e.g. – postings that violate the affirmation 
agreement between the state affiliate and AARC): 

i. First Violation – Depending on the severity, a message may be deleted.  
The state affiliate will lose their access to the AARConnect community for 
six months and forfeit their AARC revenue sharing for that time period. 

ii. Second Violation – Depending on the severity, a message may be deleted.  
The state affiliate will lose their access to the AARConnect community for 
a year and forfeit their AARC revenue sharing for that time period. 

c. Disposition of withheld State Affiliate Revenue sharing.  The AARC will hold the 
funds in a holding account and at the end of the year will disburse the funds 
equally to the state affiliates that had no violations during the preceding year. 

8. All affiliates are required to follow all policy amplication definitions for AARC Connect 
Community and revenue sharing requirements.  Failure to follow these policy 
amplication definitions shall result in withholding of these affiliate benefits.   

9. Section 7 a,b,c will be followed as written.  The AARC has the right to rescind the 
community’s right, revenue sharing and charted affiliates co-marketing.   

10. The AARC BOD will be the determinate body when violations occur.  The withholding 
of these revenues shall be reserved in a protected account.   
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Policy Statement 

 
Policy No.: BOD.027 

Page 1 of 4 
SECTION:    Board of Directors 
 
SUBJECT:    Policy for Surveys Conducted by the Association 
 
EFFECTIVE DATE:   March 2001 
 
DATE REVIEWED:   October 2016 
 
DATE REVISED:  October 2016 
 
REFERENCES:   CT.0688b Revised 
 
Policy Statement: 
1. All surveys of the AARC membership must be reviewed by the Executive Office and 
approved by the Executive Board before permission will be granted for conducting them. 

 
Policy Amplification: 
 
Definition of Surveys: For the purposes of this policy a survey is a document requesting 
information that may be used to comprehensively consider an area of subject matter for the 
purposes of gathering data where the analysis could be considered for academic pursuit, 
publishing or corporate use. 
 
Definition of Listserve Questionnaires: Any question or questions posed that would be 
considered for one's own personal/professional use as information gathering for projects in their 
area of interest, practice, or job. Information gathered in this way would not be used for 
publication outside of one’s institution. 
 
1. Questionnaires/Information requests occurring within AARC Section mail lists (AARConnect) 
do not require Executive review provided that they adhere to the rules governing them. See 
attachment A below 
 
Survey Request Procedure  
 
1. The requestor must be an AARC Member for > 1 year and in good standing. 
2. The requester must submit a copy of the survey plus communication stating the intent of the 

survey to the AARC Executive Office, no less than 30 days prior to the requested distribution 
date. Incomplete applications will be rejected. Please include the following information 
within the request: 

 
a. A copy of the proposed survey, preferably a link to the actual survey. 
b. The membership group you wish to survey. 
c. The survey introduction. 
d. A description of how you intend to assure confidentiality of information supplied by 

members. 
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e. A description of how you intend to disseminate the findings to members who 
participated. 

f. Definitions for abbreviations used in the survey. 
g. A disclosure of possible conflict of interest. 
h. Whether you have Institutional Review Board approval (if applicable) 

Note: Surveys will be circulated only on groups that currently exist on AARConnect. These 
include all AARC Specialty Sections, Roundtables, and, if a cross section of respiratory 
therapists is needed, the Help Line. Special requests for segmentation of AARC members cannot 
be accommodated.  
 
3. The Executive Director or designee will evaluate the survey based upon the following criteria: 

a. Overall appearance. 
b. Have similar surveys have been done within the last 24 months? If so, proponent 

of that survey will be shared with the requestor.  
c. Clarity of questions and appropriateness of format. 
d. No redundancy of questions. 
e. No blatant disregard for the wellbeing of our members or association. 
f. Have the appropriate questions been developed to draw reasonable conclusions. 
g. Has a survey been sent to the same population of AARC members during the last 

six months? Duplicate surveys will be rejected. 
h. Does the survey provide information about our members or organization that 

could be used by our competitors or negatively affects our members or business?  
 

4. After Executive Office review and approval a designee will notify the Secretary/Treasurer of 
the AARC BOD and seek Executive Board approval. The requester will be informed of the 
decision. If revisions are needed, the requester shall resubmit. Unsatisfactory revisions will be 
rejected. Once approved, the survey will be labeled with the following “This survey has been 
approved by the AARC for distribution.  Please contact the survey proponent, as indicated in the 
message below, with questions and comments.”  
 
5. Approved Surveys will be distributed using web based survey systems (ex: Survey Monkey) 
that direct participants away from AARConnect. AARConnect will not be utilized to respond to 
surveys, unless it is questionnaire.  
 
6. A brief summary of survey results will be made available within one year to AARC members 
within the AARConnect library. Summary pdf files (output) provided by the survey tool are 
acceptable. Most summaries provide the response rate and percentages of responses for each 
question. If you plan on publishing, please check with the journal to ensure this is not considered 
a publication. If the journal considers this a publication, the surveyor can wait until publication 
to provide a citation.   
 
7. The Executive Office can seek assistance from the Executive Committee of the Board of 
Directors at any time by the following method:  
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a. Request for Executive Committee support will be sent to the Secretary/Treasurer 
for distribution, discussion and vote. 

b. The Executive Committee has the right to make exception to the survey policy on 
behalf of the Board of Directors.  

 
 
Attachment A 
 
AARC Participant Listserv (AARConnect) Rules 
General 
1. Message content must be clinically or operationally relevant to the intent of the AARConnect 

group. 
2. The following are not permitted to be posted. Members posting or contributing to these 

postings will be notified of their violation, censored, and then removed if their inappropriate 
behavior continues. Continued violations will be reported to the judicial committee for 
additional action.   

a. Advertisements or motions for products, services, job 
b. Meetings and events not sponsored by AARC or affiliate  
c. Poems, jokes and other forms of personal expression, chain mail, virus 

warnings, etc. 
d. Copyrighted material from a source other than the AARC 
e. Inquiries and promotions related to products/services by consultants, 

manufacturers, marketing firms and other similar entities outside of the 
AARC. 

f. Discussions relating to pricing or cost of goods as this may be considered 
price fixing and is a federal offense. 

3. The AARC reserves the right to remove anyone for any reason from the AARC electronic 
mailing list. This includes the archival entries on the Listserve that pertain to a subject 
considered inappropriate or in violation of the Listserve guidelines. 
 
The Exchange of Information: 
1. AARC members may use the Listserv to exchange information between other Listserv 
Subscribers. 
2. When you post a question, or series of questions, be sure that you title it with a good, concise, 
explanatory title in the subject line to clearly differentiate the message from others being posted 
or responded to. 
3. Regarding information requests posted by Listserv clients, the Section Chair or Executive 
Office determine if the Listserv posting represents a survey that requires approval. The following 
guidelines can be utilized to differentiate Listserv information requests from query requests. 

3.1 Surveys often include the capturing of user specific information and 
hospital/department demographics for comparison reporting. 
3.2 The creator of a survey will embed a separate link to ask specific questions so  
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participants do not have the option to view other responses. If the creator of this type of 
inquiry tool has not expressively indicated results will be shared and accessible to all 
Listserv participants, the Section Chair will refer the individual to the Executive Office as 
per Policy BOD 027. 

4. The sender of the information request may instruct section participants to reply to the Listserv, 
click on a link or reply directly to their personal email. 

4.1 In the event responses are sent directly to the personal email or automated survey 
service (e.g. SurveyMonkey) of the individual who posted the information request, a 
summary of those responses should be posted so all Listserv participants may share the 
information. These summaries can be placed in the AARConnect library for future 
reference.  
4.2 If your reply is simply a request to receive a copy of what someone has offered to 
share, or simply to agree with someone (such as: “Me too”), please do not reply to the 
entire group. Instead, send your response directly to the person who posted the message.  
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         Policy No.: CT.009 

SECTION:   Committees 
  
SUBJECT:   AARC Fellowship Selection Committee        
   
EFFECTIVE DATE:  January 1, 2011 
  
DATE REVIEWED:  October 2016 
  
DATE REVISED:  October 2016 
  
REFERENCES:   
  
Policy Statement: The AARC Fellowship Program was established to recognize active or 
associate members in good standing who have made profound and sustained contributions to the 
art and science of respiratory care and to the AARC. 
   
Policy Amplification: This policy sets forth the eligibility requirements, criteria for nomination, 
the selection process and rules governing the AARC Fellowship Program. 
  
Eligibility:  

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

 
• Possess the RRT credential issued by the NBRC and licensed within their state of 

employment or, be a licensed physician with a respiratory care-related specialty.  
 

• First term members of the AARC Board of Directors or Officers of the House of 
Delegates are not eligible.  

 
 Criteria: 
 

• Must be nominated by at least two AARC members, one of which is required to be a 
Fellow of the AARC with membership in good standing.  

 
• Must have demonstrated national prominent leadership, influence and achievement in 

clinical practice, education or science.  
 

• Must possess documented evidence of significant contribution to the respiratory care 
profession and the AARC. 
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              Page 2 of 3 
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Rules: 
 

• All nominations for Fellow, and associated supporting documents, must be submitted 
online through the AARC website. 

 
• Upon receipt of a nomination, the Executive Office will confirm each nominee satisfies 

the minimum criteria for 10 consecutive years of AARC membership, and that each 
nominator continues to maintain eligibility to submit nominations for Fellow. 

 
• For those nominees not meeting the 10-year requirement, the nominator will be so 

informed and the nomination not accepted.  Nominators not eligible to submit 
nominations will likewise be notified. 

 
• Deadline for receipt of nominations and all supporting documentation will be the last 

working day of August of the calendar year in which the nomination is to be considered 
or, by pronouncement, an earlier deadline as determined by the dates of the AARC’s 
Annual Congress. Nominations not received by the established date will not be accepted.  

 
• The Fellowship Selection Committee, consisting of a Chair and up to six current Fellows 

appointed by the AARC President, will evaluate nominations annually.  
 

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

 
• Committee members are to evaluate each nominee independently and make their 

determination based upon the contributions of the respective nominee to the profession, 
and most importantly, to the AARC. Committee members will not collaborate with 
anyone during the selection process. 

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

inducted as a Fellow of the AARC. 
 

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

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

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

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

remain confidential and will not be subject to outside review or discussion.  
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• New Fellows will be inducted during the Awards Ceremony held in conjunction with the 
annual AARC International Respiratory Congress. 

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

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

• Upon induction, Fellows are expected to maintain their AARC membership in good 
standing.  
 

Addendum 

• Examples of profound and sustained contributions may include but are not limited to;  
o Specific evidence of outstanding contributions to the improvement of respiratory 

care at the national or international level or illustration of how regional impact 
demonstrates potential for national application. 

o Evidence includes but is not limited to documentation of the following: 
 Consistent outstanding contributions over time 
 Contributions with significant, measurable impact 
 Dissemination of important information about the contributions 
 Substantive honors, awards, and recognition by AARC or affiliates 
 Adoption of research findings and/or innovations that guide changes in 

education, research, administration, policy, or respiratory care practice 
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AMERICAN ASSOCIATION FOR RESPIRATORY CARE 
Board of Directors Meeting 
October 18, 2016 • San Antonio, TX 

 
Minutes 

 
Attendance         
Brian Walsh, PhD, RRT-NPS, RRT-ACCS, AE-C, RPFT, FAARC, President 
Frank Salvatore, MBA, RRT, FAARC, Past President 
Sheri Tooley, BSRT, RRT-NPS, CPFT, AE-C, VP External Affairs 
Natalie Napolitano, MPH, RRT-NPS, AE-C, CTTS, FAARC, VP Internal Affairs 
Karen Schell, DHSc, RRT-NPS, RRT-SDS, RPFT, RPSGT, AE-C, CTTS, Secretary/Treasurer 
Timothy Op’t Holt, EdD, RRT, AE-C 
Keith Lamb, RRT 
Doug McIntyre, RRT, FAARC 
Deb Skees, MBA, RRT, CPFT 
Steve Sittig, BSRT, RRT-NPS, CPFT, AE-C 
Cheryl Hoerr, MBA, RRT, CPFT, FAARC 
John Lindsey, Jr., MEd, RRT-NPS, FAARC 
Pattie Stefans, BS, RRT  
Kim Wiles, BS, RRT, CPFT 
Lisa Trujillo, DHSc, RRT 
Ellen Becker, PhD, RRT-NPS, FAARC 
 
HOD Officers 
Keith Siegel, BS, RRT, CPFT, Speaker 
Kerry McNiven, MS, RRT 
Dana Evans, MHA, RRT-NPS 
 
Consultants 
Camden McLaughlin, BS, RRT, FAARC, Parliamentarian 
Jakki Grimball, MA, RRT, AE-C, Past Speaker  
 
Excused 
Robert Aranson, MD, BOMA Chair 
Dianne Lewis, MS, RRT, FAARC, President’s Council President 
John Wilgis, MBA, RRT 
Susan Rinaldo Gallo, MEd, RRT, CTTS, FAARC 
 
Staff 
Tom Kallstrom, MBA, RRT, FAARC, Executive Director 
Tim Myers, MBA, RRT-NPS, FAARC, Associate Executive Director 
Doug Laher, MBA, RRT, FAARC, Associate Executive Director 
Shawna Strickland, PhD, RRT-NPS, AE-C, FAARC, Associate Executive Director 
Steve Nelson, MS, RRT, FAARC, Associate Executive Director 
Kris Kuykendall, Executive Administrative Assistant 
Amanda Feil, Membership 
 
Guests 
Mike Madison, MBA, RRT 
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CALL TO ORDER 
President Brian Walsh called the meeting of the 2017 AARC Board of Directors to order at 
3:05pm CDT.  
  
INTRODUCTIONS AND DISCLOSURES 
President Walsh asked members to get to know another Board member and introduce them.  
Board members were also asked to report their disclosures.  
 
President Walsh gave a brief overview of how he plans to manage Board meetings during his 
presidency.  He proposed that the Board meetings take place from 9am-3pm with work groups 
meeting before and/or after.  Conflicts of Interest will be done electronically and provided in the 
Board book. 
 
2017 GOALS AND OBJECTIVES 
President Walsh reviewed his written executive summary of the 2017 Goals & Committees Book 
that was emailed to the Board earlier in the day. 
 
President Walsh reviewed the 2017 Goals and Committees. (See Attachment “A”) 
 
FM16-3-10.1 Natalie Napolitano moved to nominate Pattie Stefans as Board member for the 
Elections Committee. 
Motion carried 
Pattie Stefans abstained 
 
FM 16-3-51.1 Ellen Becker moved to ratify the appointment of Crystal Kraddock as chair of the 
Continuing Care Rehabilitation Section for a two year term. 
Motion carried 
 
FM16-3-58.1 Natalie Napolitano moved to ratify the appointment of Katherine McKay (Turner) 
as chair of the Sleep Specialty Section for a three year term. 
Motion carried 
 
 
RECESS  
President Walsh recessed the meeting of the AARC Board of Directors at 4:50pm CDT. 
 
RECONVENE 
President Walsh reconvened the meeting of the AARC Board of Directors at 5:00pm CDT. 
 
 
FM 16-3-4.1 Karen Schell moved to approve the 2017 appointments, goals and objectives with 
revisions as presented. 
Motion carried 
 
President Walsh discussed expectations from the Board, i.e. attire, read Board book before the 
meeting, get reports in on time. 
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TREASURER’S MOTION 
Karen Schell moved that the expenses incurred at this meeting be reimbursed according to 
AARC policy. 
Motion carried 
 
 
ADJOURNMENT 
President Walsh adjourned the meeting of the AARC Board of Directors at 5:30pm CDT. 

 
 

Meeting minutes approved by AARC Board of Directors as attested to by: 
 
 
 
 
 
 
___________________________________    ________________ 
Karen Schell        Date 
AARC, Secretary/Treasurer 
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E-Motions 
(Since Last Board Meeting in October 2016) 

 
 

 

E16-3-31.1 “That the AARC Board of Directors approve the outline for a Request for 
Proposal (RFP) for a needs assessment study exploring the status of advanced 
practice provider employment density and sufficiency of educational background 
in the care of patients with cardiopulmonary disease.” 

 Results – December 12, 2016 
 Yes – 15 
 No – 0 
 Abstain – 0 

Did Not Vote – 3 

 

E17-1-4.1 “That the AARC Board of Directors agree to increase the State Affiliate Grant 
from $500.00 to $750.00.” 

 Results – February 16, 2017 
 Yes – 14 
 No – 0 
 Abstain – 0 

Did Not Vote – 3 
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General Reports 
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President Report 
Submitted by Brian Walsh– Spring 2017 

 

Recommendations 
 
None 
 
Report 

 
This past quarter has been very busy as I establish my goals while promoting, advocating and 
advancing the profession. I have given a few comments according to my goals of quality, 
safety and value. I’m excited for the closeout of some strategic goals and the creation of new 
ones. We will discuss many of the opportunities to advance our great profession in the coming 
hours. 
 
Quality: 
I remain concerned about the quality of respiratory care given nationally. Like past presidents, 
I feel this poor quality might limit our value and lead to our elimination. Everyone knows what 
needs to be done, yet we have a culture of letting someone else do it for us. We don’t share 
best practices and we are often not team players. If we shared information without any 
advances, we would be ahead. We need an injection of urgency into our mindset as straight 
forward things aren’t being done.  
 
Safety: 
Preventable harm is occurring and I see few solutions from the RT community. We lack 
personal responsibility. Everyone thinks it’s someone else’s job. We have pockets of folks 
doing great things that give me hope, but a culture of safety not pumping through our blood. 
Again, we need urgency and must be unwilling to postpone progress. We need to focus on 
prevention, research, knowledge sharing and supporting standardization.    
 
Value: 
I believe simply, that if we show higher quality of respiratory care by delivering appropriate 
therapy better and safer than anyone else, we will be worth our weight in gold. I’m excited for 
the changes to the URM and Benchmarking as well as the Quality Respiratory Care Program.  
 

“It is important that an aim never be defined in terms of activity or methods. It must 
always relate directly to how life is better for everyone. The aim of the system must be 
clear to everyone in the system. The aim must include plans for the future. The is a 
value judgment.” W.E. Deming         

 
Advocacy: 
I could not do the advocacy without Anne Marie, Cheryl, Tom, Shawna, Tim and the whole 
Executive Office. Below and attached to this report (see attached file “Walsh”) is the letter sent 
out on behalf of our membership.  
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• Partnership with ATS – Creation of ICD-10-CM codes for e-cigarettes and other 
electronic nicotine delivery systems (ENDS) 

• CMS-1656-FC and IFC: Medicare Program: Hospital Outpatient Prospective Payment 
and Ambulatory Surgical Center Payment Systems and Quality Reporting Programs 

• NIH - COPD National Action Plan 
• HHS – Advocating for respiratory therapist and smoking cessation programs 
• Submission of comments for IMPACT Act 
• Endorsement of “The American Telemedicine Association’s Operating Procedures for 

Pediatric Telehealth” 
• Senate Finance Chronic Care Working Group – Comments of draft of the “The 

CHRONIC Act of 2016” 
 

Appointments:  
• COARC – Nominations of Lindsay Fox, Diane Flatland and William Galvin 
• NBRC – Appointment of Brady Scott and Russ Acevedo  
• ARCF – Appointment of Frank Salvatore 

 
Committee Personnel Changes:  

• Michael Madison – Government Affairs Committee  
• Dr. Cohn – Membership Committee 
• Mandy DeVries – Membership Committee (Student) 
• Hanna Donato – Membership Committee (New Grad) 
• Lisa Trujillo – IMMR 
• Colleen Schabacker – Billing Codes Committee 
• Kimberly Wiles – Issues Paper and Position Statement Committee 
• Program Committee 

o Renee Wunderley – Committee Chair 
o Sherry Whiteman - Score Keeper 
o Rick Zahodnic - Practitioner Moderator 
o Angie Switzer - Student Moderator 
o Julie Boganwright as Timekeeper 

• Ad Hoc Committee on State Initiatives 
o Jakki Grimball 
o Zach Gantt 
o Steve Sittig 

• Ad Hoc Committee on Advanced RT Practices, Credentialing, and Education 
o Dr. David Kelley (BOMA) 
o Dr. Kathy Rye 
o Robert Joyner – Co-Chair 

 
Supporting Letters: 

• COARC – Letter of support for standard 1.01 
 
Travel (Promoting): 
October 28th – NYDART Conference 
November 12th – COARC 
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November 19-20th – NBRC 
January 20th – SCCM (Largely for my job and not for AARC) 
February 2nd – 5th – Patient Safety Movement Summit 
March 10th – COARC Meeting 
 
Lectures: 
February 17th – Journal Cast 
 
Writing: 
March – AARC Times - Article of Diversity 
March – Respiratory Care – Editorial “The Respiratory Therapy Profession is at the 
Crossroads!”   
 
Conference Calls: 
Weekly calls with Frank, Tom and Ad Hoc AEDs  
November 4th – Vision Research Grant proposal 
Nov. 7th, Dec. 5th, Jan.2nd, Feb 6th, Mar. 6th – Executive Committee Update Calls 
November 15th – Program Committee Call 
November 22nd – APRT Committee Call 
November 23rd – AS to BS Executive Committee Call 
November 29th – Patient Safety Chair Call 
Dec 1st, Jan 5th, Feb. 2nd, Mar. 2nd– House Speaker Monthly Calls 
December 1st – Quality Effectiveness Call 
December 5th – Specialty Section Chair orientation 
December 8th – AAMI Conference Call 
January 3rd – Committee Chairs orientation 
January 9th – NN2 Conference Call 
January 13th – Position Statement Committee Call 
January 16th – National COPD Readmission Institute Summit Conference Call 
January 19th - Membership Committee Conference Call 
January 24th – APRT Committee Call 
January 31st, Feb 9th, Feb. 28th – Presidents Call (NBRC/AARC) 
February 9th – CPG Forecasting Conference Call 
February 17th – ACCP / AARC CPG Exploratory Partnership Conference Call 
February 23rd – Membership Committee Conference Call  
February 27th – APRT Committee Meeting 
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Past President Report 
Submitted by Frank Salvatore– Spring 2017 

 
 

Recommendations 
 
None 

Report 
 
The following is an accounting of my activities done prior to and around the March 2017 
Board meeting: 

• Participated in Bylaws and Elections Committees as per AARC Bylaws/Past 
President’s role. 

• February 8-10, 2017 – Florida Society for Respiratory Care Conference – Daytona 
Beach, FL. 

 
The following are the items that were referred to me at previous board meetings: 

• Nothing. 
 
I will create an addendum document to this if issues/communication arises from the date 
this report was due. 
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Executive Office 
Submitted by Tom Kallstrom – Spring 2017 

 

Recommendations 
 
None 

Report 
 
Welcome back to Dallas. We look forward to a very productive meeting. Below is a summary 
of our activities since the October Board Meeting.   
 
(See attachment “Executive Office Update April 2017”) 
 
MEETINGS & CONVENTIONS 

AARC Congress 2016, held in San Antonio, TX was very successful for the Association in 
meeting the education needs of our members and in exceeding all financial drivers in our 
budget. Content was outstanding and the Open Forums delivered another strong year with 
more than 250 original research posters presented in 12 Open Forums over 4 days, including 
poster only format (exhibit hall), traditional poster presentation and Editor’s Choice in which 
the top abstracts are selected by the RESPIRATORY CARE editorial team where presenters 
are given 10 minutes to present their research findings utilizing a PowerPoint presentation.  
 
The Keynote Address delivered by JR Martinez was moving, inspirational and left attendees 
with the important message of caring for the patients’ emotional needs as well as physical 
needs. The closing ceremony also had rave reviews as Richard Picciotto delivered a moving 1-
hour presentation highlighting his experience on Sept. 11, 2001 after being trapped in the 
rubble of the World Trade Center collapse (and his subsequent escape). Picciotto was sure to 
thank those in attendance on behalf of all first-responders for the work they do (and did on 
9/11) in caring for those with respiratory complication.   
 
The Program Committee continued to provide a diverse faculty for the meeting that included a 
balanced mix of experienced presenters, international faculty, as well as an estimated 23 first 
time speakers.  
 
In lieu of a challenging economic climate, limited travel and education budgets from 
employers, and the overall impact of the Affordable Care Act, communicating value of 
attendance at future meetings must continue to be a primary focus moving forward. The cost of 
travel (airfare, parking, cab fare, hotel, and food – all of which are out of AARC control) 
carries a heavy burden for conference goers. Attendance figures for San Antonio suggest that 
despite these obstacles, the AARC continues to create world-class educational programming 
that people want to experience. The location of our meeting (in a warm weather climate and in 
a very walkable city) suggests we must continue to find attractive destinations that people want 
to travel to.  
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AARC Congress 2016 hosted the Speaker Academy (held every other year). As a result, 6 new, 
first-time presenters will be given the opportunity to present at the 2017 meeting.  
 
2017 AARC Program Committee Meeting 

The AARC Program Committee met in January to create the Program for the AARC Summer 
Forum and Congress. There was a moderate decrease in the number of proposals that were 
submitted for the ’17 Congress with between with roughly 550 proposals submitted for 
consideration. This is a decrease of 100-150 proposals from previous years. It is suspected that 
the new electronic RFP site in addition to an earlier deadline may have contributed to this. 
While thoroughly tested, the RFP site did prove to have some issues that will need to be 
resolved in 2017; most notably an automatic email reply once someone successfully submits a 
proposal.  
 
The 21/2 day meeting concluded with a full program developed for both Congress and Summer 
Forum. Based on high demand from exhibitors, there will be no AARC hosted pre-demand and 
feedback from the 2016 meeting, the Program Committee elected to once again offer industry-
sponsored pre-courses. With that said, the Program Committee felt unanimously that stronger 
efforts should be taken to segregate these sessions (including breakfasts and lunches) from 
actual AARC Congress programming. It was felt by the committee that without doing so, it 
suggests to attendees that these courses are in fact offered by, created by and endorsed by the 
AARC.  
 
2016 AARC Summer Forum 
The 2017 Summer Forum will be held June 25-27 in Tucson, AZ. The meeting will be held at 
the JW Marriott Starpass Resort & Spa.  
 
Primary demographics for those who attend this meeting will include department directors, 
managers and supervisors, hospital-based educators, program directors and directors of clinical 
education.  
 
A post-graduate pre-course has been scheduled for the AARC Summer Forum targeted toward 
Educators titled; “Laying the Foundation”. This course will be held in collaboration with the 
CoARC and NBRC and is aligned with the AARC Strategic Plan in aiding 2-year Associate’s 
Degree programs to transition to a 4-year bachelor’s degree (or articulation agreement). There 
will be a nominal fee associated with this course.  
 
AARC Congress 2017 
Progress is well underway for the logistical planning for AARC Congress 2017 to be held in 
Indianapolis, IN from Oct. 4-7th. The program is well balanced and representative of all 
specialty sections, roundtables and content categories required for re-credentialing. Formatting 
for the Congress agenda will remain identical to 2016 regarding session length (35 minutes) 
with one additional hour of unopposed exhibit hours (from 8 hours to 9 hours). As in 2016, the 
Program Committee has opted to run fewer concurrent lecture rooms (8).  This will slightly 
reduce overall costs, but will in turn provide a more focused, better-attended curriculum.  
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The AARC Congress Facebook fan page will continue to be used to generate and maximize 
excitement surrounding the meeting throughout the entire year. I would encourage all of you to 
become “fans” of the page if you are not already and would ask that you promote the page with 
friends and colleagues who have an interest in keeping up-to-date with the meeting. 
https://www.facebook.com/aarc.congress  
 
The AARC will continue its utilization of our electronic and digital portal for exhibitors to 
more easily engage with the association while better enabling them to participate in our 
meeting. On this site exhibitors will be able to electronically select booth space, pay for booth 
space, and create an online exhibitor e-booth which attendees (who will be invited to visit the 
site later in the year) will be able to peruse to learn more about participating companies and the 
products and services they provide to the respiratory community. This technology brings 
AARC practices more current with existing practices taking place in the meetings and 
conventions industry. In turn, this technology was also used on-site in San Antonio to pre-sell 
booth space and locations to on-site exhibitors. This is a satisfier for exhibitors and also allows 
the Association to acquire booth revenue 4-8 months earlier than would otherwise.  
 
The Exhibitor Prospectus and Rules & Regulations will have already been published on the 
AARC website at the time of this meeting. 
 
Advertising and Marketing 
 
Grants 
AARC has been working with our per diem Grants Strategist since AARC Congress 
concluded. We are starting to realize the benefits of this role and the relationships being 
developed. We are in the process of actualizing over $200,000 in grant proposals/sponsorships 
that will see revisions to Aerosol Guides, a new Pulmonary Hypertension Guide, A brochure 
for Pulmonary Fibrosis patients that require oxygen (in collaboration with Pulmonary Fibrosis 
Foundation), and support of the 2nd Annual Patient Advocacy Summit in San Antonio prior to 
AARCongress. 
 

MEMBERSHIP 
At the end of January 31, 2017, our membership numbers were 47,348. We will have a more 
current number to report at the board meeting in March. The retention rate through January 
was 78.9% and there were 781 new members in January. A membership dashboard is attached 
to this report. 
 
Early Student Renewals 
We are preparing for the large group of May graduates. Outreach efforts have included 
contacting Program Directors, posting messages on AARConnect, and the automated early 
student renewal emails. 
 
Senior Membership 
We ended January with 181 members on the senior membership tier. This is the highest 
number of senior memberships since the program’s inception. We will continue to pilot an 
outreach program for members eligible for the senior membership tier. 
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Leadership Workshop 
Plans are underway for the 2017 State Chartered Affiliate Leadership Boot Camp. It will be 
held the weekend of April 7-9, 2017. We plan to cover topics such as membership, financial 
stability, and engagement strategies. 
 
Specialty Sections 
The membership department has been working with the specialty section chairs on way to 
engage their members. An orientation meeting was held in December 2016. We have also 
created a community on AARConnect for specialty section chairs and chair-elects to 
communicate with each other and share ideas.   
 
State Society Liaison 
The AARC Board of Directors directed the Executive Office to proceed with the state society 
support pilot program. The purpose of the program is to provide contracted state affiliates with 
basic administrative assistance to improve their member communication, engagement, and 
retention. At this time, states that previously expressed interest have been contacted regarding 
continued interest in committing to the 1-year pilot.  
 
 
SPECIAL PROJECTS 
 
Life & Breath 
The Life & Breath public relations and recruitment video is planned for revision in 2017. The 
new product will have multiple types of video for various audiences and purposes. 
 
Higher Logic 
The AARC continues to participate in a study being conducted by the AARConnect vendor, 
Higher Logic. The goal is to improve membership retention and engagement rates of new 
members using a strategy of automated actions that require minimal staff time after setup. 
Results thus far have been encouraging. The AARC’s success rates continue to be featured in 
Higher Logic presentations to organizations both in the US and overseas. The strategy is still 
building out and results are expected from the study in approximately 12-14 months. Higher 
Logic has also featured the AARC’s success in automation rules in a recent webinar.  
 
CDC Tips from Former Smokers Campaign 
The AARC completed work with the CDC to promote the 2016 Tips from Former Smokers 
campaign in September 2016 and signed a new agreement for the 2017 campaign through June 
2017. The AARC’s 2016 successes were highlighted in a January 2017 Tips from Former 
Smokers partner webinar. 
 
Student Engagement Book 
Mentoring Excellence: AARC & Lifelong Learning is a collection of tips and ideas for 
incorporating AARC resources into the classroom and curriculum from respiratory care 
educators that was released in early fall 2016. The AARC will place a call for new ideas and 
tips on AARConnect in late spring to update the resource for 2017. Future editions of this book 
will be electronic only. 
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Clinical Practice Guidelines 
The AARC has begun the preparations to explore tracheostomy safety as a topic for an 
upcoming clinical practice guideline. Organizations such as Chest and ATS have expressed 
interest in working together toward a collaborative guideline. The Executive Office has begun 
discussions toward completing this goal. 
 
 
Advertising, Marketing, Communications and Business Development 
 
Advertising 
 
With Beth Binkley’s retirement at the end of 2016, AARC conducted a CQI assessment of the 
advertising program from Sales to Billing. The processed allowed us to maximize our 
efficiency and productivity for advertising eliminate some duplicative steps, inefficiencies and 
antiquated software. It also allowed us to create a visual dashboard of the advertising product 
presales as well. 
 
Print advertising is tracking close to budget at the time of this report (end of 2 months). Our 
ability to look at both real time sales and sales across 2017 allows us to see we are tracking 
pretty close to budget for all of 2017 in print publications. We will see a bigger push when we 
get closer to Summer Forum and Congress for additional print sales. 
 
Digital advertising continues to be an area that we are keeping a close eye on for 2017. 2016 
was a banner year for AARC in the digital arenas (websites and newsletters) and we are hoping 
to see an increase interests in 2017. Maybe unnoticed by many, RESPIRATORY CARE website 
was converted to a new platform in mid-November. This new layout optimized new 
opportunities for us to highlight “box ads” (instead of skyscrapers that ran down the page too 
far and implement “retargeting” on this website like aarc.org. 
 
Newsletters are off to a slow start in Jan/Feb, but this is not unusually for the first 3-4 months 
of the calendar year. However; 2016 was a record-breaking year in sales and our sales rep Phil 
Ganz has a nice methodology moving forward for sales with industry. We are also adding and 
modifying opportunities. We are preparing to change NewsNow to a responsive design to make 
it mobile-friendly and this will provide some unique ad placement opportunities. 
 
With a proposed redesigned website, we are considering other potential opportunities on Your 
Lung Health website in the latter part of 2017, but we will need time to build traffic once this 
has been redesigned. 
 
Recruitment ads have gotten off to a fantastic start again in 2017 and are a very positive trend 
for the association as the advertising has a high ROI for the AARC. Last year recruitment ads 
brought in >$100,000 in revenues and 2017 is off to a comparable start. We have just created 
an agreement with a large agency (JobTarget) that should bring us more recruitment ads from 
them and their clients. This agreement creates a volume basic discount for JobTarget to 
incentivize them to list more ads with us. 
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Corporate Partners 
We had a very successful year of revenue and sponsorships from our 2016 Corporate Partners. 
2015 and 2016 has seen more communication and pre-planning with Corporate Partners to 
facilitate “smart spends” and better project outcomes for AARC and its members. A strong 
interest in Current Topics, Webcast, New Educational Products and digital advertising are 
some of the stronger areas of interest again as we begin 2017 (outside of AARCongress). 
 
2017 Partners: Vyaire, Masimo, Medtronic, Monaghan, Philips/Respironics, Drager, Getinge 
Group, Teleflex, Boehringer Ingelheim, Astra Zeneca, Mallinckrodt, ResMed and Fisher-
Paykel.  
 
We will be meeting with the Corporate Partners in Dallas on February 27th and 28th just prior to 
the Board meeting. A verbal update can be provided at that time if needed. 
 
MarCom 
We continue to look at new vehicles through social media sites and electronic newsletter to 
better market the AARC, as well as, its educational and professional products. Many of these 
venues will also open up additional and new advertising and sponsorship opportunities as well 
and have gotten off to a strong start in 2017. The ability to better track and monitor our 
endeavors is proving us critical feedback on the optimal methods to move marketing endeavors 
forward. We know receive a monthly report from Marketing and Social Media to gauge our 
engagement. 
 
We are also looking at “value added” products through our Membership Affinity program that 
may my find highly desirable. We reinvigorated our relationship with Geico Insurance and 
have seen a boost in revenues from that program in 2016. We also continue our relationship 
with the malpractice insurance group for our members. We are also currently investigating a 
travel affinity program as well as one that offers optimized and consolidation of student loans. 
 
We are also current looking to hire a Communication Coordinator to fill a vacancy created by 
Beth Binkley’s retirement. This new role will be primary focused on multimedia 
communications and public relations endeavors. As AARC (and the world) gravitates to a 
digital world, we are looking for an individual with a skillset in digital 
writing/communications. We hope to have someone hired and into the role by 2nd quarter. 
 
 
Products 
We approach our current vendor, Devore Technologies in “rebuilding” the Benchmark 
database system and received a very high quote for this work. We began work in late 2016 on 
developing our Benchmarking 2.0 program internally. We have hired a new .NET programmer 
to finalize the work and hope to have the new product ready for 2nd quarter of 2017. The new 
system will start to venture into patient outcome metrics on quality and safety. 
 
As you are aware, in 2012 we outsourced our Respiratory Care Week products to a third-party 
supplier, Jim Coleman Ltd that handle all products and the necessary shipping. 2015 was our 
fourth year outsourcing RC Week products to Coleman. We realized a similar royalty to 
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previous 2 years. And will look to continue and hopefully enhance these sales for RC Week in 
2017, but is not as popular as this once was 5-10 years ago. 
 
In 2017, we will look to update some products that have served the membership and 
professional well over the last decade. First, we will look to revise and update the Competency 
and Orientation Manual. We are considering not only the full spectrum manual, but also 
smaller “niche” manuals that concentrate in specific disciplines (diagnostics, Sleep, Neo-Peds).  
 
We are also looking to update the Uniform Reporting Manual (URM). The new manual will 
not only look at time standards and productivity/efficiency standards, but will also look to 
address value-based care concepts and metrics. 
 
The Executive Office has again started investigation on working with other organizations and 
groups on co-marketing products that will provide royalties to the AARC. 
 
 
EDUCATION 
NBRC Collaboration 
The AARC and NBRC implemented the NBRC CRCE information-sharing program in 
September 2015. As of September 7, 2016, over 2,100 different individuals uploaded their 
AARC transcripts to the NBRC Continuing Competency Program since the program launch. 
The NBRC is updating their database and this program will undergo minor edits for efficiency. 
 
Recruiting for the Profession  
The 2017 HOSA event will be held in Orlando, FL. Jamy Chulak has agreed to coordinate the 
event for this year. The next USA SEF event will be held in 2018 in Washington, D.C. 
 
Respiratory Care Education Annual (RCEA) 
The RCEA published issue 25 in September 2016. The call for papers for 2017 will be open 
until February 15, 2017. Dr. Dennis Wissing continues to serve as editor. Ms. Helen Sorenson 
retired from the publication team and Dr. Kathy Myers Moss and Dr. Kathy Rye have agreed 
to serve as assistant editors. Dr. Will Beachey, Dr. David Chang, and Dr. Doug Gardenhire 
have returned to the editorial board. Dr. Dave Burnett and Dr. Gregg Marshall have joined the 
editorial board for 2017. 
 
Pulmonary Disease Educator course  
The online pulmonary disease educator course was released in November 2016. Co-sponsoring 
organizations include the Cystic Fibrosis Foundation, COPD Foundation, Allergy & Asthma 
Network, American Association for Cardiovascular and Pulmonary Rehabilitation, American 
Lung Association, and Pulmonary Hypertension Association. An application for course 
certificate status is in development. 
 
 
 
CDC Strategic National Stockpile Ventilator Workshops 
The AARC has received confirmation that the CDC has approved an RFP for five SNS 
workshops in 2017. The five confirmed sites are the Sunshine Seminar in Daytona Beach, FL 
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(FSRC); the Respiratory Care Society of Washington Annual Conference in Seattle, WA; the 
Colorado Society for Respiratory Care Annual Conference in Vail, CO; AARC Congress 2017 
in Indianapolis, IN; and the Massachusetts Society for Respiratory Care Annual Conference in 
Worcester, MA. 
 
Preceptor Recognition Program 
With the Board’s approval, the AARC Preceptor Recognition program is under development. 
The program will provide the RT program with an opportunity to nominate a qualifying 
preceptor for recognition of quality clinical education. Qualifying preceptors will have at least 
a bachelor’s degree, hold the RRT credential, have completed the AARC’s Clinical PEP 
program, have precepted students at least 120 hours in the last 12 months, be an AARC 
member and education section member. Beta testing will commence in March 2017 with an 
anticipated call for nominations in May 2017. 
 
Pfizer Grant 
The AARC received a Pfizer grant for the development of “Clinician Training on Tobacco 
Dependence for Respiratory Therapists.” The project included development of a training 
course to assist respiratory therapists in initiating the smoking cessation conversation and 
referring patients to formal smoking cessation programs. The project also included a study to 
determine the effectiveness of the intervention. A manuscript from this study has been 
submitted to the Respiratory Care Education Annual and the Smoking Cessation Leadership 
Center highlighted the AARC’s tobacco cessation efforts in a webinar in January 2017. 
 
Additions to Education 
Several courses are new to AARC University in late 2016/early 2017. The Pulmonary Disease 
Educator course (14.5 CRCE) was released in November 2016. Three other courses were 
released in January 2016: Neonatal-Pediatric Specialist course (20 CRCE); Impact of 
Pulmonary Vasodilator Device Safety on Institutional Risk and Quality (1.0 CRCE); and 
Guiding Patients Through Decisions in IPF: The Respiratory Therapist’s Role (1.0 CRCE). 
The national and California ethics courses will be revised in 2017 for release in 2018. Current 
sales are going well and, overall, are over budget.  
 
 
2016 Educational Product Sales/Attendance Trends at a glance (as of 2/1/17) 
 2017 YTD 2016 2015 2014  2013  Comments for 2017 
Webcasts and 
JournalCasts 

408 8,153 
(340) 

9,149 
(410) 

8,812 
(383) 

7,511 
(442) 

Per session attendance 
in parentheses 

Asthma 
Educator Prep 
Course 

22 246 183 268 
 

203 On budget 

COPD Educator 
Course 

66 734 859 820 
 

570 Above budget 

Ethics 397 4,242 1,928 1,757 
 

2,361 Above budget 

RT as the VAP 
Expert 

7 53 63 115 
 

81 On budget 

Alpha-1 4 75 74 125 98 Under budget 
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Exam Prep 2 189** 180* 39 

 
40 *F&P grant (150) + 30 

**F&P grant (150) + 39 
Leadership 
Institute 

6 99 68 89  Under budget 

Asthma & the 
RT 

450 604 446 172  Above budget 

ACCS 21 164 121   Above budget 
PFT: 
Spirometry 

35 422 228   Above budget 

PFT: Pediatrics 6 117 43   Under budget 
PFT: Advanced 
Concepts 

12 264 79   Under budget 

Tobacco 
Training 

16 259 85   Under budget 

Congenital 
Heart Defects 

14 122    Above budget 

Pulmonary 
Disease 
Educator 

40 32    Above budget 

NPS 12     Above budget 
 
 
As you may recall the Board authorized a survey looking at the role of the RT in pre and post 
discharge Oxygen management. Below is an abstract that has been submitted to CHEST  
 
Respiratory Therapist Home Oxygen for Chronic Obstructive Pulmonary Disease (RIsOTTO) 
Study: A National Survey 
List of authors:  
Ai-Yui M. Tan, David Vines, Valentin Prieto-Centurion, Melissa Gutierrez-Kapheim, Jerry A. 
Krishnan, Thomas J. Kallstrom  
 
Rationale: Patients hospitalized for chronic obstructive pulmonary disease (COPD) 
exacerbations and prescribed home oxygen therapy are at high risk for hospital readmissions, 
death and other adverse outcomes after discharge to home. Information on practices of 
respiratory therapists (RT) working in acute care settings could help to improve the care of this 
high-risk population during hospital to home transitions.  
Methods: Cross-sectional analysis of data collected over a 90-day period from an online 
survey that was sent out from the American Association of Respiratory Care to its membership. 
RT who take care of patients with COPD exacerbations in acute care settings were included.  
We asked them to report: 1) Their familiarity (Not at all, Somewhat, Very) with the Centers for 
Medicare & Medicaid Services (CMS) National Coverage Determination (NCD) for Home Use 
Oxygen; 2) The frequency with which they obtained pulse oximetry saturations (SpO2) or 
arterial blood gas (ABG) within 48 hours prior to hospital discharge at rest (oxygen evaluation 
at rest), with activity (oxygen evaluation with activity), and during sleep (oxygen evaluation 
during sleep); 3) The individuals responsible for making decisions regarding home oxygen 
equipment; 4) Whether they conduct home visits after hospital discharge; 5) Their familiarity 
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(Not at all, Somewhat, Very) with long-term oxygen devices (stationary and portable 
concentrators (SC and PC, respectively), oxygen conserving devices (OCD), home transfill 
system, liquid oxygen). 
Results: Of 614 respondents, 492 RT met eligibility criteria. They indicated that 7.8% were 
not at all familiar with CMS NCD for Home Use Oxygen, 47.1% somewhat familiar, and 
45.1% very familiar. Just over half (58.5%) reported conducting an oxygen evaluation at rest, 
43.2% with activity, 14.8% during sleep every time or almost every time (76-100% of the 
time). Respondents indicated substantial variability regarding decisions about home oxygen 
equipment (27.8% physicians, 18.6% social workers, 17.3% RT, 16.8% Durable Medical 
Equipment company staff, 1.5% nurses, 17.9% “I don’t know”/ “Other”). Very few (3.5%) 
conduct home visits to assess whether a patient is on appropriate oxygen therapy. Familiarity 
for home oxygen devices was highly variable with 66.2% very familiar with SC, 57.3% OCD, 
56.0% PC, 45.4% liquid oxygen, and 32.2% home transfill system.  
Conclusions: The RIsOTTO study has documented multiple opportunities for respiratory 
therapists working in acute care settings to play a more prominent role to improve the care and 
coordination of patients with COPD exacerbations who are prescribed home oxygen therapy at 
the time of discharge and after discharge.  
 
The Great Flood 
The AARC suffered yet another catastrophe in January when a portion of our building flooded 
out. Thankfully we were able to get this corrected and dried out. We will have a better idea of 
the costs that we will have as a result.  
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RESPIRATORY CARE Journal 

Last November we rolled out a new and modern Journal website built on the Drupal open 
source software. The site is very clean and increases the design and theming options, it gives us 
more control over Journal configuration as well as more stability and responsiveness. It also 
enhances the user readability, social media access, and how to prioritize content.  
 
The number of manuscripts received continues to be robust. This has also resulted in a 
lessening of the acceptance rate. It is good that we receive so many manuscripts, but because of 
limitations on our resources, we are not able to keep up the same rate of acceptance. For 
example, in 2010 we received 194 original research manuscripts and accepted 87 (45%), while 
in 2016 we received 545 manuscripts and accepted 182 (26%).    
 
Working with and through the Program Committee, the Journal will again present the Open 
Forum at the Indianapolis Congress. Accepted submissions will be presented in one of three 
formats: Editors’ Choice, Poster Discussions, and Posters Only. Deadlines for submissions 
May 1st.   
 
Proceedings from the Journal Conferences are among the most read and accessed materials we 
publish. In 2015 and 2016 the 341 articles available from Conferences were full-text accessed 
(HTML or PDF) 745,774 times for an average of 2,187 full text views per article. This does 
not include the number Journal Conference abstracts accessed (454,541). 
 
This June the Journal we will present the 56th Journal Conference on Respiratory Medications 
for COPD and Adult Asthma: Pharmacologic Actions to Clinical Applications. We feel it is 
important for clinicians to appreciate the appropriate use of medications for patients with 
COPD and asthma. Non-physicians, such as respiratory therapists must understand not only 
how these drugs are administered, but also the underlying pharmacology and important drug 
interactions. These issues are important in both the hospital and home setting, and for 
transitions from one care setting to another. Considering that oxygen is a drug, the prescription 
and monitoring of its use is as important as other respiratory drugs. This conference will 
address the pharmacology, clinical application, and the processes involved in developing and 
implementing optimal respiratory medications for adult patients with COPD and/or asthma. 
Papers covering the topics presented at the conference will be published in RESPIRATORY 
CARE. 
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Executive Office Referrals 
(from October 2016 BOD meeting) 

 
• FM16-3-1.2 That the Executive Office proceed with the pilot of the state society 

support. Carried 
 
Result: Shawna Strickland created a list of services available to offer the states.  
See below “State Society Staff at Executive Office”. 
 
 

• 16-3-54.1 (Home Care Section)  That the Board of Directors charge the Executive 
Office with the task of investigating the feasibility and financial impact of combining the 
home care section, long term care section, and continuing care section.  Carried  
 
Result: See below “Home Care Combo”. 
 
 

• 16-3-81.1(President’s Council)  That some members of the Presidents Council be 
involved in the AARC 70th Anniversary planning.  Referred to Executive Office 
 
Result: Past Presidents Watson, Giordano, Myers, and Sullivan will partake in the 
planning. 
 
 

• 67-16-4 Resolve that the AARC work in concert with the HOD Officers and the Delegate 
Assistance Committee to increase the assistance offered to affiliates and the needs of the 
HOD. Referred to Executive Office 
 
Result: See attachment “DELEGATE ASST ANALYSIS”.   
 
 

• FM16-3-1.3 That the AARC Executive Office develop the means and methods to 
enforce the revenue sharing agreement by the end of 2016.  Carried 
 
Result: Tom Kallstrom will provide verbal update. 
 
 

• FM16-3-29.1 (Taskforce on Competencies)  That the Board of Directors accept the 
Taskforce on Competencies document and move to the Executive Office for publication.  
Carried 
 
Result: Posted on AARC website and included in NewsNow. 
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State Society Staff at Executive Office 

Goal: Provide states with basic administrative assistance to improve their member 
communication, engagement and retention. 
 
Cost: $12,000 a year, a minimum of 5 states is required, with a minimum 2-year contract. 
(Idea: States can pay $3000 per quarter or if they pay for the whole year at once, $10,000.) 
Payment is due the month prior. 
 
Duties:  

Rosters – Run reports and email them to state officers. Send emails to subgroups or create 
mailing lists as requested. For example, emails to recently-lapsed members, brand new 
members, students, or for an upcoming meeting, etc. 
 
Maintaining database – Work with officers to keep iMis data current and if they have a 
separate database, their database current. 
 
Elections – Assist states with running elections. 
 
AARConnect – Post announcements and troubleshoot. Assist with ideas for generating online 
activity. 
 
Website – Reviewing their website content and sending edits, corrections to their webmaster. 
 
CRCE Applications – Completing and maintaining applications for educational programs. 
 
AARC Data – Ensure we have copies of their meeting minutes, current info on officers, their 
state meeting info posted on the website, etc. 
 
Membership: Create a group of emails to engage members in the state society. State Presidents 
can review and select which ones they would like sent. (These will be common, so used by all 
states in the group.) Assist membership chair with ideas and administrative assistance. 
 
Meetings: Facilitate getting the CRCE logs posted in a timely fashion. 
 
Mentorship: Maintain and provide train materials for incoming officers. 
 
Note: If they wish to send out physical mailings, we will need figure out if we can charge them 
postage on our account or if we need access to their USPS account or if we need to generate 
the mailing lists and have them do their own mailings. 
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Home Care Combo 

 
November 9, 2016 
Evaluation of membership for Home Care, Long Term Care, and Continuing Care/Rehab  
 
Analysis of multiple memberships 

• Number of members who are members of all three specialty sections: 25 
o Annual dues from this demographic: $1,125 

• Number of members who are members of 2 of 3 specialty sections: 79 
o Continuing Care/Rehab + Home Care = 27 
o Continuing Care/Rehab + Long Term Care = 29 
o Home Care + Long Term Care = 23 

 Annual dues from this demographic: $2,370 
 
Analysis of single membership 

• Number of members who are a member of just 1 of 3 specialty sections: 1,056 
o Continuing Care = 310 
o Home Care = 548 
o Long Term Care = 190 

 Annual dues from this demographic: $15,840 
 
Total number of unique members who belong to one or more of the 3 sections: 1,160 
 
Total annual dues based on section membership as of 11/7/16: $19,335 
Direct cost impact 
Home Care + Long Term Care + Continuing Care Rehab into one section @ $15/year 

• Assuming retention of 1,160 members x $15 = $17,400 
o Annual cost savings = $1,935 

 
Indirect cost impact: 

• Short-term increased indirect expenses associated with: 
o Merge sections on AARConnect 
o Combine membership in iMIS and process overpayments into future dues 
o Review all materials for specialty section information and make appropriate 

corrections 
 Printed materials 
 Website materials 
 Scheduled emails 
 Online membership application functionality 

o Develop rotation for specialty section chair elections/potential board seat 
• Long-term 

o Reduced time of office staff for managing 8 sections instead of 10 
 Membership 
 Publications (bulletins, newsletters) 

o Reduced costs for Specialty Practitioner of the Year materials (8 sections to 
award instead of 9; 1 SPOTY costs approximately $500) 
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Most important advantage to combining membership (survey responses): 
Create a stronger voice in the post-acute care 
 
Biggest concern to combining membership (survey responses): 
Loss of individualized session at AARC Congress 
 
Comments: 

• Although I do believe there is a huge benefit in combining the sections, we must make 
sure that we improve communication amongst the RT's currently working in different 
post acute settings so that pt transitions are improved. RT's need to work together to 
create and modify the pts care plan so gaps gaps in follow thru are minimized.  

• As long as the homecare respiratory therapists that work in DME are represented with 
the same respect and knowledge that Kim provides, I am ok with it.   

• Currently the AARC does not understand professional respiratory services outside an 
institutional setting, the combining of these sections may not improve that situation 

• Every topic that is addressed needs to follow through (from hospitalization, to 
discharge, to home) to ensure all aspects are covered. 

• Everyone thinks bundling is the way to go, how are we to say nay. 
• For too long, we have pursued our individual care concerns and goals without much in 

the way of conversation or collaboration between these sections.  As the need for and 
utilization of better planned and coordinated post-acute care continues to emerge and 
impact delivery of health care, quality of that health care and achieving of positive 
outcomes, for us to combine and learn about what each other does is of critical 
importance.  We cannot properly plan comprehensive care plans without knowing more 
about the specifics of what each section has heretofore been concerned with AND has 
been doing. 

• Great idea! It seems like it would be more efficient and more effective in getting the 
information out. 

• Hopefully combining sections would benefit members and patients in the long run.   
• Hospitals have multidisciplinary meetings to improve processes and the patient 

experience. This is a step for post acute care for combining sections. Having added 
insights with all aspects of the patient journey is only beneficial.  

• I am stating that I would be in favor of combining sections. However, I still believe it 
would be beneficial to continue with individualized sessions at the AARC Congress. 

• I believe that it would be beneficial to combine the three sections listed above. With the 
way Healthcare is moving I am seeing these three sections merging in my daily flow of 
work.  

• I believe that there is a large possibility that combining sections, not only in the AARC 
but also in the physical realm of business would not only benefit the patient but the 
provider as well. With recent changes and decreases in allowables healthcare standard 
have a potential to drop. One way the financial decrease could be supplemented would 
be through combing resources and power offering quicker more manageable therapy for 
the patient.  

• I do have some concerns as shown above; however, with the reduction of RT staffing 
levels in home care and this potential for increased need in LTC this makes sense.  



53 
 

• I have mixed feelings about combining them.  I think working together is the way to go 
but I feel each may lose some identity.  It would have to have co-chairs from each 
section representing the group so everyone is heard. 

• I really look forward to, and benefit from, the specifics in the Pulmonary Rehab track at 
the annual Congress. If we could keep that track in tact with the "addition" of some 
sessions combining post-acute health management across the continuum, I would be all 
for it. But, please, don't let this merge take away from the unique needs of PR. Thank 
you! 

• I think that home care is an unique service when the RT can have aone on one  
• I think this is a good idea.  I previously worked at a DME and am now clinical 

coordinator at a hospital and in charge of Pul Rehab program--I have wished for a long 
time for more communication between home care and pul rehab as well as clinic and 
hospital staff.  We all need to be on the same page, reinforcing the same things to our 
patients. 

• I worry that questions/postings for my area (pulm. rehab.) that I've found so beneficial 
will be more difficult to notice? 

• I would be in favor of he sections working to together but as separate units, not as one 
big unit where we would lose our group identities.      

• I would like a forum in which members of all sections could discuss these issues & 
strategize short & long range goals. There could be subgroups within a larger section - 
having a distinct identity & specialty training while combining joint interests to 
promote patient care & access to services of RTs in the home, equipment & 
supplemental O2. 

• I would like a guarantee that I will continue to see as much info from my group as 
usual.  Otherwise I will not pay extra for this service. 

• I would not be in support of this if it is being driven by a few individuals who hope to 
secure a seat on the AARC BOD 

• If the option is to not have an AARC board seat due to low Home Care membership vs. 
having a combined group with a board seat, it would make sense to combine.  It's 
happening all over healthcare.  Hate to see it, but it is what it is. 

• In my experience, RCP's working in long term care, home care, and rehab usually have 
experience in one of the three areas and focus in preventative disease management of 
patients so decrease re-hospitalization and continuity of care in all of these areas. 

• In some cases the combining of these sections is good for a multitude of reasons- 
continuum of care and building a stronger communication system within the post acute 
care clinical team.  But the disadvantage is we will still be divided on approaches to 
care based on our practice. Defining LTC in the home vs. at a skilled facility will 
remain having many differences in scope of RT practice. 

• It is too bad that the Home Care section couldn't get enough members to keep the 
section together. It is important that we have a voice with the AARC and if combining 
sections is what it takes, we need to do it. 

• It's difficult to answer these without hearing/seeing how it would look. We need to do 
what is best for our patients.  

• Please be sure to give all areas enough space/ time / voice in communications 
• Pulmonary Rehab. Should not be combined with other post acute care.  It is a separate 

reimbursement system and regulations with CMS 
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• The focus of care should be across the continuum and also include the transition from 
acute care and on prevention/wellness. Not just on post acute by itself.  

• There's a huge divide between RT's Hospital - RT's Home or out of Hospital. The 
Hospital side being the majority - thinking itself more like a nursing group? than an 
entity crossing social lines in area of practice. Fact is "patients want to go home, be 
home, stay home, die at home, live at home, be sick at home, smile or cry at home. It's 
simply cheaper at home to do many of the things hospitals try to do at home. Hospitals 
are burden with huge sets of rules and expense to get to a simple end.  In my view when 
you've gotten to the hospital something bad has happen and failed at home, or acutely 
in life.   Today's new rules of the road of for Homecare - especially from the 
reimbursement side with ACA are sorry to say - the end of homecare good, bad or ugly. 
There's just no money for the private sector to work, much less improve the system, 
while the system continues to cut and people continue to be sick. Not good math.  What 
happens in the AARC sections - it's nice to be able to communicate - but you have to 
take a survey to see if you want to or not, that it might step on someone's toes?  Oh well 
- another brick in the wall.  

• These are two totally separate sections.     All the state regulations in LTC is different 
than homecare.    I'm disappointed if you combine these two sections.       

• Two different groups.  Pulm Rehab info and Home/Long Term Care info are not the 
same 

• While there should be one section chair it should rotate among disciplines. In addition 
despite a chair being from one discipline or the other there should be a "liaison" 
appointed/elected from each discipline to assure a unified voice. 
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State Government Affairs 
Activity Report – March 2017 

Cheryl A. West, MHA, Director of Government Affairs 
 

Introduction  
 
The 2016 November elections saw very significant gains for those in the Republican Party.  There 
were four additional Republican trifectas—i.e. states where one party controls both legislative 
chambers and the governor’s office: Iowa, Kentucky, Missouri, and New Hampshire.  All together 
Republicans now control 68 chambers, Democrats control 31, one, Nebraska; because it has just 1 
legislative chamber is “officially bipartisan”. 
 
State Governors and legislatures are in part looking to the Republican Congress and the new Trump 
Administration to help determine key state health insurance issues, in particular possible Medicaid 
revisions as well as the final fate  (repeal or repeal and replace) of the ACA aka Obama Care.   
 
State societies should be sensitive to the fact that  because a majority of state legislatures and in some 
cases the legislature and the Governor/state administration are controlled by one political party that 
legislation supportive or not supportive of the respiratory profession and the pulmonary patient , will 
more than likely be enacted.  Therefore state societies must remain vigilant especially in this era of 
de-regulation to make sure that any movement to repeal or dilute respiratory therapy licensure, 
respiratory scope of practice or patients access to pulmonary services will be opposed.   
 
RT Licensure Board Reconfigurations/Revisions/Consolidations  
 
Working with our state society’s leadership we are continuously monitoring for any potential 
indications that a state legislature or policy arm of the state administration is seeking to “revise, 
reform, consolidate or repeal” the state structure of any health profession licensure in general and of 
course respiratory therapy specifically.  As this Report is being written the following states are either 
poised to or have launched such efforts.  
 
OH in late 2016 extensive legislation was introduced and fast tracked by the OH legislature that 
would have combined, deleted or re-structured many state licensing boards, including the 
independent Respiratory Care Board. In terms of RT, the legislation would have removed the RC 
Boards’ current regulatory responsibility to oversee RT related DME providers and assign that 
specific area of regulation to the Board of Pharmacy. The other part of the RC’s Boards’ regulatory 
responsibility, that is overseeing respiratory care and respiratory therapists would be have been 
transferred to the Ohio Board of Medicine.  The OSRC and the AARC of course opposed the 
dismantling of the current OH Respiratory Care Licensure Board structure. However both 
organizations were also fully aware that the OH legislature was determined to enact these licensure 
board changes. The fallback position was to insist that if the RTs were to come under the Ohio Board 
of Medicine that a respiratory care advisory committee or council had to be added to the final bill 
language a provision that was not in the original legislation. The AARC provided letters of support to 
the OSRC leadership to be used in their lobbying efforts. The bills were defeated at the end of 2016. 
However confidence is high that the provisions to consolidate many Boards, including RC, will be 
reintroduced in 2017. 
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AZ the positive news was in late December the State’s Joint Health Committee recommended that 
the respiratory care license be extended another 8 years.  In early January a bill was introduced to do 
that.  However a cautionary note was told to us by the Executive Director of the AZ RC Licensure 
Board that, just like OH in 2016, the AZ state legislature seems determined to start consolidating 
state licensure boards. The ASRC and AARC will continue to closely monitor legislation that would 
launch the consolidation effort.  
 
NE there is a bill that while very general would give the legislature authority to review whether 
professions and occupations currently requiring either licensure, state registration or some other state 
oversight should continue to have that level of scrutiny.  While not focusing on any professions or 
occupations specifically most licensed health professions are concerned that this is the proverbial 
camel’s nose under the tent, and most including the NE RC Society are voicing opposition to the 
legislation fearing that if enacted that in the future legislature will use its authority to start 
dismantling health professional licensure boards .  
 
RRT Only Legislation  
 
NJ 2016 legislation to revise and update the NJ RT licensure scope of practice (including clearly 
defining RT protocols and adding disease management) was amended in mid-December to include 
the provision that future licenses would only be issued to those holding the RRT credential. We are 
urging the leadership in the state to insert a more robust clarification that RTs holding the CRT 
credential prior to the RRT only implementation will continue to be able to renew their license if all 
other renewal qualifications are met.  
 
VA respiratory therapists are under the umbrella of the Virginia Board of Medicine. The members of 
the RT Licensure Advisory Committee have approached the full board to apprise them of the desire 
(with rationale) to move towards a RRT only requirement for future licensure.     
 
OR legislation is being drafted in the state that would require by January 1, 2018 the RRT credential 
for licensure. AARC was asked to review the proposed legislative draft and provide comments.  We 
are urging that very clear RRT exemption language be included to provide assurances that any 
licensed CRT will continue to be able to renew the license as long as other renewal requirements are 
met.  
 
Note: California moved to the RRT only for licensure several years ago.  The law contains a very 
simple provision that provides assurance that CRTs will not be denied a license if that credential was 
obtained prior to the implementation date of the RRT only requirement.  

….any person applying for licensure who provides evidence that he or she passed the national 
certified respiratory therapist examination prior to January 1, 2015, shall not be required to pass the 
national registered respiratory examination, if there is no evidence of prior license or job-related 
discipline, as determined by the board in its discretion…. 
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RT Specific Legislation 
 
ND (enacted) at the request of the ND State Board for Respiratory Care several small revisions to the 
RT licensure law have been enacted. The most impact on the profession is to allow the Licensure 
Board to raise the licensure fee to a maximum of $200 (from the current $100) 
 
Legislation Impacting RTs 
 
OH enacted legislation covering many health professions including RTs that would allow a licensee 
to earn CE credits at the rate of one credit hour for each sixty minutes spent providing health care 
services as a volunteer. 
 
MN several years ago the MN Society partnered with the MN Nurses Association in efforts to 
mitigate a bill that created community paramedics that allowed these clinicians to provide services 
that fell within the RT scope of practice.. The RTs and nurses were able to insert language requiring 
additional training by a nurse or RT for the community paramedics.  There is now another bill in MN 
that expands on what the services of the community paramedic and now additional the newly added 
medical assistant may provide in the home, which includes ventilator monitoring and trach care 
(among other services).  The MN Society is again working with the MN Nurses Association in an 
effort to revise or in the best case, defeat this bill.   
 
MS a bill that would require all licensure boards to include/collect information on a licensee tax 
liability which could be used as a potential disciplinary consideration  
 
Issues Impacting RTs 
 
CA there has been a recurring situation in California that has reached a point where action is 
required. There are a number of long term care facilities that are utilizing licensed vocational nurses 
(LVNs) to provide respiratory services to ventilator patients.  
 
The RT services that are been rendered by the LVNs significantly exceed the legal scope of practice 
for CA LVNs. Nevertheless, and despite complaints to the Department of Consumer Affairs that 
LVNs are providing respiratory services that they are not licensed to provide, nothing has been done 
to stop this practice and LVNs continue to provide RT services to long term care ventilator patients.   
 
It now appears that with the backing and support of several long term care facilities the CA Board for 
Licensed Vocational Nurses and Psychiatric Technicians (LVN/PT) is mounting a regulatory effort 
to try to make the case to the attorneys in the Department of Consumer Affairs (DCA) that LVNs 
meet the criteria set out in the exceptions provisions of the CA respiratory care licensure law.  A 
hearing of the LVN/PT Board was held in mid-December to begin the regulatory process whereby 
this board would “rule” and the DCA would concur that LVNs qualify under the exemption 
provision of the CA RC licensure law, thus freeing them to continue to provide respiratory care 
services.  This effort has been met with fierce opposition by the California Society. At the CSRC’s 
request the AARC provided a strongly worded letter rejecting the position of the LVNs.  
 
Legislation or Regulations of Interest 

HI a bill that would provide an additional payment to long term care facilities taking care of complex 
medical patients, ventilators are mentioned 
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NJ legislation to establish a School Asthma Protocol Task Force in order to develop guidelines for 
the most appropriate means of implementing the Pediatric Asthma Reduction Effort (PARE)- a 
school asthma protocol.  NY also has a bill establishing an Asthma Prevention and Education 
Program and includes RTs in the language 

MO a newly adopted rule establishes the MO HealthNet payment policy for asthma education and 
in-home environmental assessments  

NY legislation that has been repeatedly introduced but never passed that would prohibit participation 
in torture and improper treatment of prisoners by health care professionals and includes RTs in list of 
professions. 

OH finalized a rule to make it easier for children on ventilators to qualify under Medicaid to receive 
health services in intermediate care facilities. The rule also permits a pathway for the pediatric vent 
patients to be able to extend his/her stay beyond the current permissible length of stay. 
 
Tobacco Legislation 
 
There is legislation in several states that would prohibit smoking in various places: CA in public 
housing; DC (passed at the end of 2016) tobacco and smokeless tobacco (vaping) at sporting events 
and in public housing; HI on the University of Hawaii campus (includes vapor devices) also a HI bill 
banning smoking in foster care homes; KY on school property; NY would include vaping products to 
the list of tobacco that could not be smoked in public areas; VA on playgrounds, and public parks; 
SC in and around the state capitol buildings 
 
KY & MS have bills to prohibit smoking in a car with a child under age 6; SC no smoking in cars 
with children under age of 5, HI references minor and NH says not with a passenger under 16 
 
State legislatures are again introducing bills that will raise to 21the age when a person may purchase 
tobacco products. Thus far: AZ, DC, IN, MS, OK, VT, & WA have introduced (but not passed) 
these provisions. An Alaskan bill does not give an age, but simply says “minor”, ND sets the age at 
19 and includes vapor products 
 
NE also has a bill to raise the age of purchase to 21, but in addition the same bill goes one step 
further and would prohibit the use and consumption tobacco products until age 21 
 
And of course there is the usual number of states that have legislation that will raise the tobacco tax 
or include vapor products and e-cigarettes under the tobacco tax umbrella:  HI, MN, MT, NY,OR, 
& WA 
 
Telemedicine 
 
CT a bill requiring a face to face clinician encounter prior to receiving telehealth services 
 
IN expands the Healthy Indiana program to include telemedicine 
 
NY expands the care sites that may now be considered an originating site in order to provide 
telehealth services  
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ND has a bill to expand telemedicine services but the only providers would be advanced practice 
nurses 
 
OK reimbursement for telehealth services would be the same as in person services 
 
TX there is legislation to require the state Medicaid program to cover telemedicine services for 
children who are diagnosed with severe asthma. Another TX telehealth bill would include those on 
ventilators in the home to be managed by telehealth if certain conditions are met 
 
VT to require Medicaid and insurance providers to cover telehealth services delivered outside a 
health care facility  
 
WA several bills that support the expansion of telehealth services 
 
 
EMS Compact Legislation 
 
Over the past 3 years the concept of legislatively authorizing what is termed Multi-state Compact 
legislation has gained momentum.  Basically these new laws when passed (and the majority are not 
enacted) revises licensing laws to make it easier for EMS personnel (sometimes only paramedics, 
sometimes only EMTs and most of the time both classifications: EMS personnel) to cross state lines 
without obtaining another license. 
 
States that have Compact (Multi-State License) Legislation 
MO (reintroduced from 2016 when it did not pass), HI a 3 year pilot demo, MI, MS, & NY 
 
 
Conclusion  
A verbal update will be provided at the Spring meeting 
 
FINAL NOTE 
It has been an honor and a privilege to serve as your AARC Director of Government Affairs for the 
past 29 years.  Thank you for allowing me to have the job of a lifetime.  
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Federal Government Affairs Activity Report  
March 2017 

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

Erika Miller and Zara Day, Legislative Lobbyists from CRD Associates, LLC 

The Congress  

Appropriations  

A new Congress was sworn in in early January, but they must still finish the FY2017 appropriations 
bills that should have been addressed by the last Congress.  In early December, Congress passed a 
continuing resolution (CR) to fund the government through April 28; this date was selected to give 
the Senate time to hold hearings and confirm President Trump’s cabinet and Supreme Court pick.  In 
the interim, we have learned from staff of the Labor, Health and Human Services, Education, and 
Related Committees subcommittee that Congress will pass a CR to fund the government for the 
balance of the fiscal year when the deadline is reached.  In order to remain under the budget caps, we 
anticipate there will be a 0.5 percent cut to all programs, including health programs.  The cut may 
increase depending on how Congress decides to pay for a defense appropriations supplemental and 
the President’s proposed border wall. 

Affordable Care Repeal and Replacement  

Congress is moving ahead with a plan to repeal core elements of the Affordable Care Act (ACA), but 
some lawmakers are beginning to have second thoughts about how far they should go.  Relying on a 
fast-track procedure called budget reconciliation, four congressional committees have been tasked 
with coming up with detailed repeal legislation, with a vote likely to come sometime in March. But 
that timeline could slip because many lawmakers have already begun to hear from constituents 
concerned about what repeal might do to their own healthcare. Other lawmakers are worried repeal 
could cause chaos in the insurance market, or that constituents could lose coverage altogether.  

For some, the change in heart came with the release of a new report from the nonpartisan 
Congressional Budget Office concluding that ACA repeal would result in an estimated 18 million 
people losing health insurance in 2018, rising to 32 million by 2026. The report also stated that 
repeal would likely result in a 20 – 25 percent hike in health insurance premiums over the next 
year.  As a result, some top lawmakers are shifting their sights from repealing and replacing ACA to 
the more modest goal of repairing it so as to avoid negative repercussions. 

Perhaps the deepest split among Republicans is over what to do about the ACA’s Medicaid 
expansion, which extended coverage to about 11 million new low-income people. Legislators from 
the 31 states that accepted the expansion are more likely to want to preserve that expansion and the 
federal funds that came with it.  

Also at issue is what to do about the taxes assessed by the ACA, like the so-called Cadillac tax on 
employer-based health plans and the medical device tax. While some GOP lawmakers insist those 
tax provisions must go, others say the revenue is needed to help pay for any replacement plan.  
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As issues change daily, a verbal update via phone link will be provided at the Board meeting.  

Legislation  

AARC Capitol Hill Advocacy Day 2017  

AARC Advocacy Day will kick off with a meeting update the afternoon of Monday, April 3, 
followed by respiratory therapists going to the Hill on Tuesday, April 4.  We will continue to 
advocate that RTs be included in any telehealth legislation introduced in the new Congress. As you 
know, any bills not acted on in 2016 will have to be re-introduced. We also plan to ask Congressional 
leaders to ensure that language is added to the Labor-HHS Appropriations Report (FY 2018) 
requesting that CMS conduct a data analysis of COPD claims in various health care settings that will 
show how respiratory therapists improve health outcomes, reduce hospital readmissions, and lower 
costs.  Further details will be discussed at the Board meeting. 

Virtual Lobby Week 2017 

Virtual Lobby Week will be from March 20 through April 4. Updates to our messaging are 
underway.  

The Medicare Telehealth Parity Act 

Our lobbyists have had several meetings with Cong. Harper and Cong. Thompson’s staff about the 
reintroduction of the Medicare Telehealth Parity Act.  They are aware of AARC’s Advocacy Day on 
April 3 and sensitive to our desire to have it reintroduced prior to that time. With any bill, cost is 
always an important consideration. We have heard from legislative staff of a possibility that the 
Parity Act may be broken into smaller bills upon reintroduction in order to gain a more favorable 
score from the Congressional Budget Office.  At the time of this report, we are not certain the 
direction the bill will take; however, a verbal update will be given at the Board meeting once we 
have more information. 

The CONNECT for Health Act - (Clinical Opportunities for Novel and Necessary Effective 
Care Technologies) 

The CONNECT for Health Act establishes a telemedicine demonstration waiver and covers 
telehealth and remote patient monitoring in alternative payment models and Medicare Advantage 
plans.  As currently drafted, a key provision would lift current telehealth restrictions as to who can 
furnish telehealth services as long as they are enrolled in Medicare. Respiratory therapists would be 
excluded because they are not enrolled providers and there is no language in the Medicare statute to 
recognize them as such.  

In the last session of Congress the bill had both House and Senate support, which is a key factor in 
moving legislation forward. The bill also has the support of over 90 organizations and is expected to 
be reintroduced, but cost was an issue last year and we are uncertain what shape the bill may take.  It 
is also the bill supported by the Telehealth/Remote Patient Monitoring Coalition of which AARC is a 
member. Our lobbyists have been actively meeting with key Congressional leaders advocating for 
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respiratory therapists to be included as telehealth providers when the bill is reintroduced. 

The CHRONIC Care Act - (Creating High-Quality Results and Outcomes Necessary to 
Improve Chronic Care) 

This bill is the result of months of work by the Senate Finance Chronic Care Workgroup in looking 
at ways to improve care for patients who suffer from chronic conditions, including expansion of 
telehealth services.  The bill, which was introduced in December 2016, provides Accountable Care 
Organizations the ability to expand telehealth services, specifically covers telehealth for individuals 
with stroke, and enables Medicare Advantage plans to add telehealth services not currently covered 
as a supplemental benefit. The bill does not expand the type of practitioners who may furnish 
telehealth. When the Workgroup asked for comments on proposed policies prior to introducing a bill, 
AARC strongly suggested they include language from the Medicare Telehealth Parity Act that 
recognized respiratory therapists as telehealth providers.  

Other Legislative Initiatives Supported by AARC 

In the last Congress there were several bills AARC supported when they met with Congressional 
leaders during our Advocacy Day that are important to the pulmonary community. These legislative 
initiatives include grants to elementary/secondary schools to establish school asthma management 
plans, requiring airlines to stock no fewer than two packs of epinephrine auto-injectors in on-board 
medical emergency kits, and permitting physician assistants and nurse practitioners to provide direct 
supervision in cardiac/pulmonary programs.  We will continue to support these efforts since they are 
expected to be reintroduced this year. A one page summary of the legislation will be included in the 
packets left with staff to review at their convenience.  

Regulations/Other Advocacy Activities/Items of Interest 

A new segment of this report will include a brief overview of topics in which AARC’s Government 
Affairs has been busy promoting the value of RTs and the profession and advocating on behalf of our 
patients through comments to various government agencies and Congressional committees.  Further 
as members of the Tobacco Partners Coalition and the Telehealth/Remote Patient Monitoring 
Coalition, the AARC often joins other stakeholders in jointly signing comments that impact our 
patients and the respiratory profession.   

Advocacy Efforts on Behalf of the Profession and Patients 

The October Executive Office Board Report provided an overview of 19 examples in which AARC 
has advocated on behalf of the profession. A sample of topics included 1) adding additional 
respiratory quality measures as part of the new physician payment system; 2) opposing Disney’s 
vested interest in a media firm known to support the tobacco industry; 3) opposition to appropriations 
riders that would undermine FDA’s authority to regulate tobacco products; 4) support to fund CDC’s 
National Asthma Control Plan; 5) expansion of telehealth under Medicare, etc. Recent comments to 
various entities on behalf of the profession include the following topics: 

·         Ensuring respiratory therapists are part of the remote patient monitoring team to be included in 
a pilot project to monitor COPD and asthma via digital peak flow meters.  
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·         Outlining the value of respiratory therapists in meeting the goals of the COPD National Act 
Plan. 

·         Ensuring that respiratory therapists are part of the Interdisciplinary Team to oversee the health 
and well-being of frail and elderly patients enrolled in Programs of All-Inclusive Care for the Elderly 
(PACE). 

·         Ensuring respiratory therapists met the qualifications as providers to furnish specialized 
rehabilitation services in long-term care facilities.  

·         Improving the transfer of health information for respiratory patients through improved quality 
measures for patients receiving post-acute care. 

·         Endorsement of new Pediatric Telehealth Procedures developed by the American 
Telemedicine Association with assistance from AARC members. 

·         Support for the creation of ICD-10-CM diagnosis codes relating to use of e-cigarettes and 
other electronic nicotine delivery systems (ENDS) requested by the American Thoracic Society. 

·         Recommending respiratory therapists to be included in the CHRONIC Care Act as telehealth 
providers.  

Pulmonary Rehabilitation Issues 

In the last Board report, we discussed CMS’ proposal to significantly increase the payment rates in 
2017 for hospital outpatient pulmonary rehabilitation programs. Unfortunately, when the final rule 
was published in November, the pulmonary community was shocked to see the final rates were 
substantially reduced – some back to the same rates as in 2012 (i.e., G0237-G0239). Based on public 
comments from a provider roundtable representing 14 hospital systems in 35 states, CMS revised the 
status indicator it uses to determine whether services are bundled or paid separately when the claim is 
submitted and that resulted in the reduction.  AARC, together with other pulmonary organizations, 
met with CMS to discuss our concerns and the impact of such a reduction on patients and patient 
access. While nothing can be done for 2017, CMS was receptive to receiving input from the 
community on ways to improve their methodology as they develop rates for 2018.  Plans are 
underway to submit comments to CMS some time in February.  Additional details will be provided at 
the Board meeting. 

On a separate issue, meeting representatives also discussed with CMS whether there was any leeway 
to exempt cardiac and pulmonary programs from statutory requirements that hospital outpatient 
departments  located off-campus that have acquired physician practices be paid at the physician fee 
schedule rate for services now furnished as part of the hospital outpatient PPS. This issue was 
highlighted in the last Board report.  Unfortunately, CMS has no option under the law to make 
changes.  The impact could reduce the start-up of new programs and limit access to needed services. 
The only recourse is to seek a change in the legislation.   

Home Mechanical Ventilation - Update  

As you know from previous reports and discussions, AARC is one of several pulmonary 
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organizations and patient advocacy groups seeking changes to current local policies that impact 
coverage of noninvasive home mechanical ventilation.  In the last Board report, we discussed efforts 
underway to gain Congressional support to facilitate a meeting with the Senate Legislative Counsel 
to start the process of drafting legislation.  This was prior to the national election and change in 
Administration and, needless to say, the November outcome dramatically impacted the agenda. 

Subsequent to the lame duck session, NAMDRC’s lobbyist has been successful in reaching out to 
Chris Collins (R-NY), a key member of the Trump transition team and active member of the Energy 
and Commerce committee.  His legislative director is working directly with House legislative 
counsel and is also eager to write a strong letter to the incoming Secretary of HHS once confirmation 
has been obtained.  One holdup is ironing out language regarding FDA classification of devices and 
that is expected to be resolved soon.  

Chronic Care Management (CCM) Services -  Update 2017 

In January 2015 CMS began paying separately for chronic care management (CCM) services for 
individuals with 2 or more chronic conditions expected to last at least a year or until death or put the 
individual at significant risk of an acute exacerbation.  These services have been discussed in 
previous Board meetings as they offer an opportunity for respiratory therapists to work in physician 
offices where the RT can improve the care of COPD and asthma patients. 

Addressing concerns that the current CPT Code 99490 did not account for more complex and more 
time-intensive chronic care coordination, CMS raised the payment rate for calendar year 2017 and 
added three additional codes in which payment can range from $43 to over $141, depending on how 
complex the patient’s needs are.  

Reform of Long-Term Care Facilities – Specialized Rehabilitation Services 

As reported previously, CMS finalized regulations that updated and reformed policies and 
procedures for long-term facilities that included adding respiratory therapy as a specialized 
rehabilitation service. The changes, however, brought into question whether respiratory therapy time 
provided by RTs would be counted in the same manner as Physical Therapy, Occupational Therapy 
or Speech Therapy in determining the Resource Utilization Group (RUG) rates, which include staff 
time measures, resident assessments and cost calculations of resources. CMS responded that 
respiratory therapy time is not counted like the other therapies and instructions in the Resident 
Assessment Instrument should be followed.  

CMS also added respiratory therapists as licensed health professionals to be consistent with language 
in the skilled nursing section of the Medicare statute.  We have tried to get confirmation from CMS 
as to whether this means licensed RTs are required to provide respiratory services or whether 
specially trained nurses would be included.  We are waiting for the interpretive guidelines which are 
under development to give us additional direction on this issue and will update AARC members and 
the Long-Term Care listserv when more specific information is available.  

Competitive Bidding Round 2019 

On January 31, CMS announced plans to consolidate all rounds and Competitive Bidding Areas 
(CBA) into a single round of competition for 2019.  As a result of this change, Round 2019 will have 



65 
 

141 CBAs and a total of 11 products.  Insulin pumps and supplies will be added to the national 
product category list. A new twist has been added that impacts CPAP devices.  [NOTE:  Subsequent 
to this announcement, CMS issued a statement that implementation will be delayed in order to give 
the new Administration time to review the plans.  All information has subsequently been removed 
from CMS’ website.] 

Here is what we most likely can expect in the near future. CMS is adding 10 new CBAs specific to 
the CPAP devices and related accessories product category. No other product category will be 
subject to competitive bidding in these 10 new CBAs for Round 2019. In five of the 10 new CBAs, 
payment will be made on a bundled, non-capped monthly rental basis, with one monthly rental 
payment for the CPAP device, related accessories, and services for each month of use. In the 
remaining five new CBAs, payment will be made using the same payment rules for CPAP devices 
and related accessories in all other existing CBAs. In other words, payment in the remaining five new 
CBAs will be made for the CPAP device on a capped monthly rental basis, with separate payment on 
a purchase or rental basis for humidifiers used in conjunction with the CPAP device. Separate 
payment will also be made for the purchase of essential accessories (such as tubing and masks) and 
for repair of a beneficiary-owned CPAP device.  

Some time ago, CMS announced that it was going to start bundling payments for CPAP devices but 
at the time no implementation had been set.  CMS also planned to test the new payment in a number 
of CBAs.  That plan is now coming to fruition.  At the time of the proposal, AARC submitted 
extensive comments and concerns about the impact such a change would have on beneficiaries. 

COPD Asthma and Monitoring Project (CAMP) 

The Pulmonary Medicine, Infectious Disease and Critical Care Consultants Medical Group of 
Sacramento, CA recently submitted a proposal to the Physician-Focused Payment Model Technical 
Advisory Committee in the Department of Health and Human Services to implement an innovative 
payment model that remotely monitors Medicare beneficiaries with COPD and asthma via digital 
peak flow meters. 

The model is designed to improve patient safety and quality of care and reduce health care 
expenditures through reduced emergency room visits and subsequent hospitalizations.  A remote 
monitoring center headed by a “command center manager” would oversee the data transmissions 
supported by specifically-trained providers who will track member input and engage participants via 
voice phone, secure text messaging, email and video conferencing. A web-based, classroom-style 
individualized COPD/asthma education course and smoking cessation course is also planned.   
 
In comments to the Committee, AARC stressed the need to have a respiratory therapist manage the 
commend center as well as lead the disease management course.  Further, before a formal 
recommendation is made to the Secretary, AARC asked the Committee to get assurances from the 
sponsors that CAMP participants would have access to the expertise of skilled respiratory therapists 
since there was no mention of them in the proposal. 
  

Operating Procedures for Pediatric Telehealth 

The AARC has endorsed new procedures established by the American Telemedicine Association to 
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address the needs of our nation’s pediatric population when receiving critical services via telehealth. 
The procedures cover such topics as patient privacy and safety, informed consent, special 
circumstances and the environment, emergency contingencies, mobile devices, clinical encounters 
and provider considerations. 
 
In its endorsement, AARC emphasized its position statement that recognizes respiratory therapists as 
providers of telehealth under Medicare, Medicaid, commercial and other health insurance programs. 
AARC member Brooke Yeager and Dr. David McSwain from the Medical University of South 
Carolina Center for Telehealth were instrumental in providing substantial input into the development 
of the guidelines.  
 
Conclusion 
The AARC will continue to aggressively pursue both our legislative and regulatory agendas.  We 
will continue to take advantage of opportunities and oppose challenges. Updates will be provided at 
the fall meeting.   
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House of Delegates Report  
Keith Siegel – Spring 2017 

 

Recommendations 
None 
 

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

on house business.  
 

• Appointed co-chairs to each HOD committee and worked with individual Delegates to get them 
on committees that interest them. 
 

• Appointed House Officers as committee liaisons.   
      

• Identified Speaker’s goals, HOD objectives, committee charges, and committee calendar and 
disseminated documents to the House via AARConnect.  
 

• Held monthly conference calls with House Officers and Executive Office liaison to share 
information and in support of House objectives, goals, strategies and charges.  
 

• In January, held 1st quarterly joint conference call between House Committee Co-Chairs, House 
Officers, and Executive Office liaison to share information and in support of House objectives, 
goals, strategies and charges. Every committee was represented by at least one co-chair. 
 

• Participated in monthly phone call with President Walsh to share information and identify areas 
where the HOD, BOD and EO can collaborate to further President Walsh’s goals, improve the 
efficiency of HOD meetings, and strengthen the state affiliates and membership. 
 

• Worked with Immediate Past Speaker Jakki Grimball on transition of Speaker roles and 
responsibilities. 
 

• Participated in a conference call with the Delegate Assistance Committee to discuss updating DA 
policies. 

 
I would like to thank President Walsh, my fellow House Officers and Parliamentarian, committee co-
chairs, as well as Shawna Strickland and Asha Desai for all of your invaluable help and support.  
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Board of Medical Advisors Report  
Submitted by Terence Carey, MD – Spring 2017 

Recommendations 
None 

Report 
As the Chair of the Board of Medical Advisors (BOMA) to the AARC, I am pleased to present the 
following report. 
 

I. BOMA Membership 
 

A. Dr. Loretta Grecu has replaced Dr. Thomas Fuhrman as one of the American Society 
of Anesthesiologists’ representatives due to Dr. Fuhrman’s appointment to the board 
of the National Board for Respiratory Care. 

B. The American Thoracic Society will need to appoint a replacement representative to 
BOMA due to the resignation of Dr. Allen Dozor.  

C. Of interest, BOMA, since its inception, has now had 5 members who started their 
careers as RTs (Drs. Christopher, Boehm, Fuhrman, Aranson, and Kelley). 
 

II. Expectations of BOMA Members 
 
A letter from the Chair was sent to BOMA members with the following expectations: 
 

1. To become members of the AARC; 
2. That attendance at the annual face-to-face meeting held at the fall AARC 

Congress and participation in spring conference call are mandatory; and 
3. That BOMA members, representing their sponsoring societies, give verbal or 

written reports of those societies’ activities that relate to the AARC. 
 

III. BOMA Activities 
 

A. BOMA supports the efforts of the AARC to help create an Advanced Practice RT 
(APRT), and announced that it would like to add one or more BOMA members to the 
AARC’s ad hoc Committee in this effort, if the AARC’s leadership sees fit.  
Considerable discussion took place at the October 2016 BOMA meeting, focused on 
the most effective ways to ensure the acceptance of the APRT qualification at the state 
level.  

 
B. BOMA will be making nominations for the following awards: 

 
1. Monaghan/Trudell Award 
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2. ARCF Mitchell A. Baran Achievement Award for Clinical Excellence in Aerosol 
& Airway Clearance Therapies 

3. Forrest M. Bird, MD, PhD, ScD Lifetime Scientific Achievement Award 
4. ARCF Dr. Charles H. Hudson Award for Cardiopulmonary Public Health 
5. ARCF Mike West, MBA, RRT Patient Education Award 

 
IV. BOMA Initiatives 

 
A. Recruit medical directors of RT departments to join the AARC. 

 
B. Encourage BOMA members to participate in the annual AARC Congress either as 

speakers or moderators. 
 

C. Approach medical societies represented on BOMA to collaborate with the AARC in 
revising and creating guidelines that relate to respiratory care.  Such a connection has 
already been made with CHEST/ACCP, facilitated by Mr. Steve Welch, its new EVP, 
and by Dr. Gerard Silvestri, its current president.  In the past 2 years, the Board of 
Regents of the ACCP voted to approve advancement to fellowship of clinical non-
physician members (eg, nurses, RTs, etc.).  In addition, Dr. Silvestri has extended a 
welcoming hand to the AARC to have representation on its Program Committee.  

 
D. Dr. Aranson, the current BOMA Chair, will be attending the AARC Patient Advocacy 

Day in Washington, DC in April. 
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AMERICAN ASSOCIATION FOR RESPIRATORY CARE 
Board of Medical Advisors Meeting 

October 16, 2016– San Antonio, TX 
 

Minutes 
 
Attendance       
Terence Carey, MD (ACAAI), Chair 
Robert Aranson, MD, FACP, FCCP, FCCM, Chair-elect (ACCP) 
Steven Boas, MD (AAP)  
Russell Acevedo, MD, FCCP (ACCP) 
David Bowton, MD, FCCP (ACCP) 
Ira Cheifetz, MD, FCCM, FAARC (SCCM)      
Lori Conklin, MD (ASA) 
Loretta Grecu, MD (ASA) 
David Kelley, DO (ASA)    
Janet Lioy, MD (AAP) 
Neil MacIntyre, MD (ATS) 
Col. Michael Morris, MD, FACP, FCCP, USA RET 
Peter Papadakos, MD, FCCM, FAARC (SCCM) 
Frank Salvatore, MBA, RRT, FAARC, BOD Liaison to BOMA 
      
Excused  
Paul Selecky, MD, FACP, FCCP, FAARC, FAASM (NAMDRC) 
Kent Christopher, MD, RRT, FCCP (NAMDRC)  
Harold Manning, MD, FCCP (ACCP) 
Robert Brown, MD (ATS) 
Allen Dozor, MD (ATS) 
Kevin Murphy, MD (ACAAI) 
Ravi Tripathi, MD (ASA) 
 
Guests  
John Wilgis, MBA, RRT 
 
Staff 
Tom Kallstrom, MBA, RRT, FAARC, Executive Director 
Cheryl West, MPH, Director of Government Affairs 
Anne Marie Hummel, Director Regulatory Affairs 
Kris Kuykendall, Executive Administrative Assistant 
 
CALL TO ORDER 
The Chair, Dr. Carey, called the meeting of the AARC Board of Medical Advisors to order at 10:00 
am CST. 
 
INTRODUCTIONS 
The Chair, Dr. Carey, asked members to introduce themselves asked members to disclose any 
potential conflicts of interest:  
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  Aranson – ACCP Board of Regents   
  Papdakos – NYS Board of Profession 
  Bowton – Pacira Pharmaceuticals, Covidien 
  Morris – Boehringer-Ingelheim 
  Conklin – VA Board of Medicine 
  MacIntyre – Consultant: Ventec, Breathe, Inspirx, Alana 
 
APPROVAL OF MINUTES 
Dr. Aranson moved to accept the minutes of the April 25, 2016 conference call of the AARC Board 
of Medical Advisors.  
Motion carried 
 
CHAIRMAN’S REPORT 
Dr. Carey stated that Dr. Aranson was sworn in at the Business Meeting this morning as the new 
chair of BOMA.  The key initiative of the AARC is the advancement of the profession at this time 
and changing the required degree from an Associate to a Bachelor degree.  A discussion arose about 
guidelines and protocols for respiratory therapists in hospitals and in other settings. 
 
Dr. Carey thanked the Board of Directors for their leadership and commented that the association is 
in very good hands. 
 
Frank Salvatore and John Wilgis gave an update of the Ad Hoc Committee on Advanced Practice 
Respiratory Therapy (APRT) (See Attachment “A” from John Wilgis).  Dr. Aranson stated he will 
add BOMA members to assist with this Ad Hoc Committee. 
 
CoARC (Commission on Accreditation for Respiratory Care) Report 
President of CoARC, Brad Leidich, gave highlights of the CoARC written report submitted.  CoARC 
Executive Director, Tom Smalling, and Associate Executive Director, Shane Keene, were present. 
 
NATIONAL BOARD FOR RESPIRATORY CARE 
President of NBRC, Robert Joyner, gave highlights of its submitted written report.  NBRC Executive 
Director, Gary Smith, and Chief Operating Officer, Lori Tinkler, were also present. 
 
A discussion arose about the independence of respiratory therapy practice.  Dr. Conklin and other 
BOMA members advised that the phrase, “supervised by a physician at all times,” should be used in 
order to achieve acceptance of the APRT credential.  Physician Assistants fear they may lose their 
jobs to respiratory therapists. 
 
EXECUTIVE DIRECTOR REPORT 
Executive Director, Tom Kallstrom, gave highlights of his submitted report.  Many partnerships were 
enhanced in 2016:  Pulmonary Fibrosis Center, ALA, AAN, AACVPR, COPDF, and Alpha-1 
Association. 
  
The Chinese Thoracic Society is coming to Dallas next week to visit hospitals and witness how 
respiratory care is performed in the United States. 
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AARC PRESIDENT’S REPORT 
Frank Salvatore gave highlights of his submitted written report. 
 
 
RECESS  
Dr. Carey recessed the meeting of the Board of Medical Advisors at 12:10 pm CST. 
 
RECONVENE 
Dr. Carey reconvened the meeting of the Board of Medical Advisors at 12:50 pm CST. 
 
 
LEGISLATIVE AFFAIRS REPORT 
Cheryl West provided updates on state legislative issues, including those states that are undertaking 
efforts to move to the “RRT only” as a state licensure requirement. Ann Marie Hummel provided 
more detail on various Medicare regulations impacting the profession as well as updating the status 
of the Telehealth Parity Act. The dates for the 2016 AARC Hill Advocacy event have been set for 
April 3-4, 2016. 
 
OTHER REPORTS 
Tom Kallstrom gave highlights of the submitted ARCF report.  The 4th annual ARCF fundraiser was 
held Friday night.  Preliminary reports suggest that ~$50,000 were raised.  Billy Dawson, Nashville 
entertainer at the fundraiser, is very involved with the COPD Foundation.  Neil MacIntyre spoke 
about the ARCF awards.  The new Mitch Barron Award stipulates that BOMA must endorse the 
nominees.  Tom mentioned the upcoming Journal Conference in June 2017. 
 
AWARD NOMINATIONS 
Dr. Carey reminded BOMA members that nominations from BOMA for the Bird, Hudson, and West 
awards are due by June 1, 2017.  The new Monaghan/Trudell Award requests that BOMA be more 
involved in choosing the nominees. 
 
AARC President, Brian Walsh, introduced himself to the Board of Medical Advisors and shared his 
2017-18 presidential goals.   
 
SPECIALTY SECTION REPORTS 
The Specialty Section Reports were reviewed.   
 
UNFINISHED BUSINESS 
There was no unfinished business. 
 
NEW BUSINESS 
There was no new business. 
 
ADJOURNMENT 
Dr. Carey adjourned the meeting of the AARC Board of Medical Advisors at 2:15 pm CST. 
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Attachment “A” 
 

Exploring the Current Status of Mid-Level Provider Density and Sufficiency of Educational 
Background in the Care of Patients with Cardiopulmonary Disease  
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Exploring the Current Status of Mid-Level Provider Density and Sufficiency of Educational 
Background in the Care of Patients with Cardiopulmonary Disease 

The American Association for Respiratory Care (AARC), a not-for-profit professional association 
based in Dallas, TX represents more than 52,000 respiratory therapists and allied health practitioners 
trained to assist physicians in the care of patients with lung disorders and other conditions 
worldwide. The AARC is working to explore the current status of Mid-Level Provider density and 
sufficiency of the educational background of currently practicing mid-level providers in the 
healthcare of patients afflicted with cardiopulmonary disease. 

As the AARC is the non-physician professional organization specifically supporting the care of 
patients with cardiopulmonary disease, we are obligated to assure our patients have access to the 
medical care needed to optimize their health. 

It is well-accepted that appropriate health care leads to better quality of life for the patient. 
Appropriate and timely healthcare reduces overall cost through reductions in acute care (e.g., 
decrease hospital re-admission, decreased ICU length of stay) for exacerbations of disease and 
improved management of chronic maladies. 

It is also well accepted that while the role of mid-level providers is increasing in the United States 
healthcare system, there are no mid-level provider educational programs specifically directed at care 
of patients with cardiopulmonary disease. Additionally, to date, there has been no formal assessment 
of mid-level provider roles and responsibilities in the healthcare of patients with cardiopulmonary 
disease. There is no data available to allow the AARC and other groups to facilitate planning for the 
future needs of the patients we serve.  

To this end, the AARC solicited voluntary support from the three professional organizations 
governing the profession of Respiratory Care (i.e., AARC, the National Board for Respiratory Care, 
and the Commission on Accreditation for Respiratory Care) to establish a collaborative working 
group charged with evaluating published data and provide the AARC with recommendations on how 
best to assess the future needs of patients suffering from cardiopulmonary disease. 

Specific outcomes of the working group include: 

• Create and conduct a national needs assessment of essential stakeholders to gain an 
understanding of the status of healthcare availability to patients afflicted with 
cardiopulmonary disease being treated by mid-level providers.  

• This needs assessment is anticipated to provide objective data essential for the three 
professional organizations to develop an opinion on the practitioners we represent and the 
patients we serve and provide insight into future needs of the US healthcare system.  

It is anticipated that a needs assessment will be completed in 2017. At that time, the AARC will 
provide information to the Board of Medical Advisors derived from the data provided by 
stakeholders. 
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President`s Council 
Submitted by Dianne Lewis – Spring 2017 

 

Recommendations 
None 
 

Report 
This year the Presidents Council has chosen Robert L Chatburn MHHS RRT-NPS FAARC as the 
Jimmy A. Young Medal Winner.  He has served the AARC for many years and innumerous 
capacities. Please congratulate Rob on this award. 

At this time nothing new to report. We are waiting for the nominations from the HOD for Life and 
Honorary membership.  

Other 
The BOD will be nominating for Life and Honorary members at this meeting. The list of previous 
winners and criteria will be available for your review. 
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AARC Life and Honorary Memberships 
 
 

YEAR  LIFE HONORARY 
1961 Alvin Barach, MD 
1965 J. Addison Young 
1967 Arthur A. Markee 
1972 Don E Gilbert  
 Leonard Gurney  
 Jerome Heydenberk 

Joseph Klocek 
Brother Roland Maher 
James Peo 
P. Noble Price  
Howard Skidmore  
Leah W Theraldson 
Virginia Trafford 

1973 Robert A Cornelius 
Bernard M. Kew  

 James Whitacre 
1974 Louise H. Julius John Brown MD 
1975 R.J. Sangster 
1976 
1977 John J. Julius 

Easton R. Smith 
1978 Robert H. Miller 

George A. Kneeland 
Samuel Runyon 

H. Frederic Helmholz, MD  

Meyer Saklad, MD 

1979 Robert A. Dittmar Huberta M Livingston, MD 
1980 George Auld 

Hilaria Huff 
Vincent D. Kracum 
Jack Slagle 
Bernard Stenger 

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

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

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



 
 

77 

YEAR  LIFE HONORARY 
1985 James S. Allen 

Houston R. Anderson 
Thomas A. Barnes 
Julie S. Ely 
David H. Eubanks 
Glen N. Gee 
Gary L. Gerard 
Sam P. Giordano 
Robert L. Knosp 
Lillian Van Buskirk 
John R. Walton 
Robert R. Weilacher 
George A. West 

1986 Richard W. Beckham 
Paul Powers 

1987 Jeri E. Eiserman 
Edward A. Scully 

1988 Michael Gillespie 
Melvin G. Martin 

1989 Gerald K. Dolan 
Ray Masferrer 

Walter J. O’Donohue, MD 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Hugh Matthewson, MD  

John Hodgkin, MD 

Irvin Ziment, MD  

Roger Bone, MD 

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

Jerome M. Sullivan 
1992 Patrick J. Dunne 

Phil Kittredge 
1993 Bob Demers 

Bernard P. Gilles 
1994 Philip R. Cooper 

Dianne L. Lewis 
1995 Deborah L. Cullen 

Patricia A. Wise 
1996 Jim Fenstermaker 

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

Pat Brougher 
1998 Kerry E. George 

W. Furman Norris 
1999 Dean R. Hess 

Cynthia J. Molle 
2000 Jerry Bridgers 

Dianne Kimball 
2001 Robert Fluck 

Garry W. Kauffman 
2002 Susan B. Blonshine 

        William Galvin 
        Carl Weizalis 
 

Alfred Sofer, MD  

David J. Pierson, MD  

Richard L. Sheldon, MD  

Forest Bird, MD, PhD, ScD  

Neil R. McIntyre, MD  

Steven K Bryant, MBA  

Charles Durbin, MD 

Barry A. Shapiro, MD  

James K. Stoller, MD  
 
Michael T. Amato 
William Bernhard, MD 
 
Sherry Milligan 
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YEAR  LIFE        HONORARY 
 
2003 Margaret F. Traband 

J. Michael Thompson 
2004 David C. Shelledy 

Karen J. Stewart 
2005 Janet Boehm 

Richard Branson 
2006 John Hiser 

Lucy Kester 
2007 Doug MacIntyre 

Joseph L. Rau 
2008 Susan Rinaldo Gallo 

Michael W. Runge 

Cheryl A. West  

Patricia A. Lee  

Jill Eicher  

Marsha Cathcart 

Kent Christopher 
 
John W. Walsh 

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

Toni Rodriguez 
None awarded 

2011  Patricia A. Doorley Foster M. “Duke” Johns III 
2012  Richard M. Ford 
                      Timothy R. Myers 
2013          Linda Van Scoder 
2014          Debra J. Fox  
2015          Fred Hill  
2016          Colleen Schabacker  
          George Gaebler  

Miriam A. O’Day 
 
Kathy Blackmon 
Edna Fiore 
Kris Kuykendall 
Bruce Rubin 
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Revised November 2015 
Life Membership 
 

1. Nominations for Life Membership are solicited from the AARC BOD and HOD.  
2. The HOD and the BOD may each submit one (1) nominee for Life membership. 
3. Candidates for Life membership must: 

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

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

• Have made an extraordinary contribution to the AARC and its affiliates.  
• Have been active in affiliate operations and have served in an official capacity at the 

affiliate level.  
4. By the established deadline, each nomination must be accompanied by a summary detailing 

the nominee’s service and contributions to the AARC and its affiliates. 
5. The materials will be distributed electronically to the members of the Presidents Council for 

their review and vote. 
6. The individual receiving the highest number of votes cast for Life membership will be 

awarded Life Membership. In the event of a tie, the Chair of the Presidents Council will cast 
the deciding vote.  

7. The Chair of the Presidents Council will notify the individual of his/her selection.  
8. Life membership will automatically be awarded to the AARC Past President upon completion 

of his/her term. 
9. The new Life Member(s) will be recognized during the Awards Ceremony at the AARC 

Congress and invited to attend the Presidents Council Luncheon. 
10. Registration fees are waived for Life Members for the AARC Congress, Summer Forum, and 

live webcasts. 
 
Honorary Membership 

1. Nominations for Honorary Membership are solicited from the AARC BOD and HOD. 
2. The HOD and BOD may each submit one (1) nominee for Honorary Membership. 
3. Candidates for Honorary Membership must: 

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

• Otherwise be eligible for associate membership in the AARC at the time of consideration.  
• Have made a special achievement or contribution to the AARC, its affiliates, or the 

profession of respiratory care.  
4. By the established deadline, each nomination must be accompanied by a summary detailing 

the nominee’s service and contributions to the AARC. 
5. The materials will be distributed electronically to the members of the Presidents Council for 

their review and vote. 
6. The individual receiving the highest number of votes cast will be selected to receive honorary 

membership that year.  In the event of a tie, the Chair of the Presidents Council will cast the 
deciding vote.  

7. The Chair of the Presidents Council will notify the individual of his/her selection. 
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8. The new Honorary Member will be recognized during the Awards Ceremony at the AARC 
Congress and invited to attend the Presidents Council Luncheon.  

9. Registration fees are waived for Honorary Members for the AARC Congress, Summer 
Forum, and live webcasts. 

 
Jimmy A. Young Medal 

1. The Jimmy A Young Medal is the highest award bestowed by the AARC.  
2. Immediately following the annual meeting of the Presidents Council, the Chair of the Council 

shall issue an electronic call to the council for nominations for the Jimmy A Young Medal 
(JAY), inclusive of the selection criteria and a roster of past recipients. 

3. Candidates for the Jimmy A. Young Medal must have an outstanding record of contributions 
to the AARC vision of professional excellence, advancement of  the science and practice of 
respiratory care, and service as an advocate for patients, their families, the public, the 
profession and the respiratory therapist that are well above the usual commitment of time, 
efforts, or material goods. 

4. Members of the Presidents Council will have ninety (90) days from the date of the call for 
nominations to submit nominations for the JAY Medal for the coming year. Each nomination 
must be submitted in a formal letter/memorandum detailing the nominee’s achievements and 
contributions. A current C-V of the nominee must accompany each nomination and be 
submitted electronically to the Chair of the JAY Selection Committee within the ninety (90) 
day period.   

5. The Chair of the Presidents Council shall appoint the JAY Selection Committee. The 
Selection Committee shall be comprised of five (5) members of the Presidents Council who 
are also past recipients of the JAY Medal.  The chair of the JAY Selection Committee will be 
elected by members of the Selection Committee and shall serve a two (2) year term. 
Subsequent terms of both members and chair of the Selection Committee shall serve at the 
pleasure of the Chair of the Presidents Council. 

6. Upon the close of receipt of nominations, all nominations and supporting documents will be 
distributed to each member of the JAY Selection Committee for review and full 
consideration.  Within seven (7) days of distribution of all documents, the Chair of the JAY 
Selection Committee will conduct a conference call with members of the Selection 
Committee to discuss and determine the best-qualified nominee 

7. Once a recipient has been selected, the Chair of the Selection Committee will then notify the 
full Presidents Council electronically of the recommendation of the Selection Committee and 
ask for consent for the nominee so selected. Members of the Council will have five (5) days 
to notify the Chair of their support for the recommended nominee.  

8. Once majority consent is received, the Chair of the Selection Committee will notify the Chair 
of the Presidents Council who, in turn, will contact the selected nominee via telephone and 
inform the individual of his/her selection.  

9. Once the recipient has been notified, the Chair of the Selection Committee will then notify 
the Editor of AARCTimes and the AARC Director of Membership of the new JAY Medal 
recipient to facilitate proper publicity and inclusion into the Award Ceremony to be held 
during the AARC’s next Annual Congress.  

10. The recipient of the JAY Medal will be invited to the next Presidents Council meeting for 
acknowledgement and congratulatory sentiments. 
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Audit Sub-Committee 
Submitted by Teri Miller – Spring 2017 

Recommendations 
That the AARC Board of Directors accept the audit report as presented.  

Report 
Due to the timing of the audit and Board of Directors meeting, a verbal report will be given. 
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Bylaws Committee 
Submitted by: Bob DeLorme - Spring 2017 

 

Recommendations 
 
That the AARC Board of Directors find that the Illinois Society for Respiratory Care Bylaws are not 
in conflict with the AARC Bylaws.  
 
That the AARC Board of Directors find that the Nebraska Society for Respiratory Care Bylaws are 
not in conflict with the AARC Bylaws.  
 
That the AARC Board of Directors find that the Idaho Society for Respiratory Care Bylaws are not 
in conflict with the AARC Bylaws.  
 
That the AARC Board of Directors find that the Kentucky Society for Respiratory Care Bylaws are 
not in conflict with the AARC Bylaws.  
 
(See attached file “Bylaws” for copies of the above mentioned bylaws.) 

Report 
The AARC Bylaws Committee has approved and submitted the following State Affiliate Bylaws: 
Illinois, Nebraska, Idaho and Kentucky Bylaws and their Amendments for review and approval by 
the AARC Board of Directors.  
 
The Committee will start work on answering a question from the HOD.  The HOD has asked for an 
interpretation of: 
 
Article VII,  
Section 6(a) states: 
 
"Each delegation shall have one (1) vote for each Active Member within their Chartered Affiliate as 
submitted by the Executive Office and certified by the House of Delegates Credentials Committee."   
 
Here is the HOD question: “The question has been raised whether every vote, whether significant or 
routine, must be done by a poll vote, whereby we individually poll each affiliate and award one vote 
for each member of that affiliate?” 
 
The Bylaws committee will be reviewing the question and hopefully giving an interpretation and if 
needed a suggested Bylaws change for consideration at the summer meeting.  
 
There will also be one Bylaw the committee will review to see if it should be deleted.   
 
ARTICLE X – CHARTERED  AFFILIATES  
SECTION 4. DUTIES 
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“A copy of the minutes of every meeting of the governing body and other business meetings of the 
Chartered Affiliates shall be sent to the Executive Office of the Association within thirty (30) 
calendar days following the meeting.” 
This particular wording was removed from the article dealing with International Affiliates.  The 
committee will consider if this particular article should also be deleted because the Charter Affiliates 
are separate legal entities, as such they are not required to share these corporate documents to the 
AARC.   
 
Thanks to the committee members: Brian Cayko, Heather Neal Rice, Raymond Pisani and Frank 
Salvatore  
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Elections Committee 
Submitted by: Mary Roth - Spring 2017 

 
Recommendation 
 
None 

Report 
1. Call for nominations have been sent out, for the positions of President Elect, two Directors at 

Large, three Specialty Sections-Continuing Care, Transport & Long-term Care. 
 

2. Because of low number of nominees a letter to Continuing Care & Long-Term Care, section 
chairs was sent to ask their sections to submit nominees. 
 

3. Deadline for nominations is 2/28/17. 
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Executive Committee 
Submitted by: Brian Walsh - Spring 2017 

 
Verbal report 
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Finance Committee Report 
Submitted by: Brian Walsh - Spring 2017 

 
 
Verbal report
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Judicial Committee 
Submitted by Anthony Dewitt – Spring 2017 

Recommendations 

None 

Report 
• The committee has fulfilled all assignments given to it. 
• At present there are no issues before the committee that require disposition. 
• No disciplinary matters have been reported, and none are pending. 
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Program Committee 
Submitted by Thomas Lamphere – Spring 2017 

 

Recommendations 
 
That the AARC Board of Directors approve the following members of the 2017 AARC Sputum 
Bowl Committee. 
 
Renee Wunderley – Committee Chair 
Sherry Whiteman - Score Keeper 
Rick Zahodnic - Practitioner Moderator 
Angie Switzer - Student Moderator 
Julie Boganwright - Timekeeper 
  

Justification: The 2016 AARC Sputum Bowl was a great success thanks in large part to the efforts 
of the Sputum Bowl Committee. The preliminary rounds ran smoothly with terrific competitions held 
in both the student and practitioner divisions.  The “finals night” competition went off without any 
problems and the audience enjoyed the event!  Renee Wunderley chaired the committee for the first 
time in 2016 and did a great job before, during and after the event ensuring the numerous tasks were 
all completed.  
 
The recommendation for the new committee members includes several changes from 2016.  Tom 
Lamphere will be leaving the committee in order to focus on his responsibilities as chair of the 
Program Committee.  Mr. Lamphere has served as the moderator of the student competitions and that 
role will now be assumed by Angie Switzer.  Mrs. Switzer will also take on the main responsibility 
for ensuring the question bank is updated and ready to go for the competition.  
 
Julie Boganwright was a volunteer at the 2016 competition and did an outstanding job!  She fits in 
perfectly on the committee and is recommended for the vacancy on the committee. Rick Zahodnic 
and Sherry Whiteman have several years of experience on the committee and will ensure that things 
run smoothly. 
 
Report 
 
1. Prepare the AARC Congress Program, Summer Forum, and other approved seminars and 
conferences.  
Status: The committee met in Dallas on Jan. 12-14, 2017 to review approximately 575 individual 
lecture proposals submitted in ten different specialty areas and ten different roundtables for 
presentation at the Summer Forum and Congress. Annissa Buchanan from the Executive Office has 
already begun communicating with those who submitted proposals informing them of the Program 
Committee’s decision to accept or reject their proposal. The committee would like to express our 
gratitude to all the individuals (and groups) who submitted proposals and to those who support our 
many programs and activities.  
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2. Recommend sites for future meetings to the Board of Directors for approval.  
Status:  The meeting locations for both Summer Forum and Congress have been approved by the 
BOD for 2018 (San Antonio, TX and Las Vegas, NV, respectively). 
 
The next open year for AARC Summer Forum is 2019 and AARC Congress is 2020. The Executive 
Office is currently evaluating destinations for this meeting and in collaboration with the Program 
Committee; it is likely a recommendation will be presented to the BOD by the summer meeting.  
 

3. Solicit programmatic input from all Specialty Sections and Roundtable chairs.  
Status: Proposals for the Summer Forum and the Congress were received from all Specialty Sections 
and Roundtables. Each specialty section/roundtable was appointed a liaison from the Program 
Committee, and this liaison worked closely with the Section Chairs to review the submitted 
proposals and ensure that a well-rounded representation of section interests are included in our 
programs. Most Section Chairs were very involved in this process and are to be commended for their 
initiative and effort.  
  

4. Develop and design the program for AARC Congress to address the needs of the 
membership regardless of area of practice or location.  
Status: A broad offering of topics presented by new and experienced presenters are included in the 
agenda for both the 2017 Summer Forum and 2017 Congress. The Program Committee dedicated a 
significant amount of time to reviewing all of the proposals.  While the decision as to which topics 
were ultimately accepted was typically difficult, the committee concentrated on providing content 
that focused on hot topics, industry priorities and membership feedback from the 2016 meetings. 
Additionally, the committee ensured that President Walsh’s goals of quality, safety, and value were 
common themes and are well represented in the final program.  
  

5. Miscellaneous  
The length of Congress presentations will remain at 35 minutes in 2017 in 8 concurrent sessions as 
was the case in 2016.  Additionally, timers visible to both the speaker and moderator will be present 
in all lecture rooms and moderators will also have laminated signs to remind the speaker how much 
time remains (i.e. 15 minutes, 5 minutes, “Time is Up”).  This should help to keep speakers on time. 
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Strategic Planning Committee 
Submitted by Frank Salvatore – Spring 2017 

 
Recommendations 
 
None 
 

Report 
 
The Strategic Planning Committee will continue in our group activities at the AARC BOD Meetings. 
It is fully expected that more recommendations will occur with enhancements and strategic plan 
changes adopted during the meeting. 

The strategic workgroups will give updates during the meeting.  

See attached file “Strategic Planning Cmte”. 
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Specialty Section 
Reports 
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Adult Acute Care Section 
Submitted by Keith Lamb – Spring 2017 

 

 

Recommendations 
None 

Report 
The section continues to use Connect to discuss case reports, imaging and current trends in patient 
care and science and presenting journal club articles.  

Case Reports are being done by other members, and a list of future presenters is being kept by 
section leadership so that there is one planned for every month. This format is going very well.  

Continue to produce a biannual bulletin and quarterly newsletters.  

Members of the section continue outreach internationally, high level research, and publishing in 
multiple peer reviewed journals.  

We have a Virtual Section Meeting planned for February 22nd. An agenda is to be sent out prior to 
the meeting. We will ask for recommendations from the section members that attend in order to plan 
future meetings that we hope will include lectures and presentations on topics that are suggested by 
the section members.                      
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Continuing Care-Rehabilitation Section 
Submitted by Krystal Craddock – Spring 2017 

 

 

Recommendations 
 
None 

Report 
Activities to date: 

• Engaging members by posting journal discussion from RCJ publication “A Respiratory 
Therapist Disease Management Program for Subjects Hospitalized With COPD”.  

• Submitted spring 3 bulletin articles. Topics include incorporating a choir into pulmonary 
rehab, starting up a COPD readmission reduction program at a small community hospital, and 
2017 GOLD guideline updates. 

• Frequently posted/encouraged members to submit for lecture topic ideas and speakers at the 
AARC summer forum and congress.  

• Continually responding to posts and/or connecting members with others as needed. 

Other 
Goals moving forward: 

• Would like to engage and encourage member’s participation more. Seems they respond to 
posts that are questions and very willing to help others but would like to see if / how we can 
get more involvement via case studies or journal discussions.  

• Need to recruit members to write for the fall bulletin early and with new and interesting 
topics for our section.  

• Must encourage nominees for new chair. An election is due to occur for a replacement as I 
have been asked to step in as interim chair by President Brian Walsh. 

 

 
 
 



 
 

95 

Diagnostics Section 
Submitted by Katrina Hynes – Spring 2017 

 
 

Recommendations 
 
None 

Report 
2017 Diagnostic Section Charges 

1.  Provide proposals for programs at the International Respiratory Congress and Summer 
Forum to the Program Committee to address the needs of your Specialty Section’s 
members.  Proposals must be received by the deadline Friday, January 6, 2017. 

a. Charge met. All proposals were reviewed by the Chair and feedback provided to 
Thomas Lamphere for consideration by the program committee for the 2017 
International Respiratory Congress. 

2. The section chairperson is responsible for arranging or leading a quarterly engagement 
activity for their section membership. This engagement activity may include online 
section meeting, journal discussions, initiation of discussions on AARConnect, posting of 
key materials to the AARConnect libraries, AARC webpages, or highlighting AARC 
resources to members through social media.  Documentation of such a meeting shall be 
reported in the April Board Report. 

a. Biannual virtual Respiratory Diagnostic Specialty Section Meetings have been 
identified; confirmation with the Executive Office is pending approval. 

b. January 2017 the ERS-ATS published the new Technical Standards on Diffusing 
Capacity of the Lungs.  This information was communicated to the Section 
Members via the AARConnect List Serve. 

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

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

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

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

4. Enhance communication with and from section membership through the section 
AARConnect, review and refinement of information for your section’s web page and 
provide timely responses to requests for information from AARC members.   
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a. Professional communication and follow-up is ongoing via e-mail, AARConnect, 
conference call, etc. 

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

a. The Diagnostic Section library and swap shop materials will be reviewed 
annually.  

b. A taskforce has been created, consisting of 6 section member volunteers, to 
review and reorganize the Diagnostic Section Library, as well as update the 
resource contact list.  The project will begin the 1st quarter.  Progress to be 
reported in the 2nd quarter board report. 

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

a. Ongoing communication occurs between the Section Chair and Ms. Shawna 
Strickland, Associate Executive Director-Education, to identify and address 
educational needs of the Diagnostic Section. 

Other 
Diagnostic Professional Representation: 

1. Mrs. Katrina Hynes and Mrs. Susan Blonshine co-authored the article titled CPET: 
Quality Assurance pending publication in the AARC Times. 

2. Ruppel’s Manual of Pulmonary Function Testing, 11th Ed. by Carl Mottram published 
February 2017. 

a. Mrs. Katrina Hynes contributed chapters 8 and 10 
b. Mrs. Susan Blonshine contributed chapter 12 

3. Mrs. Katrina Hynes and Mr. Carl Mottram co-authors Chapter 5, Pulmonary Function 
Testing, in Neonatal and Pediatric Respiratory Care, 5th Ed. by Brian Walsh pending 
publication. 

4. Mrs. Katrina Hynes was elected 2017 AARC Respiratory Diagnostic Section Chair for a 
second term. 

5. Jason Blonshine elected 2017 Michigan State Society, Diagnostic Section Chair-Elect. 
6. Mr. Ralph Stumbo Jr. was named 2016 Diagnostic Section Practitioner of the Year. 
7. Mr. Carl Mottram RRT FAARC, Director of the Pulmonary Function Laboratories and 

Associate Professor of Medicine at the Mayo Clinic was elected as 2016 President-Elect 
for the Clinical and Laboratory Standards Institute.  In this role he also serves on the 
Executive Committee of the Board. 

8. Mrs. Katrina Hynes was elected AARC Alternate Representative to the Joint Commission 
Professional and Technical Advisory Committee (PTAC). 

9. Mr. Carl Mottram RRT RPFT FAARC and Mr. Greg Ruppel RRT RPFT FAARC have 
been requested to serve on the newly formed ATS – PF Laboratory Accreditation 
Committee. 

10. Mr. Jack Wanger MS RRT, Independent Consult continues to serve on the ATS 
Pulmonary Function Standards Committee and is currently working on their updated 
guideline on Bronchoprovocation Testing. 
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Education Section 
Submitted by Ellen Becker– Spring 2017 

Recommendations 

None 

Report 
• First and foremost, advocate for your section members utilizing the BOD reporting and 

recommendation process.  
Status:  A new business item was suggested to engage associate degree programs in 

facilitating a stronger career pathway for their graduates to earn a baccalaureate degree.   
 
• Create section specific measures of success and present to the board at least once a year. 
Status:   

1. Achieve a section membership of 1100 members by September 30, 2017 
2. Develop two-way dialogue between representatives of associate degree programs and 

the Education Section/AARC leadership regarding establishing a strong career 
pathway for associate degree graduates to pursue a baccalaureate degree. 

3. Identify education research ideas together with section members either through 
discussions on AARC Connect or at national meetings to facilitate the goals of the 
AARC. These ideas can serve as the foundation for collaborative research or provide 
ideas for educators who are seeking relevant projects.  

 
• Provide proposals for programs at the International Respiratory Congress and Summer 

Forum to the Program Committee to address the needs of your Specialty Section’s 
members. Proposals must be received by the deadline in December. 

Status:  Collaborated with the education representative to the program committee and AARC 
liaison to outline the Summer Forum pre-course, Summer Forum, and International Congress 
programs. 
 
• The section chairperson is responsible for arranging or leading a quarterly engagement 

activity for their section membership. This engagement activity may include online 
section meeting, journal discussions, initiation of discussions on AARConnect, posting of 
key materials to the AARConnect libraries, AARC webpages, or highlighting AARC 
resources to members through social media. Documentation of such a meeting shall be 
reported in the April Board Report. 

Status:  The final quarter of 2016 engagement activity was the Education Book Club. This 
year’s first quarter activity will be a Scholarship of Teaching and Learning discussion of an 
article from the 2016 Respiratory Care Education Annual. 
 
• Jointly with the Executive Office, undertake efforts to demonstrate value of section 

membership, thus encouraging membership growth. 
Status:  Messages to promote the Student webcast (February 2017), enhancement to the 
Student Education Channel were reinforced on Connect. An article in the February issue of 
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AARC Times was also written to promote the education career pathway for RTs in clinical 
settings to pursue future teaching positions. 
 
• Solicit names for specialty practitioner of the year and submit the award recipient in time 

for presentation at the Annual Awards Ceremony. 
Status:  The request for this award along with the scoring rubric used to evaluate candidates 
will be promoted in late spring. 

 
• Identify, cultivate, and mentor new section leadership. Section leadership is only allowed 

to serves one term. 
Status:  The chair-elect is being copied on section business to provide an orientation. 
Feedback provided by the elections committee to section members who were not added to the 
ballot has been very effective in providing potential future leaders with goals to better 
position themselves for nomination in the next term. 

 
• Enhance communication with and from section membership through the section 

AARConnect, review and refinement of information for your section’s web page and 
provide timely responses to requests for information from AARC members. 

Status:  There is regular weekly communication on the Education section in Connect. 
Responses to section members’ requests have been provided within 48 hours. 

 
• Encourage networking and the use of AARC resources such as the AARConnect library, 

swap shop and listserve that promotes the art and skill of respiratory care.  
Status: Tabatha Dragonberry has been posting around once/month with information from the 
Mentoring Excellence resource. Tim O’pt Holt will be promoting ideas to recruit future 
respiratory care educators.  

 
• Review all materials posted in the AARC Connect library or swap shops for their 

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

Status:  In-person contact with membership at the Summer Forum will be used to recruit a 
team of volunteers to review the materials in the Swap Shop. The Connect library is up-to-
date. 
 
• Share best practice with fellow section chairs to improve value or membership 

participation.  
Status:  A letter summarizing the value of the Education Section was shared with Amanda 
Feil for circulation to other section chairs. The process of creating this letter by engaging 
other education members was shared at the section chair orientation webcast. 
 
• Review the membership and the offering of the sections and make recommendations to 

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

Status:  Membership as of January 31, 2017, was 1066. A recruitment push at the end of 
October and November utilized a team of 15 state representatives who targeted educators in 
their state to join the Education Section. With the assistance of the AARC office, members 
who had their memberships expiring in the months of November and December were 
specifically identified and this information was passed along to the state representative. A 
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letter summarizing the benefits of the Education Section that was collaboratively drafted was 
sent to the state recruiters to provide a list of services to pitch. End of month statistics will be 
used to report and track a more consistent membership value. In-person phone calls helped 
identify that online membership renewals did not automatically prepopulate specialty section 
membership. This information was shared with the AARC office and this problem has been 
resolved. 
 
• Work to develop more programming directed at hospital educators and all therapists 

whose position requires some sort type of education process. 
Status:  The programming for Summer Forum and the International Congress has been 
developed with clinical educators in mind. The Education Book Club and the Scholarship of 
Teaching and Learning have also address topics with wide educational appeal. Further a 
collaborative email with the management section chair was sent to encourage managers to 
foster an education career pathway with their clinical staff members who are interested in 
teaching. 
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Home Care Section 
Submitted by Zach Gantt – Spring 2017 

Recommendations 
 
None 

Report 
CHARGES 

1. Provide proposals for programs at the International Respiratory Congress and 
Summer Forum to the Program Committee to address the needs of your Specialty 
Section’s members 

● Completed  

2. The section chairperson is responsible for arranging or leading a quarterly 
engagement activity for their section membership. This engagement activity may 
include online section meeting, journal discussions, initiation of discussions on 
AARConnect, posting of key materials to the AARConnect libraries, AARC 
webpages, or highlighting AARC resources to members through social 
media.  Documentation of such a meeting shall be reported in the April 2016 Board 
Report. 

● Started to create conversation on AARConnect, will increase presence on Connect 
over the next quarter. Spoke with Shauna Strickland and Tom Kallstrom 2/20/16 
about various issues, including how to do webinars or section meetings for the 
membership  
 

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

● Working with the two largest GPOs for homecare VGM and Medgroup as well as 
AAhomecare to try to drive interaction and engagement 

● Working with various manufacturers to drive engagement and push for homecare 
membership 
 

4. Solicit names for specialty practitioner of the year and submit the award recipient 
in time for presentation at the Annual Awards Ceremony. 

Will begin to advocate for nominations 

5. Identify, cultivate, and mentor new section leadership. 

● New to the position but will begin to look at ways to do this over the next quarter 
 

6. 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. 
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● Current information is up to date, but information is limited. 
 

7. Review all materials posted in the AARC Connect library or swap shops for their 
continued relevance.  Provide a calendar of when the reviews will occur to be 
reported in the April 2016 Board Report and updated for each Board report. 

● AARC Connect has been monitored and topics are relevant.  
 

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

● Membership continues to be a problem.  
● The Home Care, Long term care and Continuing Care sections were surveyed to 

gauge support for combining the sections.  Positive results for combining all 3 
sections, but concerned with the amount of responders.  

o Awaiting financial impact report 
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Long Term Care 
Submitted by Gene Gantt – Spring 2017 

 
No report submitted.
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Management Section 
Submitted by: Cheryl Hoerr – Spring 2017 

 
Recommendations 
 
None 
 

Report 

1. Provide proposals for programs at the International Respiratory Congress and Summer Forum to 
the Program Committee to address the needs of the Management Section Members. 

Status: 106 individual proposals were submitted under the management section.  Section Chair 
collaborated with the Program Committee Liaison to review submitted proposals.  Presentation 
slots for both the Summer Forum and the International Respiratory Congress and Exhibition were 
populated with topics of interest to RT leadership with a special focus on those that coincide with 
AARC strategic goals.  There was an additional focus on collaborative sessions targeting both 
managers and educators. 

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

Status: The decision was made to eliminate the section bulletin. Roger Berg tendered his 
retirement (related to health issues).  Despite several pleas for new material on line and at section 
meetings, we have received no inquiries and no submissions for the spring bulletin as of this 
writing.  Ongoing interest in 2016 was lackluster and the decision was made to cease publication 
n 2017. We are working on scheduling an online management section meeting in March and a 
live section meeting will be held during the Summer Forum.   

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

Status: Information on AARC membership numbers as well as management section membership 
is always shared during section meetings.  Information on current AARC initiatives and advocacy 
efforts are also discussed with input solicited from members.  Posts on the AARC management 
list serve emphasize the drastic changes affecting healthcare and encourage RT leaders to 
transform their practice to add value in the forming healthcare environment including: patient 
safety, CMS changes to PPS, patient access, competitive bidding, care transitions, etc.  Managers 
are encouraged to join the Leadership Book Club community on Connect and contribute to the 
discussions.  Managers were also encouraged to submit proposals for presentation at the AARC 
Congress and Summer Forum, as well as for the Open Forums. 

4. Identify, cultivate, and mentor new section leadership 

Status:  Julie Jackson was chosen as the Management Section Specialty Practitioner of the Year.  
Julie is currently serving the ISRC as a delegate to the AARC House of Delegates, and is also an 
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ISRC past president.  She will be a speaker for the Management Track during the Summer 
Forum.  On an ongoing basis section members are encouraged to (1) contribute content to the 
management section list serve, (2) attend the Summer Forum in order to meet other RC leaders, 
(3) join the Leadership Book Club to grow their skills, and (4) to submit a proposal for the 
Summer Forum and/or International Congress and Exhibition.     

5. Enhance communication with and from section membership through list serve, review and refine 
information for section web page, provide timely responses to requests for information from 
AARC members. 

Status: Daily review of management section list serve postings and reply as necessary.  Between 
35 and 40 unique threads are started each month.  Recent hot topics included infection 
prevention, terminology (e.g., “vent checks” vs “patient ventilator assessments”), BS degree 
requirements by CLIA moderate complexity labs, CPT coding, other healthcare professionals 
administering respiratory therapy, medical gas and equipment storage regulations, and 
miscellaneous equipment and treatment modalities. 

6. Review all materials posted in the AARC Connect library for their continued relevance.  Provide 
a calendar of when the reviews will occur and updated for each Board Report. 

Status: Five management section members have been recruited to help in reviewing and 
updating the reference materials that are currently posted on the management section web page.  
No work has been able to be accomplished on this project due to competing priorities. 

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

Status: There are currently 1,480 active members and 1,521 total management specialty section 
members.  Amanda Feil, AARC Membership Development Manager, has been planning a survey 
of management section members to gather ideas about the value of membership, actions 
managers have used with success to recruit new members, and overall membership experience. 
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Neonatal-Pediatrics Section 
Submitted by Steve Sittig – Spring 2017 

 
Recommendations 
None 

Report 

• The section list serve continues to be active with relevant content. 
• The section submitted numerous content related topics for 2017 AARC Congress. 
• Planning content related quarterly president directives with AARC Office.
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Sleep Section 
Submitted by Katherine Turner - Spring 2017 

 
 
 
No report submitted. 
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Surface to Air Transport Section 
Submitted by Tabatha Dragonberry - Spring 2017 

 
 

Recommendations 
 
None 
 
Report 
 

• There have been many discussions on what experience should be suggested for therapists 
transitioning to transport.  We would like for a recommendation be created to highlight the 
preferred experience for RTs.   
 

• In contact with Jon Inkrott and Olivia Jenkins who are interested in running for Section Chair  
 

• Jon Inkrott placed our first case study up to engage membership on discussion board to add 
value  
 

• Olivia Jenkins will post case study next month  
 

• Looking for other RTs interested in creating an engaging case scenario for DB  
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Special Committee 
Reports 
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Benchmarking Committee 
Submitted by: Chuck Menders – Spring 2017 

Recommendations 
None 

Report 
1.  Regional client support has continued by all members of the team to assist new clients and follow 
up with subscribers.   

2.  Continued to utilize email and AARC Connect to discuss current state of benchmarking program, 
issues, and upcoming actions and needs.  

3.  Work has begun on developing AARC Benchmarking 2.0 utilizing the best of the current program 
and streamlining the keys components of that system with a new platform, new reports and new 
metrics, including outcome metrics. 

4.  Committee is providing testing and feedback as it is requested.  Rick Ford, Cheryl Hoerr, Tom 
Berlin and Chuck Menders continue to serve as the Project Advisors.  

5.  The basic shell of the new product has been developed, but further work was slowed by 
personnel/leave of absence issues.  However, another programmer has stepped in and is now 
continuing work on the project.   

 6.  We hope to have our new Benchmarking 2.0 system ready to resume testing by the end of the 1st 
quarter, and deployed soon after.  

7.  Devore Technologies was given 60 day notice that we are terminating our relationship with them 
as host for our legacy system in January, and requested transfer of all assets from Devore to the 
AARC. 

8.  Membership in AARC Benchmarking has decreased from 61 on September 10, 2016 to 56 
subscribers as of February 9, 2017.  Once the new system is launched, we will reach out to previous 
subscribers about Benchmarking 2.0 and an opportunity to re-subscribe. 
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Billing Codes Committee 
Submitted by: Susan Rinaldo Gallo – Spring 2017 

Recommendations 
 
None 

Report 
In addition to the Coding list serve, many billing and coding issues are posted on the Management 
list serve as well. An example of a recent coding topic that was discussed on the Management list 
serve is below.   The discussion was related to changes in CMS NCCI policy, (January 1, 2017) to 
the inhalation treatment codes.  Restrictions on the use of this code have occurred every year for the 
past 3 years!   
 
Below is my post from January explaining the NCCI changes.  

Many times on this list serve we have discussed the changes for billing CPT Code 94640 
(pressurized or non-pressurized inhalation treatment for acute airway obstruction...) 
 
As you probably remember, restrictions were placed on code 94640. It could only be reported once 
during an episode of outpatient care regardless of the number of separate inhalation treatments 
administered. 
 
We had several postings about what constituted an “episode”. This was interpreted differently by 
various health care institutions causing lots of confusion. Many groups, (including the AARC) must 
have sent questions.  Well now CMS has defined an episode it relates to this specific code. The 
following is from the most recent NCCI (National Correct Coding Initiative) edit from CMS: 
 
“An episode of care begins when a patient arrives at a facility for treatment and terminates when the 
patient leaves the facility. If a patient receives inhalation treatment during an episode of care and 
returns to the facility for a second episode of care that also includes inhalation treatment on the 
same date of service, the inhalation treatment during the second episode of care may be reported 
with modifier 76 appended to CPT code 94640.” This change takes place January 1, 2017. 
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Diversity Committee 
Submitted by: Crystal Dunlevy/Jakki Grimball – Spring 2017 

Recommendations 
None 
 

Report 
 

1. Jakki Grimball and Crystal Dunlevy have each authored an article on diversity for the March 
issue of AARCTimes; Crystal will do an AARC webinar on Implicit Bias in March. 

2. AARC Level of Diversity  
• The Executive Board approved a survey which was sent to the AARC leadership 

(State Society board members, delegates and officers; AARC board members, 
committee chairs and specialty section chairs) in January. Response rate was 67% 
141/210). Results: respondents were primarily White (91%), heterosexual (94%); and 
female (56% vs 42% male).  

• Shawna Strickland will request approval from the Executive Board to survey the 
membership via a link in the diversity issue of AARCTimes (March) and “News 
Now.” 

3. Jakki is collecting input from committee members about improvements and edits that need to 
be made to the current web page through 2/22. (http://www.aarc.org/resources/professional-
documents/cultural-diversity-resources/).  

4. Diversity video series 
• The committee voted unanimously to assemble a video series of topics related to 

diversity/cultural competence/healthcare disparities. 
• Crystal is collecting suggestions for both topics and speakers through 3/3. 

5. There are currently no CRCE offerings that are related to diversity. 
• Washington, D.C. requires that 2 CRCEs be dedicated to LGBTQ sensitivity. State 

boards will likely follow suit. 
• To that end, the committee voted unanimously to develop one 2 CRCE offering or 

two 1 CRCE offerings on LGBTQ healthcare issues.  
• Crystal and Jakki solicited suggestions for authors and topics through the end of 

March. 
 
 
  

http://www.aarc.org/resources/professional-documents/cultural-diversity-resources/
http://www.aarc.org/resources/professional-documents/cultural-diversity-resources/
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Federal Government Affairs Committee 
Submitted by Frank Salvatore – Spring 2017 

 

Recommendations 
 
None 

Report 
1. Find ways to gain support for the Telehealth bill. (Ongoing) 

• We’re working with Cong. Greg Harper’s office to get the bill reintroduced in this 
congress.  If we have a bill number by the time of the meeting, we will update the 
board. 

2. Investigate ways for Respiratory Therapist to be recognized as professionals by the 
government. (Department of Labor, Department of Defense, etc.) (Ongoing) 

• President Walsh has been working with Anne Marie Hummel to work on putting 
together a letter to try to get the DOL to review and render an opinion based on 
the current state of the profession. 

3. Assist the State Societies with legislative and regulatory challenges and opportunities as 
these arise. Over the next two years provide assistance to states that begin moving toward 
RRT and/or BS entry for those seeking new license. (Ongoing) 

• Committee leadership is working on a document to provide to states who are 
looking into moving to RRT Entry Licensure.  Will provide copy once completed 
for the board to review. 

4. Work with PACT coordinators and the HOD to establish in each state a communication 
network that reaches to the individual hospital level for the purpose of quickly and 
effectively activating grassroots support for all AARC political initiatives on behalf of 
quality patient care. (Ongoing) 

• Communication in preparation for the VLW and the PACT Hill day has 
commenced. 

5. Oversee the virtual lobby week and/or any calls to action that come up over the year. 
(Ongoing) 

• The virtual lobby week is set to begin March 20, 2017.  We are ramping up our 
communication to both the PACT and the HOD-President’s List Serves. 

6. Assign committee members specific states to act as liaisons toward and ensure the 
members communicate with their liaison state during active committee work periods. 
(Completed) 

• The committee members have been assigned states and will be the primary liaison 
to those states for both federal and state issues. 

7. Assist in coordination of consumer supporters. (Ongoing) 
Measures of success: 

• 20% increase in the number of co-signers of the Telehealth bill. 
• Produce 10% more emails sent to Capitol Hill this virtual lobbying week. 
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Fellowship Committee 
Submitted by: Patrick Dunne – Spring 2017 

 
 

Recommendations 
 
None 
 
Report 
The work of the Fellowship Selection Committee does not begin in earnest until the actual 
selection process commences later in the year.  Please note that, due to the early October dates of 
the AARC Congress, the 2017 deadline for receipt of online nominations for Fellow will be 
Saturday, July 1st.  The Selection Committee will then commence review of all nominations 
received by the established deadline.  The selection process will be completed by mid-July with 
notification letters being sent shortly thereafter. 
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International Committee Report 
Submitted by John Hiser – Spring 2017 

Recommendations 
None 

Report 
1. Coordinate market and administer the International Fellowship Program. 
 

We are in the process of gearing up for this year.  The web site and the online application 
have been updated.  A call for applicants has been posted on AARC Connect, various list 
serves and in AARCTimes.   

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

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

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

We continue to work on improving communication and on targeted activities.   

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

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

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

We continue to correspond with other medical associations, societies and practitioners.   
 
Measures of Success  

1. Host at least 5 International Fellows this year. 
As you know the International Fellowship program in administered by the AARC, funded 
by the ARCF and supported by the ICRC.  Each year for the past several years, with the 
exception of 1 year, we are informed by the ARCF as to how many fellows they will fund 
for a particular year.  As I understand it, this number is based upon the number of 
sponsors.  The ARCF has a policy of funding 1 fellow per 2 ($5000) sponsors.  In other 
words, a 2 to 1 ratio.  
I’m told that the cost per fellow is approximately $5000. 
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It is not within the committees’ ability to influence the number of fellows invited to 
participate in the program.  This is something that is controlled by the ARCF. 

2. Production of collaborative educational programs guidelines, recommendations or 
position statements. 
The committee stands ready to assist in any way possible.   

3. Track and publicize AARC leadership travel to countries outside the USA in support of 
our Mission and Vision. 
Several articles have been published in the past regarding leadership travel outside the 
US.  I would encourage all members of the Board and the House, and also individual 
members to let me know of any travel for seminars, workshops, medical mission trips or 
other activities related to international activities.  Each year I try to include as many of 
these as possible in the AARCTimes international issue in December of each year. 

4. Increase the number of international members by 10% per year.   
I’m very happy that this issue has been highlighted as a measure of success.  More 
visibility about international membership I think would be very helpful in achieving the 
goal.  I also would recommend that the board revisit the idea of basing international 
membership dues on each individual countries gross national product (GNP) or gross 
national income per capita (GNI). 
 

 
I want to thank Crystal Maldonado for all of her hard work. I also want to thank the members of 
the committee. 
 
Vice Chairs 
Dan Rowley, MS, RRT-ACCS, NPS, RPFT, FAARC, Vice Chair for International Fellows 
Hassan Alorainy, BSRC, RRT, FAARC, Vice Chair for International Relations 
 
Committee members: 
Michael Amato, MBA 
Arzu Ari, PhD, RRT, FAARC 
Ed Coombs, RRT, ACCS 
John Davies, RRT, MA, RRT, FAARC 
ViJay Desphande, MS, RRT, FAARC 
Hector Leon Garza, MD, FAARC 
Derek Glinsman, RRT 
Yvonne Lamme, MHA, RRT 
Debra Lierl, MEd, RRT, FAARC 
Natalie Napolitano, MPH, RRT-NPS, FAARC 
Bruce Rubin, MD, FAARC 
Michael Runge, BS, RRT 
Jerome Sullivan, PhD, RRT, FAARC 
Daniel Van Hise, RRT, NPS 
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Membership Committee 
Submitted by Amanda Richter – Spring 2017 

 

Recommendation 
 
That the AARC eliminate the free student membership program with appropriate notification of 
students and schools currently utilizing the program.  
 

Result: 
• We will return to the currently discounted, but not free, student membership program. 

 
Rationale: 
• The Free Web Student Program allows schools to provide students with a free web 

membership if all instructors and preceptors are AARC members.  
• This program was initiated as a trial approximately 10-15 years ago. It was intended 

to assist in getting students to use the membership so that they see the value and join 
after graduation as active members.  

• By providing any type of free membership we are devaluing our membership. This 
program is ultimately a failed experiment; it has not worked and does not work.   

• It creates confusion among students and does not impact retention or promote 
professionalism.  

• It has been unsuccessful in meeting the objective to increase student membership 
conversion. Higher retention rate has seen with pay student members.  While it may 
bring in more students, we don't retain those that received free membership as well as 
those who paid for their membership. 

• While we may see a drop in the total number of student members, we would expect to 
see an increase in the number of paying student members.  Since retention rate is 
higher in pay members, the end result of conversion to active members should not be 
significantly different and should continue to increase in the coming years. 

Report 
The membership committee began this year by conducting a SOAR (Strengths, Opportunities, 
Aspirations, Results) analysis to help us align our priorities for membership. We held our initial 
kickoff meeting on January 19, 2017 and established following subgroups/projects and 
recommendations to the executive office: 

• Students: This group is assessing best practices, student engagement, and gathering 
information from key stakeholders.  

• Social Media: Add “AARC” to Facebook account to improve search (Complete); 
Recommend adding Instagram as a form of social media 

• Improve “member-only” content on AARC.org as much of the content on website is open to 
anyone, reducing the benefit for members. (Changes underway) 

• CRCE pricing on AARC.org is non-member pricing, even when logged in.  Recommend 
having both or moving to member pricing + notice for non-members. Shawna has followed 
up on this: The vendor cannot program more than 1 price on the summary page and the 
marketing team and I agree that publishing the member price would be perceived as less 
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than truthful to non-members who purchase the courses (over 30% of our purchases in 
AARC U are non-member). Having run into these barriers, we have instituted or begun the 
following actions: Marketing will be using this website when promoting courses that are free 
for members; Marketing is developing graphics that we can use on each course description 
in AARC U that either say “free for members” or “member discount.” Reagan and Shawna 
are developing language at the top of each channel in AARC U to click “more information” 
for member pricing. Once we get the language the way we want it and marketing develops a 
graphic for us, we’ll have our vendor add it to the top of each channel page. 

• Recommend having a “Where does my money go” diagram/graphic representation for dues 
distribution  

• Development of historical content (publicly available) to show what AARC does/has done.  
(New Empower webpage recently published)   

• Better coordination with chartered affiliates:  recommend improving the publication of state 
affiliate events through AARC; recommend somehow allowing members to gain access to 
state society emails – can there be a box to check that the member allows their email to be 
shared with the state?  Most states have their own list serves built for email marketing, how 
do we help get members connected with their state? 

• Medical Directors: Dr. Cohn will help head a subgroup to evaluate medical director 
membership and strategies to improve our physician membership   

 
We plan to complete a survey series to help us narrow our focus and further develop and 
prioritize our 2017 action plans moving forward.   
 
The committee made the recommendation to President Walsh to add Hanna Donato from 
Colorado as our new graduate member. 

Other 
I would like to thank all of our committee members for their high level of engagement and 
participation. I would like to thank the Amanda F., Shawna, and the executive office team for all 
of their assistance and hard work.  A special thank you to Amanda F. for working closely with us 
this year, we great appreciate her time and effort!   

 

 
 
 

 
 
 
 

http://www.aarc.org/education/online-courses/free-for-aarc-members/
http://www.aarc.org/careers/career-advice/get-aarc-empowered


 
 

118 

Position Statement and Issue Paper 
Committee 

Submitted by Pat Doorley – Spring 2017 

Recommendations 
 
That the AARC Board of Directors agree to suspend the “60-day comment period from AARC 
membership” required by AARC BOD Policy CT .008 (see the statement below) for Position 
Statements and Issue Papers that are recommended for retirement during 2017. 

The Position Statement and Issue Paper Committee referred to as the “Committee” for the 
remainder of the document, will be tasked by the AARC Board of Directors (BOD) to develop or 
review position statements or issue papers.  This development, renewal or retirement involves a 
group of content experts, selected by the Committee.   A completed new, renewal or retirement 
draft of the statement or paper will be posted on the AARC web site for a 60-day comment 
period from AARC membership.  Following the comment period, the statement will be revised if 
necessary and sent to the BOD with recommendations of approval, renewal or retire. 
 
Rationale:  Though seeking the input of membership is very important and deemed necessary 
and appropriate by the Committee for the document review process, there are several Position 
Statements and Issue Papers that have not been reviewed in recent years.  Several of these 
documents may be recommended for retirement in 2017 based on the Committee's initial 
review.  Requiring the 60-day review period for each of these documents will not likely result in 
information that will alter the final recommendations of the Committee to the BOD, but it will 
add a significant amount of time to an already complex process. 

Report 
Objectives: 

1. Present a plan to the BOD to have all position statements and issue papers updated to meet 
the BOD Policy CT.008 (Position Statements and Issue Papers) requirements. 

• Please find attached (Appendix A/embedded Excel file) a list of the 28 current AARC 
Position Statements and 10 current AARC Issue Papers (Whitepapers) with their last 
date of review/revision if known identified. 

• The documents have been reviewed by members of the Committee and placed on a 5 
year review/revision calendar based on their most recent review/revision as required 
in item # 5 of BOD Policy CT .008.  This calendar may be revised during the course 
of the year in order to more evenly distribute the number of documents that require 
review annually.  An update will be provided with each Committee report. 

• The Committee will complete the review/revision of the following four Position 
Statements during 2017 following the process described in BOD Policy CT .008: 

 Administration of Sedative and Analgesic Medications 
 Hazardous Materials Exposure 
 Respiratory Therapists in the Emergency Department 
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 Transport of the Mechanically Ventilated, Critically Injured or Ill, 
Neonate, Child or Adult 

• The Committee will complete an initial review of the remaining 24 Position 
Statements to determine their continued relevance/importance and provide an update 
to the BOD in the Summer BOD meeting report. 

• The Committee will complete an initial review of all of the Issue Papers to determine 
their continued relevance/importance and provide an update to the BOD in the 
Summer BOD meeting report. 

 Four of the documents are not dated and an attempt will be made to 
determine when they were developed. 

 Three were developed 9 to 14 years ago and have not been revised 
over that time span. 

 Three have been developed or reviewed/revised in the past 5 years. 
 

2. Inventory the current Position Statements and Issue Papers and convert to the new format by 
end of 2017. 
• The new format for Issue Papers has been established by the Executive Office. (See the 

Issue Paper entitled “Safe Initiation and Management of Mechanical Ventilation”, 2016 
for the format.) 

• A new final format for Position Statements has not been established at this time.  The 
Committee will work with the Executive Office to establish this format by the end of 
March 2017. 

• All Position Statements and Issue Papers that are determined to have continued relevance 
will be converted to the new format by the end of 2017.  However the actual 5 year 
review/revision of each will remain on the schedule that has been developed and appears 
on the calendar. 

 
3. Execute the plan to bring all Position Statements and Issue Papers into compliance with BOD 

Policy CT .008 by the end of 2018. 
• The language of all Position Statements and Issue Papers related to the terms Respiratory 

Care, Respiratory Therapy, and Respiratory Therapists will be reviewed/revised as the 
initial reviews of the documents are being conducted and the documents are reformatted. 

• References cited in all Position Statements and Issue Papers will be formatted according 
to the Respiratory Care Journal Standards. 

• BOD Policy CT .008 requires that the Position Statements and Issue Papers be grouped in 
categories such as ethics and human rights, disease, consumer advocacy, practice, quality 
or safety.   The Committee will try to develop a recommendation for categories 
appropriate for each of the current Position Statements and Issue Papers for the 
consideration of the BOD by the end of 2017. 

Other 

• The Position Statement and Issue Paper Committee has not been requested to develop 
any new statements or papers at this point in time. 

• The language on the AARC website needs to be corrected to reflect the change in name 
of “White” Papers to “Issue” Papers throughout the website.  P. Doorley will work with 
the Executive Office to have this change made. 
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• I would like to thank each of the members of the Committee – Joyce Baker, Joel Brown, 
Joe Goss, Denise Johnson, and Kimberly Wiles – and our Executive Office Support – 
Kris Kuykendall and Doug Laher – for their contributions to the achieving the objectives 
of our Committee. 
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American Association for Respiratory Care 
Policy Statement 

 
          Page 1 of 2 

         Policy No.: CT.008 
 
SECTION:  Board of Directors  
 
SUBJECT:   Position Statements and Issue Papers   
 
EFFECTIVE DATE: June 30, 2016  
 
DATE REVIEWED: August 1, 2016  
 
DATE REVISED: August 1, 2016  
 
 
Definition of Position Statement: A position statement is an explanation, justification or a 
recommendation that reflects the AARC’s stance. As the name implies its intention is to provide 
comprehensive reasoning regarding the rationale behind the position set forth and will cite 
references as necessary. 
 
Definition of Issue Paper: Issues paper is an authoritative report or guide informing readers 
concisely about an issue and to present the AARC’s philosophy or recommendations on how to 
resolve. It will cite references as necessary. 
 
The Position Statement and Issue Paper Committee referred to as the “Committee” for the 
remainder of the document, will be tasked by the AARC Board of Directors (BOD) to develop or 
review position statements or issue papers. This development, renewal or retirement involves a 
group of content experts selected by the Committee. A completed new, renewal or retirement 
draft of the statement or paper will be posted on the AARC web site for a 60-day comment 
period from AARC membership. Following the comment period, the statement will be revised if 
necessary and sent to the BOD with recommendations of approval, renewal or retire.  
 
Policy Amplification: 

1. The BOD may initiate a new or renewal of position statement or issue paper at any time.  
2. AARC House of Delegates or AARC Board of Medical Advisors may recommend to the 

BOD to create a new or revise a position statement or issue paper. 
3. The Committee shall consist of 6 active and practicing members from a diverse practice 

background (i.e. management, adult acute care, sleep, neonatal/pediatrics, homecare, 
education, etc.) appointed by the President.   

4. On an ongoing basis the Committee will recommend to the BOD the need to review, 
revise or retire as appropriate.   

5. Each position statement or issue paper will be reviewed/revised at least every 5 years and 
shall be presented with a recommendation to the BOD for approval.  

6. Each statement or paper will be dated upon BOD action and posted publicly on the 
AARC web site and grouped in categories such ethics & human rights, disease, consumer 
advocacy, practice, quality or safety. 

http://www.nursingworld.org/MainMenuCategories/ThePracticeofProfessionalNursing/Call-for-Public-Comment
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Page 2 of 2 
Policy No.:CT.008 

7. The following definitions will be used when writing position statements or issue papers: 
a. Respiratory Care:  umbrella term that identifies a distinct subject area and 

healthcare profession; a subject area in healthcare that includes all aspects of the 
care of patients; used to identify the services provided by respiratory therapists 
and other healthcare practitioners such as physicians, nurses, physical therapists, 
managers, educators, etc. 

b. Respiratory Therapy: term that describes specific therapies related to the area of 
healthcare known as respiratory care; typically used to refer to the procedures, 
treatments and technology-based interventions to improve cardiopulmonary 
health. 

c. Respiratory Therapists: term that identifies the professional practitioners who 
are credentialed as Registered and/or Certified Respiratory Therapists and who 
practice in the area of healthcare known as respiratory care. 

8. Position Statements and Issue Papers adopted by the AARC will be available to the 
public in electronic form.  

9. References will be formatted according to the Respiratory Care Journal standards. 
10. The Position Statement or Issue Paper will be organized according to the AARC approved 

format. 

DEFINITIONS:  Position Statement, Issue Paper, Respiratory Care, Respiratory Therapy, 
Respiratory Therapist 
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APPENDIX A:  Position Statement and Issue Paper Review Calendar 02/12/2017 
Position Statement Reviewed Revised 2017 2018 2019 2020 2021 
AARC Statement of 
Ethics and Professional 
Conduct 

 Apr 15    X  

Administration of 
Sedative and Analgesic 
Medications 

 Jul 07 X     

Best Practices in 
Respiratory Care 
Productivity and 
Staffing 

 Jul 15    X  

Competency 
Requirements for the 
Provision of 
Respiratory Therapy 
Services 

Jul 14    X   

Continuing Education 2015     X  
Cultural Diversity  Apr 13  X    
Definition of 
Respiratory Care 

 Jul 15    X  

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

Apr 16      X 

Electronic Cigarette  Nov 15    X  
Guidance Document on 
Scope of Practice 

 Nov 13  X    

Hazardous Material 
Exposure 

 Nov 11 X     

Health Promotion and 
Disease Prevention 

 Apr 14   X   

Home Respiratory Care 
Services 

 Jul 13  X    

Insertion and 
Maintenance of Arterial 
Lines by Respiratory 
Therapists 

 Jul 15    X  

Insertion and 
Maintenance of 
Vascular Catheters by 
Respiratory Therapists 

 Jul 15    X  

Interstate Transport 
License Exemption 

 Jul 14   X   

Licensure of 
Respiratory Care 

Apr 15     X  
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Position Statement Reviewed Revised 2017 2018 2019 2020 2021 
Personnel 
Pre-Hospital Ventilator 
Management 
Competency 

 Jul 14   X   

Pulmonary 
Rehabilitation 

 Apr 14   X   

Respiratory Care Scope 
of Practice 

 Jul 13  X    

Respiratory Therapists 
in the Emergency 
Department 

 Apr 12 X     

Respiratory Therapists 
as Extracorporeal 
Membrane 
Oxygenation (ECMO) 
Specialist 

Jul 13   X    

Respiratory Therapist 
Education 

 Nov 15    X  

Respiratory Therapy 
Protocols 

Apr 13   X    

Telehealth and 
Respiratory Therapy 

 Apr 13  X    

Tobacco and Health  Apr 14   X   
Transport of the 
Mechanically 
Ventilated Critically 
Injured or Ill, Neonate, 
Child or Adult Patient 

 Nov 09 X     

Verbal Telephone 
Orders 

 Jul 14   X   

Total   4 7 7 9 1 
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Issue Papers Reviewed Revised 2017 2018 2019 2020 2021 
Best Practices in 
Respiratory Care 
Productivity and 
Staffing 

2012  X 
 

    

Development of 
Baccalaureate and 
Graduate Education 
Degrees 

No Date  X     

Guidance Document on 
Scope of Practice 

2003  X     

AARC White Paper on 
the RRT Credential 

2003 2013  X    

Respiratory Care:  
Advancement of the 
Profession Tripartite 
Statements of Support 

No Date  X     

Safe Initiation and 
Management of 
Mechanical Ventilation 

2016      X 

Smallpox Guidance 
Document 

2003  X     

Study on the Effect of 
State Regulation of 
Respiratory Therapy 
Practitioners on 
Salaries and Vacancy 
Rates 

No Date  X     

Utilization in 
Respiratory Care 

No Date  X     

Ventilator Acquisition 
Guidance Document 

2006  X     

Total   8 1   1 
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State Government Affairs Committee 
Submitted by: Raymond Pisani- Spring 2017 

 
Recommendation 
 
None 
 

Report 
 
The State Government Affairs Committee continues to work closely and coordinate efforts with 
the Federal Government Affairs Committee in preparation for the upcoming AARC PACT Hill 
Lobby Day in Washington DC. 
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Virtual Museum Committee 
Submitted by: Trudy Watson- Spring 2017 

 
Recommendation 
 
None 
 

Report 
 
The Virtual Museum (VM) Committee members continue to work on the development of new 
galleries and to expand the content of our existing galleries.  We plan to launch a minimum of 
three new galleries in 2017. 
 
Our biggest hurdle is in obtaining images for the museum’s galleries. We’ve only had a 
handful of images contributed since my last report. If you have any contacts or know of 
anyone who might have relevant materials for inclusion in the museum, would you please 
contact them to see if they’d be willing to share their images with us?    
 
We’ve received several requests for permission to use images from the Virtual Museum in 
educational videos. Several images from the VM will be included in an upcoming exhibition 
on the history of mechanical ventilation in the Czech Republic. The images will be included 
in a display at the National Medical Library Medical Museum in Prague.  The head of the 
museum promised to send photos of the exhibition once it is finalized later this spring. 
 
In January, the materials for nominating the Legends of Respiratory Care were updated and 
distributed to the nominating agencies under President Walsh’s signature. The AARC Board, 
along with the ARCF, CoARC, and NBRC are each invited to nominate up to five individuals 
by June 30, 2017 for consideration as Legends of Respiratory Care.  We encourage you to 
nominate individuals who made a significant historic impact on respiratory care and the 
profession. 
 
Steve DeGenaro, a member of the VM committee, recently donated his extensive collection 
of medical photographs to the Dittrick Museum of Medical History at Case Western 
University in Cleveland, Ohio.  (Steve and his wife, Mary previously contributed over 100 
vintage photos from the collection for us to use in the VM.)  Steve’s photo collection will be 
featured in an exhibition which will open in April and will coincide with the AARC’s 70th 
anniversary activities. Tom Kallstrom, Doug Laher, Steve DeGenaro, and I participated in 
conference calls and emails with Jim Edmonson, the director of Dittrick Museum to 
coordinate activities for the opening of the exhibition on April 21 and a half-day educational 
program on April 22. We will have a demonstration of the virtual museum available for 
attendees and will feature images from the VM in a presentation during the educational 
conference.  
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Special 
Representatives 

Reports 
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AMA CPT Health Care Professional Adv Comm 
Submitted by: Susan Rinaldo Gallo – Spring 2017 

 

 

Recommendations 
 
None 

Report 
 
1. At the February meeting there was a code proposed for Digital Blood Gas Monitoring.  This code 
was proposed by a Sen Tec, Inc. consultant.   

Code description:  “Transcutaneous, noninvasive, digital blood gas monitoring of carbon dioxide and 
oxygen tension.  For patients older than term birth plus 1 month, additional oxygen saturation and 
pulse rate monitoring incorporated in the same sensor.”   

Currently there are codes for O2 saturation (94760-62) and end-tidal CO2 monitoring using infrared 
technology (94770). Neither of these accurately describes transcutaneous monitoring of O2 and CO2. 

The CPT panel rejected this request for a variety of reasons. The AARC, ACCP, and ATS have 
volunteered to work with group to help them revise the proposal.  They plan to resubmit this code in 
October.   

2.  Of interest, code 99490- Chronic Care Management Services can be reported by the provider 
when RCPs perform these services.  This is an Evaluation & Management code, commonly referred 
to as a physician code.  In AMA CPT Language, RCPS come under the category of “clinical 
staff”.   Below is the code description from the 2017 CPT book: 

“Chronic care management services are provided when medical and or psychosocial needs of the 
patient require establishing, implementing, revising, or monitoring the care plan.  Patients who 
receive chronic care management services have two or more chronic continuous or episodic health 
conditions that are expected to last at least 12 months, or until the death of the patient, that place the 
patient at significant risk of death, acute exacerbation/decompensation, of functional decline. Code 
9949 is reported when, during the calendar month, at least 20 minutes of clinical staff time is spent in 
care management activities.”   

The physician’s office would report this code, similar to Smoking Cessation codes.   
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Am Assn of Cardiovascular & Pulmonary 
Rehabilitation 

Submitted by Gerilynn Connors - Spring 2017 
 

 
Recommendations 
 
None 
 

Report 
 
1.  AACVPR Pulmonary Expert Committee member, this committee is chaired by Trina Limberg. 
 

a. Strong collaboration with AARC for a Pulmonary Rehabilitation Staff 
Certification/Credential, using the template of the AAC Chronic Disease Certification  

 
b. AACVPR 2017 BOD has strong pulmonary representation from Trina Limberg and Dr. 
Charlotte Teneback – pulmonary MD 

  
2.  AACVPR MAC 11 Reimb. Committee member, Pulmonary Rehabilitation audits continue in 
MAC M – Virginia, West Virginia, North Carolina and South Carolina. 
 

a. Nov 2017 Conf. call occurred with MAC M medical director, Dr. Feliciano about audit 
status and continuing issues to share with our membership  
**a new LCD for Respiratory Therapy, Cardiac Rehabilitation has been released attached are 
the document as a POINT OF INFORMATION below 
**LCD Exercise Testing that AACVPR MAC M committee submitted edits to has not been 
released yet 
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American Heart Association 
Submitted by Keith Lamb – Spring 2017 

 

Recommendations 
None 

Report 
The in-person Spring ECC Meeting is April 19-21. I will report off on that meeting as I am planning 
to attend. 

AHA/ILCOR recently opened up guideline topics for public input. Surveys were open for two weeks 
that allowed for input on what evidence should be further studied. 
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Chartered Affiliate Consultant 
Submitted by Garry Kauffman – Spring 2017 

Recommendation 
Expand the scope of services and financial support of the chartered affiliate consultant to support the 
chartered affiliates' business operations to ensure their continued viability.  
 
Additional notes:  Expansion of this support service could include but not be restricted to: 
subsidization of consultant expenses for on-site strategic and operational planning sessions, creation 
of web-based support services managed by the chartered affiliate consultant, and implementation of 
webinars orchestrated by the chartered affiliate consultant collaborating with individuals having 
demonstrated best-practices within their chartered affiliate. I will make my time available to AARC 
leadership to explore these and other means to improve chartered affiliate viability and performance. 

Report 
I had no new engagements with the chartered affiliate leadership for on-site assistance.  I have 
remained in contact with and support those chartered affiliates with whom I have worked over the 
past 7 years to provide ongoing assistance to their business planning and operations, share best 
practices, and answer questions with regard to a variety of issues germane to their 
performance.  These include New York, Pennsylvania, Virginia, West Virginia, Kansas, Indiana, 
Georgia, Iowa, New Jersey, Rhode Island, Washington State, Idaho, and Utah. 
 
I appreciate the support of the AARC leadership, AARC Executive Office, and the Chartered 
Affiliate leadership, all of whom demonstrate the dedication and passion to make these efforts 
successful for our Chartered Affiliates and the AARC in the increasingly demanding and evolving 
health care system. 
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Coalition for Baccalaureate and Graduate 
Respiratory Therapy Education (CoBGRTE) 

Submitted by Margaret Traband – Spring 2017 
 

Recommendations 
 
None 
 
Report 
 
CoBGRTE is dedicated to improving respiratory therapy education. CoBGRTE was founded in the 
year 2000 as a steering committee, was formally recognized by the AARC in 2002 and was 
incorporated as a professional association in January, 2012. Currently CoBGRTE has 67 institutional 
members which include almost all of the colleges and universities awarding the baccalaureate and/or 
master’s degree in respiratory care in the United States. CoBGRTE continues to see new 
institutional, corporate, individual and student members. The publication, The Coalition Chronicle 
goes out to over 600 recipients each month, including all of their members, key stakeholders and 
board members of the executive boards of the AARC, CoARC and NBRC. 
A primary goal of CoBGRTE is to increase the number of Baccalaureate and graduate (e.g. masters’ 
degree) respiratory care programs in the USA. Additional objectives include: 

• Scholarship awards to students pursuing a BS or master’s degree in respiratory therapy 
• Providing a forum and means of communication among baccalaureate and graduate 

educators, students, clinical affiliates and other interested parties. 
• To assist associate degree programs in developing consortium and transfer agreements with 

colleges offering baccalaureate and graduate degrees. 
• To assist associate degree programs as they transition to offering a BSRT degree.  
• Advocate for the development and establishment of new baccalaureate and graduate 

respiratory therapy educational programs. 
 

CoBGRTE keeps an up-to-date roster of programs awarding bachelor’s or master’s degrees in 
respiratory care. Currently, 67 colleges/universities programs offer the bachelors and/or master’s 
degree. Of these, there are now 12 universities which offer the master’s degree in respiratory care (or 
a master’s degree with a concentration in respiratory care); several additional master’s degree 
programs are in the approval process. 
 
CoBGRTE sponsors continuing education forums and roundtable discussions, most recently at the 
2016 AARC International Congress meeting. Two Roundtable Discussion Dinners have been held 
this past year one at the AARC Summer Forum on June 25 (n=48) and another at the AARC 
Congress on October 16 (n=70). The purpose of the dinners is to collectively identify and solve 
problems related to respiratory therapy education.  
 
The CoBGRTE Executive Committee met with the AARC Executive Committee last June 2016 to 
review projects where we could collaborate. A result of the meeting was a decision that AARC and 



 
 

136 

CoBGRTE would work collaboratively to help 88 ASRT programs based in senior colleges transition 
to offering BSRT degrees. 
 
On January 5, 2016 the AARC published its position paper on Respiratory Therapist Education. The 
AARC took a crucial step in advancing the profession of Respiratory Care with this position paper, it 
placed AARC on record that the education needed to enter professional practice as a respiratory 
therapist must be at the baccalaureate level. 
 
Also very important is the very supportive CoARC Response on January 25, 2016 to the AARC 
Position Paper on Respiratory Therapist Education programs. To support the increasing extent and 
complexity of the skills required of graduates of Respiratory Care programs and the associated 
movement of the profession toward baccalaureate and graduate degrees, the CoARC Board of 
Commissioners, in collaboration with the AARC, proposed changes to Standard 1.01 in the 
Accreditation Standards for Entry into Respiratory Care Professional Practice, to be effective 
January 1, 2018: 
 
In response to the CoARC announcement, the CoBGRTE did not submit an application to Council on 
Accreditation of Allied Health Education Programs (CAAHEP) to establish a new Committee on 
Accreditation (CoA) for baccalaureate and graduate respiratory care educational programs on 
February 15, 2016, as previously planned. The CoBGRTE believes that its current concerns about 
CoARC accreditation policies can be resolved by working closely with the CoARC and the AARC to 
reconcile differences in a collaborative fashion through improved communication among all parties. 
The focus of such communication should be on helping associate degree RT programs devise 
mechanisms by which graduates earn baccalaureate degrees in respiratory care. This goal is best 
accomplished through a harmonious, collegial collaboration among CoBGRTE, AARC and CoARC. 
CoBGRTE is confident that other accreditation issues of concern will be eventually resolved as we 
move the profession forward together. A decision to continue CAAHEP associate membership will 
be made by July, 1, 2017. 
 
The CoBGRTE Board of Directors has approved the staffing of 15 committees in 2017 and the chairs 
and goals for each committee were published in the January 2017 issue of The Coalition Chronicle. 
The complete officiary listing Committee members can be found at www.cobgrte.org on the Member 
Resources page. 
 
The CoBGRTE Board of Directors will meet on Monday June 26 at the AARC Summer Forum. 
Meetings between the CoBGRTE Executive Committee and the Executive Committees of CoARC 
and AARC have been scheduled on 6/26 and 6/27 respectively. 
 

 
 
 
 
 

 

 

http://www.cobgrte.org/
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Committee on Accreditation of Air Medical 
Transport Systems 

Submitted by Steve Sittig – Spring 2017 
 

No report submitted. 
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Extracorporeal Life Support Organization 
Submitted by Bradley Kuch – Spring 2017 

 

Recommendations 
  
None 

Report 
Given the growing ECLS volume in both pediatric and adult cases, coupled with cost containment 
initiatives, there is much opportunity for further participation of Respiratory Therapist as ECMO 
Coordinators and ECMO Specialist.  The conferences below include the topic of staffing models and 
training.  Both are required to help grow the respiratory professional’s role in ECLS management. 
The following may help grow relationships between ELSO and AARC as it relates to further 
utilizing Respiratory Therapist in the ECMO care model. 
 

• Participate in the development of staffing models show casing the Respiratory Therapist skills 
set.  

• Continue to collaborate with Jim Fortenberry as it relates to the AARC and ELSO 
partnerships.  This may include data sharing, guideline development, and best practice 
position papers. 

• Maintain a presence at regional and national academic meetings. 

Several educational offering are available this year related to extracorporeal life support and 
advanced respiratory therapies, which include:  

• The 33rd Annual Children’s National Symposium: ECMO and the Advanced Therapies for 
Respiratory Failure has taken place on February 26-March 2, 2017. Focus this year include: 

o Special Workshop: Staffing models, team development, and model ECMO 
o Protocol development 
o Cannulation for Long-term ECLS 
o Quality Measures and Simulation 
o Recue therapy using the VDR Ventilator 
o Anticoagulation & Bleeding 

•  The 27th Annual Specialist Education in Extracorporeal Membrane Oxygenation (SEECMO) 
Conference is scheduled for June 2, to June 4th, 2017 

• STS/ELSO ECMO Management Symposium is set to take place March 10 to 12, 2017 – 
aimed at surgeons and intensive care physicians 

• 28th Annual ELSO Conference is scheduled for September 24th to September 27, 2017 in 
Baltimore Maryland  
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The ELSO Award Excellence in Life Support deadline is fast approaching: 

• The ELSO Award for Excellence in Life support is due April 1, 2017 at 12:00 am EST.  
There are 2 pathways that include: 
o Award for Excellence (Gold or Platinum Level) - $3,500 
o Center on the Path to Excellence (Silver Level) - $2,000 

 
• ECMO Center Volume and outcome data continue to growth, as ECLS continues to be a 

significant treatment for refractory cardiac and respiratory failure.   
 

• There were 189 ECMO centers in North America in 2016, up from 172 on 2014. 
 

• Neonatal Respiratory ECMO Cases remain consistent at about 650/year since 2011, with 
an average survival rate of 62% in 2016. 
 

• Pediatric Respiratory Cases continue to increase. Most complete data demonstrates a 
22.9% increase (2014 vs. 2015), with a survival rate of 59%. 
 

• Adult Respiratory ECMO cases have demonstrated an 10.8% increase from 2015 to 2016, 
with a survival rate of 55%.  These data are not complete as data is slow to come in 
towards the end of the calendar year.   
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International Council for Respiratory Care 
Submitted by Jerome Sullivan – Spring 2017 

 
 

Recommendations 
  
None                                                               

Report 
I. Update on FRCSC:  As indicated in previous reports to the AARC BOD the standardized 

Fundamental Respiratory Care Support Course (FRCSC) is a modular training course 
intended for implementation outside of the United States for health care providers not 
experienced in respiratory care as practiced in North America. We are pleased to report that 
the Design Phase of the curriculum has been completed.  Due to the wide-ranging need and 
the disparity in the level of experience of intended audiences the curriculum has been 
designed in a modular format. The modular design provides users with the flexibility to 
request those topics which are identified by needs assessment. The project is now in its 
Implementation Phase and we have committed author agreements with national and 
international experts for a number of Modules including: 
 
Respiratory System Anatomy & Physiology 
Overview of Common Cardiopulmonary Disorders 
Aerosol Therapy 
Airway Management 
Noninvasive Respiratory Support (HFNC, CPAP & NIV) 
Lung Protective Ventilation Approaches in Various Disease States 
Liberation From Mechanical Ventilation 
Inter/Intra-hospital transport of Critically Ill Patients  
Neonatal & Pediatric Resuscitation 
Sleep Disorders 
 

II. Sulltanate of Oman Celebrates 1st Respiratory Care Week: The council has been 
informed by Khalsa Al Siyabi, Senior RT Royal Hospital and Head of Respiratory Services, 
Oman Ministry of Health that congratulations are in order as the Sultanate of Oman has 
celebrated its Inaugural RC Week.  

      
After development and evolution of over 20 years the profession of Respiratory Therapy has 
matured and come of age in the Sultanate of Oman. The profession marked its state of 
development in the Sultanate by celebrating the First Respiratory Care Week 23-25, October, 
2016. The Royal Hospital marked the inaugural recognition with events designed to raise 
awareness of the Respiratory Care profession and the need for improved lung health. Photo 
exhibits showed RT’s in action and RT Stations demonstrated equipment for airway 
management, NIV and home care equipment including oxygen concentrators and transport 
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ventilators.  Omani physicians, were introduced to the RT profession and worked with 
Respiratory Therapists while studying in the US and Canada in the early 1990’s. In 1994 the 
RT profession was introduced in the Royal Hospital and began with defining the duties and 
responsibilities of RT’s and establishing a health professional education and training 
program. The Royal Hospital was the first site for RT’s in Oman as it is the largest and main 
facility offering medical, surgical, renal, oncology, neurology, pediatric, and neonatal 
services. 

 
Oman Respiratory Care Services started from zero with a lot of challenges having only one 
Respiratory Therapist and one nurse. Currently the RT Department at Royal Hospital has a 
staff of 22 RT’s serving the facility and providing 24 hour coverage for the patients. Today 
the RT’s are welcomed and accepted by their physician and nurse colleagues. It is significant 
that as of 2012, in an effort to improve patient care services, Respiratory Therapists provided 
coverage in all regions of the Sultanate. 

  
III. 10th Intercoastal Respiratory Therapy Assembly (ICRTA): Chia-Chen Chu, MS, SRRT, 

FAARC, Dept. of Respiratory Therapy, China Medical University & Hospital, Taichung City, 
Taiwan and Xu Liang, MS, MD, Dept. of Respiratory Medicine, Wuhan Third Hospital, 
Wuhan, Hubei, PRC Co-Chaired the Organizing Committee for the Assembly. The 10th 
Intercoastal Respiratory Therapy Assembly (ICRTA) and Wuhan Association of Critical Care 
Physicians Academic Conference was held September 9 - 11, 2017 in Wuhan, Hubei 
Province. The Assembly co-sponsored by the Wuhan Association of Critical Care Physicians 
and the Taiwan Society for Respiratory Therapy, was organized by Wuhan Third Hospital. 
More than 380 respiratory therapists, physicians and nurses specializing in intensive care and 
respiratory medicine from U.S., South Korea, Taiwan and Mainland China participated in the 
forum, and over 30 poster presentations were accepted for exhibition. Twenty seminar faculty 
experts delivered excellent presentations covering the latest developments and contemporary 
topics in respiratory therapy. In addition to the plenary lectures, there were small group 
breakout sessions and 4 workshops focusing on critical care topics from the prospective of 
intensive care unit practitioners including; respiratory therapists, physicians and nursing. 
After the forum, many participants expressed that respiratory therapy in China started late and 
that there was a great shortage of respiratory therapists and inadequate understanding of 
respiratory therapy by clinical departments. The forum enhanced communication among all 
disciplines, involved in providing respiratory care. Professor Jerome M. Sullivan, President of 
ICRC, discussed the Fundamental Respiratory Care Support Course (FRCSC) a new 
respiratory therapy training program being developed in the U.S., which attracted great 
attention from Chinese participants.  John D. Hiser, Chairman of the International Affairs 
Committee of AARC, also brought out lively discussion from the participants with his 
presentation on the International Fellowship program. Stemming from the seminar a series of 
training sessions on respiratory therapy technology standardization have been held in many 
medical centers in Hubei Province. After the successful conclusion of the conference, 
following tradition the ICRTA  flag was transferred to next year’s 11th host hospital. Li 
Yajun, President of the First Affiliated Hospital of Xi'an Medical College, personally 
accepted the flag. Dr. Li’s hospital in Xi’an, China will be the host site for the 11th 
Intercoastal Respiratory Therapy Assembly in 2017. 
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IV. China-Japan Friendship Hospital Team Visits US for Respiratory Care Education 
Exchange Program:  Four members of the China-Japan Friendship Hospital (CJFH) staff 
completed a two-city exchange program for Respiratory Care training, education and clinical 
observation in the United States. The visitors represented the departments of Respiratory 
Therapy, Critical Care Medicine and Nursing. The exchange visit was offered October 14 – 
21, 2016 in San Antonio and Dallas Texas. This invitation was extended on behalf of   
Thomas Kallstrom, Executive Director of the American Association for Respiratory Care 
(AARC) and Jerome Sullivan, President of the International Council for Respiratory Care 
(ICRC). The visit was intended to strengthen and expand the relationship with CJFH and with 
the Chinese Thoracic Society (CTS) to explore ways to promote the development of 
Respiratory Therapy in China. Representatives of CJFH included:  

           Qingyuan Zhan, MD, Director of Respiratory & Critical Care Medicine 
           Jingen Xai, MS, RT, Lead Therapist 
           Yangling Shen, BS, RN, Head Nurse of Respiratory & Critical Nursing 

Jing Sun. BS, RN     
 
In San Antonio, Texas the CJFH Team began the exchange visit by attending the AARC 62nd 
International Congress and Exhibition, October 15-18, 2016. In addition the team was invited 
to attend the ICRC Annual Business Meeting held in conjunction with the AARC Congress 
on Monday October 17th. The ICRC Meeting was attended by over 130 Governors, 
organizational representatives, International Fellows and delegations representing 26 
countries. In the afternoon session of October 17th they also visited the University of  Texas 
Health Science Center at San Antonio for observation of Respiratory Care education program 
models at the Bachelor and Graduate levels. They will also were afforded the opportunity for 
clinical observation in a neonatal pediatric facility. 
 
In Dallas, Texas the CJFH Team visited the AARC Executive Offices.  Leadership meetings 
with CJFH, AARC & ICRC representatives involved the potential of future Chinese RT 
education & training programs offered in concert with AARC and CTS. Discussions included 
the possibility of certification/accreditation of future RT programs by CTS & AARC as well 
as frequency of those programs, and qualifications of faculty & facilities. A general overview 
of the AARC Clinical Practice Guidelines was provided.  Discussions occurred regarding 
several RT Education Program models, RT curriculum organization, overview of essential 
courses, and the Train the Trainer Program for RT faculty development. 
 
The second day in Dallas the CJFH Team and their US colleagues toured and observed 
clinical systems at  Baylor Heart Hospital & Medical City Hospital. During the luncheon 
session at Baylor Heart Hospital there was a presentation on RT Education Program models, 
curriculum organization, and an overview of essential courses. This observational & 
instructional activity included, site visits of Respiratory Care Departments and emphasized 
RT hospital department structure, management & staffing principles. The Team also was 
introduced to US Quality Assessment (QA) of RT hospital service & treatment, and the 
uniform reporting of hospital patient records.  
 
The AARC and the ICRC look forward to a long and successful relationship with CTS to 
achieve quality globalization of respiratory care for our patients. 
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V.  ICRC Celebrates 25th Anniversary in San Antonio: The ICRC celebrated its 25th 
Anniversary in conjunction with the Annual Business Meeting October 17, 2016 in San 
Antonio, Texas in conjunction with the largest respiratory care meeting in the world; The 
American Association for Respiratory Care (AARC) 62nd International Congress and 
Exhibition. The ICRC Meeting was attended by over 130 Governors, organizational 
representatives, International Fellows and delegations representing 26 countries. The Council 
met in a day-long session to consider actions items, present annual reports, entertain special 
reports and to recognize international respiratory care clinical & educational award winners. 
Early in the Agenda was the recognition of Alberto Juan Lopez Bascope, MD as the recipient 
of the Hector Leon Garza, M.D., International Achievement Award. The Toshihiko Koga, 
M.D.  International Medal was awarded to Lisa Trujilo, DHSc, RRT, FAARC. As part of the 
program three International Fellowship winners presented reports to the Council on the status 
of respiratory care in their home countries. The Fellows and their respective countries were: 
Marina Labor, MD, PhD - Croatia, Julita V. Toledo, RMT, RTRP, MPA - Philippines, Jingen 
Xai,MS,RT - China.  

 
Special reports were presented on “Global Allergy Asthma Patient Platform: Best Practices to End 
Death & Suffering Due to Allergy and Asthma” and “Proposed New International Standards for 
Small-Bore RT & Oxygen Device and Accessory Connectors: Risk Identification and Potential 
Misconnections”. The Presidents and Executive Directors of the Latin American Respiratory 
Therapy Certification Board representing 12 countries, the American Association for Respiratory 
Care representing over 50,000 members, and the National Board for Respiratory Care all presented 
updates on their organizations. Annual reports and developments in respiratory care education, 
credentialing and clinical practice were presented by Governors to the ICRC representing the 
following countries: Mexico, Turkey, Japan, Colombia, USA, Canada, Saudi Arabia, Italy, China, 
South Korea, Philippines, Egypt, UAE, Taiwan, India, Argentina and Costa Rica. The meeting was 
adjourned to be reconvened in conjunction with the AARC International Congress & Exhibition 
scheduled for October 4-7, 2017 in Indianapolis, Indiana, USA.                                 
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Joint Commission - Ambulatory PTAC 
Submitted by David Bunting - Spring 2017 

 
No report submitted. 
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Joint Commission - Home Care PTAC 
Submitted by Kim Wiles – Spring 2017 

 

Recommendations 
 
None 
 

Report 
The quarterly conference call meeting was held by the Joint Commission on 12/12/16. The main 
topic of discussion was the Medication Management (MM) Phase I review for the OME (homecare 
accreditation program). The Department of Standards and Survey Methods (DSSM) conducted a 
field review focusing on maintenance of the MM chapter (and other chapters). This project was 
conducted to address medication safety and quality issues that have emerged from the field in recent 
years. This review was conducted September 1, 2016 through October 13, 2016. Results of those 
findings were discussed. 

There was also a lengthy discussion with the group around the following proposed revisions and how 
they would be met by OME organization. 

• The organization provides emergency power for essential medication dispensing.  
• Adding Body Surface Area (BSA), when necessary, to clinical documentation 
• Addition of an element addressing Signed and Held medication orders. 
•  Labeling date and time on medications with aless than 24 hour expiration. 
• Addition of adding strength and date and time of administration.  
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Joint Commission - Lab PTAC 
Submitted by Darnetta Clinkscale– Spring 2017 

No report submitted.
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National Asthma Education & Prevention 
Program 

Submitted by Natalie Napolitano – Spring 2017 
 

Recommendations 
 
None 
 
Report 
 
Notifications for posting of protocols for evidence based review as well as the portal for voluntary 
submission of scientific information was open.  
 The effectiveness of indoor allergen reduction – 10/17/2016 
 The role of bronchial thermoplasty in the management of asthma – 10/17/2016 

Systematic Review of intermittent inhaled corticosteroids and of long-acting muscarinic 
antagonists for asthma – 10/7/2016 

The role of immunotherapy and the management of asthma: systematic review – 10/7/2016 
Fractional exhaled nitric oxide clinical utility in asthma management – 10/7/2016 
 

I have been asked to be part of the review committee for the “Systematic Review of intermittent 
inhaled corticosteroids and of long-acting muscarinic antagonists for asthma” and have accepted and 
will be working with that group in the future. 
 
No meetings of the NAEPP have occurred.  We still have not heard anything on who will be named 
to the new coordinating committee. 
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Neonatal Resuscitation Program 
Submitted by John Gallagher – Spring 2017 

 

Recommendations 
 
None 
 
Report 
 
There are no updates to report from the NRP Steering Committee.  
 
The Neonatal Resuscitation Program Steering Committee (NRPSC) met prior to the American 
Academy of Pediatrics national meeting in San Francisco, on October 19-21, 2016. The AARC 
liaison contributed to discussion, planning, and program development in addition to providing an 
update on AARC initiatives. The AARC liaison also assisted in coordinating and conducting a 
difficult airway workshop for attendees during the NRP Current Issues Seminar, a one-day 
conference for providers which highlights new concepts and reinforces clinical skills.  
 
The next NRP Steering Committee meeting will be held at the headquarters of the American 
Academy of Pediatrics in Elk Grove, IL on March 6 and 7, 2017.  
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(I) ROUNDTABLES  Chair   Staff Liaison  BOD  
37 Patient Safety   S. Sittig/K. McQueen T. Myers  S. Tooley 
38 Simulation    J. Perretta  S. Strickland  L. Trujillo 
39 Disaster Response  C. Friderici  S. Strickland  J. Lindsey 
40 Neurorespiratory  G. Faulkner  D. Laher  C. Hoerr 
41 Tobacco Free Lifestyle  G. Sergakis  S. Strickland  N. Napolitano 
42 Pulmonary Disease Mgt  M. DaSilva  T. Kallstrom  S. Tooley 
43 OPEN 
44 Intl Med Mission  M. Davis  S. Nelson  K. Schell  
45 Military   H. Roman/J. Buhain T. Kallstrom  D. Skees 
46 Research   J. Davies  S. Nelson  E. Becker 
47 Informatics   C. Mussa  S. Nelson  B. Walsh 
48 Geriatric    M. Hart   S. Nelson  T. Op’t Holt 
49 Palliative Care   H. Sorenson  S. Strickland  C. Hoerr 
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Ad Hoc Committee on Advanced RT Practices, 
Credentialing, and Education 

Submitted by John Wilgis – Spring 2017 
 

Recommendations 
None 

Report 
 
See attachment “Ad Hoc Committee on Advanced RT Practices_Credentialing_Education March 
2017”.  
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Ad Hoc Committee on Research Fund for 
Advancing Respiratory Care Profession 

Submitted by Lynda Goodfellow – Spring 2017 

 
Recommendations 
That the AARC BOD accept the renamed and revised research program guidelines so that the AARC 
sponsors research that examines relationships between clinical interventions by respiratory therapists 
and the outcomes of care. 
 
See attached file – “2017_reserach_fund_vision_grant_final” 
 
Justification: The revised guidelines and web information can serve to solicit those proposals that are 
more closely aligned with current practice and strategic initiatives of the profession.   
 
Report 
Since the last 2016 AARC Board meeting in San Antonio, Texas, the Ad Hoc Committee on 
Research Fund for Advancing Respiratory Care has completed the following items: 
 
• Reviewed and made recommendations on one full proposal and one abstract submission  
• Reviewed the current process for “call for proposals” and made recommendations to revise the 

 application by adding a structured request for proposals with timelines and details regarding 
 proposal submissions 

• With guidance from the President and Executive Office, the request for proposals is changed to 
 solicit proposals in three categories:  Young Investigator Award, Telehealth, and Respiratory 
 Therapy Advanced Practice 

• Reviewed the AARC Website information for research funding and suggested changes be made 
 that reflect the new application process and guidelines 
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Ad Hoc Committee on State Initiatives 
Submitted by John Wilgis – Spring 2017 

Recommendations 
None 

Report 
• The committee co-chairs met via conference call on January 24, 2017 to strategize an 

approach for committee work for 2017. 

• Committee Call planned for March 2017. 

• New members were added to the committee per approval from AARC President Brian Walsh.  

Committee members include:  

• Kenneth Alexander, M.S., RRT, Vice President, Louisiana Hospital Association 
• Gene Gantt, B.S., RRT, President / CE0, Eventa 
• Joseph Goss, M.S.J., RRT-NPS, AE-C, Assistant Professor, Bergen Community College 
• Jacklyn Grimball, M.A., RRT, AE-C, PAHM, Disease Management Supervisor, BlueChoice 

Health Plan – South Carolina 
• Zach Gantt, RRT, CEO Encore Healthcare 
• Steven Sittig, RRT-NPS, FAARC, Pediatric Transport Clinical Specialist, Sanford Health 
• Co-Chair - John Wilgis, M.B.A., RRT, Director of Emergency Management Services, Florida 

Hospital Association 
• Co-Chair - Jan Fields, Ed.D., Ph.D., RRT, AE-C, PMP, Assistant Professor, School of Public 

Affairs and Administration, western Michigan University and Program Evaluator, JKF 
Evaluation 

• AARC Liaison - Thomas Kallstrom, M.B.A., RRT, FAARC, Executive Director / Chief 
Executive Officer, American Association for Respiratory Care 

• AARC Liaison - Cheryl West, M.H.A., Director of Government Affairs, American 
Association for Respiratory Care 

• Ex-Officio - Sam Giordano, M.B.A., RRT, FAARC. Former Executive Director, American 
Association for Respiratory Care (Retired) 

 

Committee Objectives 

1. Research possible initiatives that can be put into a format to deliver to state affiliates in order 
to create better access to RTs by patients who are on state services such as Medicaid. 

2. Act as a subject matter expert/resource to the state affiliates who need guidance and support 
as they put forth the initiatives created by the committee.” 
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Ad Hoc Committee on Student Website 
Enhancement 

Submitted by Tom Lamphere – Spring 2017 
 
No report submitted. 
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American Respiratory Care Foundation 
Submitted by Michael T. Amato – Spring 2017 

Recommendations 
None 
 

Report 
 
The American Respiratory Care Foundation (ARCF) has been very active since the last Board of 
Trustees meeting in June 2016.  The following are highlights of activities currently under taken by 
ARCF, which are all in addition to administering the extensive array of education recognition 
awards, fellowships, and grants. 
 
As you are aware, the ARCF hosted its 4th annual ARCF Fundraiser Reception “Night in the Grotto” 
during the AARC Congress 2016. There were over 350 attendees and a net of $60,167 was raised; 
this does not include the donation received by Teleflex.  Vapotherm’s sole sponsorship and large 
amounts of tables purchased was a major benefactor of this event.  Plans have begun for the 2017 
ARCF Fundraiser Reception to be held on October 3rd in Indianapolis, Indiana with expectations for 
it to be a bigger success than previous receptions. I hope that you will make it a point to attend this 
year’s event, as we need the support of our peers to encourage the support from our AARC members.  
 
This June 22-23, ARCF will present the 56th Journal Conference focusing on “Respiratory 
Medications for COPD and Adult Asthma: Pharmacologic Actions to Clinical Applications”.  The 
proceedings from this Conference will be published in a 2017 issue of RESPIRATORY CARE.  As-to-
date, we have not received funding at either of the sponsor levels, however, sponsorship request have 
been sent out and follow-up emails are taking place at this time.  
 
Solicitation for the 2017 ARCF awards has begun. The deadline for applications to be submitted is 
June 1, 2017.  
 
Solicitations for sponsorship for the International Fellowship Program were sent out in early January. 
As-to-date, we have had one company commit to sponsorship, Draeger.  Push for sponsorships will 
continue.  
 
Summary 

The ARCF Trustees have been in frequent communication through quarterly phone conferences as 
well as a face-to-face meeting last year. We will be holding our first face-to-face meeting of 2017 on 
April 25 in North Carolina. I want to thank all of you that gave to the Foundation in 2016 and urge 
all of you who haven’t yet provided your support for the Foundation to consider making a tax-
deductible donation. Your support is indispensable to our success.  
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CoARC Report 
Submitted by Tom Smalling – Spring 2017 

 
See attachment “CoARC Update March 2017” 
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Date:  February 15, 2017 

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

From: Robert L. Joyner, Jr., PhD, RRT, RRT-ACCS, FAARC NBRC President 

Subject: NBRC Report 

As I begin my second term as NBRC President, I appreciate the opportunity to provide you an 
update on activities of the NBRC.  Since my last report, the Board of Trustees met in November 
2016 to discuss business related items pertinent to the credentialing system. The following 
information summarizes the current status of significant changes to several examinations and major 
activities in which the Board and staff are currently involved. 

Recertification Commission  

Recommendations for modifications to the NBRC’s Continuing Competency Committee were 
considered by the Continuing Competency Committee in November and they directed the Executive 
Office staff to create a detailed implementation plan which will be reviewed by the Committee and 
likely moved to the Board for approval at the April 2017 meeting. 

Advanced Practice Respiratory Therapist/Competency Ad Hoc Committees  

Collaboratively with the AARC and CoARC, the NBRC has appointed four representatives to serve 
on an Ad Hoc Committee on the Advanced Practice RT to work on issues related to the potential 
education, credentialing, and practice of these therapists.  In anticipation of an eventual 
credentialing examination for these therapists, the NBRC is working with trademark counsel to 
protect, through intent to use, the terms APRT and RRT-AP.  In an unrelated initiative, four 
representatives of the NBRC also participated on the Competency Ad Hoc Committee along with the 
CoARC and AARC to develop competencies for entry into practice.  

Job Analysis Studies  

Job analyses for the Neonatal/Pediatric Specialist and Adult Critical Care Specialist have been 
completed and the Board will review the final reports at their April 2017 meeting.  New test 
specifications for these examination programs will be introduced in 2018.  In April, an advisory 
committee including outside representatives from the AARC, BOMA and CoARC, will convene to 
begin the next respiratory therapy job analysis which will result in new test specifications for the 
Therapist Multiple-Choice and Clinical Simulation Examinations in 2020. 

 

 

http://staff.goamp.com/Logos/AMP and NBRC Logos/For Print/High Resolution JPGs/NBRC Logo_CMYK.jpg
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2016 Examination and Annual Renewal Participation 
 
In 2016, over 208000 examinations across all programs were administered.   Credentialed 
practitioners who renewed their active status for 2016 exceeded 57,000.  2017 annual renewal 
notices were mailed in early October and a follow-up email reminder will be sent in late February.  To 
date, over 37,000 individuals have renewed their active status for 2017. Many have exercised the $5 
discount by renewing online. 
 
Examination Statistics – January 1 –December 31, 2016 

 

Examination              Pass Rate 

Therapist Multiple-Choice Examination –13,512 examinations     

• First-time Candidates      Exceed High Cut-Score – 72.2% 
Exceed Low Cut-Score – 81.7% 

• Repeat Candidates      Exceed High Cut-Score – 27.6% 
Exceed Low Cut-Score – 47.5% 

Clinical Simulation Examination –12,207 examinations 

• First-time Candidates      56.8% 
• Repeat Candidates      44.7% 

 

Adult Critical Care Examination – 800 examinations  

• First-time Candidates      75.0% 
• Repeat Candidates      47.2% 

 

Neonatal/Pediatric Examination – 1,141 examinations 

• First-time Candidates      78.2% 
• Repeat Candidates      48.5% 

 

Sleep Disorders Specialty Examination – 107examinations 

• First-time Candidates      83.3% 
• Repeat Candidates      56.3% 
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PFT Examination – 463 examinations 

• First-time Candidates      Exceed High Cut-Score – 33.0% 
Exceed Low Cut-Score – 70.5% 

• Repeat Candidates      Exceed High Cut-Score – 13.6% 
Exceed Low Cut-Score - 60.4% 

We’ve Moved 

The NBRC Executive Office relocated to Overland Park, KS in early December.  Phase 1 of our new 
database has been released and we will begin implementing our brand refresh initiatives soon.  
Please watch for more information in the months ahead. 

 

Your Questions Invited 

I am honored to be serving as President of the NBRC and am enjoying working with all of you to 
move the profession of respiratory care forward. If you have any questions or concerns about any 
credentialing related matter, the NBRC and I are interested in providing whatever information you 
need. In addition, the Board of Trustees is committed to maintaining positive relationships with the 
AARC and the CoARC, as well as each of the physician sponsoring organizations of the NBRC. We 
continue to have significant issues to consider in the future, and I am confident that by working 
together and promoting understanding of the topics under discussion we will continue to advance 
the profession and ensure the integrity of the credentialing process. 
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Unfinished Business 
 
 
 

• Floor Motion from October 2016 meeting 
 

• Roundtable Policy RT.001 (see attachment “RT.001”) 
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FM 16-3-26.1 – That the Position Statement/Issue Paper Committee develop a resource for best 
practices to include licensure requirements for practice of the respiratory therapist as an ECMO 
specialist. 
 
This floor motion was made by Natalie Napolitano during the Fall Board meeting, was tabled, but 
never readdressed. 
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New Business 
 
 
 
 
 Policy Review 

• CA.002 – Chartered Affiliates – Chartered Affiliate Requirements and Responsibilities 
• CA.003 – Chartered Affiliates – Chartered Affiliates Revenue Sharing Adjustments 
• SS.003 – Specialty Section 

 
Entry level BSRT (Walsh) 
 
AARC 70th Anniversary (Lewis) 
 
Developing strong career paths within associate degree programs to increase the 
number of baccalaureate degree RTs (Becker) 
 
Adult Acute Care Section (Lamb) 
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American Association for Respiratory Care 
Policy Statement 

 
 

          Page 1 of 1 
          Policy No.: CA.002  

 

SECTION:   Chartered Affiliates      
 
SUBJECT:   Chartered Affiliate Requirements and Responsibilities   
 
EFFECTIVE DATE:  December 14, 1999 
 
DATE REVIEWED: 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 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 1 
          Policy No.: CA.003  

 

SECTION:   Chartered Affiliates      
 
SUBJECT:   Chartered Affiliates Revenue Sharing Adjustments   
 
EFFECTIVE DATE:  December 14, 1999 
 
DATE REVIEWED:  
 
DATE REVISED:  July 2005 
 
REFERENCES: AARC-Chartered Affiliate Revenue Sharing Agreement. 
 
Policy Statement: 
The AARC Executive Director shall be authorized to withhold Chartered Affiliate revenue sharing 
on the basis of past due state debts and documented violations of the AARC-Chartered Affiliate 
Revenue Sharing Agreement. 
 
Policy Amplification: 
 
1. The AARC Executive Director shall be authorized to withhold amounts owed the AARC by the 

Chartered Affiliate which are past due by 90 days. 
 

A. The Executive Director shall deduct the amount past due from the next revenue sharing 
payment made to that affiliate. 

 
B. In the event that the past due amount exceeds the revenue sharing payment, the amount 

still owed shall be deducted from the subsequent revenue sharing payments until 
outstanding debts are fully paid. 

 
2. The AARC Executive Director shall be authorized to withhold Chartered Affiliate 
 revenue sharing on the basis of documented violation of the AARC-Chartered Affiliate 
 Revenue Sharing Agreement. 
 
 
 
DEFINITIONS: 
 
ATTACHMENTS: 
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American Association for Respiratory Care 
Policy Statement 

 
          Page 1 of 2 

          Policy No.:  SS.003 
 
SECTION:   Specialty Sections      
 
SUBJECT:   Leadership 
 
EFFECTIVE DATE:  December 14, 1999 
 
DATE REVIEWED:  March 2008 
 
DATE REVISED:  July 2007 
 
REFERENCES:    
 
Policy Statement: 
The Specialty section members, in a manner consistent with the Association Bylaws, shall elect 
Specialty Section Leadership 
 
Policy Amplification: 
 
1. Terms of office for Specialty Section Chairpersons-elect and Chairpersons shall commence at the 

end of the Association’s Annual Meeting. 
 

2. The Chairperson of a Specialty Section shall not serve more than one consecutive term in the 
same office. 

 
3. In the event of the vacancy in the office of Specialty Section Chair, the Chair-elect, if one is 

serving at the time, shall serve the unexpired term of the Chair and his or her own three (3) year 
term. 

 
A. If no Chair-elect is serving at the time of the vacancy, the President shall appoint a 

member of the Specialty Section to serve as Chairperson, subject to ratification by the 
Board of Directors. 

 
B. A Chair-elect so appointed shall serve until the next scheduled election, or until a 

successor is elected by the Specialty Section Membership. 
 
4. The Specialty Section Chair may be removed from office by a 2/3-majority vote of the Board of 

Directors upon refusal, neglect or inability to perform their duties, or any conduct deemed 
prejudicial to the Association. 
 

A. Written notice of action by the Board of Directors shall come from the President. 
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          Page 2 of 2 
        Policy No.SS.003 

 
 

B. This written notice will be sent to the Chair and Chair-elect as formal notification that the 
office has been declared vacant. 

 
5. The duties and responsibilities of Specialty Section Chairpersons shall include: 

A. Oversight of all Specialty Section activities 
B. Assurance that Section activities are in compliance with Association Bylaws and policy 
C. Assurance that Section activities are in compliance with Association Bylaws and policy 
D. Submitting reports of Section activities to the AARC Board of Directors to be included in 

each meeting agenda book. 
E. Submitting periodic or interim reports that may be required by the President or Board of 

Directors. 
F. Serving as the primary spokesperson for the Section, through which Section members 

express opinions, ideas and concerns to the AARC Board of Directors 
G. Submitting minutes of all Section business/membership meetings to the Executive Office 

liaison within thirty (30) days following the meeting. 
1.  Copies of the minutes will also be sent to the VP/Internal Affairs. 

H. Following guidelines established and approved by the Board of Directors for the specialty 
Sections. 

I. Being responsible for the Section fulfilling the charges from the President and as outlined 
in Association policy. 

J. Organizing the Section business/membership meeting of the Specialty Section to be held 
at the Annual International Congress and Summer Forum. 

 
6. The Chairperson of the Specialty Sections that have at least 1000 active members on December 

31 of the year of nominations/elections shall serve a concurrent three (3) year term as a Section 
Director on the Board of Directors. 

 
7.   The duties and responsibilities of the Specialty Section Chair-elect shall include: 

 
A. Assisting the Chairperson with facilitation the activities of the Section and assuring 

successful completion of its goals and charges 
 

B. Assisting the Chairperson with organizing the Section business/membership meeting of 
the Specialty Section to be held at the Annual International Congress and Summer Forum. 

 
DEFINITIONS: 
 
ATTACHMENTS: 
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Engaging Associate Degree Programs in Facilitating Career Pathways 
 
Problem Statement: The AARC has a goal of having at least 80% of RTs either holding or working 
towards a bachelor’s degree by 2020.  Prospective therapists may not be aware of this goal when they 
enter associate degree programs. The quickest pathway to increase the number of RTs with bachelor’s 
degrees is to work with the 85% of RT entry-level educational programs that offer associate degrees. 
Achieving a bachelor’s degree will be more challenging if the AAS degree is earned vs. the AS degree. 
Presently there is a significant annual increase in the number of associate degree programs that are 
converting to the AAS degree making the pathway to a bachelor’s degree more challenging. 
 
Goal:  Develop a strategy in concert with associate degree program leaders to develop career pathways 
from associate degrees to baccalaureate degrees. To facilitate the career pathway, educate prospective 
students regarding the: 

• Associate degree as the first step in the career pathway towards earning a baccalaureate degree  
• Articulation agreements or names of baccalaureate completion programs to facilitate the career 

pathway 
• Number of degree credits likely to transfer to a baccalaureate degree (transparency) 
• AARC’s initiatives to increase the numbers of practicing RTs to have baccalaureate degrees 

o www.bls.gov 
o Other career websites 

• Clarification about the difference between a BAS vs. BS degree 
 
Preliminary data: The websites from a random sample of 100 associate degree programs were 
evaluated. There were 89 programs that were recruiting an incoming class for 2017 that had unique 
curricula on their websites.  Preliminary findings from the dataset yielded: 

• 0 programs referenced AARC goals for therapists to have baccalaureate degrees on their websites 
• 39 (43.8%) programs had a comment related to a baccalaureate degree (generic) on their website 

o 2 programs cited that their AAS degree was not the correct choice if the student wanted to 
pursue a baccalaureate after graduation 

o 15 (16.9%) of programs (n = 89) had language related to RT BS completion  
o 13 (14.6%) of programs (n = 89) had an articulation agreement posted on their program 

website 
o 11 (12.4%) of programs (n = 89) had links to baccalaureate degree completion programs 
o 5 programs posted articulation agreements and links to other BS programs 

• 16 (18%) of programs (n = 89) made reference to college transfer credits 
• Location of baccalaureate information (n = 39) 

o Type of webpage 
 27 (69.2%) had their baccalaureate information on the RT program webpage 
 12 (30.8%) had their baccalaureate information on a college webpage 

o Location of baccalaureate information on webpage 
 21 (53.8%) had information in a subfolder 
 6 (15.4%) had information at the bottom of the page 
 7(17.9%) had information in the middle of the page 
 5(12.8%) 

 
 
 
 
 
 

http://www.bls.gov/
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Potential Recommendations 
Related to AARC:  

1. The AARC will conduct/support research to evaluate whether a baccalaureate degree affects the 
quality or safety of patient care. 

2. The AARC will create a position statement on continuing education. (Do we create a new 
position statement that addresses a more permanent goal for BS completion? The 2020 deadline 
of 80% of RTs having or working towards a BS degree will expire before a recommendation can 
be implemented.) 

3. The AARC will identify websites (bls.gov, career coaching) commonly used by universities and 
assure that there is language that highlights the increasing role of the bachelor’s degree for 
prospective students. 

4. The AARC will provide definitions of AS, AAS, BS, BAS degrees on a website as a decision-
making resource for prospective students. 

NOTE:  Evidence to support that the baccalaureate degree offers increased quality or safety is 
required for COARC to defend itself against potential antitrust violations. It is likely that the CoARC 
will be reluctant to move aggressively toward BS recommendations in the absence of direct evidence. 
Showing that a BS degree provides greater safety or effectiveness places the BS degree on a 
continuum. It does not imply that an AS degree is unsafe or ineffective. 

 
Related to CoARC: 

1. The CoARC will require programs to provide the following on their annual program summary 
report: names of organizations with whom they have articulation agreements, type of degree 
offered, whether the degree is accredited by CoARC as Degree Advancement, number of degree 
credits that transfer as part of articulation agreement, baccalaureate degree programs that their 
graduates attend, type of baccalaureate degree offered, and usual number of degree credits that 
transfer.  

2. The CoARC and the AARC will collaborate to develop a website hosted on the AARC website 
that allows prospective students to search for associate degree programs that have articulation 
agreements, baccalaureate degree options where students commonly transfer, and the number of 
degree transfer credits.  

NOTE: CoARC will likely support gathering information that relates to transparency as this is part of 
their consumer protection role. 
 

Related to NN2/NN2RC: 
1. Collaborate with NN2 and NN2RC (name will change in March) leadership to ask their 

membership to highlight the RT career pathway by posting the AARC goal of having 80% of RTs 
either hold or be working towards a bachelor’s degree by 2020 near the top half of the first page 
of their program website. 

2. Collaborate with NN2 and NN2RC leadership to ask their membership to post links to 
articulation agreements and other baccalaureate degree programs in prominent positions on their 
program website. 

NOTE: The NN2RC website has as their (mission) Statement: “It is the opinion of the NN2RC that 
the Associate degree should be maintained as the standard for entry into the field of Respiratory Care 
with the development of a career pathway into Baccalaureate and Master’s degree programs for 
advancement in the profession.” The AARC could align our language and collaborative efforts 
around career pathway development.  
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New Business – BOD Spring 2017 – Adult Acute Care Section 

Please see the below suggestions presented by the Section Leadership for consideration. 

1)      The section leadership recommends that a plan be outlined to improve the relationship between 
the Society of Critical Care Medicine (SCCM) and the American Association for Respiratory Care 
(AARC). Section leadership believes that a more synergistic perspective could benefit the AARC, 
SCCM and Respiratory Therapists by improving visibility of RT’s in the critical care arena. 
 
2)      The section leadership would like to ask the program committee for a rather detailed report of 
the following:  

a)      How many RT’s typically submit proposals for the congress and summer forum? 

b)      What % of speakers are assigned topics that they did not submit? 

c)       What % of lectures topics that are presented by someone other than the original submitter? 

The AARC through the section chairs have been asked to submit proposals through AARConnect 
and other avenues. I have received feedback from section members who are frustrated that their 
proposals are never accepted and at times they will see other individuals present a topic they 
submitted. This is especially true when there are lectures that are submitted by young enthusiastic 
RTs and then handed off to one of the “regulars”.  They’ve questioned the process to me because 
they always see the same individuals giving presentations at each Congress. 
 

Respectfully Submitted, 

Keith D. Lamb, Chair 

Carl W. Hinkson, Chair-Elect 
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ARCF Achievement Awards 
 
 

Forrest M. Bird 
Lifetime Scientific Achievement Award 

 
 
 
 

Dr. Charles H. Hudson Award 
for Cardiopulmonary Public Health 

 
 
 
 

Thomas L. Petty, MD Invacare Award for 
Excellence in Home Respiratory Care 

 
 
 
 

Mike West, MBA, RRT Patient Education 
Achievement Award 

 
 

Mitchell A. Baran Clinical Excellence in Aerosol and 
Airway Clearance Therapies Achievement Award
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AMERICAN ASSOCIATION FOR RESPIRATORY CARE  
9425 N. MacArthur Blvd, Suite 100, Irving, TX 75063-4706  
(972) 243-2272, Fax (972) 484-2720 
http://www.aarc.org, E-mail: info@aarc.org 
 
 

January 30, 2017 
 
Brian Walsh, PhD, RRT-NPS, RRT-ACCS, AE-C, RPFT, FAARC 
President 
9425 N MacArthur Blvd, Suite 100 
Irving, TX  75063 
 
Dear Brian, 
  
I am seeking your Board’s nominations for the 2017 Legends of Respiratory Care.  
 
As you may recall, the criteria for the designation of Legends of Respiratory Care includes, but shall 
not be limited to: 
 

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

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

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

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

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

The Boards of the AARC, ARCF, CoARC and NBRC may each nominate up to five (5) individuals 
who have made a significant historic impact on respiratory care. Nominations must be supported by 
two-thirds (2/3) majority vote of the agency’s board.  Please consider the early pioneers in the 
profession and individuals responsible for founding the nominating agencies as you submit your 
nominees. 
 
Please summarize each nominee’s activities, honors, and contributions on the attached Legends 
Nomination form. The completed forms must be submitted by June 30, 2017 to Trudy Watson at 
tjwatson@mchsi.com.  
 
The recipients of this prestigious designation will be announced at the 2017 AARC Congress in 
October.  They will be featured in the Legends of Respiratory Care gallery of the Virtual Museum 
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along with the previous recipients: V. Ray Bennett, Dr. Forrest M. Bird, Dr. George Burton, Vijay 
Deshpande, Dr. Donald F. Egan, John H. “Jack Emerson, Sam P. Giordano, Dr. H. Fred Helmholz, 
Jr., Sister M. Yvonne Jenn, George A Kneeland, Dr. Robert M. Lawrence, Brother Roland Maher, 
Ray Masferrer, Dr. William F. Miller, Dr. Theodore Oslick, Dr. Thomas L. Petty, Dr. David Pierson, 
Gregg Ruppel, James Whitacre,  and Jimmy A, Young. 
 
Sincerely, 
 
Trudy Watson 
 
Trudy Watson 
Virtual Museum Chair 
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2017 Legends of Respiratory Care Nomination  
 

Nominating Board:   _________ AARC   _________ARCF   ________ CoARC     _________NBRC 
 

Nominee______________________________________________________________________________________ 
 
Degrees/Credentials________________________________________________________________________ 
 
1. In the space provided below, describe the nominee’s historic impact on  
     respiratory care.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
2. Has the nominee held continuous active, associate, life, or honorary membership  
     in the AARC for 25 years or more? 
     _______ Yes   _______No/Not applicable.   If no/not applicable, please explain: 
    
    __________________________________________________________________________________________  
 
3. In which decade(s) did the nominee’s primary service/contributions to  
    respiratory care occur?  
 
  ________Prior to 1960   _________ 1960-1979    ________1980-1999   _______After 2000         
 
4. Which of the following awards/honors has the nominee received? 
 
_______ AARC Jimmy A. Young  Medal      ______  AARC Life or Honorary Membership 
 
_______ AARC Fellow (FAARC)                   _______ NBRC Albert H. Andrews, Jr. Award     
 
_______ NBRC Robert H. Miller Award        ________ NBRC Sister Yvonne Jenn Award         
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Has the nominee received any of the following awards or honors? 
 
______ Emeritus - Board ARCF, NBRC, CoARC     
 
_______ARCF Hector Leon Garza, MD International Achievement Award   
 
______ ARCF Forrest Bird Lifetime Scientific Achievement Award 
 
_______ARCF Dr. Charles Hudson Award for Cardiopulmonary Health Award 
 
_______ARCF Dr. Thomas Petty Invacare Award for Excellence in Home Care Award 
 
_______ARCF Mike West Patient Education Achievement Award 
 
_______ARCF  NBRC/AMP Gary Smith Innovation in Education Award 
 
_______CoARC Bonner Smith Service Award 
 
_______ CoARC Dr. Ralph Kendall Outstanding Site Visitor Award 
 
 _____  ICRC Toshihiko Koga Medal, MD Medal 
 
_______Lambda Beta Society National Honorary Member 
 
_______Other (specify)_________________________________________________________________ 
 
 
5. How many total years did the nominee serve as an elected/appointed member *  
     of the Board(s) of: 
   
         _________AARC   __________NBRC    ___________CoARC ____________ARCF 
    *Do not include years as an elected officer 
 
6. How many years did the nominee hold elected office in any of the nominating  
     agencies?  
               __________ President  (include President-elect, Past-President in presidential term) 
 
                   __________ Vice President   _______Secretary  _________Treasurer 

 
                __________ Secretary/Treasurer    _________ No elected offices held 
 
7. How many years did the nominee serve as Chair* of any committee(s) of the  
    nominating agencies? 
 

________10+       ________5-9    __________ 1-4   ________0/Unknown 
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     *includes Chair of AARC Specialty Sections and Editorial Board 
 
 
8. How many years did the nominee serve as a member of any committees of the 
     nominating agencies? (Combine service years to single or multiple committees) 
 
                 __________20+    __________10-19   ____________<10     _________0/Unknown 
 
 
9. Does the nominee hold any patents for devices or inventions of historical  
     significance to the respiratory care profession? 
 
             _____________2 or more patents    __________ 1 patent __________0/Unknown  
 
10. Are any national scholarships, awards, or lecture series offered in this nominee’s  
       name?  ________Yes   _______ No    
 
     Please specify _____________________________________________________________________________ 
 
11. Has this nominee authored or co-authored a textbook related to respiratory care  
       or contributed 10 or more chapters to respiratory care-related textbooks? 
  
                _________Yes        ________ No     ________ Unknown 
 
11. Has this nominee presented at the AARC Congress or the AARC Summer Forum? 
 
                _________Yes     __________No    _________Unknown 
   
                If yes, list the approximate number of 30-50 minute presentations: 
        
                _____________20 or more  ____________10-19 ______________1-9    
 
12.  Has the nominee authored/co-authored journal articles published in a peer- 
        reviewed scientific journal?  
  
                 ____________ Yes   _____________ No/Unknown 
 
                 If yes, list the approximate number of published journal articles: 
 
                 ____________20 or more _______________10-19  ____________  1-9 
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AARC Mission Statement 
“The American Association for Respiratory Care (AARC) will continue to be the leading national 
and international professional association for respiratory care.  
 


AARC Vision Statement 
The AARC will encourage and promote professional excellence, advance the science and practice 
of respiratory care, and serve as an advocate for patients, their families, the public, the profession 
and the respiratory therapist.” 
 


AARC Presidential Goals: (2017-2018) 
 
My presidential goals for 2017-2018 will focus on three domains; quality, safety and value. As you 
will see they are interconnected and support each other. While I have put them in this order, it is 
no to indicate that one is not more important than the other.  
 
1. Quality 


a. Advance the educational requirements for entry level to BSRT. 
b. Promote the access of high quality continuing education for development and 


enhancement of the skill base of today’s practitioners to meet the current and future 
needs of our profession. 


c. Expand efforts to obtain research funding and develop the next generation of 
respiratory therapy researchers to guide our future practice. 


d. Encourage the development of programs, accreditation and credentialing of Advanced 
Practice Respiratory Therapist (APRT) as a level of practice that will further improve 
the care given to our patients and provide an avenue for those who wish to advance 
the career track of our profession. 


2. Safety 
a. Lead and advance the mechanical ventilation safety. 
b. Improve access to respiratory therapist. Right place, right time, right expert. 
c. Maintain and expand relevant communication and alliances with key allies and 


organizations within our communities of interest. 
d. Continue to advocate for our patients, caregivers and families who suffer from 


cardiopulmonary disease.  
3. Value 


a. AARC Value 
i. Continue to develop and execute strategies that will increase membership by 


8% (active members) and improve participation of current members in the 
AARC both nationally and internationally. 


ii. Continue to advance our international respiratory community presence 
through activities designed to address issues affecting educational, medical 
and professional trends in the global respiratory care community and to 
advance advocacy for the patient. 


b. Respiratory Therapist Value 
i. Promote activities to increase public awareness of respiratory therapists and 


their role in the diagnosis and treatment of respiratory disorders. 
ii. Promote and advocate for appropriate patient and caregiver access to 
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respiratory therapists in all care settings through local, state and national 
legislation, regulation and/or policies including, but not limited to, recognizing 
respiratory therapists outside the traditional health care venues as well as 
recognizing the credential of Registered Respiratory Therapist (RRT) as the 
minimum requirement for licensure. 
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Standing Committees & Objectives 
 
 
Bylaws Committee 


 
Objectives: 


1. Review amendments proposed by the Board of Directors, House of Delegates or 
Chartered Affiliates and submit its recommendations to the proponent. 


2. Review Chartered Affiliate bylaws according to the established staggered schedule in 
which all are reviewed every 5 years for compliance with the AARC bylaws. 


a. Affiliate bylaws will only be reviewed to not be in conflict with AARC bylaws 
(acid test). 


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


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


3. Report, which state’s Bylaws have been accepted or rejected to the Board of Directors. 
 
Measures of Success: 
1. Complete the amendment process and develop a list of considerations for the next revision. 
2. Gather missed opportunities to modify bylaws for consideration beginning 2018.  
 
Chair: Chair-elect:  
Bob De Lorme, MEd, RRT-NPS  Brian Cayko, MBA, RRT 
 
2017-2018 Past President: 
Frank Salvatore, Jr., MBA, RRT, FAARC 


 
Members: 
Heather Neal-Rice, MEd, RRT-NPS, RRT (2016-2017) 
Raymond Pisani, BS, RRT-ACCS, FAARC (2017-2018) 


 
 
BOD Liaison: Natalie Napolitano, MPH, RRT-NPS, AE-C, CTTS, FAARC, 2017-18 VP/Internal Affairs 
AARC Staff:  Tim Myers, MBA, RRT-NPS, FAARC 
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Elections Committee 
Objectives: 


 
1. Screen candidates nominated for Director, Officer and Section positions. 
2. Report the slate of nominees to the Board of Directors and House of Delegates by 


June 1. 
3. The Elections Committee shall forward a roster of all nominees for the AARC Board 


of Directors to the current President, which would include all personal contact 
information for those individuals (i.e., e-mail, work address, work phone, etc.) for 
consideration in the committee appointment process. 


4. Responsible for preparing, distributing, receiving, and verifying all ballots at least 60 
days prior to the Annual Business Meeting and according to the Bylaws. 


5. Evaluate the nomination process and make recommendation of how to increase 
our leadership pipeline. 


 
Measures of Success:  
1. Provide at least 2 qualified candidates for each open position. 
2. Successful election process. 
3. Recommend improvements to our leadership pipeline to address some of the 


opportunities found within the current slate. 
 
Chair:   Chair-elect: 
Mary Roth, AAS, RRT, CPFT   Jim Lanoha, RRT, FAARC   
 
Members: 
Frank Salvatore, Jr., MBA, RRT, FAARC  (2017-2018) – Past President 
Ed Borza, BA, RRT-NPS, CPFT (HOD) 
Pattie Stefans, BS, RRT 


 
AARC Staff:  Beth Binkley/Tim Myers 
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Executive Committee 
Objectives: 


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


2. Approve membership surveys by appropriate methods. 
3. Meet monthly to discuss the business of the organization between BOD meeting.  
4. Assist with strategic planning. 


 
Measures of Success: 


1. Improved communication between Executive Committee, Executive Office and BOD as 
evident by improve efficiency within the yearly evaluations.  


2. Improved responsiveness of the Executive leadership to critical needs of the 
organization. 
 


Chair: 
Brian K. Walsh, 2017-2019 
President 
Boston Children’s Hospital 
333 Longwood Ave LO018 
Boston, MA 02115 
(617) 919-3692 Office 
(434) 941-4726 Mobile 
brian.walsh@aarc.org  


 
Members: 
Frank Salvatore, RRT, MBA, FAARC, 2017-18 Past President 
Natalie Napolitano, MPH, RRT-NPS, AE-C, CTTS, FAARC, 2017-2018 VP Internal Affairs 
Sheri Tooley, BSRT, RRT-NPS, CPFT, AE-C, 2017-18 VP External Affairs 
Karen Schell, DHSc, RRT-NPS, RRT-SDS, RPFT, RPSGT, AE-C, CTTS 2017-18 Secretary/Treasurer 
TBA, 2018 President-Elect 


 
AARC Staff: Tom Kallstrom, MBA, RRT, FAARC 
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Finance Committee 
Objectives: 


1. Submit for approval the annual budget to the House of Delegates and the Board of 
Directors. 


2. In conjunction with the Executive Office, identify a financial expert to be appointed by 
the President and ratified by the BOD in time for the yearly audit process. 


 
Measures of Success: 


1. Successful presentation and approval of the annual budget.  
2. Successful appointment of a financial expert.  


 
Chair: 
Brian K. Walsh, 2017-2018 President 
 
Members: 
Frank Salvatore, 2017-2018 Past President 
Natalie Napolitano, 2017-18 VP Internal Affairs Sheri Tooley, 2017-18 VP External Affairs 
Karen Schell, 2017-18 Secretary/Treasurer  TBA, 2018 President-Elect 
Teri Miller, 2018 HOD Speaker-elect  Dana Evans, 2017-2018 HOD Treasurer 


 
AARC Staff:  Tony Lovio (retiring at end of 2017) 


 


Audit Subcommittee 
Objectives: 


1. Monitor the financial affairs of the Association in cooperation with external 
independent auditors. 
 


Measure of success:  
1. Recommend a condition of the financial affairs of the Association. 
2. Alert if applicable the BOD of large variances or inconsistent accounting practices.   


 
Chair: Terri Miller, 2017 HOD Speaker-elect 
 
Members: 
Sheri Tooley, 2017-18 Executive Committee member  
Karen Schell, 2017-18 Secretary/Treasurer (non-voting)   
Dana Evans, 2017 HOD Treasurer 
 
Consultant: John Walton – jwalton0@gsb.uchicago.edu  708-205-1906 
 
AARC Staff:  Tony Lovio (retiring) 


 


 



mailto:jwalton0@gsb.uchicago.edu
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Judicial Committee 
Objectives: 


 
1. Create a user friendly reporting system to improve the evaluation judicial issues. 
2. Review membership challenges, or complaints against any member charged with any 


violation of the Association’s Articles of Incorporation, Bylaws, standing rules, code 
of ethics, or other rules, regulations, policies or procedures adopted, or any conduct 
deemed detrimental to the Association. 


3. Conduct all such reviews in accordance with established policies and procedures. 
4. Determine whether complaint requires further action. 
5. Review and assist the Executive Office in developing a comprehensive and electronic 


disclosure of potential conflict process for the BOD, HOD and AARC sponsored 
conferences.  


 
 
Measures of Success:  


1. Increase access to reporting of potential judicial issues. 
2. Development of recommendations to judicial violations. 
3. Report to the BOD an evaluation of the membership who are in good standing or on 


probation for violations. 
 
Chair: 
Anthony Dewitt, JD, RRT, FAARC 
 
Members: 
Patricia Ann Doorley MS RRT FAARC   Donald Holt BS RRT CPFT  
Susan Rinaldo-Gallo MEd RRT    Linda A Smith BS RRT 


 
 
AARC Staff: Tom Kallstrom, MBA, RRT, FAARC
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Program Committee 
Objectives: 


 
1. Prepare the Annual International Congress, Summer Forum, and other approved seminars and 


conferences.  
2. Develop programs that assist in achieving the Presidential goals and Strategic Plan. 
3. Reevaluate the procedure in calculating the percentage of educational offering based on sects 


of our membership in general and those who attend.  
4. Recommend sites for future meetings to the Board of Directors for approval. 
5. Solicit programmatic input from all Specialty Section and Roundtable chairs. 
6. Develop and design the programs to address the needs of the membership regardless of 


area of practice or location. 
7. Develop a procedure of onboarding and rotating off committee members. 
8. Develop a quality improvement process for evaluating the success of programs, including 


surveys of members who did and did not attend and other method of gathering 
information.    
 


Measures of success: 


1. Number of first time attendee and speakers 
2. CEUs distribution 
3. Financial success of each program  


 
Chair:       
Tom Lamphere, BS, RRT, FAARC   


 
Members: 
Ira Cheifetz, MD, FCCM, FAARC Kim Wiles, BS, RRT, CPFT 
Richard Branson, MS, RRT, FAARC Sara Varekojis, PhD, RRT 
Garry Kauffman MHS RRT FAARC Dean Hess PhD, RRT FAARC (consultant)  
 


 
AARC Staff:  Doug Laher, MBA, RRT, FAARC 


 
 
2017 Sputum Bowl Committee  (to be appointed after the Program Comm. meets 01/2017) 


 
Chair: 
 
 
Members: 
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Strategic Planning Committee 
Objectives: 


 
1. In light of Presidential goals, review the Strategic Plan of the Association and make 


recommendations to the Board for revisions or adjustments in the plan at the Spring 
2017 Board of Directors Meeting. 


2. Provide oversight of how the Association is moving towards achieving the objectives of 
the Strategic Plan. 


3. Recommend to the Board of Directors the future direction of the Association and 
the profession of Respiratory Care. 


 
Measures of Success: 
1. Relevance between Presidential Goals and Strategic Plan established 
2. Updated Strategic Plan 


 
Chair: 
2015-16 - Past President 
Frank Salvatore, MBA, RRT, FAARC 


 
Members: 
2017-18 HOD Speaker-elect 
Teri Miller, MEd, RRT, CPFT 


 
2017-18 - Past HOD Speaker 
Jakki Grimball, MA, RRT, AE-C 


 
2017-18 President 
Brian K. Walsh, PhD, RRT-NPS, RRT-ACCS, AE-C, RPFT, FAARC 
 
External Member  
Garry Kauffman, MPA, RRT, FAARC 
 
 
AARC Staff: Tom Kallstrom, MBA, RRT, FAARC 
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2017 Specialty Section Charges 
 
1. First and foremost, advocate for your section members utilizing the BOD reporting and 


recommendation process.  
2. Create section specific measures of success and present to the board at least once a year. 
3. Provide proposals for programs at the International Respiratory Congress and Summer 


Forum to the Program Committee to address the needs of your Specialty Section’s 
members. Proposals must be received by the deadline in January. 


4. The section chairperson is responsible for arranging or leading a quarterly engagement 
activity for their section membership. This engagement activity may include online section 
meeting, journal discussions, initiation of discussions on AARConnect, posting of key 
materials to the AARConnect libraries, AARC webpages, or highlighting AARC resources to 
members through social media.  Documentation of such a meeting shall be reported in the 
April Board Report. 


5. Jointly with the Executive Office, undertake efforts to demonstrate value of section 
membership, thus encouraging membership growth. 


6. Solicit names for specialty practitioner of the year and submit the award recipient in 
time for presentation at the Annual Awards Ceremony. 


7. Identify, cultivate, and mentor new section leadership. Section leadership is only allowed to 
serves one term. 


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


9. Encourage networking and the use of AARC resources such as the AARConnect library, 
swap shop and listserve that promotes the art and skill of respiratory care.  


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


11. Share best practice with fellow section chairs to improve value or membership 
participation.  


12. Review the membership and the offering of the sections and make recommendations to the 
Board for areas of improvement. If any of the sections fall below the threshold of 
maintaining that section, please make recommendation as to what should be done with that 
section.
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Adult Acute Care Section* 
Additional Charges: 


1. Implement the Specialty Section Charges as listed. 
2. Survey the membership of the next evidence based CPG that should be developed. 


 
2017 Chair:     Chair-elect (2017): 
Keith D. Lamb, RCP, RRT   Carl Hinkson, MS, RRT-NPS, FAARC 


 
Medical Advisor: Peter Papadakos MD 
AARC Staff: Doug Laher 


 
 
Continuing Care-Rehabilitation Section 
Additional Charges: 


1. Implement the Specialty Section Charges as listed. 
 
2017 Chair: Chair-Elect (2018): 


 Krystal Craddock, RRT-NPS 
 
 
Medical Advisor: Kent Christopher MD 
AARC Staff: Shawna Strickland 
 
 
Diagnostics Section 
Additional Charges: 


1. Implement the Specialty Section Charges as listed. 
 
2015-17 Chair:     Chair-elect (2017): 
Katrina Hynes, MHA, RRT, RPFT   Katrina Hynes, MHA, RRT, RPFT 
 
Medical Advisor: Need to appoint  
AARC Staff: Steve Nelson 
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Education Section* 
Additional Charges: 


1. Implement the Specialty Section Charges as listed. 
2. Work to develop more programming directed at hospital educators and all therapists 


whose position requires some sort type of education process. 
 
2015-17 Chair: Chair-elect (2017): 
Ellen Becker, PhD, RRT-NPS, RPFT, AE-C, FAARC Georgianna Sergakis, PhD, RRT, FAARC 


 
Medical Advisor: Russ Acevedo, MD 
AARC Staff: Shawna Strickland  


 
 


Home Care Section 
Additional Charges: 


1. Implement the Specialty Section Charges as listed. 
 
2016-18 Chair: Chair-Elect (2017):  
Zack Gantt, RRT  
 
Medical Advisor: Kent Christopher MD 
AARC Staff: Tom Kallstrom 


 
 
Long Term Care Section 
Additional Charges: 


1. Implement the Specialty Section Charges as listed. 
 


2016-18 Chair: Chair Elect: (2017)  
Gene Gantt, RRT, FAARC  


 
Medical Advisor: Terence Carey, MD 
AARC Staff: Tom Kallstrom 
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Management Section* 
Additional Charges: 


1. Implement the Specialty Section Charges as listed. 
2. Gather and develop best practices associated with quality, safety and value of 


respiratory therapist and circulate among the members.  
 


2015-17 Chair:     Chair-elect (2017): 
Cheryl Hoerr, MBA/HCM, RRT, CPFT, FAARC Cheryl Hoerr, MBA/HCM, RRT, CPFT, FAARC 


 
Medical Advisor: TBD 
AARC Staff: Doug Laher 


 
 Neonatal-Pediatrics Section* 
Additional Charges: 


1. Implement the Specialty Section Charges as listed. 
2. Survey the membership of the next evidence based CPG that should be developed. 


 
2017-18 Chair: Chair-Elect (2017):  
Steve Sittig, RRT-NPS, C-NPT, FAARC 


 
 


Medical Advisor:  Ira Cheifetz, MD 
AARC Staff:  Tim Myers 


 


Sleep Specialty Section 
Additional Charges: 


1. Implement the Specialty Section Charges as listed. 
 
2017 Chair:  Chair-Elect (2018):  
Katherine McKay (Turner), RRT    Will need to hold an election in 2017 


 
Medical Advisor: Paul Selecky MD 
AARC Staff: Tim Myers 
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Surface & Air Transport Section 
Additional Charge: 


1. Implement the Specialty Section Charges as listed. 
 
2016-2018 Chair:      Chair-Elect (2018): 
Tabatha Dragonberry, BSRT, RRT-NPS, AE-C    
   


 
Medical Advisor: Robert Aranson, MD 
AARC Staff: Shawna Strickland 
 


 
* = Board Seat 
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AARC Fellowship Committee 
Objectives: 


1. Review applications of nominees for AARC Fellow Recognition (FAARC). 
2. Select individuals who will receive the AARC Fellow recognition prior to the International 


Respiratory Care Congress. 
 
Measure of success:  
1. The revised nomination and selection process to be presented to the Spring BOD meeting.   
 
Chair: 
Patrick Dunne MEd RRT FAARC 


 
Members: 
Richard M. Ford, BS, RRT FAARC 
Dean Hess PhD RRT FAARC 
John D. Hiser, MEd, RRT, CPFT, FAARC  
Trudy Watson, BS, RRT, FAARC 
Frank Salvatore, MBA, RRT, FAARC 
 
AARC Staff:  Tom Kallstrom, MBA, RRT, FAARC 
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Benchmarking Committee 
Objectives: 


1. Investigate, through client feedback, what other outcomes are important to compare 
and the feasibility of incorporating them in the program. 


2. For each committee member to serve as an AARC Benchmarking expert to assist in 
providing existing and potential clients with direct assistance regarding data entry 
and results interpretation. 


3. Determine the feasibility of developing and incorporating product improvements into 
the system, including the review and updating of all sections and the use of industry 
consistent terminology. 


4. To advise the AARC in the development of programs to retain the existing client base 
and attract new users. 


5. Investigate the possible adoption of AARC Benchmarking standards to accreditation 
(Joint Commission) or regulatory bodies such as CMS.  


6. Explore joining forces with other benchmarking agencies such as UHC and CHA who 
also have standards for respiratory care practices.   


7. Explore making the AARC benchmarking a benefit of management section 
membership.   


 
Measures of success: 
1. Improved sales of benchmarking.   
2. Improved distribution of benchmarking data that promotes best professional practice.  


 
Chair: 


  Chuck Menders, BA, RRT, AE-C 
 
Members: 
Tom Berlin, DHSc, RRT 
Bill Cohagen, BA, RRT, FAARC 
Richard Ford BS RRT FAARC 
Cheryl Hoerr, MBA, RRT, FAARC 
Garry Kauffman, MPA, RRT, FAARC 


 
AARC Staff:  Tim Myers  
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Billing Codes Committee 
Objectives: 


1. Recommend new AMA CPT respiratory care and pulmonary function related codes as 
needed and assist with coding proposals 


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


the Uniform Reporting Manual. 
 
Measures of success: 
1. Yearly updates to coding changes on the resource page. 
2. Submit coding proposals as needed. 


 
Chair: 
Susan Rinaldo-Gallo, MEd, RRT, FAARC 
 
Members: 
Colleen Schabacker, BA, RRT, FAARC 
Karen Neale, MHA/ED, RRT  


 
AARC Staff:  Anne Marie Hummel 
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Government Affairs Committee 
Objectives: 


1. Find ways to gain support for the Telehealth bill.  
2. Investigate ways for Respiratory Therapist to be recognized as professionals by the 


government. (Department of Labor, Department of Defense, etc.) 
3. Assist the State Societies with legislative and regulatory challenges and 


opportunities as these arise. Over the next two years provide assistance to states 
that begin moving toward RRT and/or BS entry for those seeking new license. 


4. Work with PACT coordinators and the HOD to establish in each state a communication 
network that reaches to the individual hospital level for the purpose of quickly and 
effectively activating grassroots support for all AARC political initiatives on behalf of 
quality patient care. 


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


members communicate with their liaison state during active committee work periods. 
7. Assist in coordination of consumer supporters 


 
Measures of success: 


• 20% increase in the number of co-signers of the Telehealth bill.  
• Produce 10% more emails sent to Capitol Hill this virtual lobbying week.  


 
Co-Chair (Federal Lead):    Co-Chair (State Lead): 
Frank Salvatore, MBA, RRT, FAARC   Ray Pisani, BS, RRT-NPS 


    
Members: 
Carrie Bourassa RRT  
John Campbell MA RRT-NPS  
Jeff Mixell, BS, RRT 


  Jeffrey Gonzalez RRT NPS 
Joseph Goss BS, RRT-NPS, AE-C 
Pat Munzer, DHSc, RRT, FAARC 
Natalie Napolitano, MPH, RRT-NPS, FAARC 
Dan Perrine RRT 
Keith Siegel, MBA, RRT, CPFT 
Gary Wickman, BA, RRT, FAARC  
Mike Madison, MBA, RRT 
Charity Bowling, MA, RRT 
 
AARC Staff:  Cheryl West 
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Political Action Committee (AARCPAC)  
Objectives: 


1. Continue to seek funds from the membership and provide funds for use in 
political support of our advocacy efforts. 


2. Develop a plan for promoting State Affiliate donation to the PAC. 
3. Increase awareness of the Political Action Committee. 


 
Chair: 
Gail Varcelotti BS RRT 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


International Committee 
Objectives: 


1. Co-ordinate, market and administer the International Fellowship Program. 
2. Collaborate with the Program Committee and the International Respiratory Care 


Council to plan and present the International functions of the Congress. 
3. Strengthen AARC Fellow Alumni connections through communications and targeted 
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activities. 
4. Coordinate and serve as clearinghouse for all international activities and requests. 
5. Continue collegial interaction with existing International Affiliates to increase our 


international visibility and partnerships. 
 
Measures of Success: 
1. Host at least 5 International Fellows this year. 
2. Production of collaborative educational programs, guidelines, recommendations or position 


statements.  
3. Track and publicize AARC leadership travel to countries outside the USA in support of our 


Mission and Vision.  
4. Increase the number of international members by 10% per year.   


 
Chair: 
John D Hiser MEd RRT CPFT 
john.hiser@sbcglobal.net 


 
Members: 
Daniel Rowley BS RRT-NPS RPFT, Vice Chair/Int’l Fellows 
Hassan Alorainy BS RRT, Vice Chair/Int’l Relations 
Michael Amato MBA  
Arzu Ari PhD, MS, MPH 
Yvonne Lamme RRT MEd 
Hector Leon MD 
Vijay Deshpande MS RRT 
Bruce Rubin MD 
Jerome Sullivan PhD RRT 
Michael Runge BS RRT 
John Davies RRT 
Deborah Lierl, MEd, RRT, 
Ed Coombs, RRT-ACCS  
Natalie Napolitano, MPH, RRT-NPS, FAARC  
Dan Van Hise, RRT-NPS 
Derek Glinsman, RRT, FAARC, Emeritus 
 
AARC Staff:  Steve Nelson 
 
 
Membership Committee 
Objectives: 


1. Review, as necessary, all current AARC membership recruitment documents and toolkits 
for revision, addition and/or elimination based on committee evaluation. 


2. In conjunction with the Executive office, develop a membership recruitment 
campaign based on survey results for implementation. 


3. Identify and evaluate methods to recruit respiratory therapy students as ACTIVE 



mailto:john.hiser@sbcglobal.net
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members of the AARC. 
4. Develop a scientific, data-driven process to implement and measure the effectiveness 


of current and new recruitment strategies. 
5. Develop strategy to create more member engagement.  
6. Improve our social media exposure on Twitter, Facebook and YouTube demonstrating 


value of membership. 
 
Measures of success 


• Membership increase of 5% each year.  
• Reduce attrition of members by 2.5%. 
• Improved member engagement by increasing the number of AARConnect post, 


library resources and networking.   
 
Chair: Amanda Richter, MHA, RRT-NPS, ACCS, RPFT  
 
Members: 


John Priest, RRT-NPS Kari Woodruff, BSRC, RRT-NPS, FAARC 
Garry Kauffman RRT Tom Lamphere, BS, RRT, RPFT  
Miki Thompson, RRT Janelle Gardiner, MS, RRT 
Sarah M. Varekojis, PhD, RRT     Jeff Davis, BS, RRT 
Ray Pisani, BS, RRT                                         Adrian Childers, RRT-RCP 
Dennis Guillot, PhD, RRT     Gary Wickman, BA, RRT, FAARC 
Mandy De Vries (student)     Robert Cohn, MD, MBA, FAARC 
Hannah Donato (new graduate) 
 
AARC Staff:  Shawna Strickland/Amanda Feil 
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Position Statement and Issue Paper Committee 
Objectives: 


1. Present a plan to the BOD to have all position statements and issues papers updated to 
meet the Policy CT.008 requirements.  


2. Provide updates to the BOD periodically on the progress of meeting the policy 
requirements.  


3. Provide recommendations to the BOD regarding new position statements or issues 
papers.   


 


Measures of success: 


1. Present an action plan to the BOD for the April 2017 BOD meeting.  
2. Inventory the current position statements and issues papers and convert to the new format 


by end of 2017. 
3. Execute the plan to bring all position statements and issues papers into compliance with 


Policy CT.008 by the end of 2018.   
  


Chair: 
Patricia Ann Doorley, MS, RRT, FAARC 


 
Members: 
Denise Johnson, MA, RRT, FAARC 
Joe Goss, MSJ, RRT-NPS, AE-C 
Joyce Baker, MBA, RRT-NPS, AE-C  
Joel Brown, BSRT, RRT, FAARC  
Kim Wiles, BS, RRT, CPFT 


  
AARC Staff:  Doug Laher 
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Virtual Museum Committee 
 
Objectives: 


1. To expand the exhibits for the virtual museum. 
2. Committee members will be divided into teams to develop one or more specific exhibits.  


a. Each team will be responsible for:  
i. Determining the content to be included in the assigned exhibit’s gallery.  


ii. Identifying and selecting relevant images for the gallery.  
iii. Developing descriptions for each selected image. 
iv. Citing the source for each image. 
v. Complying with project deadlines.  


3. As exhibits are completed and in conjunction with the Executive Office devise a plan to 
publicly launch with a story via appropriate media.  


 
Measures of success: 
1. Complete and launch an exhibit per year. 
2. Improve the exhibit quality and volume of products produced. 


 
Chair: 
Trudy Watson, BS, RRT, FAARC 
 
Members: 
Gayle Carr, RRT, CPFT 
Steve DeGenaro, RRT 
Dianne Lewis, MS, RRT, FAARC 
Colleen Schabacker, BA, RRT, FAARC 
Karen Schell, DHSc, RRT-NPS, RRT-SDS, RPFT, RPSGT, AE-C, CTTS 
 
Staff Liaison: Tom Kallstrom 
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Committee on Diversity 
Objectives: 


1. Survey the AARC membership to determine the level of diversity.  Report to the AARC Board of 
Directors and House of Delegates at the October 2016 meetings in San Antonio, TX the level of 
diversity in each area, the launch of the new website and the progress of the committee.  


2. Develop a program/toolkit that can be used by the state affiliates and AARC Board to bring 
diversity into the leadership and membership of the profession. 


3. Research and compile a comprehensive list of related links and resources on diversity in health 
care for inclusion on the AARC web site, including: 


a) Cultural diversity        
b) Workforce diversity 
c) Gender equity  
d) LGBT health 
e) Health literacy 
f) Disparities in healthcare 
g) Case studies in cultural competence (Pediatric Pulmonary Centers offers a cultural 


competence module, and five case studies. 
http://support.mchtraining.net/national_ccce/index.html) 


4. The Committee and the AARC will continue to monitor and develop the web page and other 
assignments as they arise. 


a) We would like to delete the current, outdated resources, and replace them with a 
message that the site is under construction. 


5. Provide education aimed at both reducing implicit bias and increasing and appreciating diversity 
at National meetings. 


6. Create a Diversity webinar for AARC University. 
7. Develop a speaker’s bureau for the AARC to make available to state/affiliate meetings. 
8. Develop measures of success.  


 
Co-Chairs: 
Crystal Dunlevy, EdD, RRT, RCP   Jakki Grimball, MA, RRT, AE-C  
 
Committee Members: 
Joseph Buhain , EdD, RRT, FAARC   Miguel Muniz, BS 
Cheryl Hoerr, MBA, RRT, CPFT, FAARC  Daniel Rowley, MSc, RRT-ACCS, FAARC  
Edgar Mercado, BA, CRT    Mikki Thompson, MS, RRT, FAARC 
Joel Brown, BSRT, RRT, FAARC 
 
Executive Office Support: Doug Laher/Shawna Strickland



http://support.mchtraining.net/national_ccce/index.html
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Charges to the Special Representatives: 


1. When required, attend conference calls, webinars and/or meetings of the organization 
you are appointed to represent. 
 


2. Report back in writing to the next AARC Board Meeting the items discussed and/or 
provide minutes of the meeting in order to document participation and action items 
needed by the AARC Special representative and/or organization. 
 


3. Put forth expense reports to the AARC within 30 days of expenses being incurred if not 
supported by the supporting organization. 
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AMA CPT Health Care Professional Advisory Committee 
Susan Rinaldo Gallo, MEd, RRT 
gallo003@mc.duke.edu 
 
 
American Association of Cardiovascular & Pulmonary Rehab 
Gerilynn Connors, BS, RRT, FAARC 
gerilynn.connors@inova.org 
 
 
American Heart Association Alternate: 
Keith Lamb, RRT Christine Slocum, RRT, RPFT, AE-C 
lambrrt@gmail.com cslocum65@live.com  
 
 
Chartered Affiliate Consultant 
Garry W. Kauffman, MPA, FACHE, RRT, FAARC  
gkauffma@wakehealth.edu 
 
Commission on Accreditation of Medical Transport Systems 
Steven Sittig, RRT-NPS, C-NPT, FAARC 
Abbeyroad1@hotmail.com 
 
Extracorporeal Life Support Organization (ELSO)    Alternate: Keith Lamb, RRT 
Bradley Kuch, RRT-NPS, FAARC 
bradley.kuch@chp.edu 
 
International Council for Respiratory Care (ICRC) 
Governor – United States ICRC Governor at Large 
Jerome Sullivan, PhD, RRT, FAARC Patrick Dunne, MEd, RRT, FAARC 
jerome.sullivan@utoledo.edu pjdunne@sbcglobal.net 
 
The Joint Commission (TJC) 
Home Care PTAC: Lab PTAC:  
Kim Wiles, BS, RRT, CPFT (term expires 12/2017)      D. Clinkscale, MBA, RRT (term expires 12/2017) 
  kwiles@klingshc.com      frsand@ccf.org 
(Alt: Jeffrey Karamol) (Alt: Katrina Hynes) 
 
Ambulatory Care PTAC:  
David Bunting, MS, RRT (term expires 12/2017) 
david-bunting@sbcglobal.net 
(Alt: Mike Runge) 
 
National Asthma Education & Prevention Program 
Natalie Napolitano, MPH, RRT-NPS, AE-C, CTTS, FAARC 
napolitanon@email.chop.edu 
 
 
Neonatal Resuscitation Program 
John Gallagher, RRT-NPS 
john.gallagher@uhhospitals.org 



mailto:gallo003@mc.duke.edu

mailto:gerilynn.connors@inova.org

mailto:jerome.sullivan@utoledo.edu

mailto:jerome.sullivan@utoledo.edu

mailto:kwiles@klingshc.com

mailto:napolitanon@email.chop.edu

mailto:john.gallagher@uhhospitals.org
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Roundtable Charges: 
 
 
 


1.  Review the volume and content of activity of the roundtables and make a 
determination if the roundtable is a function or group that adds value to the AARC. 


 
 


2.  Review the membership and the offering of the sections and make recommendations 
to the Board for areas of improvement.  If any of the sections fall below the threshold 
of maintaining that section, please provide a written recommendation as to what 
should be done with that section. 
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Pulmonary Disease Management Roundtable 
Objectives: 


1. Recruit additional members and begin to actualize the vision of an effective and 
efficient roundtable for individuals involved in asthma and COPD disease management. 


2. Review asthma information on yourlunghealth.org and recommend corrections, 
additions and deletions to the AARC. 


3. Review the volume of activity of the roundtables and make a determination if 
the roundtable is a function or group that adds value to the AARC. 


 
Chair:  
Michele DaSilva, BA, RRT-NPS 


 
Staff Liaison: Tom Kallstrom 
BOD Liaison: Sheri Tooley 


 
 
Consumer Roundtable 
Objectives: 


1. Continue to develop objectives for the consumer roundtable. 
2. Enroll additional members and begin to actualize the vision of an effective 


and efficient roundtable for consumers. 
3. Increase consumer networking by providing safety and public policy alerts and 


distributing information necessary to transform respiratory patients into 
prudent buyers of respiratory services. 


4. Develop a mechanism where consumers can give input regarding information 
that they need to empower themselves to make educated decisions about the 
treatment and management of their disease process. 


5. Review the volume of activity of the roundtables and make a determination if 
the roundtable is a function or group that adds value to the AARC. 


 
Chair: 
Tom Kallstrom, MBA, RRT, FAARC 
 
Staff Liaison:  Tom Kallstrom 
BOD Liaison:  Frank Salvatore 
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Disaster Response Roundtable 
Objectives: 


1. Continue to work with Health and Human Services in regards to their call for a list of 
Respiratory Therapists that could be called to duty in cases of national/state 
emergencies. 


2. Continue to develop the use of the AARC’s Disaster Response List Serve to foster 
involvement and provide an ongoing communication resource. 


3. Foster ideas for presentation at the AARC Congress. 
4. Provide recommendations to the President when our disaster response funds should be 


open to applications for assistance.  
 
Chair: 
Charles Friderici, RRT 


 
Staff Liaison:  Shawna Strickland 
BOD Liaison:  John Lindsey 


 
 
 
Neuro-respiratory Roundtable 
Objectives: 


1. Enroll additional members and begin to actualize the vision of an effective and 
efficient roundtable for all healthcare practitioners with an interest in neuro-
respiratory patient management and care.  


2. Provide the AARC Program Committee with formal proposals for lectures/seminars 
that meet the needs of your membership and enlighten all healthcare practitioners on 
the topic of neuro-respiratory care practices. 


3. Review the volume of activity of the roundtables and make a determination if the 
roundtable is a function or group that adds value to the AARC. 


 
Chair:      
Garner Faulkner, BSRC, RRT, AE-C 
   


 
Staff Liaison:  Doug Laher 
BOD Liaison:  Cheryl Hoerr
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Tobacco Free Lifestyles Roundtable 
Objectives: 


1. Conduct a survey to assess the needs and potential vision of AARC members of the 
Tobacco Free Lifestyle Roundtable. 


2. Review and revise the smoking cessation resources on the AARC Website. 
3. Increase the Tobacco Free Lifestyle roundtable membership to section status in 2016. 
4. Review the volume of activity of the roundtables and make a determination if the 


roundtable is a function or group that adds value to the AARC. 
 
Chair: 
Georgianna Sergakis, PhD, RRT, FAARC 


 
Staff Liaison:  Shawna Strickland 
BOD Liaison:  Natalie Napolitano 


 
 
 
Military Roundtable 
Objectives: 


1. Continue to develop relationships and strategies to achieve officer status for respiratory 
therapists in the U.S. uniformed services. 


2. Enroll additional members and begin to actualize the vision of an effective and 
efficient roundtable for all military healthcare practitioners with an interest in 
respiratory care. 


3. Provide the AARC Program Committee with formal proposals for lectures/seminars 
that meet the needs of your membership and enlighten all healthcare practitioners 
on the topic of the practice of respiratory care in the military. 


4. Review the volume of activity of the roundtables and make a determination if 
the roundtable is a function or group that adds value to the AARC. 


 
Co-Chair: 
Harry Román, MA, RRT 
Harry.roman1.civ@mail.mil 
 
Co-Chair: 
Joseph Buhain, EdD, RRT, FAARC 
 
Staff Liaison:   Tom Kallstrom 
BOD Liaison:  Deb Skees



mailto:Harry.roman1.civ@mail.mil
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Research Roundtable 
Objectives: 


1. Establish an effective platform for networking and communication between the 
members of your roundtable. 


2. Enroll additional members and begin to actualize the vision of an effective and efficient 
roundtable for all healthcare practitioners with an interest in respiratory care research. 


3. Provide the AARC Program Committee with formal proposals for lectures/seminars that 
meet the needs of your membership and enlighten all healthcare practitioners on the 
topic of respiratory care medical research. 


4. Review the volume of activity of the roundtables and make a determination if the 
roundtable is a function or group that adds value to the AARC. 


 
Chair: 
John Davies, MA, RRT, FAARC 


 
Staff Liaison:   Steve Nelson 
BOD Liaison:  Ellen Becker 


 
 
Informatics Roundtable 
Objectives: 


1. Establish an effective platform for networking and communication between the 
members of the Roundtable. 


2. Enroll additional members and begin to actualize the vision of an effective and efficient 
roundtable for all healthcare practitioners with an interest in informatics. 


3. Bring the concerns and issues of your membership as related to informatics in 
respiratory care to the attention of the AARC Board of Directors as indicated. 


4. Provide the AARC Program Committee with formal proposals for lectures/seminars that 
meet the needs of your membership and enlighten all healthcare practitioners on the 
topic of informatics and respiratory care. 


5. Review the volume of activity of the roundtables and make a determination if the 
roundtable is a function or group that adds value to the AARC. 


 
Chair: 


  Constance Mussa, PhD, RRT-NPS 
 
Staff Liaison: Steve Nelson 
BOD Liaison:  Brian Walsh 
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Geriatric Roundtable 
Objectives: 


1. Continue working with the AARC Times staff to assure each AARC Times issue has an 
article for “Coming of Age”. 


2. Prepare fact sheets on what respiratory therapists should know related to the 
following topics suitable for publication in AARC communications or website posting: 
a. Common respiratory prescription medications used by older adults.  
b. Immunizations for older adults 
c. Communicating with the geriatric patient  
d. Geriatric end of life/palliative care 


3. With Executive Office review material on yourlunghealth.org for relevance and 
appropriateness for geriatric population. 


4. Review the volume of activity of the roundtables and make a determination if the 
roundtable is a function or group that adds value to the AARC. 


Chair:   
Mary Hart, MS, RRT, AE-C 


Staff Liaison:  Steve Nelson 
BOD Liaison:  Tim Op’t Holt 


 
 
International Medical Mission Roundtable 
Chair: Michael D. Davis, BS, RRT 
Co-Chair: Lisa Trujillo, DHSc, RRT 


 
Purpose: 
To provide a forum where AARC members who are interested in the many aspects of 
international respiratory care, medical education and humanitarian efforts throughout the 
world can collaborate, share experiences and develop new ideas. 
Goals: 


1. Provide AARC members a forum where they can network with other members with 
similar interests in delivering respiratory care, medical education and humanitarian aid 
to countries throughout the world 


2. Foster the development of international collaborative research possibilities that 
stretch beyond our borders. 


3. Establish a forum where AARC members involved in international work can showcase 
their projects, view others accomplishments and learn from each other’s experiences. 


4. Review the volume of activity of the roundtables and make a determination if the 
roundtable is a function or group that adds value to the AARC. 


 
Staff Liaison: Steve Nelson 
BOD Liaison:  Karen Schell 
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Simulation Roundtable 
Chair: Julianne S. Perretta MSEd, RRT-NPS 


 
Purpose: To develop a network of respiratory therapists interested in the sharing of 
simulation ideas and curricula as well as to provide a place to collaborate on future simulation 
research and training for the respiratory community. 
 
Objectives: 


1. Guide future formalized training for respiratory care practitioners using 
patient simulation. 


2. Aid the AARC in bringing formalized recommendations to the Simulation Alliance Task 
Force regarding the simulation needs of the respiratory community. 


3. Promote a forum for asking questions regarding simulation curriculum development 
and utilization, and the sharing of simulation ideas, lessons learned, and curriculum. 


4. Provide a place to collaborate for multi-centered simulation research and training 
for respiratory care practitioners. 


5. Review the volume of activity of the roundtables and make a determination if 
the roundtable is a function or group that adds value to the AARC. 


 
Staff Liaison: Shawna Strickland 
BOD Liaison: Lisa Trujillo 
 
Palliative Care Roundtable 
Chair: Helen Sorenson, MA, RRT, CPFT, FAARC  


Objectives: 


I. To clearly define palliative care and provide RTs with a discussion board to address 
palliative care issues, regardless of the setting (ICU, long-term care, home care) or the 
age (neonatal to geriatric) of the patient. 


II. To serve as a resource for respiratory therapists concerning all aspects of palliative 
care. 


Goals 


1. Establish/review palliative care guidelines for patients of all ages 
2. Develop a series of helpful guides about palliative care for healthcare providers/ 


respiratory therapists/palliative care teams/ patients and families 
3. Submit/provide for consideration, annual lectures on palliative care to be presented at 


the International AARC Congress 
4. Develop educational materials on palliative care and make this available to all educators 


in the respiratory care community. 
 
BOD Liaison: Cheryl Hoerr 
Staff Liaison: Shawna Strickland 
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Patient Safety Roundtable 
Co-Chairs:  Kevin McQueen, MHA, RRT/Steve Sittig, BSRT, RRT-NPS, CPFT, AE-C 


Objectives: 


 1. Monitor work and best practices being done by outside organizations. 
 2. Present innovative and best practice patient safety practices with the membership of 
the roundtable and the AARC. 
 
BOD Liaison: Sheri Tooley 
Staff Liaison: Tim Myers
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Ad Hoc Committee on Advanced Respiratory Therapy Practices, Credentialing and Education 
(Started 04/2015) 
 
Objectives: 
(Revised 11/2016) 


1.      Create the framework for the needs assessment, retain a third-party consultant to 
conduct the needs assessment, conduct the needs assessment, and evaluate 
completed needs assessment to determine appropriate next steps. 


2.      Clearly define the pros and cons of both an “incident to” and a direct billing 
approach related to advance practice provider reimbursement and provide 
information that assists in determining the best approach to establish for future use. 


3.      Identify states where passage of advance practice provider licensure or certification 
would have the greatest chance of success.  


4.      Align work of the committee with other workgroups, committees and activity 
involved with the development of practices, credentialing and education criteria for an 
advance practice provider.   


5.      General - Identify at least one educational institution to offer an educational pilot 
program(s) for advance practice provider.  


a.      Identify possible mechanisms to provide funding through the ARCF or other 
stakeholder(s) (e.g., employers) to support the pilot program(s). (??) 


6.      Consider the development of the credential for the advance practice provider. 
 
Committee: 
AARC Representatives: 


Ellen Becker, PhD, RRT-NPS, FAARC 
Dana Evans, MHA, RRT-NPS 
Lynda Goodfellow, EdD, RRT, FAARC 
Dr. David Kelley 
Anne Marie Hummel 
John Wilgis, MBA, RRT – CO-CHAIR 
AARC Executive Office Liaison: Shawna Strickland 


CoARC Representatives: 
Dr. Kevin O’Neil 
Dr. George Burton 
Sarah Varekojis, PhD, RRT 
Dr. Kathy Rye 
CoARC Executive Office Liaison: Dr. Shane Keene 


NBRC Representatives: 
Thomas Fuhrman, MD     
Kerry George, MEd, RRT, RRT-ACCS, FAARC  
Robert Joyner, PhD, RRT, RRT-ACCS, FAARC - CO-CHAIR 
Carl Haas, MS, RRT-ACCS, FAARC  
NBRC Executive Office Liaison: Gary Smith, RRT (Hon) 


 
 
 







43 


 
 
 
Ad Hoc Committee on AARC Research Fund for Advancing the Respiratory Care Profession 
(Old name – Million Dollar Fund Comm.)   
(Restarted November 2015) 
 
Objectives: 


1. Establish an application process acceptable to the AARC BOD 
2. Establish call for applications that supports presidential goals of quality, safety, value.  
3. Implement a funding mechanism that produces published results. 


 
Chair: Lynda Goodfellow, EdD, RRT, FAARC 
 
Members: Georgianna Sergakis, PhD, RRT, FAARC 
Greg Ruppell, MEd,RRT,RPFT, FAARC  


AARC Staff Liaison: Tim Myers/Shawna Strickland 
 
 
Ad Hoc Committee on AARC Student Website Enhancement: 
(Started November 2015) 
 
Objectives: 


1. Review the AARC “student” website pages for current content  
2. Review other student web resources to see what’s available outside the AARC  
3. Survey students to solicit ideas what they believe would make the AARC website the 


#1 resource for students to visit.  
4. Solicit ideas for site enhancement among committee members 
5. Develop list of changes and additions for the website.  
6. Work with the Executive Office Staff to evaluate new content  
7. Create a sustainability model to ensure that content remains current  


 
Chair: 
Tom Lamphere, BS, RRT-ACCS, FAARC 
 
Members: 
Gary Wickman, BA, RRT, FAARC 
Karen Schell, DHSc, RRT-NPS, RRT-SDS, RPFT, RPSGT, AE-C, CTTS 
Sarah Varekojis, PhD, RRT 
Sherry Whiteman, MS, RRT 
Fred Goglia, MEd, RRT 
David Zobeck, MM, RRT, CPFT 
 
AARC Staff Liaisons: Tim Myers/Shawna Strickland 
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Ad Hoc Committee on State Initiatives 
(Started April 2016) 
 
Objectives: 


1. Research possible initiatives that can be put into a format to deliver to state affiliates 
in order to create better access to RTs by patients who are on state services such as 
Medicaid. 


2. Act as a subject matter expert/resource to the state affiliates who need guidance and 
support as they put forth the initiatives created by the committee.” 


 
Chair – John Wilgis, MBA, RRT 
 
Committee Members:  
Sam Giordano, MBA, RRT, FAARC 
Joseph Goss, MSJ, RRT-NPS, AE-C 
Gene Gantt, RRT, FAARC 
Kenneth Alexander, MS, RRT 
Jan Fields, EdD, PhD, RRT, AE-C  
Jakki Grimball, MA, RRT, AE-C 
Zach Gantt, RRT 
Steve Sittig, RRT-NPS, FAARC 
(additional members to be added as committee needs). 
 
AARC Staff Liaisons: Tom Kallstrom and Cheryl West 
 
 
2/20/2017 2:25 PM 
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American Association for Respiratory Care Vision Grant 


Through generous funding from the American Association for Respiratory Care (AARC), 
a Research Program was established in 1996 to sponsor research to determine 
relationships between clinical interventions by respiratory therapists and the outcomes 
of care. The primary purpose of the AARC Vision is to provide funding to members 
conducting research initiatives that can document the clinical and economic impact of 
respiratory therapists specifically related to the organization’s mission to secure the 
highest quality care for all patients who suffer from cardiopulmonary disease.  


Interest is broad. Applications are encouraged to focus on clinical trials and outcomes 
research to determine how clinical interventions by respiratory therapists affect overall 
health of patients. Priority will be given to projects (listed below) that have broad 
relevance. Single-center projects, for example, should specifically address the potential 
to generalize their findings to other respiratory care settings. For more information, 
please contact Shawna Strickland. 


PRIORITY PROJECTS 
The AARC Board of Directors may identify key areas of interest and issue an individual 
request for proposal (RFP) (please see RFP section of this page) that outline priorities, 
deadlines, and funding information. If not specifically outlined in the RFP, the panel will 
give priority to research proposals in the following care settings: 


 Home health  
 Outpatient clinics and physician offices  
 Acute care 
 Critical care 
 Long term care 
 Managed care  
 Integrated delivery systems 
 Telehealth  
 Other settings outside inpatient areas within acute care hospitals  


APPLICATION SUBMISSION DEADLINE: The call for proposals will be released by 
April 30 of each year. Proposals are due by August 1. Electronic submissions will be 
accepted in the online submission form. 


ELIGIBILITY 


The principal investigator must be a current AARC member with a baccalaureate 
degree or higher and maintain AARC membership throughout funding. Applications are 
encouraged from junior and established investigators. Applications may request 
independent support or may include research mentors who are AARC members and 
can demonstrate research credentials in the areas of clinical and outcomes research. 
Previous recipients of the AARC may not reapply for a period of five years from the date 
of the previous grant award.  



mailto:strickland@aarc.org

https://form.jotform.com/63474822923966

http://www.sccm.org/About-SCCM/Pages/Join-SCCM.aspx

http://www.sccm.org/About-SCCM/Pages/Join-SCCM.aspx
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APPLICATION REQUIREMENTS 


Research Agenda 
The American Association for Respiratory Care (AARC) has developed a restricted fund 
in support of these research priorities developed by the AARC Respiratory Care 
Research Council and approved by the AARC Board of Directors:  


1. To support new investigators who are respiratory therapists (RT)  
2. To determine the outcomes of care provided by respiratory therapists with 


expanded or advanced roles in various settings  
3. To determine the outcomes of healthcare systems that choose to use RTs to 


deliver respiratory care services in alternative settings.  


In pursuing this agenda, investigators should evaluate and compare the roles, 
effectiveness, and efficiency of respiratory therapy with other providers of respiratory 
care in various settings. Initiatives to explore both the clinical and economic impact of 
respiratory therapy in traditional and expanded roles in healthcare will be considered. 


Research Fund Guidelines will include:  


1. A proposed hypothesis that will measure the value of RTs in a health care 
setting.  


2. An established methodology with scientific merit that is subject to Institutional 
Review Board (IRB) approval. 


3. Research team at minimum will include a registered respiratory therapist (RRT) 
with a baccalaureate degree or higher and is an AARC member in good 
standing. 


4. Primary Investigator (PI) or Research Team identified have:  
a. Experience in performing similar research studies  
b. Identified assistance of appropriate support staff (e.g., statistician, 


information technology, etc.) 
c. Involve more than one respiratory therapist, respiratory therapy 


leadership, and administration where feasible  
5. Funding requests have:  


a. Reasonable allocations of indirect staff costs (no more than 28%) 
b. Limited percentage of expenses in capital (no more than 15%) 
c. Limited allowance for travel (less than $2,000)  
d. Defined project deliverables at each stage of funding  


The AARC Research Committee will review submissions. The Research Committee 
Scoring checklist will be used by the review panel to score all grant applications and 
should be used to guide those submitting proposals to assure that all required 
information is provided (Attach link to criteria document here).  


Failure to meet the above criteria does not necessarily eliminate the proposal from 
consideration provided that the researcher adequately addresses the issue to the 
satisfaction of the AARC Research Committee and/or AARC Board of Directors.  
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SPECIFIC REQUEST FOR PROPOSALS 
 


Young Investigators Award  
The AARC Vision Grant committee is requesting proposals to meet project priorities and 
agenda from investigators who have two years or less of research experience. If the 
young investigator is asked to submit a full proposal, they will be given the AARC 
Leadership Institute Research Curriculum to assist with completing the full application 
process. If the full application is funded, a research mentor will be assigned to assist 
with meeting milestones. 


 Funding cap (direct and indirect costs): $50,000 over 2 years 
Grant funding, if approved, will be dispersed according to milestones met by the 
researcher based on a schedule determined by the AARC Research Committee. 


 
Telehealth 
The AARC Vision Grant committee is requesting proposals to meet the project priorities 
in the alternative care arena of telehealth. Telehealth is the broad use of electronic 
synchronous or asynchronous communication technology to provide virtual health care 
services and consultations (telemedicine) for patients or providers residing in separate 
locations. Services can include patient assessment and education, diagnostic 
evaluation, sleep testing, monitoring, disease management, disease prevention, health 
promotion, and rehabilitation as well as specific patient consultations. 


 Funding cap (direct and indirect costs): $100,000 over 2-5 years 


 Grant funding, if approved, will be dispersed according to milestones met by the 
researcher based on a schedule determined by the AARC Research Committee. 


 
Respiratory Therapy Advanced Practice    
The AARC Vision Grant committee is requesting proposals to meet the project priorities 
and agenda from investigators who are seeking to prove the utility of RTs as physician 
extenders.  


 Funding cap (direct and indirect costs): $100,000 over 2-5 years 


 Grant funding, if approved, will be dispersed according to milestones met by the 
researcher based on a schedule determined by the AARC Research Committee. 


 
 


NOTIFICATION AND FUNDING 
 


1. If funding is awarded, the awardee will be notified by December 1 of the 
application year. 


2. Once approved, the funding will begin on January 1 of the following year and will 
continue as long as milestones are met. 


3. Progress reports will be due to the AARC Executive Office every June 30 and 
December 31 until the award ends. 


4. A final report will be due to the AARC Executive Office no later than 3 months 
after the award closeout. 
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AARC 
Bylaws


 
ARTICLE I - NAME


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


ARTICLE II - OBJECT
 
SECTION 1. MISSION and VISION
 
The American Association for Respiratory Care 
(AARC) will continue to be the leading nation-
al and international professional association for 
respiratory care.  The AARC will encourage 
and promote professional excellence, advance 
the science and practice of respiratory care, and 
serve as an advocate for patients, their families, 
the public, the profession and the respiratory 
therapist.
  
SECTION 2. PURPOSE
 
The Association is formed to:
a.	 Encourage, develop, and provide education-


al programs for those persons interested in 
respiratory therapy and diagnostics, herein-
after 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 profes-
sions, hospitals, service companies, indus-
try, governmental organizations, and other 
agencies interested in respiratory care.


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


SECTION 3. INTENT
 
a.	 No part of the monies of the Association 


shall inure to the benefit of any private 
member or individual, nor shall the 
Association perform particular services for 
individual members thereof.


b.	 The Board of Directors shall provide for 
the distribution of the funds, income, and 
property of the Association to charitable, 
educational, scientific, or religious corpo-
rations, organizations, community chests, 
foundations, or other kindred institutions 
maintained and created for one or more of 
the foregoing purposes, if at the time of 
distribution the payee or distributees are 
exempt from income taxation, and if gifts 
or transfers to the payee or distributees are 
then exempt from taxation under the provi-
sions of Sections 501, 2055, and 2522 of the 
Internal Revenue Code or changes which 
amend or supersede the said sections.


c.	 In the event of the dissolution of this 
Association, whether voluntary or invol-
untary, all of its remaining assets shall be 
distributed in such a manner as the Board of 
Directors of this Association shall by major-
ity vote determine to be best calculated to 
carry out the objectives and purposes for 
which the Association is formed. The distri-


bution of the funds, income, and property of 
this Association upon the dissolution may be 
made available to any charitable, education-
al, scientific, or religious corporations, orga-
nizations, community chests, foundations, 
or other kindred institutions maintained and 
created for one or more of the foregoing 
purposes, if at the time of distribution the 
payee or distributees are then exempt from 
income taxation, and if gifts or transfers 
to the payee or distributee are then exempt 
from taxation under the provisions of 
Sections 501, 2055 and 2522 of the Internal 
Revenue Code or changes which amend or 
supersede the said sections.


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


ARTICLE III - MEMBERSHIP
 
SECTION 1. CLASSES
 


The membership of the Association 
shall include three classes: Active Member, 
Associate Member, and Special Member.
 
SECTION 2. ACTIVE MEMBER
 


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


 
SECTION 3. ASSOCIATE MEMBER
 


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


fied as foreign members if they meet all the 
requirements for Associate Membership and 
they are citizens of or reside in any country 
other than the United States of America.


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


c.	Foreign Student Member – Individuals will 
be classified as Foreign Student Members if 


they meet all the requirements for a Foreign 
Member and are enrolled in an education-
al program in respiratory care which is 
accredited or is seeking accreditation by an 
appropriate governmental or professional 
accrediting agency.


d.	Physician Member – Individuals will be 
classified as Physician Members if they meet 
all the requirements for Associate member-
ship and are duly licensed as doc- tors of 
medicine or osteopathy.


e.	 Industrial Member – Individuals will be clas-
sified as Industrial Members if they meet all 
the requirements for Associate Membership 
and their primary occupation or business or a 
majority of their business time is directly or 
indirectly devoted to the manufacture, sale, 
or distribution of equipment or products 
which are directly or indirectly used in the 
area of respiratory care.


SECTION 4. SPECIAL MEMBER


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


b.	Honorary Members –Honorary Members 
shall be persons who have rendered dis-
tinguished service to the field of respira-
tory care. Honorary Members shall have 
all the rights and privileges of Associate 
Membership of the Association. Honorary 
Members shall be exempt from the payment 
of dues.


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


 
SECTION 5. PREREQUISITES 
FOR MEMBERSHIP
 


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


SECTION 6. APPLICATION 
FOR MEMBERSHIP
 
a.	 Applicants for membership shall submit 


their completed official application to the 
Executive Office of the Association.


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


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


 
SECTION 7. SPECIALTY SECTIONS
 
a.	 Specialty Sections representing particular 


areas of interest within respiratory care shall 
be made available to Active, Associate, and 
Special Members of the Association.  The 
purpose, organization and responsibilities 
of Specialty Sections shall be defined in the 
policies and procedures of the Association. 
A seat on the Board of Directors will be 
granted to those Specialty Sections with a 
minimum of 1000 active members, limited 
to six seats total as defined in the policies 
and procedures of the Association. 


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


 
SECTION 8. PAYMENT OF DUES
 


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


 
SECTION 9. ETHICS


 
If the conduct of any member shall appear to 


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


 
ARTICLE IV - OFFICERS


 
SECTION 1. OFFICERS


 
a.	 The Officers of the Association shall consist 


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


b. Officers of the Association shall not 
concurrently be officers, board members, 
or staff of the national respiratory care 
credentialing, accreditation bodies, or 
chartered affiliates.


 
SECTION 2. TERM OF OFFICE
 
a.	 The term of office for the President-elect 


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


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


 


SECTION 3. VACANCIES IN OFFICE
 
a.	 In the event of a vacancy in the office of 


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


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


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


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


SECTION 4. DUTIES OF OFFICERS
 
a.	 President – The President shall be the 


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


b. President-elect – The President-elect, if 
sitting, shall perform duties as assigned by 
the President or Board of Directors.


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


d. Vice President for External Affairs – The 
Vice President for External Affairs shall 
serve as a liaison to committees and groups 
as designated by the President and perform 
such other duties as shall be assigned by the 
President or the Board of Directors.


e. Secretary-Treasurer – The Secretary 
Treasurer shall see that full and accurate 
accounts are kept; see that the Executive 
Office submits monthly financial statements 
to the Board of Directors, House of 


Delegates Officers, and the Finance 
Committee within a reasonable period of 
time after the monthly closing of the books, 
make a complete written yearly report at the 
Annual Business Meeting; keep complete 
and accurate minutes of meetings of the 
Board of Directors, Executive Committee, 
Finance Committee, the Annual Business 
Meeting, and any other meeting as directed 
by the President; and perform such other 
duties as shall be assigned by the President 
or the Board of Directors. At the expense 
of the Association, the Secretary-Treasurer 
shall be bonded in an amount determined by 
the Board of Directors.


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


 
ARTICLE V - BOARD OF DIRECTORS


SECTION 1. COMPOSITION 
AND POWERS
 
a.	 The executive government of the 


Association shall be vested in a board of no 
more than eighteen (18) Active Members 
consisting of at least five (5) Officers, 
and twelve (12) Directors-at-Large, and/
or Section Chairs serving as a Director 
from the top six Specialty Sections with 
a minimum of 1000 active members of 
the Association. So as long as the number 
of Section Chairs serving as Directors is 
at least six (6), the number of at-Large 
Directors shall be equal to the number of 
Section Chairs serving as Directors. If 
the number of Sections Chairs serving as 
Directors is less than six (6), the number 
of at-Large Directors shall be increased to 
assure a minimum of twelve (12) Directors 
on the Board of Directors.  The Immediate 
Past Speaker of the House of Delegates, 
the Chair of the President’s Council and 
the Chair of the Board of Medical Advisors 
shall serve as non-voting members. 
Directors shall be elected in accordance with 
the provisions of Article XII, Section 2 (b).


b.	 Members of the Board of Directors shall not 
concurrently be officers, board members, 
or staff of the national respiratory care 
credentialing, accreditation bodies, or 
chartered affiliates.


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


 
SECTION 2. TERM OF OFFICE
 


Up to one-third (1/3) of the at-Large Directors 
shall be elected each year, and the term of 
office for all Directors shall begin following 
the Annual Business Meeting and shall be three 
(3) years.
 
SECTION 3. DUTIES
 
The Board of Directors shall:
a.	 Supervise all the business and activities 
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of the Association within the limitation of 
these Bylaws.


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


c. Govern the activities of the Executive 
Director.


d. Grant charters to affiliates which meet 
the requirements for affiliation upon 
recommendation of the Chartered Affiliates 
Committee; and have the power to revoke 
charters.


e. Adopt and rescind standing rules, regulations, 
policies, and procedures of the Association.


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


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


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


 
SECTION 4. VACANCIES
 
a.	 Any vacancy that occurs in the office of 


an at-Large Director shall be filled by 
appointment by the Board of Directors.


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


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


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


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


SECTION 5. MEETINGS
 
a.	 The Board of Directors shall meet 


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


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


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


d. A majority of the Board of Directors shall 
constitute a quorum at any meeting of the 
Board.


SECTION 6. VOTE OF 
MEMBERSHIP
 


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


ARTICLE VI - ANNUAL 
BUSINESS MEETING


 
SECTION 1. DATE AND PLACE
 
a.	 The Association shall hold an Annual 


Business Meeting each calendar year. 
Additional meetings may be held as required 
to fulfill the objectives of the Association.


b. The date and place of the Annual Business 
Meeting and additional meetings shall 
be decided in advance by the Board 
of Directors. In the event of a major 
emergency, the Board of Directors may 
cancel the scheduled meeting, set a new 
date and place if feasible, or conduct the 
business of the meeting by alternate means 
provided the material is distributed in the 
same words to the membership.


 
SECTION 2. PURPOSE
 
a. The Annual Business Meeting shall be for 


the purpose of receiving reports of officers 
and committees, the results of the election, 
and for other business brought by the 
President.


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


SECTION 3. NOTIFICATION
 


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


ARTICLE VII - HOUSE OF 
DELEGATES


 
SECTION 1. COMPOSITION
 
 a	 The House of Delegates shall be composed 


of from one (1) to three (3) delegates from 
each Chartered Affiliate of the Association 
They shall be hereinafter referred to as the 
Delegation.


b. A Speaker shall be elected by and from 
the House to chair House meetings. The 
House shall elect such other officers and be 
responsible for such organizational practices 
as it may otherwise require.


 


SECTION 2. PURPOSE
 


The House of Delegates shall serve as a 
representative body of the general membership 
and the representative body of the Chartered 
Affiliates of the Association. It shall participate 
in the establishment of the goals and objectives 
for the Association and participate in the 
governance of the Association.
 
SECTION 3. DUTIES
 
a.	 The House of Delegates shall adopt such 


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


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


c. Each Delegate shall:
1.	Attend all meetings of the House of 


Delegates and report the activities to the 
respective Chartered Affiliate.


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


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


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


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


 
SECTION 4. MEETING
 


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


SECTION 5. ELECTION OF 
DELEGATES 
 
a. The Delegation shall be elected by the 


Active Members of the Association within 
their respective Chartered Affiliates.


b. Only Active Members in good standing of 
the Association who are not on the Board of 
Directors of the Association shall be eligible 
to be members of a delegation.


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


SECTION 6. VOTING
 
a.	 Each delegation shall have one (1) vote for 


each Active Member within their Chartered 
Affiliate as submitted by the Executive 
Office and certified by the House of 
Delegates Credentials Committee.


b. The House Speaker shall appoint the 
members of the House Credentials 
Committee from the House. This Committee 
shall certify the Delegation and number of 
votes each Delegation may cast.
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SECTION 7. QUORUM
 


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


ARTICLE VIII - BOARD 
OF MEDICAL ADVISORS


 
SECTION 1. COMPOSITION
 


The Board of Medical Advisors of the 
Association shall consist of no less than twelve 
(12) individual members. Representation shall 
be maintained from each member organization, 
as defined by the Association Board of 
Directors policy. Members of the Board of 
Medical Advisors shall not concurrently 
be members of national respiratory care 
credentialing or accreditation bodies. 
Appointees to the Board of Medical Advisors 
must be physicians who have an identifiable 
role in clinical, organizational, educational or 
investigative respiratory care. Members of the 
Board of Medical Advisors must be members 
of the Association during their term.
 
SECTION 2. TERM OF OFFICE
	


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


SECTION 3. DUTIES
 
a.	 The Board of Medical Advisors shall elect 


their own officers and be responsible for 
such organizational policies and procedures 
as they may require.


b. The Board of Directors of the Association and 
all of its committees and specialty sections 
may consult with the Board of Medical 
Advisors in regard to medical issues. The 
Board of Medical Advisors shall assist the 
appropriate committees and specialty sections 
regarding medical and educational issues.


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


SECTION 4. MEETINGS
 


An annual meeting of the Board of Medical 
Advisors shall be held at the time and place of 
the Annual Meeting of the Association.


ARTICLE IX - PRESIDENTS COUNCIL


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


b.	 The Presidents Council shall serve as an 
advisory body to the Board of Directors and 
perform other duties assigned by the Board 
of Directors, including, but not limited to 
selection of the Jimmy A. Young Medalists, 
life membership, and honorary membership. 


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


d.	 The Chair of the Presidents Council shall 
serve as a non-voting member of the Board 


of Directors and preside at meetings of the 
Presidents Council. 


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


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


g.	 In the event of a vacancy in the Chair, 
the vacancy shall be filled according to 
the procedure defined by the Association.  
AARC President will appoint a Council 
member to serve the duration of the term.


 
ARTICLE X - CHARTERED 


AFFILIATES
 
SECTION 1. REQUIREMENTS
 


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


SECTION 2. ADMISSION
PROCEDURE
 


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


SECTION 3. MEDICAL ADVISOR
 


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


A copy of the minutes of every meeting of 
the governing body and other business meetings 
of the Chartered Affiliates shall be sent to the 
Executive Office of the Association within thirty 
(30) calendar days following the meeting.
 
SECTION 5. SUSPENSION OR
REVOCATION OF A CHARTER
 
a.	 The Board of Directors of the Association 


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


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


 
ARTICLE XI - INTERNATIONAL 


AFFILIATES
 
SECTION 1. REQUIREMENTS
 


Twenty (20) or more Foreign Members 
in good standing of the Association meeting 


the requirements for affiliation may become 
an International Affiliate of the Association 
upon the affirmative recommendation of the 
Chartered Affiliates Committee, and approval 
by the Board of Directors of the Association.


SECTION 2. INTERNATIONAL
AFFILIATE ADMISSION 


PROCEDURE
 


The formal application for International 
Affiliate status shall be sent to the Executive 
Office of the Association and shall consist of 
a list of officers, membership, minutes of the 
organizational meeting, the Bylaws, and a letter 
requesting approval of the proposed medical 
advisor or advisors.
 
SECTION 3. INTERNATIONAL 
AFFILIATE MEDICAL ADVISOR
 


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


SECTION 4. SUSPENSION OR 
REVOCATION OF INTERNATIONAL 
AFFILIATE STATUS
 
a.	 The Board of Directors of the Association 


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


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


ARTICLE XII - COMMITTEES
 
SECTION 1. STANDING 


COMMITTEES
 
a	 The standing committees of the Association 


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


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


 
SECTION 2. COMPOSITION AND 
DUTIES OF COMMITTEES
 
a.	 Bylaws Committee


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


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


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


b.	 Elections Committee
1.	 The committee shall be composed of five 


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


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


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


4.	 The Chair of the committee shall report the 
slate of nominees to the Board of Directors 
and House of Delegates no later than June 
1. The final slate of candidates shall be 
submitted to the Board of Directors and the 
House of Delegates before submission to 
the general membership.


5.	 The committee shall be responsible 
for preparing, distributing, receiving, 
and verifing all ballots. At least sixty 
(60) days prior to the Annual Business 
Meeting, ballots setting forth the slate 
of candidates shall be made available to 
Active Members of the Association in 
good standing. Only Active Members of a 
Specialty Section may vote for the Chair-
elect of the Specialty Section. Provisions 
shall be made on the ballot for write-in 
votes for each office to be filled. Voting 
will close no less than thirty (30) calendar 
days prior to the Annual Business 
Meeting. Ballots shall be counted no less 
than twenty-one (21) calendar days prior 
to the Annual Business Meeting. The 
deadline date and time shall be clearly 
indicated on the ballot.


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


c.	 Executive Committee
1.	The Executive Committee of the Board 


of Directors shall be composed of the 
President, Immediate Past President, 
Vice President for Internal Affairs, Vice 
President for External Affairs, Secretary-
Treasurer, and in alternate years, the 
President-Elect.


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


d.	 Finance Committee
1.	The Finance Committee is composed 


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


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


e.	 Judicial Committee
1.	The committee shall consist of not fewer 


than four (4) Active Members.
2.	The committee shall review membership 


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


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


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


f.	 Program Committee
1.	The committee shall consist of not fewer 


than four (4) Active Members.
2.	The committee shall prepare the program 


for the Annual Business meeting and 
all other programs, as directed by the 
President.


g.	 Strategic Planning Committee
1.	The committee shall consist of not fewer 


than five (5) members. The chair shall be 
the Immediate Past President.


2.	The committee shall make 
recommendations to the Board of Directors 
about the direction of the Association and 
the profession of Respiratory Care.


SECTION 3. COMMITTEE CHAIR’S
DUTIES
 
a.	 The Chair shall perform those duties as 


specified by the President and the Board of 
Directors to carry out the objectives of the 
Association.


b. The Chair of each committee shall confer 
promptly with the members of that 
committee on work assignments.


c. Members of any membership class, as well 
as non-members, may be appointed as 
consultants to committees. The President 
shall request recommendations regarding 
physician consultants from the Chair of the 
Board of Medical Advisors.


SECTION 4. SPECIAL COMMITTEES
AND OTHER APPOINTMENTS
 
a. Special committees may be appointed by 


the President, subject to the approval of the 
Board of Directors.


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


SECTION 5. VACANCIES ON  
COMMITTEES
 


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


ARTICLE XIII - FISCAL 
YEAR AND BUDGET


 
a.	 The fiscal year of the Association shall begin 


on January 1 and end on December 31.
b. The annual budget proposed by the Finance 


Committee, shall be approved by the House 
of Delegates and Board of Directors before 
implementation.


ARTICLE XIV - PARLIAMENTARY 
AUTHORITY


 
The rules contained in the most current 


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


ARTICLE XV - AMENDMENT
 


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


DATE: January 5, 2017 


TO: Brian Walsh, PhD, MBA, RRT-NPS, RRT-ACCS, RPFT, FAARC, AARC 


President 


Robert L. Joyner, PhD, RRT, RRT-ACCS, FAARC, NBRC President  


Robert Aranson, BS, MD, FCCM, BOMA Chair 


 


FROM: Michael T. Amato 


ARCF Chair 


SUBJECT: Mitchell A. Baran Achievement Award for Clinical Excellence in Aerosol 


and Airway Clearance Therapies Award 2017—Solicitation of Nominations 


This annual achievement award was established in 2016 to honor the memory and legacy of 


Mitchell A. Baran, founder and Chairman of the Trudell Medical Group, a global manufacturer 


of medical devices.  Monaghan Medical Corporation, the subsidiary of Trudell Medical, is a 


leading innovator in the evidence-based delivery of aerosolized medications and airway 


clearance therapies.  


We are now accepting nominations for this award. Nominations will be invited from the AARC 


Board of Medical Advisors, the Board of Directors of the AARC, the Trustees of the ARCF, and 


the National Board for Respiratory Care (NBRC). The ARCF Board of Trustees in consultation 


with the Board of Medical Advisors Chair will make the final selection for the award recipient.  


Eligible candidates will, at minimum, possess the registered respiratory therapist (RRT) 


credential and be an active member of the AARC for at least seven years.  It is anticipated that 


nominees will also have a record of voluntary service to the AARC and/or related professional 


organizations, with special emphasis given to those individuals exhibiting demonstrable clinical 


leadership skills.  The nominating group is responsible for submitting the following:  


 A description of the nominee’s professional background (i.e. a current curriculum vitae) 


 A detailed narrative describing the nominee’s achievements in advocating and promoting 


excellence in the delivery of aerosolized mediations, airway clearance therapy and the 


impact such activities have had on patients, their families, and other clinicians, and 


 A brief notation on clinical research activities undertaken to further and strengthen the 


knowledge base of aerosol medicine and non-pharmacologic airway clearance therapy. 


In recognition, the recipient will receive an engraved crystal, monetary award, coach 


airfare, two night’s lodging and registration to the AARC Congress 2017.  


 


Please submit nominations to the Executive Office no later than June 1, 2017.  


 


cc:  ARCF Trustees 


 







Mitchell A. Baran Achievement Award for 


Clinical Excellence in Aerosol and Airway 


Clearance Therapies Award 
This annual achievement award was established in 2016 to honor the memory and legacy of 


Mitchell A. Baran, founder and Chairman of the Trudell Medical Group, a global manufacturer 


of medical devices.  Monaghan Medical Corporation, the subsidiary of Trudell Medical, is a 


leading innovator in the evidence-based delivery of aerosolized medications and airway 


clearance therapies.   


 


Throughout his long and distinguished career, Mr. Baran was unwavering in his commitment to 


the necessity of basing product development and subsequent application on a foundation of 


established scientific evidence, coupled with the clinical expertise of those using such devices. 


 


An endowment has been established in the American Respiratory Care Foundation (ARCF) to 


recognize and honor those individuals demonstrating clinical excellence and leadership in 


advocating and promoting the use of evidence-based, clinically sound practices for the delivery 


of aerosolized medications and/or the application of non-pharmacologic airway clearance 


therapies. 


 


Recipients of this award will receive a cash prize of $2,500, a piece of engraved crystal and 


round-trip coach airfare, with two nights lodging and registration, to the Annual AARC Congress 


for the year in which the award is bestowed. 


 


Eligibility and Nominating Procedure: 


At the beginning of each calendar year, the ARCF will invite nomination for the Mitchell A. 


Baran award from the AARC’s Board of Medical Advisors (BOMA), the Board of Directors of 


the American Association for Respiratory Care, the Trustees of the American Respiratory Care 


Foundation, and the National Board for Respiratory Care.  The ARCF Board of Trustees in 


consultation with the Board of Medical Advisors Chair will make the final selection for the 


award recipient.  Eligible candidates will, at minimum, possess the registered respiratory 


therapist (RRT) credential and be an active member of the AARC for at least seven years.  It is 


anticipated that nominees will also have a record of voluntary service to the AARC and/or 


related professional organizations, with special emphasis given to those individuals exhibiting 


demonstrable clinical leadership skills. 


 


A completed nomination must include following: 


 


 A description of the nominee’s professional background (i.e. a current curriculum vitae) 


 A detailed narrative describing the nominee’s achievements in advocating and promoting 


excellence in the delivery of aerosolized mediations, airway clearance therapy and the 


impact such activities have had on patients, their families, and other clinicians, and  


 A brief notation on clinical research activities undertaken to further and strengthen the 


knowledge base of aerosol medicine and non-pharmacologic airway clearance therapy. 


 


Completed nominations must be received by the ARCF Executive Office no later than June 1 of 


the calendar year in which the award is to be bestowed.  


 


Upon selection, the nominee will be so notified and invited to attend the Award Ceremony, held 


in conjunction with the AARC’s Annual Congress.  The recipient of the award will also be 


invited to attend the annual BOMA Reception for further recognition and accolades. 
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Memorandum 


DATE: January 5Forrest M. Bird, MD, PhD, ScD Lifetime Scientific Achievement 


Award., 2017 


TO: 
Brian Walsh, PhD, MBA, RRT-NPS, RRT-ACCS, AE-C, RPFT, FAARC, 


AARC President 


Robert L. Joyner, PhD RRT, RRT-ACCS, FAARC, NBRC President  


Bradley A. Leidich, MSEd, RRT, FAARC, CoARC President 


Robert Aranson, BS, MD, FCCM, BOMA Chair 


 


FROM: 
Michael T. Amato 


ARCF Chair 


SUBJECT: Forrest M. Bird Lifetime Scientific Achievement Award 2017—Solicitation of 


Nominations 


This award was established in 1983 to acknowledge “outstanding individual scientific 


contributions in the area of respiratory care of cardiopulmonary disorders.”  The annual award is 


funded by an endowment from Dr. Forrest M. Bird, founder of Bird Products Corporation, a 


developer and manufacturer of respiratory equipment.  Dr. Bird was an outstanding innovator of 


respiratory care equipment, who has inspired and encouraged many investigators to continue the 


search for methods of improving respiratory care.  He is recognized as an international educator 


and promoter of excellence in respiratory care.  


In recognition, the recipient will receive an inscribed plaque, monetary award, coach airfare, one 


night’s lodging, and registration to attend the Awards Ceremony at the AARC Congress 2017. 


Previous recipients of this prestigious award have been: 


2016   Marin H. Kollef, MD 


2015   John B. Downs, MD 


2014   John J. Marini, MD 


2013   Michael T. Newhouse, MD, FRCP©, FACP 


2012   Patrick Dunne, MEd, RRT, FAARC 


2011   Brian Carlin, MD, FAARC 


2010   Louise Nett, RN, RRT, FAARC 


2009   James K. Stoller, MD, MS 


2008   Bruce K. Rubin, MD, FAARC 


 







2007   Robert L. Chatburn, RRT-NPS, FAARC 


2006   Robert M. Kacmarek, PhD, RRT, FAARC 


2005   Richard D. Branson, MS, RRT, FAARC 


2004   Joseph L. Rau, Jr., PhD, RRT, FAARC 


2003   Robert Kirby, MD    


2002   Charlie G. Durbin, Jr., MD, FAARC   


2001   Neil R. MacIntyre, MD, FAARC   


2000   Martin J. Tobin, MD    


1999   Dean Hess, PhD, RRT, FAARC   


1998   Walter O’Donohue, Jr., MD   


1997   Alan H. Morris, MD  


1996   David J. Pierson, MD, FAARC 


1995   Leonard D. Hudson, MD  


1994   John F. Murray, MD  


1993   Peter Safar, MD   


1992   George A. Gregory, MD 


1991   Edward A. Gaensler, MD 


1990   John W. Severinghaus, MD 


1989   Roger C. Bone, MD 


1988   William F. Miller, MD, FAARC 


1987   H. Fredrick Helmholz, Jr., MD 


1986   Thomas L. Petty, MD 


1985   Claude Lenfant, MD 


1984   C. Everett Koop, MD, Surgeon General 


 


 Each year nominations are invited from the AARC Board of Directors, ARCF Board of 


Trustees, AARC Board of Medical Advisors, the National Board for Respiratory Care and 


the Committee on Accreditation for Respiratory Care.   


 


 Nominees  must have authored (or co-authored) at least 25 peer reviewed publications listed 


on Pubmed.gov that: a) clearly demonstrate the important contributions that the nominee has 


made to the science of respiratory care; b) provide evidence that the nominee was a principal 


investigator/author on the work; and c) shows a commitment to scientific process. Previous 


award recipients have generally been established investigators at either teaching institutions 


or non-profit organizations and usually have in excess of 150 PubMed citations. 


 


1. Your organization may nominate one candidate. 


2. In fairness to your nominee, you must submit a complete current curriculum vitae and 


biographical summary. 


3. We request that you tell us why you have made your choice, keeping the purpose of 


the award as designated by the donor. Your nominee must have made “outstanding 


individual scientific contributions in the area of respiratory care of 


cardiopulmonary disorders.”  This should include activities in research and 


education of physicians, therapists and nurses, through publications and lectures. 



http://pubmed.gov/





4. Each organization must provide a personal statement from their nominee of interests 


and activities outside of medicine as well as the candidate’s opinion of what their 


most significant contributions are.   


5. Remember, it is your job to sell your nominee to the selection group. 


Any submission that does not meet the criteria of the award will be eliminated.  The 


deadline for receipt of your nomination in the Executive Office is June 1, 2017. 


 


cc: AARC Board of Directors 


  ARCF Trustees 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 







 Forrest M. Bird Lifetime Achievement Award 
 


The award was established in 1983 to acknowledge "outstanding individual scientific 


contributions in the area of respiratory care of cardiopulmonary disorders." 


The annual award is funded by an endowment from Dr. Forrest M. Bird, founder of Bird 


Products Corporation, a manufacturer of respiratory equipment.  This award consists of a cash 


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


2017. 


Nominations are solicited from the AARC Board of Directors, the ARCF Board of Trustees, 


BOMA, NBRC, and CoARC.  The recipient will be selected by August 15, and the award will be 


presented during the Awards Ceremony at AARC Congress 2017. 
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Memorandum 


DATE: January 5,  2017 


TO: 
Brian Walsh, PhD, MBA, RRT-NPS, RRT-ACCS, AE-C, RPFT, FAARC, 


AARC President 


Robert L. Joyner, PhD, RRT, RRT-ACCS, FAARC, NBRC President  


Bradley A. Leidich, MSEd, RRT FAARC, CoARC President 


Robert Aranson, BS, MD, FCCM,  BOMA Chair 


 


FROM: 
Michael T. Amato 


ARCF Chair 


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


2017—Solicitation of Nominations 


The American Respiratory Care Foundation (ARCF) has initiated this year’s selection process 


for the Dr. Charles H. Hudson Award for Cardiopulmonary Public Health.  We are requesting 


one nomination from each organization. 


The purpose of this award is to recognize “efforts to positively influence the public’s 


awareness of cardiopulmonary health and wellness.” 


Previous recipients include: 


 John R. Garrison, MPA - 2016 


 William N. Rom, MD, MPH - 2015 


 Stanton A. Glantz, PhD - 2014 


 COPD Foundation - 2013 


 Melaine Giordano, MSc, RN, CPFT - 2012 


 Congressman Mike Ross - 2011 


 Not awarded in 2010 


 John Kattwinkel, MD - 2009 


 Ted and Grace Anne Koppel - 2008 


 Senator Michael D. Crapo – 2007 


 John W. Walsh − 2006 


 Christopher Reeve Foundation - 2005 


 Thomas L. Petty, MD, FCCP, FAARC - 2004 


 







 Barbara Rogers - 2003 


 National Lung Health Education Program (NLHEP) - 2002 


 David Satcher, MD, PhD, Surgeon General of the United States - 2001 


 Stephen Wehrmen, RRT, RPFT - 2000 


 Mike Moore, Attorney General, State of Mississippi - 1999 


 Jackie Joyner-Kersee - 1998 


 William W. Burgin, Jr., MD, FACP, FACCP - 1997 


 Respiratory Care Dept., Toledo Hospital - 1996 


 American Lung Association - 1995 


 Allergy & Asthma Network-Mothers of Asthmatics, Inc. - 1994 


 Lansing Area Respiratory Care Practitioners - 1993 


 Debra Koehl, RRT – 1992 


 Senator Frank Lautenberg - 1989 


 Congressman Richard Durbin - 1988 


 Terry H. DuPont, CRT - 1987 


 New York Society for Respiratory Care – 1986 


 


The nomination procedure and other details concerning the award are included on the enclosed    


information sheets.  Nominations are due in the Executive Office no later than June 1, 2017. 


cc: Board of Directors 


  ARCF Trustees 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 







Dr. Charles H. Hudson Award for 
Cardiopulmonary Public Health 


The purpose of the award is to recognize "efforts to positively influence the public's 


awareness of cardiopulmonary health and wellness." The award is funded by an endowment 


from Hudson Respiratory Care Inc. and was established in 1986 in honor of the company's 


founder, Charles H. Hudson, DDS. 


This award consists of a plaque, monetary award, coach airfare, one night’s lodging, and 


registration for the AARC Congress 2017. 


Nomination Procedure: 


Please submit a typed letter of one thousand words or less that answers each of the following 


questions as appropriate for the nominee.  Nominees may include individuals, groups or 


organizations whose primary effort has promoted cardiopulmonary health and wellness. 


1. How has the nominee promoted cardiopulmonary health and wellness?  Outline and 


describe major activities, events, research, or public policy the nominee has affected. 


2. Describe how public cardiopulmonary health and awareness has been influenced 


through the efforts of the nominee. 


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


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


available. 


Nominations will be accepted through June 1, 2017.  Please submit nominations to: 


ARCF Executive Office 


Attention: Crystal Maldonado 


9425 N MacArthur Blvd., Suite 100 


Irving, TX  75063 


(972) 243-2272 


(972) 484-2720 FAX 


The award will be presented by the American Respiratory Care Foundation during the Awards 


Ceremony at the AARC Congress 2017. 
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Memorandum 


DATE: January 5, 2017 


TO: Brian Walsh, PhD, MBA, RRT-NPS, RRT-ACCS, RPFT, FAARC, AARC 


President 


Robert L. Joyner, PhD, RRT, RRT-ACCS, FAARC, NBRC President  


Bradley A. Leidich, MSEd, RRT, FAARC, CoARC President 


Robert Aranson, BS, MD, FCCM, BOMA Chair 


 


FROM: Michael T. Amato 


ARCF Chair 


SUBJECT: Mike West, MBA, RRT Patient Education Award 2017—Solicitation of 


Nominations 


This award was established in 2012 with an endowment from Philips Healthcare to recognize “a 


Respiratory Therapist who has had a profound impact on patients as established by 


measurable outcomes as a result of patient education.” 


Previous recipients include: 


 Krystal Craddock, RRT-NPS, CCM - 2016 


 Trina M. Limberg, BS, RRT, FAARC, MAACVPR - 2015 


 Timothy Op’t Holt, RRT, AE-C, FAARC - 2014 


 Bill G. Galvin, MSEd, RRT, CPFT, AE-C, FAARC - 2013 


 Mike West, MBA, RRT- 2012 


 


We are now accepting nominations for this award. Nominations will be invited from the AARC 


Board of Medical Advisors, the Board of Directors of the AARC, the Trustees of the ARCF, 


National Board for Respiratory Care (NBRC) and the Committee on Accreditation for 


Respiratory Care (CoARC). The nominating group is responsible for submitting the following:  


 A complete and current biographical report on their nominee (curriculum vitae). Only 


one nominee (who is not a past recipient of the award) is allowed from each group. 


 A statement, including data which indicates the basis for the nomination, keeping the 


principle criterion of “promoting patient education” in mind. They should illustrate the 


nominee’s impact on patient education through novel training and education programs, 


 







adherence programs for patients, and improved outcomes of patients gained through 


education and feedback.  


 A brief personal comment on their candidate’s interests and activities outside of medicine 


(i.e. civic, family, hobby). 


 


In recognition, the recipient will receive an inscribed plaque, monetary award, coach 


airfare, one night’s lodging and registration to the AARC Congress 2017.  


 


Please submit nominations to the Executive Office no later than June 1, 2017.  


 


cc:  Board of Directors 


 ARCF Trustees 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 







Mike West, MBA, RRT Patient 


Education Achievement Award 
Established in 2012, this award is named for Mike West, a Registered Respiratory Therapist, 


who recognized the importance of educating patients to help them manage chronic pulmonary 


diseases, and the profound impact such self-management has on patient respiratory quality of 


life. Mike West made it his quest throughout his career to ensure that patients, caregivers, and 


industry had the highest understanding of respiratory disease and the best solutions for treating 


these diseases. 


An endowment has been established to recognize excellence in patient education by, American 


Respiratory Care Foundation’s Trustees (ARCF), through a grant from Phillips Healthcare, to 


recognize a Respiratory Therapist who has had a profound impact on patients as established by 


measurable outcomes as a result of patient education. 


This award includes a plaque, coach airfare, one night’s lodging and registration for the AARC 


Congress.  


Nomination Procedure 


Nominations will be invited from the AARC Board of Medical Advisors, the Board of Directors 


of the AARC, the Trustees of the ARCF, National Board for Respiratory Care (NBRC) and the 


Committee on Accreditation for Respiratory Care (CoARC). 


The nominating group is responsible for submitting the following:  


1. A complete and current biographical report on their nominee (curriculum vitae). Only 


one nominee (who is not a past recipient of the award) is allowed from each group. 


2. A statement, including data which indicates the basis for the nomination, keeping the 


principle criterion of “promoting patient education” in mind. They should illustrate the 


nominee’s impact on patient education through novel training and education programs, 


adherence programs for patients, and improved outcomes of patients gained through 


education and feedback.  


3. A brief personal comment on their candidate’s interests and activities outside of 


medicine (i.e. civic, family, hobby). 


All nominations must be received by the AARC Executive Office no later than June 1, 2017, and 


the award will be presented by the ARCF during the Awards Ceremony at the AARC Congress 


2017. 
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Memorandum 


DATE: January 5, 2017 


TO: Brian Walsh, PhD, MBA, RRT-NPS, RRT-ACCS, RPFT, FAARC, AARC 


President 


Robert L. Joyner, PhD, RRT, RRT-ACCS, FAARC, NBRC President  


 


FROM: Michael T. Amato 


ARCF Chair 


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


Care 2017—Solicitation of Nominations 


This award was established in 1992 with a grant from Invacare Corporation to recognize 


“outstanding individual achievement in home respiratory care.” 


Previous recipients include:  


 Nicholas J. Macmillan, BGS, RRT, FAARC - 2016 


 Kent. L. Christopher, MD, RRT, FAARC - 2015 


 Angela King, RPFT, RRT-NPS - 2014 


 Patricia Blakely, RRT, FAARC - 2013 


 Linda A. Smith, BS,RRT, FAARC - 2012 


 Brian P. Wilson, RCP, EMT-I - 2011 


 Louise Nett, RN, RRT, FAARC - 2010 


 John R. Loyer, MS, RRT - 2009 


 Nancy T. Martin, BS, RRT - 2008 


 Claude Dockter, BS, RRT - 2007 


 Robert M. McCoy, RRT, FAARC - 2006 


 Vernon Pertelle, MBA, RRT - 2005 


 Timothy W. Buckley, RRT, FAARC - 2004 


 Gene Andrews, BS, RRT, RCP - 2003 


 Robert Fary, RRT - 2002 


 Joseph Lewarski, RRT - 2001 


 David A. Gourley, BS, RRT - 2000 


 Patrick J. Dunne, MEd, RRT, FAARC - 1999 


 







 Regina D. Marshall, BS, RRT - 1998 


 Robert J. Jasensky, RRT - 1997 


 Linda Ann Farren, RRT - 1996 


 Scott Bartow, MS, RRT - 1995 


 Susan Lynn McInturff, RRT - 1994 


 Linda Chapman Maxwell - 1993 


 


 


We are now accepting nominations for this award.  Please submit a one-page, typed description 


of how the nominee embodies excellence in home respiratory care relative to the following 


criteria: 


 Must currently be working in home respiratory care. 


 Must be a respiratory care practitioner. 


 May not be employed by a manufacturer. 


 May be involved in education as well as the management and organization of 


patient care. 


 Should serve as an active patient advocate in home respiratory care, with specific 


achievements that demonstrate leadership. 


In recognition, the recipient will receive an inscribed plaque, monetary award, coach airfare, one 


night’s lodging and registration to the AARC Congress 2017. 


Preference will be given to individuals who have participated in volunteer community efforts 


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


A curriculum vitae is required and supporting documentation should be included, if available. 


Nominations should be received by the Executive Office no later than June 1, 2017. 


 


cc: Board of Directors 


 ARCF Trustees 


  


 


 


 


 


 


 


 


 


 


 


 


 


 







Thomas L. Petty, MD Invacare Award for Excellence 
in Home Respiratory Care 


 
The award was established in 1992 with a grant from Invacare Corporation to recognize 


“outstanding individual achievement in home respiratory care”. The annual award includes a 


cash award of up to $500 and an engraved crystal sculpture, plus coach airfare and one night’s 


lodging to attend the Awards Ceremony at the AARC Congress. 


 


Nomination Procedure: 
 


Please submit a one page typed description of how the nominee embodies excellence in home 


respiratory care relative to the following criteria: 


 


1. Must currently be working in home respiratory care; 


 


2. Must be a respiratory care practitioner; 


 


3. May not be employed by a manufacturer; 


 


4. May be involved in education, as well as the management and organization of patient 


care; 


 


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


achievements that demonstrate leadership; 


 


6. Preference is given to individuals who have participated in volunteer community efforts 


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


patients. 


 


A curriculum vitae is required and supporting documentation should be included, if available. 


 


Nominations will be accepted through June 1, 2017.  Please submit nominations to: 


 


ARCF- Thomas L. Petty, MD Invacare Award 


Attention: Crystal Maldonado 


9425 N MacArthur Blvd, Ste. 100 


Irving, Texas 75063 


(972) 243-2272 


 


The award presented by the American Respiratory Care Foundation during the Awards 


Ceremony at the AARC Congress 2017. 


  





		Baran Solicitation Letter 2017 01-05-2017

		Bird Solicitation Letter 2017 01-05-17

		Hudson Solicitation Letter 2017 01-05-2017

		Mike West Solicitation Letter 2017 1-5-2017

		Petty Invcare Solicitation Letter 2017 01-05-2017
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Ad Hoc Committee on Advanced RT Practices, Credentialing, and Education 


Submitted by John Wilgis, M.B.A., RRT 


 


February 15, 2017 


Recommendations  


 None at this time.  


Charges (revised January 2017) 


1. Create the framework for the needs assessment, and once completed 
evaluate data and make recommendations to the AARC on appropriate next 
steps. 


2. Define “incident to” and a “direct billing” and provide pros and cons of both 
related to advance practice provider reimbursement and provide information 
that assists in determining the best approach to establish for future use. 


3. Identify states where passage of advance practice provider licensure or 
certification would have the greatest chance of success.  


4. Align work of the committee with other workgroups, committees and activity 
involved with the development of practices, credentialing and education 
criteria for an advance practice provider.   


5. General - Identify at least one educational institution to offer an educational 
pilot program(s) for advance practice provider.  


6. Consider the development of the credential for the advance practice 
provider. 


Report  


 The committee’s co-chair is now Dr. Robert Joyner (NBRC).  


 New members were added to the committee per the approval of AARC 
President Brian Walsh. (See below). 


 The committee met on November 22, 2016 and January 24, 2017 via web 
meeting / teleconference to conduct its work. 


 The following timeframe objectives were met: 
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Action Item Projected Date of 
Completion 


Status 


Provide comments of RFP 
document 


October 24th, 2016 Completed 


Revise RFP document 
into final format 


November 15th, 2016 Completed 


AARC Board of Directors 
review and approval of 
RFP document 


November 30, 2016 Completed 


RFP release By December 15, 2016 Completed 


RFP response proposals 
due 


January 31, 2017 Completed 


 The AARC Executive Office is reviewing RFP response proposals. The 
remaining action items for the committee are as follows: 


Action Item Projected Date of Completion 


AARC Executive Office 
recommendation to Board of Directors 
for RFP proposal acceptance 


February 28, 2017 


AARC Board of Directors decision / 
approval of AARC Executive Office 
recommendation  


March 31, 2017 


AARC Board of Directors Meeting – March 11-12, 2017 


Vendor Selection By April 15, 2017 


Survey development with AARC and 
Vendor 


By May 30, 2017 


Survey release By June 15, 2017 


AARC Summer Forum – June 25-27, 2017, Tucson, AZ 


AARC Board of Directors Meeting, June 28-29, 2017 


Survey completion / closure July 31, 2017 


Preliminary findings report August 30, 2017 
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Action Item Projected Date of Completion 


AARC Congress – October 4-7, 2017, Indianapolis, IN 


AARC Board of Directors Meeting, October 2-3, 2017 


Complete data sharing, executive 
summary and final report 


October 31, 2017 


 The committee submitted and received approval to present its work to the 
membership at the AARC Summer Forum.  


 The committee continues to meet and work on outstanding issues. 


Other  


The Co-Chairs are grateful for the opportunity to share this report with the AARC 
Board of Directors and wish to extend their appreciation of the entire committee.  


Committee members include:  


AARC Representatives: Dr. Ellen Becker, Dr. Lynda Goodfellow, Dana Evans, Dr. 
David Kelley (BOMA Liaison), Anne Marie Hummel (AARC Government Affairs 
Liaison), John Wilgis (Co-Chair), and Dr. Shawna Strickland (Executive Office 
Liaison).  


CoARC Representatives: Dr. Kevin O’Neil, Dr. Kathy Rye, Dr. Sarah Varekojis, Dr. 
George Burton (Ex-Officio) and Dr. Shane Keene (CoARC Executive Office 
Liaison).  


NBRC Representatives: Dr. Thomas Fuhrman, Kerry George, Dr. Robert Joyner 
(Co-Chair), Carl Haas, and Gary Smith (NBRC Executive Office Liaison).   


Respectfully submitted – John Wilgis and Dr. Robert Joyner. 
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Attachment 1 – Project Status Report, January 24, 2017 


Project Status Report Overall Status: On Track 


Project Name: Advanced RT Practices, Credentialing and Education 


January 24, 2017  


Project Abstract 


In 2015, the American Association for Respiratory Care (AARC) Board of Directors (the AARC 
Board) charged the Ad Hoc Committee on Advanced RT Practices, Credentialing, and Education 
(the committee) with several objectives and tasks continuing the work to develop advanced 
practice respiratory therapists in the United States. The committee’s representative organizations 
include the AARC, the National Board for Respiratory Care (NBRC), the Commission on 
Accreditation for Respiratory Care (CoARC), and issue-specific organizational subject matter 
experts and liaisons. The committee shall examine information related to: graduate educational 
criteria and requirements; scope of practice and care settings; professional credentialing; and, 
state licensure and/or certification for the advanced respiratory care practitioner. Based on the 
information gathered and review, the committee shall make recommendations to the AARC Board 
for action. The committee serves at the pleasure of the Current President of the AARC.  


Project Members 
  


AARC Representatives: 
 


AARC Representatives: Dr. Ellen Becker, Dr. Lynda Goodfellow, Dana Evans, John Wilgis 
(Co-Chair), Dr. David Kelley (BOMA Representative), Anne Marie Hummel (AARC 
Government Affairs Liaison) and Dr. Shawna Strickland (Executive Office Liaison).  


CoARC Representatives: Dr. Kevin O’Neil, Dr. Kathy Rye, Dr. Sarah Varekojis, Dr. George 
Burton (Ex-Officio) and Dr. Shane Keene (CoARC Executive Office Liaison).  


NBRC Representatives: Dr. Thomas Fuhrman, Kerry George, Dr. Robert Joyner (Co-Chair), 
Carl Haas, and Gary Smith (NBRC Executive Office Liaison). 
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Project Snapshot (changes in red) 


Objective / 
task 


Complet
e Y – 


Yes / N 
– No / IP 


– In 
Progress


? Issues Accomplishments 
Deliver
y Date Owner 


Create the 
framework for 
the needs 
assessment. 


 
Changed to: 
“Create and 
recommend a 
framework for a 
needs 
assessment.” 


Y 


 The objective 
/ task is 
complete. 


 The 
committee 
continues to 
review data, 
resources 
and 
information 
related to 
this objective 
/ task. 


 The developed 
a framework 
for the needs 
assessment in 
outline format 
addressing 
essential 
elements of 
information 
for an 
organization 
to conduct a 
needs 
assessment. 


 Changed 
objective / 
task language. 


Complet
e 


Robert 
Joyner, 
John 
Wilgis, 
Shane 
Keene 
and 
Shawna 
Stricklan
d with 
assistanc
e and 
input 
from the 
committe
e 


Conduct a 
literature -based 
gap analysis of 
current “mid-
level / 
advanced-
practice” 
provider 
education, 
capabilities, and 
existing provider 
needs.  


IP 


 The objective 
/ task is 
incomplete 
in its current 
form. 


 The 
committee 
plans to 
complete 
this objective 
/ task this 
calendar 
year. 


 Members of 
the 
committee 
working on 
the 
literature-
based gap 
analysis plan 
on publishing 
the results of 
their 
findings. 


 A workgroup 
continues to 
develop the 
gap analysis. 


TBD - 
2017 


Robert 
Joyner, 
Carl 
Haas, 
Shane 
Keene, 
Ellen 
Becker, 
Shawna 
Stricklan
d, and 
Kathy 
Rye 
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Objective / 
task 


Complet
e Y – 


Yes / N 
– No / IP 


– In 
Progress


? Issues Accomplishments 
Deliver
y Date Owner 


 Information 
from this 
objective / 
task will 
support the 
framework 
for the needs 
assessment 
and the RFP.  


 The 
committee 
will continue 
to review 
data, 
resources 
and 
information 
related to 
this objective 
/ task. 


Make a 
recommendation 
to the AARC 
Board to retain a 
third party 
consultant to 
conduct the 
needs 
assessment. 


Y 


 The objective 
/ task is 
incomplete 
in its current 
form. 


 The 
committee 
plans to 
complete 
this objective 
/ task this 
calendar 
year. 


 The 
committee 
will continue 
to review 
data, 
resources 
and 
information 
related to 
this objective 
/ task. 


 A 
recommendati
on was 
presented to 
the committee 
for review and 
approval on 
September 13, 
2016.  


 The 
recommendati
on was 
approved.  


 The 
recommendati
on was 
forwarded to 
the AARC 
Board for 
consideration. 


 The AARC 
Board 
reviewed and 
accepted the 
recommendati


Complet
e 


John 
Wilgis, 
Robert 
Joyner 
and 
Shawna 
Stricklan
d with 
assistanc
e and 
input 
from the 
committe
e 
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Objective / 
task 


Complet
e Y – 


Yes / N 
– No / IP 


– In 
Progress


? Issues Accomplishments 
Deliver
y Date Owner 


on from the 
committee. 


 A request for 
proposal (RFP) 
was released 
for vendor 
response.  


AARC to 
conduct the 
needs 
assessment. 


IP 


 The objective 
/ task is 
incomplete 
in its current 
form. 


 The 
committee 
will continue 
to review 
data, 
resources 
and 
information 
related to 
this objective 
/ task. 


 No 
accomplishme
nts have been 
made on this 
objective / 
task at this 
time.  


 A request for 
proposal (RFP) 
was released 
for vendor 
response 


TBD; 
2017 


AARC and 
a 
selected 
third 
party 
consultan
t 


Evaluate 
completed needs 
assessment to 
determine 
appropriate next 
steps. 
 


Changed to: 
“Review the 
results of the 
completed 
needs 
assessment and 
provide 
recommendatio
ns to the AARC 
Board of 
Directors for 
follow-up.” 
 


 


N 


 The objective 
/ task is 
incomplete 
in its current 
form. 


 The 
committee 
will continue 
to review 
data, 
resources 
and 
information 
related to 
this objective 
/ task. 


 No 
accomplishme
nts have been 
made on this 
objective / 
task at this 
time. 


 Changed 
objective / 
task language. TBD; 


2017 


AARC and 
the 
committe
e 
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Objective / 
task 


Complet
e Y – 


Yes / N 
– No / IP 


– In 
Progress


? Issues Accomplishments 
Deliver
y Date Owner 


Identify states 
where passage of 
APRT licensure 
or certification 
would have the 
greatest chance 
of success. 


 
Changed to: 
“Identify 
potential states 
where advance 
practice 
provider 
licensure or 
certification 
would have the 
greatest chance 
of success.” 


Y 


 The 
committee 
has 
discussed 
this objective 
/ task but not 
provided any 
clear 
documentati
on. 


 The objective 
/ task is 
incomplete 
in its current 
form. 


 The 
committee 
plans to 
complete 
this objective 
/ task this 
calendar 
year. 


 The 
committee 
will continue 
to review 
data, 
resources 
and 
information 
related to 
this objective 
/ task. 


 Cheryl west 
provided the 
committee 
with a 
recommendati
on to consider 
4 states for 
pilot program 
implementatio
n.  


 In rank order, 
these are: CA, 
AZ, IA and NC.  


 Changed 
objective / 
task language. 


Complet
e 


Cheryl 
West and 
John 
Wilgis 
with 
assistanc
e and 
input 
from the 
committe
e 


Identify at least 
one educational 
institution to 
offer an 
educational pilot 
program(s) for 
advance practice. 


N 


 The 
committee 
has 
discussed 
this objective 
/ task but not 
provided any 
clear 
documentati
on. 


 No 
accomplishme
nts have been 
made on this 
objective / 
task at this 
time. 


 This objective 
/ task was 
removed by 
the co-chairs 


NA NA 
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Objective / 
task 


Complet
e Y – 


Yes / N 
– No / IP 


– In 
Progress


? Issues Accomplishments 
Deliver
y Date Owner 


 The objective 
/ task is 
incomplete 
in its current 
form. 


 The 
committee 
plans to 
complete 
this objective 
/ task this 
calendar 
year. 


 The 
committee 
will continue 
to review 
data, 
resources 
and 
information 
related to 
this objective 
/ task. 


from 
consideration. 


Identify possible 
mechanisms to 
provide funding 
through the 
ARCF or other 
stakeholder(s) 
(e.g., employers) 
to support the 
pilot program(s). 


N 


 The 
committee 
has 
discussed 
this objective 
/ task but not 
provided any 
clear 
documentati
on. 


 The objective 
/ task is 
incomplete 
in its current 
form. 


 The 
committee 
plans to 
complete 
this objective 
/ task this 


 No 
accomplishme
nts have been 
made on this 
objective / 
task at this 
time. 


 This objective 
/ task was 
removed by 
the co-chairs 
from 
consideration. 


NA NA  
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Objective / 
task 


Complet
e Y – 


Yes / N 
– No / IP 


– In 
Progress


? Issues Accomplishments 
Deliver
y Date Owner 


calendar 
year. 


 The 
committee 
will continue 
to review 
data, 
resources 
and 
information 
related to 
this objective 
/ task. 


Identify and 
describe specific 
situations and 
practice settings 
that differentiate 
an advanced 
practitioner from 
a licensed 
respiratory 
therapist.  


IP 


 The 
committee 
has 
discussed 
this objective 
/ task but not 
provided any 
clear 
documentati
on. 


 The objective 
/ task is 
incomplete 
in its current 
form. 


 The 
committee 
plans to 
complete 
this objective 
/ task this 
calendar 
year. 


 The 
committee 
will continue 
to review 
data, 
resources 
and 
information 
related to 


 No 
accomplishme
nts have been 
made on this 
objective / 
task at this 
time. 


TBD; 
2017 


Anne 
Marie 
Hummel, 
Ellen 
Becker 
and John 
Wilgis 
with 
assistanc
e and 
input 
from the 
committe
e 







Page 11 of 24 
 


Objective / 
task 


Complet
e Y – 


Yes / N 
– No / IP 


– In 
Progress


? Issues Accomplishments 
Deliver
y Date Owner 


this objective 
/ task. 


Clearly define 
the pros and 
cons of both an 
“incident to” 
and 
“independent 
practice” 
approach related 
to advance 
practice 
reimbursement. 


 
Changed to: 
“Working with 
the AARC and 
other subject 
matter experts, 
clearly define 
the pros and 
cons of an 
approach to 
advance 
practice 
provider 
reimbursement 
and provide 
information and 
recommendatio
n that assists 
the AARC in 
determining the 
best option to 
pursue.” 


IP 


 The 
committee 
has 
discussed 
this objective 
/ task but not 
provided any 
clear 
documentati
on. 


 The objective 
/ task is 
incomplete 
in its current 
form. 


 The 
committee 
plans to 
complete 
this objective 
/ task this 
calendar 
year. 


 The 
committee 
will continue 
to review 
data, 
resources 
and 
information 
related to 
this objective 
/ task. 


 No 
accomplishme
nts have been 
made on this 
objective / 
task at this 
time. 


 Changed 
objective / 
task language. 


 Determining 
subject matter 
expertise. 


TBD; 
2017 


Anne 
Marie 
Hummel 
and John 
Wilgis 
with 
assistanc
e and 
input 
from the 
committe
e 


Provide 
information that 
assists in 
determining the 
best approach to 
establish 
reimbursement 
mechanisms for 
future use. 


 
 


N 


 The 
committee 
has 
discussed 
this objective 
/ task but not 
provided any 
clear 


 No 
accomplishme
nts have been 
made on this 
objective / 
task at this 
time. 


 This objective 
/ task was 


NA NA 
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Objective / 
task 


Complet
e Y – 


Yes / N 
– No / IP 


– In 
Progress


? Issues Accomplishments 
Deliver
y Date Owner 


documentati
on. 


 The objective 
/ task is 
incomplete 
in its current 
form. 


 The 
committee 
plans to 
complete 
this objective 
/ task this 
calendar 
year. 


 The 
committee 
will continue 
to review 
data, 
resources 
and 
information 
related to 
this objective 
/ task. 


removed by 
the co-chairs 
due to 
consolidation. 


Include 
information 
related to direct 
billing versus 
salaried positions 
from a physician 
or hospital/ 
facility and level 
of supervision. 


N 


 The 
committee 
has 
discussed 
this objective 
/ task but not 
provided any 
clear 
documentati
on. 


 The objective 
/ task is 
incomplete 
in its current 
form. 


 The 
committee 
plans to 
complete 


 No 
accomplishme
nts have been 
made on this 
objective / 
task at this 
time. 


 This objective 
/ task was 
removed by 
the co-chairs 
due to 
consolidation. 


NA NA 
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Objective / 
task 


Complet
e Y – 


Yes / N 
– No / IP 


– In 
Progress


? Issues Accomplishments 
Deliver
y Date Owner 


this objective 
/ task this 
calendar 
year. 


 The 
committee 
will continue 
to review 
data, 
resources 
and 
information 
related to 
this objective 
/ task. 


Align work of 
the committee 
with the 
Taskforce on 
Competencies 
for Entry into 
Respiratory Care 
Professional 
Practice, the Ad 
Hoc Committee 
on AARC 
Research Fund 
for Advancing 
the Respiratory 
Care Profession, 
the Ad Hoc 
Committee on 
Respiratory 
Therapists and 
Disease 
Management, 
and with the 
work of specific 
AARC Goals 
Committees. 
 


Changed to: 
“Align work of 
the committee 
with other 
workgroups, 
committees and 


IP 


 The 
committee 
has 
discussed 
this objective 
/ task but not 
provided any 
clear 
documentati
on. 


 The objective 
/ task is 
incomplete 
in its current 
form. 


 The 
committee 
plans to 
complete 
this objective 
/ task this 
calendar 
year. 


 The 
committee 
will continue 
to review 
data, 
resources 
and 


 No 
accomplishme
nts have been 
made on this 
objective / 
task at this 
time. 


 This work is 
on-going and 
will extend 
into 2017.  


 Changed 
objective / 
task language. 


 Specific 
groups being 
identified for 
committee 
review.  


On-
going 


John 
Wilgis, 
Robert 
Joyner 
and 
Shawna 
Stricklan
d with 
assistanc
e and 
input 
from the 
committe
e 
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Objective / 
task 


Complet
e Y – 


Yes / N 
– No / IP 


– In 
Progress


? Issues Accomplishments 
Deliver
y Date Owner 


activity involved 
with the 
development of 
practices, 
credentialing 
and education 
criteria for an 
advance 
practice 
provider.” 


information 
related to 
this objective 
/ task.. 


Develop an 
advance practice 
credential. 


 
Changed to: 
“Consider the 
implications of 
the 
development of 
an advanced 
practice 
provider 
credential and 
provide 
relevant 
information to 
the AARC Board 
for review and 
follow-up.” 


N 


 The objective 
/ task is 
incomplete 
in its current 
form. 


 The 
committee 
will continue 
to review 
data, 
resources 
and 
information 
related to 
this objective 
/ task. 


 No 
accomplishme
nts have been 
made on this 
objective / 
task at this 
time. 


 Changed 
objective / 
task language. 


TBD; 
2017 


TBD 
based on 
RFP 
results 


 
Project Status 


 


Status Code Legend 


 


 On Track: Project is on schedule  High Risk: At risk, with a high risk of going off track 


 At Risk: Objective / Task missed but date intact  Off Track: Date will be missed if action not taken 


The project is ON 
TRACK the month of 
[Select Start Date] - 
[Select End Date], due to 
the following: 


 Completed framework for the needs assessment. 


 The literature -based gap analysis of current “mid-level / advanced-practice” provider 


education, capabilities, and existing provider needs is working to finalize their findings 


and information.  


 The RFP was released by the AARC for vendor response.  
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 The committee began working to align with other committees and workgroups.  


 The committee is working to identify and describe specific situations and practice 


settings that differentiate an advanced practitioner from a licensed respiratory 


therapist. 


 The committee is working to identify information related to advance practice 


reimbursement. 


Challenges / Barriers: 
 Identification of support and resources to complete each objective / task. 


 Time commitment for committee members to complete objectives / tasks. 


 Inclusion of subject matter experts to assist the committee in completing objectives / 


tasks. 


 Scope-creep beyond identified objectives / tasks. 


 Subject sensitivity. 


Objective / Task 
accomplished the 
month of [Select Start 


Date] - [Select End Date]: 


 Create and recommend a framework for a needs assessment 


 Make a recommendation to the AARC Board to retain a third party consultant to 
conduct the needs assessment  


 Identify potential states where advance practice provider licensure or certification 
would have the greatest chance of success  


Objective / Task 
planned but not 
achieved: 


 Identify and describe specific situations and practice settings that differentiate an 
advanced practitioner from a licensed respiratory therapist  


 Working with the AARC and other subject matter experts, clearly define the pros and 
cons of an approach to advance practice provider reimbursement and provide 
information and recommendation that assists the AARC in determining the best option 
to pursue. 


 Align work of the committee with other workgroups, committees and activity involved 
with the development of practices, credentialing and education criteria for an advance 
practice provider 


Objective / Task 
planned for next 
month: 


 Conduct a literature -based gap analysis of current “mid-level / advanced-practice” 
provider education, capabilities, and existing provider needs 


 Review the results of the completed needs assessment and provide recommendations 
to the AARC Board of Directors for follow-up 


 Identify and describe specific situations and practice settings that differentiate an 
advanced practitioner from a licensed respiratory therapist. 


 Working with the AARC and other subject matter experts, clearly define the pros and 
cons of an approach to advance practice provider reimbursement and provide 
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information and recommendation that assists the AARC in determining the best option 
to pursue. 


 Align work of the committee with other workgroups, committees and activity involved 
with the development of practices, credentialing and education criteria for an advance 
practice provider 


Areas / key questions 
for discussion: 1. What is needed to complete the literature -based gap analysis of current “mid-level / 


advanced-practice” provider education, capabilities, and existing provider needs? 


2. What resources are needed to assist committee members in completing objectives 
and tasks? 


3. What types of subject matter experts are needed to assist the committee in 
completing objectives and tasks? 


Last month’s issues 
forwarded to this 
month: 


AARC to conduct the needs assessment. 


Status Summary 


The on-going work supporting the literature -based gap analysis continues. The committee recommendation for the 


AARC to conduct a needs assessment was accepted by the AARC Board of Directors. The AARC released a RFP for a 


needs assessment in December 2016. Committee membership continues to change to meet the needs of the 


committee’s objectives and tasks. Bob Joyner is now a co-chair of the committee. The committee will turn its 


attention to completing the other objectives / tasks identified.  


The committee’s co-leads and AARC Board liaisons wish to express their gratitude and appreciation for each 


member’s dedication and contributions to our collective charges. We will continue to evaluate our progress and 


resource needs on a regular basis to ensure a successful conclusion to each assigned objective / task.  
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Project Lead Information 


John Wilgis 


Office: 407-841-6230 


Email: john@fha.org  


Robert Joyner 


Office: 410 - 677-3026 


Email: rljoyner@salisbury.edu  


 


Shawna Strickland 


Office: 972-243-2272 


Email: shawna.strickland@aarc.org 


 


  



mailto:john@fha.org

mailto:rljoyner@salisbury.edu

mailto:shawna.strickland@aarc.org
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Attachment 2 – Final Approved RFP Framework 


 


 


 


 


 


 


 


Request for Proposal 


A Needs Assessment Study: 


 


Exploring the Status of Non-Physician Advanced Practice Provider  


Employment Density and Sufficiency of Educational Background  


in the Care of Patients with Cardiopulmonary Disease 


 


 


 


 


 


 


 


 


Ad Hoc Committee on Advanced Practice, Credentialing and Education 


Submitted to the American Association for Respiratory Care Board of Directors 


September 15, 2016 


 


Revised December 6, 2016 
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Background 1 


The American Association for Respiratory Care (AARC) is a not-for-profit professional 2 
association of respiratory care professionals based in Dallas, TX representing more than 47,000 3 
members. In conjunction with its professional partners, the National Board for Respiratory Care 4 


(NBRC) representing the interests of more than 170,000 credentialed respiratory therapists and 5 
the Commission on Accreditation for Respiratory Care (CoARC) programs, which represents over 6 
450 educational programs is seeking to assure there is an appropriate workforce to care for persons 7 
afflicted with cardiopulmonary disease. These respiratory therapists work with physicians in the 8 
care of patients with lung disorders and other cardiopulmonary conditions. The AARC is seeking 9 


a consultant to conduct a needs assessment to determine whether an education and/or workforce 10 
gap exists within the current and predicted future employment of non-physician advanced practice 11 
providers caring for patients afflicted with cardiopulmonary disease. 12 


Project Description 13 


As the AARC is the non-physician professional organization specifically supporting the care of 14 
patients with cardiopulmonary disease, the leaders and members of the Association are obligated to 15 


assure that patients have access to the medical care needed to optimize their health. 16 


It is well accepted that appropriate health care leads to better quality of life. Appropriate and timely 17 
healthcare reduces overall cost through reductions in acute care (e.g., decrease hospital emergency 18 
room visits, hospital admissions, and hospital re-admissions, decreased ICU and hospital length of 19 
stay) for exacerbations of disease and improved management of chronic maladies. 20 


It is also well accepted that while the role of non-physician advanced practice providers is increasing 21 
in the United States healthcare system, there are no non-physician advanced practice provider 22 
educational programs specifically directed at care of patients with cardiopulmonary disease. This is 23 


an important consideration because the top five (5) leading causes of death identified by the Centers 24 
for Disease Control are all pathologies of the cardiopulmonary system.* Additionally, to date, there 25 
has been no formal assessment of non-physician advanced practice provider roles and 26 


responsibilities in the healthcare of patients with cardiopulmonary disease. There is a paucity of 27 
data available to facilitate planning for meeting the future needs of the patients with 28 
cardiopulmonary disease. To this end, the AARC solicited voluntary support from the NBRC and 29 


CoARC to establish a collaborative working group to assess the future needs of patients with 30 
cardiopulmonary disease. 31 


One outcome of this collaborative working group is the recommendation that the AARC develop 32 
a Request for Proposal (RFP) to retain a consultant to conduct a national needs assessment of 33 


essential stakeholders to gain an understanding of the status of availability of needed non-physician 34 


advanced practice healthcare professionals caring for patients afflicted with cardiopulmonary 35 
disease. This national needs assessment is expected to provide objective data essential for the three 36 
professional organizations to develop an opinion on the current status of non-physician advanced 37 
practice provider roles; allowing appropriate planning to meet future needs of patients afflicted with 38 
cardiopulmonary disease. 39 


                                                           
* Heron M. Deaths: Leading Causes for 2014. Natl Vital Stat Rep 2016;65(5):1-96. 
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Literature Review  40 


A systematic review of published literature was conducted to evaluate evidence purporting 41 


deficiencies in health care being provided by medical providers caring for patients afflicted with 42 
cardiopulmonary disease.  43 


While this extensive effort led to the conclusion that there is no comprehensive resource 44 
documenting gaps or insufficiencies in health care delivery to patients afflicted with 45 
cardiopulmonary disease, the committee has determined there is enough data to move forward with 46 
a more comprehensive assessment of cardiopulmonary specialized, non-physician advanced practice 47 
provider workforce need. Additionally, it is the opinion of this group that this assessment must come 48 


from an independently administered workforce needs assessment of established stakeholders. Data 49 
from such a needs assessment is needed to support efforts to assure appropriate non-physician 50 
advanced practice providers are available for current and future workforce need. 51 


Project Requirements and Objectives 52 


Success for this RFP is defined by the selection of a consultant to conduct a national needs 53 
assessment (i.e., survey) of essential stakeholders to gain an understanding of the status of non-54 


physician advanced practice provider preparation and availability to care for patients afflicted with 55 
cardiopulmonary disease. This workforce needs assessment is expected to sample providers who 56 
care for patients of all ages and severities of illness. The assessment will provide objective data 57 
essential to develop an opinion on the current need for non-physician advanced practice providers 58 
specializing in care of patients with cardiopulmonary disease. 59 


Needs Assessment Survey Audience 60 


Example of relevant stakeholders. 61 


1. National physician organizations 62 


a. American Thoracic Society 63 


b. American College of Chest Physicians (CHEST) 64 


c. American Society of Anesthesiologists 65 


d. American Academy of Sleep Medicine 66 


e. American Academy of Pediatrics 67 


f. National Association for Medical Direction of Respiratory Care 68 


g. Society for Critical Care Medicine 69 


h. Society of Critical Care Anesthesiologists 70 


i. American College of Allergy, Asthma and Immunology 71 
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j. American Academy of Allergy, Asthma and Immunology 72 


2. Non-physician Advanced Practice Providers73 


                                                           
 Survey of this group may be optional based on responses from national physician organizations. 
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a. American Academy of Physician Assistants 


b. American Association of Nurse Practitioners 


3. Employment administrators at appropriate centers where care is provided* 


a. Acute care hospitals 


b. Chronic care facilities (home care, LTAC, etc.) 


Sample Size 


A recommendation of the sample size and justification is requested from the selected consultant. 


The size should be sufficient to allow robust inference of needs assessment opinions of each 


stakeholder group surveyed.  


Time Frame 


Specific milestones and deadlines are outlined below. 


Required Information 


The selected RFP respondent will: 


 Work with the AARC to determine specific information to be included in the assessment; 


 Develop a methodology of surveying the list of essential stakeholders for solicitation of 


information. 


 Define a marketing campaign to accompany the methodology that will encourage and 


obtain broad stakeholder participation. 


 Survey essential stakeholders with the goal of understanding the preparation of non-


physician advanced practice providers who care for patients afflicted with 


cardiopulmonary diseases and the availability of these providers to provide this care. 


 Prepare and disseminate assessment findings to the AARC within the specified time 


frame and deadlines. 


The RFP respondent should also interrogate the data collected in the assessment and provide 


information to address the following areas of interest: 


 Provider demographics 


 Educational background of the provider including credentials 


 Location of provider professional practice 


 Current provider workforce needs 


 Opinion of future workforce needs 
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 Specific comments 


This consultancy should begin in April 2017 and be completed no later than October 2017. 


The successful RFP respondent may use any preferred system and / or tools, technological 


or otherwise, they deem appropriate for the scope of work outlined in this RFP. All findings, 


results, raw data and executive summaries will be provided to the AARC. 


All information obtained within this RFP is confidential to the successful RFP respondent and 


the AARC, and may not be shared with any outside party without the express written consent 


of the AARC. 


The AARC shall identify specific subject matter experts and / or staff to work with the successful 


RFP respondent for the development, implementation and completion of this assessment. The 


AARC may identify specific milestones upon which the successful RFP respondent must provide 


status reports on the progress made to achieving said milestone or deliverable. 


The AARC reserves the right to determine a specific method of compensation based on the 


achievement of individual objectives, milestones or deliverables. Both parties shall have input 


into the determination of said objectives, milestones or deliverables; and, these matters are 


negotiable. 


Each party has the right to legal counsel for the review and input of any agreement or contract 


pertaining to this RFP. 


Project Budget 


The proposed budget will include all expenses associated with preparing and disseminating the 


assessment and analyzing and reporting the findings. 


Milestones and Deadlines 


The proposal will include milestones for achievements related to delivering the final product, 


including but not limited to: 


 Collaborating with the AARC to determine specific information to be included in the 


assessment. 


 Developing a methodology of surveying the list of essential stakeholders for solicitation 


of information. 


 Defining a marketing campaign to accompany the methodology that will encourage 


and obtain broad assessment participation. 


 Conducting a national workforce assessment (i.e., survey) of essential stake holders to 


gain an understanding of the status of healthcare availability to patients afflicted with 


cardiopulmonary disease. 


 Preparing and disseminating assessment findings to the AARC within the specified time 


frame and deadlines. 
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Assumptions and Constraints 


The vendor will provide the AARC with any assumptions and constraints pertinent to this 


proposed project. 


Terms and Conditions 


Specific terms and conditions of a contract shall be provided by the AARC for the vendor 


to make a fair and honest response. These may include: financing options, contract length, 


renewal options, warrantees, delivery penalties, service levels, etc. 


Questions and Required Information 


All questions related to this RFP should be directed electronically to: Shawna Strickland at 


shawna.strickland@aarc.org  or by calling 972-243-2272. Questions will not be answered after 


the end of the RFP question and answer period identified above. 


Contact Information and Deadline for Submissions 


American Association for Respiratory Care 


c/o Shawna Strickland 


9425 N. MacArthur Blvd, Suite 100 


Irving, TX 75063 


shawna.strickland@aarc.org 


Submission deadline: Friday, February 3, 2017 


How to Submit a Proposal 


Interested parties should submit the following information electronically, no later than 


February 3, 2017, to Shawna Strickland at shawna.strickland@aarc.org 


1. A proposal describing your qualifications (or the qualifications of the team 


of consultants) and how the tasks described above would be carried out. 


2. A firm estimate of fees to be charged, and an estimate of expenses that would be incurred. 


3. Resumes of all consultant who would be involved in the project. 


4. Names, phone numbers and email addresses of people at three non-profit organizations 


who have been your clients during the last 18 months, whom the AARC can contact as a 


reference. 
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 Bylaws of the Idaho Society of the 


 American Association for Respiratory Care 


 


 


 


 Article I 


 


 Name 


 


This organization shall be known as the Idaho Society, a chartered affiliate of the American 


Association for Respiratory Care, hereinafter referred to as the AARC, which is incorporated under 


the General Not For Profit Corporation Act of the State of Illinois. 


 


 


 Article II 


 


 Boundaries 


The area included within the boundaries of this Society shall be all of the State of Idaho. 


 


 


 Article III 


 


 Object 


 


Section 1. Purpose 


 


 a. To encourage and develop, on a regional basis, educational programs 


for those persons interested in the field of respiratory care. 


 


 b. To advance the science, technology, ethics, and art of respiratory 


care through regional institutes, meetings, lectures and the 


preparation and distribution of a newsletter and other materials. 


 


c. To facilitate cooperation between respiratory care personnel and the 


medical profession, hospitals, service companies, industry, and other 


agencies within the region interested in respiratory care; except that 


this Society shall not commit any act which shall constitute 


unauthorized practice of medicine under the laws of the State of 


Illinois in which the parent Association is incorporated, or any other 


state. 


 


 d. To provide education of the general public in pulmonary health 


promotion and disease prevention. 
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Section 2. Intent 


 


 a. No part of the net earnings of the Society shall inure to the benefit of 


any private member or individual, nor shall the Society perform 


particular services for individual members thereof. 


 


 b. Distribution of the funds, income, and property of the Society may be 


made to charitable, educational, scientific, or religious corporations, 


organizations, community chests, foundations, or other kindred 


institutions maintained and created for one or more of the foregoing 


purposes if at the time of distribution, the payees or distributees are 


then exempt from taxation under the provisions of Section 501, 2055, 


and 2522 of the Internal Revenue Code, or any later or other sections 


of the Internal Revenue Code, which amend or supersede the said 


sections. 


 


 


 Article IV 


 


 Membership 


 


Section 1. Classes 


 


 The membership of this Society shall include three (3) classes:  Active Member, Associate 


Member and Special Member. 


 


Section 2. Eligibility 


 


 An individual is eligible to be a member of this Society if they are a member of the AARC 


as specified in Article III of the AARC Bylaws and provided their place of employment is 


within the defined boundaries of this Society. 


 


Section 3. Classification 


 


 The classifications and limitations of membership shall be as defined in Article III of the 


AARC Bylaws. 


 


Section 4. Application for Membership 


 


 Application for membership in this Society shall follow the procedure specified in Article 


III, Section 6 of the AARC Bylaws. 
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 Article V 


 


 Officers and Directors 


 


Section 1. Officers 


 


 The officers of this Society shall be a President, a President-elect (who automatically 


succeeds to the presidency when the President's term ends), a Vice President, a Secretary, 


and a Treasurer. 


 


Section 2. Directors at-large 


 


 There shall be two (2) Directors at-large.  One (1) Director at-large shall be elected each 


year and such others as necessary in order to fill existing vacancies. 


 


Section 3. Chapter Representation 


 


 The President of each Chapter shall be a member of the Board of Directors. 


 


Section 3. Term of Office 


 


 a. The term of office for the President and President-elect shall be for 


one (1) year.  The term of office for Vice President, Secretary and 


Treasurer shall be for two (2) years.  The President and President-


elect shall not serve more than one (1) consecutive term in the same 


office.  The Vice President, Secretary, and Treasurer shall not serve 


more than three (3) consecutive terms in the same office. 


 


 b. The term of office for Directors at-large shall be for a two (2) year 


non-recurring term of office. 


 


 c. The term of office for officers and Directors at-large shall begin on 


January 1 in the year following their election. 


 


Section 4. Vacancies in Office 


 


 a. 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. 
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 b. In the event of a vacancy in the office of President-elect, the Vice 


President shall assume the duties, but not the office, of President-


elect as well as their own until the next meeting of the Board of 


Directors at which time the Board shall elect a qualified member to 


fill the vacancy. 


 


Section 6. Duties of Officers 


 


 a. President: : The President shall be the chief executive officer of the 


Society.  The President shall preside at the annual business meeting 


and all meetings of the Board of Directors; prepare an agenda for the 


annual business meeting and submit it to the membership not fewer 


than thirty (30) days prior to such a meeting in accordance with 


Article VIII of these Bylaws; prepare an agenda for each meeting of 


the Board of Directors and submit it to the members of the Board no 


fewer than fifteen (15) days prior to such a meeting, appoint standing 


and special committees and a Student Representative subject to the 


approval of the Board of Directors; be an ex-officio member of all 


committees except the Election and Nominations Committees; 


present to the Board of Directors and membership an annual report 


of the Society's activities. 


 


 b. President-elect: : The President-elect shall become acting President 


and shall assume the duties of the President in the event of the 


President's absence, resignation, or disability; they shall perform such 


other duties as shall be assigned by the President or Board of 


Directors. 


 


 c. Vice President -: The Vice President shall perform such duties as 


shall be assigned by the President and Board of Directors.  The Vice 


President shall assume the duties but not the office of the President-


elect in the event of the President-elect's absence, resignation, or 


disability; and will also continue to carry out the duties of the office 


of the Vice President. 
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 d. 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 funds as authorized by the Board of 


Directors and/or in accordance with the adopted budget; depositing 


funds as the Board of Directors may designate.  The Treasurer shall 


see that full accurate accounts are kept; submit monthly trial balances 


to the Executive Committee within twenty (20) days after the 


monthly closing of the books; make a written quarterly financial 


report to the Board of Directors; and a complete written yearly report 


at the spring annual business meeting of the Board of Directors.  At 


the expense of the Society, they shall be bonded in an amount 


determined by the Board of Directors. 


 


 e. Secretary :- The Secretary shall have charge of keeping the minutes 


of the Board of Directors meeting, regular business meetings and the 


annual business meeting; submitting a copy of the minutes of every 


meeting of the Board of Directors and other Society business 


meetings to the Executive Office of the AARC within thirty (30) 


days following the meeting; executing the general correspondence; 


and in general performing the duties as from time to time shall be 


assigned by the President or the Board of Directors. 


 


 


 Article VI 


 


 Nominations and Elections 


 


Section 1. Nominations Elections Committee 


 


 The Board of Directors shall elect a Nominations Elections committee each year at least one 


hundred twenty (120) days before the annual business meeting to present a slate of 


nominees for the following year.  The Chairperson shall report the slate of nominees to the 


Board of Directors at least sixty (60) days prior to the annual business meeting. 
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Section 2. Nominations 


 


 The Nominations Elections Committee shall place in nomination the name of at least one (1) 


person for the positions of President-elect, Vice President, Secretary, Treasurer,  Director(s) 


at-large and Delegate(s), when necessary.  Only AARC Active Members and AARC Life 


Members in good standing shall be eligible for nomination.  The Nominations Committee 


shall provide a pertinent biographical sketch of each nominee's professional activities and 


services to the organization, all which shall be a part of the ballot. 


 


Section 3. BallotVote of Membership 


 


a.  a. TheThe Nominations Committee's slate of nominees and 


biographical sketches shall be emailed 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. 


 


 b. If the Society's Board of Directors specifies that this vote shall be by 


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.  Ballots, to 


be acceptable, must be postmarked received at least five (5) days 


before the annual business meeting.  The deadline date shall be 


clearly indicated on the ballot. 


 


 c. If the vote is to be conducted at the annual business meeting, the 


time, date, and place shall be clearly indicated on the ballot.  


Provisions shall be made for absentee ballots which allow all eligible 


members the opportunity to vote. 


 


Section 4. Election Committee 


 


 The President shall appoint an impartialc.    Election Committee which shall check 


the eligibility of each ballot and tally the votes at the annual business meeting.  
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 Article VII 


 


 Board of Directors 


 


Section 1. Composition and Powers 


  


 a. The executive government of this Society shall be vested in a Board 


consisting of the President, President-elect, Vice President, 


Secretary, Treasurer, immediate past President, two (2) Directors at-


large, and two (2) Delegates., Student Representative and each 


Chapter President.   


 


 b. The President shall be Chairperson and presiding officer of the Board 


of Directors and the Executive Committee.  The President shall invite 


in writing such individuals to the meetings of the Board as they shall 


deem necessary, with the privilege of voice but not vote. 


 


 c. The Board of Directors shall have the power to declare an office 


vacant by a two-thirds (2/3) vote, upon refusal or neglect of any 


member of the Board to perform the duties of 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. Duties 


 


 a. Supervise all business and activities of the Society within the 


limitations of these Bylaws. 


 


 b. Adopt and rescind standing rules of the Society. 


 


 c. Determine remuneration, stipends, the amount of membership dues 


for the following year, and other related matters, after consideration 


of the budget. 


 


 d. Approve the area organization of a Chapter after review by, and upon 


recommendation of, the Publications, Public Relations and Chapter 


Affairs Committee. 


 


Section 3. Vacancies 


 


 a. Any vacancy that occurs on the Board of Directors, with the 
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exception of the President, the immediate past President, and Chapter 


Presidents, shall be filled by qualified members elected by the Board 


of Directors.  Individuals so elected shall serve until the next regular 


election. 


 


 b. An electedThe President-elect shall serve in the capacity of the 


President until the next annual election and then automatically 


accede to the Presidency. 


 


Section 4. Meetings 


 


 a. The Board of Directors shall meet immediately preceding or and  


immediately following the annual business meeting of the Society 


and shall not hold fewer than two (2) regular and separate meetings 


during the calendar year. 


 


 b. Special meetings of the Board of Directors shall be called by the 


President at such times as the business of the Society shall require, or 


upon written request of three (3) members of the Board of Directors 


filed with the President and the Secretary of the Society. 


 


 c. A majority of the Board of Directors shall constitute a quorum at any 


meeting of the Board. 


 


Section 5. Special Membership Voting Requirement  Mail Vote 


 


 Whenever, in the judgement of the Board of Directors, it is necessary to present any 


business to the membership prior to the next regular or annual business meeting, the Board 


of Directors may, unless otherwise required by these Bylaws, instruct the Election 


Committee to conduct a vote of the membership by mail.  The question thus presented shall 


be determined according to a majority of the valid votes received by mail within thirty (30) 


days after date of such submission, except in the case of a change in the Bylaws when a two-


thirds (2/3) majority of the valid votes received is required.  Any and all actions approved by 


the members in accordance with the requirements of this Article shall be binding upon each 


member of the Society.  Any amendment(s) to the Bylaws of this Society shall be presented 


to the membership at least sixty (60) days prior to a mail vote, as provided in Article XVIII 


of these Bylaws concerning amendments. 


 


 


 


 


 


Section 6. Executive Committee 
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 The Executive Committee of the Board of Directors shall consistent of the President, 


President-elect, Vice President, immediate Past President, Secretary, and Treasurer.  They 


shall have the power to act for the Board of Directors between meetings of the Board of 


Directors, and such action shall be subject to ratification by the Board at its next meeting.  


The Executive Committee shall also function as the Budget and Audit Committee. 


 


Section 7. Multiple Offices 


 


 No Officer, Director at-large, or Delegate shall hold Chapter office simultaneously. 


 


 


 Article VIII 


 


 Annual Business Meeting 


 


Section 1. Date and Place 


 


 a. The Society shall hold an annual business meeting in the fall of each 


year; additional meetings may be held as required to fulfill the 


objectives of the Society. 


 


 b. The date and place of the annual business meeting and additional 


meetings shall be decided in advance by the Board of Directors.  In 


the event of a major emergency, the Board of Directors 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 


 


 a. The annual business meeting shall be for the purpose of receiving 


reports of officers and committees, the results of the election, and for 


other business brought by the President. 


 


 b. Additional business meetings shall be for the purpose of receiving 


reports, and for other business brought by the President. 


 


 


 


 


Section 3. Notification 


 


 Written notice of the time and place of the annual business meeting shall be sent to all 


members of the Society not fewer than ninety (90) days prior to the meeting.  An agenda for 
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the business meeting shall be sent to all members not fewer than thirty fifteen (3015) days 


prior to the annual business meeting. 


 


Section 4. Quorum 


 


 A majority of the voting members registered at a duly called business meeting shall 


constitute a quorum. 


 


  


 Article IX 


 


 Society Delegation to the AARC House of Delegates 


 


Section 1. Composition 


 


The Delegation of the Society to the House of Delegates of the AARC shall be composed of  


two (2) Delegates and the President-elect. 


 


Section 2. Election 


 


 Delegates shall be elected as specified in Article VII of the AARC Bylaws. 


 


 


Section 3. Term of Office 


 


 A Delegate will be elected every two (2) years to serve a two four (24) year term 


commencing on January 1 in the year following their election. 


 


Section 4. Duties 


 


 a. The duties of the Delegation shall be as specified in the AARC 


Bylaws. 


 


 b. The Delegation senior delegate shall submit a written report of any 


House of Delegates meeting attended to the Society President and 


Secretary within sixty (60) days following the meeting. 


 


 


 


Section 5. Board Member 


 


 Each Delegate shall be a voting member of the Society Board of Directors. 


 


Section 6. Multiple Offices 
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 Delegates may not hold concurrent elective offices. 


 


 


 


 


 Article X 


 


 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 for a term of one (1) year, except 


as indicated in Article VI, Section 1 of these Bylaws.  President shall set the charges for 


each committee. 


 


 a. Membership 


 


 ba. Budget and AuditFinance 


 cb. Elections 


 d. Nominations 


 ec. Program and Education 


 fd. Bylaws 


 e.g. Publications, Public Relations and Membership  and Chapter Affairs 


 


Section 2. Special Committees and Other Appointments 


 


 Special committees may be appointed by the President. 


 


Section 3. Committee Chairperson's Duties 


 


 a. The President shall appoint the Chairperson of each committee. 


 


 b. The Chairperson of each committee shall confer promptly with the 


members of the committee on work assignments. 


 


 c. 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 new 


committee. 


 


 d. All committee reports shall be made in writing and submitted to the 


President and Secretary of the Society at least ten (10) days prior to 
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the meeting at which the report is to be read. 


 


 e. Non-members or physician members may be appointed as 


consultants to the committees.  The President shall request 


recommendations for such appointments from the Medical 


Advisor(s). 


 


 f. Each committee Chairperson requiring operating expenses shall 


submit a budget for the next fiscal year to the Budget and Audit 


Committee. 


 


 Article XI 


 


 Duties of Committees 


 


Section 1. Membership Committee 


 


 a. This Committee shall consist of one (1) of the Delegates and two (2) 


other members of the Board of Directors. 


 


 b. This Committee shall investigate and evaluate the background and 


experience of applicants for qualification and classification for 


membership in AARC and report to the Membership Committee of 


the AARC as required by the AARC Bylaws. 


 


 


Section 21. Budget and Audit Finance Committee 


 


 a. This Committee shall be composed of the Executive 


CommitteeTreasurer and two (2) other  members of the Board of 


Directors.  and Medical Advisor(s) or their designate. 


 


 b. They may will construct and propose an annual budget for approval 


by the Board of Directors.  The proposed budget shall then be 


submitted to the membership at least thirty (30) days prior to the 


annual business meeting.  The budget shall then be ratified by the 


membership at the annual business meeting. 


 c. The committee, at the direction of the President, will engage a 


financial professional to conduct the annual financial audit. 


 


Section 32. Election Committee 


 


 a. This Committee shall prepare, receive, verify and count ballots for all 


elections held during the calendar year. 
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 b. The Committee shall consist of at least four (4)two (2)  members 


who shall serve for a one (1) year term of office. 


 


Section 4. Nominations Committee 


 


 a. This Committee shall prepare for approval by the Board of Directors 


a slate of officers, directors at-large and delegates, as necessary for 


the annual election. 


 


 b. The Committee shall serve for a one (1) year term of office and shall 


be appointed from members or former Society officers. 


 


 c. It shall be the duty of this Committee to make the 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 and geographical distribution as applicable. 


 


Section 53. Program and Education Committee 


 


 a. This Committee shall consist of at least three (3) members and be so 


constructed as to provide experienced members for program and 


education planning. 


 


 b. The Medical Advisor(s) or their designate will be a consultant 


member(s) of this Committee. 


 
c. Shall prepare the program for the Annual Educational Conference.  


Shall plan and coordinate other functions of this Society as directed by the Board.  


Report as requested by the President at any meeting the activities of the committee.  


 


Section 64. Bylaws Committee 


 


 a. This Committee shall consist of three (3) members, one (1) of whom 


shall be a the immediate past President., with one (1) member being 


appointed annually for a three (3) year term, except as is necessary to 


establish and maintain this rotation. 


 


 b. The Committee shall receive and prepare all amendments to the 


Bylaws for submission to the Board of Directors.  The Committee 


may also initiate such amendments for submission to the Board of 


Directors. 


 


Section 75. Publications, Public Relations & Chapter Affairs & Membership Committee 
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 a. This Committee shall consist of at least three (3) members, one (1) of 


whom shall be a past President,a member of the board of directors, 


with members being appointed annually for a one (1) year term 


subject to reappointment. 


 


 b. This Committee shall concern itself with the execution of of a 


Society Newsletter and all other communications of for the Society 


with the public, hospitals and other organizations through the 


dissemination of information concerning respiratory care. The 


committee will engage in activities to  promote membership in the 


society and the AARC to respiratory therapists within the state of 


Idaho. 


 


 c. The Committee shall maintain such liaison as has been established 


by the Board of Directors with other organizations whose activities 


may be of interest to the members of this Society.  This may include 


the preparation of exhibits, programs, and other items to bring the 


message of respiratory care and the AARC to medical, nursing, and 


hospital groups as well as educational facilities where such material 


can be expected to recruit new people to the field of respiratory care.  


Such material shall be subject to the approval of the Medical 


Advisor(s). 


 


 d.  Receive applications for Chapters and review the proposed Bylaws for compliance 


with the objectives of the Society, and report its findings to the Board of Directors. 


 


 e. Review amendments to existing Chapter Bylaws. 


 


 f. Review the minutes of all board meetings Chapter meetings, and advise the Chapter 


President and Secretary of any irregularities or other recommendations. 


 


 


 Article XII 


 


 Chapter Organizations 


 


Section 1. Boundaries of Chapter 


 


 Boundaries of each Chapter shall be as prescribed by the Society Board of Directors. 


 


Section 2. Organization 


 


 The internal organization, except where in conflict with these Bylaws, shall not be the 
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concern of this document. 


 


 


 


Section 3. Officers and Chapter Representation 


 


 a. The President of each Chapter shall be a member of the Society's 


Board of Directors. 


 


 b. The Active Members of this Society working in the Chapter shall 


elect a President and Secretary and other officers as circumstances 


may require.  The Secretary shall be the official correspondent for the 


Chapter to the Society. 


 


 c. Membership in the Chapter shall be determined by place of 


employment. 


 


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 these 


Bylaws. 


 


Section 5. Responsibilities of the Chapter President 


 


 a. Represent the Chapter from which they are elected. 


 


 b. Submit a written report at least fifteen (15) days prior to each Board 


of Directors meeting, relating to the activities in their Chapter. 


 


Section 6. Chapter Admission Requirement 


 


 a. Ten or more Active Members or Life Members of the Society 


meeting the requirements for affiliation may become a Chapter of the 


Society upon approval of the Publications, Public Relations and 


Chapter Affairs Committee, subject to ratification by the Board of 


Directors of the Society.  Members of Chapters must be members of 


the state Society. 


 


 b. The formal application shall be sent to the Society's office and shall 


consist of a list of officers, membership, minutes of the 


organizational meeting, Chapter Bylaws, geographical location (by 


counties) and a letter requesting approval of the proposed Medical 


Advisor. 
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Section 7. Duties 


 


 a. A copy of the minutes of the governing body and business meetings 


of the Chapter shall be sent to the Society's office within thirty (30) 


days following the meeting. 


 


 b. The names and addresses of officers and medical advisor(s) shall be 


sent to the Society's office within thirty (30) days following the 


meeting. 


 


 


 Article XIIIXII 


 


 Society Medical Advisor 


 


The Society shall have at least one (1) Medical Advisor.  Each Chapter shall have at least one (1) 


Medical Advisor.  Together, they shall form a Board of Medical Advisors of which the Society 


Medical Advisor shall be Chairperson. 


 


 


 Article XIVXIII 


 


 Fiscal Year 


 


The fiscal year of this Society shall be from January 1 through December 31. 


 


 


 


 Article XV 


 


 Dues 


 


Section 1. Amount 


 


 Annual Society dues for each category of membership shall be determined for the 


following year by the Board of Directors after consideration of the budget. 


 


 


 


 


 


 


Section 2. Payment 
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 Dues shall be payable on or before January 31, and become delinquent on March 10.  


Any member whose dues are not paid by March 10th shall be dropped from the 


Society membership after suitable notification.  Any member who has been dropped 


may be reinstated during the calendar year by payment of his current dues plus a 


reinstatement fee determined by the Board of Directors on an annual basis. 


 


 


 Article XVIXIV 


 


 Ethics 


 


If the conduct of any Society member shall appear to be in willful violation of these Bylaws or 


standing rules of this Society or the AARC, or prejudicial to this Society's interests as defined in the 


AARC Code of Ethics, the Board of Directors shall, by a two-thirds (2/3) vote of its entire 


membership, report the member and the circumstances to the AARC Judicial Committee. 


 


 


 Article XVII 


 


 Parliamentary Procedure 


 


The rules contained in the current edition of Robert's Rules of Order shall govern whenever they are 


not in conflict with the Bylaws of the Society. 


 


 


 


 


Article XVIII 


 


 Amendments 


 


Amendments to these Bylaws must be approved by the AARC Bylaws Committee and the AARC 


Board of Directors.  Following such approval, these Bylaws may be amended at any regular or 


called meeting or by mail vote of the Idaho Society of the AARC by a two-thirds (2/3) majority of 


those voting, provided that the amendment has been presented to the membership in writing at least 


sixty (60) days prior to the vote. 
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 2 


An official document will be posted here for download - BYLAWS (pdf format) 3 


Quick-Links to Articles I to XIX within these Bylaws (Click on the one you want to jump to): 4 


 5 


Words  referring to gender throughout this document have been altered to reflect non-bias. 6 


Article I -  NAME & AFFILIATION 7 


 8 


Section A NAME 9 


This organization shall be known as the Illinois Society For Respiratory Care, herein referred to as the 10 


Society.. 11 


Section B - AFFILIATION 12 


The Society shall be a chartered affiliate of the American Association for Respiratory Care, herein after 13 


referred to as the Association, and shall abide by the rules and regulations of the Association as 14 


promulgated from time to time.. 15 


Article II - OBJECT 16 


 17 


Section A - PURPOSE 18 


To encourage, develop and provide educational programs for those persons interested in the field of 19 


Respiratory Care. 20 


To advance the Science, technology, ethics and art of Respiratory Care through appropriate institutes, 21 


meetings, lectures, preparation and distribution of a newsletter, and any additional materials and 22 


procedures deemed suitable for this purpose. 23 


To facilitate cooperation between Respiratory Care personnel and the medical profession, allied health 24 


professions, hospitals, service companies, industry and other agencies within the state interested in 25 


Respiratory Care; except that the Society shall not commit any act that shall constitute unauthorized 26 


practice of medicine under the laws of the State of Illinois. 27 


To provide education of the general public in pulmonary health promotion and disease prevention. 28 


To insure strict adherence to the principles of the code of ethics of the Association 29 


Section B - INTENT 30 


No part of the net earnings of the Society shall inure to the benefit of any private member or individual, 31 


nor shall the Society perform particular services for individual members thereof, other than those 32 


usually and customarily performed by similar organizations. 33 







The Board of Directors may provide for the distribution of funds, income and property of the Society to 34 


charitable, educational, scientific or religious corporations, organizations, community chests, 35 


foundations or other kindred institutions maintained and created for one or more of the foregoing 36 


purposes if at the time of distribution the payee or distributes are exempt from income taxation under 37 


the provisions of section 501, 2055 and 2522 of the Internal Revenue Code, or any later sections of the 38 


Internal Revenue Code which amend or supersede the said sections. 39 


In the event of dissolution of the Society, whether voluntary or involuntary, all its remaining assets shall 40 


be distributed as specified in subsection 2 above, as authorized by the Board of Directors of the Society. 41 


The Society shall not commit any act, which shall constitute unauthorized practice of medicine under 42 


the laws of the State of Illinois. 43 


Article III - BOUNDARIES 44 


 45 


Section A  - SOCIETY BOUNDARIES 46 


The area of Chapter I is the area included within the boundaries of the counties of Henderson, Knox, 47 


Marshall, Mercer, Peoria, Rock Island, Stark, Tazewell, Warren, and Woodford. 48 


The area of Chapter II is the area included within the boundaries of the counties of Cook, DuPage, 49 


Grundy, Kane, Kankakee, Kendall, Lake, LaSalle, McHenry and Will. 50 


The area of Chapter III is the area included within the boundaries of the counties of Champaign, Clark, 51 


Coles, Cumberland, DeWitt, Douglas, Edgar, Ford, Iroquois, Livingston, Macon, McLean, Moultrie, Piatt, 52 


Shelby, and Vermillion. 53 


The area for Chapter IV is the area included within the boundaries of the counties of Alexander, Clay, 54 


Crawford, Effingham, Edwards, Fayette, Franklin, Gallatin, Hamilton, Hardin, Jackson, Jaspar, Jefferson, 55 


Johnson, Lawrence, Marion, Massac, Perry, Pope, Pulaski, Richland, Saline, Union, Wabash, Wayne, 56 


White, and Williamson. 57 


The area of Chapter V is the area included within the boundaries of the counties of Adams, Brown, Cass, 58 


Christian, Fulton, Hancock, Logan, Mason, McDonough, Menard, Morgan, Pike, Sangamon, Schuyler and 59 


Scott. 60 


The area of Chapter VI is the area included within the boundaries of the counties of Boone, Bureau, 61 


Carroll, DeKalb, Henry, JoDavies, Lee, Ogle, Putnam, Stephenson, Whiteside and Winnebago. 62 


The area of Chapter VII is the area included within the boundaries of the counties of Bond, Calhoun, 63 


Clinton, Greene, Jersey, Macoupin, Madison, Monroe, Montgomery, Randolph, St. Claire, and 64 


Washington. 65 


Article IV - MEMBERSHIP 66 


 67 


Section A  - CLASSES 68 







Three Association membership classes shall be recognized by the Society and shall include: Active, 69 


Associate and Special Membership. The criteria for each of these classes shall comply with the American 70 


Association for Respiratory Care’s current membership definitions. 71 


The Society shall have five (5) classes of membership: Active, Associate, Special, Corporate and 72 


Institutional. These members will have all the rights and privileges of the Society except that only Active 73 


members of the American Association for Respiratory Care shall be entitled to hold office or vote. 74 


Corporate membership shall be open to any organization that is in business to make a profit. 75 


Institutional membership shall be open to any organization that is not for profit or non-profit. 76 


Section B - ELIGIBILITY 77 


Active, Associate and Special Members. Each applicant for membership shall meet all of the 78 


qualifications of the class of membership for which s/he applies. Providing all qualifications are met and 79 


Association dues paid, the equivalent membership classification shall be granted in the Society as has 80 


been granted by the American Association for Respiratory Care. 81 


Corporate and Institutional. Each applicant for membership shall meet all of the qualifications of the 82 


class of membership for which s/he applies. Providing all qualifications are met and Society dues paid, 83 


membership will be granted by the American Association for Respiratory Care. 84 


Section C - APPLICATION FOR MEMBERSHIP 85 


Application for membership in the Society shall follow the procedure specified by the American 86 


Association for Respiratory Care 87 


Article V - OFFICERS & REPRESENTATIVES 88 


 89 


Section A  - OFFICERS 90 


The Officers of the Society shall be a President; a President-Elect who automatically succeeds to the 91 


Presidency when the President's term ends; a Vice President; a Secretary; a Treasurer and an Immediate 92 


Past President 93 


Section B  - CHAPTER REPRESENTATION 94 


Each chapter shall be represented on the Board of Directors by the Chapter Chairperson and by one 95 


member for each thirty-five active members or major fraction thereof within the chapter, except that no 96 


chapter shall have less than one (1) Chapter Chairperson, and no less than two (2) or no more than a 97 


maximum of twenty (20) Chapter Representatives. 98 


Each chapter shall be represented on the Executive Committee by the Chairperson of that chapter 99 


Section C  - TERM OF OFFICE 100 


The term of office for President shall be for a period of two (2) years and no individual shall succeed 101 


him/herself in office. 102 







The term office for President-Elect shall be for a period of one (1) year immediately preceding 103 


succeeding to the office of President, and no individual shall succeed him/herself in office. 104 


The term of office for Immediate Past President shall be for a period of two (2) years immediately 105 


following the term in the office of President. 106 


The term of office for the Vice-President shall be for a period of two (2) years. 107 


The term of office for Secretary and Treasurer shall be for a period of two (2) years. 108 


The term of office for Chapter Chairpersons shall be for a period of two (2) years. 109 


The term of office for members of the Board of Directors shall be for a period of two (2) years with the 110 


exception of the office of President-Elect. There shall be no limit to the consecutive terms that may be 111 


served as a member of the Board of Directors. 112 


Section D - MULTIPLE OFFICES 113 


No officer or delegate shall hold more then one (1) Society office simultaneously. 114 


Section E - VACANCIES IN OFFICE 115 


In the event of a vacancy in the office of President during the first year of the term of office, the 116 


immediate Past-President shall resume the duties but not the office for the unexpired portion of the 117 


first year of the term until a President-Elect has been sworn in. In the event of a vacancy in the Office of 118 


President during the second year of the term of office, the President-Elect shall become Acting President 119 


to serve the unexpired portion of the President's term, and shall serve his/her own, the successive term, 120 


as President. 121 


In the event of a vacancy of President-Elect, the Vice-President shall assume the duties, but not the 122 


office, as well as his own until the next meeting of the Board of Directors, at which time the Board shall 123 


fill the vacancy by appointment. 124 


In the event of a vacancy in the office of Vice-President, Secretary or Treasurer, the Board of Directors 125 


shall, at their next meeting, appoint a qualified member to fulfill the remainder of the unexpired term. 126 


In the event of a vacancy in the office of Chapter Chairperson, a committee consisting of the members 127 


of the Board of Directors of that chapter shall appoint an Acting Chairperson from the active 128 


membership of that chapter for the remainder of the unexpired term, subject to an approving vote of 129 


the active members of the Association within the chapter at their next regular meeting. 130 


In the event of a vacancy in the office of Chapter Representative, The Chapter Chairperson shall appoint 131 


a qualified member to serve the remainder of the unexpired term, subject to an approving vote of the 132 


chapter membership at the next regular meeting. Individuals nominated but not elected to the Board of 133 


Directors in the previous election shall have the first consideration in appointment. 134 


Section F  - DUTIES OF THE OFFICERS OF THE SOCIETY 135 


President  136 







The President shall be the chief executive officer of the Society. S/he shall preside at the annual business 137 


meeting and all meetings of the Board of Directors; prepare an agenda for the annual business meeting 138 


and submit it to the membership not fewer than thirty (30) days prior to such a meeting in accordance 139 


with Article VIII, Section C of the Bylaws; be an ex officio member of all committees except the Elections 140 


and Nominations Committee; present to the Board of Directors and membership an annual report. 141 


President-Elect 142 


The President-Elect shall become Acting President in the event of the President's absence, resignation or 143 


disability; and shall perform such other duties as shall be assigned by the President or Board of 144 


Directors. 145 


Vice-President 146 


The Vice-President shall assume the duties of the President-Elect in the event of the President-Elect's 147 


absence, resignation or disability. The Vice-President shall act as a liaison between committees as well 148 


as the general membership and the public, and carry out such other duties as shall be assigned by the 149 


President or the Board of Directors. 150 


Treasurer 151 


The Treasurer shall have charge of all funds and securities of the Society; endorsing and depositing all 152 


checks, notes and monies to the accounts of the Society, and shall disburse Society funds under 153 


direction of the Board of Directors in accordance with the approved budget. At the expense of the 154 


Society, s/he shall be bonded in an amount to be determined by the Board of Directors. 155 


Secretary 156 


The Secretary shall have charge of keeping the minutes of the Board of Directors and annual business 157 


meetings; executing the general correspondence of the Society and maintaining the Standing Rules; 158 


performing such other duties as from time to time may be assigned by the President or the Board of 159 


Directors. 160 


Immediate Past President 161 


The Immediate Past President shall become Acting President in the event of the President and Vice-162 


President's absence, resignation or disability. S/he shall advise and consult with the President, serve as a 163 


member of the Bylaws Committee, serve as a liaison to the Board of Medical Advisors, and perform such 164 


duties as shall be assigned by the Board of Directors. 165 


Article VI - NOMINATIONS & ELECTIONS 166 


 167 


Section A  - NOMINATIONS COMMITTEE 168 


The President shall appoint a Nominations Committee each odd numbered year at the first quarter 169 


meeting. The Chairperson of this committee shall report the slate of nominees to the Board of Directors 170 


at the second quarter meeting of that year. 171 


Section B - NOMINATIONS 172 







The Nominations Committee must place in nomination the name of at least one (1) person for the 173 


offices of President-Elect, Vice-President, Treasurer, Secretary and the Association's Alternate Delegate, 174 


and at least two (2) persons for the office of Medical Advisor. Additional nominations may be made from 175 


the floor of the Board of Directors. 176 


Only active members of the American Association for Respiratory Care in good standing and who are 177 


licensed by the Illinois Department of Financial and Professional Regulation (hereafter referred to as 178 


IDFPR) and are a current Board member or have served as a Board member within the last year shall be 179 


eligible for nomination. 180 


On written petition of ten (10) or more voting members or five (5) percent of the voting membership 181 


(whichever is the greater number) filed with the President prior to the second quarter meeting, any 182 


other member or members may be nominated. If a nominating petition is so filed, said nomination shall 183 


be placed on the ballot. 184 


Section C  - BALLOT 185 


The Nomination Committee's slate shall be communicated to every active member in good standing and 186 


eligible to vote. 187 


The vote shall be by secret ballot. The deadline date shall be clearly indicated on the ballot. 188 


Active membership, good standing, and eligibility to vote shall be determined by the most current 189 


membership list obtainable from the American Association for Respiratory Care. 190 


Section D  - ELECTIONS COMMITTEE 191 


The President shall appoint an impartial Elections Committee, which shall check the eligibility of each 192 


ballot and tally the votes. 193 


Article VII - GOVERNANCE 194 


 195 


Section A  - STRUCTURE 196 


The governance of this Society shall be vested in the Board of Directors 197 


Section B  - BOARD OF DIRECTORS 198 


Composition and Powers 199 


The Board of Directors shall consist of the President, President-Elect or Immediate Past President, Vice-200 


President, Treasurer, and Secretary, the Society's Delegates to the American Association for Respiratory 201 


Care, Chapter Chairpersons and the duly elected Representatives from each chapter. 202 


The Executive Committee of the Board of Directors shall consist of the officers of the Society, Chapter 203 


Chairpersons and the Society's Delegates to the American Association for Respiratory Care as voting 204 


members. 205 







The President shall be the Chairperson and presiding officer of the Board of Directors and the Executive 206 


Committee. S/he shall invite in writing such individuals to the meeting of the Board as s/he shall deem 207 


necessary, who shall have the privilege of voice but not of vote. 208 


The Board of Directors shall have the power to declare an office vacant by a two-thirds (2/3) vote, upon 209 


refusal or neglect of any member of the Board to perform the duties of office, or for any conduct 210 


deemed prejudicial to the Society. Written notice shall be given to the member that the office has been 211 


declared vacant. 212 


Duties 213 


The Board of Directors shall supervise all the business activities of the Society within the limitations of 214 


these Bylaws. 215 


The Board of Directors shall adapt and rescind Standing Rules of the Society. 216 


The Executive Committee shall have the power to act for the Board of Directors between meetings of 217 


the Board and such activities shall be in concert with the goals of the Society and subject to ratification 218 


by the Board at its next meeting. 219 


Vacancies 220 


Any vacancy that occurs on the Board of Directors shall be filled as specified in Article V Section E of 221 


these Bylaws. 222 


Meetings 223 


The Board of Directors shall meet immediately preceding and immediately following the annual business 224 


meeting of the Society and shall hold not fewer than two (2) regular and separate meetings during the 225 


course of the year. 226 


Special meetings of the Board of Directors shall be called by the President at such times as the business 227 


of the Society shall require, or upon written request of ten (10) members of the Board of Directors filed 228 


with the President and Secretary. 229 


A majority of the Board of Directors shall constitute a quorum. 230 


Special Election  231 


Whenever, in the judgment of the Board of Directors, it is necessary to present any business to the 232 


membership prior to the next regular or annual business meeting, the Board of Directors may, unless 233 


otherwise required by these Bylaws, instruct the Elections Committee to conduct a vote of the 234 


membership. The questions thus presented shall be determined according to a majority of the valid 235 


votes returned within thirty (30) days after the date of such submission, except in the case of an 236 


amendment to the Bylaws when a two-thirds (2/3) majority of the valid votes received is required. Any 237 


and all action approved by the members in accordance with the requirements of this Article shall be 238 


binding upon each member thereof. Any amendment to the Bylaws of this Society shall be presented to 239 


the membership at least sixty (60) days prior to a vote, as provided in Article XVIII Section A of these 240 


Bylaws. 241 


Article VIII - MEETING 242 







 243 


Section A - DATE & PLACE 244 


The Society shall hold an annual business meeting each calendar year. Additional meetings may be held 245 


as required to fulfill the objectives of the Society. 246 


Section B - PURPOSE 247 


The annual business meeting shall be for the purpose of receiving reports of officers and committees, 248 


the results of the election and for other business brought by the President. 249 


Additional business meetings shall be for the purpose of receiving reports and other business brought by 250 


the President. 251 


  252 


Section C - NOTIFICATION 253 


Written notice of the time and place of the annual business meeting shall be sent to all members of the 254 


Society not fewer than ninety (90) days prior to the meeting. An agenda for the annual business meeting 255 


shall be sent to all members not fewer than thirty (30) days prior to the annual business meeting. 256 


Section D - QUORUM 257 


A majority of the voting members registered at a duly called business meeting shall constitute a quorum. 258 


Section E  -ATTENDANCE 259 


All meetings called to conduct official business will be open to the membership-at-large. 260 


Article IX - SOCIETY DELEGATES TO THE AMERICAN ASSOCIATION FOR RESPIRATORY CARE’S HOUSE OF 261 


DELEGATES 262 


 263 


Section A  - ELECTION 264 


The Society shall elect an Alternate Delegate to the American Association for Respiratory Care’s House 265 


of Delegates in accordance with the Association's Bylaws in each even number year. 266 


The candidates for election to this office may not be from the same chapter as the then incumbent 267 


Alternate Delegate. 268 


Section B  - DUTIES 269 


The duties of the Delegates shall be as specified in the Bylaws of the American Association for 270 


Respiratory Care. 271 


Section C - TERM OF OFFICE 272 


The candidate elected to the office of Alternate Delegate shall serve for a term of four (4) years, the first 273 


two (2) of which will be served as Alternate Delegate, and the remaining two (2) years as Delegate. 274 







Section D - SUCCESSION 275 


No person may serve more than two successive terms in the House of Delegates. 276 


Section F - VACANCIES IN OFFICE 277 


In the event of a vacancy in the office of Delegate, the Alternate Delegate shall become Delegate to 278 


serve the unexpired portion of the Delegate's term, and shall then serve his/her own, the successive 279 


term, as Delegate. 280 


In the event of a vacancy in the office of Alternate Delegate, an election shall be held to fill the vacancy. 281 


Candidates for this election may not be from the same chapter as the then incumbent Delegate. 282 


Article X - COMMITTEES 283 


 284 


Section A - STANDING COMMITTEES 285 


The chairpersons and members of the following standing committees shall be appointed by the 286 


President, subject to an approving vote of the Board of Directors, to serve for a term of one (1) year 287 


except as specified in Article XI Section A subsection 3 of these Bylaws. 288 


Budget and Audit 289 


Bylaws 290 


Chapter Chairpersons 291 


Education 292 


Elections 293 


Legislative 294 


Membership 295 


Nominations 296 


Program 297 


Public Relations 298 


Publications 299 


Strategic Planning 300 


Student 301 


Section B - SPECIAL COMMITTEES AND OTHER APPOINTMENTS 302 


Special committees or personnel may be appointed by the President as the business of the Society 303 


requires, subject to an approving vote of the Board of Directors. 304 


Section C - REMOVAL OF A COMMITTEE CHAIRPERSON 305 







Involuntary removal of a committee chairperson requires a two-thirds (2/3) approving vote of the Board 306 


of Directors. 307 


Article XI - COUNCILS & DUTIES OF COMMITTEES 308 


 309 


Section A PURPOSE AND DUTIES OF COUNCILS 310 


In order to facilitate effective oversight and establish an accountability mechanism, the committees of 311 


the Society shall be organized into four functional groups or councils. The leadership of each council 312 


shall be appointed by the President. The composition of the councils may be modified at the discretion 313 


of the President to best achieve the goals of the Societ 314 


Fiscal Responsibilities 315 


This council shall be responsible for the fiscal oversight of the Society, including but not limited to 316 


assuring the development, implementation of and assurance of compliance with the annual budget, as 317 


well as making appropriate arrangement for the long-term financial viability of the Society. 318 


Governmental Affairs 319 


This council shall be responsible for the governing of the Society and shall be a liaison between the 320 


Society and any local, state or federal government activities that could potentially impact the profession 321 


of Respiratory Care as it is practiced in Illinois. 322 


Professional Development 323 


This council shall be responsible for the development and implementation of programs to facilitate 324 


recruitment, retention and education of Respiratory Care Professionals and members of this Society. 325 


Strategic Communication 326 


This council shall be responsible for communication within the Society, and communication between the 327 


Society and the public at large. This council shall also be responsible for the development of the 328 


Strategic Plan of the Society, as well as on-going guidance toward achieving the goals stated therein, or 329 


when appropriate, modification thereof. 330 


  331 


 332 


Section B DUTIES AND COMPOSITION OF COMMITTEES 333 


  334 


Budget and Audit Committee 335 


This committee shall be composed exclusively of members of the Board of Directors. 336 


This committee shall submit a proposed annual budget to the Board of Directors at the second quarter 337 


meeting of that body. The Board's approved budget, with revisions, shall then be presented in writing to 338 


the general membership. 339 







This committee shall verify that the Society's officers and committee chairpersons not exceed the 340 


budget in any category without the consent of the Budget and Audit Committee and an approving vote 341 


of two-thirds (2/3) of the Board of Directors. 342 


Bylaws Committee 343 


This committee shall consist of a Chairperson and at least four (4) additional members from the Board of 344 


Directors. 345 


This committee shall receive proposed amendments to these Bylaws from members of the Board of 346 


Directors and shall edit such amendments prior to their submission to the Board of Directors. 347 


This committee will provide to the Board of Directors interpretation and recommendations on Bylaws 348 


questions. 349 


Chapter Chairpersons' Committee 350 


This committee shall be composed of all incumbent Chapter Chairpersons of the Society. 351 


The Chairperson of this committee will be elected from the membership of the committee. 352 


Education Committee 353 


This committee shall consist of a Chairperson and not less than four (4) additional members. 354 


This committee shall assist in designing and planning the educational activities for the Society and the 355 


Chapters. 356 


Elections Committee 357 


This committee shall consist of a Chairperson and not less than four (4) additional members. Candidates 358 


listed on the Election Committee's ballot may not be members of this committee. 359 


This committee shall prepare, distribute, receive, verify and count ballots for all elections or actions 360 


requiring a general membership vote for approval. 361 


Legislative Committee 362 


This committee shall consist of a Chairperson and at least six (6) members. 363 


This committee shall review proposed legislature that impacts the field of respiratory care. 364 


This committee shall provide the Board of Directors with interpretation and recommendations on 365 


legislative activity. 366 


Membership Committee 367 


This committee shall consist of a Chairperson and at least six (6) members. 368 


This committee is responsible for membership services and recruitment. 369 


Nominations Committee 370 


This committee shall consist of at least one (1) member from each chapter. 371 







This committee shall prepare for review by the Board of Directors a slate of candidates. It will be the 372 


responsibility of this committee to place at least one (1) name per office on the ballot. 373 


Program Committee 374 


This committee shall consist of a Chairperson and not less than six (6) additional members. 375 


This committee shall be responsible for the planning and implementation of the Society's annual 376 


convention. 377 


Public Relations Committee 378 


This committee shall consist of a Chairperson and at least four (4) additional members. 379 


This committee shall maintain such liaison as has been established by the Board of Directors with other 380 


organizations whose activities may be of interest to the members of this Society. This shall include the 381 


preparation of exhibits, programs and other items to bring the message of Respiratory Care and the 382 


Association to the medical, nursing and hospital groups, as well as educational facilities where use of 383 


such material can be expected to recruit new people to the field of Respiratory Care. 384 


Publications Committee 385 


This committee shall consist of a Chairperson and not less than four (4) additional members. 386 


This committee shall concern itself with the execution of a Society newsletter and all other publications 387 


of the Society with the public, hospitals and other organizations through dissemination of information 388 


concerning Respiratory Care. 389 


Strategic Planning Committee 390 


This committee shall consist of a Chairperson and at least three (3) members. 391 


This committee will formulate five-year strategic plans for the Society, to be submitted annually. 392 


Student Committee 393 


This committee shall ideally consist of one (1) primary and one (1) alternate representative from each 394 


Respiratory Care educational program in the State and an active member of the Society who will 395 


function as a liaison to the Board of Directors. 396 


The purpose of the committee is to actively integrate students into the Society's systems and 397 


committees in order to establish knowledge of the Society and express concerns of the student 398 


population. 399 


Article XII - CHAPTER ORGANIZATION 400 


 401 


Section A  - BOUNDARIES OF CHAPTERS 402 


The boundaries of each chapter shall be prescribed by the Board of Directors. (Refer to Article III, 403 


Section A.) 404 







Section B -  ORGANIZATION 405 


The internal organization, except where in conflict with these Bylaws, shall not be the concern of this 406 


document 407 


Section C - OFFICERS AND CHAPTER REPRESENTATION 408 


Each chapter shall be represented on the Board of Directors by one member for each thirty-five (35) 409 


active members or major fraction thereof within the chapter, except that no chapter shall have less than 410 


one (1) Chapter Chairperson, and no less than two (2) or no more than a maximum of twenty (20) 411 


Chapter Representatives. 412 


Membership in a chapter shall be determined by the member's mailing address. 413 


The membership rolls as of March of each year shall determine the appointment of the Board of 414 


Directors. 415 


Only active members of the Association in good standing within a chapter and who are licensed by the 416 


IDFPR may be nominated and elected by members of the chapter to represent them on the Board of 417 


Directors. 418 


An active member may opt to transfer his chapter affiliation to a chapter other than the one that has 419 


been designated by his/her mailing address. 420 


An active member who wishes to transfer chapter affiliation must make a written declaration to the 421 


Society's Membership Committee in January of each year. 422 


The member's letter of declaration must contain: 423 


the chapter s/he is currently assigned through his/her mailing address 424 


the chapter to which s/he wants to transfer 425 


The Membership Committee will confirm in writing the new chapter affiliation to the member, the 426 


chairperson of the old chapter and the chairperson of the new chapter. 427 


Transfer of chapter affiliations must be renewed in January of each year. 428 


Transfer members will have all rights and privileges of a regular chapter member. 429 


The chapters' representatives to the Board of Directors shall be elected no less than thirty (30) days 430 


prior to the annual business meeting and shall take office at the first quarter meeting. 431 


Vacancies shall be filled by appointment of the chapter chairperson subject to an approving vote by the 432 


chapter's active membership at their next regular meeting. Individuals nominated but not elected to the 433 


Board of Directors in the previous election shall have first consideration in appointment. 434 


Chapter representatives to the Board of Directors will serve a term of two (2) years and may succeed 435 


themselves indefinitely. 436 


A seat may be declared vacant by a simple majority of the chapter membership present at any regular 437 


business meeting. 438 







If a member's mailing address is outside of Illinois, the member should select the chapter to which s/he 439 


wishes to belong. If no selection is made, the chapter affiliation will be selected by the membership 440 


committee, using a procedure approved by the Board of Directors. 441 


Each chapter will be represented on the Executive Committee of the Board of Directors by one (1) 442 


chapter chairperson. 443 


Only the active members of the Association in good standing within the chapter and who are licensed by 444 


the IDFPR may be nominated and elected by the members of the chapter to the office of Chapter 445 


Chairperson. 446 


The Chapter Chairperson shall be elected no less than thirty (30) days prior to the annual business 447 


meeting 448 


A committee of the Chapter Representatives will appoint a Chapter Chairperson in the event of a 449 


vacancy, subject to an approving vote by the chapter membership at their next regular business 450 


meeting. 451 


The Chapter Chairperson will serve a term of two (2) years and may succeed his/herself indefinitely. 452 


The office may be declared vacant by a simple majority of the active members of the Association within 453 


the chapter at a regular business meeting 454 


Section D - ACTIVITIES 455 


Each chapter organization shall be encouraged to expand the membership of the chapter and to develop 456 


educational activities and such other activities as is consistent with the Articles of Incorporation and 457 


these Bylaws. 458 


Section E  - CHAPTER ADMISSION REQUIREMENTS 459 


A chapter will be bounded by county lines. 460 


There will be seven chapters within the state. 461 


Chapters must have a minimum of fifty (50) active members from one (1) or more adjacent counties; a 462 


new chapter of the Society may be organized by written petition of no less than fifty (50) active 463 


members in a given geographical area. 464 


The petition will then be presented to the Board of Directors for review and shall consist of a list of 465 


memberships, officers, minutes of the organizational meeting, chapter Standing Rules and geographical 466 


locations (by counties). 467 


Approval of the petition will be granted by a two-thirds (2/3) vote of the assembled Board of Directors. 468 


Section F - CORRESPONDENCE 469 


A copy of the minutes of the governing body and business meetings of the chapter shall be sent to the 470 


Society's office. 471 


The names and addresses of chapter officers shall be sent to the Society's office. 472 







Article XIII - BOARD OF MEDICAL ADVISORS (BOMA) 473 


 474 


Section A - COMPOSITION 475 


The Society shall have four (4) Medical Advisors. Candidates for Medical Advisor must be physicians who 476 


have an identifiable role in clinical, organizational, educational or investigational Respiratory Care. 477 


Section B - TERM OF OFFICE 478 


Each member shall serve for a term of four (4) years, two members to be elected each even numbered 479 


year by active members of the Association within the Society. The term of office shall commence 480 


immediately following the annual business meeting of the Society. 481 


Section C  - DUTIES 482 


The Board of Directors and all committees shall consult the BOMA in regard to all matters of medical 483 


policy. The BOMA shall assist the appropriate committees or chapters regarding educational programs 484 


and publications. The Chairperson of the BOMA or his/her delegate shall attend all regular meetings of 485 


the Board of Directors and shall have privilege of voice but not vote. 486 


The Chairperson of the Society's BOMA shall submit in writing the names of all its members to the 487 


Association's BOMA for approval. 488 


The Chairperson or his/her delegate shall report all activities to the Board of Directors of the Society at 489 


its regular meetings. 490 


Charges to the BOMA shall be made from the Board of Directors of the Society. 491 


The BOMA shall elect their own officers and be responsible for such organizational policies as they may 492 


otherwise require. 493 


Funds that may be required for the BOMA activities should be budgeted within the Executive 494 


Committee's budget request. 495 


Section D  - VACANCIES 496 


Any vacancy that occurs on the BOMA shall be filled by appointment of the President of the Society and 497 


ratified by the Board of Directors at their next regularly scheduled meeting. 498 


The appointed member will fulfill the remainder of the unexpired term. 499 


The term of office of a Medical Advisor may be terminated at any time by a two-thirds (2/3) vote of the 500 


Board of Directors. Notification of this action shall be submitted to the Medical Advisor and the 501 


Chairperson of the Society's BOMA. 502 


Section E - MEETINGS 503 


An annual meeting of the BOMA shall be held at the time and place of the annual business meeting of 504 


the Society, and other meetings shall be held at such times and places as shall be determined by the 505 


BOMA. 506 







Article XIV - FISCAL POLICY 507 


 508 


Section A - FISCAL YEAR 509 


The fiscal year of the Society shall be from January 1st through December 31st. 510 


Section B- FISCAL ACTIVITIES 511 


All fiscal activities shall be in accordance with the Society's Standing Rules. 512 


Article XV - DUES AND ASSESSMENTS 513 


 514 


Section A  - PAYMENT OF DUES 515 


Each member of the Society shall pay annual dues in such amounts and in such manner as may be 516 


established on an annual basis by the Board of Directors, 517 


Section 6 - ASSOCIATION MEMBERS 518 


Society dues shall be considered paid in full upon payment of the Association's dues. 519 


Section C - ASSESSMENTS 520 


The Society shall have the right to assess the membership. 521 


Article XVI - ETHICS 522 


If the conduct of any Society member shall appear to be in willful violation of the Bylaws or Standing 523 


Rules of this Society or prejudicial to this Society's interests as defined in the Association's Code of 524 


Ethics, the matter will be referred to the Association's Judicial Committee and/or the Society's Board of 525 


Directors as determined by membership designation. 526 


 527 


Article XVII - PARLIAMENTARY PROCEDURE 528 


 529 


Section A  - PARLIAMENTARIAN 530 


The Delegate of the Society will serve as Parliamentarian of the Board of Directors during his/her term. 531 


Section B - PROCEDURE 532 


The rules contained in Robert's Rules of Order (Revised) shall govern whenever they are not in conflict 533 


with the  Bylaws of the Society or the Association 534 


Article XVIII - AMENDMENTS 535 


 536 







Section A RATIFICATION 537 


These Bylaws may be amended at any regular meeting of the Society with provisions for absentee ballot 538 


or by vote of the Society by a two-thirds (2/3) majority of those voting, provided the proposed 539 


amendment has received an approving vote of two-thirds (2/3) of the assembled Board of Directors and 540 


has been presented to the membership in writing not less than sixty (60) days prior to the vote. 541 


Article XIX - INTENT 542 


 543 


No provisions of the Bylaws of the Illinois Society for Respiratory Care shall be interpreted to conflict 544 


with the provisions of the Bylaws of the Association. Notwithstanding provisions of Article XVIII, these 545 


Bylaws may be amended by the Board of Directors at any time they are found to be in conflict with the 546 


Bylaws of the Association. They may also be amended by the Board when a correction for clarity, 547 


conformity or simple name change is deemed necessary by the Board. 548 


 549 
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BYLAWS OF THE KENTUCKY SOCIEITY OF THE AMERICAN 


ASSOIATION FOR RESPIRATORY CARE 


 


 


 


ARTICLE I 


Name 


 


This organization shall be known as the Kentucky Society for 


Respiratory Care, Inc., hereinafter referred to as the society, a chartered 


affiliate of the American Association for Respiratory Care, hereinafter 


referred to as the AARC. The AARC 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 this society shall be the 


boundaries of the Commonwealth of Kentucky. 


 


ARTICLE III 


Object 


 


Section 1. Purpose:  


a. To encourage and develop, on a regional basis, educational programs 


for those persons interested in the field of respiratory care; 


b. To advance the science, technology, ethics, and art of respiratory 


care through regional institutes, meetings, lectures, and the 


preparation and distribution of a newsletter and other materials;  


c. To foster cooperation between respiratory care personnel and the 


medical profession, hospitals, service companies, industry, and other 


agencies within the state interested in respiratory care; except that 


this society shall not commit any act which shall constitutes 


unauthorized practice of medicine.  
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d. To educate the general public on health promotion and disease 


prevention.  


Section 2. Intent: 


a. No part of the net earnings of the society shall inure to the benefit of 


any private member or individual nor shall the corporation perform 


particular services for individual members thereof.  


 


b. Distribution of the funds, income, and property of the society may be 


made to charitable, educational, scientific, or religious corporations, 


organizations, community chests, foundations or other kindred 


institutions maintained and created for one or more of the foregoing 


purposes if at the time of distribution the payees or distributees are 


exempt from income taxation under the appropriate provisions of the 


Internal Revenue Code.  


 


 


 


ARTICLE IV 


Membership 


 


 


Section 1. Classification:  


 


a. Active Member 


 


An individual who meets the requirements set forth by the 


AARC bylaws and has paid the current dues assessment set by 


the AARC before the delinquent date, is eligible to be an active 


member. An active member in good standing shall be entitled to 


have all the rights and privileges of this society including: the 


rights to hold office, hold committee chairs, and vote.  


 


b. Associate Member 


 


An individual is eligible to be an associate member if the 


individual meets the requirements set forth by the AARC bylaws 


and has paid the current dues assessment set by the AARC 


before the delinquent date. Associate members shall have all the 


rights and privileges of the society except the right to vote, and 
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hold office, or chair any standing committee. There shall be the 


following sub-classes of Associate Membership:  


 


1. Student Member 


An individual is eligible to be a student member if the 


individual meets the requirements set forth by the AARC 


bylaws and has paid the current dues assessment set by the 


AARC. Student Members shall have all the rights and 


privileges of the society except the rights to vote, hold 


office.  


 


2. Physician Member 


An individual is eligible to be a Physician member if the 


individual meets the requirements set for the by the AARC 


bylaws and has paid the current dues assessment set by the 


AARC. The Physician member shall have the same rights 


and privileges as set forth in the AARC bylaws.  


 


3. Industrial Member 


An individual is eligible to be an Industrial Member if the 


individual meets the requirements set forth by the AARC 


bylaws and has paid the current dues assessment set by the 


AARC. The Industrial member shall have the same rights 


and privileges as set forth in the AARC bylaws.  


 


c. Special Members 


 


1. Life Member 


 


The KSRC will recognize any Life Member when so 


designated by the AARC Board of Directors. Such a member 


shall have all the rights and privileges as designated by the 


AARC.  


 


2. Honorary Member 
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The KSRC will recognize any Honorary Member when so 


designated by the AARC Board of Directors. Such a member 


shall have all the rights and privileges as designated by the 


AARC. 


 


3. General Member 


An individual is eligible to be a General Member if the 


individual meets the requirements set forth in the AARC 


bylaws and has paid the current dues assessment set by the 


AARC. The General Member shall have the same rights and 


privileges as set forth in the AARC bylaws.  


 


Section 2. Eligibility: 


 


An individual is eligible to be a member of this society if the individual 


is a member of the AARC as specified in the AARC bylaws.  


 


 


ARTICLE V 


Officers and Representatives 


 


 


Section 1. Officers: 


 


The officers of the society shall be a President, a President-elect (who 


automatically accedes to the presidency when the President’s term ends), 


a Secretary, A Treasurer and an Immediate Past-president. These officers 


shall have voice and vote at all meetings of the governing bodies.  


 


Section 2. District Representation/Student Representative: 


 


a. Each district shall be represented on the Board of Directors by a 


Senior district Representative, serving a second year as District 


Representative and a Junior District Representative, serving a first 


year as District Representative.  


b. All students will be represented on the BOD by a Student 


Representative.  


 


 


 


 


Section 3. Delegation:  
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The KSRC shall be represented to the AARC House of Delegates by a 


Delegation, which shall consist of two delegates, who shall be members 


of the KSRC Board of Directors with both voice and vote.  


 


Section 4. Term of Office 


 


b. The term of office for Junior District Representative shall begin 


January 1 following the annual business meeting at which his/her 


election is announced and shall be for two (2) years. The Junior 


District Representative shall accede to the office of Senior District 


Representative.  


 


c. The term of office for Senior District Representative shall begin 


January 1 following the annual business meeting and shall be for two 


(2) years. 


 


d. The Term of office for the Delegation shall be as described in Article 


IX. 


 


Section 5. Vacancies in Office:  


 


a. In the event of a vacancy in the office of President in his first year, 


the Past-President shall become President to serve the un-expired 


term and shall serve the successive term as Past President. 
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b. In the event of a vacancy in the office of President in his second 


year, the President-Elect shall become President to serve the 


unexpired term and shall serve the successive term as President. 


 


c. In the event of a vacancy in the office of President-elect, the Vice-


president shall assume the duties, but not the office, until the position 


is filled by election. A special meeting of the Board of Directors 


shall be called to declare a special society election to fill the 


President-elect position. In the event the election is not completed by 


January 1, the President shall remain as President of the society until 


the election is finalized, in addition to fulfilling the Immediate Past 


president’s position. 


 


d. In the event of a vacancy in the office of Senior Delegate, the most 


recently elected member of the delegation shall accede to the 


position of Senior Delegate for the remainder of the original term 


and then serve his/her own full term as Senior Delegate.  


 


The Society’s President shall fulfill the duties of the most recently 


elected member of the Delegation excluding chairing the 


Nominations/Elections Committee, until a new Delegate can be 


selected, or until the next regularly scheduled election of a delegate. 


If more than eight (8) months remain until the next regularly 


scheduled election of a new Delegate, a replacement Delegate shall 


be selected by the active and life membership by special election. 


The newly elected Delegate thus selected shall serve only until the 


next regular election of a Delegate.  


 


e. Vacancies in all other officer positions shall be filled by appointment 


of the Board of Directors to serve the remainder of that term.  


 


f. In the event of a vacancy in the office of Senior District 


Representative, the Junior District Representative shall become 


acting Senior District Representative to serve the un-expired term 


and shall serve the successive term as Senior District Representative.  


 


g. In the event of a vacancy in the office of Junior District 


Representative, the Senior District Representative shall remain as 


Senior District Representative and shall remain in office until the 


next regular election is finalized. If the Senior District 


Representative does not agree to remain in office, then the Board of 


Directors shall appoint a Junior District Representative.  
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Section 6. Duties of Officers: 


 


a. President – The President shall be the chief executive officer of the 


society. The President shall preside at the annual business meeting 


and all meetings of the Board of Directors; prepare an agenda for the 


annual business meeting and submit it to the membership not fewer 


than thirty (30) days prior to such a meeting in accordance with 


Article VIII 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) days prior to such meeting; appoint standing 


and special committees subject to the approval of the Board of 


Directors; be an ex-officio member of all committees except the 


Nominations/Elections Committee; and present to the Board of 


Directors  membership an annual report of the society's activities. In 


the event of a vacancy in the office of Delegate, the President shall 


assume the duties, excluding chairing the Nominations/Elections 


Committees, of the most recently elected member of the Delegation 


as detailed in Article IX, Section 3, of these bylaws.  


 


b. President-elect – The President-elect shall become acting President 


and shall assume the duties of the President in the event of the 


President’s absence, resignation, or disability; and shall perform such 


other duties as shall be assigned by the President or the Board of 


Directors. The President-elect shall serve as an ex-officio member of 


all committees, except the Nominations/Elections Committees when 


in the role of Acting President.  


 


d. Treasurer – The Treasurer shall have charge of all funds and 


securities of the society; endorsing checks, notes, or other orders for 


payment of bills, disbursing funds as authorized by the Board of 


Director in accordance with the adopted budget; and depositing 


funds as the Board of Directors may designate. The Treasurer shall 


see that full and accurate accounts are kept, and submit a written 
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financial report to each meeting of the Board of Directors. At the 


expense of the society, the Treasurer shall be bonded in an amount 


determined by the Board of Directors. The Treasurer shall comply 


with all state regulations required by Articles of Incorporation. The 


Treasurer shall oversee the preparation of an external annual audit of 


the Society’s finances and shall, annually, file all applicable, Federal, 


State and Local income tax returns.  


 


e. Secretary – The Secretary shall have charge of keeping the minutes 


of the Board of Directors meetings, regular business meetings and 


the annual business meeting, submitting a copy of the minutes of 


every meeting of the governing bodies and other business of the 


society to the executive office of the AARC within thirty (30) days 


following the meeting; executing the general correspondence; and in 


general, performing all duties as from time to time shall be assigned 


by the President, or Board of Directors.  


 


f. Immediate Past-President – The Immediate Past-President’s specific 


duties include serving as a resource person for the President; and 


other duties as assigned by the President or the Board of Directors.  


 


 


ARTICLE VI 


Nominations/Elections 


 


                                                         


Section 1. Nominations/Election Committee: 


 


The Board of Directors shall appoint a Nominations/Elections 


Committee chairperson each year at its annual business meeting.  


a. It shall be the duty of the committee to prepare a slate of nominees 


for the next year’s election. 


 


b. Nominations shall open not later than February 1
st
, and shall remain 


open at least twenty-five (25) days, and not more than ninety (90) 


days.  


 


c. The Chairperson of the committee shall report the slate of nominees 


to the board of directors for ratification not later than May 31.  


 


d. No member of the Nominations/Elections Committee shall be a 


candidate for an elected office.  
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Section 2. Nominations 


a. The Nominations/Elections Committee shall determine the eligibility 


of all nominees 


 


b. The Nominations/Elections Committee shall place in nomination the 


names of two (2) or more active or life members for the offices of 


President-elect, Vice-President, Secretary, and Treasurer. The 


committee shall also place in nomination the names of two (2) or 


more active or life members for Junior District Representative who 


are members of that specific district. 


Every two (2) years, the Nominations/Elections Committee shall 


place in nomination the names of two (2) or more active or life 


members for the Delegation. The Nominations/Elections committee 


shall make every reasonable effort to assure at least two (2) 


nominees for each of the above described offices. If, however, the 


nominations committee is unable to assemble a ballot with at least 


two (2) candidates for each office, the Board of Directors may 


authorize publication of a ballot with less than two (2) candidates for 


any of the above described offices. In the event an office has no 


qualified candidates who accept the nomination, the board may 


reopen nominations for that office only for a period of 15 calendar 


days, with notification of this fact being carried out by activation of 


the appropriate portions of the rapid communication network.  


Except for the office of President-elect, if at the end of this period, 


no qualified candidates have accepted the nomination for the office, 


the Board of Directors shall appoint an individual to fulfill the duties 


of that office until the next regular election.  


 


c. The Nominations/Elections Committee shall prepare a pertinent 


biographical sketch of each nominee’s professional services and 


activities to the society or district, which shall be part of the ballot. 


 


d. On written petition of five (5) percent of the voting membership filed 


with any officer of the society, not later than May 31, any other 


eligible member of members may be nominated.  If a nominating 


petition is so filed, such further nominations shall be placed on the 


ballot, providing eligibility requirements are fulfilled.  


 


Section 3. Ballot:  
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The nominations/Elections Committee must present the slate to the 


Board of Directors for approval and the candidate biographical sketches 


to the Nominations/Elections Committee not later than June 30. The 


Nominations/Elections Committee shall prepare the ballots, with 


provisions for write in votes for each position to be filled. The deadline 


date and time for return of the ballots shall be clearly indicated on the 


ballot.   


a. The ballots for officers, district representative, and the Delegation (in 


applicable years) shall be distributed to all voting members active or 


life AARC members in good standing of the society not later than 90 


days prior to the annual business meeting, and in such a manner as to 


assure the secrecy and authenticity of each ballot. For a returned 


ballot to be deemed valid, it must be postmarked or electronically 


date stamped no later than sixty (60) days prior to the annual 


business meeting. The Committee shall be responsible for receiving 


the ballots and tallying the votes no sooner than fifteen (15) days 


prior to the Annual business Meeting. The results of the election 


shall be announced by the committee chairperson at the annual 


business meeting, the Board of Directors shall consider and approve 


the results, and the presiding officer shall declare the results of the 


election. 


In the event the Board of Directors does not approve the results of 


the election, the presiding officer shall declare the results of the 


election invalid. In such a case, the election process shall be 


repeated. In the event the election process is repeated, those persons 


in elected positions shall remain in their elected positions until the 


results of the new election have been declared valid and those elected 


have been installed. 


 


b. The ballots for special society election shall be distributed to all 


voting members active or life AARC members of the society in good 


standing within ten (10) working days after the call for a special 


election. For the ballot to be deemed valid, it must be postmarked no 


later than the date specified on the special election ballot. The results 


of the election shall be announced at the next Board of Directors 


meeting.  


 


Section 4.  Vote: 


 


Except in cases of bylaws amendments, the elections shall be by plurality 


of the votes cast. Lot shall decide a tie vote.  







11 


 


 


 


ARTICLE VII 


Board of Directors 


 


 


Section 1. Composition and Powers: 


 


a. The executive government of this society shall be vested in a board 


of active or life members consisting of the Immediate Past-President, 


President, President-elect Secretary, Vice-President,Treasurer, 


Delegation and Senor District Representatives, all of whom shall 


have a voice and vote. Other members of the board who have voice 


but not vote are the Junior District Representatives (except in the 


absence of the Senior District Representative), and the Medical 


Advisor(s), Student Representative and the Industrial 


Representative(s).  


 


b. The President shall be the chairperson and presiding officer of the 


Board of Directors and the executive committee. The President shall 


invite such individuals to the meetings of the Board, as the President 


shall deem necessary, with the privilege of voice, but not vote.  


 


c. If any member of the board is charged as being negligent in 


performing the duties of that office or in exhibiting any conduct 


deemed prejudicial to the society, the member’s name shall be given 


to the Judicial Committee for investigation and recommendation 


before the next board meeting. Based on the Judicial Committee’s 


findings, the position may be declared vacant by a 2/3’s vote of all 


the Board of Directors present.  


 


Section 2. Duties 


 


a. Supervise all business and activities of the society within the 


limitations of these bylaws 


 


b. Adopt and rescind standing rules of the society 
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c. Determine remuneration, stipends, and the amount of any 


membership fees for the following year, and other related matters, 


after consideration of the budget. 


 


Section 3. Meetings: 


 


a. The Board of Directors shall meet during the annual state 


educational meeting prior to the annual business meeting of the 


society, and shall hold not fewer than three (3) regular and separate 


additional meetings during the calendar year.  


 


b. Business meetings shall be for the purpose of receiving reports and 


other business brought by or to the President.  


 


c. Special meetings of the Board of Directors shall be called by the 


President at such times as th3e business of the society shall require, 


or upon written request of five percent (5%) of the voting 


membership of the society, filed with the President or Secretary of 


the society. Special meetings of the Board of Directors shall only 


deal with a specific written agenda as filled with the written request.  


 


d. A majority of the voting Board of Directors shall constitute a quorum 


at any meeting of the Board.  


 


 


Section 4. Phone/Electronic Vote: 


 


The presiding officer shall have the authority to conduct a 


phone/electronic vote of the board between Board of Directors’ 


meetings. The outcome of the vote must be entered into the minutes of 


the next Board of Director’s meeting.  


 


Section 5. Mail Vote: 


 


a. The Board of Directors determines necessity of a mail vote of the 


membership on any issue, except bylaws amendments.  


 


b. The Board of Directors shall instruct the Nominations/Elections 


Committee to conduct the mail vote. 


 


c. Except for bylaws amendments, decision of the question shall be by 


the majority of those votes received by the stated deadline for return. 







13 


 


The stated deadline for return shall not be sooner than thirty (30) 


days from the mailing date.  


 


d. Decision of bylaws amendments shall be by two-thirds (2/3) majority 


of the valid votes received by the stated deadline for return. The 


stated deadline for return shall not be sooner than thirty (30) days 


from the mailing date. 


 


Section 6. Multiple Office. 


 


No officer, District Representative, or Delegate shall hold more than one 


(1) elected position, within the society, simultaneously.  


 


 


 


ARTICLE VIII 


Annual Business Meeting 


 


 


Section 1. Date and Place: 


 


The society shall hold the annual business meeting in conjunction with 


and as a part of the agenda of the annual state educational meeting, 


which shall be held in the third or fourth quarter. The time and place of 


the annual business meeting shall be decided and announced in advance 


by the Board of Directors. 


 


Section 2. Purpose: 


 


The annual business meeting shall be for the purpose of receiving reports 


of officers and committees, announcing the results of elections, and 


conducting other business brought by or to the President. Additionally, 


the President-elect shall announce committee chairpersons and 


committee charges for the coming year, announce the tentative dates and 


locations of the coming year’s Board of Directors’ meetings and the 


tentative date, place and time of the coming year’s annual business 


meeting. 


 


Section 3. Notification: 
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Written notice of the time and place and agenda of the annual business 


meeting shall be sent to all members of the society not fewer than thirty 


(30) days prior to the meeting.  


 


 


ARTICLE IX 


Society Delegates to the AARC House of Delegates 


 


Section 1. Election: 


 


The Delegation shall be elected by the voting membership of active or 


life AARC members of the society not fewer than ninety (90) days prior 


to the annual business meeting of the AARC at which they will represent 


the KSRC.  


 


Section 2. Term of Office: 


 


The most recently elected member to the Delegation shall serve a two (2) 


year term and automatically accedes to the office of Senior Delegate for 


a two (2) year term. 


 


Section 3. Duties: 


 


The duties of the delegation shall be the same as specified by AARC 


bylaws. 


 


 


ARTICLE X 


Committees 


 


Section 1. Standing Committees: 


 


The following are Standing Committees of the KSRC;  


 


a) Budget and Audit 


b) Bylaws  


c) District Affairs 


d) Program 


e) Governmental Affairs 
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f) Judicial 


g) Long Range Planning 


h) Membership/Public Relations 


i) Nominations/Elections 


j) Publications 


 


Except for the Nominations/Elections, Bylaws and Budget and Audit 


Committees, the President shall appoint the chairperson to serve for a 


term of one (1) year.  


 


Section 2. Committee Chairperson’s Duties: 


 


a. Except those committees in which membership is defined, 


committee chairpersons shall appoint committee members. 


When possible, the chairperson of the previous year shall serve 


as a member of the new committee.  


 


b. The chairperson of each committee shall confer promptly with 


the members of that committee on work assignments. 


 


c. All Standing Committee reports shall be made in writing and 


submitted to the President and the Secretary of the society. 


 


d. Non-members or physician members may be appointed as 


consultant to committees. The President shall request 


recommendations for such appointments from the Medical 


Advisor. 


 


e. Each committee chairperson requiring operating expenses shall 


submit a budget for the next fiscal year to the President. 


 


Section 3. Duties of Committees:  


 


a. Budget and Audit 


 


This committee shall be composed of the executive committee 


and shall submit an annual budget for approval by the board at 


the first meeting of the new board of directors. This committee 


shall also be responsible for receiving and reviewing annual 


audits of KSRC finances as prepared by an external auditor and 


overseen by the Treasurer.  
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b. Bylaws  


 


1. Annually, the Board of Directors shall appoint a member for 


a three (3) year term.  The chairperson of this committee, of 


at least three (3), shall be the board appointed member 


serving his/her third year on the committee.  


 


2. At least one (1) member of the committee must be a past-


president. The committee shall receive and prepare all 


amendments to the bylaws for submission to the Board of 


Directors. The committee may also initiate such amendments 


for submission to the Board of Directors. 


 


c. District Affairs 


 


This committee shall consist of at least one (1) member for each 


district. The committee shall receive applications for the districts 


and report its findings to the Board of Directors. It shall review 


the minutes of all district meetings and advise the District 


Representative and Secretaries of any irregularities or other 


recommendations, and send copies of all pertinent information to 


the President and Secretary of the society.  


 


d. Program 


This committee shall be responsible for providing educational 


opportunities for membership. The Medical Advisor(s) or 


designee shall be a consultant member of this committee.  


 


e. Governmental Affairs 


This committee shall be responsible for keeping current on 


governmental actions affecting the practice of respiratory care. In 


addition, this committee shall keep the membership informed of 


any regulatory changes affecting the practice of respiratory care.  


 


f. Judicial 


 


This committee shall consist of members from the board of 


directors or previous society officers.  Via due process, this 


committee shall review formal, written complaints against any 


individual society member charged with any violation of the 


society bylaws, or Articles of Incorporation, or with any conduct 


deemed detrimental to the society or AARC. If the person is a 
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member of the KSRC by virtue of membership in the AARC, 


such a member shall be reported to the judicial Committee of the 


AARC for consideration. Complaints or inquires may be referred 


to this committee by the Judicial Committee of the AARC.  


 


g. Long Range Planning 


 


This committee shall be responsible for updating the long-range 


plan and submitting its recommendations to the board of 


directors annually, and perform other services as directed by the 


President and Board of Directors.  


 


h. Membership/Public Relations: 


 


This committee shall consist of the society’s Delegation and at 


least one (1) other member of the Board of Directors. The 


committee shall receive, process, and distribute membership 


lists,; report to the Membership Committee of the AARC on all 


membership drives, activities, etc., and perform other services 


ass directed by the President and Board of Directors. This 


committee shall maintain such liaison as has been established by 


the Board of Directors with other organizations whose activities 


may be of interest to the members of the society.  


 


i. Nominations/Elections 


 


This committee shall be responsible for conducting the 


nominations and elections of President-elect, Vice-president, 


Secretary, Treasurer, and Delegates as outlined in Article VI. 


j. Publications 


This committee shall publish a society newsletter and other 


publications of this society. 


 


Section 4. Special Committees and Other Appointments: 
 


a. Special Committees may be appointed by the President, subject to 


the approval of the Board of Directors. 


 


b. Representatives of the society to such external organizations as may 


be required shall be appointed by the President with the approval of 


the Board of Directors. The term of appointment shall be for one (1) 


year or as designated by the external organization.  
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Section 5. Executive Committee: 


 


The Executive Committee of the Board of Directors shall consist of the 


Immediate Past-President, President, President-elect,  Delegate(s), Vice-


President, Secretary and Treasurer. The Medical Advisor shall act as a 


consultant for the committee. The committee shall have the power to act 


for the Board of Directors between meetings of the Board of Directors 


and such action shall be subject to ratification by the board at its next 


meeting. The executive Committee shall also function as the Budget and 


Audit Committee.  


 


 


ARTICLE XI 


District Organization 


 


 


Section 1. District Boundaries 


 


This society shall be subdivided into geographic districts as deemed 


appropriate by the Board of Directors.  


 


Section 2. District Representative 


 


a. The Senior Representative of each District shall be a voting member 


of the society’s Board of Directors. In the absence of the Senior 


District Representative, the Junior Representative may cast the 


District’s vote. 


 


b. The voting members of this society working in a specific district may 


elect other positions in that district as circumstances may require. 


Section 3. Activities:  


Each district shall be encouraged to expand the membership of the 


district and to develop educational activities and such other activities as 


is consistent with the Articles of Incorporation and these bylaws.  


Section 4. Responsibilities of the Senior District Representative: 


a. Represent the district form which elected 
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b. Submit a written report at least fifteen (15) days prior to each Board 


of Directors meeting, relating to the activities in their district. 


c. Conduct at least two (2) district meetings per year. 


d. Report in writing to the Program committee chairperson all 


educationally related activities prior to their occurrence. 


e. Submit notifications of any district meetings shall be submitted to 


the society President and District Affairs chairperson at least 


fourteen (14) days prior to such meeting.  


Section 5. District Admission Requirements: 


a. Ten (10) or more active or life members of the society meeting the 


requirements for affiliation may become a District of the society 


upon approval of the District Affairs Committee, subject to 


ratification by the Board of Directors of the society. 


b. The formal applications shall be sent to the society’s office and shall 


consist of the names of the elected Senior and Junior District 


Representatives, membership, presider of the organizational meeting, 


and a letter from the proposed Medical Advisor accepting the duties 


of the Medical Advisor.  


Section 6. District Dissolution: 


a. If the number of active members in an existing district falls below 


ten (10), for a period of six months, the KSRC President shall 


appoint a special representative to that District whose purpose shall 


to be assist the District Representatives (Senior and Junior) in 


rebuilding the active member base of the district. If the active 


member total remains below ten (10) for one (1) additional year, the 


district shall be declared dissolved, the geographic area shall be 


reassigned to other district(s) of the KSRC, and the District 


representative positions for that district shall be discontinued.  


b. If a district is unable to yield at least one (1) qualified candidate 


(who will accept the nomination) for Junior district representative for 


two (2) consecutive regular elections, the district shall be declared 


dissolved, the geographic area shall be reassigned to other district(s) 


of the KSRC and the district representative positions for that district 


shall be discontinued.  







20 


 


c. Except within 24 months of dissolution, any district dissolved by the 


procedure described in either a/b above may petition for re-


instatement as a district if it again can meet the requirements 


described in Article XI, Section.(5). 


 


ARTICLE XII 


Society Medical Advisor(s) 


 


The society shall have at least one (1) Medical Advisor who shall 


conform to the AARC bylaws. Each district shall have at least one (1) 


Medical Advisor. 


 


 


ARTICLE XIII 


Fiscal Year 


 


The fiscal year of this society shall be from January 1 through December 


31. 


 


ARTICLE XIV 


Ethics 


 


All members of the KSRC shall conduct themselves in accordance with 


the Article of Incorporation, bylaws, standing rules, code of ethics, or 


other regulations, policies or procedures adopted by the AARC and 


KSRC. If any member appears to have violated any of the above 


references or appears to be prejudicial to the Association’s or Society’s 


interests, such member shall be reported to the Judicial Committees of 


the AARC and KSRC for consideration.  


ARTICLE XV 


Parliamentary Procedure 


  


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. 


 


ARTICLE XVI 


Comment [ED(1]:  
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Amendments 


 


These bylaws may be amended at any regular or called meeting or by 


mail vote of the Kentucky Society voting members, by a two-thirds (2/3) 


majority of those voting, providing that the amendment has been 


presented to the membership in writing at least ninety (90) days prior to 


the vote. All proposed amendments must be approved by the AARC 


prior to being sent to the KSRC membership for vote. These bylaws may 


be changed throughout the body of the document to reflect name changes 


by named organizations, i.e. AART to AARC, without vote by the KSRC 


membership or submission to the AARC. Further, the name of this 


Society may be changed throughout the body of these bylaws without 


vote from the membership or approval of the AARC if the name change 


is mandated by the AARC, i.e. KSRT to KSRC. 


KSRC Board of Directors 10/97, Revised and Approved May 17, 2011 


AARC Board of Directors 1996, Approved September 1, 2011 


KSRC Membership 1997, Final Approval September 16, 2011 


 


 







 
BY LAWS 
OF THE  


NEBRASKA SOCIETY 
OF THE  


AMERICAN ASSOCIATION 
FOR  


RESPIRATORY CARE 


 
 


ARTICLE I – NAME 
 
 
This organization shall be known as the 
Nebraska Society for Respiratory Care, 
hereinafter referred to as the NSRC, 
which is incorporated under the laws of 
the State of Nebraska.  The NSRC 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 NSRC shall be the same 
boundaries as the State of Nebraska. 
 
 


ARTICLE III – OBJECTIVE 
 
 
SECTION 1.  PURPOSE 
 
a. To encourage and develop on a 


statewide basis educational 
programs for those persons 
interested in the field of respiratory 
care. 


 
b. To advance the science, 


technology, ethics and art of 
respiratory care through institutes, 
meetings, lectures, and the 
preparation and distribution of 
materials. 


 
c. To facilitate cooperation between 


respiratory care personnel and the 
medical profession, hospitals, 
service companies, industry, and 
other agencies within the state 
interested in respiratory care, 
except that the NSRC shall not 
commit any act which shall 
constitute unauthorized practice of 
medicine under the laws of the 
State of Nebraska, or laws of the 
State of Illinois in which the parent 
Association is incorporated. 


 
d. To provide education to the general 


public in pulmonary health 
promotion and disease prevention. 


 
SECTION 2.  INTENT 
 
a. No part of the net earnings of 


NSRC shall inure to the benefit of 
any private member or individual, 
nor shall the corporation perform 
particular services for individual 
members thereof. 


 
b. Distribution of the funds, income, 


and property of the society shall be 
determined by the Board of 
Directors, and may be made to 
charitable, educational, or scientific 
or religious corporations, 
organizations, community chests, 
foundations or other kindred 
institutions maintained and created 
for one or more of the foregoing 
purposes, if at the time of 
distribution the payees or 
distributees are exempt from 
income taxation under the 
provisions of section 501, 2055, 
and 2522 of the Internal Revenue 
Code which amend or supersede 
the said sections.  The distribution 
of funds, income and property of 
the society upon dissolution may be 
made available to any similar 
charitable, educational, scientific or 
religious corporation, organizations, 
community chests, foundations or 
other kindred institutions 
maintained and created for one or 
more of the foregoing purposes, if 
at the time of the distribution the 
payee or distributees are then 
exempt from taxation under the 
provisions of Sections 501, 2055, 
and 2522 of the Internal Revenue 
code or changes which amend or 
supersede the same section. 


 
c. The Society shall not commit any 
        act, which shall constitute the 
        unauthorized practice of medicine  
        under the laws of the State of  
        Nebraska or any other state. 
 
 


ARTICLE IV – MEMBERSHIP 
 
 
SECTION 1.  CLASSIFICATIONS 
 
The membership of the NSRC shall 
include three (3) classifications: Active 
member, Associate member, and 
Special Member.  All classifications of 
membership and all responsibilities 
which members are entitled shall be 
defined in the AARC Bylaws.   
 
SECTION 2.  QUALIFICATIONS  
 
An individual is qualified for 
membership in this society if he is a 
member of the AARC as specified in the 


AARC Bylaws, Article III, Membership, 
Section 1-5.  Members of the NSRC 
must also be members of the AARC. 
 
 


ARTICLE V – OFFICERS AND 
DIRECTORS 


 
 
SECTION 1.  OFFICERS 
 
The officers of the NSRC shall be 
President, President-elect (who 
automatically ascends to president after 
one (1) year), Immediate Past-
president, Vice-president, Vice 
President-elect (who automatically 
ascends to vice-president after one (1) 
year), Secretary, and Treasurer.  The 
officers shall be elected by popular vote. 
 
SECTION 2.  DIRECTORS 
 
a.There shall be three (3) Directors.  
One (1) Director shall be elected each 
year and the others as necessary in 
order to fill existing vacancies.  One 
Director will be elected from Area 1, 
designated as East of Nebraska State 
Highway 14 and South of Interstate 80, 
Area 2, designated as East of Nebraska 
State Highway 14 and North of 
Interstate 80, and Area 3, designated as 
any area West of, and including 
Nebraska State Highway 14.  The 
Directors may either live in or be 
employed in the area they represent, 
and in all instances they must agree to 
represent the area and perform the 
duties necessary to represent the area 
for which they are elected.  
b.a. Each position on the Board will 


have one (1) vote (except for the 
President, who will only vote in case 
of a tie). 


 
SECTION 3.  TERM OF OFFICE 
 
a.  The term of office for immediate 


Past-president, President, President-
elect, Vice-president and Vice- 
president-elect shall be for (1) year.  
The term of office shall begin 
immediately following the annual 
business meeting.  The immediate 
Past-president, President, and 
President-elect shall not serve more 
than one (1) consecutive term in the 
same office.   


b.  The offices of Treasurer and 
Secretary shall be two (2) year terms 
and shall be elected alternately, with 
the Treasurer elected in even 
numbered years, while the Secretary 
is elected in odd numbered years.  
The term of office of each will begin 
Secretary shall assume office after 
the annual business meeting of the 
even numbered year, in which they 
are elected whereas the Treasurer 
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shall assume office after the annual 
business meeting of the odd 
numbered year.  The Secretary and 
Treasurer shall not serve more than 
two (2) consecutive terms in the 
same office. 


 
c.  The term of office for Directors shall 


begin immediately following the 
annual business meeting and shall 
be a three- (3) year term of office.  
Directors will not serve more than 
two (2) consecutive terms. 


 
 
SECTION 4.  VACANCIES OF 
OFFICERS AND DIRECTORS 
 
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 his/her own 
successive term, as President. 


 
b. In the event of a vacancy in the 


office of President-elect, the Vice-
president shall assume the duties, 
but not the office, of President-elect 
as well as his/her own duties until a 
special election can be held to elect 
President-elect. 


 
c. Any vacancies that occur on the 


Board of Directors, with the 
exception of the President and 
immediate Past-president, shall be 
filled by qualified members elected 
by the Board of Directors.  
Individuals so elected shall serve 
the remainder of the term of that 
office. 


 
d. In the event of a vacancy the office 


of Immediate Past-president, that 
office shall remain vacant. 


 
SECTION 5.  DUTIES OF OFFICERS 
 
a. President 


The President shall be the chief 
executive officer of the NSRC.  The 
President shall:  preside at the 
annual business meeting and all 
meetings of the Board of Directors; 
prepares an agenda for the annual 
business meeting in accordance 
with Article VIII of these Bylaws; 
prepare and submit an agenda for 
each meeting of the Board of 
Directors not fewer than seven (7) 
days prior to such a meeting; 
appoint standing and special 
committees subject to the approval 
of the Board of Directors; be an ex-
officio member of all committees 


except the election and 
nominations committees; and 
present to the Board of Directors 
and membership an annual report 
of NSRC activities.  He shall, with 
the Treasurer, be responsible for 
disbursement of all society funds. 


 
b. President-elect 


The President-elect shall serve until 
the next annual business meeting 
and then ascend to the office of 
President.  He/she 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.   
 


c. Vice-president 
The Vice-president shall assume 
the duties but not the office of the 
President-elect in the event of the 
President-elect’s absence, 
resignation, or disability; and shall 
perform such duties as assigned by 
the President or Board of Directors.  
He/she shall be the Chairperson of 
the program and education 
committee. 


 
d. Vice-president-elect 


The Vice-president-elect shall 
serve until the next annual 
business meeting and then ascend 
to the office of Vice-President.  
He/she shall become acting Vice-
president and shall assume the 
duties of the Vice-president in the 
event of the Vice-president’s 
absence, resignation, or disability 
and shall perform such other duties 
as shall be assigned by the 
President or Board of Directors.  
He/she shall be the vice-
chairperson of the program and 
education committee.  He/she will 
also serve as a member of the 
Awards Committee. 


 
e.   Treasurer 


The Treasurer shall:  have charge 
of all funds and securities of the 
NSRC, endorsing checks, notes or 
other orders for the payment of 
bills, disbursing funds as authorized 
by the Board of Directors and/or in 
accordance with the adopted 
budget, depositing funds as the 
Board of Directors may designate.  
The Treasurer shall see that full 
accurate accounts are kept, and 
make a written financial report at 


every regularly scheduled meeting 
of the Board of Directors.   
 


f.     Secretary 
The Secretary shall have charge of:  
keeping the minutes of the Board of 
Directors regular meetings, and the 
annual business meeting,  tracking 
all electronic correspondence 
related to NSRC business and 
submit pertinent information for 
inclusion in the following board 
meeting minutes, submitting a copy 
of the minutes of every meeting of 
the governing body and other 
business of the NSRC to the 
Executive Office of the AARC 
within thirty (30) days following the 
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.   
 


g.    Immediate Past-president 
The immediate Past-president shall 
serve as an ex-officio member of 
the program and education 
committee and shall also serve 
other duties as assigned by the 
President or Board of Directors. 


 
SECTION 6.  VOTING 
 
Each position will have one (1) vote 
(except the President, who votes only in 
case of a tie).  Proxies will be accepted 
on specific issues when submitted to 
the Secretary at the beginning of the 
meeting and approved by the Board.  
Electronic voting is permissible when 
business requires such action and 
information has been disbursed to 
educate the Board of Directors about 
such business.  


 
 


ARTICLE VI – BOARD OF 
DIRECTORS 


 
 


SECTION 1.  COMPOSITION AND 
POWERS 


 
a. The executive government of the 


NSRC shall be vested in a board of 
twelve (12) active members 
consisting of President, President-
elect, immediate Past-president, 
Vice-president, Vice-president-
elect, Secretary, Treasurer, three 
(3) Directors, and two (2) 
Delegates. 


b. The President shall be chairman 
and presiding officer of the Board of 
Directors and the executive 
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committee.  The President shall 
invite such individuals to the 
meetings of the Board as he/she 
shall deem necessary, with the 
privilege of voice but no vote. 


 
c. The Board of Directors shall have 


the power to declare an office 
vacant by two-thirds (2/3) vote, 
upon refusal or neglect of any of 
the Board to perform the duties of 
the office, or for any conduct 
deemed prejudicial to the NSRC.  
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 NSRC within the 
limitation of these Bylaws. 


 
b. Adopt and rescind standing rules of 


the NSRC. 
 
c. Determine remuneration, stipends, 


and other related matters, after 
consideration of the budget.   


 
d. Approve by vote the slate of 


candidates for the upcoming Board 
vacancies presented by the 
Nominations Committee. 


 


SECTION 3.  MEETINGS 
 
a. The Board of directors shall meet 


during the annual business meeting 
of the NSRC and shall hold at a 
minimum, not meet fewer than one 
(1) meeting every three (3) months 
during the calendar year. 


 
b. Special meetings of the Board of 


Directors shall be called by the 
President at such time as the 
business of the NSRC shall require, 
or upon written request of six (6) 
members of the Board of Directors 
filed with the President and the 
Secretary of the NSRC.  


 
c. Six (6) Board members shall 


constitute a quorum at any Board of 
Directors meeting. 


 
SECTION 4.  VOTE 
 
Whenever, in the judgment of the Board 
of Directors, it is necessary to present 
any business to the membership prior to 
the next regular or annual business 
meeting, the Board of Ddirectors may, 
unless otherwise required by these 
Bylaws, instruct the Elections 


Committee to conduct a vote of the 
membership by conventional or 
electronic methods.  The question thus 
presented shall be determined 
according to a majority of valid votes 
received within thirty (30) days after the 
date of submission, except in the case 
of a bylaws amendment or change in 
the Bylaws when a majority of the valid 
votes received is required.  Any and all 
action approved by the members in 
accordance with the requirements of 
this article shall be binding upon each 
member hereof.  Any amendment(s) to 
the Bylaws of the NSRC shall be 
presented to the membership at least 
sixty (60) days prior to vote, as provided 
in Article XV of these Bylaws 
concerning amendments. 
 
SECTION 5.  EXECUTIVE 
COMMITTEE 
 
The executive committee of the Board 
of Directors shall consist of President, 
President-elect, Vice-president, Vice-
president-elect, immediate Past-
president, Secretary and Treasurer.  
They shall have the power to act for the 
Board of Directors between meetings of 
the Board of Directors and such action 
shall be subject to ratification by the 
Board at its next meeting.  The 
executive committee shall also function 
as the budget and audit committee. 
 
 


ARTICLE VII – NOMINATIONS AND 
ELECTIONS 


 
 
SECTION 1.  NOMINATIONS 
COMMITTEE 
 
The Board of Directors shall appoint a 
nominations chairperson at the start of 
the fiscal year and approve his/her 
committee at the first scheduled board 
meeting of the fiscal year.  The 
chairperson shall prepare and present a 
slate of nominees for the following year 
at the last scheduled business meeting 
of the Board of Directors of the current 
calendar year for approval. 
 
SECTION 2.  BALLOT 
 
a. Only active NSRC members in 


good standing will have the right to 
hold office, hold committee chairs, 
and vote.  Members of the NSRC 
will be considered active members 
if they are in compliance with 
AARC Bylaws, Article III. 


 


b. The official ballot and brief 
biographical sketches of each 
nominee’s professional activities 
and services to the organization 
shall be delivered to all active 
members of the NSRC at least sixty 
(60) days prior to the annual 
business meeting. 


 
c. The list of nominees shall be so 


designed as to be a secure ballot 
with provisions for write-in votes for 
each office.  Ballots, to be 
acceptable, must be received by 
the designated person least thirty 
twenty-one (21)(30) days before 
the annual meeting.  The deadline 
date shall be clearly indicated on 
the ballot. 


 
d. If the vote is to be conducted at the 


annual business meeting, the time, 
date, and place shall be clearly 
indicated on the ballot.  Provisions 
shall be made for absentee ballots, 
which allow all eligible members 
the opportunity to vote. 


 
SECTION 3.  ELECTION COMMITTEE 
 
The Board of Directors shall appoint an 
impartial election committee, which shall 
prepare, distribute, receive and verify 
each ballot, and tally the votes.  The 
official results of the election shall be 
formally announced to the membership 
at the annual business meeting. 
 
 
ARTICLE VIII – ANNUAL BUSINESS 


MEETING 
 
 
SECTION 1.  DATE AND PLACE 
 
a. The NSRC shall hold an annual 


business meeting in each calendar 
year; additional business meetings 
may be held as required to fulfill the 
objectives of the NSRC. 


 
b. The date and place of the annual 


business meeting and additional 
meetings shall be decided in 
advance by the Board of Directors.  
In the event of a major emergency, 
the Board of Directors shall cancel 
the scheduled meeting, set a new 
date and place, if feasible, or 
conduct the business of the 
meeting by mail, teleconference, or 
electronically. 


 
 
SECTION 2.  PURPOSE 
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a. The annual business meeting shall 
be for the purpose of receiving 
reports of officers and committees, 
the results of the election and for 
other business brought by the 
President. 


 
b. Additional business meetings shall 


be for the purpose of receiving 
reports and for other business 
brought by the President. 


 
c. Education opportunities for the 


membership shall be delivered 
when the business meeting 
coincides with the annual 
educational meeting. 


 
SECTION 3.  NOTIFICATION 
 
Written notice of the time and place of 
the annual business meeting shall 
appear in the NSRC newsletter and/or 
on the Society’s web page, and if 
deemed appropriate other electronic or 
written publications.. 
 
 
 
ARTICLE IX – NSRC DELEGATES TO 
THE AARC HOUSE OF DELEGATES 


 
 
SECTION 1.  ELECTION 
 
The Delegates of the NSRC to the 
House of Delegates of the AARC shall 
be elected as specified in the AARC 
Bylaws. 
 
SECTION 2.  DUTIES 
 
The duties of the Delegates shall be 
specified in the Bylaws of the AARC.  
They shall also serve other duties as 
assigned by the NSRC President orf 
Board of Directors. 
 
SECTION 3.  BOARD MEMBER  
 
The Delegates shall be voting members 
of the NSRC Board of Directors.   
 
SECTION 4.  MULTIPLE DUTIES 
 
Except for the office of Past-President, 
the members of the delegation may not 
hold concurrent elected offices on the 
Executive Committee. 
 
SECTION 5.  TERM OF OFFICE 
 


a. Terms of office for the 
Delegates shall begin after 
installation at the annual 
business meeting. 


 
b. The length of term for each 


Delegate shall be four (4) 
years, with one Delegate 
elected every two (2) years.  


c. In the event of a vacancy in 
either office of Delegate.  The 
Board of Directors may elect to 
appoint a surrogate to attend 
individual meetings.  This 
individual assumes the duties 
but not the position of 
Delegate. A Delegate will then 
be elected at the next 
scheduled election to fill the 
remainder of the vacated term. 


 
 


ARTICLE X – COMMITTEES 
 
 
SECTION 1.  STANDING 
COMMITTEES 
 
The chairmen of the following standing 
committees shall be appointed by the 
President, subject to the approval of the 
Board of Directors, to serve for a term of 
one (1) year.  The standing committees 
shall be:  Membership, Budget and 
Audit, Election, Judicial, Nominations, 
Program and Education, Bylaws, 
Publications, Public Relations, Awards, 
and Summit Award. 
 
SECTION 2.  SPECIAL COMMITTEES 
AND OTHER APPOINTMENTS 
 
Special committees may be appointed 
by the President. 
 
SECTION 3.  COMMITTEE 
CHAIRPERSON DUTIES 
 
a. The chairperson of each committee 


shall provide a list of prospective 
committee members to the 
President.  When possible the 
chairperson of the previous year 
shall serve as a member of the new 
committee. 


 
b. All committee reports shall be 


made in writing and submitted to 
the President and Secretary of the 
NSRC at each Board of Directors 
meeting, at which time is to be 
read. 


 
c. Nonmembers or physician 


members may be appointed as 
consultants to the committees.  The 
President shall request 
recommendation for such 
appointments from the Medical 
Advisor. 


 
d. The chairperson of each committee 


is responsible for working within the 
assigned budget for the fiscal year 
following.  In addition, the 
chairperson of each committee 
shall:   provide input for budget 
development, review the budget, 
and submit changes to the 
President no later than thirty (30) 
days following the annual business 
meeting. 


 
 


ARTICLE XI – DUTIES OF 
COMMITTEES 


 
 
SECTION 1.  MEMBERSHIP 
 
a. This committee shall consist of at 


least three (3) members, and the 
directors from Omaha, Lincoln and 
western Nebraska as described in 
Article V, Section 2.  Members shall 
investigate ways in which the 
Society can serve its members. 


 
SECTION 2.  BUDGET AND AUDIT 


COMMITTEE 
 
a. The committee shall consist of the 


executive committee.  The 
committee shall assist the 
Treasurer in preparation of the 
annual budget and shall oversee 
the disbursement of Society funds. 


 
SECTION 3.  ELECTION COMMITTEE 
 
a. The committee shall consist of at 


least three (3) members who shall 
serve for one (1) year and the 
directors from Omaha, Lincoln and 
western Nebraska.as described in 
Article V, Section 2. 


 
b. The chairperson along with any 


combination of two (2) committee 
members, officers, or directors shall 
prepare, receive, verify and count 
ballots for all elections held during 
the calendar year.  Individuals 
represented on the ballot will not 
participate in the election process. 


 
SECTION 4.  JUDICIAL COMMITTEE 
 
a. This committee shall consist of the 


President, President-elect, and 
immediate past-President. 


 
b. The committee shall review formal 


written complaints against any 
individual NSRC member charged 
with any violation of the NSRC 
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Bylaws or otherwise with any 
conduct deemed detrimental to the 
NSRC or the AARC.  Complaints or 
inquiries may be referred to this 
committee by the judicial committee 
of the AARC. 


 
 
SECTION 5.  NOMINATIONS 


COMMITTEE 
 
a. This committee shall prepare for 


approval, by the Board of Directors, 
a slate of officers and directors for 
the annual election. 


 
b. The committee shall consist of at 


least three (3) members who shall 
serve a term for one (1) year. 


 
c. It shall be the duty of this 


committee to make the final critical 
appraisal of candidates before 
Board approval to see that the 
nominations are in the best 
interests of the AARC and the 
NSRC through a consideration of 
personal qualifications and 
geographical representations as 
applicable. 


 
SECTION 6.  PROGRAM AND 


EDUCATION COMMITTEE 
 
a. This committee shall consist of at 


least three (3) members and be so 
constructed as to provide 
experienced members for program 
and education planning. 


 
b. The Vice-president and Vice-


president-elect will assume 
responsibility of this committee. 


 
c. This committee shall plan and 


execute the educational 
symposium held at the annual 
meeting. 


 
d. The Medical Advisor will be a 


consultant member of this 
committee. 


 
SECTION 7.  BYLAWS COMMITTEE 
 
a. This committee shall consist of the 


Delegates and two (2) additional 
members. 


 
b. The committee shall receive and 


prepare all amendments to the 
bylaws for submission to the Board 
of Directors. 


 
SECTION 8.  PUBLICATIONS 
 


a. This committee shall consist of at 
least three (3) members, one (1) of 
whom shall be the current NSRC 
president, with members being 
appointed annually for a one (1) 
year term subject to reappointment. 


 
b. This committee shall concern itself 


with all publications of the NSRC as 
meets the communication needs of 
the Society. 


 
SECTION 9.  PUBLIC RELATIONS 


COMMITTEE 
 
a. This committee shall consist of at 


least three (3) members. 
 
b. The committee shall concern itself 


with the relations of the NSRC to 
the public, hospitals, and other 
organizations through the 
dissemination of information 
concerning respiratory care. 


 
SECTION 10.  AWARDS COMMITTEE 
 
a. This committee shall consist of at 


least three (3) members one of 
which will be the Vice-President-
elect.  The two (2) additional 
members will be appointed by the 
President.   Members shall 
recommend recipients of all Society 
awards and scholarships.  The 
committee shall also be responsible 
for obtaining awards. 


a. 
a.SECTION 11.  EXECUTIVE 


COMMITTEE 
 
a. The committee membership and   


responsibilities of the committee 
are outlined In Article VI, Section 5. 


 
 


ARTICLE XII – NSRC MEDICAL 
ADVISOR 


 
 
The NSRC shall have one (1) Medical 
Advisor, as described in Article VIII, 
Section 3, of the AARC Bylaws.  The 
Medical Advisor shall serve a two (2) 
year term. 
 
 


ARTICLE XIII – FISCAL YEAR 
 
 
The Fiscal Year for the NSRC shall be  
from June 1 through May 31. 
 
 


ARTICLE XIV – PARLIAMENTARY 
PROCEDURE 


 
 
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. 
 
 


ARTICLE XV – AMENDMENTS 
 
These Bylaws may be amended at any 
regular or called meetings or by vote of 
the NSRC of the AARC by majority 
count of returned ballots, provided that 
the amendment has been presented to 
the membership in writing at least sixty 
(60) days prior to the vote.  All 
amendments must be approved by the 
AARC Chartered Affiliates Committee 
and shall become effective upon 
ratification by the AARC Board of 
Directors.   
 
NSRC Bylaws 1970 
Revised 1973 
Revised 1975 
Revised 1980 
Revised 1987 
Revised 1992 
Revised 1995 
Revised 1997 
Revised 2005 
Revised 2008 
Revised 2012 
Revised 2016? 
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Your AARC Membership Is an Investment in You


by Thomas J. Kallstrom, MBA, RRT, FAARC


about the author…


Thomas J. Kallstrom, MBA, 
RRT, FAARC, is executive 


director of the AARC.


Executive Office Update


Have you ever wondered where the money you 


give to the AARC for your membership investment ac-


tually goes? It is a fair question, and one that deserves 


an answer. We all work hard for our paycheck, and 


you should expect your professional association to be 


fulfilling its mission. So let’s take a 


closer look.


The AARC offers many benefits to 


members, and it is easiest to group 


them into the following categories:


•	 Membership Services


•	 State Society Support


•	 Government Affairs


•	 Education Services


•	 Publication Services


Membership Services
Our Membership Services team  


provides support to members who 


contact us by email or telephone. 


This includes our ability to provide 


members access to our networking 


platform, AARConnect. We are proud 


to be able to offer immediate support 


to our members when you need us. 


Each time you call the AARC office, you will speak 


with a member of the AARC team. We do not, nor will 


we ever, put in place an automated calling system 


that instructs our members to listen to a long mes-


sage directing them to hit a number of keys on their 


phone, only to get to another recorded message that 


directs the caller to go to our website. I find that very 


exasperating—don’t you?


When you call the AARC, we will be able to help 


you with a real person on the other side of the phone. 


Twenty-four percent of your membership dues cover 


these services.


State Society Support
Did you know that the AARC annually gives back to 


your state chartered affiliate $13 (14% of annual mem-
bership dues) from your membership dues for each 
member in your state? This allows the local operations 


of your chartered affiliate to have the 
financial support that they need for 
their activities. Additionally, state 
societies that sign the Association’s 
revenue-sharing agreement are eligi-
ble to co-market with the AARC and 
receive additional remuneration on 
multiple products and services sold 
from the AARC. 


State Society Support also in-
cludes grants that the AARC pro-
vides to state-chartered affiliates. 
In addition to this, our Political 
Advocacy Contact Team (PACT) 
needs this funding for the annual 
Hill Day in Washington, where RTs 
have face-to-face meetings with fed-
erally elected officials to promote the 
needs of our patients and profession. 
This year we will again focus on the 
respiratory therapist’s need to be 


recognized in telemedicine.
Another benefit for members under this umbrella 


is the Disaster Relief Fund, which is made available 
to members who have property that was damaged 
in an area designated as a declared disaster, usually 
due to tornados, hurricanes, floods, or other natural 
disasters. This relief comes in the form of $500 and an 
additional year of membership of the AARC. To date, 
the AARC has given out over a quarter of a million dol-
lars for our members in need. A portion of this comes 
directly from your dues. Not to be overlooked, funding 
is also provided for the AARC’s annual affiliate state 
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leadership meeting and House of Delegates participa-
tion, both of which have representation from your state. 
Overall, support to state societies and the Disaster Relief 
Fund make up 24% of your dues. 


Government Affairs
Government Affairs is another important service that 


directly impacts the respiratory care profession. We use 
the funds provided in this area to support our lobbyists 
in Washington, DC. Our lobbyist team in Washington 
works directly with the U.S. Congress, making sure that 
our initiatives are known and supported. In addition, our 
government affairs staff works tirelessly to keep abreast 
of state and federal issues to advocate on behalf of respi-
ratory therapists, the profession, our patients, and the 
Association. These staff members work with our state 
affiliates to monitor state legislation and regulations that 
have an impact, positively or in some situations nega-
tively, on the respiratory therapy profession and/or pul-
monary patients in that state.


Working with state society leaders to devise strate-
gies to best support or oppose new state initiatives is a 
key element of our Government Affairs mandate. On the 
federal side, monitoring federal regulations that have an 
impact on respiratory therapists and our patients is also 
very important. The AARC makes our position known to 
the government through public comments on a variety 
of issues essential for us as we work to obtain optimal 
reimbursement and coverage of the services provided 
by respiratory therapists. These comments can be found 
on the front page of our website, www.aarc.org, under 
Moving the Profession Forward. Combined, 13% of your 
dues support Government Affairs services. 


Education Services
Education is an important and necessary benefit. In 


fact, all members are able to receive over 50 continuing 
education credits annually at no cost. This is likely more 
than you would ever need for licensure requirements in 
one cycle.


In addition, members enjoy reduced costs when at-
tending all AARC-sponsored educational meetings and 
when taking advantage of more than 100 courses in our 
AARC University. Eleven percent of your member dues 
support Education Services.


Publication Services
Our members continue to find value in being up to 


date on the profession through our publications, AARC 
Times and Respiratory Care. We distribute both of 
these highly respected publications as either paper or 
electronic versions. Interestingly, more than 75% of our 
members prefer the electronic version of the publica-


tions, and in doing so, pay less for their membership, 
thus passing the savings back to the member.


Twenty-eight percent of your membership dues pay 
for Publication Services. Unfortunately, this does not 
cover all costs of the publications, such as the cost of 
the personnel who write and publish these magazines.


A friendly challenge
The revenue that the AARC collects in membership 


dues annually covers only a portion of the expenses nec-
essary to run an organization of our size and outreach. 
The intention of this month’s column is to allow you to 
take a closer look at member services and to highlight 
the membership benefits pertinent to the practicing RT.


I challenge you to look at any similar-size medical as-
sociation, and you will see that the cost of membership 
to the AARC is significantly less. In addition, the mem-
ber benefits provided by the AARC are greater than those 
provided by other associations — and at a lower cost.


Sadly, only one third of practicing RTs are members 
of the AARC. We need to change this and get the mes-
sage out to all practicing RTs that there is more power 
in greater numbers. Membership in the AARC is an in-
vestment in you, your patients, and our profession, and 
I thank you for your commitment to our profession. ■


■ Membership Services


■ State Society Support


■ Gov. Affairs


■ Education


■ AARC Times and RC Journal
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SECTION:			RoundtablesAARC Communities		



SUBJECT:			Roundtables AARConnect Communities 



EFFECTIVE DATE:		August 22, 2001



DATE REVIEWED:		December 2014 (4/2016 Salvatore/Walsh to review and make changes)



DATE REVISED:		December 2014



REFERENCES:



Policy Statement:



1.  Roundtables Communities are informally organized members of the AARC focused on specific topics of common interest.



2.  A minimum of 25 members may propose a Community Roundtable by completing the attached Communities Roundtable Proposal Form and submitting it to the AARC Executive Office.



3.  The AARC Executive Office will communicate this request to the AARC membership using the appropriate methods and solicit their interest.



4.  If the Executive Office determines that at least 50 members are interested in joining:

	a.  A Community Roundtable within AARConnect community (listserv) will be established.

b.  All AARC members will be contacted and informed of the new CommunityRoundtable.

	c.  The AARC President will appoint a community section chair or BOD member liaison to monitor 		the activities of the community roundtable and report as needed to the Board.

	

5.  The Board of Directors may elect to dissolve a Community Roundtable at any time.  In such case, the liaison will post an announcement in on the ListservAARConnect stating the reason(s) for the dissolution of the CommunityRoundtable, and the Listserv community will cease 30 days after the announcement. Examples of dissolvent include, but are not limited to:

	a. If the Community Roundtable has three consecutive months with no posts the AARC Board liaison will be notified of the lack of communication.

	b. If the Community Roundtable is no longer serving the original purpose for development.

	c. If the Community Roundtable grows large enough to become a section, and formally requests the AARC Board investigate interest and feasibility.



6.  Through the Board liaison, the Community Roundtable is charged to:

	a.  Promote and advance the interests of the Community Roundtable among its members;

[bookmark: _GoBack]	b.  Work with the Board to advance the interests of the Community Roundtable through AARC resources other than the Listserv;

	c.  Encourage Roundtable members to submit program proposals to the AARC Program Committee;

	d.  Determine if the Community’sRoundtable growth meets the bylaws criteria for becoming an AARC Specialty Section.



American Association for Respiratory Care



Roundtable Proposal Form



Please read the AARC Roundtable Policy before completing this form.



Definition – Roundtables are formally organized members of the AARC focused on significant topics of common interest, and who feel other groups within the organization are not addressing their special interest.



Your Name ______________________________________________________________



AARC Member # ____________________  E-Mail ______________________________



Employer _______________________________________________________________



City ___________________________________  State ___________________________



Suggested name for proposed Roundtable ______________________________________



List reasons you and others feel justify the establishment of the Roundtable:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



Before your proposal is submitted, at least 9 other AARC members must concur with you.  E-mails to you will be accepted in lieu of their signatures; in such case, attach the e-mails to this form.



Name ________________________  Signature ____________________________ AARC Member # _____________



Name ________________________  Signature ____________________________ AARC Member #  ____________



Name ________________________  Signature ____________________________ AARC Member #  ____________



Name ________________________  Signature ____________________________ AARC Member # _____________



Name ________________________  Signature ____________________________ AARC Member # _____________



Name ________________________  Signature ____________________________ AARC Member # _____________



Name ________________________  Signature ____________________________ AARC Member # _____________



Name ________________________  Signature ____________________________ AARC Member # _____________



Name ________________________  Signature ____________________________ AARC Member # _____________



	Your Signature ________________________________________   Date ____________________________



			Please Send via US Mail to:		President, American Association for Respiratory Care

							9425 N. MacArthur Blvd  #100

							Irving, TX  75063
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AARC Mission Statement  
The American Association for Respiratory Care (AARC) will continue to be the leading national 
and international professional association for respiratory care.  


AARC Vision Statement  
The AARC will encourage and promote professional excellence, advance the science and 
practice of respiratory care, and serve as an advocate for patients, their families, the public, the 
profession and the respiratory therapist.  
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AARC Strategic Plan – 2015-2020 
  


Objectives and Strategies for Implementation:  


Objective 1:  Refine Define and expand the scope of practice for respiratory therapists in all 
care settings. 


Description:  Promote advanced practice and practice expansion for respiratory therapists. 
Assure that the science that demonstrates the value and role of the respiratory 
therapist is provided to those stakeholders whose decisions and actions need to be 
guided by that information.  


Strategies 


1. Continue to promote the development of specialty tracks and/or specialty programs for 
respiratory therapists (e.g. leadership development, case management, and disease 
management).  


2. Collaborate with NBRC and CoARC to expedite the development of standards for 
education, credentialing, and avenues for reimbursement for the Advance Practice 
Respiratory Therapist. 


3. Collect and disseminate information that documents the costs in dollars, length of stay, 
quality, safety, and effectimpact on care recipients patient lives when respiratory care is 
provided by persons other than respiratory therapists.  


4. Assist respiratory therapists in the provision of evidence-based respiratory care.   
5. Increase the access of underserved populations to the services of respiratory therapists.  
6. Promote positive models of excellence in respiratory care for clinical, research, and 


leadership.  
7. Develop model position descriptions for respiratory therapists in various roles that 


emphasize quality, access, and cost-effective carecost control.  
8. Develop model, evidence-based protocols, and respiratory care plans for clinical practice, 


to include disease management. 
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Objective 2:  Advance the knowledge base and educational preparation of respiratory therapists 
to ensure the delivery of high qualitycompetent patient care and to foster patient 
safety initiatives. 


Description:  The AARC will promote the continuing development of the respiratory care 
workforce both nationally and internationally by promoting formal educational 
programs and continuing education in order to ensure competent, safe, and 
effective patient care, and to provide for the transfer of new knowledge to clinical 
practice. 


Strategies 


1. Support existing educational programs in colleges and universities.  
2. Support existing and future articulation agreements between associate and baccalaureate 


respiratory therapy programs or a health science field. 
3. Expedite the continuing development of baccalaureate and graduate degree education in 


respiratory care with the goal of the baccalaureate degree as entry level.  
4. Encourage respiratory therapists to pursue advanced and continuing education.  
5. Encourage state licensure acts to include minimal requirements for continuing education. 
6. Actively engage and support state affiliates in the movement toward registered 


respiratory therapist as entry level for licensure. 
7. Support the development of new specialty credentials, as appropriate, and encourage 


current practitioners to seek and obtain credentials for advanced and specialty practice.  
8. Assist educational programs in recruitment of quality students by developing materials 


that will present the profession positively and promote the profession.  


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


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


Strategies 


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


2. Publish scientific information that advances the science and practice of respiratory care.  
3. Work collaboratively with other health professions to conduct research to demonstrate 


the value of allied health professionals.  
4. Demonstrate the effectiveness of the respiratory therapist in health promotion and disease 


prevention.  
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Objective 4:  Establish professional standards and outcomes that are supported by scientific 
evidence. 


Description:  The AARC will continue to develop and disseminate position statements, issue 
papers, consensus conference reports, evidence-based Clinical Practice Guidelines 
and other professional standards that promote safe and effective care, and provide 
guidance on all aspects of respiratory care. 


Strategies 


1. Continue to dDevelop new and revise existing evidence-based Clinical Practice 
Guidelines to reflect the science of respiratory care and the role of the respiratory 
therapist.  


2. Conduct scientific conferences to advance the science and practice of respiratory care.  
3. Develop and publish papers and position statements related to respiratory care practice, 


education, and management.  


 


Objective 5:  Advocate for federal and state health care policies that enhance patient care, 
patients’ access to care, and professional practice. 


Description:  Advocate at the federal and state level for health care policy that promotes access 
to appropriate, safe, and effective respiratory care for patients and the public. 
Develop and implement promotion/marketing of the respiratory therapist targeted 
to legislators, policy makers, and payers. Messages will emphasize the value of 
the respiratory therapist in controlling the utilization of services, creating cost 
savings, improving outcomes and patient safety, and increasing access to 
respiratory care as provided by a respiratory therapist.  


Strategies 


1. Legislators: Provide information to assist them to advocate for their constituents with a 
focus on safety and cost advantages ofsafe and effective respiratory care provided by 
respiratory therapists.  


2. Regulators: Emphasize regulatory actions that support the patient with chronic disease 
and the role of the respiratory therapist with a focus on cost-effective care savings, 
quality of care, and improved patient safety from utilizing respiratory therapists.   


3. Payers: Emphasize cost effectiveness due to improved outcomes and lower overall costs 
than other providers.  


4. Decision Makers: Emphasize provision of high-quality and cost-effective care by 
respiratory therapists while controlling costs of that care. Focus on the value of 
respiratory care and the respiratory therapist as the best practitioner to provide that care, 
control inappropriate utilization of respiratory care, and ensure patient safety.  


 


Comment [FRS1]: The committee believes 
we should use the same terminology to 
describe respiratory care and we feel “safe 
and effective respiratory care” is the best 
use of words.  It also aligns well with 
President Walsh’s goals. 


Comment [FRS2]: We would suggest not 
using ‘cost savings’ and replace this with 
‘cost-effective’.  Reasoning is that ‘cost 
savings’ always seems to infer ‘cutting 
costs’ and that’s a road we don’t think we 
want to go down any more. 
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Objective 6:  Partner with governmental agencies, community organizations, third party payers, 
professional societies and the public to promote healthy behaviors and prevent 
cardiopulmonary disease. 


Description:  Promote partnerships with interested stakeholders to improve lung 
cardiopulmonary health, prevent cardiopulmonary disease, and identify and 
maximize the care of patients with chronic disease. 


Strategies 


1. Participate in consumer, professional, and governmental coalitions to promote lung 
health.  


2. Support efforts to encourage smoking cessation and tobacco control.  
3. Partner in public education efforts to advise the public on lung health and 


cardiorespiratory disease.  
4. Participate in efforts to educate patients, their families, and the public on the importance 


of disease management for chronic respiratory disease (e.g. asthma and COPD).  


 


Objective 7:  Broaden consumer and health care providers’ knowledge and understanding of the 
value of respiratory therapists in providing safe, competent, and evidence-based 
care. 


Description:  Develop and implement promotion/marketing of the respiratory therapist targeted 
to health care providers, patients, and the public. Educate respiratory therapists on 
the importance of health promotion, effective smoking-cessation and tobacco-
control programs, pulmonary health screenings, patient education, and disease 
management. 


Strategies 


1. Consumers: Provide information on higher mortality and increased costs when 
respiratory care is not provided and when it is provided by someone other than a 
respiratory therapist. Promote public awareness of the respiratory therapy profession by 
focusing on quality, safety, and cost-effectiveness issues.  


2. Other Health Professionals: Provide information and assistance to assure that respiratory 
care is provided by appropriate personnel when such care falls outside of the domain 
covered by the training and demonstrated competence of those individuals (e.g. physician 
office spirometry).  


3. Respiratory Therapists: Provide information to assist therapists in developing and 
maintaining their skills as chronic disease educators, pulmonary health educators, 
pulmonary health screenings, and experts in tobacco use prevention and cessation. 


 


Comment [FRS3]: It was felt by the 
committee that we should commit to either 
cardiopulmonary or lung, not have both.  
The thought process for going with 
cardiopulmonary is that it doesn’t limit us 
to one body system. 


Comment [FRS4]: One thought from the 
committee was if we should say something about e-
ciggies and vapes?  One idea is to leave it as is and 
allow our position statements and papers to address 
these as strategies for smoking cessation and tobacco 
control.  The committee thinks this should have 
some board discussion and we’d be amenable to any 
insertions or leaving it as is at the direction of the 
board. 
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Objective 8:  Assure the Association has the resources to meet the mission and strategic goals 
of the organization.  


Description:  Assure that the AARC has the financial, volunteer, and staff resources needed to 
accomplish the implementation of the strategic plan of the Association. It is 
necessary to have sufficient income to support the ongoing and new initiatives of 
the Association if we are to accomplish the goals of the AARC. In addition to 
financial resources, it is essential that there be active participation of sufficient 
numbers of effective leaders and an effective and efficient Executive Office to 
support the efforts to be a nationally recognized leader in health care.  


Strategies 


1. Increase the national and international membership of the Association.  
2. Increase the diversity of the members of the Association by providing information to 


encourage persons who are members of underrepresented groups to enter the respiratory 
care profession and actively participate in the AARC.  


3. Develop and increase the revenue sources needed to support the activities of the 
Association. 


4. Participate collaboratively with strategic partners for mutual benefit. 
5. Provide mechanisms to assure a continuous supply of interested, qualified leaders. 
6. Increase the involvement of members in the activities of the Association. 
7. Ensure the responsiveness of the leadership to the rapidly changing environment today 


and in the future.  
8. Educate RT students, Respiratory Therapists, and health industry manufacturers and 


suppliers about the benefits of AARC membership.  
9. Provide information to educators and managers to encourage active participation of 


students in the AARC and its chartered affiliates and to assure they are fully informed of 
the science of respiratory care.  


10. Align incentives with between the AARC and the sState aAffiliates.  


 


 
 
 
 
 
 
 
 
 
 
 


Comment [FRS5]: The committee feels this 
sentence explains “why” and does not feel 
it is necessary. 


Comment [FRS6]: We believe this is 
already being done, but thought we needed 
to add the students and 
manufacturers/suppliers into the mix for 
membership. 
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AARC	STRATEGIC	GOAL	OBJECTIVE	#2	COMMITTEE	WORKING	REPORT	


Objective #2:  Advance the knowledge base and educational preparation of respiratory therapists to ensure competent patient care and 
to foster patient safety initiatives. 
 
Description: The AARC will promote the continuing development of the respiratory care workforce both nationally and 
internationally by promoting formal educational programs and continuing education in order to ensure competent, safe, and effective 
patient care, and to provide for the transfer of new knowledge to clinical practice. 
	


GOALS	 STRATEGIES	 PROGRESS	
1.  Support existing educational programs 
in colleges and universities. 
 


   AARC Links available for the following support systems: 
• Clinical PEP, Exam Prep for Educators, Exam Prep for Students,  


ICRC: International Fellowship Programs 
 


• New resource mailed to program directors that provides examples of how to engage 
AARC resources with program curriculum.  This resource is also available online. 


 


Complete 


2.  Support existing and future articulation 
agreements between associate and 
baccalaureate respiratory therapy 
programs or a health science field. 
 


• Provide sample articulation agreements – Recently added to AARC website. 
 


• Reach out to RC community to let them know what resources are available – Letter to 
RC programs – Letter for 2016 cycle sent to program directors. 
 


• Support state affiliates understand educational systems within their states – (See Best 
Practices Tool Kit for Transitioning from AS to BS under #3) 


 


Complete 
 
Complete 
Ongoing - 
yearly 
 
Complete 
Ongoing 


3.  Expedite the continuing development of 
baccalaureate and graduate degree 
education in respiratory care with the goal 
of the baccalaureate degree as entry level. 
 


• Create ‘Best Practices Tool Kit’ for transitioning from AS to BS  
 


• Position statement regarding goal for achieving BS level education – (See attached 
statement) – Recommend and approved by the BOD and presented to HOD during 
Summer Forum in AZ. 
 


• Position statement regarding Entry Level Respiratory Therapy Education 
programs – (See attached statement) – Recommend this be forwarded to the Position 
Statement Committee 


 


Complete 
 
 
Complete  
 
 
 
Complete 


4.  Encourage respiratory therapists to 
pursue advanced and continuing education. 
 


• Prepare list of ASRT to BSRT degree advancement programs and existing BSRT 
and MSRT programs.  List to include non-RT MS programs that provide an emphasis 
in RT – (To be included in Best Practices Tool Kit #3) 


 
• Market continuing education opportunities to international/foreign members  


 
 


Complete 
 
 
 
Ongoing  
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5.  Encourage state licensure acts to include 
minimal requirements for continuing 
education. 
 


• Encourage states to update licensing act requirements to include CRCE credits 
 


• Is language available (from Cheryl West) that can assist states in including CRCE credits 
without having to open their bill? (ie: language to rule instead of law) 


Ongoing 
 
Ongoing 


6.  Actively engage and support state 
affiliates in the movement toward 
registered respiratory therapist as entry 
level for licensure. 
 


• Share updates on a periodic basis (possibly quarterly) in the AARC Times regarding 
progress state societies have made toward RRT entry-level requirements for licensure or 
other progressive advancements.  Scheduled for 1st Qtr 2016 AARCTimes article. 


Ongoing 
In final stages 
(Doug) 


7.  Support the development of new 
specialty credentials as appropriate, and 
encourage current practitioners to seek and 
obtain credentials for advanced and 
specialty practices. 
 


• Courses available at this time:  ACCS and Asthma Educator Prep Courses 
 


• NPS Prep Course – Expected to be an available product fall 2016.  


Complete 
 
In Progress –
Summer 2016 
release 


8.  Assist educational programs in 
recruitment of quality students by 
developing materials that will present the 
profession positively and promote the 
profession. 
 


• High school career project – tabled until October BOD meetings (share what you do to 
recruit from junior and high schools) 


 
• Encourage recruitment from RN, PA and other programs that are not able to accept all of 


their qualified applicants – How can we disseminate this info to programs? 


Exploring 
Options 
 
Ongoing 


9.  Support higher education by providing 
resources aimed at recruitment and faculty 
development. 


• How to support the development and recruitment of qualified faculty needed for bachelor 
and/or masters degree programs? 


Develop link on AARConnect for RTs who are interested in becoming 
educators/faculty members.  Page to include but not limited to definition of terms, 
advanced degree descriptions and emphases that may be relevant, basic information on 
rank and tenure advancement, and a general job description with preferred 
qualifications for faculty.  
 
Develop discussion thread within the Education Section for common issues and faculty 
recruitment.  This may be a place where employers and potential employees in higher 
education can discuss common issues, challenges, recruitment, etc.  Possibly post 
monthly questions to stimulate discussion.  (Discussed this option with Ellen Becker 
and she is supportive of a thread.  She recommended someone or a group of 
individuals (3-4) be in charge of posting monthly questions to stimulate a discussion.) 
 
Upon completion of the two above initiatives:  Send personal invitations to those who 
self identify as having a graduate degree to consider becoming an educator.  Send 
personal invitations to consider degree advancement and a career in higher education 
to those who self identify as having a bachelor degree.   
 


In Progress 
 
 
 
 
 
 
 
Discussed w/ 
Education 
Section Chair 
Tim Optholt 
to start threads 
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10.  Determine employer required or 
preferred educational requirements for 
new hires and existing hires. 


• Survey employers about degree levels of new hires – Survey is complete.  See attached 
• Include in survey questions about degree levels of current staff RTs, supervisors, 


managers, educators, etc. 
 


Complete  


 







88.79% 103


9.48% 11


0.86% 1


0.86% 1


Q1 What is the difference in length of
orientation between RT graduates of an AS
degree program and graduates of a BS or


MS degree program?
Answered: 116 Skipped: 1


Total 116


# Comments: Date


1 we still have OJT diploma CRTT here whcih able 25% of staff 1/18/2017 9:23 AM


2 BS MS degrees teach a little more but you cannot teach some skills 1/18/2017 7:27 AM


3 Depends on if they had work experience while in school 1/15/2017 4:19 PM


4 Students coming out of the local AS degree program have more focused hands on clinical time during school and get
up to speed quicker than the BS RT's we've hired. Each person is different but the BS RT's are often times more
engaged in further education.


1/10/2017 3:33 AM


5 It really depends on the respiratory school where the AS degree was obtained. I imagine the same can be said for
BS.


1/6/2017 7:54 AM


6 We have not yet been approved for a clinical ladder program and we do not ahve a way to compensate them
differently; pay scale or reward system


1/6/2017 6:31 AM


7 The orientation depends of the strength of the individuals as well as the caliber of education provided to them. Not all
AS or BS programs are of the same quality. :-)


1/5/2017 2:59 PM


There is no
difference i...


Orientation
for AS RT...


Orientation
for AS RT...


Orientation
for AS RT...


0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%


Answer Choices Responses


There is no difference in length of orientation between AS RT degree graduates and graduates with a BS RT or MS RT degree.


Orientation for AS RT graduates is up to 1.5-2.0 times that for BS RT/MS RT graduates.


Orientation for AS RT graduates is 2.1-3.0 times that for BS RT/MS RT graduates.


Orientation for AS RT graduates is >3.0 times that for BS RT/MS RT graduates.


1 / 25


AARC Survey for Employers Regarding Educational Degree







8 Our orientation is based on the individual and how quickly they catch onto the processes here. I would expect a BS
prepared student to not need as much time as an AS student, but I can not clarify that because we have not hired and
BS prepared therapist right out of school recently.


1/5/2017 11:41 AM


9 Orientation remains 8-10 weeks for all employees, AS, BS, or MS. 1/5/2017 10:43 AM


10 AS grads have a 6 mo internship,BS have 2-3 wk orientation 1/5/2017 7:51 AM


11 My facility is a small community hospital; I do not hire staff with less than 3+ years of experience and prefer more. 1/4/2017 10:13 AM


12 It is highly dependent upon the RT school, in particular the quality and intensity of their clinical training and preceptors. 1/4/2017 8:59 AM


13 It really depends upon the AS programs in our area. 1/4/2017 8:39 AM


14 Have a very well planned out orientation process, 13 weeks. Many of the ASRT hires have done clinicals in our facility. 12/2/2016 7:16 AM


15 Our Orientation advances based on the Therapist's skill level and learning progress, not by what credential or degree
they have.


12/1/2016 10:31 AM


16 Requirements for onboarding are the same 12/1/2016 9:36 AM


17 you should not chnage your orientation from one RT to another. 12/1/2016 9:25 AM


18 I have not had a BS RT or MS RT apply for a position at my facility. 12/1/2016 9:04 AM


19 We have always tailored our orientation to the needs of the new employee as assessed by our staff. 12/1/2016 6:58 AM
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Q2 Do you prefer to hire graduates of BS RT
programs versus graduates of AS RT


programs?Please select the appropriate
ranking on the scale below.


Answered: 109 Skipped: 8


12.84%
14


1.83%
2


33.03%
36


18.35%
20


33.94%
37


 
109


 
3.59


# Please provide the rationale for your response: Date


1 Hiring applicant depends on how well applicant presents himself or herself on interview, if applicant has more than
one certifications, aka NPS. Do not hire CRTs only RRT regardless of BS or Associate degree.


1/21/2017 4:31 AM


2 It's not required at our institution at this time, but are moving in that direction. We are trending our hiring processes as
able.


1/19/2017 7:29 AM


3 There is however a seemingly greater attention to detail paid with some of these bachelor prepared individuals. 1/18/2017 9:35 AM


4 One of our local AS RT programs is much stronger than the local BS RT program 1/18/2017 8:46 AM


5 BS RT recognized by CAP for accessing blood gas lab competency 1/18/2017 5:30 AM


6 Obviously depends on the individual candidate. 1/15/2017 4:19 PM


7 I believe that BSRT graduates have the opportunity for a more well rounded education however some ASRT programs
are excellent.


1/10/2017 6:34 AM


8 Usually more professional and obviously more educated 1/10/2017 6:29 AM


9 We hire more AS RT's due to limited BS applicants. 1/10/2017 3:33 AM


10 There are no BS grads in the area 1/9/2017 2:16 PM


11 Might give one candidate preference over another equal applicant 1/6/2017 8:25 AM


12 Experience is the true teacher.. and again it depends on the quality of the school, not the length of the program 1/6/2017 7:54 AM


13 Hiring a BSRT supports a higher standard of care for our patients. 1/6/2017 7:30 AM


14 I prefer a bachelor degree in something, not necesssarily RT. I see the profession moving to the next level and it is
much easier to have staff that are academically prepared


1/6/2017 6:31 AM


15 We rountine hire BS RTs simply because we only here BSN for nursing and we want our department to be on a more
level playing level with nursing. We can not come close to that if we hire CRTs and AS RTs.


1/5/2017 2:59 PM


(no label)


0 1 2 3 4 5 6 7 8 9 10


 No (no label) Neutral (no label) Yes Total Weighted Average


(no label)
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16 Seems to be an expectation by BS RT's that pay should be reflective of degree. Pay scales not in place currently for
this but hopeful in the near future.


1/5/2017 11:54 AM


17 I do believe the BS prepared are better therapists, they have a different degree of ownership in what their career also
the critical thinking skills are better.


1/5/2017 11:41 AM


18 Depends on the person's behavior and fit into the department. 1/5/2017 10:43 AM


19 BS degree can help more with blood gas lab 1/5/2017 10:35 AM


20 we do not have many BS RT program grads in this state 1/5/2017 8:02 AM


21 There are no longer any BS RT programs in MA, it's tough to recruit BSRT's for that reason. 1/5/2017 8:00 AM


22 More science has proven to make better RTs 1/5/2017 7:51 AM


23 BSRT have better understanding of overall Respiratory job function and better clincal judgement skills 1/5/2017 7:44 AM


24 Better trained and prepared for the future 1/5/2017 6:33 AM


25 Small rural hospitals don't attrack BS because RT all do the same thing. Most BS want management not routine care 1/5/2017 6:17 AM


26 While my preference is BS/MS RT, there are no entry level BS/MS programs in my area. 1/5/2017 4:36 AM


27 Little turnover; no new FT/PT positions available in last 3 years. Have had a few BSRT applicants for PRN positions;
would hire preferentially if hands on experience was similar to ASRT grads.


1/4/2017 10:13 AM


28 As a children's hospital, we find that bs prepared new grad RTs have more clinical training neo/ped 1/4/2017 10:05 AM


29 Depends on experience 1/4/2017 9:48 AM


30 They are more knowledgeble, they acclimate to the work environment quicker, particularly critical care, they tend to
display a higher level of professionalism (less vocational minded, more serious approach to using the knowlege and
skills they've been taught, more career minded).


1/4/2017 9:33 AM


31 I try to hire the best available candidate, but have had very few BSRT applicants, so far. 1/4/2017 9:22 AM


32 I have attempted to hire only BS RT as the entry because I have witnessed a greater degree of AARC membership,
greater longevity, enhanced attitude toward continuing education, and desire for advancement/job enrichment.


1/4/2017 8:59 AM


33 Regardless of the degree, we regard their clinical experiences and references. 1/4/2017 8:54 AM


34 Maturity, opportunity for advancement 1/4/2017 7:49 AM


35 In my area there is no BS program readily available to students 1/4/2017 7:31 AM


36 RT with a BS does not always equal a better therapist 1/4/2017 7:19 AM


37 There are very few BS RT programs in my area. BS does not guarantee the person has the correct attitude or fit for
my dept/organization.


1/4/2017 7:00 AM


38 BS graduates seem to transition into working RTs quicker than AS graduates from my experience. 1/4/2017 4:33 AM


39 It is where we view the profession going to requiring BS prepared RTs. 12/2/2016 7:16 AM


40 commitment to the profession 12/1/2016 3:01 PM


41 Typically the BS graduates have a higher aptitude in critical thinking and problem solving, however a AS RT graduate
with experience may actually operate at a higher level. Also, there are AS graduates with equivalent abilities who
simply did not have opportunity or finances to obtain a BS.


12/1/2016 1:03 PM


42 Don't always find BS students with adquate clinical experience. 12/1/2016 10:43 AM


43 I do not discriminate. The degree is not nearly as important as their clinical experience and how well they will fit in our
organization.


12/1/2016 10:31 AM


44 But are opportunities to do so are still minimal 12/1/2016 9:58 AM


45 Better long term outlook for advancement and retention 12/1/2016 9:36 AM


46 We need RTs. 12/1/2016 9:25 AM


47 I have not had a BS RT or MS RT apply for a position at my facility. 12/1/2016 9:04 AM


48 It depends on the quality of the program and the therapist. 12/1/2016 8:42 AM


49 In general, better prepared with core science background and more effective communication 12/1/2016 8:41 AM
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50 We can barely get applicants so we unfortunately can't be picky. 12/1/2016 7:15 AM


51 BSRT candidates are few in this area. RRT is required. 12/1/2016 5:52 AM


52 If the RT comes from a great school, AS vs BS doesn't matter. I have seen BS RTs from a poor school under perform
compared to AS counterparts.


11/30/2016 1:05 PM


53 There are not many BS programs in our area at this time. 11/30/2016 11:06 AM
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Q3 Are job descriptions for AS RT versus
BS RT/MS RT graduates different?Please


select the appropriate ranking on the scale
below.


Answered: 117 Skipped: 0


87.18%
102


2.56%
3


4.27%
5


2.56%
3


3.42%
4


 
117


 
1.32


# If you responded "yes," please describe: Date


1 No for general staff, 'core' therapists or clinical coordinator. To hold a leadership (manager or educator) position, you
must possess a bachelors.


1/18/2017 8:46 AM


2 There is more leadership responsibilities for the BSRT 1/6/2017 7:30 AM


3 AS RT are paid at a RT 1 level and BS/MS RT are paid at RT 2 levels. Promote into leadership roles required BS
degree or better


1/5/2017 2:59 PM


4 Not currently. Plan to move in that direction. 1/5/2017 11:54 AM


5 AS practices as staff therapist. Educator, Manager requires BS degree; Director and above requires MS degree.. 1/5/2017 10:43 AM


6 There are not enough BS level in our dept to justify a difference in job description 1/5/2017 6:33 AM


7 Our career ladder requires a Bachelor degree to advance to a level 2 RT which adds charge and clinical resource (for
other staff) responsibilities. A Master degree is required for advance to a level 3 which is a lead role (supervisor) that
adds responsiblities for development of staff, competency testing, completing annual performance reviews with staff,
interviewing applicants, and coaching and disciplinary actions.


1/4/2017 9:33 AM


8 Not at the entry to practice level, but AS-BS differences exist at the supervisory/advanced practice level. 1/4/2017 8:59 AM


9 Our team leads/supervisors are now required to have at minimum of a BS 1/4/2017 8:39 AM


10 Also, all candidates must be RRT 1/4/2017 7:49 AM


11 No reason they perform the same jobs 1/3/2017 4:03 PM


12 I have not had a BS RT or MS RT apply for a position at my facility. 12/1/2016 9:04 AM


13 BS RT/MS RT is beneficial for procuring advanced job codes in management, etc. 12/1/2016 6:58 AM


(no label)


0 0.2 0.4 0.6 0.8 1 1.2 1.4 1.6 1.8 2


 No (no label) Neutral (no label) Yes Total Weighted Average
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33.04% 38


66.96% 77


Q4 Is there a career ladder at your
institution for respiratory therapists?


Answered: 115 Skipped: 2


Total 115


# Comments: Date


1 A modified ladder that includes endotracheal intubation rotation. 1/18/2017 9:35 AM


2 Not yet working on this 1/18/2017 7:27 AM


3 very little 1/9/2017 10:54 AM


4 Working on one now 1/6/2017 6:32 AM


5 We are building one now and plan to pitch it to administration in a few months 1/6/2017 6:31 AM


6 Working on implementing a career ladder in 2017 1/5/2017 11:54 AM


7 It is new this year. 1/5/2017 11:41 AM


8 Submitted but held up by HR compensation. 1/5/2017 10:43 AM


9 Yes but unfunded 1/5/2017 7:51 AM


10 And we stop getting credit for experience after 8 years, HR feels that professionals learn nothing more after 8 years. A
therapist with 40 years experience starts at the same pay rate as one with 8 years experience.


1/5/2017 7:40 AM


11 Currently under strong consideration 1/5/2017 6:33 AM


12 small rural hospital 4 therapist 1/5/2017 6:17 AM


13 While there is no clinical ladder, to become a clinical coordinator, candidates have to have either a BS and or MS
degree or be enrolled in a BS program. This is more for regulator purposes as only therapist with a BS can sign off
blood gas lab compentency's.


1/5/2017 4:36 AM


14 HR is currently working on this for the entire hospital 1/4/2017 3:58 PM


15 Small hospital (56 beds) no leadership positions outside of department director who is responsible for several small
departments.


1/4/2017 10:13 AM


16 see above 1/4/2017 9:33 AM


17 Not called that, but job descriptions guide it. 1/4/2017 8:39 AM


Yes


No


0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%


Answer Choices Responses


Yes


No
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18 Planning on developing one; BS will be a requirement 1/4/2017 7:49 AM


19 working towards it 1/4/2017 7:32 AM


20 Not specific to degree but to confidence and abilities 1/4/2017 7:31 AM


21 Being considered. 12/2/2016 7:16 AM


22 Not yet anyway! 12/1/2016 3:01 PM


23 A pprofessional ladder that allows advancement with a BS degree or course work towards the degree. 12/1/2016 1:03 PM


24 There is a clinical ladder, but it is for all clinical disciplines 12/1/2016 8:47 AM


25 I have tried to develop one but too much push back from administration. 12/1/2016 7:15 AM


26 Have submitted a proposal and hoping for approval very soon! 12/1/2016 6:58 AM


27 Not Yet 12/1/2016 6:26 AM
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67.44% 29


32.56% 14


Q5 If your institution has a career ladder for
respiratory therapists, does the ladder take
the employee's degree into account?If your
institution does not have a career ladder for


respiratory therapists, please skip this
question and proceed to #6.


Answered: 43 Skipped: 74


Total 43


# Comments: Date


1 Bed to have BS in order to be considered for management role 1/21/2017 4:31 AM


2 It did for years, but recently dicarded it to make more employees eligible. 1/19/2017 7:29 AM


3 It did in a past job 1/18/2017 7:27 AM


4 only CRT TO RRT 1/9/2017 10:54 AM


5 It really depends on the individual goal.. if they want to be director or an executive then sure. 1/6/2017 7:54 AM


6 To advance to a level two you need your BS degree. To advane to a level three you are required to have a MS or a BS
with a speciality credential


1/6/2017 7:30 AM


7 n/a 1/6/2017 6:32 AM


8 n/a 1/5/2017 9:11 AM


9 And credentials 1/5/2017 7:51 AM


10 It will 1/5/2017 6:33 AM


11 For management 1/4/2017 9:48 AM


12 see above 1/4/2017 9:33 AM


13 The degree is one of several criteria utilized, with some others including lectures, poster presentations, committee
work, specialty credentials (e.g. RPFT, ACCS).


1/4/2017 8:59 AM


14 We plan on creating another level which will be education based 1/4/2017 8:54 AM


Yes


No


0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%


Answer Choices Responses


Yes


No
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15 only for CRT not for RRT they perform the same work and honestly I still perfer the older AS RRT's due to there vast
knowledge even though I have a BS RRT


1/3/2017 4:03 PM


16 It will when II finish it. 12/1/2016 3:01 PM
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Q6 Are graduates of BS RT/MS RT
programs more knowledgeable than


graduates of AS RT programs?
Answered: 113 Skipped: 4


16.81%
19


6.19%
7


30.09%
34


21.24%
24


25.66%
29


 
113


 
3.33


# If you responded "yes," please provide specifics you have recognized. Date


1 I find some of ASRT who go to brdige program a little difficult to deal with... more of an attitude. Do not notice it form
BSRT who are in 4 yr program.


1/18/2017 9:23 AM


2 Not in my experience in the past several years. As stated above, graduates of the local AS program have out-shined
the BS program.


1/18/2017 8:46 AM


3 More articulate ain expressing their thoughts. Better depth of understanding of physics and chemistry. 1/18/2017 8:03 AM


4 it is all therapist dependent, how motivated are they to learn and continue to read and learn throughout their career 1/10/2017 8:04 AM


5 Depends on the institution. 1/10/2017 6:34 AM


6 They typically have a better grasp of evidence and literature 1/10/2017 5:48 AM


7 i only have a couple of staff with BS's 1/9/2017 10:54 AM


8 Most people's reaction to this is going to be yes, however.. hire character, train skill. It all depends on the school. Up
the standards for the AS programs.


1/6/2017 7:54 AM


9 Book smart, severly lacking in practical knowledge. 1/6/2017 7:21 AM


10 Deeper and broader understanding of RC and how it integrates into Organization 1/6/2017 6:32 AM


11 As mentioned previously their critical thinking skills and a better understanding of disease processes. 1/5/2017 11:41 AM


12 Respiratory knowledge seems to be similar just more diverse in non-RT areas and improved Progress Note writing. 1/5/2017 10:43 AM


13 totally depends on the person 1/5/2017 10:42 AM


14 I believe BSRT graduates have a more comprehensive educational foundation and critical thinking skills. The
motivation of the graduate of either program to stay current with literature and best practice is key to professional
growth as they pursue their careers.


1/5/2017 8:00 AM


15 They are able to interact better with physicians during rounds and able to support their recommendations 1/5/2017 7:44 AM


16 Usually, more well rounded 1/5/2017 6:33 AM


17 Understanding of concepts is stronger.. the "why" behind vent mgmt, disease process is stronger. 1/5/2017 4:53 AM


(no label)


0 1 2 3 4 5 6 7 8 9 10


 No (no label) Neutral (no label) Yes Total Weighted Average


(no label)
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18 Probably more educated overall but haven't noticed a significant difference in respiratory competencies 1/4/2017 3:58 PM


19 More experienced with advanced modalities at hire 1/4/2017 10:20 AM


20 The candidates with BSRT degrees that I have interviewed are more up to date on current research; better at
evaluating published literature.


1/4/2017 10:13 AM


21 Neo/ped knowledge is more developed. Stronger understanding of the theory behind our work, rather than
memorization of how things work. Much better at critical thinking for this reason.


1/4/2017 10:05 AM


22 They are trained for critical care at a higher level particularly in mechanical ventilation and disease progression and
management, they can read chest x-rays at a level that is pertinent to their practice (tube location, common
abnormalities, etc.), they have a better understanding of physiology and labs, they understand how to use protocols,
they are more knowledgable about the universe of artificial airways, they have a better understanding of the
interrelationship of organ systems (more holistic understanding of the body). They have a better understanding of
quality improvement.They know how to do literature searches and have a better understanding of research.


1/4/2017 9:33 AM


23 Advanced degree RTs are not necessarily more knowledgeable about the science of clinical services, but they have a
far deeper understanding of principles and the scientific foundation of respiratory care services. They also exhibit
enhanced communication skills, interdisciplinary collaboration, and leadership skills.


1/4/2017 8:59 AM


24 Depends on the individual and their drive to learn 1/4/2017 8:54 AM


25 Again, it depends upon the AS programs in our area. 1/4/2017 8:39 AM


26 Usually, more confident 1/4/2017 7:31 AM


27 They appear to have better critical thinking ability. 1/4/2017 4:33 AM


28 BSRT interviewed better with behavioral questions. In our academic setting, BSRT are more willing to share
knowledge and participate in research studies, classes, committees.


12/2/2016 7:16 AM


29 Our experience is better micro, physiology and presentation skills. 12/1/2016 3:01 PM


30 Not necessarily, depends on aptitude of graduate and quality of both programs. 12/1/2016 1:03 PM


31 They are better able to interact with our physicians and are more sure of themselves 12/1/2016 10:55 AM


32 Sometimes, yes, but not always. It depends on the experience they were able to obtain during their Clinical rotations. 12/1/2016 10:31 AM


33 Better prepared for research, education and management positions 12/1/2016 9:36 AM


34 I have not had a BS RT or MS RT apply for a position at my facility. 12/1/2016 9:04 AM


35 Higher critical thinking and professionalism overall 12/1/2016 8:58 AM


36 Cannot answer as we do not have any BS/MS RT graduates 12/1/2016 8:47 AM


37 With some exception 12/1/2016 8:41 AM


38 again depends on their schooling. Our local AS program is top notch 11/30/2016 1:05 PM
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Q7 Do graduates of BS RT/MS RT programs
have better psychomotor skills than


graduates of AS RT programs?Please
select the appropriate ranking on the scale


below.
Answered: 114 Skipped: 3


36.84%
42


4.39%
5


41.23%
47


11.40%
13


6.14%
7


 
114


 
2.46


# If you responded "yes," please provide specifics you have recognized: Date


1 Undetermined at this time 1/19/2017 7:29 AM


2 Depends on the individual 1/15/2017 4:19 PM


3 I haven't recognized much difference yet. 1/9/2017 10:54 AM


4 Quicker understanding and demonstration of advanced procedures 1/6/2017 6:32 AM


5 Unable to differentiate at this time. 1/5/2017 10:43 AM


6 Most of the the new grads who have been hired int he last two years have a BS 1/4/2017 3:58 PM


7 Better/quicker critical decision making, analysis and synthesis of information to act on 1/4/2017 10:20 AM


8 Probably because they get more clinical experience. 1/4/2017 9:33 AM


9 I haven't witnessed this, but as noted above, they exhibit far greater critical thinking skills. 1/4/2017 8:59 AM


10 as above 1/4/2017 8:39 AM


11 There decisions for patient care is well thought out 12/1/2016 10:55 AM


12 I have not had a BS RT or MS RT apply for a position at my facility. 12/1/2016 9:04 AM


13 Same as above 12/1/2016 8:47 AM


14 depends on program 11/30/2016 1:05 PM


(no label)


0 1 2 3 4 5 6 7 8 9 10


 No (no label) Neutral (no label) Yes Total Weighted Average


(no label)
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Q8 Do graduates of BS RT/MS RT programs
possess a higher level of affective attributes
than graduates of AS RT programs?Please
select the appropriate ranking on the scale


below.
Answered: 114 Skipped: 3


14.91%
17


3.51%
4


36.84%
42


22.81%
26


21.93%
25


 
114


 
3.33


# If you responded "yes," please provide specifics you have recognized: Date


1 Undetermined at this time 1/19/2017 7:29 AM


2 They typically have better communication skills with physicians and other providers 1/10/2017 5:48 AM


3 Not really. Each person is different.. again, hire character, train skill. 1/6/2017 7:54 AM


4 See Big picture better with more recognition of how RC works within heathcare team 1/6/2017 6:32 AM


5 They seem to have more of an awareness about them that contributes to this. 1/6/2017 6:31 AM


6 again- person specific 1/5/2017 10:42 AM


7 I have not seen any difference yet, I have some excellent staff that are stil CRT 1/5/2017 10:35 AM


8 I believe affective attributes come from within and are not necessarily learned. 1/5/2017 8:00 AM


9 Usually 1/5/2017 7:51 AM


10 see above 1/4/2017 10:20 AM


11 Professionalism, desire for professional advancement, critical thinking, leadership skills 1/4/2017 10:05 AM


12 See #2 above. Generally, they display a more responsible and professional attitude. They display more initiative. They
engage their preceptors by asking more questions, displaying an intellectual curiosity. They want to understand not
just the "how" but the "why".


1/4/2017 9:33 AM


13 See above #6. 1/4/2017 8:59 AM


14 as above 1/4/2017 8:39 AM


15 Typically, the comprehensive education enables them to be more emotionally mature. 12/1/2016 1:03 PM


16 No all, but some BS RTs are more adapt with professional communication and are better prepared for advanced
clinical practice including promotions to clinical specialist, supervisory or administrative roles.


12/1/2016 10:28 AM


(no label)


0 1 2 3 4 5 6 7 8 9 10


 No (no label) Neutral (no label) Yes Total Weighted Average


(no label)
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17 Better communication skills especially in writing 12/1/2016 9:36 AM


18 I have not had a BS RT or MS RT apply for a position at my facility. 12/1/2016 9:04 AM


19 Same as above 12/1/2016 8:47 AM


20 In general, better preparation for communication and critical thinking/problem solving 12/1/2016 8:41 AM


21 AS a rule, but there are exceptions. 12/1/2016 6:58 AM


22 Possibly being the BS RT has some management/leadership training and research training 11/30/2016 1:05 PM
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85.84% 97


7.96% 9


4.42% 5


1.77% 2


Q9 What is the difference in pay between a
graduate with a BS RT/MS RT degree


versus an AS RT degree?
Answered: 113 Skipped: 4


Total 113


# Comments: Date


1 Experience over degree. There is no substitute for that. 1/6/2017 7:54 AM


2 BS degree receives an extra $0.50/hr differential 1/5/2017 10:43 AM


3 pay diffrence between CRT and RRT 1/5/2017 10:35 AM


4 Pay is based on years of experience 1/5/2017 9:11 AM


5 Union contract doesn't decern the difference 1/5/2017 7:51 AM


6 At entry level, there is no difference. Within the career ladder, there is a 5% bump to level 2 and a 10% bump to a level
3.


1/4/2017 9:33 AM


7 I haven't been able to create two levels for AS and BS like I have with CRT and RRT, but the advancement potential
(in salary) existed for BS RRTs.


1/4/2017 8:59 AM


8 BS =$1.00, MS = $1.75 1/4/2017 8:54 AM


9 Again they perform the same job 1/3/2017 4:03 PM


10 We are looking to move from a career ladder that recognises a BSRT or MSRT to pay differential. 12/1/2016 10:42 AM


There is no
pay...


The graduate
with a BS RT...


The graduate
with a BS RT...


The graduate
with a BS RT...


0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%


Answer Choices Responses


There is no pay differential.


The graduate with a BS RT/MS RT degree receives up to $1.00/hr differential.


The graduate with a BS RT/MS RT degree receives up to $1.01-$2.00/hr differential.


The graduate with a BS RT/MS RT degree receives > $2.00/hr differential.


16 / 25


AARC Survey for Employers Regarding Educational Degree







11 Due to the clnical ladder, no difference for hire in 12/1/2016 9:58 AM


12 Salary based on achievement 12/1/2016 9:36 AM


13 I have not had a BS RT or MS RT apply for a position at my facility. 12/1/2016 9:04 AM


14 At this time do not have different pay grades based on degree 12/1/2016 8:47 AM


15 I hate to say this but there is not. Nursing does not differ either. 12/1/2016 7:15 AM
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60.95% 64


25.71% 27


6.67% 7


6.67% 7


Q10 If there is no pay, career ladder, or
responsibility distinction between AS RT


and BS RT/MS RT degree prepared
employees, do you feel this may change in


the future within your facility?
Answered: 105 Skipped: 12


Total 105


# Comments: Date


1 In a state will probably mandate BSRT within 3 yrs. YEAH 1/18/2017 9:23 AM


2 We have paygrade for CRT and RRT, not AS/BS 1/17/2017 7:52 AM


3 State organization with set salary scales. WIll change as the industry changes to remain competitive 1/10/2017 6:29 AM


4 We have a hard enough time finding employees we can not have those kinds of restrictions at this time. 1/9/2017 3:12 PM


5 I am preparing a document currently 1/6/2017 6:31 AM


6 This will not change until the field changes as a whole. 1/5/2017 11:41 AM


7 Compensation balks and holds up further RT advancements in this Nursing "Magnet" accredited Organization. 1/5/2017 10:43 AM


8 A barrier to pay distinctions at my organization is that RT staff are represented by Labor Unions. 1/5/2017 8:00 AM


9 It's frustrating 1/5/2017 7:51 AM


No, I don't
feel this wi...


Yes, I feel
conversation...


Yes, I feel
conversation...


Yes, steps are
being put in...


0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%


Answer Choices Responses


No, I don't feel this will change any time soon.


Yes, I feel conversations are beginning and this may change within 24 months.


Yes, I feel conversations are beginning and this may change within 18 months.


Yes, steps are being put into place to make this distinction within the next 12 months.
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10 The biggest hurdle is that there are no entry level BS/MS programs within 100 miles from our hospital. 1/5/2017 4:36 AM


11 Our system is way behind the times in recognizing education, training, and clinical skillsets for non-nursing
professions.


1/4/2017 10:13 AM


12 I'm responding with regard to not only my most recent employer but several others. The issue that I think is most
challenging is that the HR professionals need to be shown the value differential between AS and BS. I have
communicated the issues with 'professionalism', continuing education, critical thinking, and job longevity, but quite
honestly, the HR folks want to see solid evidence that supports this. I'm not aware that other professions have this
evidence, but assumptions are made, especially with nursing, that this exists and it is typical to see differential wages
for AS/BS RNs in every organization I've worked.


1/4/2017 8:59 AM


13 We are a community based hospital. 1/4/2017 7:00 AM


14 Professional ladder will remain in place but no change in job descriptions 12/1/2016 1:03 PM


15 If I have a BS RT or MS RT apply for a position at my facility then would look at making change. 12/1/2016 9:04 AM


16 n/a we have a career ladder. The educational degree is considered during the initial hiring for compensation equity. 12/1/2016 6:37 AM


17 This is difficult in a union environment. 12/1/2016 5:52 AM


18 We have no true BS programs in our state. This would make hiring very difficult 11/30/2016 1:05 PM
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Q11 Does your organization's
administrative team support hiring


graduates with a BS RT/MS RT degree?
Please select the appropriate ranking on the


scale below.
Answered: 117 Skipped: 0


16.24%
19


1.71%
2


35.90%
42


8.55%
10


37.61%
44


 
117


 
3.50


# Comments: Date


1 Both supervisiors are CRTT from diploma hospital based programs 1/18/2017 9:23 AM


2 At this time no. The local BS program has had recent change in Director which I believe will have a positive effect.
About 5 yrs ago we instituted mandatory RRT for all new hires (or 6 mos for new grads) The BS piece has not really
come up since the BS graduates are not measuring up to the AS graduates.


1/18/2017 8:46 AM


3 We need RTs, do care if the have AS, BS, MS. 1/17/2017 7:52 AM


4 RRT required, not CRT 1/10/2017 8:04 AM


5 part of our team feels that this is a plus 1/9/2017 10:54 AM


6 If you left it up to non respiratory therapists (which administrators typically are not) then of course they would
proabably say yes.


1/6/2017 7:54 AM


7 They see the need for BSRN as we strive to regain Magnet. 1/6/2017 6:32 AM


8 Department Leadership supports however Senior leadership is concerned with compensation increases. 1/5/2017 10:43 AM


9 they actually encourage hiring CRT for $2 less/hr 1/5/2017 8:10 AM


10 I am working with my HR recruiter to equate RT's with RN's. All new RN hires require a BSN. I have required the RRT
credential for all new RT hires since 2010.


1/5/2017 8:00 AM


11 They want them but they don't want to pay for them 1/5/2017 7:14 AM


12 They are largely unaware of education paths for non-nursing professions. 1/4/2017 10:13 AM


13 Yes, based upon my promotion of this with my executive. 1/4/2017 8:59 AM


14 We need our MSRT program to have a clinical arm option rather than just education, research and admin. 1/4/2017 8:39 AM


15 we have little turnover, great staff, no rationale yet 12/1/2016 10:43 AM


16 I have not had a BS RT or MS RT apply for a position at my facility. 12/1/2016 9:04 AM


(no label)


0 1 2 3 4 5 6 7 8 9 10


 No (no label) Neutral (no label) Yes Total Weighted Average


(no label)
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17 Would definitely entertain hiring BS/MS grad, they would be "processed" the same as an AS degree grad 12/1/2016 8:47 AM


18 Administrative leaders with clinical backgrounds are more supportive than HR leaders as this impacts hiring rates and
our bottom line.


12/1/2016 6:58 AM
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97.44% 114


1.71% 2


0.00% 0


0.85% 1


Q12 If a graduate with an AS RT degree is
hired, is there a time requirement to earn a


BS degree?
Answered: 117 Skipped: 0


Total 117


# Comments: Date


1 The hospital supports (and offers tuition) reimbursement however really on the employee to want to continue their
education


1/18/2017 8:46 AM


2 Limited schools with a BS program in our area has limited the focus of furthering education. We have a small team
working on with the Maine university system to have a program approved and ready in the very near future


1/10/2017 3:33 AM


3 No, but we offer tuition reimbursement and more importantly help with additional credentials (ACCS etc) 1/6/2017 7:54 AM


4 We highly encourage are employees to obtain a BS. we talk about this during the interview committee 1/6/2017 7:30 AM


5 BS degree is optional 1/5/2017 10:43 AM


6 This is primarily due to lack of incentives by the employer. 1/5/2017 9:11 AM


7 Peer pressure 1/5/2017 7:51 AM


8 No set time limit, but we strongly encourage all staff to continue their education adn utilize the hospital's Tuition
Reimbursement Program to help with the cost


1/5/2017 6:33 AM


9 This is a great idea, and I support it. This will require convincing the HR folks. We might want to think about taking this
to the national HR professional association.


1/4/2017 8:59 AM


No


Yes, within 18
months


Yes, within
19-24 months


Yes, within
25-36 months


0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%


Answer Choices Responses


No


Yes, within 18 months


Yes, within 19-24 months


Yes, within 25-36 months
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10 Discussed during hiring process. Strongly encouraged to consider beginning advanced degree within 2 years of hiring. 12/2/2016 7:16 AM


11 Not yet 12/1/2016 6:26 AM
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Q13 Thank you for your participation in this
survey. Please feel free to provide any


further comments to the committee.
Answered: 24 Skipped: 93


# Responses Date


1 All employees are offered the opportunity to continue formal adult education for both undergraduate and graduate
degrees. Tuition reimbursement could have/should have been discussed as a potential barrier along with access to
these types of programs (i.e. locally/regionally). Thanks!


1/18/2017 9:35 AM


2 Thanks for all you do for this great profession. 1/18/2017 9:23 AM


3 We are looking to move to a BS entry level point but have a number of senior therapists with and AS who are not going
to make the investment.


1/18/2017 8:03 AM


4 It is less about AS v BS, we should stop making CRTs!!! We may have removed the 2nd "T" from the CRT, but a lot of
HR Departments still see us as non-professional because of our entry level is seen as a technician.


1/17/2017 7:52 AM


5 In Wisconsin there are no 4 year programs. You obtain an AS and then pursue a BS. Most of the BS degrees are on
line or an administrative degree through a for profit college. I obtained my BS through the University of Wisconsin
Milwaukee in the 90's but it was a bachelor's of science through allied health with a focus in natural science. I was
able to take 500 level courses in cardiopulmonary physiology, endocrinology, neurophysiology, exercise physiology,
biomechanics, nutrition, biochem. This has really helped me understand how what we do affects the whole body and
use my respiratory knowledge to the fullest.


1/10/2017 8:04 AM


6 I would like to see a continuing push for our society to require a higher degree. However, with healthcare changes
causing decreases in reimbursements I don't know that organizations are going to be able to afford an increase in pay
for many areas. Unless there is some legislation requiring RT's to perform more meaningful standards and a push
from organizations that require a certain level of care I don't know how as managers we will be able to stand our
ground in proving the need for higher education. I would like to see some help from within our association on how to
make our point more powerful. Giving us tools to use in developing studies within our own facilities would help give us
actual numbers that will speak the language for us.


1/9/2017 10:54 AM


7 After being a director for awhile now, I don't believe the problem is AS/BS related. There is a wide variance between
AS programs across the country. I believe better quality standards should be implemented to hold all programs to a
higher standard.


1/6/2017 7:54 AM


8 Generally, those who have graduated from a BS program lack time management skills and do not do as well clinically
as those from the AS programs in our area.


1/6/2017 7:21 AM


9 I firmly believe that we need to move forward on this issue. I also believe that the CRT credential needs to be
removed.


1/5/2017 11:41 AM


10 Logic leads one to assume increased education equals more knowledge to improve patient care however if ROI in
degrees are not materialized this is only good in theory. I feel higher turnover departments will need AS degree
programs or follow suit to nursing shortage issues (overall vacancy rates and increased time-to-fill jobs). For example,
we are a Nursing Magnet organization and have seen forced progression of ADN to BSN create a vast bedside
nursing shortage affecting patient care and the need for traveling nurses surge which has negatively impacted
employee engagement and morale (higher traveler wages compared to current employee for exact same jobs). We
currently have over 200 open RN positions and 8 RRT positions (we hire AS RTs). Other considerations: Magnet
facilities do not allow for advancement of non-nursing personnel which leads to stagnation, burnout, and turnover.
Bottom Line: Advanced degrees are great for the advancement of RT profession however this will come at a cost for
departments not able to implement due to cost constraints and other unforeseen factors.


1/5/2017 10:43 AM


11 this will be tough to implement due to even the abundance of CRT active RT's 1/5/2017 10:35 AM


12 Untill the pay scale increase like with nurses. I don't see it happening. A lot of people like the degree but don't want to
do the basic care. Its one thing to have the degree, but it takes someone who cares about the patient and give them
and work with them on proper uses age of the medication and equipment. The degree doesn't make you a better
therapist. Can you tell if a person has a AS or BS degree on the way they work? Unless a nurse or RT tells you the
difference you really can't tell can you!


1/5/2017 6:17 AM


13 Most of my response are based that there is no entry level BS/MS RT program that I can draw from. I have to go to
other nearby states to draw a BS/MS candidate.


1/5/2017 4:36 AM
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14 Although BS is stated as preferred in the position posting, the supply of BS does not yet come near the demand in this
region of the country.


1/4/2017 10:20 AM


15 I would love to see the profession move to BSRT as the entry level standard and feel this would help move us into
higher skilled opportunities.


1/4/2017 10:13 AM


16 Great survey Lisa! Please feel free to email me (gwkauffman@hotmail.com) or call me (336 778 6506) if you'd like to
discuss.


1/4/2017 8:59 AM


17 In our facility (250+ beds) all RT's are required to be able to work in all areas with competent skill. The BS degree
therapist are no better in skill level than AS degree therapists.


1/4/2017 7:19 AM


18 although it's prestigious to have a BS or BA degree as an RT, it's not relevant at my hospital unless you're a nurse.
Not much matters unless you're a nurse to be honest. Our hospital (300 beds) has always been geared to silo nursing
as the top tier of all decision making. It doesn't look like recognition for any other allied health professional is in sight
here...


12/1/2016 1:27 PM


19 I believe the key question is has there been any published evidence that demonstrates superiority of the BS RT
graduate in a staff therapist position? If so, this information needs to repeatedly provided to department managers and
follow-up research performed.


12/1/2016 1:03 PM


20 I have not approached Administration with any information about BS degrees. A BS degree here puts you in line for a
leadership position but otherwise my staff are all responsible for the same work.


12/1/2016 11:35 AM


21 I support the BS RT, however due to the economic climate at this time and the almost glut of therapists in our state,
it's hard to say we prefer one group over the other. This may change in the future depending on the economy,
retirements, etc. Right now, we have experienced staff, the RC department is recognized as a high performing
department. We have a mix of staff. Many staff have a BS, few with a MS, and the remainder are AS.


12/1/2016 10:43 AM


22 A BS degree is required for any Clinical Specialist or administrative position within our department/hospital
(coordinator, asst manager, manager and higher).


12/1/2016 10:28 AM


23 Working to build a bridge program with the university the hospital is at in order to get more bachelor RTs 12/1/2016 9:58 AM


24 Eagerly waiting to see the results! 12/1/2016 8:47 AM
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AARC Strategic Plan Research Subgroup 


Member Survey Results & Committee Recommendations 
8 April 2016 


 


Member Survey Results 


The membership survey was created by the committee to determine what type of research 


activities are occurring by AARC members and what the resource needs are of those doing 


research and those that would like to do research. The survey questions were developed and 


agreed upon by the subgroup members and submitted to the AARC for approval and 


dissemination to the following AARConnect communities: Neonatal/Pediatric, Adult Acute Care, 


Management, Research, and Help Line.  An interim analysis was done just prior the submission 


for AARC Summer Forum and Congress, so that research topics could be submitted, and then 


reminders were send on all communities about the survey and it remained active for another 2 


weeks. 


 


We received a total of 91 responses from around the country (figure 1) with a majority working 


in rural locations (figure 2) and non-government non-profit hospitals (figure 3) with greater 


than 400 beds (table 1).  The majority of respondents were Managers/Directors or Clinical Staff 


(figure 4).  Those that selected Other as their title identified as: flight medicine/transport, 


educator, NICU clinical liaison and supervisor.  When asked what type of research is currently 


performed or that they wish to perform, they were able to make 2 selections and clinical 


research was further subcategorized when selected.    Figure 5 outlines this breakdown for both 


current research and future research with table 2 showing the subcategories of clinical 


research.  Other category for current research was identified as: educational (3), multi 


professional survey, safety and none (10).  Other category for future research was commented 


that they unsure what bench and translational mean.  The majority of people either have <20% 


dedicated time for research or none at all (figure 6) and when asked where the funding comes 


from the majority had no funding (figure 7).   


 


Only 34 respondents reported having a research mentor.  When asked to professionally 


categorize their mentor, they were allowed to make up to 2 selections, and of those the 


majority of the mentors were MD’s (figure 8).  Eighty-nine respondents felt it would be helpful 


to have time to brainstorm and collaborate with other RT researchers.  Tables 3 and 4 rank 


order the selections that were chosen for what information/assistance was needed and what 


support they would like to see form the AARC to enhance research done by Respiratory 


Therapists.  The top two needs were with grant writing and finding funding and the top two 


types of support they would like to see AARC offer were grant funding and conference 


offerings/workshops.  The end of the survey allowed for other comments and the following 


statements were made in this section: 
 







“I think that most inexperienced researchers are not the best judge of what they need. 


Often they request assistance with the end-product (the publication) when in fact a 


failed design or inappropriate question dooms the project in the beginning.” 
 


“I work full time in an educational institution with a very heavy teaching load.  


Convince employers that research by RT faculty is worthwhile and should be supported 


at least with release time from teaching.” 
 


“Our research is in participation with other institutions, little initiated onsite.” 


 


Recommendations: 


1. Submission were made for research workshops for both summer forum and 


congress.   


a. Summer forum was not accepted – but other similar research topics are on 


the schedule. 


b. We have not received acceptances or communication about congress 


submissions to date.  Submission were made for both pre-congress 


workshops as well as lecture series during the congress. 


2. During the Winter BOD meeting the following recommendations were made and 


we request updates: 


a. Perform focus groups for managers and educators on research at Summer 


Forum 


b. ARCF offer larger grants than $5000 


c. Reinstatement of the million dollar fund for research with the 


recommendations made by last year’s working group 
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Figure 7: 


 
 


Figure 8: 


 
 


Table 1: Staffed Beds 


<100 4 


100-200 10 


201-400 21 


>400 52 


N/A (homecare, academic, etc.) 4 
 


Table 2: Clinical Research Subcategories 


 Current Future 


Retrospective 44 32 


Prospective 38 47 


QI/Test of Change 33 25 
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Table 3: Information/Assistance Needed 


Topic Responses 


Grant Writing 43 


Finding Funding 33 


Methadology 32 


Application of Ideas 26 


Protocol Writing 16 


Abstract Writing 14 


Manuscript Writing 10 


 


Table 4: Support from AARC 


Topic Responses 


Grant Funding 37 


Conference Offering/Workshop 33 


Research Fellowship 31 


Statistics help 30 


Educational Funding 23 


Position Statement/White Paper RT Lead Research 23 


Support Line  17 
 







BOD Report – Strategic Planning Group Three 


Keith D. Lamb, BS, RRT-ACCS, FCCM 


Members of the Board of Directors, American Association for Respiratory Care 


 


A few months ago members of the BOD were broken into groups and asked to address certain 


workgroup objectives pertaining to their specific group focus. I was chosen as group leader, and 


as such am responsible for organizing communication among the group members and 


addressing these workgroup objectives.  


Our group was charged with focusing on Strategic Objective Three which pertains to Research 


and Scientific Inquiry as outlined below.  


Objective 3 


Support research and scientific inquiry to strengthen the scientific foundation and promote best 


practice for patient care. 


Description  


Demonstrate the value of the respiratory therapist in providing respiratory care by supporting, 


conducting, and publishing research information. Research should compare the value of the 


respiratory therapist to others who may provide respiratory care services. Information generated 


should consider the needs of employers, legislators, regulators, other health professionals, and 


patients. Research efforts will, when appropriate and possible, be conducted in collaboration 


with other health care stakeholders. 


Strategies 


1. Financially support research that seeks to advance the science and practice of 


respiratory care provided across all care sites. 


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


3. Work collaboratively with other health professions to conduct research to demonstrate 


the value of allied health professionals. 


4. Demonstrate the effectiveness of the respiratory therapist in health promotion and 


disease prevention. 


Furthermore the following workgroup objectives were described as they relate to the above: 


1. Review objectives and strategies versus board work/actions and publicly available 


information on www.aarc.org to ensure we’re working towards meeting the strategic 


objectives. 


2. If strategies are too broad, create sub-strategies to help define better. 


3. Create dashboards to show membership how we’re working towards meeting strategic 
goals/objectives. 



http://www.aarc.org/





Please find below an outline of what has been accomplished by this group thus far, and what 
our plans include in moving forward. 
 
The group held several tele-conferences both as a group and at times in smaller sub-groups. 
Each of the four strategies were discussed in detail and thoughts on how to approach were 
described as follows 
 


Strategic Point Barriers Plan 
1. Financially support research that 


seeks to advance the science 
and practice of respiratory care 
provided across all care sites 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
2. Publish scientific information 


that advances the science and 
practice of respiratory care 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
3. Work collaboratively with other 


health professions to conduct 
research to demonstrate the 
value of allied health 
professionals 


 


 Funding sources are scarce and 
when they exist (ARCF) are given 
is amounts that are not 
adequate to be useful 


 Physician groups have access to 
money that we do not 


 Lack of understanding by the 
average RT Researcher regarding 
how to find funding 


 Lack of grant writers and experts 
available to help 


 There is a “perception” by many 
that RESPIRATORY CARE Accepts 
funding from industry but won’t 
allow them (industry) to publish 
in our journal or at our meetings 
 
 


 
 


•      Lack of mentorship 
•      Lack of facility support for 
        research 
•      Lack of available training to 
        become a researcher 
•      A need for a better 
        understanding of clinical 
        statistics, bench reporting, and 
        scientific writing literacy 
•      Lack of research 
        information/training in current 
        curriculum of RT programs 
•      Some institutions require 
        Physician to be PI 
 
 
 
 


 Inability to know what others 


are working on 


 Collaborative agreements 


 IRB and Legal obstacles 


 ARCF may be able to look at giving 
bigger funds but it is in unrestricted 
funds & is not consistently available.  
There is conversation about it within 
the ARCF but no decisions have been 
made.  Maybe we can suggest that the 
ARCF give fewer grants for more money 
that would be worth doing the 
paperwork for. The applicant could give 
a suggested amount. 
 


 Maybe give best practices for how 
respiratory departments can search and 
apply for research money.  Ex: funds in 
research foundation for respiratory care 
research. Send survey to our to research 
roundtable to get these best practices. 


 


 Create workshop or preconference 
education for this info since submissions 
for these have not been accepted in the 
past. Research arm of the leadership 
institute is meant for this.  Cyndi took 
this and she said that is was a great 
foundation and basis for how to do 
research.  May be good to add in some 
video components to this and add on to 
it.  It did not address sources of funding.  
Asked for a better understanding of the 
curriculum to recommend additions or 
changes to this to meet the needs.  We 
can then recommend this as a good 
entry level option.  Need to add on 
some basic pieces such as how to build 
a budget and write a proposal. 


 


 Need more hands on pieces. Put 
together a conference pre course 
proposal where we can do a pilot next 
year while we have experts available to 
us and look for an online forum at a 
later time.  Can ask questions on help 
line list serve. And to specialty sections 
and research roundtable – need at least 







 


The following recommendations should be made to the board: 


1) At Summer Forum 2016 – hold a focus group for manager and educators on Respiratory 


research to determine the barriers and promoters of clinical research in RT departments 


and for providing a base of education for research in schools at all levels.  Work with 


management and education sections on questions and advertising for these groups 


(maybe 2 separate groups instead of mixed) focus groups to be conducted by 


independent moderators not in education or management. 


2) At AARC congress 2016 hold 2-3 hours Research course – survey to go out to research 


roundtable to determine content. 


3) Recommend that ARCF provide less research grants for more money – make it worth 


applying for. 


4) Relaunch AARC million dollar fund with new guidelines that were determined from last 


board’s workgroup. 


5) Draft survey: We will send it to the Help Line, Neo Peds, Adult Acute Care, and research 


roundtable.  It will be an exploratory survey to determine the wants and needs of the 


membership related to research so that we know what to tackle first and the preferred 


methods they have to receive information. 


In the interim, the following has occurred: 


1) The survey has been completed and results tallied. The survey results are attached as 


well.   


2) Inviations have been sent to educators and managers for the focus groups to be held at 


summer forum. 


 
 
4. Demonstrate the effectiveness 


of the respiratory therapist in 


health promotion and disease 


prevention 


 
 
 
 


 


 
•      AARC Research fund is too 


        narrowly focused 


•      The above promotes 


        research that promotes the 


        profession but does not 


        necessarily benefit the 


        patient 


•     Many unexplored opportunities 


        in colleges and hospitals for 


        research 


•      Too much workload 


•      Insufficient collaboration 


        between educators, managers,  


        clinicians and researchers 


  


30 people to make pre-course worth 
while 


 
 We get a lot of complaints about this.  


Get a summary of the policies of 
journals with higher impact factors and 
make this the basis of the proposal for 
change in editorial policy. 







3) Brady Scott and Natalie Napolitano will be moderating the focus groups.   


 


Respectfully submitted, 


 


Keith D. Lamb, Strategic Group 3 







Recommendations from the AARC Research Strategic Planning Group 


Keith D. Lamb, RRT-ACCS, FCCM 


Recommendation 1:  


The RSPG committee recommends the AARC make a formal recommendation to CoARC to establish 


higher minimal requirements related to Respiratory Therapy research education at all levels of 


Respiratory Care Education. The Associate of Science and Associate of Applied Science programs should 


incorporate content within the curriculum which minimally supports an understanding of evidence-


based medicine (EBM) and research in Respiratory Therapy and assesses the student’s ability to 


understand how such EBM may be applied to patient care. All Bachelor of Science programs, at a 


minimum, should include more extensive content in research methodology, utilization of EBM in 


protocol and policy development, and an understanding of basic statistics in order to thoroughly 


evaluate current research. Master of Science (or higher)programs and APRT programs should 


incorporate advanced research methodology , protocol development, advanced statistical analysis, 


manuscript development and resource funding preparation in the curriculum, with the goal to develop 


and publish new research related to the practice of Respiratory Therapy. 


Recommendation 2: 


The RSPG committee recommends the AARC develop an EBM/Research boot camp or pre-course at the 


International Congress or Summer Forum which focuses on the development of Respiratory Therapy 


research. The course would include research foundational content, as well as manuscript writing, EBM 


project development, implementation of science in QI, and publishing on QI projects. As a part of this 


scaffolded program, there would be a workshop session allowing small group discussion with research 


mentors, providing attendees the opportunity to discuss research ideas and develop mentor/mentee 


relationships. This program format could then be distributed and reproduced at the state affiliate level 


to encourage regional research initiatives. Program faculty would be supported through travel and 


honoraria for their time and expertise. 


** Special note: The committee realizes that such a program would not necessarily result in a large 


volume of attendees as some other programs may. This would be the challenge for the AARC—to accept 


the financial burden with the overall goals met through long-term qualitative and quantitative outcomes 


related to research production. 


Recommendation 3: 


The RSPG committee recommends the AARC develop a standing list of vetted Respiratory Therapy 


researchers who wish to present on the topic of research and research development. This list would be 


made available to state affiliates which may wish to offer research development presentations at state 


meetings. The AARC would support a portion of the researchers’ travel and honoraria toward such 


presentations by this select group of researchers. A standard presentation format supported by the 


AARC would be utilized for the presentation of material. 







 


Recommendation 4: 


The RSPG committee recommends the AARC develop a Research Fellowship to be awarded to one 


novice RRT researcher annually. This fellowship would provide partial salary payment for the period in 


which the fellow is engaged in his/her fellowship with a regional or national veteran Respiratory Therapy 


researcher. The mentor collaborating on this research initiative would receive a stipend as well.   


Special note: The committee realizes there are many details which must be addressed to bring this to 


fruition; however, such a venture would allow for proper pairing of mentor and mentee, provide a means 


to support future research development, and could be a highly sought goal which would identify other 


interested researchers for development and promotion. 


Recommendation 5: 


The RSPG committee recommends the AARC assist in developing an Educational Research Development 


program for Respiratory Therapy Educators. This program would include content on how to develop 


educational research initiatives within the program, how to develop relationships with clinical sites 


which encourage and support research initiatives and how to support student engagement in the 


process. The program would also pair the novice RT research educator with a regional or national 


Educational Research mentor. 


Special note: It was noted through the survey and discussion that many RT educators are inexperienced 


and overwhelmed with the process for initiating a research program or study. Providing development 


opportunities specifically targeting this population could result in more research content shared in the 


classroom. 


Recommendation 6:  


The RSPG committee recommends the AARC House of Delegates ascertain Best Practices for supporting 


research at the affiliate level , including what affiliates may be doing related to such programs as 


Professor’s Rounds, poster presentations, and case study presentations at affiliate meetings. Best 


Practices would be collected and presented to the HOD for sharing among the affiliates.  


Special note: The HOD Best Practices committee is currently developing questions to survey the affiliates 


surrounding this topic. 


Recommendation 7:  


The RSPG committee recommends the AARC develop a robust marketing plan for all AARC resources and 


AARC supported resources currently available to RT researchers. This marketing plan would focus on 


both the educational and clinical researcher and should be regularly shared with AARC membership. 


Current platforms such as the Research Roundtable would be encouraged and highlighted for increasing 


engagement. 


 







Recommendation 8: 


The RSPG committee recommends the AARC develop a means of highlighting hospital/clinical-based RT 


research programs.  


Special note: It was noted from our survey that many perceive research as being primarily related to 


academic universities. By highlighting successful hospital-based programs, the AARC could encourage 


growth in this area. 
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AARC Strategic Plan – Objective 5 (updates as of 2/4/17 in green) 
Advocate for federal and state health care policies that enhance patient care, patients’ access to care and professional practice. 


Description 
Advocate at the federal and state level for health care policy that promotes access to appropriate, safe and effective respiratory care for 
patients and the public.  Develop and implement promotion/marketing of the respiratory therapist targeted to legislators, policy makers, and 
payers.  Messages will emphasize the value of the respiratory therapist in controlling the utilization of services, creating costs savings, 
improving outcomes and patient safety, and increasing access to respiratory care as provided by a respiratory therapist. 


 


Target Group Strategy 


1. Legislators Provide information to assist them to advocate for their constituents with a focus on safety and cost 
advantages of respiratory care provided by respiratory therapists. 


Objectives Action Items Status 


 Promote the Medicare 
Telehealth Parity Act (HR 
2948) that adds RTs as 
providers, respiratory 
services as covered 
telehealth services and  
remote patient 
monitoring of COPD 
patients   


 


 Schedule meetings with Capitol Hill leaders during AARC’s 2016 lobby day to gain co-sponsorship.   
o Over 300 meetings were held during Lobby Day. 
o 158 follow-up meetings were held between AARC’s lobbyists and Congressional leaders 


subsequent to Lobby Day based on PACT feedback.  
o 67 co-sponsors (43/D – 24 R) have signed on to H.R. 2948 as of October 1, 2016, more 


than any other co-sponsors of other telehealth bills.  


 Send e-mails to Congressional leaders advocating the value of RTs and how they can improve 
health outcomes for pulmonary patients via telehealth. 


o Over 41,000 e-mails were sent to Congressional leaders during AARC’s two Virtual Lobby 
Weeks. 


 Provide legislators with studies that demonstrate respiratory care via telehealth can reduce costs 
and improve quality of life, including studies that include RTs.   


o 6 studies, 2 of which included RTs, were highlighted in the Lobby Day leave-with packages 
that demonstrate the effectiveness and cost savings. 


 Educate legislators on the prevalence of lung disease among their constituents to assist them in 
formulating policies using latest data from the American Lung Association. 


o Data from the ALA was included in over 300 leave-with packets during Lobby Day 


 Encourage PACT and State RT societies to hold meetings with legislators in their respective states 
during Hill recess to promote HR 2948 and advocate for the profession.  


o Sent e-mail to PACT asking RTs in specific Congressional Districts to send e-mails to 
Subcommittee Members asking for co-sponsorship of HR 2948.  


o Unable to determine how many letters were sent. 
 


Completed 
 
 
 
 
 
Completed 
 
 
 
Completed 
 
 
 
Completed 
 
 
Completed 
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 Develop a strategy 
moving forward into 
2017 to advocate for RTs 
as telehealth providers 


 Include RTs as telehealth professionals in the House/Senate CONNECT for Health Act. 
o Identify key Senators with influence who have expressed interest in RTs as telehealth 


professionals 
 20 meetings were conducted by AARC’s lobbyists with key leaders of Committees 


of Jurisdiction that have influence over telehealth 
o Set up webinar to brief select RTs on actions to carry out grassroots effort at State level  


during Congressional recesses 
 13 select state society leaders participated in a grassroots webinar  
 9 meetings were conducted in district offices during Congress recess to encourage 


inclusion of RTs in any legislation moving forward. 


 Identify opportunities for key Members of Congress to tour telehealth programs in their 
state/district. 


o Senator Cory Booker’s office in Newark, NJ has indicated an interest in HR 2948 and in 
visiting a local hospital to see RTs in action. 


 Increase efforts to seek a Senate champion of HR 2948. 


 Develop multi-pronged approach to position RTs in the 2017 Congressional cycle 
o Lobbyists are working with Congressional leaders re telehealth legislation to determine 


course of action for 2017 Hill Day.  Final plan to be decided by February 16, 2017.  


 Solicit input from PACT/HOD to provide data on RTs in telehealth being reimbursed by private 
payers for consideration  by E&C Committee in drafting new legislation to include RTs as 
telehealth providers 


o 6 telehealth programs were provided dealing with: 
 emergency and critical care services 
 an  asthma intervention program 
 remote monitoring 
 a telehealth network used to inform and educate on managing chronic disease 


through a continuum of care series 
 a pulmonary health management program 
 planning for a COPD education program 


Ongoing 
 
 
 
 
Completed 
 
 
 
 
TBD 
 
 
 
Ongoing 
Ongoing 
Under 
Development 
 
Completed 
 


 Support legislation 
identified by other 
advocacy groups/Hill 
leaders that promote 
better health/outcomes 
for pulmonary patients  


 


 Send support letters from AARC  or add AARC to joint-sign on letters  on topics as appropriate: 
o 11 initiatives have been supported as of October 2016.  


 Family Asthma Act 
 School Asthma Management Plan Act 
 Riders to the House Appropriations bill that would prevent FDA from 


implementing its authority over all tobacco products 
 Pulmonary Hypertension Research and Diagnosis Act 
 Patient Access to DME Act  


Ongoing 
Completed 
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 21th Century Cures Act 
 Senate Finance Chronic Care Working Group Policy Options Paper 
 Technical Bill to Amend Supervision of Cardiac/Pulmonary Rehab 
 Airline Access to Emergency Epinephrine Act 
 Preventive Health Savings Act 
 Reauthorization of the Children’s Health Insurance Program 


 
 
 
 
 


 Consider additional 
avenues or arenas that 
improve access to RTs  


 Advocate for more visible recognition of allied health professionals, including RTs, and support for 
grants from the Health Resources and Services Administration (HRSA) to further RT education in 
underserved areas. 


o Met with Congresswoman Ellmer’s staff to discuss legislative language to have HHS, in 
cooperation with GAO, identify allied health occupations that are in existing or emerging 
shortage with the goal of statutory revisions to HRSA’s Title IV authority to authorize 
grants to address the shortages. 


o AARC lobbyists working with Patrick Cooney, lobbyist representing PTs, OTs, speech and 
clinical lab techs to advance issue. 


 Seek support for strategies that emphasize the impact RTs have on the care of pulmonary patients 
in the home setting and the costs associated with their care in order to have sufficient data to 
inform future legislative activities. 


o AARC working with AAHomecare to develop a home health value-based episode of care 
model that would increase RTs presence in the home setting 


o Working with Gov. Affairs, AARC lobbyists have drafted Report Language to be attached 
to the 2018 Labor HHS Appropriations Bill that will be part of AARC’s “ask” of 
Congressional leaders on Hill Day, April 3, 2017.  


Ongoing 
 
 
Completed 
 
 
 
Ongoing 
 
Ongoing 
 
 
 
 
Completed 


Target Group Strategy 


2. Regulators Emphasize regulatory actions that support the patient with chronic disease and the role of the respiratory 
therapist with a focus on cost savings, quality of care, and improved patient safety from utilizing respiratory 
therapists. 
 


Objectives Action Items Status 


 Submit public comments 
on regulations that 
impact RTs and the 
profession 


 Review regulations and other activities on a regular basis to determine those impacting RTs and 
the profession  


o Sent  13 sets of comments on regulatory issue dealing with the following topics:  
 RTs as clinical staff to furnish non-face-to-face services chronic care management 


services 
 Survey to address patient satisfaction on vent care in LTCHs 
 Support for general supervision as part of transitional care management and 


Ongoing 
Completed 
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chronic care management services 
 Specialized rehabilitation services that ensure RTs as qualified providers  
 Expansion of telehealth services and addition of RTs as telehealth providers as 


part of the new Merit-based Incentive Payment System  (MIPS) 
 Ensure RTs are part of the discharge planning process 
 Respiratory quality measures as part of MIPS to include spirometry, pulmonary 


rehab, management of supplemental oxygen with RTs as team members 
 Permit waivers for ACOs to provide telehealth  services and include RTs 
 Add RTs to the interdisciplinary team as part of the Programs of All-Inclusive Care 


for the Elderly (PACE) 
 Support for proposed increased payment for outpatient pulmonary rehab 


programs while opposing changes in payment for off-campus outpatient 
departments. 


 Patient engagement and patient-centered outcomes in treatment planning and 
care coordination as part of the 2017 physician fee schedule update. 


 Greater use of connected health technologies for patients with chronic conditions 
 Improving AHRQ’s technical brief involving a literature review of telehealth and 


remote2 patient monitoring. 
o Since October 2016, 6 sets of comments have been  submitted on the following topics: 


 Ensuring respiratory therapists are part of a pilot telehealth project to monitor 
COPD and asthma via digital peak flow meters.  


 Outlining the value of respiratory therapists in meeting the goals of the COPD 
National Act Plan. 


 Improving the transfer of health information for respiratory patients through 
improved quality measures for patients receiving post-acute care. 


 Endorsement of new Pediatric Telehealth Procedures developed by the American 
Telemedicine Association with assistance from AARC members. 


 Support for the creation of ICD-10-CM diagnosis codes relating to use of e-
cigarettes and other electronic nicotine delivery systems (ENDS) requested by the 
American Thoracic Society. 


 Recommending respiratory therapists to be included in the CHRONIC Care Act as 


telehealth providers.  
o Met with CMS on Dec. 8, 2016 to discuss dramatic reduction in pulmonary rehab 


payments. Will send recommendations to CMS to improve payment for 2018.  
o Consideration is underway to submit a request to CMS to expand qualifying conditions for 


pulmonary rehab 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Completed 
 
 
 
 
 
 
 
 
 
 
 
 
 
Feb 2017 
completion 
TBD 
 


 Advocate for smoking  Participate as a member of the Tobacco Partners Coalition spearheaded by the Campaign for Ongoing 
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cessation activities that 
improve outcomes for  
respiratory patients  


Tobacco Free Kids 
o Gov. Affairs staff member attends quarterly meetings of the Coalition  


 Add AARC to the list of multi-stakeholder joint comments that address various tobacco issues. 
o Signed on to 7 letters dealing with the following topics: 


 FDA’s regulatory review of marketing new tobacco products 
 Encouraging the President directly to get FDA to finalize its deeming rule 
 Riders to appropriations bills by big tobacco regarding premium cigars that would 


prevent FDA from implementing its deeming rule  
 Allocation of funds to CDC for the Office of Smoking and Health to reduce the  


consumption of tobacco products 
 Encouraging Major League Baseball to restrict smokeless tobacco at sports events 
 Establishing a “track and trace” system to combat illicit trade in tobacco products 
 Supporting HUD’s proposal to ban smoking in all public housing units 


o AARC sent letter directly to Disney expressing strong opposition to its having a stake in a 
media outlet that assists big tobacco in marketing deadly cigarettes to young people 


 Develop a Smoking Cessation Toolkit to assist hospitals in utilizing respiratory therapists to 
conduct smoking cessation counseling. 


 Encourage use of AARC’s website as a resource on tobacco cessation counseling, coding and 
payment. 


 Meet with Congressional leaders to advocate for legislation that promotes regulation and 
oversight of tobacco while increasing visibility of respiratory therapists and their role in tobacco 
cessation counseling. 


 Advocate for reimbursement for tobacco cessation by RTs of parents and caregivers for the 
improvement of the child 


 Educate State Medicaid Directors on the impact of second and third-hand smoke on a child’s 
health 


 
 
Ongoing 
 
Completed 
 
 
 
 
 
 
 
 
Completed 
 
TBD 
 
TBD 
 
TBD 
 
 
TBD 
 
TBD 


   


 Set up meetings with 
CMS staff  to educate 
them on value of RTs in 
the healthcare arena 


 Explore opportunities within CMS’ Centers for Innovation to include and recognize RTs in some of 
the innovative payment models being tested. 


o Seek guidance from CMS on evidence and documentation they would need to make the 
case for RTs to be included in models they deem appropriate. 


 The home health episode-based value-based model AARC is working on with 
AAHomecare can accomplish this goal without involving CMS 


TBD 
 
 
 
Ongoing 


D. Work with regulators to 
ensure appropriate 
access to mechanical 


 Work with other pulmonary organizations and patient advocacy groups to advocate for change in 
current Medicare policies to reflect current ventilator technology and standard of care. 


o Met with CMS staff to discuss problems with current local and national policies affecting 


Completed 
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ventilators and the 
expertise of RTs  


access to home noninvasive mechanical ventilation. 
o Provided detailed recommendations for revisions to policies on respiratory assist devices 


and noninvasive home mechanical ventilation. 
o Assisted in the development of documentation to support new national coverage 


determinations for mechanical ventilators and respiratory assist devices. 


 Begin legislative process to change statute to address outdated ventilator policies since  
CMS will not act on the request for a National Coverage Determination 


o Specifications sent to the Senate Legislative Counsel on October 12 
o Meetings/calls with Congressional leaders have taken place to find sponsor.  Chris Collins 


[R/NY] has indicated interest (on Trump transition team and member E&C Committee 


 With increase in vent beds over the past few years and a new Medicare payment model in skilled 
nursing facilities aimed at reducing potentially avoidable hospitalizations, broaden educational 
exposure of long-term care services and the need for RTs to deliver care  


o Advise CMS of AARC’s position statement regarding “Delivery of Respiratory Therapy 
Services in Skilled Nursing Facilities Providing Ventilator and/or High Acuity Respiratory 
Care” as part of new payment initiative.  


 
 
 
 
 
Ongoing 
 
 
Ongoing 
 
 
 
 
TBD 
 
 


E. Advance knowledge and 
value of RTs in the labor 
force 


 Work with the Department of Labor to add respiratory therapists to the list of learned 
professionals under 29 CFR 541.301(e)(1) 


o Review proposed and final regulations to determine how exceptions can be made 
o AARC Human Resources survey to be updated this year which may yield important data 


that can be a factor in request to DOL 


TBD 
 
Underway 
 
 


Target Group Strategy 


3. Payers Emphasize cost effectiveness due to improved outcomes and lower costs than other providers 
 


Objectives Action Items Status 


A. Improve access to RTs as 
part of State Medicaid 
initiatives 


 Collaborate with State affiliates, key staff from State Medicaid Agencies, and other health care 
partners to develop cost efficient delivery models for Medicaid patients suffering from COPD that 
will increase access to RTs. 


 Seek out key states that have some form of Medicaid coverage of telehealth services and 
advocate for the expertise of RTs to provide telehealth education and training to pulmonary 
patients as a way to improve medication adherence and lower utilization costs. 


o Provide studies that show the overall effectiveness and cost savings of respiratory care 
when furnished via telehealth and care furnished by RTs.  


 Ongoing 
 
 
Ongoing 
 
 
TBD 


B. Increase the visibility of  
RTs and their expertise 
with selected payers 


  Highlight the value of RTs and the need to ensure that their expertise is utilized as part of 
managed care plans and within ACOs. 


o Comments have been sent to CMS regarding these programs that describe the RTs’ 


Ongoing 
 
Completed 







7 
 


expertise and how they can improve patient outcomes  


Target Group Strategy 


4. Decision Makers 
 


Emphasize provision of high-quality care by respiratory therapists while controlling costs of that care. Focus 
on the value of respiratory care and the respiratory therapist as the best practitioner to provide that care, 
control inappropriate utilization of respiratory care, and ensure patient safety. 
 


Objectives Action Items Status 


A. Publicize outcomes 
achieved by RTs  


 Promote successful COPD best practices established by RTs as a way to reduce hospital 
readmissions among RT Departments of top leading hospitals 


o COPD best practices will be used as part of the episode-based home care model AARC is 
working on with AAHomecare 


 Develop a repository of acute-care protocols established as part of written hospital policies as a 
way to demonstrate RTs’ expertize and their ability to improve care and lower costs for 
pulmonary patients 


TBD 
 
Under 
development 
 
TBD 


B. Promote AARC’s 
resources that emphasize  
value/expertise of RTs & 
promote advancement of 
improved health 
outcomes 


 Share resources and educational tools developed by AARC with health care providers/decision 
makers that highlight the value of RTs and how they can improve outcomes (e.g., AARC’s Patient 
Safety Checklists, the Aerosol Delivery Guide and the Guide to Portable Oxygen Concentrators).  


 Make providers aware of the various educator courses AARC has developed for the profession as 
a way to demonstrate the RT’s expertise (e.g., COPD educator course, Pulmonary Disease 
Educator course, Asthma Educator course, etc.). 


o The Pulmonary Disease Educator course will be highlighted as a resource as part of the 
episode-based home care model  developed with AAHomecare 


TBD 
 
 
 
 
Under 
development 
 


C. Emphasize the 
importance of expanding 
leadership roles of RTs to 
improve care and 
outcomes in multiple 
health care settings   


 Promote AARC’s Position Statement on  Health Promotion and Disease Prevention TBD 
 
 
 


 







AARC STRATEGIC GOAL OBJECTIVE #8 COMMITTEE WORKING REPORT 


Objective #8:  Assure the Association has the resources to meet the mission and strategic goals of the organization. 


 


Members: Dianne Lewis (chair), Jakki Grimball, Karen Schell, Keith Seigel, Cyndi White, Gary Wickman, John Wilgis; staff: Shawna 


Strickland & Amanda Feil 


 


Description: Assure that the AARC has the financial, volunteer, and staff resources needed to accomplish the implementation of the 


strategic plan of the Association. It is necessary to have sufficient income to support the ongoing and new initiatives of the Association 


if we are to accomplish the goals of the AARC. In addition to financial resources, it is essential that there be active participation of 


sufficient numbers of effective leaders and an effective and efficient Executive Office to support the efforts to be a leader in health care. 
 
STRATEGIES PROGRESS PROGRESS 


1. Increase the national and 


international membership of the 


Association to 50,000 by 


December 31, 2015 


 Online join/renew  


 Early renewal program for students (discounted rates) 


 Senior membership option (refreshed in 2016) 


 Digital vs. print option 


 Multi-year membership option 


 Group memberships available to companies/hospitals (not state societies) 


 Free web student program (all students in a program are free if all faculty 


are AARC members) 


 Auto-pay feature for membership 


 Engage International Council 


o Dianne attended IC meetings in San Antonio; will discuss with 


Jerome Sullivan about increasing international membership.  


 AARC Ambassadors/Speakers Bureau 


 Complete 


 Complete 


 Complete 


 Complete 


 Complete 


 Complete 


 Complete 


 


 In progress 


 Pending 


 


 


 Pending 


2. Increase the diversity of the 


members of the Association by 


providing information to 


encourage persons who are 


members of underrepresented 


groups to enter the respiratory 


care profession and actively 


participate in the AARC. 


 


 


 New AARC committee on Diversity 


o Engage with new committee 


o Identify committee leadership and membership 


 Leadership program utilizing ASAE DELP as an example 


 Complete 


 


 


 Pending 


3. Develop and increase the 


revenue sources needed to 


support the activities of the 


Association. 


 Support the hiring of an AARC grants writer 


 Dues increase (implemented fall 2015) 


 Explore non-dues revenue sources 


 


 Complete 


 Complete 


 In progress 
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4. Participate collaboratively with 


strategic partners for mutual 


benefit. 


 AARC transcript sharing with NBRC Continuing Competency Program 


(implemented fall 2015) 


 Partnership with AAN, COPD Foundation, CFF, PHA, ALA, and 


AACVPR for the Pulmonary Disease Educator course 


 Partnership with Smoking Cessation Leadership Center for webinars 


 Establish multiple tier Corporate Partner program to be more inclusive 


 Complete 


 


 Complete 


 


 Complete 


 Pending 


5. Provide mechanisms to assure a 


continuous supply of interested, 


qualified leaders. 


 Tutorials for state society leaders online 


 Orientation program for Board members 


 Leadership Institute for members (career leadership not AARC leadership) 


 Increase pool of volunteers 


 Establish mentorship program for new leaders in Chartered Affiliates 


 Complete 


 Complete 


 Complete 


 Pending 


 In progress 


6. Increase the involvement of 


members in the activities of the 


Association. 


 Increase number of opportunities for volunteers (large and small projects) 


 Membership challenge: each member talks to 5 people (breaks down 


projects into smaller pieces to get more people involved) 


 Pending 


 Pending  


7. Ensure the responsiveness of 


leadership to the rapidly 


changing environment today 


and in the future. 


 Establish communications point in each state for specific information 


transfer 


 Establish speakers bureau for Board members who can travel to state 


meetings to update the membership on the AARC activities 


 Pending 


 


 Pending 


8. Educate respiratory therapists 


about the benefits of AARC 


membership. 


 Improve internal communications 


o Automated email onboarding process 


o New member package  


o Feature benefits/services on webpage as stories 


o Use of hashtag to designate awareness of AARC benefits 


o Use of infographics and videos 


 Improve external communications (hired Social Media Strategist in fall 


2015) 


 In progress 


 


 


 


 


 


 In progress 


9. Provide information to 


educators and managers to 


encourage active participation 


of students in the AARC and its 


chartered affiliates and to assure 


they are fully informed of the 


science of respiratory care. 


 Development of best practices of using AARC resources in RT education 


(in-class lessons, homework, project, job search, etc.) to be sent to 


educators 


 In progress 


10. Align incentives with state 


affiliates 
 Revenue sharing 


 Profit sharing 


 Involvement in membership drives 


 In progress 


 In progress 


 In progress 
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At the October Board meeting, two students joined the SG8 group discussion. They felt information students needed included RT Mentors: where to 


find interested individuals in their states and how to contact them. They also wanted information on resume writing and interviewing. They wanted a 


list of potential employers by state (start with hospitals?) This may be something we could get each state to do on their website.  They also wanted 


contact information for their state leaders. We assume each state has this; we could just provide the students with direction. 


 


Student information: 


Rachel Gates                                  


567-207-4243 


The Ohio State University 


 gates223@osu.edu  


Graduation May 2017      


  


Richard Reisdorf 


651-666-8332 


St Paul, MN 


rtrich13@gmail.com 



mailto:gates223@osu.edu

mailto:rtrich13@gmail.com
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Key


Guideline Domain Guideline Name Guideline Chapter Portfolio Category Guideline Development 
Start Date


Current Status Category Duration 
(anticipated)


Party Responsible Previous Step Next Step


Bronchiectasis General Discussion n/a n/a Topic Submitter n/a Proposal Development


Severe, Persistant Asthma Treatment General Discussion n/a n/a Topic Submitter n/a Proposal Development


Antithrombotic Therapy and Prevention Antithrombotic Therapy for Atrial Fibrillation Panel Formation September 2016 Literature Search n/a
Chair, Panel, and 


Methodologist
Scope/PICO Development Study Selection


Antithrombotic Therapy and Prevention
Perioperative Management of Antithrombotic 


Therapy
Panel Formation November 2016 Scope/PICO Development n/a


Chair, Panel, and 
Methodologist


Decisions Distributed to 
Panel Members


 Literature Search


Pharmacotherapy for Pulmonary Arterial Hypertension 
(update)


Panel Formation; Some guideline 
development steps completed.


6/30/15 Data Extraction/Quality Assessment 3 weeks Panel/Methodologist Study Selection Meta Analysis


Pulmonary  Hypertension Right Heart Catheterization for Evaluation of 
Pulmonary Hypertension in Adults


Proposal Development n/a n/a Topic Submitter General Discussion GOC Review


Diagnosis and Management of Lung Cancer
Management of Incidental Non-Nodule Findings in 


Screening LDCT
Proposal Development n/a n/a Topic Submitter General Discussion GOC Review


Diagnosis and Management of Lung Cancer
Screening for Lung Cancer: Diagnosis and 


Management of Lung Cancer
Guideline Development 11/18/2015 Data Extraction/Quality Assessment 4 weeks


Chair, Panel, and 
Methodologist


Study Selection Meta Analysis


Diagnosis and Management of Lung Cancer
Treatment of Stage I & II Non-Small Cell Lung Cancer 


Practice Guideline
Panel Formation 12/3/2015 Panel Orientation/PICO Development 3-4 weeks Guideline Staff


Decisions Distributed to 
Panel Members


Literature Search


Diagnosis and Management of Lung Cancer Treatment of Stage IV Non-Small Cell Lung Cancer Panel Formation n/a Identification of Panel Members 3-4 weeks LC Executive Committee - Submission of COI to PSC


Care of the Critically Ill and Injured During Pandemics and 
Disasters, Resource Poor Settings


Infrastructure and Capacity Proposal Development n/a n/a Topic Submitter General Discussion GOC Review


Critical Care Transport Critical Care Delivery General Discussion n/a n/a Topic Submitter n/a Proposal Development


Liberation from Mechanical Ventilation Guideline Development 11/18/2014 Guideline Dissemination Activities n/a n/a Publication n/a


Inducible Laryngeal Obstruction Proposal Development n/a n/a Topic Submitter General Discussion GOC Review


Diagnosis and Management of Cough Cough due to Lung Tumors Guideline Development Journal Review 3 weeks Journal Submission to Journal Online Publication


Diagnosis and Management of Cough Pertussis Guideline Development Data Extraction/Quality Assessment 1 week
Chair, Panel, and 


Methodologist
Study Selection Meta Analysis


GOC - Guideline Project Update and Tracking
December 2016 Conference Call


Pulmonary Vascular 
Disease


Critical Care


Thoracic Oncology


Airways Disorders


 


Items in blue represent projects that in the idea stage of various guideline stakeholders.  The proposal has yet to be 
developed or submitted to the GOC.


Items shown in red text represent projects where initial discussions have occurred with members of the GOC and CHEST Staff. 
The proposal is being developed and not yet submitted to the GOC.


Items shown in green text represent projects that have recently been approved by the GOC and need to be prioritized for 
development.


Items shown in black text represent active projects


Items in italics are not CHEST-lead but have CHEST representation







Diagnosis and Management of Cough Classification of Cough Guideline Development Manuscript Drafting 8 weeks
Chair, Panel, and 


Methodologist
Study Selection Meta Analysis


Diagnosis and Management of Cough Cough due to Asthma and Eosinophilic Bronchitis Guideline Development Data Extraction/Quality Assessment 1 week
Chair, Panel, and 


Methodologist
Study Selection Meta Analysis


Diagnosis and Management of Cough
Cough due to ILD, Sarcoidosis, and Broncholitis in 


Adults
Guideline Development Manuscript Drafting 8 weeks


Chair, Panel, and 
Methodologist


Data Extraction/Quality 
Assessment


Development of Evidence 
Profiles


Diagnosis and Management of Cough Cough in the Athlete Guideline Development Published Online 11/25/16 n/a Submission to Journal


Diagnosis and Management of Cough Pneumonia Guideline Development Study Selection 4 weeks Methodologist Scope/PICO Development
Data Extraction/Quality 


Assessment


Diagnosis and Management of Cough Common Cold Guideline Development Recommendation Voting 2 weeks Chair and Panel Manuscript Drafting GOC Review


Diagnosis and Management of Cough Global Physiology and Pathophysiology Guideline Development Data Extraction/Quality Assessment 2 weeks Methodologist Study Selection Meta Analysis


Diagnosis and Management of Cough Cough in the Immunocompromised Host Guideline Development Recommendation Voting 2 weeks Chair and Panel Manuscript Drafting
Dissemination and 


Implementation Strategizing


Diagnosis and Management of Cough Cough due to Tuberculosis Guideline Development Manuscript Drafting 10 weeks Chair and Panel Recommendation Drafting Recommendation Voting


Diagnosis and Management of Cough Cough in the Pediatric Patient Guideline Development 2 in journal review (various topics ongoing) 8 weeks Journal Submission to Journal Publication


Diagnosis and Management of Cough Cough due to Bronchiectasis Guideline Development Journal Review, Manuscript Revision 8 weeks Journal Submission to Journal Publication


Interstitial Lung 
Disease


New Portfolio Topic Area - Scope to Be Determined TBD General Discussion n/a Topic Submitter n/a Proposal Development


Technique and Diagnostic Utility of Transbronchial 
Cryobiopsies for the Diagnosis of Interstitial Lung Diseases


Approved, Prioritization Stage Panel Formation TBD Submission of COI to PSC 4-6 weeks PSC
Identification of Chair/Co-


Chair
Decisions distributed to 


guideline leadership


Appropriate Collection and Handling of Thoracic Specimens 
for Laboratory Testing Joint Recommendations


Prioritization for Pulmonary Neoplasms Panel Formation TBD
American College of 


Pathology
Identification of Panel 


Members
Decisions distributed to Panel 


Members


Diagnosis and Evaluation of Hypersensitivity Pneumonitis Approved, Prioritization Stage n/a Prioritization GOC Proposal Development GOC Decision Proposal Development


Nocturnal Hypoventilation NIPPV of COPD General Discussion n/a Topic Submitter n/a Proposal Development


Nocturnal Hypoventilation Obesity Hyperventilation Syndrome General Discussion n/a Topic Submitter n/a Proposal Development


Respiratory Management of Neuromuscular Disease n/a General Discussion n/a Topic Submitter n/a Proposal Development


Sleep Curriculum for Pulmonary Fellowships n/a Guideline Development Manuscript Drafting 10 weeks Chair and Panel n/a n/a


Sleep


Interventional 
Pulmonology


Clinical Pulmonary
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January 11, 2017 
 
 
 
Bradley A Leidich, MSEd, RRT, FAARC 
President 
Commission on Accreditation for Respiratory Care 
1248 Harwood Rd 
Bedford, Texas 76021-4244 
 
Dear Mr. Leidich: 
 
On behalf of the American Association for Respiratory Care (AARC) I am writing to express my 
written consent to the proposed standards 1.01 of the Accreditation Standards for Entry into 
Respiratory Care Professional Practice. 
 
Please let me know if you need anything else and we look forward to this standards change. 
 
Respectfully submitted,  


 
Brian Walsh, PhD, RRT-NPS, RRT-ACCS, AE-C, RPFT, FAARC 
President 
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January 5, 2017 
 
Brian K. Walsh, PhD, RRT 
President 
American Association for Respiratory Care 
9425 North MacArthur Boulevard 
Suite 1000 
Irving, Texas 75063 
 
 
Dear Dr. Walsh, 
 
Thank you for your kind letter of introduction and for reaching out specifically 
about CHEST’s recently published joint effort with the American Thoracic Society 
(ATS), our clinical practice guideline on liberation from mechanical ventilation in 
critically ill adults. I, too, have served on several guideline panels and as such, the 
execution of CHEST guidelines is an area in which I am deeply invested and have 
personally worked to improve in recent years.  
 
This said, on receiving your letter, I was embarrassed by our oversight on this 
particular topic. CHEST strives to be a multidisciplinary organization, especially 
where education and the development of clinical practice guidelines are concerned. 
We are particularly proud of the number of respiratory therapists who serve as 
faculty for and attend our mechanical ventilation courses and certificate of 
completion program. With the guideline, while it is true that one panelists was a 
respiratory therapist (Susan M. Burns, RN, MSN, SCNP, RRT, who lead the 
development of one of the six clinical questions addressed provided both the nurse 
and respiratory therapist perspective), I do understand that the American 
Association for Respiratory Care (AARC) had not been formally engaged in the 
process through either the appointment of a named representative or to provide 
comment and consider endorsement of the document post hoc.  
 
In part, this is a consequence of the joint nature of the guideline—this marks the 
first collaboration between ATS and CHEST. However, this also points to an 
opportunity to improve our process—external organizations have been invited to 
participate at the discretion of the guideline chair. Moving forward, we will engage 
a broader group in the dialogue to ensure that the composition of the panel—and 
the key organizations that represent them such as AARC—mirrors the practice 
environment resulting in guidelines that serve all stakeholders toward the 
betterment of patient care. 
 
I am grateful to you for promoting the recent guideline to your membership and 
would welcome the opportunity to collaborate more fully on future guidelines. To 
this end, I am attaching our pipeline of guideline activities, inclusive of both active 
projects and those in the conceptual stage. There may not be a clear area of 
alignment with our current roadmap, but our cycle for considering topics is rolling, 
and we would welcome understanding whether there are other topics under 
consideration at AARC on which CHEST could contribute as well. 
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In the spirit of working together more closely, we are also interested in exploring 
avenues for partnership related to our annual meeting. We would welcome the 
opportunity to have a designated AARC member serve as a representative on our 
Program Committee, and, as we shift to a more interdisciplinary focus, we expect 
there will be opportunities to engage your membership in serving as faculty. 
 
Thank you for your commitment to team-based care and for initiating this 
dialogue. 
 
Sincerely, 


 
Gerard A. Silvestri, MD, MS, FCCP 
President and Chair 
American College of Chest Physicians 
 
 
Enclosure: CHEST Guideline Tracking Spreadsheet 
 
Cc:  Stephen J. Welch, CHEST Executive Vice President and Interim CEO 


Thomas Kallstrom, MBA, RRT, FAARC, AARC Executive Director/CEO 







 


 


February 2, 2017 


 


Ms. Donna Pickett 
Co-Chair, ICD-10-CM Coordination and Maintenance Committee 
National Center for Health Statistics 
3311 Toledo Road 
Hyattsville, MD 20782 
E-mail: dfp4@cdc.gov 
 
Dear Ms. Pickett: 


 


On behalf of the American Association for Respiratory Care (AARC), I am writing in support of 


the creation of ICD-10-CM codes for e-cigarettes and other electronic nicotine delivery systems 


(ENDS).  The AARC is a national professional organization with a membership of over 47,000 


respiratory therapists who treat patients with chronic respiratory disease including asthma and 


Chronic Obstructive Pulmonary Disease (COPD) and whose organizational activities impact over 


170,000 practicing respiratory therapists across the country. 


In addition to e-cigarettes, vaporizers, vape pens, hookah pens, and e-pipes are some of the 


many types of ENDS.  Currently there are no diagnosis codes for these products. We are aware 


that the American Thoracic Society (ATS) has made a request that the ICD-10-CM Coordination 


and Maintenance Committee consider developing codes for e-cigarettes and other ENDS to be 


used by healthcare providers in order to collect meaningful data on the health outcomes and 


effects of their use. As an organization committed to protecting the public health of those who 


suffer from chronic respiratory disease, the AARC wholeheartedly endorses the ATS’ request. 


Since e-cigarettes and other ENDS have been on the market, the Food and Drug Administration 


(FDA) and CDC have published a significant amount of information on their increased use by 


middle and high school students, warnings about potential health risks, and the need to gather 


research as to the long-term outcomes.   



mailto:dfp4@cdc.gov





The AARC is particularly concerned that e-cigarettes and ENDS, which contain nicotine as well 


as other chemicals and carcinogens, have been linked to serious respiratory effects such as 


occupational asthma and bronchiolitis and respiratory irritants.  Further, the CDC reports1 a 


significant increase in calls to National Poison Control Centers due to nicotine poisoning from e-


cigarettes where more than half of the calls involved young children under the age of five.  In 


discussing the problem, the CDC stated:    


“Developing strategies to monitor and prevent future poisonings is critical, especially as these 


products grow in popularity. Health-care providers; the public health community; e-cigarette 


manufacturers, distributors, sellers, and marketers; and the public should be aware that e-


cigarettes have the potential to cause acute adverse health effects and represent an 


emerging public health concern.” 


We believe the creation of ICD-10-CM codes for e-cigarettes and ENDS is a viable and much 


needed resource to enable researchers and public health officials to study the potential health 


consequences of smokers who choose these products. 


We encourage the ICD-10-CM Coordination and Maintenance Committee to accept the ATS’ 


request to create new diagnosis codes for e-cigarettes and ENDS.  


Sincerely, 


 


Brian K. Walsh, PhD, RRT-NPS, RRT-ACCS, AE-C, RPFT, FAARC  
President 


 


 


 


 


 


                                                           
1
 E-cigarette study sparks national attention around e-cigarettes and nicotine toxicity. The Centers for Disease 


Control and Prevention. Content source: National Center for Environmental Health. 
https://www.cdc.gov/nceh/hsb/success_stories/ecigarette_study.htm.  Accessed January 23, 2017. 



https://www.cdc.gov/nceh/hsb/success_stories/ecigarette_study.htm





   


AMERICAN ASSOCIATION FOR RESPIRATORY CARE  
9425 N. MacArthur Blvd, Suite 100, Irving, TX 75063-4706  
(972) 243-2272, Fax (972) 484-2720 
http://www.aarc.org, E-mail: info@aarc.org 
 


November 14, 2016 
 
 
 
Gerard A. Silvestri, MD, FCCP 
President and Chair 
CHEST  
2595 Patriot Boulevard 
Glenview, Illinois 60026 
 
Dear Dr. Silvestri: 
 
By way of introduction, my name is Brian Walsh and I am the current president of the American 
Association for Respiratory Care (AARC). Recently I read the newly released Liberation from 
Mechanical Ventilation in Critically Ill Adults: Executive Summary of an Official American 
College of Chest Physicians / American Thoracic Society Clinical Practice Guideline with great 
interest.  
 
First of all, I would like to congratulate your organization on this wonderful addition. Having 
been a coauthor on CPGs, I respect the time and effort that goes into creating. I noted this work 
was the result of a multidisciplinary team effort with The American Thoracic Society. The team 
included eight pulmonary/critical care physicians, four critical care physicians, a critical nurse, a 
physical therapist and a pharmacist, but did not include a respiratory therapist. 
 
As you know, in the USA the respiratory therapist is a part of multidisciplinary team and a vital 
participant in management and weaning of patients from mechanical ventilators. Much of the 
research published has been provided by respiratory therapists. The AARC was not invited to 
provide any input from recommended contributors to comment for this work. I was disappointed 
as an essential member of the ICU team, we were not a part of this CPG. 
 
That being said, the AARC stands ready to serve for the next CPG in which our professions may 
have a joint interest. We would be happy to consider providing support from providing experts, 
co-publishing in our Respiratory Care Journal or marketing to our over 47,000 members. Moving 
forward we would like to partner with you on future CPGs of which we may have common 
interest and would like to open up that discussion with you. 
 
Since the publication of Liberation from Mechanical Ventilation in Critically Ill Adults CPG, we 
have alerted our members to this important guideline via our News Now, Facebook, Twitter and 
LinkedIn accounts. We hope this will improve the impact to the patient we jointly serve. 
 
Thank you for your consideration.  







   


  
Respectfully, 


 
Brian K. Walsh, PhD, RRT 
President 
 
Cc: Stephen J. Welch, CHEST Executive Vice President and Interim CEO 
 Thomas Kallstrom, MBA, RRT, FAARC, AARC Executive Director/CEO 
 


 
 







 


December 31, 2016 


 


Mr. Andrew Slavitt, Acting Administrator  
Centers for Medicare and Medicaid Services  
Department of Health and Human Services  
200 Independence Avenue, SW  
Washington, DC 20201  
 


RE:  CMS-1656-FC and IFC:  Medicare Program: Hospital Outpatient Prospective 
Payment and Ambulatory Surgical Center Payment Systems and Quality Reporting 
Programs; Organ Procurement Organization Reporting and Communication; … 
Establishment of Payment Rates under the Medicare Physician Fee Schedule for Non-
excepted Items and Services Furnished by an Off-Campus Provider-Based Department 
of a Hospital   


 
Dear Mr. Slavitt:  
 
As President of the American Association for Respiratory Care (AARC), I am responding to the 


request for public comments on the subject interim final rule.  Our comments focus exclusively 


on provision related to payment rates under Medicare’s physician fee schedule for non-


excepted items and services furnished by a hospital’s off-campus provider-based department.  


The AARC is a national professional organization with a membership of over 47,000 respiratory 


therapists who treat patients with chronic respiratory diseases such as asthma and Chronic 


Obstructive Pulmonary Disease (COPD) and whose organizational activities impact over 170,000 


practicing respiratory therapists across the country. 


After Section 603 of PL 114-10 was enacted by Congress, CMS signaled its intent to address 


hospital purchases of physician practices in order to enjoy higher payment under the hospital 


outpatient prospective payment system (HOPPS) compared to identical or virtually identical 


services that had been previously paid under the physician fee schedule (PFS).  This seems to be 


a reasonable interpretation of legislative intent; however, we do not believe that broad across-


the-board application of Section 603 is in the best interests of Medicare beneficiaries in need of 


pulmonary rehabilitation services. 


In comment we submitted on the proposed rule, we clearly documented the operating premise 


of hospitals purchasing physician practices that perform pulmonary rehabilitation to enjoy 







higher payment under HOPPS compared to PFS payment is simply not supported by Medicare 


data for 2014.  In 2014, billing for G0424, the singular code used for pulmonary rehab services, 


by all physician specialties, totaled approximately $535,000.  Of that total, less than half 


($229,000 – 42%) was attributable to pulmonary practices.  By contrast, HOPPS billing for 


pulmonary rehab services, accounted for outlays of approximately $120 million.  This means 


that .0001 percent of Medicare billings for pulmonary rehab were attributable to PFS billing.   


To reiterate our earlier comments, the physical space and capital investment needed to support 


pulmonary rehab makes it virtually impossible to provide the service in the physician office 


setting.  For this reason, we believe that the tiny proportion of PFS billing across numerous 


specialties for G0424 are more than likely simple coding errors.  


We strongly recommend CMS recognize there are likely to be unintended consequences to the 


interim final rule that would negatively impact Medicare beneficiaries because the rule will 


inhibit expansion of underutilized services which are clearly beneficial to those suffering from 


Chronic Obstructive Pulmonary Disease.  We recommend that Congress grant specific authority 


to the Secretary to exempt services as he/she deems appropriate.  


We appreciate the opportunity to comment on this important issue. 


Sincerely, 


 


Brian K. Walsh, PhD, RRT-NPS, RRT-ACCS, AE-C, RPFT, FAARC  
President 
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January 11, 2017 
 
Bradley A. Leidich, MSEd, RRT, FAARC 
President 
Commission on Accreditation for Respiratory Care 
1248 Harwood Rd 
Bedford, Texas 76021-4244 
 
Dear Mr. Leidich: 
 
In response to your letter dated December 6, 2016, and on behalf of the American Association 
for Respiratory Care (AARC), I am writing to express my nominations and justification of two 
AARC representatives to be considered by the Commission on Accreditation for Respiratory 
Care (CoARC) Board.  
 
The below nominations are in order of preference with justifications below each individual.  
  


1. Lindsay Fox, MEd, RRT-NPS  
Justification: 


Ms. Fox is the Program Director at St Louis Community College and a 
fairly new CoARC site visitor. I have known Ms. Fox for several years as 
she has progressed from a bedside respiratory therapist, to instructor, to now 
a program director. Ms. Fox is very active in the AARC and her community. 
Her intelligence and energy follows her in every situation. Her community 
college is within a state that can offer a BS and she has begun work to make 
the transition. In addition to Lindsay’s intelligence and energy, she brings 
age and gender diversity to the CoARC Board. Ms. Fox is likely our future 
and would be our first nomination for the CoARC Board to consider.  
Ms. Fox’s CV and resume are attached.  
 


2. Willian Galvin, MSEd, RRT, CPFT, AE-C, FAARC 
Justification: 


Mr. Galvin is well known and a hero to the AARC community. He recently 
received the Jimmy A. Young Medalist award in which there is no higher 
honor. I have known Bill for many years and consider him a wonderful 
example to all educators and respiratory therapists. A product of his work is 
numerous topnotch respiratory therapists. Bill has been very productive all 
his professional career. Mr. Galvin is the program director in a 2-year 
degree program within a baccalaureate granting institution. Mr. Galvin 
brings to the CoARC Board a passion and educational experience that is 
second to none.  







 
While both nominations are incredible within their own right, I found it difficult to rank them as 
you cannot go wrong with either candidate. However, for the good of the profession and 
succession planning, I felt it was best to ask the CoARC Board to consider Ms. Fox first as an 
investment into our future.  
 
Respectfully submitted,  


 
Brian K. Walsh, PhD, RRT-NPS, RRT-ACCS, AE-C, RPFT, FAARC 
President 
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October 27, 2016 


 


To:    National Institutes of Health, National Heart, Lung and Blood Institute (NHLBI) 


Subject: COPD National Action Plan 


 
As the national professional organization with a membership of over 47,000 respiratory 


therapists who treat patients with chronic respiratory diseases such as Chronic Obstructive 


Pulmonary Disease (COPD) and whose organizational activities impact over 170,000 practicing 


respiratory therapists across the country, the American Association for Respiratory Care (AARC) 


appreciates the opportunity to have been part of the COPD Town Hall meeting designed to 


gather input on what should be included in the first ever COPD National Action Plan. 


The NHLBI is to be commended for bringing together a diverse group of stakeholders with 


expertise in this area and for developing a comprehensive action plan that is long overdue. 


Since respiratory therapist members of the AARC were instrumental in the creation of the 


document, we believe the draft plan is well-balanced and captures the elements discussed at 


the meeting. The AARC supports the goals and objectives as outlined with some minor 


modifications noted in the section of our comment dealing with specific goals. Because 


respiratory therapists play a significant role in the treatment and care of patients with COPD, 


their expertise is especially vital in carrying out a number of objectives in the draft plan that can 


lead to improved outcomes and better lives for those who suffer from COPD and which are 


discussed below. 


 


Role of the Respiratory Therapist as part of the COPD National Action Plan 


The primary focus of Goal 1 is “helping people with COPD, including their families and 


caregivers, recognize the disease through risk and symptom awareness, early detection, and 


diagnosis” while empowering them to self-manage their disease. Working with respiratory 


therapists who are the only allied health professionals educated and competency tested in all 


facets of pulmonary medicine, individuals suffering from COPD can learn to recognize and 


reduce the symptoms of their disease progression which can lead to improved health status.  
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Moreover, self-management teaches them to recognize and reduce the symptoms and triggers 


of COPD which can lead to reduced exacerbations and lower the cost of acute care.  


In fact, a study1 involving education and training by a respiratory therapist COPD Case 


Management Team under the supervision of a pulmonologist resulted in decreased healthcare 


utilization and improved patient outcomes. The program was designed to accomplish the 


following: 


 Simplify patient education; 


 Promote awareness of COPD; 


 Assist in the proper diagnosis, staging, and treatment in accordance with the Global 


Initiative of Chronic Obstructive Lung Disease (GOLD) Guidelines;  


 Support COPD patients and their family through the continuum of their disease; and, 


 Provide a written action plan regarding discharge respiratory medications, rescue action 


plan and follow-up instructions. 


 


Sixty patients were treated. Thirty-eight percent of patients in the study had very severe COPD, 


43% had severe COPD and 17% had moderate COPD. Only 2% were assessed as having mild 


COPD. The average length of stay for an acute exacerbation of COPD was reduced by 28.7%; the 


rate at which patients were readmitted was reduced to 5%.  


  


Further evidence of the impact respiratory therapists have on outcomes is evidenced by a one-


year randomized controlled trial2 at five Veterans Administration medical centers led by a 


respiratory therapist case manager implementing a simple disease management program.  


COPD-related hospitalizations and emergency department visits were reduced by 41%. 


 


One of the important aspects of disease management for COPD patients is medication 


management and adherence.  According to the Agency for Healthcare Research and Quality, 


medication non-adherence is very costly to the US health care system. Therefore, the AARC 


believes patient education and proper device selection for both inhalers and oxygen systems 


are critical for optimal clinical outcomes and cost effectiveness for those patients with COPD. 


Due to the complexities of inhaler devices and oxygen systems, respiratory therapists’ expertise 


can minimize unnecessary, ineffective or wasteful interventions. Overall, proper device 


selection together with patient training and education on proper inhaler techniques and 


appropriate oxygen saturation levels can improve medication adherence and oxygen utilization. 


 


A 2010 study3 comparing the clinical performance of oxygen-conserving devices found the 


systems to be highly variable leading to inconsistences that interfere with oxygenation during 


exertion and contribute to limitations in patient exercise ability. Further, an evaluation4 of an 


oxygen therapy clinic managed by respiratory therapists suggests that home oxygen patients 
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can significantly decrease inappropriate supplemental oxygen use which can result in significant 


cost savings while improving health-care delivery. 


 


An important aspect of Goal 2 (2.A) is to “assess, create, and distribute education curricula 


aimed at improving COPD prevention, care and treatment” including the development and 


dissemination of continuing medical education courses and educational events.   


 


The AARC is proud to offer a COPD Educator course that can facilitate meeting the objectives of 


Goal 2.  For example, the course enables respiratory therapists to educate their patients about 


diagnosis, assessment, treatment, oxygen therapy, medication adherence and management, 


smoking cessation, and pulmonary rehabilitation among other things. With their solid 


background in respiratory physiology and pharmacology, respiratory therapists are most 


effective when it comes to employing their disease management skills for COPD patients. While 


we encourage AARC members to take the course, it is also available to other health care 


professionals. The course has had great success as determined by the number of respiratory 


therapists and registered nurses who have successfully completed it.  


 


As more and more focus is placed on reducing hospital readmissions, respiratory therapists are 


increasingly working with multidisciplinary teams to provide pulmonary disease management 


services. To further the respiratory therapist’s role as well as other clinicians in this area, AARC 


has also developed a Pulmonary Disease Educator course we feel can lead to improved patient 


self-management of COPD and other respiratory conditions. This program was developed in 


partnership with the Allergy and Asthma Network Mothers of Asthmatics, COPD Foundation, 


American Association of Cardiovascular and Pulmonary Rehabilitation, Pulmonary Fibrosis 


Foundation, and Cystic Fibrosis Foundation to provide the necessary pulmonary disease 


management information health care providers need to improve long-term pulmonary disease 


care and improve patient quality of life.  


 


Focusing on the key components of pulmonary disease education for COPD and other 


pulmonary diseases, the course provides instruction on pulmonary function technology, 


tobacco cessation, pulmonary rehabilitation, patient education, and many other vital areas of 


effective pulmonary disease management. Further, we have assembled a multidisciplinary 


faculty to ensure the course provides a comprehensive learning environment. The course is 


open to all health professionals who wish to learn more about effective pulmonary disease 


education and make a difference in the lives of our patients.  Initially the course was presented 


live in Washington, DC, Dallas, and Chicago.  We plan shortly to have it as part of AARC’s 


educational resources on the Association’s website at www.aarc.org.   



http://www.aarc.org/
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Goal 2 (5.D) outlines the need to improve access and care for individuals with COPD with 


emphasis on adopting and promoting the use of oxygen therapy customized to their needs and 


lifestyle. As members of the discharge planning team working with their patient’s health care 


practitioner, respiratory therapists can extend their expertise by assisting in the prescribed use 


of respiratory equipment, including documentation of medical necessity, as well as selection, 


patient education in equipment use, and confirmation of device availability upon discharge to 


home or the post-acute care venue.   


 


The delivery of health care is shifting and with it comes increased evidence that telehealth and 


remote patient monitoring services for patients with chronic health conditions like COPD are 


beneficial and can lower costs by reducing healthcare utilization such as hospital readmissions 


and emergency department visits. Therefore, we support the draft plan’s Goal 2 (5.E) that 


encourages the “development of COPD-specific technologies such as telehealth, wearable 


devices, and mobile technology applications.”  


 


The AARC is supporting legislation in Congress (i.e., H.R. 2948 – the Medicare Telehealth Parity 


Act) that would cover telehealth respiratory services and add respiratory therapists in addition 


to other professionals as telehealth providers. The bill also covers remote patient monitoring in 


incremental phases when furnished as chronic care management for patients with COPD. We 


believe respiratory therapists as telehealth providers can meet respiratory patients’ unmet 


needs, improve access to care, improve health outcomes and reduce hospital readmissions 


through a comprehensive telehealth disease management program that includes: 


 Education on self-management of the patient’s disease; 


 Education and training in the use of prescribed self-monitoring devices such as peak flow 


measurement and pulse oximetry; 


 Education and training on the proper technique for use of aerosol medications with 


nebulizers, metered-dose inhalers, and dry-powdered inhalers;  


 Direct observation and assessment of the patient’s ability to self-administer aerosol 


medications; 


 Smoking cessation counseling; 


 Education and training on compliance with medications and respiratory devices such as 


oxygen equipment and nebulizers; and,  


 Development of an action plan that enables patients to recognize the appropriate 


response to self-managing their chronic disease according to their symptoms.  


 


Goal 4 focuses on the need to examine the many contributing risk factors and underlying 


mechanisms in COPD. This goal aims to improve the understanding of the different forms of the 


disease, along with its diagnosis and treatment, including the need to create a research agenda 


(4.1.B.2) that will lead to “improvements in the quality of COPD prevention strategies for 
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people at risk.”  Part of that agenda includes “developing and testing COPD interventions in-


home and routine-care settings…” 


 


We would note CMS has partnered with 18 new Accountable Care Organizations (ACOs) that 


are experienced in coordinating care for populations of patients and whose provider groups are 


ready to assume higher levels of financial risk and reward.  Referred to as “Next Generation 


ACOs”, the model offers several enhancements that can aid in addressing the needs of COPD 


patients and reducing their burden. Chief among the enhancements are 1) the expansion of 


telehealth services in an individual’s home whether they are in a rural area or not, and 2) post-


discharge home visits when the individual returns home after discharge from an inpatient 


facility. The home visits do not apply to those who are homebound and eligible for home health 


services. According to CMS, the ACO can request a waiver which allows the physician to 


contract with licensed clinicians (e.g., respiratory therapists) to provide a home visit under 


general supervision (e.g., furnished under the overall direction of the physician but his or her 


presence is not required during the performance of the service).  


 


Although this new payment model has limited provider participation at this time, we are 


encouraged that it offers new opportunities for respiratory therapists to work in physicians’ 


practices and to be able to provide disease management services in the COPD patient’s home.  


With significant reductions in payment for oxygen and other respiratory equipment due to 


competitive bidding, the role of the respiratory therapist in the home has been diminished over 


time and the need for their expertise to educate and train COPD patients on the complexities of 


the respiratory equipment they need in order to live is greater than ever.    


 


The AARC strongly supports other objectives outlined in Goal 4 which include the development 


of a patient-centric COPD management plan tool designed to specifically address the needs of 


the individual patient. It is essential that patients know how to control their disease, what to do 


in case of an acute exacerbation, when to call a health care professional or when to go to the 


emergency department. It is important for respiratory therapy disease managers to be part of a 


collaborative effort with respect to developing a written, patient-centric COPD management 


plan. With recent improvements by the Centers for Medicare and Medicaid Services (CMS) in 


the discharge planning process and the best practice of using a multidisciplinary team approach 


as part of a well-designed discharge planning evaluation process, respiratory therapists are 


engaged more than ever to ensure that the patient’s post-discharge respiratory care needs are 


identified.   
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Comments Specific to the Draft COPD National Action Plan Goals 


We offer the following recommendation and comments relative to specific goals and 


objectives: 


 


Goal 1.3.C: Support all 50 states and the District of Columbia in the development of statewide 


COPD education efforts and encourage the creation of public-private partnerships to spread 


the word. 


 


Comment:  We recommend expanding this objective by adding “and facilitate 


development of more detailed state COPD Action Plans which include current economic 


and clinical burdens of all stakeholders, including but not limited to patients, providers, 


and payers.”  The intention is to ensure that State action plans are compatible with the 


COPD National Action Plan. 


 


Goal 2.1.A.4: Promote guidelines and help incorporate them in primary health care settings.  


In addition, work with specialty medical organizations to develop a certification program that 


will support a trained workforce, including primary health care providers, in the medical 


evaluation, management, and treatment of people at risk for or diagnosed with COPD. 


 


 Comment: In order to ensure compliance, we believe it is necessary that practice 


guidelines are not only adopted by payers but they are also enforced. We recommend 


NHBLI consider adding language that would accomplish this.   


 


Goal 2.1.A.5: Collaborate with federal and nonfederal stakeholders to identify and 


disseminate current guidelines for best practices and new options for COPD prevention, care 


and treatment.    


 


Comment:  We support the general objective; however, we believe it can be 


strengthened by either adding to or creating a new objective that results in conducting 


training for physicians or other practitioners so they are on board regarding compliance 


with the relevant guidelines.  


 


Add a new Goal 2.1.6:  Identify and pilot innovative service delivery models aimed at 


increasing patient access to pulmonary experts, treatments (e.g., oxygen, pulmonary 


rehabilitation), and programs, especially in medically underserved areas. 
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Comment:  Since numerous objectives are aimed at primary care providers, we believe 


the addition of an objective along these lines can further increase access to pulmonary 


specialists whose care can further reduce the burden of COPD.   


 


Goal 2.2.D: Ensure that the curricula are updated regularly to reflect evidence-based best 


practices for the diagnosis, care, and treatment of COPD as well as policies related to 


reimbursement and the efficient use of health care spending. Easy access to the curricula 


should also be ensured. 


 


Comment:  We believe an essential element is missing from this objective. It will be 


difficult to ensure that updates or revisions to curricula are effective if there is no 


process for feedback. Therefore, we suggest establishing a method for testing 


effectiveness, retention of education, and skills as well as impact on a patient’s quality 


of life and health care resource utilization.  


 


General Comments 


 


 Short of “mandating” certain goals which we realize is not possible, we suggest considering 


a stronger word be used in place of “encourage” that adds more teeth to the goals (e.g., 


“cause”) 


 We suggest that it would be helpful to insert timelines into each goal and subset of goals so 


stakeholders have something to work toward. 


 We recommend convening a follow-up conference in five years to measure goal progress 


and revise the COPD National Action Plan. 


 


Conclusion 


 


The AARC is excited about the opportunities to work with other stakeholders in carrying out the 


objectives of the COPD National Action Plan.  We thank you for the opportunity to comment. 


With COPD listed as the third leading cause of death by the Centers for Disease Control and 


Prevention and the 4th most costly hospital readmission according to the Medicare Payment 


Advisory Commission, the AARC looks forward to being a partner in the effort to reduce the 


burden of COPD on our nation’s health care system.   


 
Brian K. Walsh, PhD, RRT-NPS, RRT-ACCS, AE-C, RPFT, FAARC 
President 
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December 27, 2017 
 
 
 
The Honorable Sylvia Mathews Burwell  
Secretary, U.S. Department of Health & Human Services  
200 Independence Ave. SW 
Washington, DC 20201 
 
The Honorable Thomas E. Perez  
Secretary, U.S. Department of Labor  
200 Constitution Ave. NW 
Washington, DC 20210  
 
The Honorable Jacob J. Lew 
Secretary, U.S. Department of the Treasury  
1500 Pennsylvania Ave. NW 
Washington, DC 20220 
 
Dear Secretary Burwell, Secretary Perez and Secretary Lew:  
 
The Affordable Care Act (ACA) has made great strides in focusing healthcare in the U.S. on preventing 
diseases in addition to treating them. The requirement that all non-grandfathered private health 
insurance plans cover preventive services given an ‘A’ or ‘B’ rating by the U.S. Preventive Services Task 
Force (USPSTF) is a key driver of this change.  
 
There is no greater way to reduce preventable disease than by helping smokers quit. The American 
Association for Respiratory Care is a national professional organization with a membership of over 
47,000 respiratory therapists who treat patients with chronic respiratory diseases such as Chronic 
Obstructive Pulmonary Disease (COPD) and whose organizational activities impact over 170,000 


practicing respiratory therapists across the country. By virtue of their education and health care 
experience, respiratory therapists are professionals who have a clear understanding of the 
nature of cardiopulmonary disease and are in a position to act as advocates for healthy hearts, 
lungs and lifestyles. These highly trained professionals see every day the damaging effects to 
the health of their respiratory patients caused by use of tobacco products. Therefore, it is 
imperative any information distributed to the public embrace the updated recommendations of 
the USPSTF.  
 
With COPD the third leading cause of death in the United States according to the Centers for Disease 
Control and Prevention (CDC) and the fourth most costly condition leading to hospital readmissions as 
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evidenced by the Medicare Payment Advisory Commission, the need to encourage smokers to quit is 
greater than ever. The AARC is an advocate for both tobacco cessation and tobacco prevention 
programs. As a responsibility to the public, we have taken a strong position against cigarette smoking 
and the use of tobacco in any form, including the inhalation of any toxic substance. Further, the AARC 
has developed a specific position statement on e-cigarettes as follows:  
 


“In line with its mission as a patient advocate and in order to endure patient safety, the 
American Association for Respiratory Care (AARC) opposes the use of the electronic cigarette (e-
cigarette). Even though the concept of using the e-cigarette for smoking cessation is attractive, 
they have not been fully studied and the use among middle school children is increasing year 
after year. There is no evidence as to the amount of nicotine or other potentially harmful 
chemicals being inhaled during use or if there are any benefits associated with using these 
products.” 
 


Respiratory therapists have a unique opportunity to talk with individuals in a variety of settings 
regarding tobacco use given their firsthand experience with diseases caused by tobacco use or exposure 
to tobacco. Because of their expertise, they understand the impact of carbon monoxide exposure on 
oxygenation and can use that to educate and motivate smokers to quit. Further, the AARC has 
established a course to increase respiratory therapists’ proficiency for tobacco intervention and in 
pharmacotherapy recommendations. The tobacco and smoking cessation training consists of multiple 
videos focusing on epidemiology of tobacco use, nicotine pharmacology and principles of addiction, 
nicotine and non-nicotine pharmacotherapy, assisting patients with quitting, motivational interviewing, 
reimbursement, and systems change. In addition, special situations such as tobacco users who are 
pregnant, teens who use tobacco, and cardiac patients who use tobacco are addressed in the course. 
This program addresses the need for tailored, interactive, behaviorally focused video examples to 
demonstrate appropriate interactions with the tobacco user. 
 
In September 2015, the USPSTF issued an update to its recommendations concerning tobacco cessation. 
In response, 39 health and medical groups including the AARC urged the tri-departments to issue a new 
Frequently Asked Question (FAQ) concerning a comprehensive tobacco cessation benefit to reflect the 
updated USPSTF recommendation.   
 
In response to the October 27, 2016 request for comment, the AARC is pleased to share the following 
comments in response to the questions posed by the tri-departments:   
 
a) The Departments asked whether all seven categories of FDA-approved pharmacotherapy 


interventions must be covered without cost sharing when prescribed by a health care provider.  
Based on our assessment of the statutory requirements and the 2015 USPSTF recommendation, we 
believe the answer is yes. As the FAQ itself states at the introduction, the “Public Health Service Act 
(PHS Act) section 2713 and its implementing regulations relating to coverage of preventive services 
require non-grandfathered group health plans and health insurance coverage offered in the 
individual or group market to cover without the imposition of any cost-sharing requirements, the 
following items or services:  Evidence-based items or services that have in effect a rating of “A” or 
“B” in the current recommendations of the United States Preventive Services Task Force (USPSTF) 
with respect to the individual involved…”  
 
The 2015 USPSTF recommendations clearly state that “Both intervention types (pharmacotherapy 
and behavioral interventions) are effective and recommended; combinations of interventions are 
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most effective, and all should be offered. The best and most effective combinations are those that 
are acceptable to and feasible for an individual patient; clinicians should consider the patient's 
specific medical history and preferences and offer and provide the combination that works best for 
the patient.” (Emphasis added)  
 
Based on the clear reading of both the law and the 2015 recommendations, it is unequivocal that if 
provider prescribes a behavioral or pharmacotherapy treatment to his or her patient that is 
consistent with the guidelines, then it must be covered by plans and issuers without cost-sharing or 
further medical management techniques – as the USPSTF is clear that the clinicians are to act based 
on the individual patient and their medical history and preferences. As a result, all seven categories 
of FDA-approved pharmacotherapies alone or in combination must be covered if a prescriber issues 
a prescription for his/her patient.   
 
It is equally clear because the USPSTF recommendations state that the clinician is to consider the 
specific patient’s medical history that stepped therapy and/or prior authorization are not consistent 
with the USPSTF recommendations and therefore should not be permitted. Requiring stepped 
therapy does not allow a prescriber to take into consideration a smoker’s medical history and is 
therefore not consistent with the USPSTF recommendations. Prior authorization is also inconsistent, 
as it means that the plan or payer – and not the clinician – is determining the combination or 
therapy.  


 
b) The Departments asked if plans and issuers may use reasonable medical management techniques 


to:  i) limit the number of quit attempts per year or the duration of the interventions prescribed; ii) 
manage the categories of FDA-approved pharmacotherapy interventions that may be covered 
without cost sharing when used in combination; or iii) limit the types of behavioral interventions 
that are covered without cost sharing. According to previous Tri-Department guidance1, reasonable 
medical management techniques concerning frequency, method, treatment or setting for the 
provision of the service may only be applied if the U.S Preventive Services Task Force is silent.  
Otherwise, reasonable medical management techniques cannot be used to create barriers to the 
USPSTF recommendations.  
 
i. There is no specific mention in the USPSTF regarding the number of times a smoker should 


be supported with an evidence-based quit attempt per year. However, USPSTF notes that 
“most smokers make several serious attempts to quit before achieving permanent 
abstinence.” The most reasonable interpretation of this statement would be for plans and 
issuers to cover more than one quit attempt per year. The Office of Personnel Management 
requires Federal Employees Health Benefits (FEHB) plans to cover at least two quit attempts 
a year and the Centers for Medicare and Medicaid Services requires Medicare Part B 
coverage of two quit attempts per year. Recognizing the number of times most smokers try 
but are unsuccessful with their quit attempts, our organization supports a minimum of two 
quit attempts per year.2  
 
FDA drug approvals clearly state how long a drug should be used by the patient:  12 weeks 
for the nicotine patch and nicotine gum; 14 weeks for bupropion; and 6 months for 
varenicline and the other nicotine replacement therapies including the lozenge, nasal spray 
and inhaler. Plans and issuers should be required to cover the treatments within the 
parameters for use as approved by FDA.    
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ii. The USPSTF clearly states that all categories of FDA-approved medication – either 
individually or in combination -- are effective. It is therefore incumbent that the payer or 
issuer only have discretion to apply medical management within the seven categories and 
may not deny coverage of any of the seven categories of FDA-approved medications. For 
example, when there are generics or multiple brands available within one of the seven 
categories, the plan or issuer may determine which one it will cover without cost-sharing. 
 


iii. Regarding behavioral interventions: The USPSTF states “Effective behavior interventions 
include in-person behavior support and counseling, telephone counseling, and self-help 
materials.” The 2015 USPSTF states that regarding counseling, patients should receive at 
least 4 in-person counseling sessions, lasting at least 10 minutes and that phone counseling 
can be effective with at least 3 telephone calls.   


 
While all plans and issuers must provide all three types of behavior interventions without 
cost-sharing and must cover at least the specific number of sessions outlined by the USPSTF 
for in-person and telephone counseling, plans and issuers would have discretion beyond 
that.  


 
The American Association for Respiratory Care urges that a new FAQ be issued as soon as possible so 
that millions of American smokers have access to tobacco cessation treatments as outlined by the 
USPSTF. We appreciate the opportunity to comment and thank you for your consideration.  
 
Sincerely,  


 
Brian K. Walsh, PhD, RRT-NPS, RRT-ACCS, AE-C, RPFT, FAARC 
President 
 
                                                           
1
 FAQS About Affordable Care Act Implementation Part XXVI. Accessed November 15, 2016. 


https://www.dol.gov/sites/default/files/ebsa/about-ebsa/our-activities/resource-center/faqs/aca-part-xxvi.pdf 
2
 See, Chaiton, Michael, et al. "Estimating the number of quit attempts it takes to quit smoking successfully in a 


longitudinal cohort of smokers." BMJ Open 6.6 (2016): e011045 
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December 6, 2016 


 


Project Title:  Quality measures to satisfy the improving Medicare Post-Acute Care 


Transformation Act of 2014 (IMPACT Act) domain of: Transfer of Health Information and Care 


Preferences When an Individual Transitions 


As President of the American Association for Respiratory Care, I am pleased to submit 


comments on the development of cross-cutting measures on the “Transfer of Health 


Information and Care Preferences When an Individual Transitions” to be used in post-acute 


care settings such as Skilled Nursing Facilities (SNF), Inpatient Rehabilitation Facilities (IRF), 


Long-Term Care Hospitals (LTCH), and Home Health Agencies (HHA) as part of the 


implementation of the IMPACT Act.  The AARC is a national professional organization with a 


membership of over 47,000 respiratory therapists who treat patients with chronic respiratory 


diseases such as asthma and Chronic Obstructive Pulmonary Disease (COPD) and whose 


organizational activities impact over 170,000 practicing respiratory therapists across the 


country. 


 
CMS is seeking input on measure specifications involving the transfer of health information that 


encompass post-acute care admissions and readmissions to/from other providers or settings.  


These measures collect data on 11 types of information. CMS is particularly interested in 


completeness of the list, whether other items should be included in the transfer of information 


between providers during transitions, and the suitability of the list as it relates to important 


information provided to the patient/family/caregiver at discharge or transfer.  The target 


population consists of all patients/residents admitted to a post-acute care provider from a 


hospital, critical access hospital, another post-acute care provider, or home and all 


patients/residents discharged from a post-acute care provider or whose care has ended.  Of 


interest to the AARC are items dealing with functional status, special services, treatments 


and/or interventions, medication information and discharge information.  Unless otherwise 


noted, our comments are general to all four post-acute care settings. 
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Functional Status 


According to examples provided by CMS, the type of information to be received and coded in 


this category is if the patient is ambulatory or uses a wheelchair.  We agree that it is important 


to note if the patient can ambulate, but how well they can ambulate can be equally important.  


A patient’s need for oxygen and/or other complex respiratory equipment including aerosol 


delivery devices may have a significant impact on the patient’s ability to ambulate, especially if 


the individual has severe hypoxemia and is at risk for an acute exacerbation.  


Patients with chronic respiratory disease often present with five or more co-morbidities and 


care for this population is complex.  Because respiratory patients can be severely compromised 


by their chronic condition, a clinical assessment of oxygenation and ventilation – arterial blood 


gases or other methods of monitoring carbon dioxide and oxygenation – should be recorded 


and data available.  Providing as much information as possible can play a significant role in 


improving long-term goals and outcomes as part of the transition to other providers/settings. 


Therefore, the AARC recommends adding a measure specification that recognizes limited 


ambulation due to compromised oxygenation. 


Special Services, Treatments and/or Interventions 


CMS includes ventilator support, dialysis, IV fluids, parenteral nutrition and blood product use 


as examples of data collection items in this category.  Of critical importance to the respiratory 


therapy community is the care provided in LTCHs for those in need of mechanical ventilation.   


Ventilators may be used for both invasive and noninvasive ventilation.  Advances in noninvasive 


positive pressure ventilation, for example, have been dramatic in the past two decades. 


Intensive care units across the country now routinely use noninvasive ventilation in certain 


forms of acute respiratory failure because of the documented reduction in morbidity and 


mortality as well as time in the intensive care unit and hospital. These techniques almost 


simultaneously have gravitated into various settings including SNFs and LTCHs where 


mechanical ventilation has become a relatively common component of post-acute care.   


 


Based on the patient’s condition, there are numerous services respiratory therapists may 


perform in the treatment of patients suffering from chronic respiratory disease in the post-


acute care setting depending on the type of ventilator support appropriate to their care.  Not 


only are LTCHs responsible for addressing acute issues, they are also responsible for any past 


medical history such as Obstructive Sleep Apnea or home oxygen use, so it is very important 


that discharge planning begin at admission and all relevant information be included as part of a 


patient’s transition from an acute care setting to a LTCH.   
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Further, some patients are unable to be weaned in the acute care setting or traditional 


methods have not worked.  In some LTCHs the respiratory department utilizes therapist driven 


protocols for weaning from ventilator and tracheostomy.  For example, if the patient is on a 


ventilator per protocol, the respiratory therapist will do arterial blood gas analysis, EKG, and 


sputum sample.  Protocols also allow the caregiver to adjust the weaning level and duration of 


weans to the tolerance of the patient.   


To ensure that all needs of the ventilator patient are being met, the AARC recommends a 


measure specification that includes information about the patient’s past medical history and 


use of ventilator protocols if applicable. 


Although CMS does not provide specific examples of the type transfer information to be 


provided regarding interventions, the AARC recommends such information include data on 


whether the patient has received smoking cessation counseling as an intervention measure.  


Respiratory therapists see every day the ravages that tobacco use has on the quality of life for 


those suffering from chronic respiratory conditions. Tobacco remains the number one 


preventable cause of death and illness in the United States.  Further, the United States 


Preventive Services Task Force recommends that clinicians ask all adults about tobacco use and 


provide tobacco cessation interventions for those who use tobacco products.  This information 


should be captured in the measure specifications. 


Medication Information 


Current CMS discharge planning guidelines require an actual list of medications to be included 


in the discharge plan as necessary for the transfer or referral of patients to ensure there are no 


unnecessary delays in the patient’s release or interruption in service.  With the emphasis on 


“medications”, inclusion of inhalation drugs and oxygen may be overlooked.  


The AARC recommends that information regarding use of medications delivered via complex 


delivery systems be included in the measure specifications as well as whether the patient has 


been properly trained and educated on proper device delivery techniques.   


The cornerstone in the management and treatment of chronic respiratory disease is the use of 


inhalation drugs administered via delivery devices such as nebulizers, metered dose inhalers 


(MDIs) or dry powder inhalers (DPIs).  For example, maneuvers such as breath holding, 


adequate inspiratory flow, and hand/breath coordination are indispensable to effective use of 


all drug delivery systems. Moreover, patients with a diagnosis of COPD, emphysema, 


obstructive chronic bronchitis, bronchiectasis, congestive heart failure, pulmonary fibrosis, 


obstructive sleep apnea, and Alpha-1 Antitrypsin Deficiency (A1AD) typically require oxygen 


therapy for an extended period of time.  As chronic respiratory disease continues to grow in 


prevalence and consume a large portion of healthcare dollars, the nuances of the different 
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delivery devices and the ability to provide accurate and reliable education to patients become 


increasingly important. 


There are numerous delivery device products on the market today with varying degrees of 


difficulty in administration.  In order to minimize unnecessary, ineffective or wasteful 


interventions, it is equally important for the respiratory therapist to access the patient’s need 


for self-care and to help patients determine the treatment options and devices that are 


appropriate to meet their needs as they relate to certain types of inhaled medication devices, 


oxygen systems and portable oxygen concentrators, or use of bi-level or Continuous Positive 


Pressure Airway (CPAP) devices.   


Patients who use metered dose inhalers, nebulizers and bi-level devices often do not comply 


with their physicians’ orders or use inhaler medications improperly.  There are numerous 


studies demonstrating that the improper selection and incorrect use of MDIs and DPIs not only 


directly impacts the clinical effectiveness of the medication but is costly to the health care 


system and the patient. These studies unanimously concur and support the conclusion that 


patient education and proper device selection is critical for optimal clinical outcomes and cost 


effectiveness.  


Discharge Information 


In discussing the types of information that should be included in the Discharge data element, 


the technical expert panel contracted by CMS to develop the measures noted that the type of 


information included for provider-to-provider transfers should be different for families at 


transfer to home. The type of information suggested included medication list, education on 


transferring and bathing, signs and symptoms, diet and other information specific to the 


diagnosis.  


 


The AARC recommends that the measure specifications also include a data element on chronic 


disease management education and training.  For the patient with chronic respiratory disease, a 


comprehensive chronic disease management plan should consist of the following elements:    


 Education on self-management of the patient’s disease; 


 Education and training in the use of prescribed self-monitoring devices such as peak flow 


measurement and pulse oximetry; 


 Education and training on the proper technique for use of aerosol medications with 


nebulizers, metered-dose inhalers, and dry-powdered inhalers;  


 Direct observation and assessment of the patient’s ability to self-administer aerosol 


medications; 


 Smoking cessation counseling; 







5 
 


 Education and training on compliance with medications and respiratory devices such as 


oxygen equipment and nebulizers; and,  


 Development of an action plan that enables patients to recognize the appropriate 


response to self-managing their chronic disease according to their symptoms.  


 


A comprehensive disease management plan taught by respiratory therapists helps patients to 


recognize and reduce the symptoms and triggers of their chronic respiratory disease which can 


lead to reduced exacerbations and lower acute care costs.  We have found that pulmonary 


patients who properly self-manage their chronic lung disease working with respiratory 


therapists can slow their disease progression and improve their health status.  A comprehensive 


disease management program taught prior to discharge can be invaluable not only to the 


patient but to their families/caregivers as well and a data element that recognizes this should 


be included as part of the transfer of information. 


 


The AARC appreciates CMS’ commitment to improving the transfer of health information 


through improved quality measures for those patients receiving post-acute care.  We believe 


patients suffering from chronic respiratory conditions present with unique circumstances and 


hope that CMS will take into consideration additional types of information we believe are 


critical to the transfer process.   


Thank you for the opportunity to comment.  If you have any questions, please refer them to 


Anne Marie Hummel, AARC Regulatory Director at anneh@aarc.org or 703-492-9764.      


Sincerely, 


 


Brian K. Walsh, PhD, RRT-NPS, RRT-ACCS, AE-C, RPFT, FAARC  
President 


 


 



mailto:anneh@aarc.org
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February 6, 2017 
 
 


The American Telemedicine Association’s Operating Procedures for Pediatric Telehealth  
Endorsement by the American Association for Respiratory Care 


 


 


The American Association for Respiratory Care (AARC) offers its support and endorsement of 


the Operating Procedures for Pediatric Telehealth as drafted and applauds the American 


Telemedicine Association (ATA) for developing guidelines to address the needs of our nation’s 


pediatric population when receiving critical services via telehealth. 


 


The AARC is a national professional organization with a membership of over 47,000 respiratory 


therapists who treat patients with chronic respiratory diseases such as asthma and Chronic 


Obstructive Pulmonary Disease (COPD) and whose organizational activities impact over 170,000 


practicing respiratory therapists across the country. The AARC is especially supportive of 


expanding telehealth and remote patient monitoring (RPM) services and recognizing 


respiratory therapists as telehealth providers. 


Telehealth services are an integral part of the health care delivery system today and continue to 


gain recognition in improving outcomes and reducing costs. Children of all ages offer unique 


health care challenges, and it is important to recognize the need for thoughtful guidelines to 


ensure the protection and safety of this vulnerable population. As drafted, the procedures are 


comprehensive, well written, and address the major goals needed to ensure safe, appropriate 


and quality telehealth services to this special group.   


 


In the Scope section on page 2 of the procedures, the ATA “urges health professionals using 


telehealth in their practices to familiarize themselves with the guidelines, position statements, 


and recommendations from their professional organizations/societies and incorporate them 


into telehealth practices”.  It is the position of the AARC to support efforts to provide patients 


access to respiratory therapy services via telehealth. Furthermore, the AARC supports the 


recognition of respiratory therapists as providers of telehealth services under Medicare, 


Medicaid, commercial and other health insurance programs.  
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The Provider Considerations section of the ATA document beginning on page 11 takes into 


account, in part, scope of practice, licensure, credentialing, practice guidelines and guidance 


from specialty societies.  We believe these guidelines provide the safeguards necessary to 


ensure that pediatric telehealth services are provided by those qualified to do so.  The AARC 


strongly recommends patients with respiratory disease receive the highest quality care in a 


timely and professional manner. Respiratory therapists are licensed, trained, tested and 


credentialed professionals. They are uniquely qualified to deliver respiratory care to all age 


groups, from neonate to elderly.   


 


The AARC offers a Neonatal-Pediatric Specialist course designed to enhance the critical skills 


necessary for respiratory therapists who work in both neonatal and pediatric acute care 


environments. In addition, the National Board of Respiratory Care offers the Neonatal/Pediatric 


Respiratory Care Specialty Examination which is designed to objectively measure essential 


knowledge, skills, and abilities required of respiratory therapists in this specialty area. 


Respiratory therapists with a Registered Respiratory Therapist (RRT) credential are eligible to 


take the exam.  Those with a Certified Respiratory Therapist (CRT) credential are eligible for the 


exam if they have one year clinical experience in neonatal/pediatric respiratory care.  


 


An example of the expertise of respiratory therapists in administering telehealth services to the 


pediatric population is demonstrated in a recent pilot studyi addressing the needs of 


mechanically ventilated neonates and children in the Intensive Care Unit (ICU).  The goal of the 


study was to determine how well respiratory assessments furnished by respiratory therapists 


correlated when performed simultaneously face-to-face and by telehealth. According to the 


study, “14 ventilator-derived and patient-based respiratory variables were used to determine 


correlations.”  Ventilator-derived parameters used by respiratory therapists performing the 


telehealth examination included among other things pressure control, PEEP, mean airway 


pressure, breathing frequency, and inspiratory to expiratory time rate (I-E ratio).  The results of 


the study indicated high correlations for 10 of the 14 variables evaluated by telemedicine and 


face-to-face examinations.  The study also noted that telehealth has the potential to “extend 


the reach of pediatric respiratory therapists to facilities where expertise does not exist or free 


up existing respiratory resources for important face-to-face activities in facilities where 


expertise is limited.” 


 


Protecting the privacy and safety of pediatric patients when mobile devices are used is 


especially important in addition to ensuring equipment used for pediatric telehealth services is 


appropriate to the age, size and development stage of the child.  The guidelines outlined in the 


Mobile Devices and Equipment sections of the procedures (pages 8 and 9) effectively address 
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these areas and take into account that telehealth services provided to adults may not easily be 


appropriate or adaptable to pediatric patients.  


Overall, the ATA’s guidance document is an essential tool to ensure safe, quality telehealth care 


for pediatric patients.  It is a comprehensive document that thoroughly addresses the unique 


telehealth challenges presented by this special population. The AARC wholeheartedly endorses 


its use by health care providers.   


 
Brian K. Walsh, PhD, RRT-NPS, RRT-ACCS, AE-C, RPFT, FAARC  
President 


 


 


 


                                                           
i
 Bell, RC, Yager, PH, Clark, Me et al. Telemedicine Versus Face-to-Face Evaluations by Respiratory Therapists of 
mechanically Ventilated Neonates and Children: A Pilot Study. Resp Care. February 2016. Vol 61 No 2:149-154. 
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February [    ], 2017 
 
 


The American Telemedicine Association’s Operating Procedures for Pediatric Telehealth  
Endorsement by the American Association for Respiratory Care 


 
 
The American Association for Respiratory Care (AARC) offers its support and endorsement of 
the Operating Procedures for Pediatric Telehealth as drafted and applauds the American 
Telemedicine Association (ATA) for developing guidelines to address the needs of our nation’s 
pediatric population when receiving critical services via telehealth. 
 
The AARC is a national professional organization with a membership of over 47,000 respiratory 
therapists who treat patients with chronic respiratory diseases such as asthma and Chronic 
Obstructive Pulmonary Disease (COPD) and whose organizational activities impact over 170,000 
practicing respiratory therapists across the country. The AARC is especially supportive of 
expanding telehealth and remote patient monitoring (RPM) services and recognizing 
respiratory therapists as telehealth providers. 


Telehealth services are an integral part of the health care delivery system today and continue to 
gain recognition in improving outcomes and reducing costs. Children of all ages offer unique 
health care challenges, and it is important to recognize the need for thoughtful guidelines to 
ensure the protection and safety of this vulnerable population. As drafted, the procedures are 
comprehensive, well written, and address the major goals needed to ensure safe, appropriate 
and quality telehealth services to this special group.   
 
In the Scope section on page 2 of the procedures, the ATA “urges health professionals using 
telehealth in their practices to familiarize themselves with the guidelines, position statements, 
and recommendations from their professional organizations/societies and incorporate them 
into telehealth practices”.  It is the position of the AARC to support efforts to provide patients 
access to respiratory therapy services via telehealth. Furthermore, the AARC supports the 
recognition of respiratory therapists as providers of telehealth services under Medicare, 
Medicaid, commercial and other health insurance programs.  
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The Provider Considerations section of the ATA document beginning on page 11 takes into 
account, in part, scope of practice, licensure, credentialing, practice guidelines and guidance 
from specialty societies.  We believe these guidelines provide the safeguards necessary to 
ensure that pediatric telehealth services are provided by those qualified to do so.  The AARC 
strongly recommends patients with respiratory disease receive the highest quality care in a 
timely and professional manner. Respiratory therapists are licensed, trained, tested and 
credentialed professionals. They are uniquely qualified to deliver respiratory care to all age 
groups, from neonate to elderly.   
 
The AARC offers a Neonatal-Pediatric Specialist course designed to enhance the critical skills 
necessary for respiratory therapists who work in both neonatal and pediatric acute care 
environments. In addition, the National Board of Respiratory Care offers the Neonatal/Pediatric 
Respiratory Care Specialty Examination which is designed to objectively measure essential 
knowledge, skills, and abilities required of respiratory therapists in this specialty area. 
Respiratory therapists with a Registered Respiratory Therapist (RRT) credential are eligible to 
take the exam.  Those with a Certified Respiratory Therapist (CRT) credential are eligible for the 
exam if they have one year clinical experience in neonatal/pediatric respiratory care.  
 
An example of the expertise of respiratory therapists in administering telehealth services to the 
pediatric population is demonstrated in a recent pilot studyi addressing the needs of 
mechanically ventilated neonates and children in the Intensive Care Unit (ICU).  The goal of the 
study was to determine how well respiratory assessments furnished by respiratory therapists 
correlated when performed simultaneously face-to-face and by telehealth. According to the 
study, “14 ventilator-derived and patient-based respiratory variables were used to determine 
correlations.”  Ventilator-derived parameters used by respiratory therapists performing the 
telehealth examination included among other things pressure control, PEEP, mean airway 
pressure, breathing frequency, and inspiratory to expiratory time rate (I-E ratio).  The results of 
the study indicated high correlations for 10 of the 14 variables evaluated by telemedicine and 
face-to-face examinations.  The study also noted that telehealth has the potential to “extend 
the reach of pediatric respiratory therapists to facilities where expertise does not exist or free 
up existing respiratory resources for important face-to-face activities in facilities where 
expertise is limited.” 
 
Protecting the privacy and safety of pediatric patients when mobile devices are used is 
especially important in addition to ensuring equipment used for pediatric telehealth services is 
appropriate to the age, size and development stage of the child.  The guidelines outlined in the 
Mobile Devices and Equipment sections of the procedures (pages 8 and 9) effectively address 
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these areas and take into account that telehealth services provided to adults may not easily be 
appropriate or adaptable to pediatric patients.  


Overall, the ATA’s guidance document is an essential tool to ensure safe, quality telehealth care 
for pediatric patients.  It is a comprehensive document that thoroughly addresses the unique 
telehealth challenges presented by this special population. The AARC wholeheartedly endorses 
its use by health care providers.   


 
 
 
Brian K. Walsh, PhD, RRT-NPS, RRT-ACCS, AE-C, RPFT, FAARC  
President 


 
 
 
                                                           
i Bell, RC, Yager, PH, Clark, Me et al. Telemedicine Versus Face-to-Face Evaluations by Respiratory Therapists of 
mechanically Ventilated Neonates and Children: A Pilot Study. Resp Care. February 2016. Vol 61 No 2:149-154. 
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January 11, 2017 
 
 
 
Bradley A Leidich, MSEd, RRT, FAARC 
President 
Commission on Accreditation for Respiratory Care 
1248 Harwood Rd 
Bedford, Texas 76021-4244 
 
Dear Mr. Leidich: 
 
In response to your letter dated December 6, 2016, and on behalf of the American Association 
for Respiratory Care (AARC), I am writing to express my support for the renewing of Ms. Diane 
Flatland’s second 4-year term on the Commission for Accreditation for Respiratory Care’s 
(CoARC) Board. 
 
Therefore, I am putting forth Diane Flatland as an AARC nomination to be considered by your 
Board.  
 
Respectfully submitted,  


 
Brian K. Walsh, PhD, RRT-NPS, RRT-ACCS, AE-C, RPFT, FAARC 
President 
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November 1, 2016 


 


To:  Senate Finance Chronic Care Working Group 


Subject: Comments on Discussion Draft of “The CHRONIC Act of 2016” 


The American Association for Respiratory Care (AARC) appreciates the opportunity to comment 


on the draft bill recently released by the Senate Finance Chronic Care Working Group titled 


“The CHRONIC Act of 2016.”  The AARC is a national professional organization with a 


membership of over 47,000 respiratory therapists who treat patients with chronic respiratory 


diseases such as asthma and Chronic Obstructive Pulmonary Disease (COPD) and whose 


organizational activities impact over 170,000 practicing respiratory therapists across the 


country. Our comments below focus on several aspects of the draft bill. 


Section 302: Expanding supplemental benefits to meet the needs of chronically ill Medicare 


Advantage enrollees 


The AARC supports the expansion of supplemental benefits to meet the needs of chronically ill 


Medicare Advantage (MA) enrollees.  According to the draft, the criteria an enrollee must meet 


to qualify for such benefits are the following: 


 The services must have a reasonable expectation of improving or maintaining the 


health or overall function of the chronically ill enrollee. 


 The services may not be limited to being primarily health related benefits. 


 The services must be furnished to an enrollee who has one or more comorbid and 


medically complex chronic conditions that is life threatening or significantly limits the 


overall health or function of the enrollee. 


Enrollees suffering from chronic respiratory diseases clearly meet the last criterion and we 


encourage MA plans to ensure a sufficient number of respiratory therapists are on staff that 


can provide valuable disease management services as a supplemental benefit. According to the 


Disease Management Association of America, disease management is a “system of coordinated 


healthcare interventions and communications for populations with chronic medical conditions 


in which patient self-care efforts are significant to control symptoms.” Components include 
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collaborative process models, patient self-management education, and outcomes 


measurement.  Disease management goals are to eliminate or reduce risk factors, sustain 


control of symptoms, reduce hospital readmissions, facilitate activities of daily living, and 


enhance quality of life. 


One of the underlying causes of hospital readmissions and ED visits for patients with chronic 


respiratory diseases is an acute exacerbation. Self-management education and training taught 


by respiratory therapists helps patients to recognize and reduce the symptoms and triggers of 


their chronic lung disease which can lead to reduced exacerbations and lower acute care costs. 


Patients who properly self-manage their chronic lung disease working with respiratory 


therapists can also slow their disease progression and improve their health status.   


 A one-year randomized controlled trial at five VA medical centers led by a respiratory 


therapist case manager implementing a simple disease management program reduced 


COPD-related hospitalizations and emergency department visits by 41%.1 
 


The AARC, in partnership with the Allergy and Asthma Network, COPD Foundation, American 


Association of Cardiovascular and Pulmonary Rehabilitation, Pulmonary Fibrosis Foundation, 


and Cystic Fibrosis Foundation has developed a Pulmonary Disease Educator program to 


provide pulmonary disease management information health care providers need to improve 


long-term pulmonary disease care and improve patient quality of life.  It focuses on the key 


components of pulmonary disease education for COPD, pulmonary fibrosis, asthma, pulmonary 


hypertension, and cystic fibrosis.  The course also provides instruction on pulmonary function 


technology, tobacco cessation, pulmonary rehabilitation, patient education, and many other 


vital areas of effective pulmonary disease management – all of which can lead to improved 


outcomes for Medicaid Advantage enrollees with chronic respiratory disease when furnished by 


respiratory therapists. 


Other services provided by skilled respiratory therapists include oxygen titration and selection 


of appropriate oxygen devices, follow-up for medication management, monitoring of 


compliance with the physician’s care plan, and earlier detection of exacerbations before the 


patient deteriorates to warrant an emergency department visit or hospital admission or 


readmission.  Studies have shown that respiratory therapists’ expertise is valuable in reducing 


hospital and ED visits and lowering costs while improving patient outcomes.    


 An evaluation of an oxygen therapy clinic managed by respiratory therapists suggests that 


home oxygen patients can significantly decrease inappropriate supplemental oxygen use 


which can result in significant cost savings while improving health-care delivery.2 
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Section 303:  Increasing convenience for Medicare Advantage enrollees through telehealth 
Section 304: Providing Accountable Care Organizations the ability to expand the use of 


telehealth 


The draft bill would expand services for Medicare Advantage enrollees to cover telehealth 


benefits available under Part B for which payment is not made under current statutory 


provisions. With respect to Accountable Care Organizations (ACO), the beneficiary’s home 


would be covered as a telehealth site and the current geographic limitation with respect to the 


originating site would be lifted subject to State licensing requirements. 


The AARC supports expansion of telehealth services that meet the needs of Medicare 


Advantage enrollees and well as those who are part of an ACO.  While the objective of the 


legislation is to meet certain goals without adding to the deficit, we are disappointed 


respiratory therapy will not be covered under the bill’s telehealth provisions.   


AARC has commented previously on the potential role for respiratory therapists to deliver 


telehealth services.  We continue to believe there is great opportunity to make an impact on 


COPD-associated readmissions by ensuring access to qualified respiratory therapists and 


respiratory services via telehealth.  


 


 Certain Medicare beneficiaries with COPD who were enrolled in a telehealth system 


combined with care management designed to enhance patient education, self-


management, and timely access to care were associated with 23% lower quarterly all-cause 


hospital admissions and 40% lower quarterly respiratory-related hospital admissions.3   


If respiratory therapists were covered as telehealth professionals, it would allow them to 


provide services within their scope of practice that would help patients better manage their 


respiratory conditions at home outside of emergency departments without adding additional 


services or costs to Medicare.  As the Committee continues to explore other avenues to expand 


telehealth services, we ask that you consider the role of respiratory therapists in helping 


patients better manage their COPD and provide opportunities for respiratory therapists. Thank 


you for the opportunity to comment. 


Sincerely, 


 
Brian K. Walsh, PhD, RRT-NPS, RRT-ACCS, AE-C, RPFT, FAARC 
President  
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