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AMERICAN ASSOCIATION FOR RESPIRATORY CARE
AARC Executive Committee Meeting — October 1, 2017
Finance Committee and Board of Directors Meeting — October 2-3, 2017

Sunday. October 1

3:00-5:00pm Executive Committee Meeting — JW Marriott — Room 208

Monday. October 2

8:00-8:30am Finance Committee Meeting — JW Marriott — Rooms 103-104
8:45am Color Guard — JW Marriott - White River Ballroom F
9:00am-5:00pm Board of Directors Meeting — JW Marriott — Rooms 103-104
9:00am Call to Order

Announcements/Introductions

Reminder to submit Disclosures/Conflict of Interest Statements
Approval of Minutes pg. 9

E-motion acceptance pg. 26

Standing Committee Reports
B ylaws Committee pg. 64 (R) (A)
Program Committee pg. 70 (R)

Special Committee Reports
International Committee pg. 95 (R)
Membership Committee pg. 106 (R)
Position Statement Committee pg.108 (R) (A)

12:00pm Lunch Break (Daedalus Board Meeting)
1:30pm Joint Session

3:00pm Human Resource Survey — Shawna Strickland & Rob Shaw (A)

5:00 pm RECESS



Tuesday, October 3
9:00am-3:00pm Board of Directors Meeting — JW Marriott Rooms - 103-104

9:00am Call to Order
10:00am Grace Anne Dorney Koppel
10:30am BREAK

Special Representatives
CoBGRTE pg. 133 (R)

Extracorporeal Life Support Organization pg.136 (R)
International Council for Respiratory Care pg. 137 (R)

Ad Hoc Committee Reports

Advanced RT Practices, Credentialing, and Education pg. 152 (R) (A)
Research Fund for Advancing Respiratory Care Profession pg. 158 (R)

12:00pm Lunch Break

1:30pm Reconvene

UNFINISHED BUSINESS pg. 180
Recommendation 17-2-1.3 (tabled from June meeting)
CA.002 — Chartered Affiliate Requirements and Responsibilities
FM.016 — Travel Expenses Reimbursement (A)

NEW BUSINESS pg. 182
Policy Review

FM.021 — Fiscal Management — Outstanding Affiliate Checks
FM.022 — Fiscal Management — Capital Purchase Approval

3:00pm ANNOUNCEMENTS
TREASURER’S MOTION
ADJOURNMENT

(A) = Attachment



Committee Chairs/Reps — 2017

Rec  General

No. Reports Rep

1 Exec. Office/Consumer RT T. Kallstrom

2 Advocacy & Gov’t Affairs A. Hummel

3 OPEN

4 Presidents Report B. Walsh

5a VP Internal Affairs N. Napolitano

5b VP External Affairs S. Tooley

6 House of Delegates K. Siegel

7 BOMA R. Aranson

8 Presidents Council D. Lewis

Q) STANDING COMMITTEES Chair/Rep Staff Liaison

9 Bylaws B. De Lorme T. Myers

10 Election M. Roth T. Myers

11 Executive B. Walsh T. Kallstrom

12 Finance B. Walsh T. Lovio

13 Audit Subcommittee T. Miller T. Lovio

14 Judicial A. Dewitt T. Kallstrom

15 Program T. Lamphere D. Laher

15a 2017 Sputum Bowl R. Wunderly D. Laher

16 Strategic Planning F. Salvatore T. Kallstrom

) SPECIAL COMMITTEES Chair/Rep Staff Liaison

17 Benchmark C. Menders T. Myers

18 Billing Codes S. Gallo A. Hummel

19 Diversity Dunlevy/Grimball S. Strickland/D. Laher

20 Fellowship Cmte P. Dunne T. Kallstrom

21 Advocacy & Govt. Affairs F. Salvatore A. Hummel

22 OPEN

23 Int’l Cmte J. Hiser S. Nelson

24 Membership A. Richter S. Strickland/A. Feil

25 PAC G. Varcelotti A. Hummel

26 Position Statement P. Doorley D. Laher

27 Virtual Museum T. Watson T. Kallstrom

(BE) AD HOC COMMITTEES Chair/Rep Staff Liaison

28 Career Pathways E. Becker S. Strickland

29 OPEN

30 Research Fund for Advancing L. Goodfellow T. Myers/S. Strickland
Resp Care Profession

31 Advanced RT Practices, Wilgis/fCoOARC/NBRC S. Strickland
Credentialing and Education

32 OPEN

VP/External Affairs —Sheri Tooley — Specialty Sections, Special Representatives, Ad Hoc Cmtes
VP/Internal Affairs —Natalie Napolitano — Standing Cmtes, Special Cmtes



(E) SPECIALTY SECT Chair Staff Liaison BOMA
50 Adult Acute K. Lamb D. Laher Papadakos
51 Cont Care Rehab K. Craddock S. Strickland Christopher
52 Diagnostics K. Hynes S. Nelson TBD
53 Education E. Becker S. Strickland Acevedo
54 Home Care Z. Gantt T. Kallstrom Christopher
55 Management C. Hoerr D. Laher Aranson
56 Neonatal/Pediatric S. Sittig T. Myers Cheifetz
57 Long Term Care G. Gantt T. Kallstrom Carey
58 Sleep TBD T. Myers Selecky
59 Surf to Air T. Dragonberry S. Strickland Aranson
(E) ORGANIZ. REPS Chair
60 Society for Airway Management  Monique Steffani
61 AMA/CPT S. Rinaldo-Gallo
62 AACVPR G. Connors
63 OPEN
64 Amer Heart K. Lamb (Alt: C. Slocum)
65 OPEN
66 CAMTS S. Sittig
67 Chartered Affil Consul G. Kauffman
68 CoBGRTE M. Traband
69 ELSO B. Kuch (Alt: K. Lamb)
70 Int’l Council J. Sullivan/P. Dunne
7la  Jt. Commission HC PTAC K. Wiles (Alt: J. Karamol)
71b Lab PTAC D. Clinkscale (Alt: TBD)
71c «“ Ambulatory PTAC D. Bunting (Alt: M. Runge)
72 OPEN
73 NAEPP N. Napolitano
74 OPEN
75 OPEN
76 Neonatal Resuscitation J. Gallagher

OTHER REPORTS Chair / President
80 CoARC Brad Smalling, MSEd, RRT, FAARC baleidic@gmail.com (Pres) Tom Smalling (Exec. Dir)
81 NBRC Robert Joyner, PhD, RRT-ACCS, FAARC rljoyner@salisbury.edu (Pres) Gary Smith (Exec. Dir)
82 ARCF Michael Amato (Chair)
83 Unfinished Business
84 New Business

VP/External Affairs —Sheri Tooley — Specialty Sections, Special Representatives, Ad Hoc Cmtes
VP/Internal Affairs —Natalie Napolitano — Standing Cmtes, Special Cmtes

9/8/2017


mailto:baleidic@gmail.com
mailto:rljoyner@salisbury.edu

Recommendations

(As of September 18, 2017)
AARC Board of Directors Meeting
October 2-3, 2017 o Indianapolis, IN

Bylaws Committee
Recommendation 17-3-9.1 “That the AARC Board of Directors find that the Nevada Society For
Respiratory Care, Inc. are not in conflict with the AARC Bylaws.” (See attachment “NSRC...”)

Recommendation 17-3-9.2 “That the AARC Board of Directors find that the Puerto Rico Society
For Respiratory Care, Inc. are not in conflict with the AARC Bylaws.” (See attachment “Puerto
Rico”)

Recommendation 17-3-9.3 “That the AARC Board of Directors find that the Rhode Island
Society For Respiratory Care, Inc. are not in conflict with the AARC Bylaws.” (See attachment
“Bylaws RISRC EDITS”)

Recommendation 17-3-9.4 “That the AARC Board of Directors find that the South Carolina
Society For Respiratory Care, Inc. are not in conflict with the AARC Bylaws.” (See attachment
“South Carolina Bylaws”)

Recommendation 17-3-9.5 “That the AARC Board of Directors find that the Utah Society For
Respiratory Care, Inc. are not in conflict with the AARC Bylaws.” (See attachment “Bylaws of
the Utah Society”)

Recommendation 17-3-9.6 “That the AARC Board of Directors find that the Washington Society
For Respiratory Care, Inc. are not in conflict with the AARC Bylaws.” (See attachment
“Respiratory Care Society of Washington”)

Program Committee
Recommendation 17-3-15.1 “That the AARC Board of Directors approve the discontinuation of
the AARC Practitioner Sputum Bowl beginning in 2018.”

International Committee
Recommendation 17-3-23.1 “That the proposed Procedure and Criteria for receiving and
maintaining International Affiliate status be approved.”

Membership Committee

Recommendation 17-3-24.1 “That the AARC Board of Directors approve the proposed plan to
operationalize the removal of the free student membership per Spring 2017 Membership
Committee recommendation and Board action request dated March 12, 2017.”

Position Statement Committee

Recommendation 17-3-26.1 “That the position statement entitled ‘Administration of Sedative
and Analgesic Medications’ (07/2007) with noted revisions (language to be removed appears as
strikethrough and language to be inserted appears as bold and underlined) be approved.” (See
Attachment # 1)




Recommendation 17-3-26.2 “That the position statement entitled ‘Respiratory Therapists in the
Emergency Department’ (04/2012) with noted revisions (language to be removed appears as
strikethrough and language to be inserted appears as bold and underlined) be approved.” (See
Attachment # 2).

Recommendation 17-3-26.3 “That the position statement entitled ‘Transport of the Mechanically
Ventilated, Critically Injured or 111, Neonate, Child or Adult Patient’ (11/2009) with noted
revisions (language to be removed appears as strikethrough and language to be inserted appears
as bold and underlined) be approved.” (See Attachment # 3).

Recommendation 17-3-26.4 “That the issue paper entitled ‘Best Practices in Respiratory Care
Productivity and Staffing” (11/2009) be re-classified as a Guidance Document and placed on the
same review schedule as the position statement of the same name.”

Recommendation 17-3-26.5 “That the issue paper entitled ‘Study on the Effect of State
Regulation of Respiratory Therapy Practitioners on Salaries and Vacancy Rates’ (not dated) be
retired.”

Recommendation 17-3-26.6 “That the section of BOD Policy CT.008, Amplification Statement #
6 that reads ‘Each statement or paper will be ....grouped in categories such (as) ethics and
human rights, disease, consumer advocacy, practice, quality or safety.’ be clarified providing the
purpose of the categorization and how the categories are to be used by the AARC.”

CoBGRTE
Recommendation 17-3-68.1 “That the AARC and CoBGRTE jointly sponsor a lecture at the
2018 Summer Forum on a topic that would advance baccalaureate and graduate education.”

Recommendation 17-3-68.2 “That the AARC and CoBGRTE jointly sponsor a research project
that would document the value of attaining a baccalaureate and/or graduate degree.”

Extracorporeal Life Support Organization

Recommendation 17-3-69.1 “That FM17-2-83.1 (Natalie Napolitano moved that the VP of
External Affairs discuss with the ELSO rep to provide specific information as to the barriers and
the states these are occurring in and so we can provide assistance up to and including a joint
position statement with ELSO and suggested RT state licensure wording structures.) be tabled
until the April 2018 BOD meeting.”

International Council for Respiratory Care

Recommendation 17-3-70.1 “That the Process and Criteria for Establishment, Maintenance and
Withdrawal of Approval for International Affiliates be formally approved and included in the
AARC Policy & Procedure Manual.”

Ad Hoc Committee on Advanced RT Practices, Credentialing, and Education
Recommendation 17-3-31.1 “That the AARC Board of Directors accept the NPAPP Needs
Assessment Key Findings and the AARC Needs Assessment Study Methods and Item Results
submitted to the AARC on August 17, 2017 by JBS International, Inc.”




Ad Hoc Committee on Research Fund for Advancing Respiratory Care
Profession

Recommendation 17-3-30.1 “That the AARC BOD accept the top ranked proposal for funding
for the 2017 AARC Vision Grant.”




Past Minutes



AMERICAN ASSOCIATION FOR RESPIRATORY CARE

Board of Directors Meeting
June 28, 2017 ¢ Tucson, AZ

Minutes

Attendance

Brian Walsh, PhD, RRT-NPS, RRT-ACCS, AE-C, RPFT, FAARC, President
Frank Salvatore, RRT, MBA, FAARC, Past President

Sheri Tooley, BSRT, RRT-NPS, CPFT, AE-C, FAARC, 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
Ellen Becker, PhD, RRT-NPS, FAARC

Cheryl Hoerr, MBA, RRT, CPFT, FAARC

Doug Mclntyre, MS, RRT, FAARC

Timothy Op’t Holt, EdD, RRT, AE-C

Susan Rinaldo Gallo, MEd, RRT, CTTS, FAARC

Steve Sittig, BSRT, RRT-NPS, CPFT, AE-C

Deb Skees, MBA, RRT, CPFT

Pattie Stefans, BS, RRT

Lisa Trujillo, DHSc, RRT

John Wilgis, MBA, RRT

Consultants

Robert Aranson, MD, BOMA Chair

Dianne Lewis, MS, RRT, FAARC, President’s Council President
Cam McLaughlin, BS, RRT, FAARC, Parliamentarian

Jakki Grimball, MA, RRT, AE-C, Past Speaker

Guests
Krystal Craddock, BSRC, RRT-NPS

Excused
Keith Lamb, RRT
John Lindsey, Jr., MEd, RRT-NPS, FAARC

Staff

Tom Kallstrom, MBA, RRT, FAARC, Executive Director

Tim Myers, MBA, RRT-NPS, FAARC, Chief Business Officer

Doug Laher, MBA, RRT, FAARC, Associate Executive Director

Steve Nelson, MS, RRT, FAARC, Associate Executive Director

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

Dan Stoyak, Controller

Kris Kuykendall, Executive Administrative Assistant
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CALL TO ORDER

President Brian Walsh called the meeting of the AARC Board of Directors to order at 9:00am
MST. Secretary/Treasurer Karen Schell called the roll and declared a quorum. President Walsh
asked the Board members to introduce themselves. A student observing the meeting was also
introduced.

DISCLOSURE
President Walsh reminded members of the importance of disclosure and potential for conflict of
interest and directed them to review the COls in the AARConnect Board of Directors library.

APPROVAL OF MINUTES

Natalie Napolitano moved to approve the minutes of the March 11, 2017 meeting of the AARC
Board of Directors.

Motion carried

Tim Op’t Holt moved to approve the minutes of the March 12, 2017 meeting of the AARC
Board of Directors.
Motion carried

GENERAL REPORTS

Executive Director
Tom Kallstrom gave highlights of his written report.

Karen Schell moved to accept Recommendation 17-2-1.1 “That the AARC Board of Directors
accept the attached AARC Clinical Practice Guidelines Proposal to develop clinical practice
guidelines focused on tracheostomy; oxygen therapy; capillary blood gas sampling for neonatal
and pediatric patients; and endotracheal suctioning.”

Motion carried

Frank Salvatore moved to accept Recommendation 17-2-1.2 “That the AARC Board of Directors
allocate $75,000 for the completion of clinical practice guidelines focused on tracheostomy;
oxygen therapy; capillary blood gas sampling for neonatal and pediatric patients; and
endotracheal suctioning; and that $20,000 be allocated in the remainder of 2017.”

Brian Walsh made a friendly amendment to change “...and that $20,000...” be changed to “...of
that $20,000...”.
Motion carried

Susan Gallo moved to accept Recommendation 17-2-1.3 “That the AARC Board of Directors
establishes an RFP through the Vision Grant in 2018 to determine the impact of previously
published AARC Clinical Practice Guidelines on patient care.”

Sheri Tooley moved to table until October 2017 meeting.
Motion carried
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Sheri Tooley moved EM17-2-1.4 “That the AARC Board of Directors approve an additional
$50,000, above the $494,000 that was previously approved, to complete implementation of the
database update.”

Motion carried

Tom Kallstrom reviewed the Executive Office referrals from the last Board of Directors meeting.

Natalie Napolitano moved to accept the General Reports as presented.
Motion carried

RECESS
President Walsh called a recess of the AARC Board of Directors meeting at 10:15am MST.

RECONVENE
President Walsh reconvened the meeting of the AARC Board of Directors at 10:30am MST.

STANDING COMMITTEES REPORTS

Bylaws Committee

Natalie Napolitano moved to accept Recommendation 17-2-9.1 “That the AARC Board of
Directors find that the Alabama Society For Respiratory Care, Inc. are not in conflict with the
AARC Bylaws.” (See attachment “ASRC”)

Motion carried

Natalie Napolitano moved to accept Recommendation 17-2-9.2 “That the AARC Board of
Directors find that the Virginia Society For Respiratory Care, Inc. are not in conflict with the
AARC Bylaws.” (See attachment “VSRC”)

Motion carried

Natalie Napolitano moved to accept Recommendation 17-2-9.3 “That the AARC Board of
Directors find that the New York State Society For Respiratory Care, Inc. are not in conflict with
the AARC Bylaws.” (See attachment “NYSSRC”)

Motion carried

Sheri Tooley and Frank Salvatore abstained.

Program Committee

Natalie Napolitano moved to accept Recommendation 17-2-15.1 “That the AARC Board of
Directors approve Ft. Lauderdale, FL and the Marriott Harbor Beach Resort & Spa as the host
city/hotel to the 2019 Summer Forum.”

Motion carried

John Wilgis abstained.

Natalie Napolitano moved to accept Recommendation 17-2-15.2 “That the AARC Board of
Directors approve Bonita Springs, FL and the Hyatt Regency Coconut Pointe Resort & Spa as
the host city/hotel to the 2020 Summer Forum.”

Motion carried

John Wilgis abstained.
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Natalie Napolitano moved to reconsider Recommendation 17-2-15.2.
Motion carried

Natalie Napolitano moved Recommendation 17-2-15.2 back to the floor.
Original motion defeated

SPECIAL COMMITTEE REPORTS

International Committee Report
Chair, John Hiser, gave a verbal presentation of his report and provided commentary on his
recommendations.

Natalie Napolitano moved to accept Recommendation 17-2-23.1 “That the AARC BOD consider
offering web-based international membership to those living outside of the United States at a rate
that is based upon the income levels of the individual countries where potential members reside.”

Natalie Napolitano made a friendly amendment to change “... AARC BOD consider...” to
“...AARC offer...”.
Motion carried

Natalie Napolitano moved to accept Recommendation 17-2-23.2 “That the AARC BOD consider
offering a reduced rate for web-based membership to those living in countries that hold
International Affiliate status and that the rate be lower than the rate before international affiliate
status was initially granted.”

Frank Salvatore moved to refer to the Executive Office and report back at the October 2017
meeting.
Motion carried

Natalie Napolitano moved to accept Recommendation 17-2-23.3 “That the AARC BOD review
the policy for adding and maintaining international affiliate status and consider how you wish to
proceed with those countries whose AARC members has fallen below 20 members.”

Sheri Tooley moved to table until June 2018 Board meeting awaiting the outcome of the original
two motions.

Sheri Tooley moved to un-table.
Motion carried

Frank Salvatore moved to accept for information only but direct the International Council
president to come into compliance with bylaws.
Motion carried

RECESS
President Walsh called a recess of the AARC Board of Directors meeting at 12:05pm MST.
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JOINT SESSION
Joint Session was called to order at 1:35pm MST. Karen Schell called roll and declared a

quorum.

Executive Session was called to order at 1:40pm MST and concluded at 1:50pm MST.
Membership Chair, Amanda Richter, presented the membership report.

International Committee member, Natalie Napolitano, presented the International Committee
report. The following individuals have been chosen as International Fellows in 2017:

Jinhao Tao — China
First City — Philadelphia, PA — Natalie Napolitano
Second City — Charlottesville, VA — Chad Gibbs

Martha Diaz - Columbia
First City — Washington, DC — Carolyn Williams
Second City — Baltimore, MD — Christopher Kircher

Alfred Aidoo - Ghana
First City — Kansas City, KS — Karen Schell
Second City — Farmington, UT — Lisa Trujillo

Alternates
Amsa Mairami — Nigeria
Masami Sana — Japan

Anne Marie Hummel presented the Advocacy & Government Affairs report and answered
questions from the audience.

Bylaws Chair, Bob DeLorme issued the first reading of the Bylaws change to exclude Article X,
Section 4 of the AARC Bylaws.

President Walsh began a discussion regarding BS Entry Level.
President Walsh adjourned Joint Session at 3:30pm MST.

RECONVENE
President Walsh reconvened the meeting of the AARC Board of Directors at 3:40pm MST.

FM17-2-9.4 Sheri Tooley moved to approve the first reading of the Bylaws change as noted
below:

The Bylaws Committee recommends the following Bylaw be deleted:
ARTICLE X - CHARTERED AFFILAITES

14



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.”

Motion carried

Karen Schell moved to accept the Standing Committee Reports as presented.
Motion carried

SPECIALTY SECTION REPORTS

Home Care Section
Sheri Tooley moved to accept Recommendation 17-2-54.1 “That the sections be more included
in AARC activities related to their specific expertise.”

Sheri Tooley moved to accept for information only.
Motion carried

Long Term Care Section
Sheri Tooley moved to accept Recommendation 17-2-57.1 “That the sections be included in the
development of programs that specifically impact their arena of practice.

Sheri Tooley moved to accept for information only.
Motion carried

Management Section

Sheri Tooley moved to accept Recommendation 17-2-55.1 “That the AARC continues its
collaboration with CLIA to clarify the verbiage associated with the qualifications necessary to

validate competency for blood gas analysis.”

Cheryl Hoerr moved to withdraw this recommendation.
Motion carried

Sheri Tooley moved to accept the Specialty Section Reports as presented.
Motion carried

RECESS
President Walsh recessed the meeting of the AARC Board of Directors at 4:15pm MST.

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
June 29, 2017- Tucson, AZ

Minutes

Attendance

Brian Walsh, PhD, RRT-NPS, RRT-ACCS, AE-C, RPFT, FAARC, President
Frank Salvatore, RRT, MBA, FAARC, Past President

Sheri Tooley, BSRT, RRT-NPS, CPFT, AE-C, FAARC, 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
Ellen Becker, PhD, RRT-NPS, FAARC

Cheryl Hoerr, MBA, RRT, CPFT, FAARC

Doug Mcintyre, MS, RRT, FAARC

Timothy Op’t Holt, EdD, RRT, AE-C

Susan Rinaldo Gallo, MEd, RRT, CTTS, FAARC

Steve Sittig, BSRT, RRT-NPS, CPFT, AE-C

Deb Skees, MBA, RRT, CPFT

Pattie Stefans, BS, RRT

Lisa Trujillo, DHSc, RRT

John Wilgis, MBA, RRT

Consultants

Robert Aranson, MD, BOMA Chair

Dianne Lewis, MS, RRT, FAARC, President’s Council President
Cam McLaughlin, BS, RRT, FAARC, Parliamentarian

Jakki Grimball, MA, RRT, AE-C, Past Speaker

Excused
Keith Lamb, RRT
John Lindsey, Jr., MEd, RRT-NPS, FAARC

Staff

Tom Kallstrom, MBA, RRT, FAARC, Executive Director

Tim Myers, MBA, RRT-NPS, FAARC, Chief Business Officer

Doug Laher, MBA, RRT, FAARC, Associate Executive Director

Steve Nelson, MS, RRT, FAARC, Associate Executive Director

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

Kris Kuykendall, Executive Administrative Assistant

CALL TO ORDER

President Brian Walsh called the meeting of the AARC Board of Directors to order at 9:00am
MST. Secretary-Treasurer Karen Schell called the roll and declared a quorum. A student was
introduced who was observing the meeting.
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SPECIAL COMMITTEE REPORTS

Position Statement Committee

Natalie Napolitano moved to accept Recommendation 17-2-26.1 “That the position statement
entitled ‘Hazardous Materials Exposure’ (revised 11/2011) be retired.”

Motion carried

Natalie Napolitano moved to accept Recommendation 17-2-26.2 “That the position statement
entitled ‘Verbal/Telephone Orders’ (revised 07/2014) be retired.”
Motion carried

Natalie Napolitano moved to accept Recommendation 17-2-26.3 “That the position statement
entitled ‘Guidance Document on Scope of Practice’ (revised 11/2013) be retired.”
Motion carried

Natalie Napolitano moved to accept Recommendation 17-2-26.4 “That the guidance document
entitled ‘Smallpox Guidance Document’ be retired.”
Motion carried

Frank Salvatore moved to accept the Special Committee reports as presented.
Motion carried

SPECIAL REPRESENTATIVES REPORTS

Sheri Tooley moved to accept the Special Representatives reports as reported.
Motion carried

AD HOC COMMITTEE REPORTS

Research Fund for Advancing Respiratory Care Profession

Sheri Tooley moved to accept Recommendation 17-2-30.1 “That AARC BOD approve the LOI
to solicit proposals for Vision Grant: Educational level and the effects of quality and safety on
patient care outcomes.”

Frank Salvatore moved to table until October 2017 Board meeting.

Frank Salvatore moved to un-table.
Original Motion carried

Natalie Napolitano moved to accept the Ad Hoc Committee reports as presented.
Motion carried

17



UNFEINISHED BUSINESS

e Roundtable Policy Changes RT.001

Natalie Napolitano moved to accept the amended/new policy CC.001 AARC Connect
Communities.
Motion carried

RECESS
President Walsh recessed the meeting of the AARC Board of Directors at 9:55am MST.

RECONVENE
Past President Salvatore reconvened the meeting of the AARC Board of Directors at 10:10am
MST.

UNFEINISHED BUSINESS CONTINUED

e Floor motion from October 2016 Board meeting - EM 16-3-26.1 — “That the Position
Statement/Issue Paper Committee develops a resource for best practices to include
licensure requirements for practice of the respiratory therapist as an ECMO specialist.”
Natalie Napolitano will contact Bradley Kuch for clarification - keep it tabled.

FM17-2-83.1 Natalie Napolitano moved that the VP of External Affairs discuss with the ELSO
rep to provide specific information as to the barriers and the states these are occurring in and so
we can provide assistance up to and including a joint position statement with ELSO and
suggested RT state licensure wording structures.

Motion carried

NEW BUSINESS

Policy Review

Policy FM.016 — Financial Management — Travel Expense Reimbursement
The Executive Office will revise the policy and send out as an E-vote.

Policy CA.002 — Chartered Affiliates — Chartered Affiliate Requirements and
Responsibilities
Tim Op’t Holt moved to refer to the Executive Office for review and revisions.
Motion carried

Policy CA.003 — Chartered Affiliates — Chartered Affiliates Revenue Sharing Adjustments
Frank Salvatore moved to accept the revisions to Policy CA.003.
Motion carried
(See Attachment “A” for revised policies.)
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UNFEINISHED BUSINESS CONTINUED

Research Strategic Planning Group

Natalie Napolitano moved to accept EM17-2-16.1 That 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.

Motion carried

Natalie Napolitano moved to accept EM17-2-16.2 That the AARC develop an EBM/Research
boot camp or pre-course at the International Congress and/or Summer Forum which focuses on
the development of Respiratory Therapy researchers.

Frank Salvatore moved to refer to the Program Committee for consideration in 2018.
Motion carried

Natalie Napolitano moved to accept EM17-2-16.3 That the AARC develop a standing list of
vetted Respiratory Therapy researchers who wish to present on the topic of research and research
development.

Motion defeated

Sheri Tooley moved to accept EM17-2-16.4 That the AARC develop a Research Fellowship to
be awarded to one novice RRT researcher annually.

Sheri Tooley moved to withdraw this floor motion.
Motion carried

Sheri Tooley moved to accept EM17-2-16.5 That the AARC assist in developing an Educational
Research Development program for Respiratory Therapy Educators.

Frank Salvatore moved to accept for information only.
Motion carried

Deb Skees moved to accept EM17-2-16.6 That the AARC develop a robust marketing plan for
all AARC resources and AARC supported resources currently available to RT researchers.

Tim Op’t Holt moved to accept for information only.

John Wilgis moved to call the question.
Motion carried

Motion to accept for information only carried.

Tim Op’t Holt moved to accept EM17-2-16.7 That the AARC develop a means of highlighting
hospital/clinical-based RT research programs.

Susan Gallo moved to accept for information only.
Motion carried
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RECESS
President Walsh recessed the meeting of the AARC Board of Directors at 11:45am MST.

RECONVENE
President Walsh reconvened the meeting of the AARC Board of Directors at 12:07pm MST.

UNFINISHED BUSINESS CONTINUED
President Walsh led a discussion about the BS entry into respiratory therapy. Dr. Aranson
offered BOMAs full support and said BOMA would be happy to prepare a statement of support.

FM17-2-83.2 Ellen Becker moved to identify managers who found a way to convince their
Human Resources departments to hire only BS graduates and to share with other managers how
to make these changes through AARC initiatives.

Motion carried

FM17-2-83.3 Ellen Becker moved to identify at least 6 associate degree program directors in
Category 1V (CoARC report) and develop best practices to help them move to Category IlI.
Motion carried

FM17-2-83.4 Ellen Becker moved to form an entry-level baccalaureate RT collaborative with
key stakeholders (AARC, CoARC, CoBGRTE, NN2, NA2RC) to identify roadblocks and
propose solutions.

Motion carried

RECESS
President Walsh recessed the meeting of the AARC Board of Directors at 1:20pm MST.

RECONVENE
President Walsh reconvened the meeting of the AARC Board of Directors at 1:35pm MST.

International Committee

FM17-2-23.4 Natalie Napolitano moved that the AARC International Committee formalize the
Policy for “Establishing an International Affiliate in the AARC” to be placed in the AARC
policy and procedures manual. This policy should include the process for working with
international affiliates that do not maintain their minimum number of members. Draft policy
should be available to the BOD for review for the Spring 2018 meeting.

Motion carried

FM17-2-23.5 Natalie Napolitano moved that the AARC place a line item in the Budget
beginning 2018 to support two fellows to assist in the international section of the vision/mission
of the AARC.

Motion carried

Ad Hoc Committee on Research Fund for Advancing Respiratory Care Profession
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FM17-2-30.2 Natalie Napolitano moved that the AARC vision grant committee suggest that any
proposals for the current grant cycle, with the goal to prove the worth and value of the
respiratory therapist, also collect and analyze data on the education level of the providers
performing the service.

Motion carried

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 Walsh adjourned the meeting of the AARC Board of Directors at 1:50pm MST

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. CC.001 — AARC Communities — AARConnect Communities
Policy No. CA.003 — Chartered Affiliates — Revenue Sharing Adjustments
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American Association for Respiratory Care
Policy Statement

Page 1 of 1
Policy No.: CC.001
SECTION: AARC Communities
SUBJECT: AARConnect Communities
EFFECTIVE DATE: August 22, 2001
DATE REVIEWED: June 2017
DATE REVISED: June 2017
REFERENCES:

Policy Statement:

1.

Communities are formally organized groups of AARC members focused on specific topics of
common interest and can either be public or private access.
a. Public access communities have no restrictions and can be joined by any member of
the AARC.
b. Private access communities are those that a member must have special permission,
such as an appointment or require additional fee for participation such as section
membership.

A minimum of 25 members may propose a Community by completing the attached
Communities Proposal Form and submitting it to the AARC Executive Office.
a. [Exception: state boards may request private communities even if there are less than
25 potential members.
All communities must maintain a key contact. This provides the community a volunteer
as well as provide the Executive Office a point of contact for questions about the group
over time

The AARC Executive Office will communicate this request to the AARC membership using
the appropriate methods and solicit interest in participation.

The AARC may elect to dissolve a Community at any time due to lack of interest. In such
case, the AARC will post an announcement on AARConnect stating the reason(s) for the
dissolution of the Community, and the community will cease 30 days after the
announcement. Lack of interest examples include, but are not limited to:

a. The Community has three consecutive months with no posts.

b. The Community is no longer serving the original purpose for development.

c. The Community grows large enough to become a section, formally requests the

AARC Board investigate interest and feasibility, and is approved by the AARC

Board to transition into a recognized specialty section.
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American Association for Respiratory Care

Communities Proposal Form

Please read the AARC Communities Policy before completing this form.

Definition — Communities 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 Community

List reasons you and others feel justify the establishment of the Communities:

Before your proposal is submitted, at least 24 other AARC members must concur with you. E-mails to you
will be accepted in lieu of their signatures.

Name email AARC Member #
Name email AARC Member #
Name email AARC Member #
Name email AARC Member #
Name email AARC Member #
Name email AARC Member #
Name email AARC Member #
Name email AARC Member #
Your Signature Date

| agree to serve as the key contact for this community. If at any point | am unable to serve in this role, | agree to notify
the AARC and assist in recruiting an appropriate key contact as my replacement.
Please Send via US Mail to: President, American Association for Respiratory Care
9425 N. MacArthur Blvd #100
Irving, TX 75063
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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: June 2017
DATE REVISED: Juhy2005 June 2017

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. Failure to sign the Revenue Sharing agreement will result in suspension of revenue
sharing to the Chartered Affiliate until a Revenue Sharing agreement has been filed with
the Executive Office.

3. 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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E-Motions

(Since Last Board Meeting in June 2017)

E17-3-15.1  “That the AARC Board of Directors approve Orlando, FL as the host city for
AARC Congress 2020.”

Results — July 31, 2017
Yes—15
No-0

Abstain — 0
Did Not Vote — 1
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President Report

Submitted by Brian Walsh— Congress 2017

This past quarter has been very busy as | establish my goals while promoting, advocating and
advancing the profession. Most of my time has been spent traveling this quarter. | 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:
| remain concerned about the quality of respiratory care given nationally. Like past presidents, |
feel this poor quality might limit our value and lead to our elimination.

e The APEX Recognition Program recognized 5 RT department this year and the word is
getting out in a very good way. This program will help us push evidence-based practices,
quality and promote patient safety by providing access to respiratory therapist.

Safety:

Preventable harm is occurring and | 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.

e | have been in discussions with the Patient Safety Movement Organization to help develop
a plan to tackle respiratory care related safety issues. See addendum to this report. “AARC-
Commitment Action Letter”

Value:
Congress will be full of this concept. Please attempt to attend Rob Chatburn’s lecture on
Determining the Value of the Respiratory Therapist on Thursday at 11:10.

e “Funny how we don’t have the time to improve, but we have plenty of time to perform
work inefficiently and to resolve the same problems over and over again.” Dr. Deming

Advocacy:
| could not do the advocacy without Anne Marie, Tom, Shawna, Tim and the whole Executive
Office. Below and attached to this report is the letter sent out on behalf of our membership.

e Pulmonary Rehab APC Assignment “Multi Society Memo to CMS on Merged APCS”

e Letter to Senate leaders expressing concerns about the development of new health care
legislation that could result in limiting patients’ access to affordable and effective health
care “Sen. Health Care Leg. AARC.FINAL”

e CMS-1679-P: Medicare Program: Prospective Payment System and Consolidated Billing
for Skilled Nursing Facilities for FY 2018, etc. “SNFPPS.2018 Update.Cmt to CMS”
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CMS-1686-ANPRM: Medicare Program: Prospective Payment System and Consolidated
Billing for Skilled Nursing Facilities; Revisions to Case-Mix Methodology “SNFPPS.Case
Mix NTA CMts to CMS”

Dear Colleague letter regarding the Telehealth Parity Act “Parity Act Letter.rev.8.8.17”
California: Strongly opposes AB 387 — Allied Health Professionals Unpaid

Internships. “AB387.AARC Opposition FINAL”

Appointments/Changes/Committee Personnel Changes:

Kate McKay resigned as interim Sleep Section Chair

Travel (Promoting):

TSRC Society Meeting

OHSRC Society Meeting

Rhode Island Society Meeting

NCSRC Society Meeting

NBRC State Licensure Board Meeting

Colombia, South American 1st Annual Respiratory Care Meeting
Arkansas Society Meeting

Writing:
October — AARC Times — Safety
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Past President Report

Submitted by Frank Salvatore — Congress 2017

The following is an accounting of my activities done prior to and around the October 2017
Board meeting:
1. July 27-29, 2017 - Represented the AARC at the COPD10usa Conference in Chicago, IL.
2. September 19-20, 2017 — Spoke at the VT/NY SRC Conference in Meredith, NH.
3. October 13-14, 2017 — Will represent the AARC with Ann Marie at the AfPA Respiratory
Therapy Access Working Group meeting in Washington, D.C.
4. QOctober 24-25, 2017 — Will speak at the MSRC meeting/conference in Worcester, MA.

The following are the items that were referred to me at previous board meetings:
1. Nothing.

| will create an addendum document to this if issues/communication arises from the date this
report was due.
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2017 Fall Executive Office Update
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Executive Office

Submitted by Tom Kallstrom — Congress 2017

Recommendations

None

Report

Welcome to Indianapolis. We look forward to hosting a productive Fall 2017 BOD meeting
followed by our 63" International Congress. So far 2017 has been an active and productive year.
Below is an update since the June Board meeting.

MEMBERSHIP
As of August 31, 2017, our total membership number is 47,024. The retention rate through August
was 79.2%. In 2017, we have had 6,543 new members join.

Senior Members

The senior membership continues to grow. This growth can be attributed to an aging portion of our
membership, improvements to our processes, and a targeted outreach program put in place last fall.
We ended August with 249 senior active members.

Specialty Sections

The membership department has been facilitating engagement between the specialty section chairs
and their members. Projects include helping administer the Specialty Practitioner of the Year
awards and preparing for the merger of the Continuing Care/Rehabilitation, Home Care, and Long
Term Care sections.

Leadership Workshop

Nineteen state societies were represented at the 2017 Leadership Boot Camp the weekend of April
7-9, 2017. The membership team will be following up with this group throughout the rest of the
year as beta testers for several ideas. Planning for the 2018 Leadership Boot Camp has begun.

State Society Communities on AARConnect

In late May, the AARC launched the first state society community on AARConnect. At this point,
Colorado, Kansas, Louisiana, Minnesota, and South Dakota have been activated. Kentucky is in
the process of activation. It is the opinion of the membership team that the beta test has been
successful. After AARC Congress 2017, the membership team will reach out to the remaining
states to start the general on-boarding process.

Specialty Sections

The home care, long-term care, and continuing care/rehab sections are merging as of January 1,
2018. The customer service and membership team are collaborating to ensure the transition is
seamless. Members have been notified and current section chairs are evaluating resources that will
be carried over to the new section, currently named Post-Acute Care Section.
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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. Though the membership department reached out to a great number of states, none have
expressed interest in piloting this program. At this time, the proposed program does not have
enough interest to proceed.

SUMMER FORUM 2017

The Summer Forum meeting was a success. An all-time record attendance (430) traveled to
Tucson, AZ for this year’s event. This is the 2" consecutive year where an attendance record has
been broken. It far exceeded financial and budgetary expectations.

AARC CONGRESS 2017

AARC Congress 2017: The 63rd International Respiratory Convention & Exhibition will take
place Oct. 4-7, 2017 in Indianapolis, IN. The Program is currently posted on-line and in hard copy
in the July edition of the AARC Times.

» Ms. Claire Wineland, CF Patient, Youtube sensation and founder of “Claire’s Place”; a
foundation to assist patients and families with will deliver the keynote address.

* Dr. Natalie Stavas will deliver the Closing Ceremony Keynote Address. Dr. Stavas is a marathon
runner who was running in the 2013 Boston Marathon. Just steps from the finish line she was
witness to the bombings and explosions that took place on that horrific day. Instead of running
away from the chaos, she ran to it. She will story tell and discuss the biology and science that is
hard-wired into everyone...the desire to help their fellow man.

* Plenary Sessions:
- Meilan Han MD will present the Thomas L. Petty Memorial Lecture “Meeting the
Challenge of COPD Care in the US”
- Sangeeta Mehta, MD — will present the Donald F. Egan Lecture “Caring for the
Mechanically Ventilated Patient: A Patient-Centered Approach”
- Marin Kollef MD will present the Phil Kittredge Memorial Lecture “Evaluating the
Value of the Respiratory Therapist: Where is the Evidence?”

CRCE by Content Category
More than 200 presentations covering all aspects of Respiratory Care and other healthcare related
topics.

Adult Critical Care 22.8 hrs
Neonatal / Pediatrics 16.4 hrs
Pulmonary Diagnostics 8.7 hrs
Bioterrorism/Emergency Preparedness 0.6 hrs

Ethics 2.3 hrs
Education 10.4 hrs
Management 15.2 hrs
Sleep Disorders 4.6 hrs
Clinical Practice 33.9 hrs
Patient Safety 4.1 hrs
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Maximum CRCE any one attendee can earn (not including pre-courses or breakfast/lunch
symposia): 22.34

TOTAL CRCE offered for the entire meeting: 119

OPEN FORUM

More than 200 abstracts are scheduled for presentation during 12 Open Forum sessions, including
23 Poster Only displays in the Exhibit Hall. Eight (8) Editor’s Choice posters have been selected
as the “Best of the Best” and will have their own presentation ceremony. Researchers will have the
ability to display their poster and present their findings through the use of a Powerpoint slide deck.

PATIENT ADVOCACY SUMMIT

Our 3™ annual Patient Advocacy Summit will be held Tues. Oct. 3 where caregivers, patients,
family and representatives from the pharmaceutical industry will convene to discuss the disease
process of the chronic pulmonary patient and strategies for better self-management. Claire
Wineland and Grace Ann Koppel will deliver co-keynote addresses to the group.

PRE-COURSES (INDUSTRY)
Ultrasound Guided Peripheral Access Course (Sponsored by Teleflex)
RT Leader Workshop: Defining and Communicating The Value (Sponsored by Monaghan)

PRE-COURSES (AARC)
Preparing for a Pandemic: The Strategic National Stockpile — Mechanical Ventilation Workshop

BREAKFAST/LUNCH SYMPOSIA

Oct. 4 (Breakfast) — F&P Healthcare

Oct. 4 (Breakfast) - Vindico (Genentech)

Oct. 4 (Evening Reception) - Sunovion Pharmaceuticals
Oct. 5 (Breakfast) — Integrity CE (Sunovion Pharmaceuticals)
Oct. 5 (Breakfast) - Getinge

Oct. 5 (Lunch) - Precept Medical (Boehringer Ingelheim)
Oct. 5 (Dinner) — Boehringer Ingelheim

Oct. 6 (Breakfast) - HealthcarematterCME (Mallinckrodt)
Oct. 6 (Breakfast) - Medtronic

Oct. 6 (Lunch) — MedEd Now (Mallinckrodt)

EXHIBIT HALL HOURS

Saturday: 10:30 am — 4:00 pm (an additional one hour of unopposed time will be afforded to
exhibitors in the hall this year).

Sunday: 9:30 am — 3:00 pm

Monday: 9:30 am — 2:00 pm

CONVENTION NEWS TV

Convention News TV a.k.a. AARC-TV will be back for a 5" year in a row to provide video and
news coverage of the meeting. As in 2017, CNTV has also been contracted to produce this year’s
Awards Ceremony in an effort to provide attendees with a more polished, elegant, event that would
be more synonymous with something like the Oscars, the Grammy’s or CMA. They will be
responsible for script writing, lighting, music, video transitions etc.

Back by popular demand, we will also be hosting the “Big Ideas Theater” in the AARC booth
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where CNTV will interview AARC dignitaries, VIPs, speakers etc. Every 30 minutes, CNTV will
conduct a 15-20 minute interview with individuals which will be recorded and broadcast live in the
AARC, booth as well as record and archive the videos n which the content can be aired throughout
the year.

SPECIAL PROJECTS

O2VERLAP Project — The AARC has been engaged by the COPD Foundation; in conjunction
with the America Sleep Apnea Association to partner on a PCORI grant research opportunity in
which outcomes from comorbid patients suffering COPD and Sleep Apnea who wear oxygen with
be studied. Patients will receive in-depth on-line education about COPD, oxygen use and
adherence to CPAP therapy. Each patient will be assigned a respiratory therapy coach to provide
educational assistance and guidance along their educational journey. Educational content has been
developed with initiation for the start of the study to commence soon.

AAMI SpO2 Toolkit — AAMI will soon release a 26 pg. guidance document for hospitals to use
when implementing a SpO2 program in their hospital. The document discusses shared governance
concepts, tips for starting a pilot program, alarm conditions, best practices and history and
application of SpO2. Vendor contributions will also be present. Representatives from the AARC
contributed as authors to the document.

SPECIAL PROJECTS

AAMI Foundation Collaboration

The AARC has been collaborating with the AAMI Foundation for several years on their alarm
consortium. In 2016, the AAMI Foundation partnered with the AARC to include ventilator alarms
in the consortium. The ventilator alarm workgroup has developed a ventilator alarms
benchmarking tool that has been through beta testing with a few RT departments and will be ready
for large-scale data collection in early fall 2017. The future plan is to develop a ventilator alarms
community for professionals to compare their alarms to those experienced by others. The AARC
was also invited to participate in a complex technology coalition in 2017. Several AARC members
traveled to Annapolis, MD, to engage in the 2-day coalition kickoff event. Currently, the coalition
members have been assigned to teams to accomplish specific goals and Cheryl Hoerr and Julie
Jackson are leading one of the coalition teams.

Apex Recognition Program

The AARC retired the QRCR program in 2017 and implemented the Apex Recognition Award,
which highlights respiratory care departments who meet certain quality indices. The program
integrates Board initiatives (such as AARC membership, the RRT credential, and advanced
educational degrees) and other quality indicators, such as protocol usage, to demonstrate quality.
As of 8/17/17, 5 of the 7 applicants have been awarded the Apex Recognition Award. The other
two applications are still in review. The five recipients are Boston Children’s Hospital (MA),
Hospital of the University of Pennsylvania (PA), Rush University Medical Center (IL), Piedmont
Hospital-Atlanta (GA), and Lifecare Hospital of Chester County (PA).

CDC Tips from Former Smokers Campaign

The AARC worked with the Tips campaign through June 2017. The AARC’s 2016 successes were
highlighted in a January 2017 Tips from Former Smokers partner webinar and artifacts produced
by the AARC’s Marketing/Communication division continue to be shared by the Tips campaign
leadership as best practices. The current campaign has closed.
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Clinical Practice Guidelines

In June 2017, the AARC Board of Directors approved the funding of six different guidelines
projects: adult tracheostomy, pediatric tracheostomy, adult oxygen, pediatric oxygen, capillary
blood gases in neonates, and endotracheal suctioning. The teams for these projects have been
recruited and an on-site meeting will be held in Dallas in November 2017 to kick off the projects.

CUSTOMER SERVICE

The customer service department continues to analyze daily practices and identify areas of
improvement. The team has implemented a feedback survey tool and early results are
exceptionally positive. The team is actively involved in analyzing processes in anticipation of
transitioning to a new database.

EDUCATION

NBRC Collaboration

The AARC and NBRC implemented the NBRC CRCE information-sharing program in September
2015. The NBRC has updated their database, which resulted in several errors that have since been
resolved. The program has a different navigation pane and the education department is working on
updating artifacts for assistance on the AARC website.

Recruiting for the Profession

The 2017 HOSA event was held in Orlando, FL. Jamy Chulak and Kimberly Harvey coordinated
the event for this year. The 2018 HOSA event will be held in Dallas. The next USA SEF event
will be held in 2018 in Washington, D.C at which we will also be participating.

Respiratory Care Education Annual
The RCEA editorial cycle for 2017 is complete. The 26™ issue was published in September 2017.
The call for papers for the 2018 issue is open until February 2018.

CDC Strategic National Stockpile Ventilator Workshops

The AARC has completed three of the five planned SNS workshops in 2017. The five sites are the
Sunshine Seminar in Daytona Beach, FL (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. Discussion for the 2018 budget is in
progress.

Preceptor Recognition Program

The call for nominations for the preceptor recognition program was released in May and the
nomination period ended at the end of June 2017. Fourteen preceptors were recognized from four
states: Texas, lllinois, Pennsylvania, and Ohio.

Clinical PEP Update
The AARC released the Clinical PEP: Practices of Effective Preceptors in 2013 and has awarded
credit to 1,719 records for the Clinical PEP program (1,127 unique member records and 506 non-
member records). In 2016, 136 subscriptions to the product were purchased.
e 2017:294 CRCE YTD (8/17/17)
2016: 617 CRCE
2015: 468 CRCE
2014: 263 CRCE
2013: 77 CRCE
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2017 Educational Product Sales/Attendance Trends at a glance (as of 8/17/17)
2017 YTD | 2016 2015 2014 2013 Comments for 2017

Webcasts and 4,246 8,153 9,149 8,812 7,511 | Per session attendance in

JournalCasts (425) (340) (410) (383) (442) | parentheses

Asthma Educator | 179 246 183 268 203 Above budget

Prep Course

COPD Educator | 363 734 859 820 570 Slightly below budget

Course

Ethics 2,844 4,242 1,928 1,757 2,361 | Above budget

RT as the VAP 36 53 63 115 81 Under budget

Expert

Alpha-1 51 75 74 125 98 Under budget

Exam Prep 14 189** 180* 39 40 *F&P grant (150) + 30
**E&P grant (150) + 39
Under budget

Leadership 40 99 68 89 Under budget

Institute

Asthma & the RT | 328 604 446 172 Above budget

ACCS 110 164 121 Above budget

PFT: Spirometry | 348 422 228 Above budget

PFT: Pediatrics 76 117 43 On budget

PFT: Advanced 178 264 79 On budget

Concepts

Tobacco Training | 131 259 85 Under budget

Congenital Heart | 50 122 Under budget

Defects

Pulmonary 221 32 Above budget

Disease Educator

NPS 71 Above budget

Additions to Education

The national and California ethics courses are currently in revision and will be released, pending
approval from the Respiratory Care Board of California, in January 2018. Currently collaborating
with the AACVPR for a pulmonary rehabilitation course for 2018. The AARC is also working on
collaboration for a child abuse-reporting course suitable for the Pennsylvania licensure
requirements. Current educational sales are going well and, overall, are over budget. Collaboration
in place with the Marketing department for targeted advertisements for those courses that are not
performing at budgeted expectations.

Advertising and Marketing

Advertising

AARCTimes and Respiratory Care are tracking well ahead 2017 budget and are target to exceed
our prior year. Digital advertising on aarc.org continues to remain consistent and strong through
our partner, Multiview. In fact, all of aarc.org and AARConnect advertising positions have been
sold out for the remainder of 2017 and well into 2018. Respiratory Care Marketplace with a
redesign of the website and more featured options is not as strong as we would expect at this point.

Other advertising channels through eNewsletters, ePubs and recruitment ads are also part of the
digital advertising footprint. Recruitment ads continue to be on target with prior years and budget
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and will exceed 6 figures in income for 2017. A new opportunities of a digital job board at AARC
Congress 2016 attracted high interest and additional unbudgeted dollars for 2016. We have just
kicked off our 2017 promotion at the time of this report, so we hope to continue our success from
2016 with that promotion.

All these conditions projects to be very favorable to last year’s budget and exceed our aggressive
projections for the 2017 budget.

Corporate Partners
2017 Partners: Carefusion, Masimo, Medtronic, Monaghan, Philips/Respironics, Drager, Maquet,
Teleflex, Boehringer Ingelheim, Astra Zeneca, Mallinckrodt, ResMed and Fisher Paykel.

We will see all 2017 Corporate Partners return in 2018 with the additional of a 14" Partner as we
welcome back Sunovion Pharmaceuticals. We have seen some partners step up in their activities
and others step back a little changing the dynamics of our relationships with them around revenue
generating activities. We are seeing some renew interests in AARC and the profession from the
pharmaceutical manufacturers in 2017.

MarCom (Marketing/Communications)

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
maintained a strong interest throughout 2017. We have budgeted for some new software tools in
2018 to provide us enhanced ability to track and monitor our endeavors providing us critical
feedback on the optimal methods to move marketing endeavors forward.

We are also looking at “value added” products through our Membership Affinity program that may
my find highly desirable. This summer we added a personal travel discount program that offers
discounts on hotels, airfare and rental cars that many members have already taken advantage of
during the summer. We have been approach with 3-4 other affinity membership programs on items
that people utilized in their everyday lives that we will investigate further for possible membership
enhancements.

With Beth Binkley’s retirement at the end of 2016, we have been able to re-engineer the job
description to offer a position to Heather Willden as our new Communications Coordinator.
Heather has hit the ground running with our communications processes and will be lending a big
hand at AARC Congress in a variety of areas with our Booth and Big Ideas Theater.

Products

Benchmarking subscriptions have dipped significantly in 2017 as the economic reigns are
tightening for hospitals with approximately 20-30 hospitals around the US and in Middle East (2).
September 2017 will launch a Benchmarking 2.0 Program that has had an overhaul and additions
based on marketing research feedback. We have also brought the database and program “in-house”
which will allow us to meet subscriber needs quicker while eliminating monthly costs and redesign
expenses. We are also looking at a “view only” option based on a 2-year analysis of our program.
As we launch this program in September, we will offer discounted rates and opportunities for
previous subscribers and new subscribers. A Corporate Sponsor and subscriptions purchased by
Draeger will also add another 25-30 subscribers.

In 2018, we will look to provide updates to both the URM and Competency products since it has
been several years since they have both been updated. New editions always generate strong interest
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and sales.

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. 2017 was our fifth-
year outsourcing RC Week products to Coleman. We came in right about our budget target in 2016
and realized a similar royalty to last year. 2017 appears to be tracking slightly ahead of 2016 as we
had a “2-3 weeks” with an earlier launch and some more focused marketing strategies with some
nice logos and a focus on “teamwork”. With RCW coming after Congress, our heaviest sales will
come after the deadline for Fall Board reports.

Sponsorships and Grants

We continue to work to acquire sponsorships and grants for our various educational products and
other projects (Non AARC Congress related) in 2017. | expect that 2017 will be a good year in
both of these areas that meet and exceed 2017 budget projections and prior years for new projects
not carried over.

RESPIRATORY CARE Journal

As all peer-review publications, the majority of the manuscripts received today are unsolicited
submissions of original research. We also solicit and publish manuscripts from experts in areas of
interest to our readers. Examples of these are, Journal Conference proceedings, reviews, and
certain presentations at the AARC Congress. Prior to 2008 we were publishing about 60%
unsolicited and 40% solicited articles; that is, we weren’t receiving enough original research
manuscripts to fill the pages we wanted to publish. All this changed beginning in 2008 to what was
considered to be a reasonable goal of around 600 annual submissions of which more than 500 are
original research. RESPIRATORY CARE today is a very successful publication and operating as
inexpensive as it has been in more than 25 years.

From the beginning of the OPEN FORUM 43 years ago, the Journal and staff are responsible for
the administration and process necessary to present the abstract and poster sessions at the AARC
Congress. The 2017 process is now completed and we should have very exciting and informative
sessions at AARC Congress 2017. As it has been the case for the last 4 years, accepted abstracts
will be presented in one of 3 formats: Editors’ Choice, Poster Discussion, and Poster Only.
Submissions for this year and comparison to years past are shown in the table below:

Submissions Accepted Rejected %Eg;;:, DiS:?JSst;EJns Pgsrf?;s
2017 240 204 (84%) 40 (16%) 8 173 23
2016 235 206 (86%) 29 (14%) 10 164 32
2015 283 222 (78%) 61 (22%) 11 173 38
2014 361 254 (70%) 107 (30%) 6 154 94
2013 398 287 (72%) 111 (28%) - 287 -
2012 419 328 (78%) 91 (22%) - 328 -
2011 347 271 (78%) 79 (22%) - 271 -
2010 387 280 (72%) 107 (28%) - 280 -
2009 277 228 (82%) 49 (18%) - 228 -
2008 306 269 (88%) 37 (12%) - 269 -
2007 283 242 (86%) 41 (14%) - 242 -
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Big thanks to the Program Committee, Doug Laher and his staff, and Monaghan Medical for their
unrestricted educational grant supporting the 43" OPEN FORUM.

For the 56™ time since 1982, the June issue of the Journal contained the proceedings from last
year’s Journal Conference on Pediatric Respiratory Care. Also, in June this year we held the 2017
Conference on Respiratory Medications for COPD and Adult Asthma: Pharmacologic Actions to
Clinical Applications, to be published next year.

Lastly, but most important, preparations are now completed for Rich Branson MSc RRT FAARC,
Professor of Surgery at the University of Cincinnati College of Medicine, to follow Dean Hess
PhD RRT FAARC as Editor-In-Chief at the end of this year. Rich will be the sixth editor since its
founding in 1956 and as it has been the case with every new editor, we predict another smooth and
successful transition.

We would like to take this opportunity to recognize Dean Hess for his exceptional leadership and
devoted service during his 10 years as Editor-In-Chief. Under his stewardship, the Journal has
attained growth and quality as never before. We owe him more than words can express or plaques
and gifts could adequately recognize. His commitment will truly be missed, his shoes will not
easily be filled, and his positive outlook and dedication will probably never be matched.

Our Mission

RESPIRATORY CARE deals with the subject area of the same name, and thus publishes
articles pertaining to disorders affecting the cardiorespiratory system, including their
pathogenesis, pathophysiology, manifestations, diagnostic assessment, monitoring,
prevention, and management. Because the practice of respiratory care prominently
involves equipment and devices, the development, evaluation, and use of these things
feature prominently in what the Journal publishes. However, as indicated by the word
“care” in its name, the Journal also emphasizes the patient, and on improving all aspects
of the care of individuals affected by respiratory disease.

In addition to the reports of original research and the other article types, an important
function of RESPIRATORY CARE is the publication of state-of-the-art special issues
arising from conferences convened by the Journal. These Journal Conferences have been
an integral part of the Journal for 35 years.

All manuscripts submitted to RESPIRATORY CARE are subjected to peer review. The
Editor relies on evaluations by members of the Editorial Board and outside experts in
deciding whether submitted manuscripts should be accepted for publication, revised for
further peer review, or rejected.

DATA CLEANUP
The data cleanup process continues. In 20 years, we had accumulated over 300,000 accounts.
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Needless to say, many of these were duplicates. Another large number have not had any recent
activity.

There were just under 33,000 duplicate emails. We have cleaned about half already. In addition, a
program now checks every new account and verifies that the email address does not already exist
within the database. Customer service is processing accounts that generate a warning on a daily
basis to prevent any more from being added.

We have 89,826 accounts for members and companies that are considered currently active.
Accounts that have not had any activity in the last 7 years are being tagged for deletion.

Hospital names and addresses have been cleaned up using a list from the AHA as our reference.
We have also created the relationship between hospitals and one of the 424 controlling
organizations that they may belong to. This will allow us to provide special programs or discounts
based on affiliations. We will be attempting to replicate this same relationship with our corporate
partners to identify all their various subdivisions. Other company records will follow afterwards.

We are removing about 20 different member types that have become deprecated due to programs
that we no longer offer, or types that were created and no longer relevant. That will result in the
removal of another 30,000 or more accounts.

AMS UPGRADE
We have begun the upgrade process.

Protech collected information about our membership types and processes. They have also started
looking at our accounting system. They are using preliminary information that was available in the
RFP, and now starting to add more of the details.

We will be having the project kick-off meeting Oct 11-13. Protech will start reviewing our
business processes to see where they align with the standard product and where we will need to
either modify our process or develop custom solutions. Everyone has committed to adapting our
current business processes to the Protech product as much as possible to prevent the costly
problem of maintaining custom software for eternity.

Accounting will be doing an upgrade from our current version of Great Plains software to the
Dynamics version. This will be a straight upgrade in late November or early December.
Accounting will then be familiar with the new version in time for year-end closing. This two-step
process will make it easier for accounting to convert to the new database format in Spring 2018.

This project will be managed as a series of ‘sprints’. Rather than trying to solve every problem at
once, each department will be given smaller tasks based on a 2-week cycle. We will have calls that
anyone can join every two weeks to check our progress. This allows us to quickly identify
problems or conflicts and resolve them before a lot of energy has been spent going down a
potentially wrong path.
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Executive Office Referrals

(from June 2017 BOD meeting)

Recommendation 17-2-23.2 “That the AARC BOD consider offering a reduced rate for
web-based membership to those living in countries that hold International Affiliate status
and that the rate be lower than the rate before international affiliate status was initially
granted.” Referred to Executive Office to report back at October 2017 meeting

o Shawna Strickland and Steve Nelson are exploring options with the new database
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Advocacy and Government Affairs

Submitted by Anne Marie Hummel — Congress 2017

Recommendations

None

Report

CONGRESSIONAL UPDATE

Congress is returning from its August recess and must address a number of contentious issues,
including healthcare, tax reform, FY 2018 appropriations, and raising the debt ceiling. There is
quite a bit of uncertainty around health reform following the Senate’s inability to pass a bill prior
to recess. The Senate Finance Committee and the Health, Education, Labor, and Pensions (HELP)
Committees plan to hold bipartisan hearings on stabilizing the individual insurance market in early
September.

During the Senate debate on replacing the Accountable Care Act, AARC sent a letter to all
Senators on behalf of patients with chronic respiratory conditions. The letter opposed policies that
would 1) increase the number of uninsured Americans, 2) weaken the Essential Health Benefits
provision, and 3) make health insurance less affordable. AARC advocated for policies that
supported preventive medicine such as routine newborn screening, wellness visits, smoking
cessation, disease management and pulmonary rehabilitation.

Congress will once again work to tackle the appropriations process in earnest. The first week of
September will be busy, with full committee and subcommittee markups of the Senate Labor HHS
appropriations bill, a House vote on the omnibus appropriations bill, and a potential House vote on
a budget resolution. We expect to see a Senate Labor-HHS report once the bill is considered by
the full appropriations committee and will review it to see if our requested report language aimed
at studying the benefits of RTs was included, as it was in the House version. The debt ceiling will
need to be raised by September 29th and September 30th is also the end of the fiscal year, making
it likely a continuing resolution to fund the government through December will be linked to a debt
ceiling increase.

In their budget negotiations, Senators will consider President Trump’s administration’s FY 18
nonbinding budget. The President’s proposed budget includes major cuts to non-defense
discretionary spending. Many members of Congress from both sides of the aisle have called these
major cuts “dead on arrival.” There is hope that a budget deal that will raise the spending caps
imposed by the Budget Control Act of 2011 will be stuck before the end of the year and in time to
finalize the FY 18 spending bills.

Our lobbyists have met with key Congressional offices, focusing on offices where staff expressed
interest in telehealth and RTs during the PACT Hill Day and where members are on relevant
committees. Key points of discussion have included the critical role of RTs in care delivery for
patients, and the importance of including RTs in telehealth legislation. There are currently three
telehealth bills which include coverage for RTs. Our lobbyists have met with offices working on
all three bills and will continue to try to garner support for these and other telehealth vehicles
which include RTs.

43



LEGISLATIVE INITIATIVES

Many members of Congress remain interested in advancing telehealth legislation, but progress has
been slowed by the focus on the repeal and replacement of the Affordable Care Act. We anticipate
it will continue to take a backseat this fall to efforts to stabilize the individual markets, reauthorize
CHIP, and address budget and appropriations issues.

Summer Virtual Lobby Week/Grassroots Activities

As you know, to ramp up co-sponsorship for telehealth bills that benefit respiratory therapists and
their patients, e.g., the Medicare Telehealth Parity Act (H.R. 2550), the HEART Act, (H.R. 2291),
and the Telehealth in Public Housing Act (H.R. 766), we held a one-week summer Virtual Lobby
Week July 10-14. Considering the time of year, we had a pretty good week with over 3,500 emails
sent. The goal was to put these bills in front of House members before they left for their August
recess and to follow-up with a grassroots advocacy effort while they were in their home districts.
Messages went out to our PACT reps encouraging them to work with state leadership to set up
local meetings and to include patients where possible to increase co-sponsorship. At the time of
this report, only three co-sponsors have added their name subsequent to our VLW — two signed on
to the Parity Act and one signed on to the HEART Act. There will several opportunities during the
remainder of the year when Representatives will be in the home districts and we expect to ramp up
our grassroots efforts during those times.

Medicare Telehealth Parity Act (Parity Act) — H.R. 2550

The Parity Act had 67 co-sponsors at the end of the last Congress, the most of any telehealth bill at
the time. Our goal is to exceed that number this time around. Two recent actions may help us meet
our goal.

First, the original co-sponsors of the Parity Act (Thompson, Harper, Black and Welch) sent out a
“Dear Colleague” letter to House Representatives the end of August. These letters typically have a
greater impact of garnering co-sponsorship when they come from the bill’s co-sponsors. As of
September 1, there were 14 co-sponsors of the Parity Act; we anticipate this number will increase
over the next few weeks once Congress returns after the recess and Labor Day holiday.

Second, AARC developed a letter to go to House Members asking for co-sponsorship of the Parity
Act that includes at the time of this report, 16 organizations supporting the role of respiratory
therapists as telehealth providers. The American Lung Association has agreed to support us but
chose to send a separate letter to the Hill rather than sign-on with other organizations. The letter
highlights studies in which respiratory therapists have improved health outcomes by lowering
hospital readmissions and emergency department visits and how including them as telehealth
providers can meet certain goals of the COPD National Action Plan.

Although we were aware a “Dear Colleague” would be forthcoming, our lobbyists recommended
this action to increase the opportunity for co-sponsorship. We singled out this bill because it is the
most comprehensive and has the chance to gain the most number of co-sponsors. However, we
remain committed to gaining co-sponsorship of H.R. 2291 and H.R. 766 as well as the Parity Act
through our grassroots activities.

Other Telehealth Bills

There has been little action on the other two bills that include respiratory therapists. The HEART
Act is now bipartisan, which is a step forward with Democrat Derek Kilmer (WA) signing on
along with the bill’s sponsor Sean Duffy (R/WI). H.R. 766, focusing on telehealth for individuals
who reside in public housing has one additional co-sponsor, Lloyd Doggett (D/TX) in addition to
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the bill’s sponsor Nadia Velazquez (D/NY). This bill will need bipartisan co-sponsorship if it has
any chance to move forward and our efforts should focus on securing Republicans to sign on.

In terms of co-sponsorship, the CONNECT for Health Act (S.1016/H.R. 2556) has 13 co-sponsors
for the Senate bill and 17 co-sponsors for the House bill. These telehealth bills largely supported
by stakeholders that comprise the Telehealth/Remote Patient Monitoring Coalition, although a
component of the larger group, CONNECTED Health Initiative, signed on to our letter to the
House in support of the Parity Act. The CHRONIC Care Act (S.870), developed by the Senate
Finance Committee’s Working Group on Chronic Care had 18 co-sponsors as of September 1.

FEDERAL INITIATIVES

2018 Payment Updates for Various Regulations

Inpatient PPS Update

CMS has finalized its proposal to add a quality measure effective for FY 2022 titled “Hospital-
Level, Risk-Standardized Payment Associated with a 30-Day Episode of Care for Pneumonia (PN
Payment).” As reported in June, the measure is expected to create stronger incentives to reduce
practice pattern variations and to achieve lower costs and improve care coordination. CMS also
adopted in the final rule a modified version of the Patient Safety and Adverse Events measure
effective for FY 2023 in order to incentivize hospitals to ensure patients are not harmed by the
medical care they receive which is a critical consideration in quality improvement. Also, as part of
CMS’ ongoing efforts to evaluate and strengthen the Hospital Acquired Conditions Reduction
Program in the acute inpatient care setting, CMS is considering adoption of quality measures to
address ventilator associated events (VAES) including ventilator associated pneumonia (VAP) and
preventable adverse events such as pulmonary edema and acute respiratory distress syndrome in
future rulemaking. A VAE measure is already part of the quality reporting measure program in
Long-Term Care Hospitals (LTCH).

LTCH PPS Update

By law, LTCHs are required to report certain quality data to CMS in order to receive their full
annual update under the LTCH PPS. In the final rule for the FY 2018 update, two new measures
related to ventilator weaning are being adopted beginning with the FY 2020 quality reporting
program for admissions and discharges occurring on or after April 1, 2018. The first measure is
Compliance with Spontaneous Breathing Trial (SBT) by Day 2 of the LTCH Stay. Components of
the measure include 1) the percentage of patients admitted on invasive mechanical ventilation who
were assessed for readiness for SBT by day 2; and, 2) the percentage of patients deemed medically

ready for SBT and who received it by day 2. The measure is intended to ensure timely assessment
of a patient’s readiness to be weaned based on adherence of evidence-based and consensus-based
guidelines. The second measure is Ventilator Liberation Rate. This outcome measure reports the
percentage of LTCH patients admitted on invasive mechanical ventilation, for whom weaning
attempts were expected or anticipated, and are fully weaned by the end of the LTCH stay. Overall,
the first measure captures the weaning process while the second measure captures the outcome of
successful “liberation” from invasive mechanical ventilation.

SNFE PPS Update — Standardized Assessment Data

As reported in June, the IMPACT Act requires standardized assessment among post-acute care
providers in five categories: 1) functional status; 2) cognitive function; 3) special services,
treatment and interventions; 4) medical conditions and co-morbidities; and, 5) impairments. It its
final rule on the 2018 update to SNF PPS payment rates, CMS has chosen not to finalize three of
the five data elements, one of which is special services due to concerns of increased reporting
burden, need hire additional resources, updating protocols and systems and training staff.
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In the special services category CMS proposed a respiratory treatment grouping including
continuous and intermittent oxygen, suctioning, trach care, and non-invasive/invasive mechanical
ventilation. Working with the Long Term Section, AARC submitted the following comments and
recommendations: 1) there should be differentiation in high flow vs low flow oxygen devices; 2)
suctioning should only be performed when clinically indicated in compliance with AARC Clinical
Practice Guidelines; 3) tracheostomy care should be included as a data element; and, 4) the term
“non-invasive mechanical ventilation” should be used when referring to CPAP/BiPAP and not the
use of the term “mechanical ventilator”.

SNF PPS Update — Payment Methodology for Non-Ancillary Therapy Services

In a separate SNF regulation as reported in June, CMS proposed to revise how it calculates PPS
rates to cover costs of non-therapy ancillary (NTA) services such as drugs, lab services, respiratory
therapy and medical supplies to more accurately reflect the costs. Currently these services are
incorporated into the nursing component. The new proposed methodology consists of
conditions/extensive services to which points would be assigned based on resource use, resulting
in six categories ranging in points from 0 to 11+. Those dealing with respiratory issues include the
following: Ventilator/Respiratory (High), Cystic Fibrosis (Medium), Multiple Sclerosis (Medium),
Tracheostomy (Medium), Asthma, COPD or Chronic Lung Disease (Medium), and Suctioning
(Low). AARC submitted comments recommending changes to the resource use tier assignments
and use of certain terminology. Because the comment period was extended, these rules have not
been finalized.

Competitive Bidding and Its Impact on Patient Access

As noted in the last Board report, CMS made payment adjustments for DME items in non-
competitive and rural areas which resulted in drastic cuts, especially to oxygen concentrators, even
though Congress provided relief as part of the 21 Century Cures Act. AARC assisted
AAHomecare in a campaign to get House leaders to sign-on to a letter to Secretary Price and CMS
Administrator Varna urging them to use their authority to make needed reforms to current DME
policies and regulations and to protect beneficiary access. One hundred and fifty-three members
signed the letter. Subsequent to that campaign, AAHomecare recently secured the services of
Dobson/DaVanzo, the company AARC used to develop a cost analysis for our self-management
education legislative initiative, to create a survey to help determine patient access to home medical
equipment, supplies, and services as part of the Competitive Bidding Program. The survey was
initiated in response to requests from Members of Congress and regulatory policymakers as part of
the efforts to provide relief to rural/non-bid providers. Two primary target groups to receive the
survey are Medicare beneficiaries and case managers/discharge planners who help coordinate
DME items, service and supplies for patients. As the request of AAHomecare, AARC has sent the
survey, which was approved by the Executive Committee, to members of our home care, long-term
care and continuing care/rehabilitation sections for their input.

Tobacco Issues

At the end of July, the Food and Drug Administration (FDA) announced a new comprehensive
plan to regulate tobacco and nicotine that will serve as a multi-year roadmap to better protect kids
and significantly reduce tobacco-related disease and death. A key piece of FDA’s approach is to
begin a public dialogue about lowering nicotine levels in combustible cigarettes to non-addictive
levels through the development of product standards. As a way to encourage innovations that
make a notable public health difference and inform public policies, FDA is extending the timeline
to August 8, 2022, for manufacturers to submit tobacco product review applications for newly
regulated products that were on the market as of August 8, 2016.
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Additionally, FDA intends to issue regulations seeking input on the potential benefits and possible
adverse effects of lowering nicotine in cigarettes. FDA also plans to seek public input on the role
that flavors (including menthol) in tobacco products play in attracting youth and may help smokers
switch to potentially less harmful forms of nicotine delivery as well as seeking input on patterns of
use and public health impacts from premium cigars. Last, FDA will launch a public education
campaign by expanding its “The Real Cost” campaign aimed at discouraging the use of e-
cigarettes and other electronic nicotine delivery systems (ENDS) by including messaging to teens
about the dangers of using these products.

As part of the Tobacco Partners Coalition, AARC will join other stakeholders in submitting public
comments spearheaded by the Campaign for Tobacco Free Kids as future proposed rules on these
subjects become available.

Telehealth and Its Cost Effectiveness

As you know, the primary drawback to enacting telehealth legislation, or any legislation for that
matter, is whether or not it will increase direct spending. Two activities are underway that may
assist in determining the true value and cost effectiveness of telehealth moving forward.

CMS Telehealth Study in SNFs

CMS has selected TripleCare, a national provider of telemedicine-based health care services to
skilled nursing facilities (SNFs) to participate in a one-year study to evaluate the cost-effectiveness
of telehealth utilization in SNFs. The study will bring virtual physician services to three Florida-
based SNFs in Bradenton, Port St. Lucie and St. Augustine. The telehealth services will kick in
during off hours when physicians are not physically present and at a time when changes in
patients’ conditions often occur. TripleCare is one of the nation’s first telemedicine providers and
their track record has proven to aid in avoiding unnecessary hospital transfers.

Data to Assist CBO in Demonstrating Telehealth Can Save Money

The Center for Telehealth and e-Law (CtEL)’s Telehealth Reimbursement Coalition is collecting
data and research on the costs of telehealth from thousands of hospitals, providers and insurers.
Plans are to present an interim report to CBO in October and a final report by the second quarter of
2018. The goal is to provide evidence that will assist CBO in scoring issues that plague telehealth
policies; namely, expanding Medicare coverage. Depending on the outcome, the results can go a
long way to helping reduce CBO estimates in the past that held back legislation due to
overestimation of costs.

Pulmonary Rehabilitation

As discussed in previous Board meetings, AARC along with other pulmonary organizations
submitted comments to CMS calling for a merger of cardiac and pulmonary rehabilitation (PR)
into one Ambulatory Payment Classification group in anticipation of the CY 2018 update to the
hospital outpatient prospective payment system regulations. This action would increase the rate for
pulmonary rehabilitation to roughly $98 and reduce cardiac rehabilitation payment by about 10%,
to around $111. Unfortunately, when CMS published the proposed rules in July, pulmonary
rehabilitation was placed in an APC along with a multitude of other services, similar to last year.
The proposed payment rate for G0424 in CY 2018 is $53.22, $1.31 lower than the CY 2017 rate.
Payment for codes G0237, G0238, and G0239, considered individual respiratory therapy codes by
CMS, is proposed at $29.65, $1.28 higher than last year. CMS uses the latest data when they
publish final rules, so it is likely the rates could increase slightly.

The problem remains that hospitals are failing to establish appropriate charges for G0424, even
though an effort was made several years ago to educate hospitals via development of a Pulmonary
Rehabilitation Toolkit on services that should be considered as part of the single, bundled code.
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An analysis of recent claims data from 1,350 hospitals that billed Medicare for G0424, revealed
the average charge to be around $400 (an arbitrary number but one specifically identified by a
Task Force within AACVPR.) However, roughly 680 hospitals, about a 50% reduction, have at
least 250+ annual claims and charges under $400. Since we have not been successful in working
with CMS, the next effort will be to contact the Chief Executive Officers of these hospitals to
make them aware that their charges are below the national norm and to offer assistance in setting
the appropriate charge, including sending a hard copy of the Pulmonary Rehabilitation Toolkit.

After Labor Day, AACVPR has planned an aggressive follow-up once the letters have been sent.
A Task Force will coordinate local outreach to all 680 institutions receiving the letter. That
outreach may come from the program director, medical director, or another key person intimately
involved with pulmonary rehabilitation. Ultimately, if appropriate charges are submitted to CMS,
the payment rate should increase over time.

STATE INITIATIVES

RRT Entry-Level Licensure

New Jersey

A bill 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. It was
enacted on July 21 and New Jersey now becomes the sixth state to move to RRT entry-level
licensure. Congrats!! If your state is considering moving to RRT entry-level licensure, don’t forget
AARC’s guidance document at: http://www.aarc.org/resources/professional-documents/guidance-
documents/

Telehealth

Since the last report, a number of states have been very active in enacting legislation that either
specifically includes respiratory therapists (RTs) in the bill language or defines “health care
professional” in a way that should include RTs. Highlights are discussed below:

New Jersey
The bill enables physicians to establish a doctor-patient relationship via telehealth, ensures the

same standard of care as an in-person visit, and ensures coverage and payment parity for private
payers, state Medicaid and other health plans. “Health care providers” can furnish telehealth
services within their scope of practice as long as they have a valid license or certification.
Respiratory therapists are specifically mentioned as providers.

North Dakota

Telehealth services are covered for individual and group health insurance programs and the public
employees’ retirement system uniform group insurance program. Health care provider is defined
by certain sections of the statute which includes Chapter 43-42, respiratory therapists.

Texas

Texas enacted telehealth legislation to revise the definition of telemedicine to mean “a health care
service delivered by a physician licensed in this state, or a health professional acting under the
delegation and supervision of a physician licensed in this state, and acting within the scope of the
physician's or health professional's license...” The bill also calls for rules to ensure adequate
supervision on non-physician health professionals who provide telemedicine and to establish a
maximum number of such non-physician health professionals the physician may supervise through
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a telemedicine medical service. The language implies that respiratory therapists would be covered
as telehealth providers.

Vermont

The law expands private insurance coverage for telehealth services, ensures payment parity for
face-to-face visits, removes restrictions on originating sites, allows for payment to some store-and-
forward technologies, loosens documentation requirements for telehealth and allows telehealth-
based prescribing. It is the only state that prohibits recording telehealth sessions.

A health care provider is a “person, partnership, or corporation other than a facility or institution
that is licensed, certified, or otherwise authorized by law to provide professional health care
services to an individual during medical care, treatment or confinement. Respiratory therapists
would appear to be covered under this definition.

Hawaii

The law covers telehealth under its “Health Benefit Plan Network Access and Adequacy” program.
A telehealth provider must be a physician or other health care practitioner licensed, accredited, or
certified consistent with their scope of practice. The bill requires a sufficient number of providers
to serve low-income, underserved individuals to ensure access to benefits without unreasonable
travel or delay. It is unclear whether RTs would be covered as providers under the definition
although the definition could be defined more clearly through regulations.

District of Columbia

Although DC previously enacted parity legislation for private coverage as well as Medicaid
telehealth coverage, it enacted an Emergency Act on July 20, 2017 as part of its FY 2018 budget to
add grants to develop and apply telehealth to providers and residents of certain Wards, homeless
shelters or public housing, public schools, patient homes and SNFs, and to promote telehealth in
specialty areas (e.g., could include pulmonology).

Maine

Enacted as a Veto Override, the law provides telehealth for MaineCare and includes consultation
and education relative to diagnosis, treatment, care management and self-management of a
patient's physical and mental health. It only refers to “health care professionals” in general as
telehealth providers so it is unclear whether respiratory therapists would be included or not.

Minnesota

Minnesota’s law requires real-time two-way audio and visual communications or store and
forward technology to provide or support healthcare delivery that facilitates the assessment,
diagnosis, consultation, treatment, education and care management of a patient’s healthcare. It
does not address who can furnish telehealth services.

Wyoming

Wyoming has an enrolled bill to create an Office of Rural Health to collaborate with professional
and occupational licensing boards to issue rules and definitions related to the practice of telehealth
specific to an individual profession or occupation as long as such boards confer with the Office to
ensure a uniform system of standards for the practice of telehealth. This can open the doors for the
state to create telehealth rules specific to respiratory therapy.

Overview of Future Licensing Board Issues

State societies should be prepared to see an increase in legislation that aims to change the nature of
how licensing boards operate. As you will recall, in 2015 the Supreme Court upheld a ruling by the
Federal Trade Commission (FTC) that the NC Board of Dental Examiners violated federal antitrust
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laws by preventing non-dentists from providing teeth whitening in malls in competition with the
state’s licensed dentists. Subsequent to that decision, staff at the FTC’s Board of Competition
issued guidance to states on how they could avoid conflict with antitrust laws and, as a result, we
are now beginning to see actions that impact all state licensing boards.

The primary issue is a number of licensing boards are largely dominated by members of their
respective professions. For example, doctors regulate doctors, respiratory therapists regulate RTs,
physician assistants regulate PAs, etc. The composition of these boards gets to the basic problem
of competition. Although many states require a sunset review process for occupational licensing, it
may not be enough moving forward for states to be immune from antitrust laws based on the
Supreme Court’s decision.

“The Court holds today that a state board on which a controlling number of decisionmakers
are active market participants in the occupation the board regulates must satisfy Midcal’s
[Cal. Retail Liquor Dealers Ass’n v. Midcal Aluminum, Inc., 445 U.S. 97 (1980)] active
supervision requirement in order to invoke state-action antitrust immunity.” N.C. Dental,
135S. Ct. at 1114.

According to the FTC guidance document, “a state may avoid all conflict with the federal antitrust
laws by creating regulatory boards that serve only in an advisory capacity, or by staffing a
regulatory board exclusively with persons who have no financial interest in the occupation that is
being regulated.” As a result of these actions, we are seeing changes to licensing boards in Ohio,
Wisconsin, Nebraska, and Kentucky as reported previously. Updates include the following:
e Ohio: Since the last report, Ohio enacted legislation that abolishes the Ohio Respiratory
Care Board (ORCB) effective January 21, 2018 and moves it under the auspices of the
Ohio State Medical Board. It also moves home medical equipment policies previously
regulated by the ORCB to the State Board of Pharmacy. Under the new law, the State
Medical Board is required to appoint a respiratory care advisory council consisting of 7
members (2 physicians, 4 respiratory care professionals, and one member not affiliated
with any health care professional) to advise the board on issues relating to the practice of
respiratory care who will serve three-year staggered terms.

e Wisconsin: As reported in June, the state is facing the creation of an Occupational License
Review Council whose role is to review currently licensed professions and, based on a set
of criteria, make recommendations to the legislature and Governor taking into account
whether less restrictive forms of regulation versus licensure are available that still protect
public health, safety and welfare. An unexpected hearing was held on August 24, 2017.
The WSRC joined forces with the PT and OT groups opposing the bills and is in the
process of engaging the lobbyist working with the PT Association to represent respiratory
therapists in the state.

e Nebraska: The legislature is currently of out session, so action on their “Occupational
Board Reform Act” bill to reorganize 172 licensing boards, including respiratory therapy is
on hold. However, we assume this battle will continue when the legislature reconvenes.
The bill creates a new oversight office designed to increase competition and use the least
restrictive regulations needed to protect the public.
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A Federal bill introduced by Representative Darrell Issa (R/CA) titled “Restoring Board Immunity
(RBI) Act, H.R. 3446 was recently introduced to combat abuse of occupational licensing laws. It
threatens to mandate all states create active supervision or judicial review of licensing boards to
restore antitrust immunity, promote competition, encourage innovation and protect consumers. At
the heart of the legislation is creation of the Office of Supervision of Occupational Boards
designed to exercise considerable control of all licensing Boards and occupational regulatory
actions. A review of the bill language will be provided during the joint BOD/HOD session.
Since it has been introduced by only one member of the House of Representatives and has no
current co-sponsors, it is unlikely the bill will move forward through Congress. However, the text
language is very similar to that of the Nebraska bill and the impact is consistent with bills in Ohio
and Wisconsin. So regardless of whether the Federal bill moves forward, we should expect to see
more states develop their own legislative initiatives in this arena.

Other State Activities of Interest

Colorado

A formal complaint has been filed with the Joint Commission, the CO Department of Regulatory
Affairs (DORA) and the CO Department of Public Health and Environment over interpretation by
a Chief Executive Office of a local hospital that the state’s Practice Act allows students to practice
respiratory therapy without a license. Six students are involved. It is unclear whether the
individuals have badges identifying them as students or respiratory technicians and whether they
are being directly supervised. The CSRC has been working with DORA, the state agency
overseeing RT licensure, about the violations. The students’ credentialing and licensure post-
graduation could be in jeopardy if the practice continues.

South Carolina

As part of an appropriations bill, SC recently enacted a provision permitting unlicensed persons in
community-based programs sponsored, licensed or certified by the South Carolina Department of
Disabilities and Special Needs, to furnish medications provided they have been trained and
supervised by licensed nurses, pharmacists, and physicians and have documented successful
completion of medication training and competency evaluation. Medications are limited to oral,
sublingual, buccal, topical, inhalation and transdermal medications. Although it is limited to
certain types of programs, it is nonetheless concerning to RTs in the state.

Tennessee

A recently enacted bill establishes “community paramedicine” which means the practice by
emergency medical services personnel, primarily in an out-of-hospital setting, may provide

patient evaluation, advice, treatment directed at preventing or improving a particular medical
condition, or referrals to other community resources, which may be provided occasionally or at
irregular intervals. AARC continues to monitor bills that may remove the term “out-of-hospital”
with respect to licensing laws for emergency medical services personnel, including paramedics and
EMTs, and first responders. We are aware of concerns expressed by many RTs about increased
hospital utilization of paramedics in lieu of RTs within the inpatient hospital setting.

Washington
Washington is another example of the extended role of emergency personnel. A recently enacted

bill permits any fire department to develop a community assistance referral and education services
program. The program can partner with hospitals to reduce readmissions by hiring or contracting
with health care professionals, including emergency medical technicians, advanced EMTs and
paramedics, as long as they perform medical procedures they are trained and certified to provide
and are under the supervision of an approved medical director.

New Jersey, Oregon and Maine
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These states all passed laws recently to raise the minimum age to 21 to purchase tobacco. New
Jersey’s law becomes effective November 1, 2017: Oregon’s law becomes effective January 1,
2018, and Maine’s law kicks in July 2018. That brings the total to five states, California and
Hawaii being the other two. Massachusetts is expected to become the sixth.

California

In a bill amended by the Senate on August 28, 2017, the state would expand preventive asthma
services for low-income residents under the Medi-Cal program. Covered services include asthma
education (e.g., use of medications, self-management techniques, action to mitigate exposures that
exacerbate asthma symptoms consistent with national guidelines) and environmental asthma
trigger assessment services (e.g., allergens and irritant found around the home). To be qualified as
an “asthma preventive services provider” certain qualifications must be met including successful
completion, at a minimum, of 16 hours of face-to-face client interaction training focused on
asthma management and prevention within a six-month period. Respiratory therapists, especially
those who have completed AARC’s Asthma Educator course, should be eligible to provide
services once the bill is enacted.

Extension of RT Licensing Boards

The following states have legislation either enacted or moving through the legislative to extend
authority of their RT licensing boards: AZ — 2025, CA — 2022, CO - 2024, MD — 2021 and OH —
2021.

52



Advocacy &Government Affairs Committee

Submitted by Frank Salvatore — Congress 2017

Recommendations

None
Report

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

*The summer Virtual Lobby Week (VLW) occurred July 10th through July 14th. See attached
documents that show the data from the V LW . It wasn’t as successful as we’d hoped,

the number of C o -Sponsors who signed on after the VLW was 1. The current number of co-
sponsors as off this report is 14 which includes the original sponsor/co-sponsors.

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 that are looking into moving

to RRT Entry Licensure.

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)

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

*There is a limited time in September where the House and Senate are in session.

We’re working with the PACT reps to continue our push for co -sponsors through concerted
activity in the home districts.

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)
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Measures of success:

. 20% increase in the number of co-signers of the Telehealth bill.
o Not MET
. Produce 10% more emails sent to Capitol Hill this virtual lobbying week

0 Not MET (-21%)
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AARC Summer 2017 Virtual Lobby Week
Messages by Activist Type

Before Total for [Total incl. % of
ACTIVIST TYPE 211017 7/10/2017 [7/11/2017 (7/12/2017 [7/13/2017 [7/14/2017 VLW before VLW Trend Total:
RESPIRATORY THERAPISTS 153 731 698 643 445 285 2,802 2,955 7~ [82.1%
Students| 11 45 71 69 37 31 253 264 ~ ~—[7.3%
Physicians| 5 9 14 10 11 4 48 53 — . |1.5%
Patients| 7 21 18 11 17 9 76 83 T~ 2.3%
Caregivers| 4 9 16 13 8 4 50 54 — ~[1.5%
Supporters/Friends of the RT Profession 6 35 46 46 37 21 185 191 ~~ ~5.3%
Total Activists: 186 850 863 792 555 354 3,414 3,600 S
Before Total for [Total incl. % of
MESSAGES BY: 2 110/17 7/10/2017 [7/11/2017 (7/12/2017 [7/13/2017 [7/14/2017 VLW before VLW Total:
RESPIRATORY THERAPISTS 157 812 767 680 473 293 3,025 3,182 /S [82.1%
Students| 12 45 73 73 41 31 263 275 ~ ~—[7.1%
Physicians| 5 10 16 11 12 4 53 58 — |1.5%
Patients| 7 27 19 11 17 9 83 90 T [2.3%
Caregivers| 5 9 17 14 8 6 54 59 -~ |1.5%
Supporters/Friends of the RT Profession 7 41 48 53 39 23 204 211 ~ ~[5.4%
Total Messages: 193 944 940 842 590 366 3,682 3,875 S
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TOTAL TOTAL
#  |JACTIVIST STATE E-MAIL PRINTED ACTIVISTS ADVOCACY
MESSAGES
1 |CO (Colorado) 488 1 203 489
2 |PA (Pennsylvania) 379 25 348 404
3 [TX (Texas) 356 3 274 359
4 |FL (Florida) 203 3 170 206
5 |CA (California) 188 1 168 189
6 |SC (South Carolina) 155 11 127 166
7 [KY (Kentucky) 112 12 97 124
8 INY (New York) 123 0 94 123
9 [NJ (New Jersey) 108 0 75 108
10 WV (West Virginia) 101 1 70 102
11 [GA (Georgia) 92 9 71 101
12 [MN (Minnesota) 100 0 72 100
13 [MI (Michigan) 92 3 83 95
14 [VA (Virginia) 89 2 73 91
15 |OH (Ohio) 77 8 66 85
16 |SD (South Dakota) 75 0 47 75
17 [IN (Indiana) 75 0 59 75
18 MO (Missouri) 72 0 57 72
19 |AR (Arkansas) 68 1 52 69
20 |WI (Wisconsin) 69 0 53 69
21 |MD (Maryland) 64 0 38 64
22 |LA (Louisiana) 55 0 39 55
23 INC (North Carolina) 54 1 45 55
24 WA (Washington) 54 0 52 54
25 |OR (Oregon) 51 2 33 53
26 [UT (Utah) 46 5 43 51
27 [IL (Illinois) 50 0 47 50
28 [KS (Kansas) 47 1 36 48
29 [TN (Tennessee) 46 1 31 47
30 [MA (Massachusetts) 38 1 37 39
31 |ICT (Connecticut) 37 0 31 37
32 [NE (Nebraska) 29 1 26 30
33 |AZ (Arizona) 26 0 24 26
34 |ID (Idaho) 26 0 20 26
35 |IA (lowa) 25 0 22 25
36 [NV (Nevada) 24 0 23 24
37 IMS (Mississippi) 12 10 16 23
38 |OK (Oklahoma) 21 0 18 21
39 |AL (Alabama) 18 1 17 19
40 INM (New Mexico) 18 0 10 18
41 INH (New Hampshire) 14 0 14 14
42 [MT (Montana) 0 14 11 14
43 WY (Wyoming) 14 0 10 14
44 IME (Maine) 13 0 13 13
45 |DE (Delaware) 13 0 12 13
46 |DC (District of Columbia) 7 2 8 9
47 IND (North Dakota) 6 0 5 6
48 VT (Vermont) 5 0 3 5
49 |RI (Rhode Island) 5 0 4 5
50 [HI (Hawaii) 5 0 5 5
51 |AK (Alaska) 2 0 2 2
3,840 119 2,947 3,960

56




AARC Summer 2017 VLW Statistics

Messages by State - Campaign Totals to Date

Before Total for Total |Trend 7/10
ACTIVIST STATE 71017 7/10/2017 | 7/11/2017 | 7/12/2017 | 7/13/2017 | 7/14/2017 | VLW (7/10{ from through
7/14) mn7 M4

AK (Alaska) 0 0 1 1 0 0 2 2 N
AL (Alabama) 3 3 4 5 3 1 16 19 —
AR (Arkansas) 0 11 29 15 14 0 69 69 T
AZ (Arizona) 3 2 4 9 8 0 23 26 — N\
CA (California) 18 45 13 29 43 41 171 189 N
CO (Colorado) 4 111 80 147 74 73 485 489 ~"
CT (Connecticut) 7 9 3 8 2 8 30 37 NN
DC (District of Columbia) 0 4 2 1 1 1 9 9 i
DE (Delaware) 2 0 2 5 2 2 11 13 —
FL (Florida) 13 60 85 26 16 6 193 206 TSN—
GA (Georgia) 6 3 38 29 18 7 95 101 S
HI (Hawaii) 0 4 0 0 1 0 5 5 N —
IA (lowa) 0 3 3 2 13 4 25 25 —
ID (ldaho) 1 5 5 4 4 7 25 26 —_——
IL (lllinois) 8 10 7 18 5 2 42 50 —
IN (Indiana) 6 13 20 25 9 2 69 75 —
KS (Kansas) 1 1 27 11 6 2 47 48 N
KY (Kentucky) 2 37 42 17 18 8 122 124 T e
LA (Louisiana) 1 5 11 21 15 2 54 55 —
MA (Massachusetts) 4 5 8 16 5 1 35 39 —_—
MD (Maryland) 1 11 20 18 5 9 63 64 TN
ME (Maine) 0 1 3 5 3 1 13 13 —
MI (Michigan) 4 19 23 23 22 4 91 95 - N
MN (Minnesota) 10 27 18 20 19 6 90 100 —~—
MO (Missouri) 1 14 23 14 15 5 71 72 T~
MS (Mississippi) 5 2 4 4 5 3 18 23 i
MT (Montana) 3 4 2 5 0 0 11 14 —TN
NC (North Carolina) 8 9 14 10 12 2 47 55 T
ND (North Dakota) 0 3 0 2 1 0 6 6 N~
NE (Nebraska) 2 5 4 7 11 1 28 30 —
NH (New Hampshire) 0 1 2 5 4 2 14 14 —
NJ (New Jersey) 24 11 26 20 7 20 84 108 N
NM (New Mexico) 3 0 0 13 2 0 15 18 T
NV (Nevada) 0 0 3 4 9 3 24 24 TN
NY (New York) 10 29 29 29 15 11 113 123 ~—
OH (Ohio) 3 12 27 26 9 8 82 85 e
OK (Oklahoma) 0 6 7 4 3 1 21 21 T—
OR (Oregon) 0 9 7 8 11 18 53 53 _
PA (Pennsylvania) 22 183 72 60 45 22 382 404 S——
RI (Rhode Island) 2 0 2 0 1 0 3 5 AN~
SC (South Carolina) 3 61 49 31 12 10 163 166 T—
SD (South Dakota) 7 6 20 21 7 14 68 75 N
TN (Tennessee) 9 3 12 5 16 2 38 47 "N
TX (Texas) 8 133 100 65 33 20 351 339 T
UT (Utah) 2 3 13 10 18 0 49 51 "\
VA (Virginia) 15 21 8 14 27 6 76 91 ~—"\
VT (Vermont) 3 1 1 0 0 0 2 5 J S—
WA (Washington) 6 2 21 3 3 14 48 54 N
WI (Wisconsin) 4 11 16 13 14 11 65 69 T~
WV (West Virginia) 5 36 27 18 10 6 97 102 T—
WY (Wyoming) 3 1 2 3 4 1 11 14 —\
242 960 944 854 600 367 3,725 3,967 | T T~
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HOD Report

Submitted by Keith Siegel — Congress 2017

Recommendations

None

Report

e Worked with the Executive Office, House Officers, House Committee Co-Chairs and
Delegates on house business.

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

e Appointed House Officers as committee liaisons.

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

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

e Held 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.

e Participated in monthly phone call with President Walsh. | have invited Speaker-elect Miller
to join in those calls, so that she will be up to speed should the need arise once again to step in
to the acting Speaker's role.

e Worked with Speaker-elect Miller, House officers, and Asha Desai to get HOD Ad Hoc
Strategic Goals committees up and running.

e Worked with various House committee chairs on strengthening the committees and evaluating
whether or not they are still effective and necessary committees.

Other

| 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 their invaluable help and
support. Special thanks to Speaker-elect Miller for her support and professionalism as she stepped
in to the role of Acting-Speaker in my absence during the spring, and for her leadership in forming
the House Strategic Goals subcommittees. | also want to express my sincere appreciation to the
Board of Directors, Executive Office staff and House of Delegates for the incredible acts of
kindness and support during my leave of absence.
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Board of Medical Advisors Report

Submitted by Dr. Rob Aranson — Congress 2017

Dr. Aranson will provide a verbal report at the meeting.
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President s Council

Submitted by Dianne Lewis — Congress 2017

Recommendations

None

Report

The Presidents Council is proud to announce the winners for Life and Honorary membership.
Life is Lynda Goodfellow, EdD, RRT, FAARC and Honorary is Russell Acevedo, MD,
FAARC, FCCP. Please congratulate these individuals.

The Council will be meeting in Indianapolis, so if we can assist in any way, do not hesitate to
ask.
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Audit Sub-Committee

Submitted by Teri Miller — Congress 2017

Recommendations

None

Report

As reported in my spring report to the Board of Directors, the Audit Sub-Committee met via
telephone conference call on Monday, March 2, 2017 to review the Association’s consolidated
financial reports and the findings of the independent auditors’ report as presented by Tanya
Severski of the auditing firm Salmon, Sims, Thomas & Associates, LLC. A majority of
members of the AARC Audit Sub-Committee were present on the call, as was AARC
Controller Dan Stoyak and former AARC Controller, Tony Lovio.

The auditors and the Committee members introduced themselves prior to the audit review. The
auditors and the Committee reviewed the consolidated financial statements and independent
auditors report for the years ending December 31, 2015 and December 31, 2016. The auditors
reported that all of the financial records of the Association were found to be in compliance
with generally accepted accounting principles for the United States.

After reviewing each financial statement and answering questions from committee members,
the auditors complemented the manner in which the AARC manages and accounts for its
financial obligations and expressed the “AARC had a very successful year”. It was noted in
footnote 2 of the report the “Forest” grant will now be identified as the “AstraZeneca” grant.
Auditors pointed out in Footnote 5 the key areas under “Temporarily Restricted Net Assets”
which they must verify have regular disbursement are the Disaster Relief Fund and the
Convention Grant. Tony Lovio explained the potential variability of disbursement for the
Disaster Relief Fund is based on need.

The auditors’ report found no material deficiencies and only recommended the minor internal
control actions of maintaining a practice of the retaining of grant supporting documentation in
one place and consideration for routine background checks on AARC staff, particularly those
involved in finance. John Walton inquired related to documentation of grant maintenance and
it was explained by Tony Lovio that all grants and their disbursements are on record and in
order. There was also a suggestion by Mr. Walton that consideration be given to bonding for
the AARC commensurate with the assets of the Association.

e The Audit Sub-Committee continues to monitor the monthly financial statements and
attended the June Finance Committee meeting.

e The Audit Sub-Committee is prepared to participate in the Finance Committee meeting
in October in Indianapolis.
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Other

I would like to thank the Audit Sub-Committee for their participation. | also want to thank
Tony Lovio, Dan Stoyak, and the staff of Salmon Sims Thomas, LLC. Finally, thanks to Past
Speaker Grimball and Speaker Siegel for their guidance and advice as | took on the role of
Chair of this committee.

Members: Karen Schell (KS), Sheri Tooley (NY), Dana Evans (IL), John Walton (IL) and

Teri Miller (GA)
Liaisons: Tony Lovio (TX) and Dan Stoyak (TX).
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Bylaws Committee

Submitted by Bob DeLorme — Congress 2017

Recommendations

That the AARC Board of Directors find that the Nevada Society For Respiratory Care, Inc. are not
in conflict with the AARC Bylaws. (See attachment “NSRC...”)

That the AARC Board of Directors find that the Puerto Rico Society For Respiratory Care, Inc.
are not in conflict with the AARC Bylaws. (See attachment “Puerto Rico”)

That the AARC Board of Directors find that the Rhode Island Society For Respiratory Care, Inc.
are not in conflict with the AARC Bylaws. (See attachment “Bylaws RISRC EDITS”)

That the AARC Board of Directors find that the South Carolina Society For Respiratory Care, Inc.
are not in conflict with the AARC Bylaws. (See attachment “South Carolina Bylaws™)

That the AARC Board of Directors find that the Utah Society For Respiratory Care, Inc. are not in
conflict with the AARC Bylaws. (See attachment “Bylaws of the Utah Society...”)

That the AARC Board of Directors find that the Washington Society For Respiratory Care, Inc.

are not in conflict with the AARC Bylaws. (See attachment “Respiratory Care Society of
Washington™)

Report

AARC Bylaws Committee has recommended 6 Bylaws for approval. Please see recommendation.
The Committee was also asked to give an interpretation.

In order to expedite the conveying of information in a timely manner, The House of Delegates sent
a verbal request for an interpretation.

AD HOC HOD BYLAWS COMMITTEE Recommendation:

1. Resolve that the House of Delegates formally request an interpretation from the AARC Bylaws
Committee of the HOD Bylaws Article V11, section 6 in regards to limiting all voting within the HOD
to a poll vote (i.e. each delegation's vote represents the number of active members in their affiliate).

Bob DeLorme and Brian Cayko were present for the discussion and vote by the HOD to send the
Ad Hoc HOD Bylaws Committee recommendation. The recommendation passed with 72% of the
delegations voting to send the measure to the AARC Bylaws Committee for an official
interpretation.

The AARC Bylaws Committee was able to call a meeting after the verbal request to provide an
interpretation. 4 of the 5 members were able to be present in person or on the phone. Brian
Cayko, Frank Salvatore, and Bob DelLorme were present along with Tim Myers the AARC
liaison. Raymond Pisani was present via a phone connections and Heather Neal-Rice was not
able to be present.
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After a discussion, the Committee voted the following interpretation. “AARC Bylaws Article VII
section 6a DOES NOT LIMIT ALL VOTING WITHIN THE HOD TO A POLL VOTE.” The
vote was unanimous from the 4 members present in person and via phone conference call.

After the vote the interpretation was delivered to the Speaker of the House and cc to the President
of the AARC.

There should also be a second reading of the proposed Bylaws change provide the 45 day
comment period has taken place. The Bylaw change is as follows:

The AARC Bylaws Committee is recommending one Bylaw change. The Committee
recommends the following Bylaw be deleted.

ARTICLE X - CHARTERED AFFILIATES

SECHONA4DUHES

WM%WGL@MH@—W i O

This particular wording was removed from Article XI International Affiliates but was not removed
from X Chartered Affiliates portion of the Bylaws. It is the Committees understanding the reason
for removing this requirement from International Affiliates Article is because they are considered
to be separate legal entities, as such they are not required to share these corporate documents with
the AARC. It is the Committees understanding that this should also apply to the Chartered
Affiliates since each is considered to be a separate legal entity. Based on this information, the
AARC Bylaws Committee is recommending deleting Article X Section 4 Duties.

Thanks to the Committee, Brian Cayko, Heather Neal-Rice, Raymond Pisani, and Frank Salvatore,
for their service during the past year.
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Elections Committee

Submitted by: Mary Roth — Congress 2017

Recommendations

None

Report

Voting is open until September 6. After the voting closes, the ballots will be counted by myself as
chair of committee and my office liaison, Tim Myers. After tally of votes a conference call will be
made to President Walsh, by September 13. The individuals on the ballot will be notified of the
results and by September 21 the results will be announced to the membership.
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Executive Committee

Submitted by Brian Walsh — Congress 2017

Verbal report
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Finance Committee Report

Submitted by Brian Walsh — Congress 2017

Verbal report
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Judicial Committee

Submitted by Anthony DeWitt — Congress 2017

Recommendations

None

Report

Recently the Judiciary Committee was presented with a complaint against an AARC member
based on a perceived violation of ethical rules. After a very thorough review of the complaint, and
after receiving a thorough and thoughtful response from the subject of the complaint, the
committee deliberated and discussed the matter by email and telephone. After those discussions it
was determined that the complaint failed to identify any action that could be determined to be
unethical based on the AARC Code of Ethics. The complaint was dismissed. The names of the
complaining party and the subject of the complaint will remain confidential as required by rule.

Other Info:

One member of the Committee recused because of a personal relationship with the subject of the
complaint.
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Program Committee

Submitted by Tom Lamphere — Congress 2017

Recommendation

That the AARC Board of Directors approve the discontinuation of the AARC Practitioner Sputum
Bowl beginning in 2018.

Justification:

The 2016 AARC Board of Directors approved a recommendation to continue holding the
Practitioner Sputum Bowl in 2017 provided a minimum of 15 teams were registered to compete by
the registration deadline (July 15, 2017). Although this minimum number of teams was registered
by the deadline date, four teams have subsequently either dropped out of the competition or did not
meet the deadlines for submitting their required visual questions and/or final team rosters and were
disqualified from the competition. This reduced the number of teams that will be competing in the
2017 competition to 11 — well below the required 15 teams.

Despite several years of attempts to reinvigorate the practitioner competition by adding some
interesting twists and changes to the game play there has not been a corresponding increase in the
number of teams competing in the practitioner division. There are different reasons for the decline
in the number of teams but the two main factors appear to be a lack of interest and a lack of
funding. Although there are several states and members who are very passionate about the Sputum
Bowl, it is now clearly evident that this passion is isolated and has not been enough to increase the
number of practitioner teams in the competition. However, the student Sputum Bowl has
consistently had 24-27 teams over this same time period.

Therefore, the Sputum Bowl Committee has made a recommendation to cancel the 2018
Practitioner Sputum Bowl and develop a strategy moving forward with an increased focus on the
Student Sputum Bowl competition. The Program Committee fully supports this recommendation.

Repo rt
Charges

Prepare the Annual Meeting Program, Summer Forum, and other approved seminars and
conferences.

Status: The Summer Forum meeting was another tremendous success! This

year’s event drew a record attendance of 430 attendees with a strong representation of both
educators and managers. In addition, vendor sponsorship was very strong as well! The lectures
were well attended and the feedback received from both attendees and vendors was very favorable!
Special thanks go to Sarah Varekojis and Garry Kauffman for putting together a terrific lineup of
topics and current topics! Next year’s Summer Forum will be held in San Antonio, TX.

The 63" AARC International Respiratory Convention & Exhibition Program is quickly
approaching with earlier than usual meeting dates of October 4-7"". The weather in Indianapolis in
early October should present attendees with a great backdrop for what promises to be a terrific
event! The full program is available for viewing on-line and was published in the July issue of the
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AARC Times as well. Over 200 sessions on current respiratory topics will be offered and we will
once again have 12 Open Forum symposia offered in 3 unique formats.

The Program Committee sincerely thanks the BOD and membership for all of their support and
contributions.

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

Summer Forum — Destinations are secured through 2019
- San Antonio, TX (2018)
- Fort Lauderdale, FL (2019)

AARC Congress — Destinations are secure through 2019
- Las Vegas, NV (2018)
- New Orleans, LA (2019)
- Orlando, FL (2020)

3. Solicit programmatic input from all Specialty Sections and Roundtable chairs.

Status: Program Committee liaisons once again worked closely with Section Chairs to ensure
well-rounded representation of specialty section interests is included in our programs. For further
information on specialty section and roundtable representation, see “AARC Congress 2017” below
under bullet point #4.

4. Develop and design the program for the annual Congress to address the needs of the
membership regardless of area of practice or location.

Progress

AARC Congress 2017: The 63" International Respiratory Convention & Exhibition will take place
Oct. 4-7, 2017 in Indianapolis, IN. The Program is currently posted on-line and in hard copy in the
July edition of the AARC Times.

e Claire Wineland, a very passionate patient with cystic fibrosis, Youtube personality and the
founder of “Claire’s Place Foundation” (a foundation that assists families living with CF), will
kick off the event with a memorable opening keynote address.

e Natalie Stavas MD will deliver our closing lecture “Running Towards Chaos” in which she
will share her story of running in the 2013 Boston marathon and the aftermath of the terrorist
attack that occurred during the event.

e Plenary Sessions:

- Meilan Han MD will present the Thomas L. Petty Memorial Lecture “Meeting the
Challenge of COPD Care in the US”

- Sangeeta Mehta, MD — will present the Donald F. Egan Lecture “Caring for the
Mechanically Ventilated Patient: A Patient-Centered Approach”
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- Marin Kollef MD will present the Phil Kittredge Memorial Lecture “Evaluating the
Value of the Respiratory Therapist: Where is the Evidence?”

e More than 200 presentations covering all aspects of Respiratory Care and other healthcare
related topics.

CRCE by Content Category

Adult Critical Care 22.8 hrs
Neonatal / Pediatrics 16.4 hrs
Pulmonary Diagnostics 8.7 hrs
Bioterrorism/Emergency Preparedness 0.6 hrs
Ethics 2.3 hrs
Education 10.4 hrs
Management 15.2 hrs
Sleep Disorders 4.6 hrs
Clinical Practice 33.9 hrs
Patient Safety 4.1 hrs

Maximum CRCE any one attendee can earn (not including pre-courses or breakfast/lunch
symposia): 22.34

e TOTAL CRCE offered for the entire meeting: 119

OPEN FORUM

200 abstracts are scheduled for presentation during 12 Open Forum sessions along with 23 Poster
Only displays in the Exhibit Hall. Eight (8) Editor’s Choice posters have been selected as the
“Best of the Best” and will have their own presentation ceremony. Researchers will have the
ability to display their poster and present their findings through the use of a Powerpoint slide deck.

PRE-COURSES (INDUSTRY)
Ultrasound Guided Peripheral Access Course (Sponsored by Teleflex)
RT Leader Workshop: Defining and Communicating The Value (Sponsored by Monaghan)

PRE-COURSES (AARC)
Preparing for a Pandemic: The Strategic National Stockpile — Mechanical Ventilation Workshop

Exhibit Hall hours

Wednesday: 10:30 am — 4:00 pm

Thursday: 9:30 am — 3:00 pm

Friday: 9:30 am — 2:00 pm

The AARC will work to sell exhibit space to participating exhibitors for AARC Congress 2018
and allow them to select preferred locations.

Sputum Bowl (sponsored by Medtronic)

- 15 practitioner teams and 25 student teams registered by the registration deadline in July.
However, at the time of this report, several teams have dropped out and there are currently now
11 practitioner teams and 25 student teams that will compete in Indianapolis.

- Given that the final # of teams is below the minimum requirement (15 teams), a
recommendation to discontinue the practitioner sputum bowl in 2018 has been submitted along
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with this report. The 2017 event will continue as planned.

- This year’s finals competition will begin at 5:00pm. This has been successful the past several
years as it allows attendees time for dinner afterwards.

- Mentalist Mark Toland will entertain attendees during halftime as has been customarily been
done in the past.

2018 Meetings
* Proposals are currently being accepted for the 2018 Summer Forum and AARC Congress 2018.

* OPEN FORUM proposals will still be submitted through Easy Street with a May 1, 2017
submission deadline.

». President-elect Walsh will present his recommendations of the 2018 Program Chair and
Committee to the BOD for ratification.

* The Program Committee will meet in January 2018, in Dallas, TX to begin planning for next
year’s SF and AARC Congress

The Program Committee sincerely thanks the BOD and AARC membership for their continued
support and contributions to the program.
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Strategic Planning Committee

Submitted by Frank Salvatore — Congress 2017

Recommendations

None

Report

e 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. (Ongoing)

e Provide oversight of how the Association is moving towards achieving the
objectives of the Strategic Plan. (Ongoing)

e Recommend to the Board of Directors the future direction of the Association and
the profession of Respiratory Care. (Ongoing)

Measures of success:

» Relevance between Presidential Goals and Strategic Plan established
« Updated Strategic Plan

The committee continued its oversight of the work being done by the strategic plan
workgroups. It should be noted that Strategic Workgroup #1 — Refine and expand the
scope of practice for respiratory therapists in all care settings completed their work on the
systematic review of cost-savings provided by RTs and the manuscript “Utilizing
Respiratory Therapists to Reduce Costs of Care” was accepted to be published in
Respiratory Care. This workgroup is to be commended on the amount of work done to
achieve this. | want to personally congratulate Ellen Becker, Cheryl Hoerr, Dough Laher,
Kim Wiles, Deb Skees, and Corinne Miller for the amount of work they did to achieve this
tangible outcome for a workgroup.
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Adult Acute Care Section

Submitted by Keith Lamb — Congress 2017

Recommendations

None

Report

e Adult Acute Care Section has 1,840 active members

e | am pleased to announce Donna Tanner, MHA, MBA, RRT-ACCS has been named the
2017 Adult Acute Care Section Practitioner of the Year

e The section continues to enjoy a robust discussion board over many different topics

e Lastly, this is my last BOD report as section chair for the Adult Acute Care Section. It have
been my pleasure serving with such esteemed colleagues.
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Continuing Care-Rehabilitation Section

Submitted by Krystal Craddock — Congress 2017

Recommendations

None

Report

Activities to date:

Continually responding to posts and/or connecting members with others as needed.
Increasing activeness on discussion postings including national COPD action plan, COPD
billing codes in PR, inspiratory muscle training use for PR patients.

Selection and announcement of our SPOTY award winner, Mark Mangus, BSRC, RRT,
FAARC.

Other

| had a discussion with Gene Gantt, chair of long term care section, regarding merger. We
agreed to be present at each of the section meetings at the AARC Congress to share the
merger, steps of the sections merging, and outlook for future section chair. Will reach out
to Zach Gantt, chair of home care section, to discuss this plan and extend invite to be
present at all section meetings in Indianapolis.

Members of Continuing Care / Pulmonary Rehabilitation section have voiced they would
like to recommend renaming the future “Post-Acute Care” section, which is the combined
section of CC/PR, Home Care, and Long-Term Care. Recommended names included
“Pulmonary Disease Management”, “Chronic Pulmonary Disease Management”, and
“Chronic Pulmonary Disease Care”.

Goals moving forward:

Will work with the AARC leadership, BOD, Long-Term Care and Home Care section
chair’s and members to assist in making a smooth transition in combining these sections.
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. This has already
improved from the previous board report.

Section library review to be completed and recommendations to be sent to Amanda Fell.
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Diagnostics Section

Submitted by Katrina Hynes — Congress 2017

No report submitted by deadline.
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Education Section

Submitted by Ellen Becker — Congress 2017

Recommendations

None

Report

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

recommendation process.

Status: Continuing to work on engaging associate degree programs (the largest proportion of
section members) to facilitate a strong 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.
Goals:

1. Achieve a section membership of 1100 members by September 30, 2017

a. Status: Achieved at the end of April!

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.

a. Status: Presented at a meeting of NN2RC (now NA2RC) in March 2017. Met
with NN2 president and newest NA2RC president to further career pathway
discussions at Summer Forum. Included both groups amongst the membership
list to address baccalaureate entry-level education in motions brought before
the board at Summer Forum.

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.

a. Status: One Scholarship of Teaching and Learning discussion was held
online. The need for respiratory care research on the patient care benefits that
result from RTs holding a baccalaureate degree was shared with the AARC
BOD as well as the Committee on Baccalaureate and Graduate Respiratory
Therapy Education (CoBGRTE).

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
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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 Scholarship of Teaching and Learning discussion of an article from the 2016
Respiratory Care Education Annual will be addressed during the second quarter of the year.
The Education Book Club Discussion Leader this fall will be Lisa Shultis. The book topic and
chapter leaders will be recruited over the next several weeks.

Jointly with the Executive Office, undertake efforts to demonstrate value of section
membership, thus encouraging membership growth.

Status: An article in the February issue of AARC Times was also written to promote the
education career pathway for RTs in clinical settings to pursue future teaching positions. The
AARC Clinical Preceptor Education Recognition program is another method of guiding
future educators towards resources that will develop their careers. The inaugural class of 14
preceptors were announced late summer. As section chair, | contributed to an upcoming
AARC Times article announcing their accomplishment. Further, a reminder for the upcoming
Fall Student webcast (October 2017) was shared to help educators schedule this within their
curricula.

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 nominations for this award along with the scoring rubric used to
evaluate candidates has been posted on the Education Specialty Section webpage. | thank
Lynda Goodfellow and Tim O’pt Holt who applied the section’s scoring rubric. Monica
Schibig was selected.

Identify, cultivate, and mentor new section leadership. Section leadership is only allowed to
serve one term.

Status: | continue to copy the chair-elect on section business to provide an orientation. Also,
| have increased the number of younger educators that | reach out to further professional
development amongst colleagues.

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: Section resources are regularly shared at the two in-person section meetings each
year. The PowerPoint file is shared within Connect for members who cannot attend. AARC
resources are highlighted as appropriate for all communications and presentations that I give.
Further, a letter summarizing the benefits of Education Section membership (described
below) has been updated.
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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: This year, Christine Gluvna and Diane Oldfather are taking the lead in updating the
swap shop. The Connect library is up-to-date.

Share best practice with fellow section chairs to improve value or membership participation.
Status: This past year the method of reporting section membership was shifted from a
random date to the last date of the most recent month. This process reflects a more accurate
method of tracking membership variation.

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 increased this quarter and as of August 30, 2017, was 1229. One of the
factors that may have helped is the AARC Office intervention of automatically populating the
online renewal form with specialty section memberships. In the past, specialty section
membership renewals were not automatically populated and some interested section members
did not know that they dropped their membership during the online renewal process. We
began a recruitment campaign a few years ago with representatives from 5 states. We
currently have recruiters in 16 states. Last year a template letter was created with the
assistance of several section members to highlight section benefits. This past July, the letter
was updated. This letter will be shared with our state recruiters along with the list of
respiratory care program directors who are not current Education Section members in mid-
September.

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. All section initiatives include the hospital
educators. A February AARCTimes article highlighted steps that hospital-based therapists
can take for an education career pathway. The AARC Clinical Preceptor Education
Recognition Program was launched to both guide and recognize those clinical preceptors who
embrace an education career pathway.
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Home Care Section

Submitted by Zach Gantt — Congress 2017

No report submitted by deadline.
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Long Term Care

Submitted by: Gene Gantt— Congress 2017

Recommendations

None

Report

The Long Term Care Section has been working closely with Anne Marie Hummel in submitting
comments to CMS on upcoming revisions in reporting requirements for Skilled Nursing
Facilities. Additionally, we have submitted questions on interpretations for changes published in
the Federal Register last October. Specifically, Respiratory Therapists were elevated to the
professional therapy group and recognized in the list of professionals as are Physical Therapist,
Speech Pathologist and Occupational Therapist. While this elevation in status was very positive
it does not change the reimbursement factors of the Resource Utilization Groupings (RUG
rates). This publication does specify the respiratory care procedures were to be provided by the
appropriate professionals it did not specify "by Respiratory Therapists" so the potential
interpretation may include trained nurses. We continue to seek answers and clarification.
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Management Section

Submitted by: Cheryl Hoerr — Congress 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 your Specialty Section’s members.
Proposals must be received by the deadline in January.

Status: Requests for proposals will be communicated to the membership as soon as the
deadline is established; members in attendance at the Management Section Membership
Meeting in Indianapolis will be reminded to submit proposals for presentation. Section Chair
will collaborate with the Program Committee Liaison to review submitted proposals.
Presentation slots for both the Summer Forum and the International Respiratory Congress and
Exhibition will be populated with topics of interest to RT leadership with a special focus on
those that coincide with AARC strategic goals.

2. Arrange or lead 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: A management specialty section meeting will be held on Thursday, October 5" in
conjunction with the International Respiratory Congress. Scott Reistad has scheduled the next
installment of the Leadership Book Club to begin in September with several members of the
management section acting as discussion leaders.

3. Jointly with the Executive Office, undertake efforts to demonstrate 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. Managers are encouraged to join the Leadership Book Club community on
Connect and contribute to the discussions. The programing for the management section at the
International Congress highlights topics that are critically important to keeping RT relevant
and growing.

4. ldentify, cultivate, and mentor new section leadership. Section leadership is only allowed to
serves one term.
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Status: 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. Several new speakers
were quite impressive in the management section at the Summer Forum and will be
encouraged to continue their participation and development in the section.

Enhance communication with and from section membership through the section
AARConnect, review and refine information for section web page, provide timely responses
to requests for information from AARC members. Encourage networking and the use of
AARC resources such as the AARConnect library, swap shop and list serve that promotes the
art and skill of respiratory care.

Status: Daily review of management section list serve postings and reply as necessary.
Between 35 and 40 unique threads continue to be started each month. Many topics are
requests for technical information for benchmarking purposes such as (1) humidification of
NIV circuits, (2) infection control processes on various pieces of equipment, (3) staffing and
productivity issues, (4) recommendations for brands of new equipment. Many of these topics
have been discussed multiples times and appear with regular frequency. New topics that
generated much interest included: (1) ways to improve the process of Rapid Response Teams,
(2) tracking start/stop times of mechanical ventilation (vent days), and (3) educational
requirements necessary to validate competency for ABG analysis; this continues to be a
much-discussed, and much misunderstood topic. The section membership remains very
active and engaged.

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.

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 1,520 total management specialty section members; this is a slight
decrease from the 1531 reported in the spring. 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.

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

Status: Nominations for the Management SPOTY were solicited via the management list
serve and at the management section meeting in Tucson. Dave Crotwell, BA, RRT-NPS,
FAARC has been named the 2017 Management Section Practitioner of the Year. Dave
currently works as the Director of Respiratory Therapy Service at Seattle Children’s Hospital
in Washington. In his role there, he has distinguished himself as a leader, mentor, and
resource to his staff and other departments. After over twenty years in respiratory care, Dave
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remains passionate about moving the profession forward and demonstrates that by his
continued dedication to the section.

. Create section specific measures of success and present to the board at least once a year.

Status: Ideas were solicited from the membership during the specialty section meeting at the
Summer Forum. Information will be presented to the BOD once measures have been
discussed by the membership and implemented.
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Neonatal-Pediatrics Section

Submitted by Steve Sittig — Congress 2017

Recommendations

None

Report

The section showed positive growth with last reported membership of 2,013 members remaining
the largest specialty section.

The section list serve continues to be very active daily with relative content posted by the
membership.

The section meeting to be held at AARC congress is being planned with updates and a focus on
the 2017 Specialty Practitioner.
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Sleep Section

Katherine Turner - Congress 2017

Sleep Chair resigned September 6.
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Surface to Air Transport Section

Tabatha Dragonberry — Congress 2017

Recommendations

None

Report

The announcement of the SPOTY was done via the discussion board. Request made to
membership for topics and discussions for the section meeting. As well, request was sent out to
the member to see if they wanted to do a transport uniform day at Congress to highlight transports
RTs.
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Benchmarking

Submitted by Chuck Menders — Congress 2017

Recommendations

None

Report

1.

10.

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

Several conference calls were held and multiple email communications occurred to discuss
the continued development, issues, actions and needs of Benchmarking 2.0.

Mike Dennis and Rick Ford worked together closely on the design and build which
includes sections for Site Tools, Data Aggregation, Reports and Resources.

Rick Ford, Cheryl Hoerr, Tom Berlin and Chuck Menders all entered test facility profiles
and four quarters of data to become better familiar with the program content and to
provide feedback on functionality and enhancements.

The data entered was used by Mike and Rick to develop, test, and refine data entry,
program calculations and reports/reporting capabilities.

All critical tasks that we wanted to see in the release of Version 2 have been completed
and we are in the process of reviewing the latest changes/enhancements. We are now
exploring the methodology for importing basic facility information into the new system so
current users can log on to Version 2.0 with their old logon data.

We will launch AARC Benchmarking 2.0 on Tuesday, September 5. We want to begin
data entry for compare groups and report generation starting 3" quarter data, with users
having the option to go back and enter previous quarters if they wish. Several facilities
will receive a complimentary one-year subscription to the program compliments of
Draeger Medical who served as our sponsor of this new program.

The relationship with Devore was ended on July 31. The old database was archived for
backup and historical data. Devore had maintained the monthly subscriber payment
schedule, and that will need to be re-created, along with various administrative reports.

Membership in AARC Benchmarking has remained steady at around 63 subscribers to at
last count (Manual count- no user report currently available). Once the new system is
launched, we will reach out to previous subscribers about Benchmarking 2.0 and an
opportunity to re-subscribe.

This report does not do justice to the many countless hours of work, design, build,
collaboration, testing and follow-up enhancements that went into getting us to this release
point. A special thanks to Tim Myers, Mike Dennis, Rick Ford, and the rest of the
committee for all their passion, energy, and efforts in making Version 2 a success.
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Billing Codes Committee

Submitted by: Susan Rinaldo Gallo — Congress 2017

Recommendations

None

Report

Nothing to report.
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Diversity Committee

Submitted by Crystal Dunlevy/Jakki Grimball — Congress 2017

Recommendation

None

Report

There is nothing to report at this time.
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Fellowship Committee

Submitted by: Patrick Dunne — Congress 2017

Recommendations

None

Report

The Committee completed its charge of reviewing the nominations of 16 worthy individuals
received by the August deadline. Accordingly, the Committee is pleased to announce that 8
AARC members have been unanimously selected for induction as 2017 Fellows of the AARC.
All of these high-performing professionals have been so notified and invited for formal induction
at the Awards ceremony, to be held in conjunction with AARC’s 63" International Congress in

Indianapolis, IN.
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International Committee Report

Submitted by John Hiser — Congress 2017

Recommendations

That the proposed Procedure and Criteria for receiving and maintaining International Affiliate
Status be approved.

Report

1. Administer the International Fellowship Program.

This year we will welcome three new international fellows. We have invited two physicians and
one respiratory therapist. They are from China, Ghana and Colombia. We are now at 166 fellows
from 65 countries over the last 28 years.

| want to thank the AARC Board of Directors and the ARCF Board of Trustees and the ICRC for
supporting the international fellowship program and the other international activities of the
international committee.

Thank you.

All of the charges to the committee were successfully completed.

2017 Applicants
Argentina (2)
Columbia
Egypt

Ghana

India

Japan
Nigeria (2)
Oman

Saudi Arabia
Turkey
Yemen (4)

11 countries
4 applicants from a new country

6 MD
8 RT
3PT
0 RN
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International Fellow Applications by year:

m 2002 38
H 2003 40
B 2004 24
m 2005 18
m 2006 17
m 2007 40
B 2008 46
H 2009 44
m 2010 37
m 2011 27
B 2012 22
B 2013 32
m 2014 17
m 2015 13
B 2016 25
m 2017 17

City Host Applications by year:
2004 14

2005 18
2006 13
2007 21
2008 23
2009 14
2010 21
2011 13
2012 20
2013 15
2014 17
2015 10
2016 10
2017 7



2017 Program Schedule

Event

Arrive in the First City
First City Rotation
Arrive in Second City
Second City Rotation
Arrive in Indianapolis, IN

AARC Congress 2017

Fellowship Program Ends

Date

Thursday, September 20

Friday, September 22 - Tuesday, September 26
Wednesday, September 27

Thursday, September 28 - Tuesday, October 3
Tuesday, October 3

Wednesday, October 4-Saturday,
October 7

Sunday, October 8
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2017 AARC
International Fellows

Tao Jinhao, MD

» Pediatrician & Attending Physician
> The Children's Hospital of Fudan

University

= Shanghai, China

- | have great interest in mechanical
ventilation and respiratory care.

- We hope that through our efforts, to develop
China's first pediatric focused a respiratory
therapy training program and department
and promote it’s development in China.

> Hosts
- Philadelphia, PA; Natalie Napolitano
- Charlottesville, VA - Chad Gibbs

MARTHA MILENA DIAZ.TRC.MSc

» Respiratory Therapist
> Academic & Research Coordinator
» Minerva Medical Group

- Bogota, Colombia

- Specialist in neonatal & pediatric
respiratory care

» Serves on the Latin American Board for
Professional Certification in Respiratory
Therapy - Co-Director for Colombia

- Hosts
- Washington, DC; Carolyn Williams
- Baltimore, MD; Christopher Kircher
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Alfred Aidoo, MD

» Directorate of Anaesthesiology &
Intensive Care & Accident &
Emergency Unit
- Komfo Anokye Teaching Hospital
o Kumasi, Ghana

- | look forward to this being a rare opportunity
to have in-depth knowledge of the workings
and practice of respiratory therapy from
health professionals who have it well
established in their institutions.

- He has already begun work to establish RC as
a profession in Ghana.

> Hosts
- Kansas City, KS - Karen Schell

_ ington, UT; Lisa Trujillo

?~’|
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2. Collaborate with the Program Committee and the International Respiratory Care Council to plan

and present the International portion of the Congress.

The committee continues to work with the ICRC to help coordinate and help prepare the

presentations given by the fellows to the council.

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

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

The International Fellows List serve continues to show activity and continues to be valued by our

past fellows.

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

No requests in 2017.
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5. Continue collegial interaction with existing International Affiliates to increase our international
visibility and partnerships.

We continue to correspond with practitioners from around the world.
We are optimistic that by the time the Congress meets, the Association of Respiratory Care
Practitioners, Philippines (ARCPP), will have completed the approval process as our newest

AARC International Affiliate.

The proposed survey of international members that was discussed at your last board meeting
has been submitted and is waiting for approval. Please see the attached survey.

Progress regarding BOD actions from June 28, 2017
Natalie Napolitano moved to accept Recommendation 17-2-23.3 “That the AARC BOD review the

policy for adding and maintaining international affiliate status and consider how you wish to
proceed with those countries whose AARC members has fallen below 20 members.”

Frank Salvatore moved to accept for information only but direct the International Council president
to come into compliance with bylaws.

Motion carried

(Email has been sent to ICRC President Jerome Sullivan.)

The Chair of the International Committee and the President of the International Council for
Respiratory Care are collaborating and have appointments to speak face to face with the leadership
from each of the international affiliates whose membership numbers have fallen below the
minimum number. We feel that a face-to-face meeting will be more beneficial and the upcoming
Congress provides a perfect opportunity to do so.

FM17-2-23.4 Natalie Napolitano moved that the AARC International Committee formalize the
Policy for “Establishing an International Affiliate in the AARC” to be placed in the AARC policy
and procedures manual. This policy should include the process for working with international
affiliates that do not maintain their minimum number of members. Draft policy should be
available to the BOD for review for the Spring 2018 meeting.

Motion carried

The proposed Procedure and Criteria for receiving and maintaining International Affiliate Status is
presented below.

How does your country become an international affiliate of the AARC?

AARC Vision/Mission Statement

The American Association for Respiratory Care (AARC) will continue to be the leading national
and international professional association for respiratory care. The AARC will encourage and
promote professional excellence, advance the science and practice of respiratory care, and serve
as an advocate for patients, their families, the public, the profession and the respiratory therapist.
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In order to help fulfill our mission the AARC is actively recruiting other countries to become international
affiliates of the AARC. To become an international affiliate your organization will have to include at least
20 foreign members of the AARC, have at least one medical advisor and submit a formal application which
consists of a list of officers, membership, the minutes of the organizational meeting, the Bylaws, and a
letter requesting approval of the proposed medical advisor or advisors.

Petitions for international affiliation should be emailed to Kris Kuykendall at kuykendall@aarc.org . Please
copy the petition to Tom Kallstrom, AARC Executive Director at kallstrom@aarc.org and to John Hiser,
Chair AARC International Committee at john.hiser@sbcglobal.net .

The Criteria for establishing an international affiliate of the AARC, the international affiliate petition and
the section of the AARC Bylaws relating to international affiliates is presented below.

For additional information please contact the AARC International Committee Chair, John D. Hiser, MEd,
RRT, FAARC at john.hiser@sbcglobal.net .

To Join or Renew AARC membership go to:
https://secure.aarc.org/membership/aarc_dues system.asp
Group rates are available.

Criteria for Establishing an International Affiliate in the American
Association for Respiratory Care

Your group must submit the International Affiliate Petition signed by at least twenty (20) associate-

foreign members of this Association and your appropriate officers. The Petition is to be submitted to
the Chartered Affiliates Committee in care of the Executive Office, along with the following

documents:

1. An International Affiliate Bylaws compatible with the Association's objectives and format.
2. A map outlining the proposed International Affiliate boundaries.

3. A written statement from any and all chartered societies or chapters agreeing to relinquish your
proposed territory, if applicable.

4. A copy of your minutes from the organizational meetings.
5. A list of your Officers, Board Members, and Medical Advisor or Advisors, with addresses.

6. A Medical Advisor Petition with curriculum vitae and list of publications for each International
Affiliate Medical Advisor.

7. A list of your members in good standing of the American Association for Respiratory Care.

8. As stated in the AARC Bylaws “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).”

If you need further assistance, please contact the AARC Executive Office.
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American Association for Respiratory Care

Petition for International Affiliate

Date

We, the undersigned Associate-foreign members of the American Association for Respiratory Care in
good standing, hereby petition the AARC Board of Directors to approve an International Affiliate in
the name of:

We further petition that the territorial jurisdiction of the newly organized group, if granted
International Affiliate status, be approved as encompassing the entire country of:

Copies of the following documents are also submitted as required: statement from existing
affiliate relinquishing proposed territory (if applicable), proposed Bylaws for approval or
recommendations, a list of officers, board members, etc., with addresses, a list of the members
employed within the proposed territory, petition(s) for the medical advisor(s) for approval,
minutes of the organizational meetings, and a map outlining the proposed affiliate boundaries
with the proposed districts.

Petition Signatures

Attest: Submitted By:

(medical advisor) (secretary)

(affiliate president) (date)
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AARC Bylaws relating to International Affiliates

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. INTERNATIONAL
AFFILIATE DUTIES

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

SECTION 5. SUSPENSION OR

REVOCATION OF INTERNATIONAL

AFFILIATE STATUS

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

Foreign Members.

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

. Are you a current member of the AARC?
a. Yes
b. No

How long have you been a member? Only if answer yes to question 1 — open text box
response, enter numbers only in field

How many years were you a member? Only if answer no to question 1 — open text box
response, enter numbers only in field

. Why did you join the AARC? (Select one)

Awarded membership with International Fellowship
Access to Respiratory Care Journal

Networking

Gain information to improve care of patients

Paid for by my job

Other comment box — open ended response

~oooow

Do you belong to other professional organizations?
a. Yes
b. No

Please list the organizations: Only if answer yes to question 5 - comment box — open ended
response

. Why did you not continue your membership? (Select all that apply) Only if answer no to
question 1

| did not know how to renew

It was a too expensive

| did not get a benefit from being a member

Other add text box for response if this answer is chosen

. What value do you receive from your AARC Membership? Only if answer yes to question
1— (Select all that apply)
e Respiratory Care Journal Access
Networking/AARConnect
Best Practices
Continuing Education
Other add text box for response if this answer is chosen

. What would you suggest to improve communication amongst members in different
countries? (Select all that apply)
¢ International affiliate/country specific listserves on AARConnect
¢ Information on advancing practice outside of US
e Educational offerings geared more toward the physician/nurse specializing
in Respiratory Care
¢ Resources to assist with advocating for development of Respiratory Therapy
profession
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e Links between ICRC and AARC
e Access to Mentors
e Other add text box for response if this answer is chosen

10.What benefit(s) would you like to see added to international AARC membership?
(comment box) — open ended response

11.Would you be interested in renewing your membership with AARC? Only if answer no to

guestion 1
e Yes
e NO

12. Additional Comments you would like us to know about AARC membership: (comment
box) —open ended response
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Membership Committee

Submitted by Amanda Richter — Congress 2017

Recommendations

That the AARC Board of Directors approve the proposed plan to operationalize the removal of the
free student membership per Spring 2017 Membership Committee recommendation and Board
action request dated March 12, 2017.

e Proposed Plan:
e Eliminate the free student web program as of July 2018
e Reduce student membership fees to $25 (digital membership, 1 year) beginning August
2018
e Communicate plan to program directors no later than April 2018
e Add additional benefits for student members
e Currently proposed additional benefits
e Add a new webpage to AARC.org in the student section with links to
product/equipment demos)
e Open a webpage with Exam Prep videos (no practice tests) to all student
members

Report

e Completed and Pending Tasks and Progress
e The membership committee, in conjunction with the executive office, developed plans to
operationalize the removal of the free student membership program. The committee
developed several options and completed a survey. Proposed plan submitted above.

e We continue to discuss and review options for improving student engagement and student
member benefits. We are also reviewing ways to bridge the gap between student and RT
with possible new grad benefits.

e Conducted a Focus Group on membership for Managers during Summer Forum

e We continue to work on improving coordination with chartered affiliates:

e Held meet and greet at summer forum for state society leaders
e Discussing plans for future events

e In the process of realigning our liaisons between AARC & states

e We have recommended the creation of a “State Leaders” community in Connect that
would include all state leaders on rosters. Currently we have a HOD/Pres. and state
membership chairs. We hope that this would improve communication, increase
audience size and drive increased participation within the community.

e Language: We have recommended that bylaws review the current language of “foreign”
members to “international” members.

e Continue to work on ideas to demonstrate and communicate membership value
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o The committee made the recommendation to President Walsh to remove John Priest and
add Laura Hartman and Christopher Price to the committee.

Other

| would like to thank all 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 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!
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Position Statement Committee

Submitted by Pat Doorley — Congress 2017

Recommendations

That the position statement entitled “Administration of Sedative and Analgesic Medications”
(07/2007) with noted revisions (language to be removed appears as strikethreugh and language to
be inserted appears as bold and underlined) be approved. (See Attachment # 1)

Rationale: The revisions made in this position statement update the language to reflect
currently used terminology as well as focus on the importance of monitoring practices and the
ability to respond to changes in clinical status. The ASA Guidelines (2002) have not been
updated so remain the source for Respiratory Therapy practice.

That the position statement entitled “Respiratory Therapists in the Emergency Department
(04/2012) with noted revisions (language to be removed appears as strikethreugh and language to
be inserted appears as bold and underlined) be approved. (See Attachment # 2).

Rationale: The revisions made in this position statement expand the scope of the document
beyond the Emergency Department to be inclusive of other emergency settings such as free-
standing urgent-care centers. Additionally the feedback received from select Acute Care,
Management and Transport Section members encouraged the document include specification
of the Respiratory Therapist’s major skills/responsibilities that can be utilized in these clinical
practice venues.

That the position statement entitled “Transport of the Mechanically Ventilated, Critically Injured
or Ill, Neonate, Child or Adult Patient” (11/2009) with noted revisions (language to be removed
appears as strikethrough and language to be inserted appears as bold and underlined) be
approved. (See Attachment # 3).

Rationale: The revisions made in this position statement focus on the patient safety issues
related to hand-off of care, adequacy of batteries and gas sources, and the differences between
inter- and intra- hospital transports. The statement also specifically refers to the AARC’s CPG
on this topic for the actual transport guidelines.

That the issue paper entitled “Best Practices in Respiratory Care Productivity and Staffing”
(11/2009) be re-classified as a Guidance Document and placed on the same review schedule as the
position statement of the same name.

Rationale:The content of this issue paper as stated in its introduction is to “....provide
guidance and considerations in the application of the AARC Position Statement: Best Practices
in Respiratory Care Productivity and Staffing...”. The content expands upon the content of the
position statement so the review schedule for this document should coincide with the scheduled
periodic reviews of the position statement.

That the issue paper entitled “Study on the Effect of State Regulation of Respiratory Therapy
Practitioners on Salaries and Vacancy Rates” (not dated) be retired.
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Rationale:This issue paper provides the findings of a study designed to update and extend the
first study of professional regulation in respiratory therapy conducted by the AARC and Arthur
Andersen in 1992. The issue paper is not dated so it is difficult to know when it was actually
written and approved by the Board of Directors for publication as an issue paper. However the
paper does cite cost of living adjusted hourly salaries in “1996 dollars” so it is assumed that the
study was conducted in that time frame.

Per BOD policy CT.008 the definition of an issue 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. Though the information provided in this issue paper is
historically very valuable as it relates to the impact of licensure of Respiratory Therapists on
salaries and vacancy rates, the content is no longer consistent with the stated purpose of an
issue paper.

That the section of BOD Policy CT.008, Amplification Statement # 6 that reads “Each statement or
paper will be ....grouped in categories such (as) ethics and human rights, disease, consumer
advocacy, practice, quality or safety.” be clarified providing the purpose of the categorization and
how the categories are to be used by the AARC.

Rationale: The Committee recently completed an exercise undertaken to give each team
member the opportunity to categorize the documents independently (See Appendix B). Due to
the content of the statements/papers and the multitude of reasons that a member may choose to
refer to and use these documents, we found that the documents can be placed in multiple
categories. Understanding the desired purpose of the categorization will enable the Committee
to develop an appropriate method of categorizing these documents.

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.

e Please find attached (Appendix A) an updated list of the current AARC Position Statements
and Issue Papers with their last date of review/revision if known identified.

e 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 in order to more evenly distribute
the number of documents that require review annually. An update will be provided with
each Committee report.

e The Committee has completed the review/revision of the following three Position
Statements following the process described in BOD Policy CT .008:

1) Administration of Sedative and Analgesic Medications — revised and recommended for
BOD approval following membership review

2) Respiratory Therapists in the Emergency Department — revised and recommended for
BOD approval following membership review

3) Transport of the Mechanically Ventilated, Critically Injured or Ill, Neonate, Child or
Adult — revised and recommended for BOD approval following membership approval

e The Committee Chair, working with the Executive Office, has attempted to find the
publication dates of all of the position statements and issue papers that appear on the
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AARC’s website. Despite the effort, four of the Issue Papers do not have a publication
date.

Inventory the current Position Statements and Issue Papers and convert to the new format by
end of 2017.
e Completed by the Executive Office.

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

Policy CT .008 by the end of 2018.

e 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
scheduled reviews of the documents is undertaken.

e References cited in all Position Statements and Issue Papers will be formatted according to
the Respiratory Care Journal Standards during the scheduled reviews of the documents.

e 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. (See Appendix B) The Committee has formally requested BOD guidance in order
to develop a recommendation for the categorization of these documents.

Other

The Committee received a request on June 15, 2017 from the Ad Hoc Committee on Career
Pathways (submitted by Susan Gallo) to complete a review of the position statement entitled
“Respiratory Therapist Education” with revisions submitted by the Ad Hoc Committee. A
review of the position statement has been undertaken and we anticipate that it will be ready for
submission to the BOD for consideration at the spring 2018 meeting.

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 achieving the objectives of our
Committee.

I would also like to thank Tim Myers for assisting the Committee in arranging for publication
of revised documents for AARC membership review as required by policy and setting up a
method of obtaining usable feedback from members.
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Position Statement and Issue Paper Committee Report
Attachment # 1

Administration of Sedative and Analgesic Medications by Respiratory Therapists

The American Association fer Respiratory Care (AARC) recognizes the-faet that Respiratory
Therapists are called upon to assist physicians with the administration of sedative and analgesic

medications during diagnostic and therapeutic procedures and patient transportation.

“Sedation” and “analgesia” describe a physical state in which the patient is able to tolerate

unpleasant procedures, while maintaining adequate eardiorespiratory cardiopulmonary function,

and the ability to respond purposefully to verbal commands and tactile stimulation. This is

commonly referred to as moderate, conscious, or procedural sedation. The AARC believes that

Respiratory Therapists working under qualified medical supervision can assist physicians to.
minimize risks by administering prescribed medications and closely monitoring the patient
during diagnostic and therapeutic procedures, and and patient transportation.-and-help-to-minimize

The AARC recognizes and acknowledges the following:

e The Joint Commission (JC) recognizes the patient safety risks involved with sedation and

analgesia for procedures; and mandates that sedation practices throughout an institution

be monitored and evaluated by the department of anesthesia.

e The American Society of Anesthesiologist (ASA) has published the document “Practice
Guidelines for Sedation and Analgesia by Non-anesthesiologists.” Reference: Anesthesiology,
2002; 96: 1004-1017.

o The purpose of the ASA document is to allow clinicians to provide their patients with
the benefits of sedation and analgesia while minimizing associated risks.

o The ASA Guidelines should be followed by all Respiratory Therapists called upon to
provide this service,

e Organizations determine the education, training, and experience required for clinicians to

perform procedures using moderate sedation. Individuals who are privileged to

administer sedation must be able to rescue patients from a deeper level of sedation or

anesthesia than planned.
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e The clinicians and their facilities have the ultimate responsibility for selecting patients,
procedures, medications, and equipment,

e Respiratory € Care education programs approved by the Cemmission-en-the-Acereditation-of-
Allied-Health-EducationPrograms/Committee on Accreditation for Respiratory Care (or their_
its successor organizations) provide appropriate pharmacologic and technologic training to
enable Respiratory Therapists to safely administer sedatives and analgesics by following the
ASA Guidelines.

e State Respiratory Therapy Practice Act2s may requlate the scope of practice for

Respiratory Therapists related to the administration of sedation and analgesic

medications.

Following successful completion of a specialized education and competency assessment program
the Respiratory Therapists must:

e Be knowledgeable about the techniques, medications, side effects, adverse reactions,

monitoring devices, respense-or-untoward-effects-of-medications, and documentation for any

specific procedure.

e Meet qualifications to be certified as competent, in accordance with herthis their facility’s and
Respiratory Care Department’s policies, to administer sedatives and analgesics under qualified
medical direction,

e Be able to respond to a patient’s deteriorating clinical status.

The AARC affirms that Respiratory Therapists who have successfully completed a specialized
education and competency assessment program on sedation and analgesia based on the ASA’s
Guidelines, and who have been certified as competent by the appropriate medical director and

department head or governing body, should be permitted to provide the service._This should be

done in accordance with ASA%s Guidelines;; facility policies, procedures, protocols, and service
operations;; as-wel-as and with Jeint-Commission hospital accreditation agencies; and state

requirements and policies.

Effective 12/97
Revised 07/07
Revised 09/2017
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Position Statement and Issue Paper Committee Report
Attachment # 2

Respiratory Therapists in the an Emergency Bepartment-Setting

Patients are at risk for unanticipated injury or illness requiring emergency services. This is why
Emergency Bepartments settings rely on Respiratory Therapists for their expertise in a wide range
of cardiopulmonary treatment modalities. The Respiratory Therapist’s skills in assessment, airway

management, resuscitation, patient education, pulmonary disease management, and mechanical

ventilation are essential for optimizing care of the compromised patient across all patient

populations.

Respiratory Therapists are educated to provide care in the diverse, dynamic and demanding

environment of an Emergency setting. Their knowledge of cardiopulmonary anatomy,

physiology, and pathophysiology as well as their ability to initiate both acute and critical

respiratory therapy interventions/techniques is supported by the Respiratory Therapist’s

formalized training and competency verification and established scope of practice. This

enables the Respiratory Therapist to serve as a contributing member of the patient care team

in an Emergency setting.

The skills and responsibilities demonstrated by credentialed Respiratory Therapists that can

contribute to the success and efficiency of patient management in an Emergency setting

include, but are not limited to, the following:

1. Patient assessment

Initiation of chronic and acute care disease protocols

Medical gas administration

2
3
4. Bronchial hygiene therapy
5

Medication administration, including intermittent and continuous, as well as oral

medication administration if defined by established scope of practice

. Airway assessment, stabilization, intubation and management

Artificial airway care

6
7
8. Invasive and noninvasive mechanical ventilator management
9

Blood sampling (arterial, capillary, and venous), analysis and interpretation

10. Hemodynamic monitoring

11. Code, stroke and trauma team response

12. Transport of the unstable critically ill patient
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13. Bronchoscopy assist and other diagnostic procedures requiring conscious sedation

14. Cardiopulmonary procedure and triage assist

15. Patient and family education

16. Tobacco cessation education/counseling

To provide the quality of care our patients deserve while reducing the risk of liability in health care
institutions, the AARC recommends the use of qualified Respiratory Therapists trained in patient
management and complex respiratory-eare therapy modalities to provide safe and effective

treatment for the highest risk patients with cardiopulmonary compromise in all Emergency

Department settings.

Effective 04/2012
Revised 09/2017
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Position Statement and Issue Paper Committee Report
Attachment # 3

Transport of the Mechanically Ventilated, Critically Injured or Ill,
Neonate, Child or Adult Patient

Transport of the mechanically ventilated, critically injured or ill neonatal, pediatric and/or adult

patient is always associated with a degree of risk. WWhetherthese-transports-are-considered-external

facHity-or-system— tThe risks of transporting the mechanically ventilated patient needs to be

minimized through careful preparation prior to the transport, good hand-off communication

between all parties, continuous monitoring throughout the transport, and assurance of patient

stability with final hand-off. ard+t The use of appropriate transport equipment that has the

ability to function from a battery source in the event of a power failure and personnel

appropriately trained to deal with varying circumstances are also essential.

Inter-hospital transport refers to the emergency transport from one facility to another for

acute life-threating illnesses. This is emergency transportation that is needed due to the lack

of diagnostic facilities, staff, clinical expertise or facilities for the safe and effective care of the

patient and delivery of therapy by the referring hospital.

Intra-hospital transport refers to the transport of critically ill patients from one area of a

hospital to another within the hospital.

The American Association for Respiratory Care (AARC) recognizes the following as the minimum
standards for the safe transport of the mechanically ventilated, critically injured or ill, patient:

1. Transports will be performed by a team consisting of, at a minimum, a Certified-erRegistered-
Respiratory Therapy and a Registered Nurse with critical care experience.

2. One member of the transport team will have the appropriate advanced life support certification
(NRP, PALS and/or ACLS) to address the needs of the patient.

3. A minimum of one member of the transport team will be competent in airway management.

Appropriate airway management equipment and an adequate gas supply will be readily

available during the transport.

4. Transport monitors will provide real-time measurement of all essential parameters.
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5. All patients receiving mechanical ventilation will have some form of carbon dioxide monitor in

place during transport as this monitor is useful in providing information regarding both airway

placement and pulmonary blood flow.

6. A trial of mechanical ventilation using the planned transport device will be conducted to assess
patient tolerance and stability before proceeding with the transport whenever possible.

7. Transportation will be performed according to the AARC Clinical Practice Guideline

entitled “In-hospital transport of the mechanically ventilated patient”.

AARC Guideline: In-hospital transport of the mechanically ventilated patient

Developed 11/09

Revised 09/2017
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APPENDIX A: Position Statement and Issue Paper Review Calendar 0/9/02/2017

Position Statement Reviewed | Revised | 2017 2018 | 2019 | 2020 | 2021

AARC Statement of Apr 15 X
Ethics and Professional
Conduct

Administration of Jul 07 | Revised
Sedative and Analgesic
Medications

Best Practices in Jul 15 X
Respiratory Care
Productivity and
Staffing

Competency Jul 14 X
Requirements for the
Provision of
Respiratory Therapy
Services

Continuing Education 2015 X

Cultural Diversity Apr 13 X

Definition of Jul 15 X
Respiratory Care

Delivery of Respiratory | Apr 16 X
Therapy Services in
Skilled Nursing
Facilities Providing
Ventilator and/or High
Acuity Respiratory

Care

Electronic Cigarette Nov 15 X
Guidance Document on Nov 13 | Retired

Scope of Practice

Hazardous Material Nov 11 | Retired

Exposure

Health Promotion and Apr 14 X
Disease Prevention

Home Respiratory Care Jul 13 X

Services

Insertion and Jul 15 X

Maintenance of Arterial
Lines by Respiratory
Therapists

Insertion and Jul 15 X
Maintenance of

Vascular Catheters by
Respiratory Therapists

Interstate Transport Jul 14 X
License Exemption

Licensure of Apr 15 X
Respiratory Care
Personnel
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Position Statement

Reviewed

Revised

2017

2018

2019

2020

2021

Pre-Hospital Ventilator
Management
Competency

Jul 14

Pulmonary
Rehabilitation

Apr 14

Respiratory Care Scope
of Practice

Jul 13

Respiratory Therapist
Education

Nov 15

Revision
Request
Received

Respiratory Therapists
as Extracorporeal
Membrane
Oxygenation (ECMO)
Specialist

Jul 13

Respiratory Therapists
in the Emergency
Department

Apr 12

Revised

Respiratory Therapy
Protocols

Apr 13

Telehealth and
Respiratory Therapy

Apr 13

Tobacco and Health

Apr 14

Transport of the
Mechanically
Ventilated Critically
Injured or Ill, Neonate,
Child or Adult Patient

Nov 09

Revised

Verbal Telephone
Orders

Jul 14

Retired

Total

4

Issue Papers

Reviewed

Revised

2017

2018

2019

2020

2021

Best Practices in
Respiratory Care
Productivity and
Staffing

2012

Rectore
classify
Guidance

Safe Initiation and
Management of
Mechanical Ventilation

2016

Utilization in
Respiratory Care

No Date

RRT Credential

2003

2013

Development of
Baccalaureate and
Graduate Education
Degrees

No Date

Retired in
Summer
2015

Respiratory Care:
Advancement of the
Profession Tripartite
Statements of Support

No Date

X
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Position Statement Reviewed | Revised | 2017 [2018 | 2019 | 2020 | 2021 |
Improving Access to 04/2016
Respiratory Care
(Respiratory Therapy
Access Working

Group)
Study on the Effect of No Date Rec to
State Regulation of Retire

Respiratory Therapy

Practitioners on

Salaries and Vacancy

Rates

Ventilator Acquisition 2006 X

Guidance Document
Total 6 1 1

NOTE: Issue Papers reclassified to Guidance Documents by the Executive Office and are not
included in the charges of the Position Paper and Issue Paper Committee
Guidance Documents | Reviewed | Revised | 2017 | 2018 | 2019 | 2020 | 2021

Guidance Document on 2003 X
Scope of Practice
Guidance Document No Date

Regarding RRT Entry (2017)
to Licensure
Smallpox Guidance 2003 X
Document

APPENDIX B: Position Statement and Issue Paper Categorization Exercise

|
AARC Position
Statements and Issue
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Virtual Museum

Submitted by: Trudy Watson - Congress 2017

Recommendations

None

Report

The Virtual Museum Committee completed review of the nominations for the 2017 Legends of
Respiratory Care. Four individuals were selected for this recognition: Dr. Walter O'Donohue,
Dr. Mary Ellen Avery, Dr. Roger Bone, and Margaret "Peg" Traband. The new Legends will be
announced during the Awards Ceremony at the 2017 Congress.

New galleries were added this summer to the Virtual Museum bringing the total number of
galleries to 25. There are now over 1,100 images in the Virtual Museum. A number of ads from
the early issues of the INHALATION THERAPY journal have recently been added to many of
our galleries in recent weeks.

We continue in our quest to collect images to add to our galleries. Any assistance you can offer
to obtain images for the Virtual Museum would be greatly appreciated.

It has been a pleasure to work with the committee members: Dianne Lewis, Karen Schell,

Gayle Carr, Colleen Schabacker, and Steve DeGenaro. | also would like to acknowledge the
on-going support from the Executive Office staff, especially Asha Desai and Tom Kallstrom.
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AMA CPT Health Care Professional Adv Comm

Submitted by: Susan Rinaldo Gallo — Congress 2017

Recommendations

None

Report

At the October AMA ACPT meeting a code will be presented for Measurement of transcutaneous
CO2. This will be the second time this code has been brought forward by SenTec. We have
worked very closely with SenTec on their proposal. We have also assisted them in getting support
from other medical specialties. We hope for the best but it is difficult to predict if this will be
successful.

The AARC did not attend the June CPT meeting in Boston. The minutes have been published and
the following information is worth pointing out.

Changes in PFT Exercise codes

Current CPT Codes related to exercise PFT exercise tests:

94620 Pulmonary stress testing; simple (eg, 6-minute walk test, prolonged exercise test for
bronchspasm with pre- and post-spirometry and oximetry)

94621 complex (including measurement of CO2 production, 02 uptake, and
electrocardiographic recordings)

Revisions which will be active in 2018:

0946X3 Pulmonary stress testing (eg, 6-minute walk test), including measurement of heart
rate, oximetry and oxygen titration, when performed

0946X2 Exercise test for bronchospasm, including pre- and post-spirometry,
electrocardiographic recording(s) and pulse oximetry

A94621 Cardiopulmonary exercise testing,-eemplex {including measurements of minute
ventilation, CO2 production, O2 uptake, and electrocardiographic recordings)

These changes result in more clear definitions of the procedures. And most likely will result in
decreased reimbursement the 6 minute walk.

Chronic Care Management Codes

There are currently 2 Chronic Care Management codes. One code involves the Chronic Care
Management provided by the physician or other qualified health care professional (i.e. PA, NP).
The other code (99490) involves Chronic Care Management services clinical staff (i.e. RT) time
directed by a physician or qualified health care professional. These two codes are monthly codes
and cannot be billed on the same month. The Relative Value Committee (RUC) has requested that
an article be written to define the proper reporting of these codes.
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American Association of Cardiovascular &
Pulmonary Rehabilitation

Submitted by Gerilynn Connors — Congress 2017

Recommendations

None

Report

1. National Pulmonary Rehabilitation Reimbursement Initiative Program JOINT
LETTER — Anne Maire will be disseminating the below information
a. Joint Letter of the National Pulmonary Rehabilitation (PR) Reimbursement
Initiative is a collaborative effort of ATS, ACCP, AARC, NAMDRC, and
AACVPR
b. Respiratory Care Directors, Pulmonary Rehabilitation Program Directors must be
made aware of the Initiative
c. AACVPR did inform AACVPR Members with the below documents on Sept. 8,
2017
i. Sept. 8 2017 Letter explaining PR Reimbursement Initiative (see attachment
“AACVPR letter to membership Connors Sept 8 2017”)
ii. PR Reimbursement Task Force Letter to Program Directors (See attachment
“AACVPR Sept 8 2017 PR Reimb Task Force Letter to PR Program
Director™)
iii. Step by Step Actions for Improving G0424 Reimbursement (see attachment
“AACVPR Sept 8 2017 Step by Step Actions for Improving G0424”)

2. NEW National Pulmonary Rehabilitation Certificate — collaboration between AARC
& AACVPR

a. AARC Pulmonary Disease Educator Modules PLUS AACVPR New Modules have
been developed for the Certificate Program

b. Shawna Strickland and her team have been instrumental in the collaboration efforts

c. AACVPR Modules will be recorded at AARC Sept. 18-19

d. Marketing of the New Pulmonary Rehabilitation Certificate to follow as determined
by AARC/AACVPR

3. AACVPR MAC 11 Reimb. Committee
a. Member of the MAC M Committee
b. Monthly Conference Calls
c. Latest National AACVPR Reimbursement information: dated Aug. 17, 2017
i. Referral Orders for Cardiac and Pulmonary Rehabilitation
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Since the last AACVYPR Reimbursement Update on this topic (7-21-17), CMS has responded verbally and
in writing (August 10, 2017) that referral orders for cardiac (CR) and pulmonary (PR) rehabilitation must
be signed by an MD or DO. The enroliment process can begin earlier with a referral from an
NP/PA/CNS, however, an MD or DO must sign (or e-sign, co-sign) the order.

Since January, 2010, CMS has stated it is legally bound by the statute (Social Security Act, Section 144)
that defines CR and PR as physician services. NPPs are currently allowed in some states to
independently order therapeutic services. That is not the case for CR and PR services. CMS also
recently reiterated to all MAC Medical Directors that the intent of the National Coverage Determination is
to accept MD/DO orders only.

In support of this stance, CMS cites the Medicare provisions, posted on the AACVPR Regulatory &
Legislative Information web page for members’ convenience (linked at the bottom of the Resource Links
list):

e 410.49 Cardiac réhabilitation program and intensive cardiac rehabilitation program: Conditions of
coverage
e 410.47 Pulmonary rehabilitation program: Conditions for Coverage

Final Set PAD Medicare claims Processing Information

AACVPR continues to request necessary coding & billing instructions from CMS for providers so SET
PAD programs can begin to enroll qualifying beneficiaries for this new service. There has been no
response from CMS since June 5, 2017 other than these instructions are “forthcoming”. In the 2018
proposed hospital outpatient regulation, CMS states that, “For the remainder of CY 2017, we anticipate
...will be payable before the end of CY 2017, retroactive to the effective date on the NCD...” (Federal
Register, July 21, 2017, pg 34005). However, this new service is currently not implementable.

CMS Proposes Cancellation of Cardiovascular Episodes and CR Incentive
Payment Model (see attachment “AACVPR Federal Register Vol 82 No
158”)

On August 17, 2017 CMS released a proposed rule (CMVS-5524-P) that would modify the Comprehensive
Care for Joint Replacement model (JCR) and cancel the cardiovascular Episode Payment Models
(EPMs) and the Cardiac Rehabilitation (CR) Incentive Payment Model, previously scheduled to begin
January 1, 2018.

CMS suggests that there may be an opportunity for new voluntary bundled payment models under the
current Bundled Payments for Care Improvement program (BPCI). There is a public comment period until
October 16, 2017. However, it appears highly likely that the cardiovascular episode payment models and
CR incentive payment model will be cancelled.

It is important to keep in mind that the R2R Initiative was developed in 2016 in response to the Million
Hearts Cardiac Rehabilitation Collaborative, which recognizes the value of cardiac rehabilitation in
reducing cardiovascular mortality and re-hospitalization. The goal of 70% participation through innovative
strategies is very much an imperative for AACVPR. More efficient and effective delivery of CR will be key
to sustainability as value-based care continues to evolve.

4. AACVPR National Meeting, Oct 4 — Oct 7, 2017

a. It’s unfortunate AARC/AACVPR and the PHA National Meetings are all the exact
dates of October 2017

I am speaking at the AACVPR Nationals Pre-Conference Workshop and will not be
able to attend AARC

b.

Lecture is: Individual Treatment Plan (ITP) and Documentation during the
workshop: Designing a Comprehensive PR Program

5. AACVPR 5% Edition Pulmonary Rehabilitation Guidelines — are being REWRITTEN

and UPDATED

a. Publication projected for early 2018
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b. Dr. James Lamberti and | are co-authoring/rewriting Chapter 2 — Selecting and
Assessing the Pulmonary Rehabilitation Candidate

6. NHBLI Funding Opportunity — e-mail from AACVPR

NHLBI Funding Opportunity

AACVPR would like to alert yvou of a new Funding Cpportunity Announcement (FOA) developed by the
Mational Heart, Lung and Blood Institute (MNHLEBI).

The purpose of this initiative, Increasing Use of Cardiovascular and Pulmonary Rehabilitation in
Traditional and Community Settings (R61/R33), is to support Fhase 2 clinical trials to develop and test
strategies to increase the use of cardiovascular rehabilitation (CR) and pulmanary rehabilitation (FR) in
the U5, population who are eligible based on clinical guidelines. The intent of this FOA is to test
promising approaches and strategies that will lead to reduced disparities in the use of CR and PR
based on age, gender, race/ethnicity, and socioeconomic status (SES). In addition, this will test whether
increased use of PR or CR, whether fraditional center-based CR/FR or new models, is accompanied by
improvements in relevant clinical and patient-centered outcomes, including exercise capacity,
cardiovascular and pulmonary risk factors, and guality of life.

The link to the FOA is https.igrants.nih.govigrants/guide/fa-files/BFA-HL -18-019 . qtiml

This FOA represents an excellent opportunity to develop innovative approaches to increase the uptake
of CR and FR in eligible patients. Flease contact one of the listed MHLBI authors of this FOA if vou
have questions orwish to discuss this opportunity.

Key Dates

+ Letters of Intent Due: September 19
« Application Due Date: October 19 by 5:00 p.m. local time of applicant organization.

7. VACVPR, affiliate of AACVPR:
a. Active on BOD and Pulmonary Rehab Reimbursement Committee Chair

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

9. Pulmonary Hypertension Association, as a member of the PHPN PRACTICE
COMMITTEE
a. Member of the PHPN Practice Committee
a. will be doing a Pulmonary Rehabilitation Webinar for the Pulmonary
Hypertension University — Date to be determined
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American Heart Association

Submitted by Keith Lamb — Congress 2017

Recommendations

None

Report

Nothing to report at this time.
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Chartered Affiliate Consultant

Submitted by Garry Kauffman — Congress 2017

Recommendations

None

Report

Thanks to the support and approval by AARC President Brian Walsh and AARC Executive
Director Tom Kallstrom, | had the opportunity to conduct a strategic and operational planning
session with the Texas Society for Respiratory Care during this quarter. Gaylene Lee, TSRC
President, assembled a great team that dedicated a day and half to create a new mission
statement, operating principles, and strategic goals/objectives, and action plans to support the
TSRC for the next few years.

| appreciate the support of the AARC leadership, AARC Executive Office, and the Chartered
Affiliate leadership, all of whom demonstrate the dedication and passion to make these efforts
both rewarding and successful for our Chartered Affiliates and the AARC.
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Committee on Accreditation of Air Medical
Transport Systems

Submitted by Steve Sittig — Congress 2017

Recommendations

None

Report

The CAMTS BOD met in July 13" to the 15" in Weehawken NJ with the executive committee
meeting the evening of July 12". The minutes from this meeting are attached for review. The fall
meeting is scheduled for October 12" -14" in Fort Worth, Texas prior to the national Air Medical
Transport Conference (AMTC). Several preconference workshops are planned including
preparing for accreditation and GAMUT Quality.

The initial draft of the 11th Edition of the CAMTS standards are now our got review. This edition
will be formed and submitted following American National Standards Institute (ANSI). A post to
both the transport and neonatal pediatric list serves has been posted looking at requiring an
advanced certification such as NPS, ACCS or CNPT. This would bring transport RT’s in line
with flight nurses and medics who are required to have advanced certification after two years with
the program.

Other

I have or will be attending all three annual meetings as well as serving on the CAMTS executive
committee. (First RT to serve in this leadership role).

| will be serving as a clinical representative responsible for such topics as Respiratory Therapists
and Neonatal Pediatrics on the 11" edition Standards Committee. This newly formed standards
committee is to be in compliance with ANSI standards.
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= Camits
EXECUTIVE SUMMARY
COMMISSION ON ACCREDITATION OF MEDICAL TRANSPORT SYSTEMS
July 13-15, 2017
Weehawken, NJ
8:00 AM to 5:00 PM each day

Board of Directors Meeting

EXECUTIVE COMMITTEE MEMBERS PRESENT: Dr. Conn, Mr. Gryniuk, Mr. Sittig, Mr. A. Smith,
and Dr. Orr

BOARD MEMBERS PRESENT: Dr. Brunko, Dr. Becker, Dr. Miller, Mr. Ruff, Ms. Eichel, Dr.
Stuhimiller, Mr. Lewis, Ms Treadwell, Dr. Guyette, Ms Palmer, and Mr. Brisbois

STAFF PRESENT: Ms. Frazer, Mr. D. Smith

MEMBERS ABSENT: Mr. Hickman, Dr. Alexander, Ms Montgomery, Dr. Holleran, Ms Rush, Dr.
Cohen, Mr. Ruff, and Col Friedrichs

l. Meeting called to order at 0805 hrs on July 13, 2017.

Il. Minutes from the April 6-8, 2017 meeting in San Antonio were approved as
distributed.

Il. Treasurer's Report provided by Mr. A. Smith — a brief review of the second quarter
2017 was provided. Discussion about the merging of services and ideas for expanding
our business model that fit into our mission of pre hospital patient care and transport.

V. Executive Directors reports

Ms. Frazer announced guest speakers for this meeting.

Frédéric Bruder, Managing Director of ADAC Air Rescue in Germany is the
lunchtime speaker for Friday. Mr Bruder provided a presentation on the
ADAC service, the largest rotorwing air medical service in Germany.

Jim Arthur, Director of Operations for Metro Aviation, spoke about regulatory
changes in Operational Control Centers and implications on lift-off times.

Representative from U.S. Transcom — Col. Paul Friedrichs was not able to make this
meeting but will be at our meeting in Fort Worth.

Ms. Frazer summarized the contents of the recent Best Practices publication. This 2017

edition is now available electronically and can be ordered through the website. The
Board discussed a Press Release and presentation at the upcoming conferences in Fall.
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Ms. Frazer discussed the progress with on-line applications. We expect to be operational
by October and will be demonstrating the new process at the AMTC so that by April
2018, PIFs will be found in the on-line secure system going forward.

Ms Frazer discussed the Helitech conference at the Excel center in London in the
beginning of October, AMTC in Fort Worth and ITIC in Barcelona — all in the Fall — press
releases will go out announcing education workshops. We will present “Preparing for
Accreditation” as we always do in the AM workshop but had a dwindling response to
Just Culture and QM workshops over the past two years. We have asked the GAMUT
committee if they would jointly sponsor a Sunday Afternoon workshop on GAMUT
Metrics since we get a lot of questions about these metrics that were included in the
10t Edition Accreditation Standards. They meet next week and will get back to us.

Mr. D. Smith discussed his continued work with creation of the Ralph Rogers foundation
through the Medevac Foundation. The Committee met by conference call to set up the
criteria for applicants and will have more to report at the next CAMTS Board meeting. .

Mr. D. Smith developed a draft of standards for community paramedic practice,
comparing our accreditation standards with the ANSI approved standards developed in
Canada. He will be sending that draft out to his contacts inside and outside of the U.S.
There was further discussion among the Board regarding community paramedicine and
mobile integrated health. Mr. Smith will provide an update at the October Board
meeting.

ANSI Standards Committee — The process - since we were approved as an ANSI
Standards Setting body — requires we have a standardized committee. Applications for a
position on the Standards Committee were sent out. Mr. Smith provided the list of site
surveyors, peers and Board members who submitted their requests to be part of the
committee.

V. Committee Reports

Quality Management...........cooooiiiiiiiiiiiiiiee e Ms. Treadwell

Ms. Treadwell reported on the last cycle of site visits. Some inconsistencies to bring to site
surveyors’ education were discussed. There was a decision to standardize both the opening and
closing conferences during a site visit, beyond reading the “Miranda statement” and providing a
list of findings at the closing conference. Patient record reviews were also determined to require
a standardized bullet list as site surveyors review the records so that patient outcomes could be
compared to adherence to the program’s medical protocols. A subcommittee was set up to
develop such a list for site surveyors. Ms Eichel will be expanding the QM dashboard developed
by Ms Treadwell - one of her tasks as the Clinical Associate Executive Director.

Aviation Advisory & Safety Commiittee...........cccvvvevvvveeeennnn. Mr. Brisbois reported on mostly
positive comments to the press release and blog that CAMTS will strongly encourage 1IMC
training on a quarterly basis in the future edition of standards. The committee will meet during
AMTC and Mr. Brisbois will get an announcement to members and potential members as it is an
open meeting.
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Education COMMILEEE...........cc.evviiiiiiee e e e e Dr. Holleran
Ms Frazer gave a report for Dr. Holleran. Education approvals have not been as busy for clinical
scenarios but we are receiving more requests for Trauma Course equivalents to ATLS.

POBICIES. ..ceeeeeeeeeeeee et e e e e e e e e e e e e e e e et et et ——————— Ms. Frazer/ Mr. D. Smith
There have been no changes since the annual policy in April, 2017.

MArKEUING/PR........ooveieiieeeiee ettt ettt et e et e e eteeete e e etee e e teeeeaeeessse e sseesaneeenbeessseennns Ms Frazer

Ms. Palmer reported on her work with marketing and PR activities. Jen Boyer with the Flying
Penguin has released a few for us and has an extensive list (based on prior experience with the
Tour Operators group). We will continue to blog and release important events coming up such
as exhibits, workshops and drafts of standards.

Ms Palmer also repeated her concerns about using lift-off times to complete putting pressure on
HAA pilots. Ms Palmer agreed to develop an education piece regarding the hazards of this
practice with a positive spin on the reason to track and trend lift-off times.

SEANAAIAS......c.o ottt eteebeereeaeeae et eae s Ms Frazer

A 1% draft for the 11" Edition Accreditation Standards will be posted by the end of August and the
Standards Committee will meet during AMTC. There will be some wording changes and
clarifications and a few new standards but not a lot of changes thus far.

CAMTS EU

The CAMTS EU Standards have been on the camtseu.org website and a final draft will be sent out
to the Board. Approval is set for a GoToMeeting on August 16, 2017. The standards will be
published in time for the Helitech conference October 2-6, 2017. CAMTS EU is exhibiting and
offering 2 workshops: Preparing for Accreditation and Just Culture. There will be a CAMTS EU
face-to-face meeting during the International Travel and Insurance Conference in Barcelona in
November 2017 where the Board will have one program to deliberate for accreditation.

The entire Board discussed we develop CAMTS — CAMTS EU dual accreditation for those
programs (mostly fixed wing) who operate in Europe and the U.S. Policies and the process will
be developed to be presented for approval at the CAMTS and CAMTS EU board meetings in the
Fall.

Strategic Planning

A strategic planning session was conducted for the remainder of the meeting. Constituent needs,
changes in healthcare and medical transport, and improving our process were discussed that will
have an impact on CAMTS over the next 5 years.

VI ACCREDITATION DELIBERATIONS. ... ..cttiiiiiiiiiiiieeiiieeesiieeesiree s eeeee s eeesaeeeesanaee s The
Board
Dr. Orr reviewed our Mission Statement, Vision and Values, as well as the rules of conduct for
program reviews. There were 19 programs reviewed with 16 Full Accreditations, 1 Deferred,
1 Intent to Suspend and 1 Withdraw Accreditation.

New Accreditation
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SKY NUFSES ..ottt ettt e sre b ere e eer s e e snesaeone Delray Beach, FL ME

Memorial MedFlight........cccoiiviiniiieicee e e South Bend, IN RW
Medical Air RESCUE........coevve ettt et e ereenes Rapid City, SD FW
Reaccreditations

Air Methods SouthEast Region.........cccevviecevcene e ceeveeeennen Alabama, Florida, RW/FW

Georgia, South Carolina

Air Methods REZION 7.....cceeeiceieieeee e Arkansas, lllinois, RW/G
Missouri
Children’s Medical CeNter......ccovceivceeiceivicre e Dallas, TX RW/FW/G
Life Force Air Medical.......cocuveveeieieinierieisecse e e e Chattanooga, TN RW
LIfEEVAC VIrgiNia ..ottt ettt Gasburg, VA RW
Med Flight Air AMbUlaNCe......cceoveoiiveieie e Albuquerque, NM FW
Memorial Star Transport......cccecececeecereeeeee s Colorado Springs, CO RW
IMONOGC L.ttt sttt et e s e sa e sressse e e saeenes Neptune, NJ RW
Nationwide Childrens.......ccccvveieceeiveiseiceeeeese e Columbus, OH RW/FW/G
PHI Air Medical Kentucky.......ccocoeoeveveveceeccreeeeeeeiiene Lexington, KY RW
SANTOrd AIFMEd... ..ot e Sioux Falls. SD RW/FW
University of lowa AirCare.......cccoceeeeeeeieieinisineesecseeseeneanens lowa Citry, IA RW/G
UMass Memorial Life Flight.......ccccoeoeieeinininnrcececee Worcester, MA RW

The next on-site Board meeting will be in Fort Worth - October 14-16, 2017.

Submitted by Eileen Frazer, Executive Director
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CoBGRTE

Margaret Traband — Congress 2017

Recommendations

That the AARC and CoBGRTE jointly sponsor a lecture at the 2018 Summer Forum on a topic
that would advance baccalaureate and graduate education.

That the AARC and CoBGRTE jointly sponsor a research project that would document the value
of attaining a baccalaureate and/or graduate degree.

Report

CoBGRTE is dedicated to improving respiratory therapy education. COBGRTE founded in 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 70 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:

e Scholarship awards to students pursuing a BS or master’s degree in respiratory therapy

e Providing a forum and means of communication among baccalaureate and graduate
educators, students, clinical affiliates and other interested parties.

e To assist associate degree programs in developing consortium and transfer agreements
with colleges offering baccalaureate and graduate degrees.

e To assist associate degree programs as they transition to offering a BSRT degree.

e Advocate for the development and establishment of new baccalaureate and graduate
respiratory therapy educational programs.

In support of these objectives the following activities have occurred:

% COoBGRTE Scholarship Committee established in 2012 to help support the academic
success of student members enrolled in BSRT and MSRT programs throughout the United
States. Since 2012, the amount of scholarship funds has increased from $2400 to $5000
each year and has supported 36 students for a sum of $18,400 of awards. The Scholarship
Committee’s 2017 goal is to award eight $500 merit scholarships to BSRT and/or MSRT
students and one $1000 research scholarship to support a research project conducted by a
Respiratory Therapist enrolled in a graduate program.

% CoBGRTE Round Table dinner discussions have been instrumental in growing the

community of educators, leaders and emerging practitioners interested in advancing the
profession and practice of Respiratory Therapy. At the Summer Forum 42 program
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directors, faculty and leaders, using table topics, generated ideas that would address the
challenges we face in our profession.

The Executive Committees of COARC and CoBGRTE held a very cordial and productive
meeting on June 26, 2017; and agreed to hold a 1.5-hour meeting in Indianapolis at the
AARC Congress. COARC has invited COBGRTE to make a report at their Commissioners
meeting in November; Dr. David Shelledy will travel to the COARC Commissioners
meeting to make a CoOBGRTE report.

Drs. Waugh and Shelledy published an article in the August issue of The Coalition Chronicle
describing the career opportunities that become possible with a BSRT and/or MSRT degrees. The
need was discussed to identify to the value of earning a BSRT or MSRT degree.

CoBGRTE Executive Committee met with the AARC Executive Committee to review
plans helping ASRT programs transition to a BSRT degree. During the CoBGRTE Board
meeting, Dr. Ellen Becker, chair of the AARC Education Section, addressed this issue in
her reported, expanding on projects underway to help ASRT programs transition to
offering a BSRT degree.

Dr. David Shelledy led the CoOBGRTE Board of Directors (BOD) in an environmental
scan. BOD members identified strengths, weaknesses, opportunities and threats. A long-
range planning committee (which would be a subset of the BOD) will compile the
information from the SWOT analysis and distribute to the BOD.

CoBGRTE Board voted unanimously to not renew its membership in the Commission on
Accreditation of Allied Health Education Programs (CAAHEP)

CoBGRTE awarded its First International Service Award to faculty members: Drs. Lisa
Trujillo and Paul Eberle (Weber State University), and Dr. Karen Schell (University of
Kansas Medical Center), and Weber State University. The award was given in recognition
for their decade and ongoing outreach to the University of Ghana leading to the
establishment of the first BSRT degree program in Ghana and in Africa.

The Board vote to recognize the contributions to baccalaureate and graduate education of
Wade Jones by awarding him CoBGRTE Lifetime membership.

CoBGRTE currently has an election underway 9/1/17-9/30/17 to fill three Board of
Director positions that will be open on 1/1/18. The Board also will be electing a president-
elect and two vice-presidents in September 2017. President-Elect, Dr. David Shelledy
becomes COBGRTE President on 1/1/2018.
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The number of MSRT programs has increased to 14 and three others are in the approval
stage (see below)

First Professional (Direct-entry) Master’s degree Post-prof Master’s degree

Georgia State University, GA 1. Loma Linda University, CA
Bellarmine University, KY 2. Northeastern University, MA
Rush University, IL 3. Weber State University, UT
University of Mary-St. Alexius, ND 4. Youngstown State Univ, OH

Univ. of Texas Medical Branch-Galveston, TX 5. TX State Univ-San Marcos, TX
University of Texas-San Antonio, TX 6. Canisius College, NY
Samford University, Birmingham, AL 7. Samford University, AL

Programs Currently Under Review

State University-NY, Stony Brook, NY
University of North Carolina-Charlotte, NC
Ohio State University
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Extracorporeal Life Support Organization

Bradley Kuch — Congress 2017

Recommendation

That EM17-2-83.1 (Natalie Napolitano moved that the VP of External Affairs discuss with the
ELSO rep to provide specific information as to the barriers and the states these are occurring in
and so we can provide assistance up to and including a joint position statement with ELSO and
suggested RT state licensure wording structures.) be tabled until the April 2018 BOD meeting.

Justification: To partner with ELSO Steering Committee addressing current barriers and ongoing
state licensure issues surrounding the RCP scope of practice regarding ECLS.

Report

The new AARC liaison to ELSO was formally added to the ELSO steering committee,
participating in several conference calls. Information provided was very helpful in understanding
the direction of ELSO and the potential collaboration. Mr. Kuch has requested a teleconference
with ELSO Education and Steering Leadership to discuss the development of a joint resource
regarding best practices, including licensure requirements for Respiratory Therapists as an ECMO
Specialist (FM16-3-26.1). The AARC liaison is currently working to confirm the date for the
teleconference. This is expected to be complete in the near future.

e Mr. Kuch will work to gain the support of ELSO Steering Committee members to
develop a co-sponsored Position Statement regarding the RRT role as an ECMO
Specialist. FM 16-3-26-1 should be tabled until the teleconference is confirmed. Mr.
Kuch will provide an interim report following the much-anticipated meeting.

e Itis recommended that a small committee of AARC and ELSO members work
together to develop the Position Statement. This will be discussed during the ELSO
Steering committee meeting.

The ELSO Steering committee approved 2 new clinical guidelines in August. Both contain
information regarding recommended mechanical ventilatory support practices. The new
guidelines include:
e Extracorporeal Life Support Organization (ELSO) Guidelines for Adult Respiratory
Failure

e Extracorporeal Life Support Organization (ELSO) General Guidelines for all ECLS
Cases

28" Annual ELSO Conference is scheduled for September 24" to September 27, 2017 in
Baltimore Maryland. The steering committee will convene at this meeting.
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International Council for Respiratory Care

Submitted by Jerome Sullivan — Congress 2017

Recommendations

That the Process and Criteria for Establishment, Maintenance and Withdrawal of Approval for
International Affiliates be formally approved and included in the AARC Policy & Procedure
Manual.

Justification: The ICRC strongly supports the recommendation of the International Committee
regarding this Process. First and foremost we are all concerned regarding the sharp decline in the
international membership numbers. This situation was the subject of several emails and a
conference call between the AARC Executive Director, Chairman of the International Committee
and the President of the ICRC. Jerome Sullivan and John Hiser have discussed this on several
occasions and have agreed on the following language which is included in both the ICRC &
International Committee AARC BOD Reports:

“The Chair of the International Committee and the President of the International Council for
Respiratory Care are collaborating and have appointments to speak face to face with the leadership
from each of the international affiliates whose membership numbers have fallen below the
minimum number. We feel that a face-to-face meeting will be more beneficial and the upcoming
Congress provides a perfect opportunity to do so.” Further we suggest that there must be
something more in the delivery of “value added” benefits for international affiliates and their
members to attract and maintain AARC membership.

In addition, the ICRC was represented by its President on the AARC International Membership
Survey Committee which has completed formulation of a survey of international members (current
and lapsed) that was discussed at the Summer AARC BOD Meeting. As of September 5, 2017 the
survey has been approved and is in the final stages of processing for release. A copy of the survey
has been included in the International Committee Report.

Information Related to BOD actions from June 28, 2017

Natalie Napolitano moved to accept Recommendation 17-2-23.3 “That the AARC BOD review
the policy for adding and maintaining international affiliate status and consider how you wish to
proceed with those countries whose AARC members has fallen below 20 members.”

Frank Salvatore moved to accept for information only but direct the International Council
president to come into compliance with bylaws.

Motion carried

(Email has been sent to ICRC President Jerome Sullivan.)_

The President of the ICRC respectfully responds that the ICRC is certainly part of the
community of interest that wants the International Affiliates to be strong vital components of the
AARC and will assist in any way possible to contribute to this end. The responsibility for
establishment and approval of International Affiliates has rested, for the better part of a decade,
with the Chartered Affiliates Committee of the HOD. The ICRC has never had in line
responsibility for International Affiliate approval, review, maintenance, or withdrawal of approval.
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However, the Council has a vested interest in the success of these AARC Affiliates and will
continue to work to assist in their development.

The ICRC strongly supports the recommendation for Procedures and Criteria for approving and
maintaining International Affiliate Status submitted this meeting by John Hiser, Chairman of the
International Committee. This recommendation functionally reflects the exact same process
that has been in effect for many years. The extant question is why this policy was never included
in the P & P Manual?

Report

I. Update on Fundamental Respiratory Care Support Course (FRCS: 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 honored to report that Dean Hess, PhD, RRT, FAARC is now serving as the Editor for the
project. The publication includes 38 Chapters on contemporary respiratory care clinical, theory and
practice. We have received 15 manuscripts to date and there are international authors from 11
countries contributing to the training course

I1. 2017 West Lake International Respiratory Care Conference Zhejiang Province,
Hangzhou, China: The 2017 West Lake International Respiratory Care Conference convened
August 24-27, 2017 with impressive sponsorship and support by the Zhejiang Medical
Association, the Chinese Medical Association, the Zhejiang University Institute of Respiratory
Diseases and Sir Run Run Shaw Hospital (SRRSH) in affiliation with Zhejiang University School
of Medicine. Over the period of four days international expert faculty and local faculty specialists
presented 36 lectures, demonstrations and workshops to the participants. The state-of-the-art
presentations were organized under the major subject headings of: Respiratory Failure Support,
Pulmonary Function and Cardiopulmonary Exercise Testing, Chronic Disease Management and
Respiratory Rehabilitation. There were 320 on-site registered participants and impressively over
2,000 individuals followed the meeting presentations in real time via the internet.

The event also recognized the occasion of the inaugural Founding Meeting of the Respiratory
Therapists Alliance of Zhejiang Province. RT’s from around the province formally established the
alliance organization to provide professional direction, to enhance the quality of patient care and to
foster a focus of unity for their professional activities. They marked the occasion by electing
officers and board members and by all RT’s wearing distinctive t-shirts with the Alliance markings
and logo.

I11. The 13" ARCPP Philippines Annual Convention: The Association of Respiratory Care
Practitioners, Phil., Inc (ARCPP) successfully held its 13" Annual Convention with the theme
“Mechanical Ventilation: Progress and Future Prospect” at the Century Park Sheraton Hotel in
Manila, Philippines last July 20 & 21, 2017 coinciding with the celebration of the 24™ National
Respiratory Care Week.

The 13" ARCPP Annual Convention was a huge success in terms of attendance with the active
participation of 890 convention delegates coming from different parts of the Philippines, Southeast
Asia and the Middle East and in terms of the quality of educational activities offered by the
Scientific Program Committee. We congratulate the convention’s organizing committee for

138



coming-up with this worthwhile educational event for its members and non-members alike with a
very interesting and relevant scientific program to enhance the delegates’ knowledge and
competencies in mechanical ventilation.

IV. Ms. Khalsa Al Siyabi From Oman Visits Saudi Respiratory Care Departments: The
Respiratory Care Department at Prince Sultan Military College of Health Sciences has welcomed
Ms. Khalsa Al Siyabi, Department Head of Royal Hospital Respiratory Care Services in Oman, for
her first visit to explore the respiratory care services in the Kingdom of Saudi Arabia. During her
two days visit to Prince Sultan BS Respiratory Care Program, she had the opportunity to meet with
the college officials, respiratory care faculty members, and toured all college teaching facilities.
Ms. Khalsa and her Omani colleagues had the opportunity to spend some time in the advanced
clinical simulation center. She and the Omani RT Team learned about respiratory care curriculum
development and its integration with clinical simulation. In addition they visited the King Fahd
Military Medical Complex where they participated in collaborative exchange and learned about
respiratory care services provided in a different setting.

As a result of the visit Ms. Khalsa reached an initial agreement to open opportunities for
Omanis to study respiratory care at Prince Sultan Military College for Health Sciences.
Additionally, there was an agreement to collaborate to improve respiratory care services in Oman
with the help of Dr. Mohammed AlAhmari, ICRC Governor for Saudi Arabia.

V. Taiwan Respiratory Therapists Participate in Long-Term Care Exhibition: With the
effort of the respiratory therapists in Taiwan, the provision of high quality respiratory care in the
long-term care field has been greatly enhanced. The establishment of home respiratory care
companies has been recognized by the government in Taiwan and the business can be operated
independently with a respiratory therapist as the employer. The health care policy of the
government has greatly promoted the long-term care industry, and as a result, respiratory
therapists’ valuable skills and achievements can be extended to these facilities and into the home.
Currently in Taiwan approximately 10% of all respiratory therapists work in long-term respiratory
care for adults and children and it is anticipated that more respiratory therapist will be recruited in
the future.

Recently several exhibitions have been held by long-term care organizations, with the main
purpose of providing information about long-term care resources to the public. It is an expectation
that the respiratory therapist can provide long-term care including home care, ventilated-dependent
patient care, and pulmonary rehabilitation for the patients. During the exhibition there was
significant interaction with the public and there was tremendous exposure of the capabilities and
expert knowledge of the profession and practice of Respiratory Therapy.

V1. University of Ghana Establishes 1%t Respiratory Therapy BS Degree in Africa: In
conjunction with Weber State University (WSU) and the University of Kansas Medical Center
(KUMC) and under the direction of the authors Drs. Lisa Trujillo (WSU) and Karen Schell
(KUMC), Charity Beyond Borders (CBB) has been providing medical and humanitarian education
and assistance throughout Ghana for 11 years. After working for several years in the country, we
recognized the need for establishing the respiratory therapy profession in the country. During the
past 6 years, we have focused specifically on the development and implementation of a
Respiratory Therapy Bachelor Degree Program at the University of Ghana. This is the first
bachelor degree in respiratory therapy in Africa.
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The University of Ghana RT program currently has nine respiratory students enrolled in their 3™
semester and a new cohort of students is being interviewed to begin the program in the fall of
2017. These pioneer students have the wonderful opportunity to be taught by physicians from the
University of Ghana Medical School and Korle Bu Teaching Hospital. Since there are no formally
trained respiratory therapy faculty in the country, the curriculum is presented by a mix of
anesthesiologists, pulmonary and internal medicine physicians, pediatricians, perfusionists and
others.

During our visits to Ghana throughout the years, we have organized the teaching/learning time to
include lectures and lab experiences as well as side-by-side clinical interactions. Those who travel
to Ghana with us including the respiratory therapists and respiratory therapy students, also have the
opportunity to interact and engage in valuable learning opportunities with the students. Combining
US trained RTs with the University of Ghana RT students creates a very dynamic and rich learning
environment.

VII. The 11 Respiratory Therapist Training Course, Changsha City, Hunan Province,
China: The 11" Annual Respiratory Therapist (RT) Training Course of Hunan Provincial
People’s Hospital successfully hosted 120 participants in its month-long RT Program which draws
medical personnel from all over China. The 2017 program was offered from July 17" — August
16™. Notably for the past seven years, the program has been formally recognized by the American
Association for Respiratory Care (AARC) and the International Council for Respiratory Care as a
fully “Approved” Level II Program. As such, the RT Training Course of Hunan Provincial
People’s Hospital has met and exceeded the Standards of the International Education Recognition
System (IERS) for seven consecutive years.

The Changsha Respiratory Therapist (RT) Training Course is offered under the direction of Dr.
Xiaotong Han, the Medical Director of the Department of Respiratory Therapy of Hunan
Provincial People’s Hospital. This is a highly regarded program attracting RT’s, critical care
physicians, nurses, other health care providers from all of China’s Provinces. The solid reputation
of the program also attracts international RT faculty to assist as instructors in the course. The
program in Changsha is of high quality and is in such high demand that the Hospital has found it
necessary to add a second section to accommodate additional students. Even with an additional
section the Program has a waiting list for admission.

VII1. The 11" Intercoastal Respiratory Therapy and Critical Care Assembly Shaanxi
Province, Xi’an, China: The 11" Intercoastal Respiratory Therapy and Critical Care Assembly
convened August 11-12, 2017 at the First Affiliated Hospital of Xi’an Medical University in Xi’an
City, Shaanxi, Province, China. The audience included respiratory therapists, critical care
physicians, nurses, other health care providers and community leaders. Participants gathered for
the educational programming and the opportunity to enhance their clinical skills in the important
disciplines of respiratory therapy and critical care medicine.

The Hospital celebrated its 65" Anniversary in 2016 and is uniquely qualified to host this
medical teaching event. Its Department of Pulmonary and Critical Care Medicine houses the
Center for Respiratory Disease Prevention and Treatment which serves all of Shaanix Province.
The Respiratory Intensive Care Unit (RICU) was the 1% RICU established in Northwest China and
includes RT’s at the bedside. The Unit consists of 18 beds equipped with advanced contemporary
ventilators and a centralized ECG and Respiratory monitoring unit.

Over 40 concurrent sessions of lectures, demonstrations and workshops were offered during the
course of the Assembly. This program was formally recognized by the American Association for
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Respiratory Care (AARC) and the International Council for Respiratory Care and received full
Level I “Approval” by the International Education Recognition System (IERS).

IX. International Education Recognition System (IERS): Demand for approval of International
Respiratory Care Educational programs and seminars continues to grow. Already in 2017 eleven
programs have been approved. Four programs were not approved and were provided
recommendations to improve their applications and encouraged to resubmit.

Shonan, Japan - approved
Hatay, Turkey - approved
Seoul, Korea - approved
Riyadh, Saudi Arabia - approved
Shanghai, China - approved
Taichung, Taiwan - approved
Hangzhou, China - approved
Changsha, China — approved
Xi’an, China — approved
Shenzhen, China — approved
Kerala, India - approved
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Joint Commission - Ambulatory PTAC

David Bunting - Congress 2017

See Joint Commission Homecare Report.
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Joint Commission - Home Care PTAC

Submitted by Kimberly Wiles — Congress 2017

Recommendations

None

Report

There have not been any PTAC conference calls scheduled in 2017. There was a notification
sent in June that there is a change in reporting structure of the PTAC at the Joint Commission.
With this change, the executive officers who will be managing the PTAC committees, were
charged with developing a plan for how the PTAC advisory processes will function under this
new structure. The PTAC quarterly calls are on hold until further notice.
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Joint Commission - Lab PTAC

Darnetta Clinkscale - Congress 2017

See Joint Commission Homecare Report.
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From: Franklin, Jacqueline [ mailto:JFranklin2@jointcommission.org]
Sent: Tuesday, June 06, 2017 3:36 PM

To: Franklin, Jacqueline

Cc: Lorraine M. Reiser; Devdutta G. Sangvai

Subject: PTAC Plans for 2017

As a member of Joint Commission’s Ambulatory Care Professional Technical & Advisory
Committee (PTAC), you may have noticed the absence of PTAC conference calls so far this
year. This was intentional (your Joint Commission e-mails have not been going to junk mail).

Our PTAC Chair, Dr. Lorraine Reiser, regularly reviewed in 2016 PTAC calls the discussions at
meetings of the Standards and Survey Procedures Committee which outlined future changes
for Joint Commission’s standards development processes. This was driven by actions of The
Joint Commission Board of Commissioners, engaged in a comprehensive review of its
governance structure and processes. The Board has now applied governance best practices
that allow for the most meaningful engagement with key stakeholders.

This resulted in the transition of the development, review, and approval of accreditation
standards (as well as other key areas including accreditation) from activities conducted by
Joint Commission Board committees to management functions with Board oversight. That
transition has occurred this year in 2017, and the Board expressed satisfaction with the initial
management reports on these activities that were presented at the March 2017 Board
meeting.

Also as part of that review , advisory groups that were previously overseen directly by the
Board, including the PTACs, now report to management.

In light of the decision of the Board to change this advisory reporting structure, Joint
Commission executive officers are charged in 2017 with developing a plan for how the PTAC
advisory processes will function under this new structure. We expect that this process will
result in different outcomes for different accreditation programs, based on the advisory
needs in each area.

While Joint Commission management thoughtfully develops a new engagement process, it is
necessary to place official PTAC calls on hold at this time.

To allow for focus on this important transition, PTAC membership renewals and PTAC officer
elections, scheduled for 2017, will also be put on hold until further notice. Current
representatives, alternates, and liaisons will remain in place at this time. Questions about
PTAC membership issues can be directed to me.

However, The Joint Commission still currently has a role for field input on standards
development through its field review mechanism. As a representative of your association
with interests in the ambulatory environment, | urge you to personally always look for that
avenue to contribute input, and encourage your host association (officially or unofficially) to
also make this field input opportunity publicized to its members. As an example, the Joint
Commission just recently closed a six-week field review on an ambulatory standard specific
for sleep diagnostic centers.
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We will continue to keep you informed as this plan develops.

Thank you for your continued relationship, and that of your host association, with The Joint
Commission.

Michael Kulczycki
Executive Director
Ambulatory Care Services
The Joint Commission

630.792.5290
mkulczycki@jointcommission.org
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National Asthma Education & Prevention
Program

Submitted by Natalie Napolitano — Congress 2017

Recommendations

None

Report

Still 2 evidence based reviews pending to be posted for public comment. Will post to the
“Pulmonary Disease Management Roundtable” when available.
e The role of bronchial thermoplasty in the management of asthma — Still Pending
e Systematic Review of intermittent inhaled corticosteroids and of long-acting muscarinic
antagonists for asthma — Still Pending

Call for nominations for the NAEPP Working Panel Expert Committee to serve under the
Coordinating Committee. The request was sent to Tom and Brian for nominations.

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 — Congress 2017

Recommendations

None

Report

The NRP Steering Committee will meet at the site of the AAP national convention in Chicago on
September 13 and 14, 2017. A grant review process will be conducted and the AARC liaison will
be evaluated grant proposals for studies that relate to respiratory care in the delivery room. Further
meeting topics include instructor development and program development for the years to come.

Other recent activity includes an NRP webinar hosted by the AARC liaison (July 2017).
Participants took the opportunity to learn about hot topics in respiratory care related to neonatal
resuscitation. The program also allowed for real time Q&A with the AARC liaison.

148



Roundtable
Reports



) 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 — Congress 2017

Recommendations

That the AARC Board of Directors accept the NPAPP Needs Assessment Key Findings
and the AARC Needs Assessment Study Methods and Item Results (see attached file
“APRT Needs Assessment Board Report ) submitted to the AARC on August 17, 2017
by JBS International, Inc.

Report

Charges

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.

e The following timeframe objectives were met:

Action Item Projected Date of
: Status
Completion
Zrowde SRS O [NAP October 24", 2016 Completed
ocument

Rewse RFP dacument into November 15", 2016 Completed
final format

AARC Board of Directors November 30, 2016 Completed
review and approval of RFP
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document

RFP release By December 15, 2016 Completed
AARC Execu_tive Office

gﬁiﬁ:ﬂ?ﬁ?&:;%igﬂlﬁ f December 5, 2016 Completed
acceptance

AARC Board of Directors

gi‘:g:ﬁ::/é %)]Pf:g;/al SIAARE December 12, 2016 Completed
recommendation

RFP response proposals due January 31, 2017 Completed
Vendor Selection March 9, 2017 Completed
S e B By May 30, 2017 Completed
Survey release By June 15, 2017 Completed
Survey completion / closure July 31, 2017 Completed
Preliminary findings report August 30, 2017 Completed

e The remaining action items for the committee are as follows:

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

e The committee presented its work to the membership at the AARC Summer
Forum.

e The committee submitted and received approval to present its work to the
membership at the AARC Congress.
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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), Dana Evans 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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Ad Hoc Committee on Career Pathways

Submitted by Ellen Becker — Congress 2017

Recommendations

None

Report

Membership of the committee consists of Brad Leidich, Diane Oldfather, Susan Rinaldo-
Gallo, John Lindsey, and Shawna Strickland. The committee has been very productive.

1. Review the AARC Position Statement on Continuing Education to provide more explicit
information about career pathways, promotion of career pathways for entry-level
therapists and future educators, leaders, and researchers. Also, address the types of
degrees and degree advancement as a quality measure for RT completion degrees.

Status: Edits to the current position statement were broadened to promote higher education
and include diverse works settings. Joe Goss from the Position Statements Committee met
with our committee at Summer Forum. He will share their edits to our draft as their
committee finalizes their comments.

2. 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.

Status: Websites were reviewed and Shawna Strickland sent out letters on behalf of the

AARC. The Bureau of Labor Statistics responded and the AARC was given the opportunity

to suggest edits. Edits were sent late July. We will follow-up this fall after they publish their

updates.

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

Status: Appropriate language is being drafted and the content will be added to the current
AARC webpage: https://www.aarc.org/careers/respiratory_therapy degree_advancement/162

4. The CoARC will evaluate what additional data programs can submit, through its annual
report of current status, which would be helpful in promoting career pathways. This
additional data may include, but not be limited to, 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.

Status: A Survey Monkey form was drafted and will be sent to program directors from the

AARC to gather the desired information Fall 2017. The timeline was established to facilitate

a higher response rate given the academic calendar.

5. 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
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articulation agreements, baccalaureate degree options where students commonly transfer,
and the number of degree transfer credits.

Status: When data becomes available, the target webpage is:
https://www.aarc.org/careers/respiratory therapy degree advancement/

6. Collaborate with NN2 and NA2RC 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.

Status: Ellen and Shawna joined the AARC leadership meeting with NN2 at Summer Forum
in Tucson. The NN2 leadership appeared to understand and have a willingness to support our
goals of career pathways. Specific actions requested were to communicate with associate
degree programs the need to utilize their program websites to encourage respiratory therapists
(program graduates) to earn a baccalaureate degree and provide their institution’s career
pathway options to obtain the degree.

7. Collaborate with NN2 and NA2RC leadership to ask their membership to post links to
articulation agreements and other baccalaureate degree programs in prominent positions
on their program website.

Status: See above.

Data from the Integrated Postsecondary Education Data System (IPEDS)
(Shane Keene provided this information)

Baccalaureate Degree Graduates

Year 2010 2011 2012 2013 2014 2015

Total Entry-level BS Graduates:

Data from CoARC* 705 656 816 801 866 827

Total BS RT Graduates: Data from

IPEDS~* 816 938 1042 1045 1101 1219

Degree Advancement BS Degrees:

IPEDs variance to CoARC 111 282 226 244 235 392

0,
Degree Advancement % of yearly 8% 204 204 11%  32%
change
Degree Advancement % of Total BS

14% 30% 22% 23% 21% 32%
conferred

* CoARC data based on RS Graduates by State (including DC) and Degree (pg. 63-66)
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** |PEDS data based on bachelor's degrees conferred from 2010 - 2015 for (51.0908)
Respiratory Care Therapy/Therapist

Notes:
1. Significant rise in the number of respiratory therapists who earn their baccalaureate
degree through Degree Advancement.

2. The rate of change for RTs who earn their baccalaureate degrees through degree
advancement is higher than the numbers of RTs who are earning entry-level
baccalaureate degrees.
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Ad Hoc Committee on Research Fund for
Advancing Respiratory Care Profession

Submitted by Lynda Goodfellow — Congress 2017

Recommendation

That the AARC BOD accept the top ranked proposal for funding for the 2017 AARC
Vision Grant.

Report

Three proposals were received for the AARC Vision Grant. Based on the goals of
soliciting proposals that prove the work and value of the respiratory therapist, and which
supports presidential goals of quality, safety, value, one proposal is recommended for
funding. Ms. Cheryl Skinner, in the Department of Respiratory Care Education at the
University of Kansas, submitted her proposal entitled Innovative Pulmonary
Rehabilitation Telehealth Program for Improving COPD Patient Outcomes. Total
funding request is $45,000 which includes direct and indirect costs over a 2-year period.

Ms. Skinner is a clinical assistant professor enrolled in a Master’s of Science program at
Northeastern University. Her mentor, Dr. Dave Burnett, will provide release time and
mentor her in all aspects of the study including the design, data analyses, and manuscript
preparation. The committee believes Ms. Skinner has the experience as a respiratory
therapist (since 2008), and the support necessary to complete this proposal.

Other

Members:

Lynda T Goodfellow, chair
Gregg Ruppel

Georgianna Sergakis
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Call for Proposals — Educational level and the effects of quality and safety on patient
care outcomes.

Problem Statement: The AARC has a goal of having at least 80% of RTs either
holding or working towards a bachelor’s degree (BS) by 2020. To this end, the
AARC will conduct/support research to evaluate whether a BS affects the quality
or safety of patient care.

Request for Applications:

The AARC invites interested parties to submit a one-page letter of intent (LOI) for
possible funding that advances the profession of respiratory care. If LOI accepted, a
full proposal is due on TBA.

Deadline:
LOI deadline: TBA

Submission requirements:

An electronic (PDF) copy of application in ONE document (a detailed description
of the proposal requirements is included below). Submit to Dr. Shawna Strickland
at: Shawna.Strickland@aarc.org

OVERVIEW AND GOALS:

The bachelor (or baccalaureate) degree refers to an undergraduate college degree that
takes four to five years of study and is generally 120 to 132 semester credits. The most
common bachelor degrees are the Bachelor of Arts (BA) and the Bachelor of Science
(BS). The Bachelor of Arts is usually less specialized and found in the social sciences
and humanities, such as literature and history. The Bachelor of Science degree
customarily involves the sciences and technical fields, such as, biology, engineering,
nursing, health sciences or respiratory therapy.

The AARC is providing funding for research that compares the quality and safety of
respiratory care when provided by respiratory therapists who hold an associate degree
(AS) versus respiratory therapists who hold the BS degree. There is a need to determine
if patient outcomes are safer or more effective when viewed on an educational
continuum. This RFP does not imply that currently provided respiratory care is unsafe or
ineffective.

ELIGIBILITY

All are encouraged to submit a LOI that describes a research plan that can adequately
investigate the effect of educational level of respiratory therapists to quality of care
and patient safety. Preference given when respiratory therapists are the Pl or co-Pl.

Applications of any amount up to $50,000 accepted for review.

PROPOSAL CONTENTS AND PAGE LIMITS
If the LOI is accepted, interested researchers should submit an application of no more
than ten pages, including:

e State the scientific rationale for the study and detail how this study advances the
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profession of respiratory care

e Provide specific research question(s) that are sufficiently focused to carefully
map issues related to the safety and quality of respiratory care

e Justify the scientific merits of study plan and the potential impact of the proposed
research

e Provide a timeline for the proposed research and qualifications of all investigators

e Prepare and justify a proposed budget

e Document that IRB approval is secured

e Description of any equipment to be purchased and any implementation
expenditures

REVIEW PROCESS

Applications evaluated based on the ability of the award to:
Leverage existing strengths of the primary investigators and co-investigators
2) Well-designed studies that can reveal differences in quality and safety, if any
3) Advance the profession of respiratory care and enhance the AARC’s mission
4) Support AARC members
5) Proposals that include cost-sharing plans are encouraged
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American Respiratory Care Foundation

Submitted by Michael T. Amato — Congress 2017

The ARCF has been busy over the past several months as we gear up for the AARC
International Congress in Indianapolis, IN. Below are updates of these activities.

New in 2016
o Mitchell A. Baran Achievement Award for Clinical Excellence in Aerosol and
Airway Clearance Therapies

Congress 2017 ARCF Fundraiser
e Vapotherm again sponsors the ARCF Fundraiser and they have agreed to do
S0 again in 2018.
e Grand Prizes:
o Donated by Tonya Winders ARCF Board member — A 4 day/3 night
getaway to Vegas, Williamsburg, Phoenix, or Orlando at a 4 star
Diamond resort (including round trip airfare for 2 under $900
(transportation donated by ARCF Trustees)
o $100 gift card to one of the restaurants located at the Marriott Indy
Place

2017 ARCF Awards

Research Fellowship Awards

e Charles W. Serby Research Fellowship
Daneen Nastars, MSc, RRT-ACCS

e Phillips Respironics Fellowship in Mechanical Ventilation
Edna Lee Warneckee,MSc, RRT-NPS, RRT-ACCS

e Vyaire Healthcare Fellowship for Neonatal and Pediatric Therapists
Robert K. Gillette, MD

e Jeri Eiserman, RRT Professional Education Research Fellowship
Linda C. Schofield, PhD, RN

Literary Awards
e Mallinckrodt Best Paper Award by Best First Author
Robert T. Dailey
e Draeger Literary Award
Craig R. Wheeler

Achievement Awards

e Forrest M. Bird Lifetime Scientific Achievement Award
James B. Fink, PhD, RRT-NPS, FAARC, FCCP

e Hector Leon Garza, MD Achievement Award for Excellence in International
Respiratory Care
Neil R. MaciIntyre, MD, FAARC

e Dr. Charles H. Hudson Award for Cardiopulmonary Public Health
Congressman Gregg Harper

e Mike West, MBA, RRT Patient Education Achievement Award
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David L. Vines, MHS, RRT

2017 ARCF Awards (continued)

e Thomas L. Petty, MD Invacare Award for Excellence in Home Respiratory
Care
Kimberly S. Wiles, BS, RRT, CPFT

o Mitchell A. Baran Achievement Award for Clinical Excellence in Aerosol
and Airway Clearance Therapies
Jospeh L. Rau Jr., PhD, RRT, FAARC

Education Recognition Awards for Undergraduate Students

e Morton B. Duggan, Jr., Memorial Education Recognition Award
NKkiruka M. Achionye

e Jimmy A. Young Memorial Education Recognition Award
Melanie C. Walker

e NBRC/AMP William B. Burgin Jr., MD and Robert M. Lawrence MD
Education Recognition Award
Nkiruka M. Achionye

Education Recognition Awards for Postgraduate Students
e NBRC/AMP Gareth B. Gish, MS, RRT Memorial Education Recognition
Award
Mabry McKinney, MEd, RRT-NPS, CPFT, AE-C
e William F. Miller, MD Postgraduate Education Recognition Award
Kevin P. Collins, MS, RRT, RPFT, AE-C

International Fellows

e Jinhao Tao - China
First City Host: Philadelphia, PA
Second City Host: Charlottesville, VA

e Martha Diaz — Colombia
First City Host: Washington, DC
Second City Host: Baltimore, MD

e Alfred Aidoo - Ghana
First City Host: Kansas City, KS
Second City Host: Farmington, UT

Respiratory Care Journal Conference

The Journal Conferences are presented under the auspices of the American Respiratory
Care Foundation. The Foundation and the Journal presented the 56" Journal Conference
on Respiratory Medications for COPD and Adult Asthma: Pharmacologic Actions to
Clinical Applications on June 22-23, 2017 in St. Petersburg, FL. Conference Co-Chairs
are Sam P. Giordano, MBA, RRT, FAARC, Neil R. MaclIntyre, MD, FAARC, and Roy
A. Pleasants 11, PharmD, BCPS. We are currently seeking sponsorship for the event.
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Arrive in the First City:
First City Rotation:

Arrive in Second City:
Second City Rotation:

Arrive in Indianapolis, IN:  Tuesday, October 3

AARC Congress 2017
Fellowship Ends:

Wednesday, September 20

Friday, September 22 - Tuesday, September 26
Wednesday, September 27
Thursday, September 28 - Tuesday, October 3

‘Wednesday, October 4 - Saturday, October 7
Sunday, October 8

(as of 08-25-2017)

American Association for Respiratory Care
2017 International Fellowship Program

Fellow First City Host Second City Host Req. Forms Hotel 1% City Hotel 2™ City
Jinhao Tao {Rowley) Philadelphia, PA Charlottesville, VA ROL: 07-25-2017 Sherton University City Graduate Charlottesville
tanjinhac2006@163 .com {Shanghai) Matalie Napolitano Chad Gibbs Agres: 07-25-2017 215-387-3000 434-255-4333
86-21-54931531 napolitanon@email.chop.edu Cagdu@virginia.edu Photo: 08-03-2017 Conf # 342208594 Conf# 7720558010261
Contacted: 06-30-2017 215-508-118% 434-982-0274 Copy of Airfare: Arrival: 09-20-2017 Arrival: 09-27-2017
Confirmed: 07-01-2017 Contacted: 06-30-2017 Contacted: 06-30-2017 Reg. Form: 08-14-2017 Depart: 02-27-2017 Depart: 10-03-2017
Confirmed: 08-20-2017 Confirmed: 08-20-2017 Travel Form: 08-10-2017 Cost: $1,724.42 Cost: 51,295 .00
Per Diem Mailed: v
hartha Diaz (Napolitano) Colombia Washington, DC Baltimore, MD ROL: 07-04-2017 Hampton Inn Washington DC  [Hampton Inn & Suite
marthamilenadiaz7&@gmail .com Carolyn Williams Christopher Kircher Agres: 07-04-2017 202-373-1001 844-240-6601
57-318-3240550 cawmsrrt@yahoo.com ckircher@umm.edudl0-328-1051 Photo: 07-24-2017 Conf # 36475732 Conf# 92805572
Contacted: 06-30-2017 202-832-4114 Contacted: 06-30-2017 Copy of Airfare: Arrival: 09-20-2017 Arrival: 09-27-2017
Confirmed: 06-30-2017 Contacted: 06-30-2017 Confirmed: 06-30-2017 Reg. Form: 08-01-2017 Depart: 08-27-2017 Depart: 10-03-2017
Confirmed: 06-30-2017 Travel Form: 08-01-2017 Cost: 51,274.35 Cost: 51,157.31
Per Diem Mailed: v
Alfred Aidoo [Coombs) Ghana Kansas City, K3 Farmington, UT ROL: 07-06-2017 KW Office if Int’l Prog Apt. Staying with Lisa Trujillo
alfredaidoo@hotmail.com (Kumasi) Karen Schell Liza Trujillo Agree: 07-06-2017 Stacie Rador Conf# MfA
233-206300730 kschell@kumc.edu ltrujillo@weber.edu Photo: 07-24-2017 Conf#nfa Arrival: 09-27-2017
Contacted: 06-30-2017 513-583-4633 801-644-0088 Copy of Airfare: Arrival: 09-20-2017 Depart: 10-03-2017

Confirmed: 06-30-2017

Contacted: 06-30-2017
Confirmed: 08-20-2017

Contacted: 06-30-2017
Confirmed: 08-20-2017

Reg. Form: 07-31-2017
Travel Form: 07-31-2017
Per Diem Mailed:

Depart: 09-27-2017
Cost: 5250 08-21-2017

Cost: ticket price of airfare
5314.61

International Committee member "Liaisons"

Daniel Rowley - DDRBAEhscmail.mocvirginia.edu
Matali= Napolitano- napolitanon@email chop.edu
Ed Coombs = edwin.coombs{@draeger.com

W = credit card autorization form submitted to the City Host hotel

Total Cost for Hotels: 56,015.73

First City: 53,248.81
Second City: $2,766.92
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RE/PIRATORY CARE

The science journal of the American Association for Respiratory Care
Established 1956
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56" RESPIRATORY CARE Journal Conference

Respiratory Medications for COPD and Adult Asthma:
Pharmacologic Actions to Clinical Applications

Attendance limited to faculty, representatives from the supporting organizations, and staff.

Overview

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.

Objectives

* Review the pharmacology of the medications used to manage COPD and asthma in adults
* Provide guidance on using these medications according to evidence based guidelines
+ Review the processes of respiratory medication development and implementation

Presentation Rules

« FEach presenter will have 30 minutes for a concise presentation. No additional time will be
allotted. At the conclusion of each presentation, there will be a 15-minute open discussion

« Each presentation MUST focus on the key issues and include thoughts for the future with
respect to the assigned topic. The goal of each presentation is to review the pertinent available
data but, as importantly, to discuss the topic in terms of new and upcoming strategies

« Remember that the on site audience is composed of only the conference faculty, and, thus,
there is no need to review basic material. All conference presenters are deemed experts in the
field. However, the manuscript should be written for the readers of RESPIRATORY CARE

+ One of the key goals of the presentation is to stimulate discussion. Controversial topics and
perspectives are encouraged

* A comprehensive manuscript suitable for publication in RESPIRATORY CARE must be submitted
to the Journal for review by the conference co-chairs before the time of the conference

Instructions for Presentations/Manuscripts

+ Unlike the presentation, the manuscript should be a comprehensive review of the assigned
topic. Each manuscript should include a pertinent review of the available literature, the topics
presented at the conference, and thoughts for the future care of adult patients with respect to
the assigned topic

» ltis vital to the success of the conference for the controversial nature of issues to be
emphasized for the readers

The discussion associated with each presentation will be transcribed and printed at the conclusion
of each manuscript. Please note that you will have a chance to edit the transcript prior to
publication.
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THURSDAY Morning, June 22
(Plaza C-D)

8.00 am-8:15am

Overview, Introductions, and Ground
Rules

Neil R Macintyre MD FAARC

Pharmacology

8:15am— 8:45am

Bronchodilators

Bruce K Rubin MEngr MD MBA FAARC

Richmond, VA

+ Clinical pharmacology of SABAs, LABAs,
SAMAs including MOA and pharma-
codynamics

+ Currently available formulations and
dosages

* Upcoming agents/products

+ Adverse effects

+ Important interactions with other drugs/
conditions/co-morbidities

* How do clinicians best use the
pharmacology of bronchodilators in patient
care?

8:45 am —9:00 am
Discussion of Dr. Rubin’s presentation.

9:00 am - 9:30 am

Inhaled and Systemic Corticosteroids

Dennis M Williams PharmD BCPS AE-C

Chapel Hill, NC

* Clinical pharmacology of steroids including
MOA and pharmacodynamics

* Currently available formulations and
dosages

* Upcoming agents/products

* Adverse effects

+ Important interactions with other drugs/
conditions/co-morbidities

* How do clinicians best use the
pharmacology of corticosteroids in patient
care?

9:30 am — 9:45 am
Discussion of Dr. Williams’ presentation.

9:45 am — 10:00 am
Break

10:00 am — 10:30 am

Non-steroidal Anti-inflammatory and

other Oral Agents

Roy A Pleasants Il PharmD

Durham, NC

» Clinical pharmacology and pharma-
codynamics of phosphodiesterase
inhibitors (theophylline and roflumilast),
macrolides, leukotriene modifiers, and
expectorants/mucolytics

+ Currently available formulations and
dosages

+ Upcoming agents/products

* Adverse effects

* Important interactions with other drugs/
conditions/co-morbidities

* How do clinicians best use the
pharmacology of non-steroidal anti-
inflammatory agents in their practice?

10:30 am — 10:45 am
Discussion of Dr. Pleasants’ presentation.

10:45 am - 11:15 am

Anti-proteases and Alpha-1 Antitrypsin

Augmentation Therapy

Charlie B Strange MD

Charleston, SC

* Clinical pharmacology of Alpha-1
Antitrypsin replacement therapy including
MOA and pharmacodynamics

+ Currently available formulations and
dosages

+ Upcoming agents/products

* Adverse effects

* Special populations

« Important interactions with other drugs/
conditions/co-morbidities

* How do clinicians use the pharmacoclogy
of anti-proteases in their practice?

11:156 am - 11:30 am
Discussion of Dr. Strange’s presentation.
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11:30 am — 12:00 pm

Current and Emetrging Biologics To

Manage Obstructive Lung Diseases

Michael E Wechsler MD

Denver, CO

Clinical pharmacology of available biologics

(omalizumab, anti-IL5, anti-IL4, and anti-IL-

13 agents) including MOA and

pharmacodynamics

* Current formulations/dosing

+ Upcoming products

* Adverse effects

* Special populations

* What is the current role of biologics in the
care of patients with obstructive lung
disease?

12:00 pm - 12:15 pm
Discussion of Dr. Wechsler presentation.

12:15 pm

Recess until Thursday afternoon, 2:00 pm

(on your own)

THURSDAY Afternoon, June 22
(Plaza C-D)

2:00 pm — 2:30 pm

Inhalational Devices

Constance C Mussa PhD RRT-NPS

Chicago, IL

* DPI vs MDI vs neb

+ Techniques/efficacy

* Technologic advances (eg smart inhalers,
co-suspension technology, portable
nebulizers)

* How do clinicians choose an appropriate:
a stepwise approach? Cost? Availability?

* How does patient/caregiver understanding
of devices affect compliance?

2:30 pm = 2:45 pm

Discussion of Dr. Mussa’s presentation.

2:45 pm —3:15 pm

Oxygen

Richard D Branson MSc RRT FAARC

Cincinnati, OH

* Physiologic effects of oxygen (including
hyperoxia) — “pharmacology” of oxygen

* Writing the Oxygen Prescription for both
acute care and long term (home)

+ Describe the criteria and testing for
providing home oxygen; modifications for
exercise or sleep. (LOTT trial)

* What are the important design points in
choosing a home oxygen system

What are the options for mobility?

Is pulse oximetry sufficient? How often to
obtain blood gases?

How can this be used to provide the best
practice today?

3:15 pm = 3:30 pm
Discussion of Mr. Branson’s presentation.

3:30 pm - 3:45 pm
Break

Clinical Application

3:45 pm—4:15 pm

Medication Regimens for Managing
Stable COPD

James F Donohue MD

Chapel Hill, NC

Guideline based recommendations (GOLD)
Key clinical trials

Impact on outcomes including PFTs,
symptoms, QOL, and exacerbations
Stepwise approaches

Strengths and weaknesses of different
mono- and combination drug regimens
Putting this into practice today/Quality
measures
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* How can this be used by clinicians to best
manage the patient with stable COPD;
what are appropriate quality measures?

4:15 pm - 4:30 pm

Discussion of Dr. Donohue’s presentation.

4:30 pm - 5:00 pm

Medication Regimens for Managing

Stable Asthma

Njira L Lugogo MD

Durham, NC

* Guideline based recommendations (GINA,
NAEPP)

* Key clinical trials

* Impact on outcomes including PFTs,
symptoms, QOL, and exacerbations

6:00 pm - 7:00 pm

+ Stepwise approaches

¢ Special population considerations

* Quality measures

« Strengths and weaknesses of different
mono- and combination drug regimens

* How can this be used by clinicians to best
manage the patient with stable asthma;
what are appropriate quality measures?

5:00 pm —-5:15 pm

Discussion of Dr. Lugogo’s presentation.

5:15 pm
Recess until Friday morning, 8:00 am

Tea Garden Patio (Lobby Level, west end)
If raining, Fred’s Restaurant (Plaza Level)

Reception

Families and friends are welcome.
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FRIDAY Morning, June 23
(Plaza C-D)

8:00 am - 8:30 am

Medication Regimens for Managing

COPD Exacerbations

Robert A Wise MD

Baltimore, MD

* Guideline hased recommendations
(GOLD)

« Key clinical trials

+ Impact on outcomes including PFTs,
symptoms, QOL, and exacerbations

« Stepwise approaches

* Special population considerations including
hospital discharge patients

« Strengths and weaknesses of different
drug regimens

+ How can clinicians put this into practice;
what are appropriate quality measures?

8:30 am — 8:45 am
Discussion of Dr. Wise’s presentation.

8:45am-9:15am

Medication Regimens for Managing

Acute Asthma

Jay | Peters MD

San Antonio, TX

* Guideline based recommendations (GINA,
NAEPP)

* Key clinical trials

* Impact on outcomes including PFTs,
symptoms, QOL, and exacerbations

« Stepwise approaches

« Special population considerations

+ Strengths and weaknesses of different
drug regimens

* How can clinicians put this into practice;
what are appropriate quality measures?

9:15 am - 9:30 am
Discussion of Dr. Peters’ presentation.

11:15 am

9:30 am — 9:45 am
Break

9:45 am —10:15 am

Respiratory Drug Development

Marianne Mann MD PC

Highland, MD

¢ Selecting new molecules to study —
science and business considerations

* Pre-clinical pharmacology and toxicology
studies
Phase | study designs

+ Trial designs for Phase Il and Il — efficacy
vs “non-inferiority”

+ Regulatory negotiations and labeling

10:15 am — 10:30 am
Discussion of Dr. Mann’s presentation.

10:30 am - 11:00 am

Patient Adherence Issues

Maureen George PhD RN AE-C

New York, NY

Patient adherence often low

« Characteristics of a low adherence patient

+ Solutions

¢ Support issues — how much MD
involvement? Specialist? Professional
Providers?

+ Self management strategies, action plans

* Advice to clinicians

11:00 am - 11:15 am
Discussion of Dr. George’s presentation.

Adjournment
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Rush University
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Care Medicine
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Bruce K Rubin MEngr MD MBA FAARC

Department of Pediatrics
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Medicine
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Charles B Strange MD

Pulmonary and Critical Care Medicine
Medical University of South Carolina
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Michael E Wechsler MD MMSc

Division of Pulmonary, Critical Care and
Sleep Medicine

National Jewish Health
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35 Hyde Street 790 Eagle Mountain Blvd.

Danvers, MA 01923 Batesville, AR 72501

978-304-1707 972-243-2272

dhess@aarc.org sara.moore@aarc.org

Ray Masferrer RRT FAARC
Managing Editor, RESPIRATORY CARE
272 Hearthside Path

Holly Lake Ranch, TX 75765
214-533-0060

masferrer@aarc.org

172



RE/PIRATORY
CARE

The Journal
Conferences

SPECIAL ISSUE

Since 1982, the proceedings of RESPIRATORY CARE Journal Conferences have appeared in special
issues of the RESPIRATORY CARE Journal, www.rcjournal.com. These state-of-the-art conferences
tackle subjects that are important to clinicians working in the field of respiratory care, about which
relevant published information available to them is judged to be lacking, incomplete, or
unacceptably biased. Potential conference themes are reviewed by members of the Journal's
Editorial Board, and are selected by the editors based on their current topicality and practical
importance.

Respiratory care is both a profession and a subject area within healthcare. Its multidisciplinary
nature is one of its strengths. The Editorial Board's mix of respiratory therapists, physicians, and
others reflects this diversity, and over the years so has the list of participants in its conferences.
Speakers/authors are invited either because they possess recognized expertise on the specific
topic or have a reputation for critical thinking and the ability to both speak and write well. Conscious
attempts are made to achieve diversity in the participants' credentials, jobs, genders, and
geographical locations. Most of the faculty members have come from the United States, but there
have also been speakers from Canada, France, Germany, Italy, The Netherlands, Poland, Spain,
Sweden, and the United Kingdom.

Published

* Pediatric Respiratory Care June 2017
* Respiratory Care Controversies il June 2016
* Aerosol Drug Delivery in Respiratory Care June 2015
* Adult Artificial Airways and Airway Adjuncts June 2014
* Adult Mechanical Ventilation in Acute Care: Issues and Controversies June 2013
* Oxygen January 2013
* The Chronically Critically lil Patient June 2012
* Pulmonary Function Testing January 2012
* Neonatal/Pediatric Respiratory Care Aug & Sept 2011
* Patient-Ventilator Inferaction Jan & Feb 2011
* Sleep Disorders: Diagnosis and Treatment Sept & Oct 2010
+ Controversies in Respiratory Care Il Jan & Feb 2010
* Respiratory Care and Cystic Fibrosis May & June 2009
* Non-Invasive Ventilation in Acute Care: Controversies and Emergency

Concepts Jan & Feb 2009
* Meeting the Challenges of Asthma May & June 2008
* Mechanical Ventilation in Mass Casually Scenarios Jan & Feb 2008
* Airway Clearance: Physiology, Pharmacology, Techniques, and Practice Sept & Oct 2007
* Respiratory Controversies in the Critical Care Setting April & May 2007
* Neuromuscular Disease in Respiratory and Critical Care Medicine Aug & Sept 2006

* Metered Dose Inhalers (MDls) and Dry Powder Inhalers (DPIs) in
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Aerosol Therapy

Ventilator-Associated Pneumonia

Applied Respiratory Physiology: Use of Ventilator Waveforms and
Mechanics in the Management of Critically Ill Patients

Computers in Respiratory Care

COPD: Translating New Understanding into Improved Patient Care
Current Trends in Neonatal and Pediatric Respiratory Care

Liquid Nebulization: Emerging Technologies

Invasive Mechanical Ventilation in Adults: Implementation, Management,

and Follow-Up

Evidence—Based Medicine in Respiratory Care

Tracheal Gas Insufffation (TGI): Current Status and Future Prospects
Palliative Respiratory Care

Consensus Conference V: Aerosols and Delivery Devices
Long-Term Oxygen Therapy

Artificial Airways

Inhaled Nitric Oxide

Sleep-Disordered Breathing

Consensus Conference IV: Noninvasive Positive-Pressure Ventilation
Emerging Health Care Delivery Models and Respiratory Care
Mechanical Ventilation: Ventilatory Techniques, Pharmacology
and Patient Management Strategies

Resuscitation in Acute Care Hospitals

Consensus Conference |lI: Assessing Innovation on Mechanical
Ventilatory Support

Controversies in Home Respiratory Care

Oxygenation in the Critically lil Patient

Emergency Respiratory Care

Consensus Conference Il: The Essentials of Mechanical Ventilators
Respiratory Care of Infants and Children

Consensus Conference |: Aerosol Delivery

Noninvasive Monitoring in Respiratory Care

Pulmonary Function Testing

PEEP

Mechanical Ventilation

Neonatal Respiratory Care

Monitoring of Critically il Patients

Perioperative Respiratory Care

The Management of Acute Respiratory Failure

Complications of Respiratory Therapy

10

Sept & Oct 2005
June & July 2005

Jan & Feb 2005
April & May 2004
Dec ‘03 & Jan ‘04
March & April 2003
Nov & Dec 2002

March & April 2002
Nov & Dec 2001
February 2001
Nov & Dec 2000
June 2000

Jan & Feb 2000
June & July 1999
Feb & March 1999
April & May 1998
April 1997
January 1997

April & May 1996
April & May 1995

September 1995

April & May 1994
June & July 1993
June & July1992

September 1992

June & July 1991
September 1991

June & July 1990
June & July 1989
June & July 1988
June & July 1987
June & July 1986
June & July 1985
May & June 1984
May 1983

April 1982
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Summary

The ARCF Trustees continues to have frequent communication through quarterly phone
conferences and face-to-face meetings. The ARCF will continue in its quest to increase
awareness of our Foundation in order to be successful at our mission of promoting respiratory

health through the support of research, education, and patient-focused philanthropic activities in
respiratory care.

I look forward to presenting this report to you and entertaining any questions you may have
while at the Board Meeting.
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CoARC Report

Submitted by Tom Smalling — Congress 2017

See Attachment:

“CoARC Update September 2017~
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NB-RC @

The National Board for Respiratory Care

Date: September 5, 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

| appreciate the opportunity to provide you my final written update as President of the NBRC.
In August, the NBRC hosted the 26" Annual State Licensure Liaison Group Meeting in Kansas
City and several committees of the Board also met including the Executive Committee, the
Investment Advisory Committee, the Clinical Simulation Examination Committee and the Long
Range Planning Committee who participated in a day long strategic planning discussion. The
following information summarizes the current status of significant changes to several
examinations and major initiatives in which the Board and staff are currently involved.

Continuing Competency Program

Recommendations for modifications to the NBRC’s Continuing Competency Program (CCP)
were considered by the Continuing Competency Committee in November 2016 and they directed
the Executive Office staff to create a detailed implementation plan which was reviewed by the
Committee and approved by the Board at the April 2017 meeting. Modifications include an
assessment of knowledge similar to the physician model being employed by the American Board
of Anesthesiology and the American Board of Pediatrics. Details of the program changes will be
forthcoming later this year with expected implementation for specialty credentials in 2019 and
2020 for the CRT and RRT credentials.

Advanced Practice Respiratory Therapist Ad Hoc Committee

Collaboratively with the AARC and CoARC, the NBRC has maintained its representation of four
appointed representatives serving on the Ad Hoc Committee on the Advanced Practice RT. The
charge of this collaboration is to explore issues related to the potential education, credentialing,
and practice of these advanced practice therapists. In anticipation of an eventual credentialing
examination for these advanced practice therapists, the NBRC continues to work with its
trademark counsel to protect, through intent to use, the terms APRT and RRT-AP.

Job Analysis Studies

In April, an advisory committee including outside representatives from the AARC, BOMA and
CoARC convened to begin the next respiratory therapy job analysis which will result in new test
specifications for the Therapist Multiple-Choice (TMC) and Clinical Simulation Examinations
(CSE) in 2020. Invitations to participate in this survey were sent to approximately 100,000
individuals in June and we recently closed the survey in mid-August. Survey results will be
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reviewed by the committee in December and they will refine the detailed content outlines for
both the TMC and CSE to reflect any changes brought about by the survey.

Admission Policy Changes

At its April meeting, the Board approved on first reading the elimination of the provision for
CRTs who have held the credential for at least one year to be eligible for the Neonatal/Pediatric
Respiratory Care Specialty Examination (NPS). For this change to become effective, the Board
must approve the recommendation on second reading at its December 2017 meeting. Assuming
the Board approves this recommendation, the policy change will go into effect when test
specifications change for the NPS Examination in October 2018.

New Website and Online Services

As previously announced, the NBRC is rebranding in ways that put respiratory care professionals
at the center of our thoughts, actions and communications. Over the past several months, you
have seen our new brand come to life — and now we are excited to unveil our new website. We
will launch our new website which includes access to a new School Portal (formerly referred to
as EED) and a new process for graduates to apply for NBRC examinations on Wednesday,
September 6!

2017 Examination and Annual Renewal Participation

Through August 15, nearly 20,000 examinations across all programs have been administered.
Over 57,000 individuals have renewed their active status for 2017. Many have taken advantage of
the $5 discount available to those who renew online. 2018 annual renewal notices will be mailed
in early October and credentialed practitioners will once again receive a $5 discount if they renew
their active status online at nbrc.org.

Examination Statistics — January 1 —August 15, 2017

Examination Pass Rate

Therapist Multiple-Choice Examination — 9,564 examinations

e First-time Candidates Exceed High Cut-Score — 74.8%
Exceed Low Cut-Score — 83.6%
e Repeat Candidates Exceed High Cut-Score — 26.8%

Exceed Low Cut-Score — 46.3%
Clinical Simulation Examination — 8,267 examinations

e First-time Candidates 59.7%
e Repeat Candidates 45.9%
[ )

Adult Critical Care Examination — 559 examinations
e First-time Candidates 74.6%
e Repeat Candidates 52.0%
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Neonatal/Pediatric Examination — 550 examinations

e First-time Candidates 80.0%

e Repeat Candidates 52.9%
Sleep Disorders Specialty Examination — 81 examinations

e First-time Candidates 80.9%

e Repeat Candidates 69.2%

PFT Examination — 298 examinations

e First-time Candidates Exceed High Cut-Score — 28.8%
Exceed Low Cut-Score — 68.1%
e Repeat Candidates Exceed High Cut-Score — 17.8%

Exceed Low Cut-Score — 53.3%
Your Questions Invited

| am honored to have served two terms as President of the NBRC and the opportunity of 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 | 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 | 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

Recommendation 17-2-1.3 “That the AARC Board of Directors establishes an RFP
through the Vision Grant in 2018 to determine the impact of previously published AARC
Clinical Practice Guidelines on patient care.” Tabled from June 2017 meeting

Policy CA.002 — Chartered Affiliates — Chartered Affiliate Requirements and
Responsibilities (See below)

Policy FM.016 — Fiscal Management — Travel Expense Reimbursement
(See attachment “Proposed Revisions FM.016 Oct 2017”)
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American Association for Respiratory Care

SECTION:

SUBJECT:

EFFECTIVE DATE:

DATE REVIEWED:

DATE REVISED:

REFERENCES:

Policy Statement:

Policy Statement

Page 1 of 1
Policy No.: CA.002

Chartered Affiliates
Chartered Affiliate Requirements and Responsibilities

December 14, 1999

i checkli revisi | | i
i June-
2017 October 2017

Apri2012 June-2017 October 2017

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.

C. Proof of Chartered Affiliate financial audit completed by an auditor licensed by the
state board where the affiliate resides.

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.
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New Business

2017 Human Resource Survey (see attachment “2017 HRS Board report™)

Policy Review
e FM.021 - Fiscal Management — Outstanding Affiliate Checks
e FM.022 - Fiscal Management — Capital Purchase Approval
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American Association for Respiratory Care
Policy Statement

Page 1 of 1
Policy No.: FM.021
SECTION: Fiscal Management
SUBJECT: Outstanding Affiliate Checks
EFFECTIVE DATE: July 2007
DATE REVIEWED: April 2013
DATE REVISED: April 2013
REFERENCES:

Policy Statement

Periodically, but at least twice a year AARC shall perform the following procedure for old
outstanding checks:

e Obtain the most recent list of all checks issued but still outstanding (i.e. not cleared the
bank) for at least six months.

e Attempt to contact the Payee via mail or email to seek information and possible direction
in terms of clearing and / or re-issuing the old check.

e Given better information is received, the original check shall be voided and be re-issued
less a reasonable fee for handling the stop payment fee on the original check.

o |f the payee is still unreachable after several attempts, records shall be maintained for the
outstanding item and it shall disposed of as current law allows.

DEFINITIONS

ATTACHMENTS
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American Association for Respiratory Care
Policy Statement

Page 1 of 1
Policy No.: FM.022

SECTION: Fiscal Management
SUBJECT: Capital Purchase Approval
EFFECTIVE DATE: July 2007

DATE REVIEWED: December 2014

DATE REVISED: December 2014
REFERENCES:

Policy Statement

Capital expenditures are those spent on asset items exceeding $2,500 and providing value for a
year or more. In purchasing such, the following approval procedures shall be in effect:

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

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

e Capital purchases exceeding $5,000 (but not more than $20,000) that are required due to
emergency circumstances (i.e. air conditioning units) may be purchased with the approval
of the AARC Executive Director and concurrence by the AARC President. Such also
must be subsequently ratified by the AARC Board at the next available meeting.
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Entry Level Academic Degree

Academic 2017 2014 2009
Degree Linked

to Respiratory

Therapy Entry

Survey N 19,281 | 15,234 3,139
Associate 81.3 80.8 78.4
Baccalaureate 17.5 18.8 20.1
Masters 1.2 1.1 1.5
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* What is the highest
academic degree you
have achieved?

What is the highest academic level you have achieved?
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Academic Achievement
Highest 2017 2014 2009 2005 2000 1992
Academic Level
Achieved
Survey N 19,281 | 15,234 3,139 2,818 1,856
No high school 0 0 0 0 Not 02
diploma surveyed
High school/
GED 0.5 0.6 0.7 0.6 2.5 13.1
Some college 4.5 5.9 8.9 9.3 15.5 28.4
Associate 51.2 53.0 44.1 43.3 51.2 42.0
Baccalaureate 31.3 30.9 32.8 31.8 24.6 14.0
Masters 10.7 8.7 12.5 114 5.1 2.0
Doctorate 1.2 0.9 1.0 1.2 0.6 0.3
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WWW.aarc.org
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Earned Credentials

Credential

2017

2014

2009

2005

2000

1992

Certified Respiratory Therapist (CRT)

60.8

60.5

69.3

67.3

733

37.9

Registered Respiratory Therapist
(RRT)

81.3

80.2

85.3

Adult Critical Care Specialist
(RRT-ACCS)

5.8

3.6

Neonatal/Pediatric Specialist
(CRT-NPS or RRT-NPS)

13.4

13.8

Sleep Disorders Specialist
(CRT-SDS or RRT-SDS)

1.1

0.8

Certified Pulmonary Function
Technologist (CPFT)

7.2

7.1

14.2

80.9

12.6

68.5

9.6

36.9

0.3

Registered Pulmonary Function
Technologist (RPFT)

3.3

3.0

6.1

5.8

3.7

0.3
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* What best describes
your goal for

pursuing a higher
academic degree?
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Why Pursue a Higher Degree?

‘What best describes 2017 2014 2009 2005
your goal for pursuing a

higher degree?

Survey N 19,281 15,234 3,139 2,818
Advance my RT career 65.5 60.0 73.8 67.9
Change my career 34.5 40.0 26.2 31.9

American Association for Respiratory Care
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WHO PURSUES A HIGHER DEGREE?

BS or higher; pursuing
higher degree
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13%
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Persons who have an advanced
degree...

* Tend to be members of the AARC
* Tend to hold more specialty credentials
* Tend to hold the RRT credential

Tend to hold supervisory/coordinator/
educator positions

American Association for Respiratory Care
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Percentage of RTs who will have a BS or working
on one while assuming (1) a 1.6% increase every
3 years, and (2) RTs have an Associates degree
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Accelerate Bachelors Acquisition

* There are many more therapists in staff roles
than in leadership and support, so the most
effective strategy will target staff who expect
to remain in a staff position after getting a
Bachelors degree.

— What are the ways a Bachelors degree helps a

therapist working in a staff role?

* Build a promotional strategy around answers to this
question.

American Association for Respiratory Care
WWW.aarc.org
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DEPARTMENT OF HEALTH AND
HUMAN SERVICES

Centers for Medicare & Medicaid
Services

42 CFR Parts 510 and 512
[CMS-5524—P]
RIN 0938-AT16

Medicare Program; Cancellation of
Advancing Care Coordination Through
Episode Payment and Cardiac
Rehabilitation Incentive Payment
Models; Changes to Comprehensive
Care for Joint Replacement Payment
Model (CMS-5524-P)

AGENCY: Centers for Medicare &
Medicaid Services (CMS), HHS.

ACTION: Proposed rule.

SUMMARY: This proposed rule proposes
to cancel the Episode Payment Models
(EPMs) and Cardiac Rehabilitation (CR)
incentive payment model and to rescind
the regulations governing these models.
It also proposes to revise certain aspects
of the Comprehensive Care for Joint
Replacement (CJR) model, including:
Giving certain hospitals selected for
participation in the CJR model a one-
time option to choose whether to
continue their participation in the
model; technical refinements and
clarifications for certain payment,
reconciliation and quality provisions;
and a change to increase the pool of
eligible clinicians that qualify as
affiliated practitioners under the
Advanced Alternative Payment Model
(APM) track.

DATES: Comment period: To be assured
consideration, comments on this
proposed rule must be received at one
of the addresses provided in the
ADDRESSES section no later than 5 p.m.
EDT on October 16, 2017.

ADDRESSES: In commenting, please refer
to file code CMS-5524—-P. Because of
staff and resource limitations, we cannot
accept comments by facsimile (FAX)
transmission.

You may submit comments in one of
four ways (please choose only one of the
ways listed):

1. Electronically. You may submit
electronic comments on this regulation
to http://www.regulations.gov. Follow
the “Submit a comment” instructions.

2. By regular mail. You may mail
written comments to the following
address ONLY: Centers for Medicare &
Medicaid Services, Department of
Health and Human Services, Attention:
CMS-5524-P, P.O. Box 8013, Baltimore,
MD 21244-1850.Please allow sufficient
time for mailed comments to be

received before the close of the
comment period.

3. By express or overnight mail. You
may send written comments to the
following address ONLY: Centers for
Medicare & Medicaid Services,
Department of Health and Human
Services, Attention: CMS-5524—P, Mail
Stop C4-26-05, 7500 Security
Boulevard, Baltimore, MD 21244-1850.

4. By hand or courier. Alternatively,
you may deliver (by hand or courier)
your written comments ONLY to the
following addresses prior to the close of
the comment period:

a. For delivery in Washington, DC—
Centers for Medicare & Medicaid
Services, Department of Health and
Human Services, Room 445-G, Hubert
H. Humphrey Building, 200
Independence Avenue SW.,
Washington, DC 20201.

(Because access to the interior of the
Hubert H. Humphrey Building is not
readily available to persons without
Federal government identification,
commenters are encouraged to leave
their comments in the CMS drop slots
located in the main lobby of the
building. A stamp-in clock is available
for persons wishing to retain a proof of
filing by stamping in and retaining an
extra copy of the comments being filed.)

b. For delivery in Baltimore, MD—
Centers for Medicare & Medicaid
Services, Department of Health and
Human Services, 7500 Security
Boulevard, Baltimore, MD 21244-1850.
If you intend to deliver your comments
to the Baltimore address, call telephone
number (410) 786—7195 in advance to
schedule your arrival with one of our
staff members.

Comments erroneously mailed to the
addresses indicated as appropriate for
hand or courier delivery may be delayed
and received after the comment period.

For information on viewing public
comments, see the beginning of the
SUPPLEMENTARY INFORMATION section.

FOR FURTHER INFORMATION CONTACT:
For questions related to the CJR
model: CJR@cms.hhs.gov.
For questions related to the EPMs:
EPMRULE@cms.hhs.gov.

SUPPLEMENTARY INFORMATION:
Inspection of Public Comments: All
comments received before the close of
the comment period are available for
viewing by the public, including any
personally identifiable or confidential
business information that is included in
a comment. We post all comments
received before the close of the
comment period on the following Web
site as soon as possible after they have
been received: http://
www.regulations.gov. Follow the search

instructions on that Web site to view
public comments.

Comments received prior to the
submission deadline will also be
available for public inspection as they
are received, generally beginning
approximately three weeks after
publication of a document, at the
headquarters of the Centers for Medicare
& Medicaid Services, 7500 Security
Boulevard, Baltimore, Maryland 21244,
Monday through Friday of each week
from 8:30 a.m. to 4 p.m. To schedule an
appointment to view public comments,
phone 1-800-743-3951.

Electronic Access

This Federal Register document is
also available from the Federal Register
online database through Federal Digital
System (FDsys), a service of the U.S.
Government Printing Office. This
database can be accessed via the
internet at http://www.gpo.gov/fdsys/.

Acronyms

ACE Acute Care Episode Demonstration

ACO Accountable Care Organization

AMI  Acute Myocardial Infarction

APM Alternative Payment Model

BPCI Bundled Payments for Care
Improvement

CABG Coronary Artery Bypass Graft

CCN CMS Certification Number

CCSQ Center for Clinical Standards and
Quality

CEHRT Certified Electronic Health Record
Technology

CEO Chief Executive Officer

CFO Chief Financial Officer

CJR Comprehensive Care for Joint
Replacement

CMS Centers for Medicare & Medicaid
Services

CR Cardiac rehabilitation

CY Calendar Year

E/M  Evaluation and Management

EPM Episode payment model

FFS Fee-for-service

FR Federal Register

HACRP Hospital-Acquired Condition
Reduction Program

HHS U.S. Department of Health and Human
Services

HVBP Hospital Value-Based Purchasing
Program

ICD-CM International Classification of
Diseases, Clinical Modification

IFC Interim Final Rule with Comment
Period

IPPS Inpatient Prospective Payment System

LEJR Lower-extremity joint replacement

MPFS Medicare Physician Fee Schedule

MP Malpractice

MSA Metropolitan Statistical Area

MS-DRG Medical Severity Diagnosis-
Related Group

NPI National Provider Identifier

NPRA Net Payment Reconciliation Amount

NQF National Quality Forum

OMB Office of Management and Budget

PE Practice Expense

PGP Physician Group Practice
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PRO Patient-Reported Outcome

PY Performance year

QP Qualifying APM Participant

RFA Regulatory Flexibility Act

RSCR Risk-Standardized Complication Rate

RVU Relative Value Unit

SHFFT Surgical hip/femur fracture
treatment

THA Total hip arthroplasty

TIN Taxpayer Identification Number

TKA Total knee arthroplasty

UMRA Unfunded Mandates Reform Act

I. Executive Summary

A. Purpose

The purpose of this proposed rule is
to propose to cancel the Episode
Payment Models (EPMs) and the
Cardiac Rehabilitation (CR) incentive
payment model, established by the
Center for Medicare and Medicaid
Innovation (Innovation Center) under
the authority of section 1115A of the
Social Security Act (the Act), and to
rescind the regulations at 42 CFR part
512. Additionally, this proposed rule
proposes to prospectively make
participation voluntary for all hospitals
in approximately half of the geographic
areas selected for participation in the
Comprehensive Care for Joint
Replacement (CJR) model (that is, in 33
of the 67 Metropolitan Statistical Areas
(MSASs) selected; (see 80 FR 73299 Table
4)) and for low-volume and rural
hospitals in all of the geographic areas
selected for participation in the CJR
model. We are also proposing several
technical refinements and clarifications
for certain CJR model payment,
reconciliation, and quality provisions,
and a change to the criteria for the
Affiliated Practitioner List to broaden
the CJR Advanced Alternative Payment
Model (APM) track to additional eligible
clinicians.

We note that review and reevaluation
of policies and programs, as well as
revised rulemaking, are within an
agency’s discretion, and that discretion
is often exercised after a change in
administration occurs. The EPMs and
the CR incentive models were designed
as mandatory payment models and
implemented via notice and comment
rulemaking to test the effects of
bundling cardiac and orthopedic care
beginning in 2018 and further
incentivizing higher value care. The CJR
model was also designed as a mandatory
payment model established via notice
and comment rulemaking to test the
effects of bundling on orthopedic
episodes involving lower extremity joint
replacements; we note that the CJR
model began on April 1, 2016 and is
currently in its second performance
year.

While we continue to believe that
cardiac and orthopedic episode models

offer opportunities to redesign care
processes and improve quality and care
coordination across the inpatient and
post-acute care spectrum while lowering
spending, after careful review, we have
determined that it is appropriate to
propose to rescind the regulations at 42
CFR part 512, which relate to the EPMs
and CR incentive payment model, and
reduce the geographic scope of the CJR
model for the following reasons. First,
we believe that requiring hospitals to
participate in additional episode
payment models at this time is not in
the best interest of the agency or the
affected providers. Many providers are
currently engaged in voluntary
initiatives with CMS, and we expect to
continue to offer opportunities for
providers to participate in voluntary
initiatives, including episode-based
payment models. We are concerned that
engaging in large mandatory episode
payment model efforts at this time may
impede our ability to engage providers,
such as hospitals, in future voluntary
efforts. Similarly, we also believe that
reducing the number of providers
required to participate in the CJR model
will allow us to continue to evaluate the
effects of such a model while limiting
the geographic reach of our current
mandatory models. We considered
altering the design of the EPMs and the
CR incentive payment model to allow
for voluntary participation and to take
into account other feedback on the
models, but as this would potentially
involve restructuring the model design,
payment methodologies, financial
arrangement provisions and/or quality
measures, we did not believe that such
alterations would offer providers
enough time to prepare for such
changes, given the planned January 1,
2018 start date. In addition, if at a later
date we decide to test these models, or
similar models, on a voluntary basis, we
would not expect to implement them
through rulemaking, but rather would
use methods of soliciting applications
and securing participants’ agreement to
participate consistent with how we have
implemented other voluntary models.
Finally, we believe that canceling the
EPMs and CR incentive payment model,
as well as altering the scope of the CJR
model, offers CMS greater flexibility to
design and test other episode-based
payment models, while still allowing us
to test and evaluate the impact of the
ongoing CJR model on enhancing the
quality of care while reducing costs.
Hospitals in the CJR model have been
participating for more than a year and

a half, and we have begun to give
hospitals in the model financial and
quality results from the first

performance year. In many cases, GJR
hospitals have made investments in care
redesign, and we want to recognize such
investments and commitments to
improvement while reducing the overall
number of hospitals that are required to
participate.

We seek public comment on the
proposals contained in this proposed
rule, and also on any alternatives
considered.

B. Summary of Economic Effects

We do not anticipate that our
proposal to cancel the EPMs and CR
incentive payment model prior to the
start of those models will have any costs
to providers. As shown in our impact
analysis in section V. of this proposed
rule, we estimate that the CJR model
changes we are proposing will reduce
the previously projected CJR model
savings (82 FR 603) by approximately
$90 million. Therefore, we estimate that
the total CJR model impact after the
changes in this proposed rule will save
the Medicare program $204 million,
instead of $294 million, over the
remaining 3-year performance period
(2018 through 2020) of the CJR model.
Our impact analysis has some degree of
uncertainty and makes assumptions as
discussed in section V. of this proposed
rule. In addition to these estimated
impacts, as with many of the Innovation
Center models, the goals that
participants are attempting to achieve
include improving overall quality of
care, enhancing participating provider
infrastructure to support better care
management and reducing costs. We
anticipate there will continue to be a
broader focus on care coordination and
quality improvement through the CJR
model among hospitals and other
providers and suppliers within the
Medicare program that may lead to
better care management and improved
quality of care for beneficiaries.

II. Statutory Authority and Background

Under the authority of section 1115A
of the Social Security Act (the Act),
through notice-and-comment
rulemaking, CMS’ Center for Medicare
and Medicaid Innovation (Innovation
Center) established the Comprehensive
Care for Joint Replacement model in a
final rule titled ‘“Medicare Program;
Comprehensive Care for Joint
Replacement Payment Model for Acute
Care Hospitals Furnishing Lower
Extremity Joint Replacement Services”
published in the November 24, 2015
Federal Register (80 FR 73274 through
73554) (referred to in this proposed rule
as the “CJR model final rule”). We
established three new models for acute
myocardial infarction, coronary artery
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bypass graft, and surgical hip/femur
fracture treatment episodes of care,
which are collectively called the
Episode Payment Models (EPMs),
created a Cardiac Rehabilitation
incentive payment model (CR incentive
payment model), and revised several
existing provisions for the CJR model, in
a final rule titled ‘“Advancing Care
Coordination Through Episode Payment
Models (EPMs); Cardiac Rehabilitation
Incentive Payment Model; and Changes
to the Comprehensive Care for Joint
Replacement Model” published in the
January 3, 2017 Federal Register (82 FR
180) (referred to in this proposed rule as
the “EPM final rule”).

The effective date for most of the
provisions of the EPM final rule was
February 18, 2017, and in the EPM final
rule we specified an effective date of
July 1, 2017 for certain CJR model
regulatory changes intended to align
with a July 1, 2017 applicability, or
start, date for the EPMs and CR
incentive payment model. On January
20, 2017, the Assistant to the President
and Chief of Staff issued a
memorandum titled “Regulatory Freeze
Pending Review” that instructed
Federal agencies to temporarily
postpone the effective date for 60 days
from the date of the memorandum for
regulations that had been published in
the Federal Register but had not taken
effect, for purposes of reviewing the
rules and considering potentially
proposing further notice-and-comment
rulemaking. Accordingly, on February
17, 2017, we issued a final rule in the
Federal Register (82 FR 10961) to delay
until March 21, 2017 the effective date
of any provisions of the EPM final rule
that were to become effective on
February 18, 2017. We subsequently
issued an interim final rule with
comment (IFC) period in the Federal
Register on March 21, 2017 (referred to
in this proposed rule as the “March 21,
2017 IFC”) (82 FR 14464). The March
21, 2017 IFC further delayed the
effective date of the provisions that were
to take effect March 21, 2017 until May
20, 2017, further delayed the
applicability date of the EPMs and CR
incentive payment model provisions
until October 1, 2017, and further
delayed the effective date of the
conforming CJR model changes until
October 1, 2017. In the March 21, 2017
IFC, we also solicited public comment
on further delaying the applicability
date for the EPMs and CR incentive
payment provisions, as well as the
effective date for the conforming
changes to the CJR model from October
1, 2017 until January 1, 2018 to allow
for additional notice-and-comment

rulemaking. Based on the public
comments we received in response to
the March 21, 2017 IFC, we published

a final rule (referred to in this proposed
rule as the “May 19, 2017 final delay
rule”) on May 19, 2017 (82 FR 22895)

to finalize a January 1, 2018
applicability date for the EPMs and CR
incentive payment provisions, as well as
to finalize a January 1, 2018 effective
date for the conforming changes to the
CJR model (specifically amending
§510.2; adding § 510.110; amending
§510.120; amending § 510.405;
amending § 510.410; revising § 510.500;
revising § 510.505; adding § 510.506;
and amending § 510.515). Additional
changes to the CJR model, in accordance
with the March 21, 2017 IFC, took effect
May 20, 2017.

As we stated in the May 19, 2017 final
delay rule (82 FR 22897), we received a
number of comments on the models that
did not relate to the start date change
comment solicitation. These additional
comments suggested that we reconsider
or revise various model aspects, policies
and design components; in particular,
many of these comments suggested that
we should make participation in the
models voluntary instead of mandatory.
We did not respond to these comments
in the May 19, 2017 final delay rule, as
the comments were out of scope of that
rulemaking, but we stated that we might
take them into consideration in future
rulemaking.

Our specific proposals are discussed
in the following sections of this
proposed rule.

III. Provisions of the Proposed
Regulations

A. Proposed Cancellation of EPMs and
Cardiac Rehabilitation Incentive
Payment Model

In the January 3, 2017 EPM final rule,
we established three bundled payment
models for acute myocardial infarction
(AMI), coronary artery bypass graft
(CABG), and surgical hip/femur fracture
treatment (SHFFT) episodes, and a
Cardiac Rehabilitation (CR) incentive
payment model. These models are
similar to other Innovation Center
models and focus on more complex
cases where we believe improvements
in care coordination and other care
redesign efforts offer the potential for
improved patient outcomes and more
efficient use of resources. Many
stakeholders, including commenters
responding to the March 21, 2017 IFC,
have expressed concerns about the
provider burden and challenges these
new models present. As we noted in the
May 19, 2017 final delay rule (82 FR
22896), which finalized a January 1,

2018 start date for the EPMs and the CR
incentive payment model, we would
engage in notice and comment
rulemaking on these models if we
believed it to be warranted. We also
noted that we received 47 submissions
in response to the March 21, 2017 IFC.
These responses contained a mix of in-
and out-of-scope comments (82 FR
22899). In the May 19, 2017 final delay
rule (82 FR 22897), we noted that in
addition to commenting on the change
to the effective date for the EPMs and
CR incentive payment model and
certain provisions of the CJR model,
commenters highlighted concerns with
the models’ design, including but not
limited to participation requirements,
data, pricing, quality measures, episode
length, CR and skilled nursing facility
(SNF) waivers, beneficiary exclusions
and notification requirements,
repayment, coding, and model overlap
issues. Specifically, many commenters
were opposed to the mandatory
participation requirements, arguing that
the mandatory nature of these models
would force many providers who lack
familiarity, experience, or proper
infrastructure to quickly support care
redesign efforts for a new bundled
payment system. Many commenters
were concerned that the mandatory
nature of these models might harm
patients and providers before CMS
knows how these models might affect
access to care, quality or outcomes in
various locations. Additionally,
commenters were concerned that
unrelated services would be
incorporated into episode prices under
the finalized price setting methodology,
which bases prices on MS-DRGs and
identifies excluded, unrelated services
rather than included, related services
based on clinical review. Commenters
also expressed concern that this pricing
approach would result in diagnosis
codes that would be classified as
included services, when in fact these
services have no clinical relevance to
the episode(s). Commenters were further
concerned with the fact that CMS will
progressively incorporate regional data
into EPM target prices, where 100
percent of the EPM target price would
be based on regional data by
performance year 4. Commenters also
took issue with the quality measures
established for the SHFFT model,
stating that these measures are not
clinically related to the target
population and are inappropriate for use
in assessing the care provided to
beneficiaries in the SHFFT model. In
addition, commenters requested
revisions to the CABG EPM to allow
participants the option to use a CABG
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composite score developed by the
Society of Thoracic Surgeons (STS)
rather than the all-cause mortality
measure.

Commenters also expressed concerns
about the design of the CR incentive
payment model waivers. Commenters
stated that current direct supervision
requirements would continue to
contribute to a lack of access to cardiac
rehabilitation services and would
inhibit providers’ ability to redesign
care for the CR incentive payment
model. Commenters suggested
broadening the CR physician
supervision waiver because the current
waivers would not cover non-model
beneficiaries who might be obtaining
services concurrently with model
participants and are therefore not
sufficient. Other commenters were
concerned with the precedence rules for
model overlap with Models 2, 3 and 4
of the Innovation Center’s Bundled
Payments for Care Improvement (BPCI)
initiative.

In the May 19, 2017 final delay rule
(82 FR 22895), we stated that we might
consider these public comments in
future rulemaking. Based on our
additional review and consideration of
this stakeholder feedback, we have
concluded that certain aspects of the
design of the EPMs and the CR incentive
payment model should be improved and
more fully developed prior to the start
of the models, and that moving forward
with the implementation of the EPMs
and CR incentive payment model as put
forth in the January 3, 2017 EPM final
rule would not be in the best interest of
beneficiaries or providers at this time.
Based on our acknowledgment of the
many concerns about the design of these
models articulated by stakeholders, we
are proposing to cancel the EPMs and
CR incentive payment model before
they begin. Accordingly, we propose to
rescind 42 CFR part 512 in its entirety.

We seek public comment on our
proposal to cancel the EPMs and CR
incentive payment model.

We note that, if the proposal to cancel
the EPMs and CR incentive payment
model is finalized, providers interested
in participating in bundled payment
models may still have an opportunity to
do so during calendar year (CY) 2018
via new voluntary bundled payment
models. Building on the BPCI initiative,
the Innovation Center expects to
develop new voluntary bundled
payment model(s) during CY 2018 that
would be designed to meet the criteria
to be an Advanced APM. We also note
the strong evidence base and other
positive stakeholder feedback that we
have received regarding the CR
incentive payment model. As we further

develop the Innovation Center’s
portfolio of models, we may revisit this
model and will consider stakeholder
feedback for a potential new voluntary
initiative.

B. Proposed Changes to the CJR Model
Participation Requirements

1. Proposed Voluntary Participation
Election (Opt-In) for Certain MSAs and
Low-Volume and Rural Hospitals

The CJR model began on April 1,
2016. The CJR model is currently in the
second performance year, which
includes episodes ending on or after
January 1, 2017 and on or before
December 31, 2017. The third
performance year, which includes all
CJR episodes ending on or after January
1, 2018 and on or before December 31,
2018, would necessarily incorporate
episodes beginning before January 2018.
The fifth, and last, performance year
would end on December 31, 2020.
Currently, with limited exceptions,
hospitals located in the 67 geographic
areas selected for participation in the
CJR model must participate in the
model through December 31, 2020; that
is, their participation in the CJR model
is mandatory unless the hospital is an
episode initiator for a lower-extremity
joint replacement (LEJR) episode in the
risk-bearing period of Models 2 or 4 of
the BPCI initiative. Hospitals with a
CCN primary address in the 67 selected
geographic areas that participated in
Model 1 of the BPCI initiative, which
ended on December 31, 2016, began
participating in the CJR model when
their participation in the BPCI initiative
ended.

Based on smaller, voluntary tests of
episode-based payment models and
demonstrations, such as the Acute Care
Episode (ACE) demonstration and the
BPCI initiative, that have indicated a
potential to improve beneficiaries’ care
while reducing costs (see ACE
evaluation at: https://
downloads.cms.gov/files/cmmi/ace-
evaluationreport-final-5-2-14.pdf and
BPCI evaluation at: https://
innovation.cms.gov/Files/reports/BPCI-
EvalRpt1.pdf), we finalized the CJR
model with mandatory participation in
the 67 selected geographic areas so that
we could further test delivery of better
care at a lower cost across a wide range
of hospitals, including some hospitals
that may not otherwise participate, in
many locations across the country. In
the CJR model final rule (80 FR 73276),
we stated that we believed that by
requiring the participation of a large
number of hospitals with diverse
characteristics, the CJR model would
result in a robust data set for evaluation

of this bundled payment approach, and
would stimulate the rapid development
of new evidence-based knowledge.
Testing the model in this manner would
also allow us to learn more about
patterns of inefficient utilization of
health care services and how to
incentivize the improvement of quality
for common LEJR procedure episodes.

After further consideration of
stakeholder feedback, including
responses we received on the March 21,
2017 IFC, we are proposing certain
revisions to the mandatory participation
requirements for the CJR model to allow
us to continue to evaluate the effects of
the model while limiting the geographic
reach of our current mandatory models.
Specifically, we are proposing that the
CJR model would continue on a
mandatory basis in approximately half
of the selected geographic areas (that is,
34 of the 67 selected geographic areas),
with an exception for low-volume and
rural hospitals, and continue on a
voluntary basis in the other areas (that
is, 33 of the 67 selected geographic
areas).

The geographic areas for the CJR
model are certain Metropolitan
Statistical Areas (MSAs) that were
selected following the requirements in
§510.105 as discussed in the CJR model
final rule (80 FR 73297 through 73299).
In §510.2, an MSA is defined as a core-
based statistical area associated with at
least one urbanized area that has a
population of at least 50,000. In
selecting the 67 MSAs for inclusion in
the CJR model, the 196 eligible MSAs
were stratified into 8 groups based on
MSA average wage adjusted historic
LEJR episode payments and MSA
population size (80 FR 41207).
Specifically, we classified MSAs
according to their average LEJR episode
payment into four categories based on
the 25th, 50th and 75th percentiles of
the distribution of the 196 potentially
selectable MSAs as determined in the
exclusion rules as applied in the CJR
model proposed rule (80 FR 41198).
This approach ranked the MSAs relative
to one another and created four equally
sized groups of 49. The population
distribution was divided at the median
point for the MSAs eligible for potential
selection, creating 8 groups. Of the 196
eligible MSAs, we chose 67 MSAs via a
stratified random selection process as
discussed in the CJR model final rule
(80 FR 73291). In reviewing our
discussion of the MSA selection and the
MSA volume needed to provide
adequate statistical power to evaluate
the impact of the model in the CJR
model final rule (80 FR 73297), we have
determined that reducing the mandatory
MSA volume in half by selecting the 34
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MSAs with the highest average wage-
adjusted historic LEJR episode
payments for continued mandatory
participation could still allow us to
evaluate the effects of the CJR model
across a wide range of providers,
including some that might not otherwise
participate in the model. Higher
payment areas are most likely to have
significant room for improvement in
creating efficiencies and greater
variations in practice patterns. Thus, the
selection of more expensive MSAs is the
most appropriate approach to fulfilling
the overall priorities of the CJR model

to increase efficiencies and savings for
LEJR episodes while maintaining or
improving the overall quality of care.

The original determination of the
sample size need in the CJR model final
rule was constructed to be able to
observe a 2-percent reduction in wage-
adjusted episode spending after 1 year.
This amount was chosen based on the
anticipated amount of the discount
applied in the target price. In
considering the degree of certainty that
would be needed to generate reliable
statistical estimates, we assumed a 20
percent chance of false positive and a 30
percent chance of a false negative. Using
these parameters, we determined that
the number of MSAs needed ranged
from 50 to 150. In order to allow for
some degree of flexibility, we selected
75 MSAs, which were narrowed to 67
due to final exclusion criteria.

As we reviewed the CJR model for
this proposed rule, we noted that,
excluding quarterly reconciliation
amounts, evaluation results from BPCI
Model 2 have indicated possible
reductions in fee-for-service spending of
approximately 3 percent on orthopedic
surgery episodes for hospitals
participating in the LEJR episode
bundle. (https://innovation.cms.gov/
Files/reports/bpci-models2-4-
yr2evalrpt.pdf). We examined the
sample size needed to detect a 3-percent
reduction in CJR model episode
spending after 1 year using the same
methodology as described in the CJR
model final rule. We determined that we
would be able to meet this standard
with 34 MSAs from the higher cost
groups. We expect that hospitals in the
higher cost MSAs will be able to achieve
similar 3 percent savings given their
MSA'’s relatively high historic episode
spending and thus greater opportunities
for improvements, and their experience
in optimizing clinical care pathways to
produce greater efficacies over the first
two performance years of the CJR
model. We note that the proposed
changes to the model, including the
focus on higher cost MSAs and the
reduced number of mandatory MSAs,

will cause changes to the nature of the
evaluation.

To select the 34 MSAs that would
continue to have mandatory
participation (except for low-volume
and rural hospitals), we took the
distribution of average wage-adjusted
historic LEJR episode payments for the
67 MSAs using the definition described
in the CJR model final rule, ordered
them sequentially by average wage-
adjusted historic LEJR episode
payments, and then selected the 34
MSAs with the highest average
payments. Under this proposal to
reduce the number of MSAs with
mandatory participation, the remaining
33 MSAs would no longer be subject to
the CJR model’s mandatory
participation requirements; that is,
hospital participation would be
voluntary in these 33 MSAs.

After dividing the 67 MSAs into 34
mandatory and 33 voluntary MSAs as
described previously, we examined
selected MSA characteristics. In order to
determine whether a good balance was
maintained across MSA population size,
we examined the number of MSAs
below and above the median population
point of the 196 MSAs eligible for
potential selection. We observed that a
good balance of MSA population size
was maintained (17 out of 34 mandatory
and 17 out of 33 voluntary MSAs had
a population above the median
population). While the 34 MSAs that
would continue to have mandatory
participation have higher spending on
average, these MSAs all include
providers with average cost episodes in
addition to providers with high cost
episodes. In general, we note that
hospitals located in higher cost areas
have a greater potential to demonstrate
significant decreases in episode
spending. However, within the higher
cost MSAs, there is still significant
variation in characteristics and
experiences of the included hospitals.
We anticipate the evaluation will be
able to assess the generalizability of the
findings of the CJR model by examining
variations of performance within the
participating hospitals who represent a
wide range of hospital and market
characteristics. Therefore, we are
proposing that the CJR model would
have 34 mandatory participation MSAs
(identified in Table 1) and 33 voluntary
participation MSAs (identified in Table
2) for performance years 3, 4, and 5.

Specifically, we are proposing that,
unless an exclusion in §510.100(b)
applies (that is, for certain hospitals that
participate in the BPCI initiative),
participant hospitals in the proposed 34
mandatory participation MSAs that are
not low-volume or rural (as defined in

§510.2 and discussed in the following
paragraphs) would continue to be
required to participate in the CJR model.
We are also proposing that hospitals in
the proposed 33 voluntary participation
MSAs and hospitals that are low-
volume or rural (as defined in §510.2
and discussed in the following
paragraphs) would have a one-time
opportunity to notify CMS, in the form
and manner specified by CMS, of their
election to continue their participation
in the CJR model on a voluntary basis
(opt-in) for performance years 3, 4, and
5. Hospitals that choose to participate in
the CJR model and make a participation
election that complies with proposed
§510.115 would be subject to all model
requirements. Hospitals in the proposed
33 voluntary participation MSAs and
low-volume and rural hospitals (as
defined in § 510.2 and discussed in the
following paragraphs) that do not make
a participation election would be
withdrawn from the CJR model as
described later in this section of this
proposed rule.

We are proposing to exclude and
automatically withdraw low-volume
hospitals in the proposed 34 mandatory
participation MSAs, as identified by
CMS (see Table 3), from participation in
the CJR model effective February 1,
2018. Since some low-volume hospitals
may want to continue their participation
in the CJR model, we are proposing to
allow low-volume hospitals to make a
one-time, voluntary participation
election that complies with the
proposed §510.115 in order for the low-
volume hospital to continues its
participation in the CJR model. We are
proposing to define a low-volume
hospital in §510.2 as a hospital
identified by CMS as having fewer than
20 LEJR episodes in total across the 3
historical years of data used to calculate
the performance year 1 CJR episode
target prices. Note that under this
definition, all hospitals listed in Table
3 would meet the definition of a low-
volume hospital, but this list would not
be inclusive of all hospitals that could
be identified by CMS as a low-volume
hospital. For example, a new hospital
(with a new CCN) that opens in a
mandatory MSA during the remaining
years of the CJR model would not have
any LEJR episodes during the historical
years of data used to calculate the
performance year 1 CJR episode target
prices. Under our proposal, we intend
that any hospital with a new CCN that
comes into existence after the proposed
voluntary participation election period
would not be required and/or eligible to
join the CJR model. Note that our
proposed policy for new hospitals
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would not be applicable in the case of
a reorganization event where the
remaining entity is a hospital with a
CCN that was participating in the CJR
model prior to the reorganization event;
consistent with our current policy, such
hospital would continue participation
in the CJR model regardless of whether
all predecessor hospitals were
participant hospitals prior to the
reorganization event.

We are also proposing to exclude and
automatically withdraw rural hospitals
from participation in the CJR model
effective February 1, 2018. Since some
rural hospitals may want to continue
their participation in the CJR model, we
are proposing to allow rural hospitals to
make a one-time, voluntary
participation election that complies
with the proposed §510.115 in order for
the rural hospital to continues its

participation in the CJR model.
Specifically, we are proposing that rural
hospitals (as defined in §510.2) with a
CCN primary address in the 34
mandatory participation MSAs would
have a one-time opportunity to opt-in to
continue its participation in the CJR
model during the proposed voluntary
participation election period. We are
proposing that a hospital’s change in
rural status after the end of the
voluntary participation election period
would not change the hospital’s CJR
model participation requirements.
Specifically, we are proposing that
hospitals in the proposed 34 mandatory
participation MSAs that are neither low-
volume or rural hospitals during the
proposed voluntary participation
election period would be required to
participate in the CJR model for
performance years 3, 4, and 5, and that

these hospitals would continue to be
required to participate in the CJR model
even if they subsequently become a
rural hospital. Similarly, we are
proposing that a rural hospital that
makes a voluntary participation election
during the one-time opportunity would
be required to continue participating in
the CJR model if that hospital no longer
meets the definition of rural hospital in
§510.2. We are proposing this approach
so that CMS can identify the hospitals,
by CCN, that would participate in the
model for the remainder of performance
year 3 and performance years 4 and 5

at the conclusion of the proposed
voluntary participation election period
and so that there would be less
confusion about which hospitals are CJR
model participants. We seek comment
on this proposal.

TABLE 1—CJR MANDATORY PARTICIPATION MSAS

Wage-_ad{'justed
episode
MSA MSA name paF;/ments
(in %)
FN (g o R ] RO $28,081
ASNEVIIIE, INC ..ottt et e e et e e e ete e e e eteeeeeteeeeaaseeeaasseeeeaseeaeanseeeaaaseeeaaseeeeaneeeeanseeeeanbeeeaanreeeannes 27,617
Y 13 (1 o o I T o7 R I G SRS 28,960
BeaumONt-Port ArthUP, TX ...t ee e e e e e et e e e e e e e e e aaeaeeeeeee e asaaseeeeeeeasnsaeeeeeeesassraneaaeaaas 32,544
CiINCINNALl, OH-KY=IN L. i e e e e et e e e et e e e e aaee e easeeeeaaseeeesseeeesseessasaeaaaaseseansseeeanseeasanseeans 28,074
(07014 o DTS 07 3T (TR 1D TSP P PP USUPR 30,700
[B0] 14 F=T o TR Y SO PRSP 30,710
[ R[] 1T oI T OSSOSO RN 27,901
[ =TT =S T A SRS 29,370
GIFEENVIIIE, NC ...t e et e e e e et et e ee e e e e eetabaaeeeeeaeeeaassseeeeeeeaasssseeseeeesassssseeeeseanssssseeeessansssnnnees 27,446
HarTISDUIG-CArlSIE, PA ... ettt ettt e et eshe e e bt e s ate et e e eabeesaeeemt e e easeeabeeaheeenbeesaseaseeenbeeaneeanneas 28,360
L (o1 ST o TqTa o Y o PSP PPPR SRR 29,621
L LT=T B =TT o] TR I SRR 27,355
Los Angeles-Long Beach-Anaheim, CA ...ttt ettt e et e e be e s abe e saeeeateesseeebeesneeenneas 28,219
[ oo T Yo SR 15 SRS 29,524
MEMPNIS, TN-IMS-AR ..ttt e et e e sttt e e s aee e e st eeeaaseee e e seeeeamseeeeanseeessseeesasseeesnseeeeanseeeeanneaennes 28,916
Miami-Fort Lauderdale-West Palm BeaCh, FL ..........uuiiiiiii ettt ettt e e e et e e e e e e naraeeaae e an 33,072
10 o TR I PR 30,431
MONEGOMEIY, AL ..ttt ettt et e bt e h et ettt s et et e e e e bt oo b et eat e e eas e et e e ebe e e be e st e ebeeeaneeenneenneen 30,817
NEW HaVeNn-MIlfOrd, CT ......cociiiiiiiie ettt et e ettt e et e e e e ae e e e eabe e e e eabeeeeaseeeaaseeeeassaeesasseeesasseeesasseeesasaeesanseeeanns 27,529
NEW Orleans-MELAINE, LA .......oooiiiie et e ee et e e ettt e e et e e s saee e e s seeeeasaeeeeasteeeasteeeansaeeeanseeeeasseeesseeeesnneeeeanenenns 29,562
New York-Newark-dersey City, NY-NU-PA ... ettt et nees 31,076
(O] aToT 4o F- N 01 Y2 © 1 GRS URR 27,267
Orlando-KisSimmeEe-SanTfOrd, FL .........cccuiiiiiiieiiiie et e et e e e re e st e e e st e e e saa e e e ensaeeesasaeeesnsaeeennseeeenneeeannneenn 29,259
Pensacola-Ferry Pass-Brent, FL ...ttt e st e e ee e s e e e e e nae e e snae e e snnaeeeanneeeenns 29,485
[ LUE oI (o | o TR = PRSP TPPR PPN 30,886
Lo T R P I o = YA SRS 30,423
[=d 1Y o K@ 11T 1 o T U N LSOO SO 28,852
[RT=T=Te [T aTo TR = PP PT TP 28,679
S T=Y oF= Sy = T BT A=Y o T == Vo o TR SRS 28,015
Tampa-St. Petersburg-ClearWater, FL ..ottt esne e 32,424
Lo (=T (o T ] OSSO PRTON 28,658
LIV ETe= 1L To 13- TR Y TR 31,789
L= P 15 GO U PR PRR PRI 30,955
TABLE 2—CJR VOLUNTARY PARTICIPATION MSAS
Wage-_adéusted
episode
MSA MSA name paF))/ments
(in $)
10740 ............. FaY[oJU (o0 T=T o [U =T A PSP UPPP T PPRPUPPRPINE $25,892
12020 ............. ALhENS-Clarke COUNtY, GA ..ottt ettt b e e st e e beesate e beeaseeeabeesaeeabeeembeaabeeeabeesaeeeabeaaseeenbeesabesnseannne 25,394
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TABLE 2—CJR VOLUNTARY PARTICIPATION MSAs—Continued
Wage-_adijusted
episode
MSA MSA name pary)/m ants
(in $)

[T ES] g F= (ot N | 0 PSP 22,479
Boulder, CO .....ccoceeeveeecee e, 24,115
Buffalo-Cheektowaga-Niagara Falls, NY .. 26,037
Cape Girardeau, MO-IL ........c.ccceeiiniinnne. 24,564
Carson City, NV ....ccoooiiiiieieeeeee 26,128
Charlotte-Concord-Gastonia, NC-SC .........ccooiiiiiiiie e e e e e e e et e e e e e e e seaaaeeeeaeeeasasseeeeaessasnnnneeees 26,736
(0701 ¥T3q] o] t= TN 1V [ LSRR PUURRRRORTRY 25,558
Decatur, IL ......cocevvieeeeeieecinees 24,846
Denver-Aurora-Lakewood, CO . 26,119
Durham-Chapel Hill, NC ... ..ot et e e e e e s e e s ste e e s steeesnsaeeeasseeesasaeeeesseeeenneeeeansaneennnnnennes 25,151
FIINE, VIl ettt e e ettt e e et e e e ate e e e s teeeasseeeeansee e e s seeeaaseeeeanneeeeanneee e nneeeanaeeeeneeeeeneeeeanneeeennneeeanes 24,807
Gainesville, GA .......ccoovveevceeeeee e 23,009
Indianapolis-Carmel-Anderson, IN ..... 25,841
Kansas City, MO-KS .........ccccovieiene 27,261
Lincoln, NE .. 27,173
Madison, Wl ......cccovieiieiiiieee e 24,442
Milwaukee-Waukesha-West Allis, WI .... 25,698
Modesto, CA ......cceveieeeieeeeee e 24,819
Naples-Immokalee-Marco Island, FL ................. 27,120
Nashville-Davidson-Murfreesboro-Franklin, TN . 26,880
Norwich-New London, CT ........cccccvvvveeeeieecinnens 25,780
Ogden-Clearfield, UT ......ccccoovriieeneennne. 25,472
Portland-Vancouver-Hillsboro, OR-WA . 22,604
Saginaw, Ml ..o 25,488
St. Louis, MO-IL ....ocoovieeiiieeieeeee, 26,425
San Francisco-Oakland-Hayward, CA .. 23,716
Seattle-Tacoma-BellEVUE, WA ... ..ot e ettt e e et e e e et e e e e eaaeeeeataeeeeasseeesasaeeeaasesaasseeeasaeeeanseeans 23,669
South Bend-Mishawaka, IN-MI ...........ccooiiiiiiiie ettt e e et e e e e tt e e e e eta e e e eabaeeeeateeeeasseeeeseeaeanseeans 23,143
Staunton-Waynesboro, VA 25,539
Topeka, KS ..o 24,273
LAV T 1 €= T < SRS 25,945

TABLE 3—LOW-VOLUME HOSPITALS LOCATED IN THE MANDATORY MSAS ELIGIBLE TO OPT-IN DURING VOLUNTARY
ELECTION PERIOD

CCN Hospital name MSA MSA Title

010034 ........... Community Hospital, INC .......ccooviieiiniciee e 33860 | Montgomery, AL.

010062 ..... Wiregrass Medical Center . 20020 | Dothan, AL.

010095 ..... Hale County Hospital ............. 46220 | Tuscaloosa, AL.

010097 ..... Elmore Community Hospital .. 33860 | Montgomery, AL.

010108 ..... Prattville Baptist Hospital ............. 33860 | Montgomery, AL.

010109 ..... Pickens County Medical Center .. 46220 | Tuscaloosa, AL.

010149 ..... Baptist Medical Center East ............... 33860 | Montgomery, AL.

040132 ..... Leo N. Levi National Arthritis Hospital ... 26300 | Hot Springs, AR.

050040 ..... LAC-Olive View-UCLA Medical Center .... 31080 | Los Angeles-Long Beach-Anaheim, CA.
050091 ..... Community Hospital of Huntington Park ..... 31080 | Los Angeles-Long Beach-Anaheim, CA.
050137 ..... Kaiser Foundation Hospital-Panorama City 31080 | Los Angeles-Long Beach-Anaheim, CA.
050138 ..... Kaiser Foundation Hospital-Los Angeles .... 31080 | Los Angeles-Long Beach-Anaheim, CA.
050139 ..... Kaiser Foundation Hospital-Downey ........ 31080 | Los Angeles-Long Beach-Anaheim, CA.
050158 ..... Encino Hospital Medical Center ......... 31080 | Los Angeles-Long Beach-Anaheim, CA.
050205 ..... Glendora Community Hospital ..... 31080 | Los Angeles-Long Beach-Anaheim, CA.
050373 ..... LAC+USC Medical Center ........... 31080 | Los Angeles-Long Beach-Anaheim, CA.
050378 ..... Pacifica Hospital of the Valley ........... 31080 | Los Angeles-Long Beach-Anaheim, CA.
050411 ..... Kaiser Foundation Hospital-South Bay .. 31080 | Los Angeles-Long Beach-Anaheim, CA.
050468 ..... Memorial Hospital of Gardena ............ 31080 | Los Angeles-Long Beach-Anaheim, CA.
050543 ..... College Hospital Costa Mesa ...... 31080 | Los Angeles-Long Beach-Anaheim, CA.
050548 ..... Fairview Developmental Center ......... 31080 | Los Angeles-Long Beach-Anaheim, CA.
050552 ..... Motion Picture & Television Hospital .............. 31080 | Los Angeles-Long Beach-Anaheim, CA.
050561 ..... Kaiser Foundation Hospital-West Los Angeles ........ 31080 | Los Angeles-Long Beach-Anaheim, CA.
050609 ..... Kaiser Foundation Hospital-Orange County-Anaheim 31080 | Los Angeles-Long Beach-Anaheim, CA.
050641 ..... East Los Angeles Doctors Hospital ............cccoceeeienns 31080 | Los Angeles-Long Beach-Anaheim, CA.
050677 ..... Kaiser Foundation Hospital-Woodland Hills 31080 | Los Angeles-Long Beach-Anaheim, CA.
050723 ..... Kaiser Foundation Hospital-Baldwin Park ... 31080 | Los Angeles-Long Beach-Anaheim, CA.
050738 ..... Greater EI Monte Community Hospital ..... 31080 | Los Angeles-Long Beach-Anaheim, CA.
050744 ..... Anaheim Global Medical Center ........ 31080 | Los Angeles-Long Beach-Anaheim, CA.
050747 ..... South Coast Global Medical Center 31080 | Los Angeles-Long Beach-Anaheim, CA.
050751 ........... Miracle Mile Medical Center .........ccvvevereerereeieneeeeseeeens 31080 | Los Angeles-Long Beach-Anaheim, CA.
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TABLE 3—LOW-VOLUME HOSPITALS LOCATED IN THE MANDATORY MSAS ELIGIBLE TO OPT-IN DURING VOLUNTARY
ELECTION PERIOD—Continued

CCN Hospital name MSA MSA Title
050771 ........... Coast Plaza HOspital .........cccccoreeiiininicneneeeneee e 31080 | Los Angeles-Long Beach-Anaheim, CA.
050776 ..... College Medical Center .......ccccevverieeneeenne 31080 | Los Angeles-Long Beach-Anaheim, CA.
050779 ..... Martin Luther King Jr. Community Hospital . 31080 | Los Angeles-Long Beach-Anaheim, CA.
050780 ..... Foothill Medical Center .........cccccceeriveieennen. 31080 | Los Angeles-Long Beach-Anaheim, CA.
050782 ..... Casa Colina Hospital ...... 31080 | Los Angeles-Long Beach-Anaheim, CA.
070038 ..... Connecticut Hospice Inc ........ 35300 | New Haven-Milford, CT.
070039 ..... Masonic Home and Hospital .. 35300 | New Haven-Milford, CT.
100048 ..... Jay Hospital .......ccccoecveernneenn. 37860 | Pensacola-Ferry Pass-Brent, FL.
100130 ..... Lakeside Medical Center ... 33100 | Miami-Fort Lauderdale-West Palm Beach, FL.
100240 ..... Anne Bates Leach Eye Hospital .. 33100 | Miami-Fort Lauderdale-West Palm Beach, FL.
100277 ..... Douglas Gardens Hospital ........... 33100 | Miami-Fort Lauderdale-West Palm Beach, FL.
100320 ..... Poinciana Medical Center .. 36740 | Orlando-Kissimmee-Sanford, FL.
100326 ..... Promise Hospital of Miami . 33100 | Miami-Fort Lauderdale-West Palm Beach, FL.
190005 ..... University Medical Center New Orleans ... 35380 | New Orleans-Metairie, LA.
190011 ..... University Health Conway .........c.cccccevueenee. 33740 | Monroe, LA.
190079 ..... St. Charles Parish Hospital 35380 | New Orleans-Metairie, LA.
190245 ..... Monroe Surgical Hospital ... 33740 | Monroe, LA.
190300 ..... St. Charles Surgical Hospital LLC .. 35380 | New Orleans-Metairie, LA.
190302 ..... Omega Hospital LLC ...........cc.c...... 35380 | New Orleans-Metairie, LA.
190308 ..... St. Bernard Parish Hospital ... 35380 | New Orleans-Metairie, LA.
190313 ..... New Orleans East Hospital .... 35380 | New Orleans-Metairie, LA.
250012 ..... Alliance Healthcare System ............ 32820 | Memphis, TN-MS-AR.
250126 ..... North Oak Regional Medical Center 32820 | Memphis, TN-MS-AR.
250167 ..... Methodist Olive Branch Hospital .... 32820 | Memphis, TN-MS-AR.
310058 ..... Bergen Regional Medical Center .... 35620 | New York-Newark-Jersey City, NY-NJ-PA.
330080 ..... Lincoln Medical & Mental Health Center .. 35620 | New York-Newark-Jersey City, NY-NJ-PA.
330086 ..... Montefiore Mount Vernon Hospital ........... 35620 | New York-Newark-Jersey City, NY-NJ-PA.
330100 ..... New York Eye and Ear Infirmary .... 35620 | New York-Newark-Jersey City, NY-NJ-PA.
330199 ..... Metropolitan Hospital Center .......... 35620 | New York-Newark-Jersey City, NY-NJ-PA.
330231 ..... Queens Hospital Center ................. 35620 | New York-Newark-Jersey City, NY-NJ-PA.
330233 ..... Brookdale Hospital Medical Center 35620 | New York-Newark-Jersey City, NY-NJ-PA.
330240 ..... Harlem Hospital Center .................. 35620 | New York-Newark-Jersey City, NY-NJ-PA.
330385 ..... North Central Bronx Hospital .... 35620 | New York-Newark-Jersey City, NY-NJ-PA.
330396 ..... Woodhull Medical and Mental Health Center . 35620 | New York-Newark-Jersey City, NY-NJ-PA.
330397 ..... Interfaith Medical Center ...........cccecevvrcenncnne 35620 | New York-Newark-Jersey City, NY-NJ-PA.
330399 ..... St. Barnabas Hospital ........ 35620 | New York-Newark-Jersey City, NY-NJ-PA.
330405 ..... Helen Hayes Hospital ..... 35620 | New York-Newark-Jersey City, NY-NJ-PA.
360241 ..... Edwin Shaw Rehab Institute .. 10420 | Akron, OH.
370011 ... Mercy Hospital El Reno Inc. .. 36420 | Oklahoma City, OK.
370158 ..... Purcell Municipal Hospital ..........cccooveveiciieeciee e 36420 | Oklahoma City, OK.
370199 ..... Lakeside Women’s Hospital A Member of INTEGRIS Health 36420 | Oklahoma City, OK.
370206 ..... Oklahoma Spine Hospital ........ccceeiveiieeiieeeee e 36420 | Oklahoma City, OK.
370215 ..... Oklahoma Heart Hospital ............. 36420 | Oklahoma City, OK.
370234 ..... Oklahoma Heart Hospital South .. 36420 | Oklahoma City, OK.
390184 ..... Highlands Hospital ....................... 38300 | Pittsburgh, PA.
390217 ..... Excela Health Frick Hospital ........... 38300 | Pittsburgh, PA.
420057 ..... McLeod Medical Center-Darlington 22500 | Florence, SC.
420066 ..... Lake City Community Hospital ....... 22500 | Florence, SC.
440131 ..... Baptist Memorial Hospital Tipton .... 32820 | Memphis, TN-MS-AR.
450143 ..... Seton Smithville Regional Hospital . 12420 | Austin-Round Rock, TX.
450605 ..... Care Regional Medical Center .........ccccccoevveneneenene 18580 | Corpus Christi, TX.
450690 ..... University of Texas Health Science Center at Tyler 46340 | Tyler, TX.
450865 ..... Seton Southwest Hospital ..........cccooieeiiiiiiiiienine 12420 | Austin-Round Rock, TX.
460043 ..... Orem Community HOSpital ........cccoorieiiiiiiiiiieeeee e 39340 | Provo-Orem, UT.
670087 ........... Baylor Scott & White Emergency Medical Center-Cedar 12420 | Austin-Round Rock, TX.

Park.

As stated previously in this section,
we are proposing a one-time
participation election period for
hospitals with a CCN primary address
located in the voluntary participation
MSAs listed in Table 2, low-volume
hospitals specified in Table 3, and rural
hospitals in the mandatory participation
MSAs. Based on the anticipated timing
for when the final rule implementing

this proposal would be published, we
propose that the voluntary participation
election period would begin January 1,
2018, and would end January 31, 2018.
We must receive the participation
election letter no later than January 31,
2018. We are proposing that the
hospital’s participation election letter
would serve as the model participant
agreement. Voluntary participation

would begin February 1, 2018, and
continue through the end of the CJR
model, unless sooner terminated. Thus,
participant hospitals located in the
voluntary participation MSAs listed in
Table 2, the low-volume hospitals
specified in Table 3, and the rural
hospitals in the 34 mandatory
participation MSAs that elect voluntary
participation would continue in the CJR
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model without any disruption to
episodes attributed to performance year
3, which begins January 1, 2018.
Participant hospitals located in the
voluntary participation MSAs listed in
Table 2, the low-volume hospitals
specified in Table 3, and the rural
hospitals in the 34 mandatory
participation MSAs that do not elect
voluntary participation would be
withdrawn from the model effective
February 1, 2018, and all of their
performance year 3 episodes up to and
including that date would be canceled,
so that these hospitals would not be
subject to a reconciliation payment or
repayment amount for performance year
3. We are proposing to implement our
proposed opt-in approach in this
manner as a way to balance several
goals, including establishing a uniform
time period for hospitals to make a
voluntary participation election,
avoiding disruption of episodes for
hospitals that elect to continue their
participation in the CJR model, and
preventing confusion about whether a
hospital is participating in performance
year 3 of the model. Specifically, we
considered whether adopting a
voluntary election period that ended
prior to the start of performance year 3
would be less confusing and less
administratively burdensome in terms
of whether a hospital is participating in
performance year 3. To implement this
approach, the voluntary participation
election period would have to close by
December 31, 2017, such that each
hospital would have made its
determination regarding participation in
performance year 3 before the start of
performance year 3 (note that episodes
attributed to performance year 3 would
still be canceled under this alternative
approach for eligible hospitals that do
not make a participation election).
Because the voluntary election period
under this approach would conclude in
advance of the relevant CJR model
performance year, this approach could
simplify our administration of
performance year 3 by establishing in
advance of performance year 3 whether
a hospital would be a participant
hospital for the totality of performance
year 3. However, given the timing of this
proposed rulemaking, we were not
confident that hospitals would have
sufficient time to make a voluntary
participation election by December 31,
2017. Thus, we are proposing that the
voluntary participation election period
would occur during the first month of
performance year 3 (that is, throughout
January 2018) and would apply
prospectively beginning on February 1,
2018. We believe this approach will best

ensure adequate time for hospitals to
make a participation election while
minimizing the time period during
which participation in performance year
3 remains mandatory for all eligible
hospitals in the 67 selected MSAs. We
note that based on timing
considerations, including potential
changes to the anticipated date of
publication of the final rule, we may
modify the dates of the voluntary
participation election period and make
conforming changes to the dates for
voluntary participation in performance
year 3. We seek comment on the
proposed voluntary participation
election period, including whether we
should instead require the participation
election to be made by December 31,
2017 (that is, prior to the start of
performance year 3) or if a different or
later voluntary election period may be
preferable.

To specify their participation election,
we are proposing that hospitals would
submit a written participation election
letter to CMS in a form and manner
specified by CMS. We intend to provide
templates that can easily be completed
and submitted in order to limit the
burden on hospitals seeking to opt-in. If
a hospital with a CCN primary address
located in the voluntary participation
MSAs or a low-volume or rural hospital
in the mandatory participation MSAs
does not submit a written participation
election letter by January 31, 2018, the
hospital’s participation in performance
year 3 would end, all of its performance
year 3 episodes would be canceled, and
it would not be included in the CJR
model for performance years 4 and 5.

We are proposing a number of
requirements for the participation
election letter and that the hospital’s
participation election letter would serve
as the model participant agreement.
First, we are proposing that the
participation election letter must
include all of the following:

¢ Hospital Name.

o Hospital Address.

e Hospital CCN.

¢ Hospital contact name, telephone
number, and email address.

o If selecting the Advanced APM
track, attestation of CEHRT use as
defined in §414.1305.

Second, we are proposing that the
participation election letter must
include a certification in a form and
manner specific by CMS that—

e The hospital will comply with all
requirements of the CJR model (that is,
42 CFR 510) and all other laws and
regulations that are applicable to its
participation in the CJR model; and

e Any data or information submitted
to CMS will be accurate, complete and

truthful, including, but not limited to,
the participation election letter and any
quality data or other information that
CMS uses in reconciliation processes or
payment calculations or both.

We solicit feedback on this proposed
certification requirement, including
whether the certification should include
different or additional attestations.

Finally, we are proposing that the
participation election letter be signed by
the hospital administrator, chief
financial officer (CFO) or chief
executive officer (CEO).

We are proposing that, if the
hospital’s participation election letter
meets these criteria, we would accept
the hospital’s participation election.
Once a participation election for the CJR
model is made and is effective, the
participant hospital would be required
to participate in all activities related to
the CJR model for the remainder of the
CJR model unless the hospital’s
participation is terminated sooner.

We note that episodes end 90 days
after discharge for the CJR model and
episodes that do not start and end in the
same calendar year will be attributed to
the following performance year. For
example, episodes that start in October
2017 and do not end on or before
December 31, 2017 are attributed to
performance year 3. Our methodology
for attributing these episodes to the
subsequent performance year would be
problematic in cases where a hospital
with a CCN primary address located in
a voluntary participation MSA or a rural
hospital or a low-volume hospital, as
specified by CMS, has not elected to
voluntarily continue participating in the
model. Therefore, for a hospital with a
CCN primary address located in a
voluntary participation MSA, or a rural
hospital or a low-volume hospital, as
specified by CMS, that does not elect
voluntary participation during the one-
time voluntary participation election
period, we are proposing that all
episodes attributed to performance year
3 for that hospital would be canceled
and would not be included in payment
reconciliation. Such hospitals would
have their participation in the CJR
model withdrawn effective February 1,
2018. We note that this proposal is
consistent with our policy for treatment
of episodes that have not ended by or
on the last day of performance year 5
and cannot be included in performance
year 5 reconciliation due to the end of
the model (see Table 8 of the CJR model
final rule (80 FR 73326)).

We are proposing to define a low-
volume hospital, mandatory MSA, and
voluntary MSA, to change the definition
of participant hospital in §510.2, and to
amend the specification of the
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geographic areas in § 510.105(a) to
reflect the establishment of mandatory
and voluntary participation MSAs. We
are proposing to codify the opt-in
proposal in new § 510.115. In addition,
we are proposing to post the list of
mandatory participation MSAs,
voluntary participation MSAs, and low-
volume hospitals on the CJR model Web
site.

We believe our proposed opt-in
approach to allow for voluntary
participation in the CJR model by
certain hospitals would be less
burdensome on such hospitals than a
potential alternative approach of
requiring hospitals to opt-out of the
model. In developing the proposal to
allow eligible hospitals located in the
proposed 33 voluntary participation
MSAs and low-volume and rural
hospitals located in the 34 mandatory
participation MSAs to elect voluntary
participation, we considered whether to
propose that hospitals would have to
make an affirmative voluntary
participation election (that is, an opt-in
approach) or to propose that these
hospitals would continue to be required
to participate in the CJR model unless
written notification was given to CMS to
withdraw the hospital from the CJR
model (that is, an opt-out approach). We
believe an opt-in approach would be
less burdensome on hospitals, because it
would not require participation in the
CJR model for hospitals located in the
proposed 33 voluntary participation
MSAs and for low-volume and rural
hospitals located in the 34 mandatory
participation MSAs unless the hospital
affirmatively chose it. Further, we
believe requiring an affirmative opt-in
election would result in less ambiguity
about a hospital’s participation
intentions as compared to an opt-out
approach. Specifically, with an opt-in
approach, a hospital’s participation

election would document each
hospital’s choice, whereas under an opt-
out approach there could be instances
where hospitals fail to timely notify
CMS of their desire to withdraw from
participation and are thus included in
the model and subject to potential
repayment amounts. For these reasons,
we have proposed an opt-in approach.
We seek comment on this proposal and
the alternative considered.

We also believe that our proposed
approach to make the CJR model
primarily concentrated in the higher
cost MSAs where the opportunity for
further efficiencies and care redesign
may be more likely and allow voluntary
participation in the lower cost MSAs
and for low-volume and rural hospitals
allows the Innovation Center to focus on
areas where the opportunity for further
efficiencies and care redesign may be
more likely, while still allowing
hospitals in the voluntary MSAs the
opportunity to participate in the model.
In developing this proposed rule, we
considered that hospitals in the CJR
model have been participating for over
a year and a half as of the timing of this
proposed rule, and we have begun to
give hospitals in the model financial
and quality results from the first
performance year. In many cases,
participant hospitals have made
investments in care redesign, and we
want to recognize such investments and
commitments to improvement while
reducing the overall number of hospitals
that are required to participate. We also
considered stakeholder feedback that
suggested we make participation in the
CJR model voluntary, and the model
size necessary to detect at least a 3-
percent reduction in LEJR episode
spending. Taking these considerations
into account, we considered whether
revising the model to allow for
voluntary participation in all, some, or

none of the 67 selected MSAs would be
feasible.

As discussed in section V. of this
proposed rule, the estimated impact of
the changes to the CJR model proposed
in this proposed rule reduces the overall
estimated savings for performance years
3, 4, and 5 by $90 million. If voluntary
participation was allowed in all of the
67 selected MSAs, the overall estimated
model impact would no longer show
savings, and would likely result in
additional costs to the Medicare
program. If participation was limited to
the proposed 34 mandatory
participation MSAs and voluntary
participation was not allowed in any
MSA, the impact to the overall
estimated model savings over the last
three years of the model would be closer
to $30 million than the $90 million
estimate presented in section V. of this
proposed rule, because our modeling,
which does not include assumptions
about behavioral changes that might
lower fee-for-service spending,
estimates that 60 to 80 hospitals will
choose voluntary participation. Since
we estimate that these potential
voluntary participants would be
expected to earn only positive
reconciliation payments under the
model, these positive reconciliation
payments would offset some of the
savings garnered from mandatory
participants. However, as many current
hospital participants in all of the 67
MSAs are actively invested in the CJR
model, we are proposing to allow
voluntary participation in the 33 MSAs
that were not selected for mandatory
participation and for low-volume and
rural hospitals. We seek comment on
our proposed approach and the
alternatives considered.

A summary of the proposed changes
to the CJR model participation
requirements is shown in Table 4.

TABLE 4—PROPOSED PARTICIPATION REQUIREMENTS FOR HOSPITALS IN THE CJR MODEL

Required to May elect e Election
participate as of voluntary er;?:ﬂg:r;pagtr)igd effective
February 1, 2018 participation P date
Mandatory Participation MSAs
All IPPS participant hospitals, except rural and low-volume ™ ....... n/a n/a
Rural hosptals * .......ooviiiiiiiieeee e 1/1/2018-1/31/2018 2/1/2018
Low-volume hospitals (see Table 3) ......cccccevveriieiiieiieniieeeee 1/1/2018-1/31/2018 2/1/2018
Voluntary Participation MSAs
All IPPS participant hospitals ........cccceceveeriieeiiie e [N\ [0 T, YeS oo 1/1/2018-1/31/2018 2/1/2018

*Note: Participation requirements are based on the CCN status of the hospital as of January 31, 2018. A change in rural status after the vol-
untary election period does not affect the participation requirements.
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2. Proposed Codification of CJR Model-
Related Evaluation Participation
Requirements

We note that for the CJR model
evaluation, the data collection methods
and key evaluation research questions
under the proposed reformulated
approach (that is, the proposal for
voluntary opt-in elections discussed in
section III.B.1 of this proposed rule)
would remain similar to the approach
presented in the CJR model final rule.
The evaluation methodology for the CJR
model would be consistent with the
standard Innovation Center approaches
we have taken in other voluntary
models such as the Pioneer Accountable
Care Organization (ACO) Model.
Cooperation and participation in model-
related activities by all hospitals that
participate in the CJR model would
continue to be extremely important to
the evaluation. Therefore, with respect
to model-related evaluation activities,
we propose to add provisions in
§510.410(b)(1)(i)(G) to specify that CMS
may take remedial action if a participant
hospital, or one of its collaborator,
collaboration agent, or downstream
collaboration agent fails to participate in
model-related evaluation activities
conducted by CMS and/or its
contractors for any performance year in
which the hospital participates. We
believe the addition of this provision
would make participation and
collaboration requirements for the CJR
model evaluation clear to all participant
hospitals and in particular to hospitals
that are eligible to elect voluntary
participation. We seek comment on our
proposed regulatory change.

3. Comment Solicitation: Incentivizing
Participation in the CJR Model

In this proposed rule, we are
proposing to make participation in the
CJR model voluntary in 33 MSAs and
for low-volume and rural hospitals in
the remaining 34 MSAs via the
proposed opt-in election policy
discussed in section III.B.1 of this
proposed rule. In order to keep hospitals
in all MSAs selected for participation in
the CJR model actively participating in
the model, we are soliciting comment
on ways to further incentivize eligible
hospitals to elect to continue
participating in the CJR model for the
remaining years of the model and to
further incentivize all participant
hospitals to advance care
improvements, innovation, and quality
for beneficiaries throughout LEJR
episodes.

Additionally, we note that, under the
CJR refinements established in the
January 3, 2017 EPM final rule, the total

amount of gainsharing payments for a
performance year paid to physicians,
non-physician practitioners, physician
group practices (PGPs), and non-
physician practitioner group practices
(NPPGPs) must not exceed 50 percent of
the total Medicare approved amounts
under the Physician Fee Schedule for
items and services that are furnished to
beneficiaries during episodes that
occurred during the same performance
year for which the CJR participant
hospital accrued the internal cost
savings or earned the reconciliation
payment that comprises the gainsharing
payment being made (§510.500(c)(4)).
Similarly, distribution arrangements are
limited as specified in § 510.505(b)(8),
and downstream distribution
arrangements are limited as specified in
§510.506(b)(8). These program integrity
safeguards, which are consistent with
the gainsharing caps in other Innovation
Center models, were included to avoid
setting an inappropriate financial
incentive that may result in stinting,
steering or denial of medically
necessary care (80 FR 73415 and 73416).
While we are not proposing in this rule
any changes to the gainsharing caps for
these models, we have heard various
opinions from stakeholders, including
the Medicare Payment Advisory
Commission (MedPAC), on the relative
benefit of such limitations on
gainsharing and in this proposed rule
we are soliciting comment on this
requirement and any alternative
gainsharing caps that may be
appropriate to apply to physicians, non-
physician practitioners, PGPs, and
NPPGPs.

C. Maintaining ICD-CM Codes for
Quality Measures

In the CJR model final rule (80 FR
73474), we discussed how specific
International Classification of Diseases
(ICD)—Clinical Modifications (CM)
procedure codes define group of
procedures included in the Hospital-
level risk-standardized complication
rate (RSCR) following elective primary
total hip arthroplasty (THA) and/or total
knee arthroplasty (TKA) (NQF #1550)
(Hip/Knee Complications) measure. In
discussing quality measures in general,
the ICD-CM codes relative to defining a
measure cohort are updated annually
and are subject to change. For example,
in the EPM final rule (82 FR 389), we
itemized specific ICD-9—CM and ICD-
10—CM codes for Hip/Knee
Complications measure. As quality
measures are refined and maintained,
the ICD-CM code values used to
identify the relevant diagnosis and/or
procedures included in quality
measures can be updated. For example,

CMS’ Center for Clinical Standards and
Quality (CCSQ) has recently updated
the list of ICD-10 codes used to identify
procedures included in the Hip/Knee
Complications measure. We did not
intend for our preamble discussions of
certain ICD-CM codes used, for
example, to identify procedures
included in the Hip/Knee
Complications measures, and therefore
the PRO cohorts for the CJR model, to
set a policy that would define the
relevant cohorts for the entirety of the
CJR model. We should have also
directed readers to look for the most
current codes on the CMS quality Web
site at https://www.cms.gov/Medicare/
Quality-Initiatives-Patient-Assessment-
Instruments/HospitalQualityInits/
Measure-Methodology.html. To ensure
that model participants are aware of
periodic ICD-CM code updates to the
Hip/Knee Complications measure, we
are proposing to clarify that participants
must use the applicable ICD—CM code
set that is updated and released to the
public each calendar year in April by
CCSQ and posted on the Hospital
Quality Initiative Measure Methodology
Web site (https://www.cms.gov/
medicare/Quality-Initiatives-Patient-
Assessment-Instruments/Hospital
QualityInits/Measure-
Methodology.html) for purposes of
reporting each of those measures. CMS
relies on the National Quality Forum
(NQF) measure maintenance update and
review processes to update substantive
aspects of measures every 3 years.
Through NQF’s measure maintenance
process, NQF endorsed measures are
sometimes updated to incorporate
changes that we believe do not
substantially change the nature of the
measures. Examples of such changes
include updated diagnosis or
procedures codes, changes to patient
population, definitions, or extension of
the measure endorsement to apply to
other settings. We believe these types of
maintenance changes are distinct from
more substantive changes and do not
require the use of the agency’s
regulatory process used to update more
detailed aspects of quality measures.

D. Clarification of CJR Reconciliation
Following Hospital Reorganization
Event

In the CJR model final rule (80 FR
73348) rule, we discussed our method of
setting target prices using all historical
episodes that would represent our best
estimate of historical volume and
payments for participant hospitals when
an acquisition, merger, divestiture, or
other reorganization results in a hospital
with a new CCN. When a reorganization
event occurs during a performance year,
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CMS updates the quality-adjusted
episode target prices for the new or
surviving participant hospital
(§510.300(b)(4)). Following the end of a
performance year, CMS performs annual
reconciliation calculations in
accordance with the provisions
established in § 510.305. The annual
reconciliation calculations are specific
to the episodes attributable to each
participant hospital entity for that
performance year. The applicable
quality-adjusted episode target price for
such episodes is the quality-adjusted
episode target price that applies to the
episode type as of the anchor
hospitalization admission date
(§510.300(a)(3)). For example, if during
a performance year, two participant
hospitals (Hospital A and Hospital B)
merge under the CCN of one of those
two participant hospital’s CCN (Hospital
B’s CCN), (assuming no other
considerations apply) three initial (and
three subsequent) annual reconciliation
calculations for that performance year
are performed: An initial (and
subsequent) reconciliation for Hospital
A for the episodes where the anchor
hospitalization admission occurred
prior to the merger (as determined by
the CCN on the IPPS claim), using
Hospital A’s episode target price for that
time period; an initial (and subsequent)
reconciliation for Hospital B for the
episodes where anchor hospitalization
admission occurred before the merger
(as determined by the CCN on the IPPS
claim), using Hospital B’s episode target
price for that time period; and an initial
(and subsequent) reconciliation for the
post-merger entity (merged Hospitals A
and B) for the episodes where anchor
hospitalization admission occurred on
or after the merger’s effective date, using
the episode target price that time period.
Reorganization events that involve a CJR
model participant hospital and a
hospital that is not participating in the
CJR model and result in the new
organization operating under the CJR
participant hospital’s CCN, would not
affect the reconciliation for the CJR

participant hospital for episodes that
initiate before the effective date of the
reorganization event. Episodes that
initiate after such reorganization event
would be subject to an updated quality-
adjusted episode target price that is
based on historical episodes for the CJR
participant hospital which would
include historical episode expenditures
for all hospitals that are integrated
under the surviving CCN. These policies
have been in effect since the start of the
CJR model on April 1, 2016. To further
clarify this policy for the CJR model, we
propose to add a provision specifying
that separate reconciliation calculations
are performed for episodes that occur
before and after a reorganization that
results in a hospital with a new CCN at
§510.305(d)(1). We believe this
clarification would increase
transparency and understanding of the
payment reconciliation processes for the
CJR model. We seek comment on this
proposal.

E. Proposed Adjustment to the Pricing
Calculation for the CJR Telehealth
HCPCS Codes To Include the Facility PE
Values

In the CJR model final rule (80 FR
73450), we established 9 HCPCS G-
codes to report home telehealth
evaluation and management (E/M) visits
furnished under the CJR telehealth
waiver as displayed in Table 5. These
codes have been payable for CJR model
beneficiaries since the CJR model began
on April 1, 2016. Pricing for these 9
codes is updated each calendar year to
reflect the work and malpractice (MP)
relative value units (RVUs) for the
comparable office and other outpatient
E/M visit codes on the Medicare
Physician Fee Schedule (MPFS). As we
stated in the CJR model final rule (80 FR
73450), in finalizing this pricing method
for these codes, we did not include the
practice expense (PE) RVUs of the
comparable office and other outpatient
E/M visit codes in the payment rate for
these unique CJR model services, based
on the belief that practice expenses

incurred to furnish these services are
marginal or are paid for through other
MPFS services. However, since the
publication of the CJR model final rule,
stakeholders have expressed concern
that the zero value assigned to the PE
RVUs for these codes results in
inaccurate pricing. Stakeholders assert
that there are additional costs related to
the delivery of telehealth services under
the CJR model such as maintaining the
telecommunications equipment,
software and security and that, while
these practice expense costs are not
equivalent to in-person service delivery
costs, they are greater than zero. In
considering the pricing concerns voiced
by stakeholders, we recognize that there
are resource costs in practice expense
for telehealth services furnished
remotely, however, we do not believe
the current PE methodology and data
accurately account for these costs
relative to the PE resource costs for
other services. This belief previously led
us to assign zero PE RVUs in valuing
these services, but because we recognize
that there are some costs that are not
being accounted for by the current
pricing for these CJR model codes, we
believe an alternative to assigning zero
PE RVUs would be to use the facility PE
RVUs for the analogous in-person
services. While we acknowledge that
assigning the facility PE RVUs would
not provide a perfect reflection of
practice resource costs for remote
telehealth services under the CJR model,
in the absence of more specific
information, we believe it is likely a
better proxy for such PE costs than zero.
Therefore, we are proposing to use the
facility PE RVUs for the analogous
services in pricing the 9 CJR HCPCS G
codes shown in Table 5. Additionally,
we are proposing to revise
§510.605(c)(2) to reflect the addition of
the RVUs for comparable codes for the
facility PE to the work and MP RVUs we
are currently using for the basis for
payment of the CJR telehealth waiver G
codes.
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TABLE 5—HCPCS CODES FOR TELEHEALTH VISITS FOR CJR MODEL BENEFICIARIES IN HOME OR PLACE OF RESIDENCE

HCPCS
Code No.

Long descriptor

Short descriptor

Work and MP RVUs equal to
those of the corresponding
office/outpatient E/M visit
CPT code for same calendar
year under the PFS; PE
RVUs equal to the facility
values for each

Remote in-home visit for the evaluation and management
of a new patient for use only in the Medicare-approved
Comprehensive Care for Joint Replacement model,
which requires these 3 key components:

e A problem focused history.

e A problem focused examination.

e Straightforward medical decision making, furnished
in real time using interactive audio and video tech-
nology.

Counseling and coordination of care with other physicians,
other qualified health care professionals or agencies are
provided consistent with the nature of the problem(s)
and the needs of the patient or the family or both. Usu-
ally, the presenting problem(s) are self limited or minor.
Typically, 10 minutes are spent with the patient or family
or both via real time, audio and video intercommunica-
tions technology.

Remote in-home visit for the evaluation and management
of a new patient for use only in the Medicare-approved
Comprehensive Care for Joint Replacement model,
which requires these 3 key components:

o An expanded problem focused history.

e An expanded problem focused examination.

o Straightforward medical decision making, furnished
in real time using interactive audio and video tech-
nology. Counseling and coordination of care with
other physicians, other qualified health care profes-
sionals or agencies are provided consistent with the
nature of the problem(s) and the needs of the pa-
tient or the family or both. Usually, the presenting
problem(s) are of low to moderate severity. Typi-
cally, 20 minutes are spent with the patient or family
or both via real time, audio and video intercommuni-
cations technology.

Remote in-home visit for the evaluation and management
of a new patient for use only in the Medicare-approved
Comprehensive Care for Joint Replacement model,
which requires these 3 key components:

o A detailed history.

o A detailed examination.

e Medical decision making of low complexity, fur-
nished in real time using interactive audio and video
technology. Counseling and coordination of care
with other physicians, other qualified health care
professionals or agencies are provided consistent
with the nature of the problem(s) and the needs of
the patient or the family or both. Usually, the pre-
senting problem(s) are of moderate severity. Typi-
cally, 30 minutes are spent with the patient or family
or both via real time, audio and video intercommuni-
cations technology.

Remote in-home visit for the evaluation and management
of a new patient for use only in the Medicare-approved
Comprehensive Care for Joint Replacement model,
which requires these 3 key components:

¢ A comprehensive history.

e A comprehensive examination.

Remote E/M new pt 10 mins

Remote E/M new pt 20 mins

Remote E/M new pt 30 mins

Remote E/M new pt 45 mins

99201

99202

99203

99204
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TABLE 5—HCPCS CODES FOR TELEHEALTH VISITS FOR CJR MODEL BENEFICIARIES IN HOME OR PLACE OF
RESIDENCE—Continued

HCPCS
Code No.

Long descriptor

Short descriptor

Work and MP RVUs equal to
those of the corresponding
office/outpatient E/M visit
CPT code for same calendar
year under the PFS; PE
RVUs equal to the facility
values for each

e Medical decision making of moderate complexity,
furnished in real time using interactive audio and
video technology. Counseling and coordination of
care with other physicians, other qualified health
care professionals or agencies are provided con-
sistent with the nature of the problem(s) and the
needs of the patient or the family or both. Usually,
the presenting problem(s) are of moderate to high
severity. Typically, 45 minutes are spent with the
patient or family or both via real time, audio and
video intercommunications technology.

Remote in-home visit for the evaluation and management
of a new patient for use only in the Medicare-approved
Comprehensive Care for Joint Replacement model,
which requires these 3 key components:

o A comprehensive history.

e A comprehensive examination.

e Medical decision making of high complexity, fur-
nished in real time using interactive audio and video
technology. Counseling and coordination of care
with other physicians, other qualified health care
professionals or agencies are provided consistent
with the nature of the problem(s) and the needs of
the patient or the family or both. Usually, the pre-
senting problem(s) are of moderate to high severity.
Typically, 60 minutes are spent with the patient or
family or both via real time, audio and video inter-
communications technology.

Remote in-home visit for the evaluation and management
of an established patient for use only in the Medicare-
approved Comprehensive Care for Joint Replacement
model, which requires at least 2 of the following 3 key
components:

e A problem focused history.

o A problem focused examination.

o Straightforward medical decision making, furnished
in real time using interactive audio and video tech-
nology. Counseling and coordination of care with
other physicians, other qualified health care profes-
sionals or agencies are provided consistent with the
nature of the problem(s) and the needs of the pa-
tient or the family or both. Usually, the presenting
problem(s) are self limited or minor. Typically, 10
minutes are spent with the patient or family or both
via real time, audio and video intercommunications
technology.

Remote in-home visit for the evaluation and management
of an established patient for use only in the Medicare-
approved Comprehensive Care for Joint Replacement
model, which requires at least 2 of the following 3 key
components:

o An expanded problem focused history.

o An expanded problem focused examination.

e Medical decision making of low complexity, fur-
nished in real time using interactive audio and video
technology. Counseling and coordination of care
with other physicians, other qualified health care
professionals or agencies are provided consistent
with the nature of the problem(s) and the needs of
the patient or the family or both. Usually, the pre-
senting problem(s) are of low to moderate severity.
Typically, 15 minutes are spent with the patient or
family or both via real time, audio and video inter-
communications technology.

Remote E/M new pt 60 mins

Remote E/M est. pt 10 mins

Remote E/M est. pt 15 mins

99205

99212

99213
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TABLE 5—HCPCS CODES FOR TELEHEALTH VISITS FOR CJR MODEL BENEFICIARIES IN HOME OR PLACE OF

RESIDENCE—Continued

Long descriptor

Short descriptor

Work and MP RVUs equal to
those of the corresponding
office/outpatient E/M visit
CPT code for same calendar
year under the PFS; PE
RVUs equal to the facility
values for each

components:

Remote in-home visit for the evaluation and management
of an established patient for use only in the Medicare-
approved Comprehensive Care for Joint Replacement
model, which requires at least 2 of the following 3 key

Remote E/M est. pt 25 mins .......

o A detailed history.

o A detailed examination.

e Medical decision making of moderate complexity,
furnished in real time using interactive audio and
video technology. Counseling and coordination of
care with other physicians, other qualified health
care professionals or agencies are provided con-
sistent with the nature of the problem(s) and the
needs of the patient or the family or both. Usually,
the presenting problem(s) are of moderate to high
severity. Typically, 25 minutes are spent with the
patient or family or both via real time, audio and
video intercommunications technology.

components:

Remote in-home visit for the evaluation and management
of an established patient for use only in the Medicare-
approved Comprehensive Care for Joint Replacement
model, which requires at least 2 of the following 3 key

Remote E/M est. pt 40 mins .......

e A comprehensive history.

e A comprehensive examination.

e Medical decision making of high complexity, fur-
nished in real time using interactive audio and video
technology. Counseling and coordination of care
with other physicians, other qualified health care
professionals or agencies are provided consistent
with the nature of the problem(s) and the needs of
the patient or the family or both. Usually, the pre-
senting problem(s) are of moderate to high severity.
Typically, 40 minutes are spent with the patient or
family or both via real time, audio and video inter-

communications technology.

99214

99215

F. Clinician Engagement Lists

1. Background for Submission of
Clinician Engagement Lists

Under the Quality Payment Program,
the Advanced APM track of the CJR
model does not include eligible
clinicians on a Participation List; rather
the CJR Advanced APM track currently
includes eligible clinicians on an
Affiliated Practitioner List as defined
under §414.1305 and described under
§414.1425(a)(2) of the agency’s Quality
Payment Program regulations. As such,
the Affiliated Practitioner List for the
CJR model is the “CMS-maintained list”
of eligible clinicians that have “a
contractual relationship with the
Advanced APM Entity [for CJR, the
participant hospital] for the purposes of
supporting the Advanced APM Entity’s
quality or cost goals under the
Advanced APM.” As specified in our
regulations at §414.1425(a)(2), CMS will

use this list to identify the eligible
clinicians who will be assessed as
Qualifying APM Participants (QPs) for
the year. CMS will make QP
determinations individually for these
eligible clinicians as specified in
§§414.1425(b)(2), (c)(4), and 414.1435.
In the EPM final rule, we stated that
a list of physicians, nonphysician
practitioners, or therapists in a sharing
arrangement, distribution arrangement,
or downstream distribution
arrangement, as applicable, would be
considered an Affiliated Practitioner
List of eligible clinicians who are
affiliated with and support the
Advanced APM Entity in its
participation in the Advanced APM for
purposes of the Quality Payment
Program. An in-depth discussion of how
the clinician financial arrangement list
is considered an Affiliated Practitioner
List can be found in section V.O. of the
EPM final rule (82 FR 558 through 563).

The clinician financial arrangements list
(§510.120(b)) will be used by CMS to
identify eligible clinicians for whom we
would make a QP determination based
on services furnished through the
Advanced APM track of the CJR model.

Stakeholders have expressed a desire
for model changes that would also
include in the clinician financial
arrangement list physicians, non-
physician practitioners, and therapists
without a financial arrangement under
the CJR model, but who are affiliated
with and support the Advanced APM
Entity in its participation in the
Advanced APM for purposes of the
Quality Payment Program.

We agree with stakeholders that these
physicians, non-physician practitioners,
and therapists should have their
contributions to the Advanced APM
Entity’s participation in the Advanced
APM recognized under the Quality
Payment Program; however, since these
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individuals do not have financial
arrangements with the participant
hospital, to also include them on the
clinician financial arrangement list
would be misleading, and could create
confusion when CJR model participant
hospitals submit lists to CMS.

2. Proposed Clinician Engagement List
Requirements

To increase opportunities for eligible
clinicians supporting CJR model
participant hospitals by performing CJR
model activities and who are affiliated
with participant hospitals to be
considered QPs, we are proposing that
each physician, nonphysician
practitioner, or therapist who is not a
CJR collaborator during the period of the
CJR model performance year specified
by CMS, but who does have a
contractual relationship with the
participant hospital based at least in
part on supporting the participant
hospital’s quality or cost goals under the
CJR model during the period of the
performance year specified by CMS,
would be added to a clinician
engagement list.

In addition to the clinician financial
arrangement list that is considered an
Affiliated Practitioner List for purposes
of the Quality Payment Program, we
propose the clinician engagement list
would also be considered an Affiliated
Practitioner List. The clinician
engagement list and the clinician
financial arrangement list would be
considered together an Affiliated
Practitioner List and would be used by
CMS to identify eligible clinicians for
whom we would make a QP
determination based on services
furnished through the Advanced APM
track of the CJR model. As specified in
§414.1425, as of our regulations,
adopted in the Calendar Year (CY) 2017
Quality Payment Program final rule (81
FR 77551) (hereinafter referred to as the
2017 QPP final rule), those physicians,
nonphysician practitioners, or therapists
who are included on the CJR model
Affiliated Practitioner List as of March
31, June 30, or August 31 of a QP
performance period would be assessed
to determine their QP status for the year.
As discussed in the 2017 QPP final rule
(81 FR 77439 and 77440), for clinicians
on an Affiliated Practitioner List, we
determine whether clinicians meet the
payment amount or patient count
thresholds to be considered QPs (or
Partial QPs) for a year by evaluating
whether individual clinicians on an
Affiliated Practitioner List have
sufficient payments or patients flowing
through the Advanced APM; we do not
make any determination at the APM
Entity level for Advanced APMs in

which eligible clinicians are not
identified on a Participation List, but are
identified on an Affiliated Practitioner
List. CMS makes the QP determination
based on Part B claims data, so
clinicians need not track or report
payment amount or patient count
information to CMS.

This proposal would broaden the
scope of eligible clinicians that are
considered Affiliated Practitioners
under the CJR model to include those
without a financial arrangement under
the CJR model but who are either
directly employed by or contractually
engaged with a participant hospital to
perform clinical work for the participant
hospital when that clinical work, at
least in part, supports the cost and
quality goals of the CJR model. We
propose that the cost and quality goals
of the additional affiliated practitioners
who are identified on a clinician
engagement list because they are
contracted with a participant hospital
must include activities related to CJR
model activities, that is, activities
related to promoting accountability for
the quality, cost, and overall care for
beneficiaries during LEJR episodes
included in the CJR model, including
managing and coordinating care;
encouraging investment in
infrastructure, enabling technologies,
and redesigned care processes for high
quality and efficient service delivery;
the provision of items and services
during a CJR episode in a manner that
reduces costs and improves quality; or
carrying out any other obligation or duty
under the CJR model.

Like the requirements of the clinician
financial arrangement lists specified at
§510.120(b), for CMS to make QP
determinations for eligible clinicians
based on services furnished through the
CJR Advanced APM track, we would
require that accurate information about
each physician, nonphysician
practitioner, or therapist who is not a
CJR collaborator during the period of the
CJR model performance year specified
by CMS, but who is included on a
clinician engagement list, be provided
to CMS in a form and manner specified
by CMS on a no more than quarterly
basis. Thus, we propose that each
participant hospital in the Advanced
APM track of the CJR model submit to
CMS a clinician engagement list in a
form and manner specified by CMS on
a no more than quarterly basis. We
propose this list must include the
following information on eligible
clinicians for the period of the CJR
model performance year specified by
CMS:

e For each physician, nonphysician
practitioner, or therapist who is not a

CJR collaborator during the period of the
CJR model performance year specified
by CMS but who does have a
contractual relationship with a
participant hospital based at least in
part on supporting the participant
hospital’s quality or cost goals under the
CJR model during the period of the CJR
model performance year specified by
CMS:

++ The name, TIN, and NPI of the
individual.

++ The start date and, if applicable,
the end date for the contractual
relationship between the individual and
participant hospital.

Further, we propose that if there are
no individuals that meet the
requirements to be reported, as specified
in any of §510.120 (b)(1) through (3) of
the EPM final rule or §510.120(c) as
proposed here, the participant hospital
must attest in a form and manner
required by CMS that there are no
individuals to report.

Given that this proposal would
require submission of a clinician
engagement list, or an attestation that
there are no eligible clinicians to be
included on such a list, to reduce
burden on participant hospitals, we
would collect information for the
clinician engagement list and clinician
financial arrangement list at the same
time.

We seek comments on the proposal
for submission of this information. We
are especially interested in comments
about approaches to information
submission, including the periodicity
and method of submission to CMS that
would minimize the reporting burden
on participant hospitals while providing
CMS with sufficient information about
eligible clinicians to facilitate QP
determinations.

For each participant hospital in the
CJR Advanced APM track, we propose
that the participant hospital must
maintain copies of its clinician
engagement lists and supporting
documentation (that is, copies of
employment letters or contracts) of its
clinical engagement lists submitted to
CMS. Because we would use these lists
to develop Affiliated Practitioner Lists
used for purposes of making QP
determinations, these documents would
be necessary to assess the completeness
and accuracy of materials submitted by
a participant hospital and to facilitate
monitoring and audits. For the same
reason, we further propose that the
participant hospital must retain and
provide access to the required
documentation in accordance with
§510.110.
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G. Clarification of Use of Amended
Composite Quality Score Methodology
During CJR Model Performance Year 1
Subsequent Reconciliation

We conducted the initial
reconciliation for performance year 1 of
the CJR model in early 2017, and expect
to make reconciliation payments to CJR
participant hospitals by the end of
September 2017 to accommodate the
performance year 1 appeals process
timelines. We will conduct the
subsequent reconciliation calculation
for performance year 1 of the CJR model
beginning in the first quarter of 2018,
which may result in additional amounts
to be paid to participant hospitals or a
reduction to the amount that was paid
for performance year 1. However, the
results of the performance year 1
subsequent reconciliation calculations
will be combined with the performance
year 2 initial reconciliation results
before reconciliation payment or
repayment amounts are processed for
payment or collection. Changes to the
CJR model established in the EPM final
rule impact this process.

The improvements to the CJR model
quality measures and composite quality
score methodology, which were
finalized in the EPM final rule (82 FR
524 through 526), were intended to be
effective before the CJR model’s
performance year 1 initial
reconciliation. However, as noted in
section II. of this proposed rule, the
effective date for certain EPM final rule
provisions, including those amending
§§510.305 and 510.315 to improve the
quality measures and composite quality
score methodology, were delayed until
May 20, 2017. As a result, the CJR
reconciliation reports issued in April
2017 were created in accordance with
the provisions of §§510.305 and
510.315 in effect as of April 2017; that
is, the provisions finalized in the CJR
model final rule. In early 2018, we
would perform the performance year 1
subsequent reconciliation calculation in
accordance with the provisions
§§510.305 and 510.315 in effect as of
early 2018, that is, established in the
EPM final rule. Applying the provisions
established in the EPM final rule to the
performance year 1 subsequent
reconciliation calculation may result in
significant differences between the
reconciliation payments calculated
during the performance year 1 initial
reconciliation and the performance year
1 subsequent reconciliation. We
anticipate that these differences will be
greater than those that would be
expected as a result of using more
complete claims and programmatic data
that will be available for the subsequent

reconciliation (due to the additional 12
months of time that will occur between
the initial and subsequent reconciliation
calculations), more accurate
identification of model overlap and
exclusion of episodes, as well as
factoring in adjustments to account for
shared savings payments, and post-
episode spending, as specified in
§510.305(i). Specifically, the
methodology used to determine the
quality-adjusted target price for the
performance year 1 subsequent
reconciliation calculation will differ
from the methodology used to
determine the quality-adjusted target
price for the performance year 1 initial
reconciliation calculation as follows:
The quality-adjusted target price would
be recalculated to apply the amended
reductions to the effective discount
factors (§510.315(f)), which would be
determined after recalculating the
composite quality scores, including
applying more generous criteria for
earning quality improvement points
(that is, a 2 decile improvement rather
than 3 decile improvement as specified
in amended § 510.315(d)). Using the
recalculated quality-adjusted target
price, the net payment reconciliation
amount (NPRA) would be recalculated
and will include application of post-
episode spending reductions
(§510.305(j)), as necessary, after
determining the limitations on loss or
gain. Thus, calculating performance
year 1 reconciliation payments using
these two different provisions may
result in a range of upward or
downward adjustments to participant
hospitals’ performance year 1 payment
amounts. We note that a downward
adjustment to the performance year 1
payment amounts would require
payment recoupment, if offset against a
performance year 2 initial reconciliation
payment amount is not feasible, which
may be burdensome for participant
hospitals.

In developing this proposed rule, we
also considered whether there might be
benefit in further delaying the
amendments to §§510.305 and 510.315
such that the same calculations would
be used for both the performance year
1 initial reconciliation and the
subsequent performance year 1
reconciliation, and the use of the
amended calculations would begin with
the performance year 2 initial
reconciliation. We believe such an
approach would impact future CJR
model implementation and evaluation
activities. Because determining the
performance year 2 composite quality
score considers the hospital’s quality
score improvement from its

performance year 1 score, using
different methodologies across
performance years would require a
mechanism to account for differences in
the quality score methodology, for
example we would have to develop a
reliable crosswalk approach. If we were
to develop and use a crosswalk
approach, participants and other
stakeholders would need to be informed
about the crosswalk methodology in
order to validate data analyses across
performance years and that usage of the
crosswalk would be ongoing throughout
the model’s duration for consistency
across performance years. This
methodology could add substantial
complexity to this time-limited model.
We also considered that the composite
quality score for some participant
hospitals may be higher under the
revised scoring methodology. Delaying
use of the revised scoring methodology
may disadvantage these participants if
their composite quality score would be
higher and result in a more favorable
discount percentage or allow the
hospital to qualify for a reconciliation
payment. Therefore, we believe the best
approach is to apply the quality
specifications as established in the EPM
final rule (that is, the amendments to
§§510.305 and 510.315 that became
effective May 20, 2017) to performance
year 1 subsequent reconciliation
calculations to ensure that
reconciliation calculations for
subsequent performance years will be
calculated using the same methodology
and to improve consistency across
performance years for quality
improvement measurement. Thus, for
the reasons noted previously, we are not
proposing to change the amendments to
§§510.305 and 510.315 that became
effective May 20, 2017. We seek
comment on whether using an
alternative approach, such as the quality
composite score methodology from the
CJR model final rule for the performance
year 1 subsequent reconciliation, would
ensure better consistency for analyses
across CJR performance years.

H. Clarifying and Technical Changes
Regarding the Use of the CMS Price
(Payment) Standardization Detailed
Methodology

Based on questions we received from
participant hospitals during the
performance year 1 reconciliation
process, we are proposing to make two
technical changes to the CJR model
regulations to clarify the use of the CMS
Price (Payment) Standardization
Detailed Methodology, posted on the
QualityNet Web site at http://
www.qualitynet.org/dcs/Content
Server?’c=Page&pagename=Qnet



http://www.qualitynet.org/dcs/ContentServer?c=Page&pagename=Qnet

http://www.qualitynet.org/dcs/ContentServer?c=Page&pagename=Qnet

http://www.qualitynet.org/dcs/ContentServer?c=Page&pagename=Qnet
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Public%2FPage % 2FQnetTier4&cid=
1228772057350, in the calculation of
target prices and actual episode
spending. This pricing standardization
approach is the same as that used for the
Hospital Value-Based Purchasing
Program’s (HVBP) Medicare spending
per beneficiary metric. In section
II1.C.3.a. of the CJR model final rule (80
FR 73331 through 73333), we finalized
how we would operationalize the
exclusion of the various special
payment provisions in calculating CJR
model episode expenditures, both
historical episode spending and
performance year episode spending, by
relying upon the CMS Price (Payment)
Standardization Detailed Methodology
with modifications. However, we did
not clearly articulate this finalized
policy in the regulations at 42 CFR part
510. Thus, we are proposing the
following technical changes to bring the
regulatory text into conformity with our
intended policy and to reduce potential
stakeholder uncertainty about how the
price (payment) standardization
methodology is used. We are proposing
to insert “‘standardized” into the
definition of actual episode payment in
§510.2, and insert ‘“with certain
modifications” into § 510.300(b)(6) to
account for the modifications we must
make to the standardization
methodology to ensure all pricing
calculations are consistent with our
finalized policies.

IV. Collection of Information
Requirements

As stated in section 1115A(d)(3) of the
Act, Chapter 35 of title 44, United States
Code, shall not apply to the testing and
evaluation of models under section
1115A of the Act. As a result, the
information collection requirements
contained in this proposed rule need
not be reviewed by the Office of
Management and Budget. However, we
have, summarized the anticipated cost
burden associated with the information
collection requirements in the
Regulatory Impact Analysis section of
this proposed rule.

V. Regulatory Impact Analysis

A. Introduction

We have examined the impacts of this
rule as required by Executive Order
12866 on Regulatory Planning and
Review (September 30, 1993), Executive
Order 13563 on Improving Regulation
and Regulatory Review (January 18,
2011), the Regulatory Flexibility Act
(RFA) (September 19, 1980, Pub. L. 96—
354), section 1102(b) of the Social
Security Act, section 202 of the
Unfunded Mandates Reform Act of 1995

(March 22, 1995; Pub. L. 104—4),
Executive Order 13132 on Federalism
(August 4, 1999) and the Congressional
Review Act (5 U.S.C. 804(2)), and
Executive Order 13771 on Reducing
Regulation and Controlling Regulatory
Costs (January 30, 2017).

Executive Orders 12866 and 13563
direct agencies to assess all costs and
benefits of available regulatory
alternatives and, if regulation is
necessary, to select regulatory
approaches that maximize net benefits
(including potential economic,
environmental, public health and safety
effects, distributive impacts, and
equity). A regulatory impact analysis
(RIA) must be prepared for major rules
with economically significant effects
($100 million or more in any 1 year).
This proposed rule proposes to cancel
the EPMs and the CR incentive payment
model in advance of their start date and
proposes several revisions to the design
of the CJR model; these proposals
impact a subset of hospitals under the
IPPS. Therefore, it would have a
relatively small economic impact; as a
result, this proposed rule does not reach
the $100 million threshold and thus is
neither an “economically significant”
rule under E.O. 12866, nor a ‘‘major
rule” under the Congressional Review
Act.

B. Statement of Need

As discussed previously, review and
reevaluation of policies and programs,
as well as revised rulemaking, are
within an agency’s discretion, especially
after a change in administration occurs.
After review and reevaluation of the CJR
model final rule, the EPM final rule and
the public comments we received in
response to the March 21, 2017 IFC, in
addition to other considerations, we
have determined that it is necessary to
propose to rescind the regulations at 42
CFR part 512 and to reduce the
geographic scope of the CJR model for
the following reasons. First, we believe
that requiring hospitals to participate in
additional episode models at this time
is not in the best interest of the agency
or affected providers. We are concerned
that engaging in large mandatory
episode payment model efforts at this
time may impede our ability to pursue
and engage providers, such as hospitals,
in future voluntary efforts. Similarly, we
also believe that reducing the number of
providers required to participate in the
CJR model would allow us to continue
to evaluate the effects of such a model
while limiting the geographic reach of
our current mandatory models. Finally,
we believe that canceling the EPMs and
CR incentive payment model, as well as
altering the scope of the CJR model,

offers CMS maximum flexibility to
design alternative episode-based models
and make potential improvements to
these models as suggested by
stakeholders, while still allowing us to
test and evaluate the impact of the CJR
model on the quality of care and
expenditures.

This proposed rule is also necessary
to propose improvements to the CJR
model for performance years 3, 4, and
5. We are proposing a few technical
refinements and clarifications for
certain payment, reconciliation and
quality provisions, and a change to the
criteria for the Affiliated Practitioner
List to broaden the CJR Advanced APM
track to additional eligible clinicians.
We believe these proposed refinements
would address operational issues
identified since the start of the CJR
model.

C. Anticipated Effects

In section III. of the preamble to this
proposed rule, we discuss our proposals
to amend the regulations governing the
CJR model. We present the following
estimated overall impact of these
proposed changes to the CJR model.
Table 6 summarizes the newly
calculated estimated impact for the CJR
model for the last 3 years of the model.

The modeling methodology for
provider performance and participation
is consistent with the methodology used
in modeling the CJR impacts in the EPM
final rule (82 FR 596). However, we
updated our analysis to include an opt-
in option for hospitals in 33 of the 67
MSAs selected for participation in the
CJR model (all but 4 of these MSAs are
from the lower cost groups), while
maintaining mandatory participation for
the remaining 34 MSAs (all of which are
from the higher cost groups), and
allowing for the exclusion of low-
volume and rural hospitals in these 34
MSAs from mandatory participation and
allowing them to choose voluntary
participation (opt-in). We would expect
the number of mandatory participating
hospitals from year 3 forward to
decrease from approximately 700,
which is approximately the number of
current CJR participants, to
approximately 393. We assumed that if
a hospital would exceed its target
pricing such that it would incur an
obligation of repayment to CMS of 3
percent or more in a given year, that
hospital would not elect voluntary
participation in the model for the final
three performance years. We assumed
no low-volume providers would
participate, noting that including them
in impacts would not have any
noticeable effects due to their low
claims volume. For purposes of
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identifying CJR rural hospitals for this
impact, we used the 2017 IPPS
§412.103 rural reclassification list. We
found only one provider in the 34
mandatory MSAs with an active rural
reclassification and this provider was
also on the low-volume hospital list and
was not included in the impacts. The
likelihood of voluntary participation
linearly increases based on an upper
bound of 3 percent bonus, but the
modeling assumes that 25 percent of
hospitals in the voluntary MSAs would
not consider participation so that the
likelihood of participation for each
hospital is capped at 75 percent; we
expect 60 to 80 hospitals to elect
voluntary participation in the model.
We seek comment on our assumptions
about the number of hospitals that
would elect voluntary participation in
the CJR model. Due to a lack of available
data, we did not account for participant
investment in the impact analysis model
we used for this proposed rule.
However, we would expect that those
who choose to voluntarily participate
would have made investments in the
CJR model that enable them to perform
well and that they would anticipate
earning positive reconciliation
payments. For those hospitals choosing
not to voluntarily participate, we would
expect that the cost of any investments
they may have made based on their

participation in performance years 1
and 2 of the CJR model would be
outweighed by the reconciliation
payment obligations they would expect
to incur if they continued to participate.
The 60 to 80 participants we expect to
continue participating in the model
through the voluntary election process
are not included in our previous
estimate of 393 CJR participants in the
mandatory MSAs. Thus, in total we
expect approximately 450 to 470
participants in the CJR model for the
final three performance years. The
participation parameters were chosen to
reflect both the anticipated risk aversion
of providers, and an expectation that
many participants do not remain in an
optional model or demonstration when
there is an expectation that the hospital
would incur an obligation of repayment
to CMS. These assumptions reflect the
experience with other models and
demonstrations. The value of 3 percent
may be somewhat larger than the level
of repayment at which providers would
opt-in, but the value was chosen to
allow for the uncertainty of expected
claims. We note that the possibility of
shifting episodes from CJR model
participant hospitals to low-volume or
other non-participating hospitals exists
and that we did not include any
assumptions of this potential behavior
in our financial impact modeling. We

seek comment on our model
assumptions that shifting of episodes
will not occur. The new calculations
estimate that the CJR model would
result in a net Medicare program savings
of approximately $204 million over the
3 remaining performance years (2018
through 2020). This represents a
reduction in savings of approximately
$90 million from the estimated net
financial impacts of the CJR model in
the EPM final rule (82 FR 603).

Our previous analyses of the CJR
model did not explicitly model for
utilization changes, such as
improvements in the efficiency of
service during episodes. However, these
behavioral changes would have minimal
effect on the Medicare financial
impacts. If the actual costs for an
episode are below the discounted
bundled payment amount, then CMS
distributes the difference between these
two amounts to the participant hospital,
up to a capped amount. Similarly, if
actual costs for an episode are above the
discounted bundled payment amount,
then the participant hospital pays CMS
the difference between these amounts,
up to a capped amount. Due to the
uncertainty of estimating the impacts of
this model, actual results could be
higher or lower than this estimate.

TABLE 6—COMPARISON OF INITIAL ESTIMATE OF THE IMPACT ON THE MEDICARE PROGRAM OF THE CJR MODEL WITH

REVISED ESTIMATES

[Figures are in $ millions, negative values represent savings]

Year 2018 2019 2020 Total
Initial CJR ESHMAE ...oooeiiiiiiieeeeeeeeeeee e —61 —-109 —125 —294
Revised CJR Estimate .. —38 77 —88 —204
CRANGE .o e 22 32 36 90

Note: The initial estimate includes the changes to the CJR model finalized in the EPM final rule (82 FR 603). The 2016 and 2017 initial esti-
mate is not impacted by the proposed changes to the CJR model in this proposed rule. The total column reflects 2018 through 2020. Totals do
not necessarily equal the sums of rounded components.

Our analysis presents the cost and
transfer payment effects of this
proposed rule to the best of our ability.

D. Effects on Beneficiaries

We believe that the proposal to cancel
the EPMs and CR incentive payment
model would not affect beneficiaries’
freedom of choice to obtain healthcare
services from any individual or
organization qualified to participate in
the Medicare program, including
providers that are making care
improvements within their
communities. Although these models
seek to incentivize care redesign and
collaboration throughout the inpatient
and post-acute care spectrum, the
models have not yet begun. As the

current baseline assumes these models
would become effective on January 1,
2018, and that these models would
incentivize care improvements that
would likely result in an increase in
quality of care for beneficiaries, it is
possible that the proposal to cancel
these models could cause hospitals that
potentially made improvements in care
in anticipation of the start of these
models to delay or cease these
investments, which could result in a
reversal of any recent quality
improvements. However, we believe the
concerns raised by stakeholders and the
lack of time to consider design
improvements for these models prior to
the January 1, 2018 start date outweigh
potential reversal of any recent

improvements in care potentially made
by some hospitals and warrant
cancellation of these models at this time
while we engage with stakeholders to
identify future tests for bundled
payments and incentivizing high value
care.

We believe that the proposed changes
to the CJR model discussed in this
proposed rule, specifically focusing the
model on higher cost MSAs in which
participation would continue to be
mandatory and allowing low-volume
and rural hospitals and all participant
hospitals in lower cost MSAs to choose
voluntary participation, would maintain
the potential benefits of the CJR model
for beneficiaries in many areas while
providing a substantial number of





Federal Register/Vol. 82, No. 158/ Thursday, August 17, 2017 /Proposed Rules

39329

hospitals with increased flexibility to
better focus on priority needs of the
beneficiaries they serve. Specifically,
low-volume and rural hospitals as well
as other hospitals in the 33 voluntary
participation MSAs (which are
relatively more efficient areas) could
elect to participate in the CJR model if
they believe that doing so best meets
their organization’s strategic priorities
for serving the beneficiaries in their
community. Alternatively, if these
hospitals do not believe continued
participation in the CJR model would
benefit their organizational goals and
local patient care priorities, they can
elect not to opt-in for the remainder of
the model. We believe that beneficiaries
in the service areas of the hospitals that
would be allowed to choose to
participate in the CJR model under our
proposal may have an ongoing benefit
from the care redesign investments
these hospitals have already made
during the first 2 years of the CJR model.
Overall, we believe the refinements to
the CJR model proposed in this
proposed rule do not materially alter the
potential effects of the model on
beneficiaries. However, we acknowledge
the possibility that the improved quality
of care that was likely to have occurred
during performance years 1 and 2 of the
CJR model may be curtailed for
beneficiaries that receive care at
hospitals that do not elect to continue
participation in the CJR model.

E. Effects on Small Rural Hospitals

The changes to the CJR model
proposed in this proposed rule do not
substantially alter our previous impacts
of the impact on small, geographically
rural hospitals specified in either the
EPM final rule (82 FR 606) and the CJR
model final rule (80 FR 73538) because
we continue to believe that few
geographically rural hospitals will be
included in the CJR model. In addition,
the proposal to allow all rural hospitals
(as defined in § 510.2) that are not
otherwise excluded the opportunity to
elect to opt-in to the CJR model instead
of having a mandatory participation
requirement may further reduce the
likelihood that rural hospitals would be
included in the model. We solicit public
comment on our estimates and analysis
of the impact of our proposals on small
rural hospitals.

F. Effects on Small Entities

The RFA requires agencies to analyze
options for regulatory relief of small
entities, if a rule has a significant impact
on a substantial number of small
entities. For purposes of the RFA, small
entities include small businesses,
nonprofit organizations, and small

governmental jurisdictions. We estimate
that most hospitals and most other
providers and suppliers are small
entities, either by virtue of their
nonprofit status or by qualifying as
small businesses under the Small
Business Administration’s size
standards (revenues of less than $7.5 to
$38.5 million in any 1 year; NAIC
Sector—62 series). States and
individuals are not included in the
definition of a small entity. For details,
see the Small Business Administration’s
Web site at http://www.sba.gov/content/
smallbusiness-size-standards.

For purposes of the RFA, we generally
consider all hospitals and other
providers and suppliers to be small
entities. We believe that the provisions
of this proposed rule relating to acute
care hospitals would have some effects
on a substantial number of other
providers involved in these episodes of
care including surgeons and other
physicians, skilled nursing facilities,
physical therapists, and other providers.
Although we acknowledge that many of
the affected entities are small entities,
and the analysis discussed throughout
this proposed rule discusses aspects of
episode payment models that may or
would affect them, we have no reason
to assume that these effects would reach
the threshold level of 3 percent of
revenues used by HHS to identify what
are likely to be “significant” impacts.
We assume that all or almost all of these
entities would continue to serve these
patients, and to receive payments
commensurate with their cost of care.
Hospitals currently experience frequent
changes to payment (for example, as
both hospital affiliations and preferred
provider networks change) that may
impact revenue, and we have no reason
to assume that this would change
significantly under the changes
proposed in this rule.

Accordingly, we have determined that
this proposed rule will not have a
significant impact on a substantial
number of small entities. We solicit
public comments on our estimates and
analysis of the impact of our proposals
on those small entities.

G. Effects of Information Collection

The changes proposed in this
proposed rule would have a minimal
additional burden of information
collection for CJR model participant
hospitals. The two areas which this
proposed rule may increase participant
burden include providing clinician
engagement lists and submitting opt-in
documentation (for eligible hospitals
who choose to opt-in to the CJR model).

Clinician engagement list submission
for the CJR model would require that

participants submit on a no more than
quarterly basis a list of physicians,
nonphysician practitioners, or therapists
who are not a CJR model collaborator
during the period of the CJR model
performance year specified by CMS but
who do have a contractual relationship
with a CJR model participant hospital
based at least in part on supporting the
participant hospital’s quality or cost
goals under the CJR model during the
period of the performance year specified
by CMS.

For hospitals eligible to opt-in to the
CJR model that elect to participate in the
model, CMS intends to provide a
template that can be completed and
submitted prior to the proposed January
31, 2018 submission deadline. As stated
previously, we estimate that the number
of hospitals that will elect voluntary
participation in CJR is 60 to 80. As
stated previously, this template would
be designed to minimize burden on
participants, particularly since all
necessary information required to
effectively opt-in will be included
within the template. Using wage
information from the Bureau of Labor
Statistics for medical and health service
managers (Code 11-9111), we assumed
a rate of $105.16 per hour, including
overhead and fringe benefits (https://
www.bls.gov/oes/current/oes_nat.htm)
and estimated that the time to complete
the opt-in template would be, on
average, approximately 30 minutes per
hospital. Thus, total costs associated
with completing opt-in templates for all
60 to 80 hospitals projected to elect
voluntary participation is expected to
range between $3,150 (60 hospitals) and
$4,200 (80 hospitals).

We seek comment on our assumptions
and information on any costs associated
with this work.

H. Regulatory Review Costs

If regulations impose administrative
costs on private entities, such as the
time needed to read and interpret this
proposed rule, we should estimate the
cost associated with regulatory review.
Due to the uncertainty involved with
accurately quantifying the number of
entities that will review the rule, we
assume that the total number of unique
commenters on the EPM proposed rule
will be the number of reviewers of this
proposed rule. We acknowledge that
this assumption may understate or
overstate the costs of reviewing this
rule. It is possible that not all
commenters reviewed the precedent
rule in detail, and it is also possible that
some reviewers chose not to comment
on the proposed rule. For these reasons
we thought that the number of past
commenters on the EPM proposed rule
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would be a fair estimate of the number
of reviewers of this rule. We welcome
any comments on the approach in
estimating the number of entities that
would review this proposed rule.

We also recognize that different types
of entities are in many cases affected by
mutually exclusive sections of this
proposed rule, however for the purposes
of our estimate we assume that each
reviewer reads approximately 100
percent of the rule. We seek comments
on this assumption.

Using the wage information from the
BLS for medical and health service
managers (Code 11-9111), we estimate
that the cost of reviewing this rule is
$105.16 per hour, including overhead
and fringe benefits htips://www.bls.gov/
oes/current/oes_nat.htm. Assuming an
average reading speed, we estimate that
it would take approximately 1.6 hours
for the staff to review this proposed
rule. For each entity that reviews the
rule, the estimated cost is $168.26 (1.6
hours x $105.16). Therefore, we estimate
that the total cost of reviewing this
regulation is $29,445 ($105.16 x 175
reviewers).

I. Unfunded Mandates

Section 202 of the Unfunded
Mandates Reform Act of 1995 (UMRA)
also requires that agencies assess
anticipated costs and benefits before
issuing any rule whose mandates
require spending in any 1 year of $100
million in 1995 dollars, updated
annually for inflation. In 2017, that is
approximately $148 million. This
proposed rule does not include any
mandate that would result in spending
by state, local or tribal governments, in
the aggregate, or by the private sector in
the amount of $148 million in any 1
year.

J. Federalism

We do not believe that there is
anything in this proposed rule that
either explicitly or implicitly preempts
any state law, and furthermore we do
not believe that this proposed rule
would have a substantial direct effect on
state or local governments, preempt
state law, or otherwise have a federalism
implication.

K. Reducing Regulation and Controlling
Regulatory Costs

Executive Order 13771, titled

Reducing Regulation and Controlling

Regulatory Costs (82 FR 9339), was
issued on January 30, 2017. This

proposed rule, if finalized as proposed,
is not expected to be subject to the
requirements of E.O. 13771 because it is
estimated to result in no more than de
minimis costs.

L. Alternatives Considered

Throughout this proposed rule, we
have identified our proposed policies
and alternatives that we have
considered, and provided information
as to the effects of these alternatives and
the rationale for each of the proposed
policies. We considered but did not
propose to allow voluntary participation
in all of the 67 selected MSAs in the CJR
model because the overall estimated CJR
model impact would no longer show
savings, and would likely result in
costs. An entirely voluntary CJR model
would likely result in costs due to the
assumption that, in aggregate, hospitals
that expect to receive a positive
reconciliation payment from Medicare
would elect to opt-in to the model while
hospitals that expect to owe Medicare a
reconciliation amount would not likely
elect to participate in the model. We
also considered but did not propose
limiting participation to the proposed
34 mandatory participation MSAs and
not allowing voluntary participation in
any of the 67 selected MSAs. If
participation was limited to the
proposed 34 mandatory participation
MSAs and voluntary participation was
not allowed in any MSA, the impact to
the overall estimated model savings
over the last three years of the model
would be closer to $30 million than the
$90 million estimate presented in
section V. of this proposed rule, because
our modeling does not include
assumptions about behavioral changes
that might lower fee-for-service
spending. Since our impact model
estimates that 60 to 80 hospitals would
choose voluntary participation and that
these potential voluntary participants
would be expected to earn only positive
reconciliation payments under the
model, these positive payments to the
voluntary participants would offset
some of the savings garnered from
mandatory participants. However, we
are proposing to allow voluntary
participation in the proposed 33
voluntary participation MSAs and for
low-volume and rural hospitals to
permit hospitals that have made
investments in care redesign and
commitments to improvement to
continue to participate in the model for
the remaining 3 years. We believe our

proposal would benefit a greater number
of beneficiaries because a greater
number of hospitals would be included
in the CJR model.

Instead of proposing to cancel the
EPMs and CR incentive payment model,
we considered altering the design of
these models to allow for voluntary
participation but as this would
potentially involve restructuring the
model design, payment methodologies,
financial arrangement provisions and/or
quality measures, we did not believe
that such alterations would offer
providers enough time to prepare for
such changes, given the planned
January 1, 2018 start date. In addition,
if at a later date we decide to offer these
models, or similar models, on a
voluntary basis, we would not expect to
implement them through rulemaking,
but rather would establish them
consistent with the manner in which we
have implemented other voluntary
models.

We solicit and welcome comments on
our proposals, on the alternatives we
have identified, and on other
alternatives that we should consider, as
well as on the costs, benefits, or other
effects of these.

M. Accounting Statement and Table

As required by OMB Circular A—4
under Executive Order 12866 (available
at http://www.whitehouse.gov/omb/
circulars_a004_a-4) in Table 7, we have
prepared an accounting statement
showing the classification of transfers
associated with the provisions in this
proposed rule. The accounting
statement is based on estimates
provided in this regulatory impact
analysis. As described in Table 6, we
estimate the proposed changes to the
CJR model would continue to result in
savings to the federal government of
approximately $204 million over the 3
remaining performance years of the
model from 2018 to 2020, noting these
changes do reduce the original CJR
estimated savings by approximately $90
million. In Table 7, the overall
annualized change in payments (for all
provisions in this proposed rule relative
to the CJR model as originally finalized)
based on a 7-percent and 3-percent
discount rate, results in net federal
monetary transfer from the federal
government to participant IPPS
hospitals of $73.2 million and $82.4
million in 2017 dollars, respectively,
over the period of 2018 to 2020.
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TABLE 7—ACCOUNTING STATEMENT CHANGES TO COMPREHENSIVE CARE FOR JOINT REPLACEMENT MODEL FOR

PERFORMANCE YEARS 2018 TO 2020

Units
Category Estimates !
Year dollar D'SCO(E/Z'; rate Period covered
Costs: *
Upfront cost of regulation ($million) ........cceccvvvevrrieinneeerieene 0.03 2017 7 | 2018 upfront cost.
0.03 2017 3 | 2018 upfront cost.

From Whom to Whom

Incurred by IPPS Hospitals as a result of this regulation.

Transfers:

Annualized/Monetized ($million/year) .........

27.90
29.14

2017 7
2017 3

2018-2020.
2018-2020.

From Whom To Whom

From the Federal Government to Participating IPPS Hospitals.

*The cost includes the regulatory familiarization and completing opt-in templates for up to 80 hospitals to join the CJR model.

M. Conclusion

This analysis, together with the
remainder of this preamble, provides
the Regulatory Impact Analysis of a
rule. As a result of this proposed rule,
we estimate that the financial impact of
the changes to the CJR model proposed
here would result in a reduction to
previously estimated savings by $90
million over the 3 remaining
performance years (2018 through 2020)
although we note that the CJR model
would still be estimated to save the
Medicare program approximately $204
million over the remaining three
performance years.

In accordance with the provisions of
Executive Order 12866, this rule was
reviewed by the Office of Management
and Budget.

VI. Response to Comments

Because of the large number of public
comments we normally receive on
Federal Register documents, we are not
able to acknowledge or respond to them
individually. We will consider all
comments we receive by the date and
time specified in the DATES section of
this preamble, and, when we proceed
with a subsequent document, we will
respond to the comments in the
preamble to that document.

List of Subjects

42 CFR Part 510

Administrative Practice and
Procedure, Health facilities, Health
professions, Medicare, and Reporting
and recordkeeping requirements.

42 CFR Part 512

Administrative Practice and
Procedure, Health facilities, Health
professions, Medicare, and Reporting
and recordkeeping requirements.

For the reasons set forth in the
preamble, under the authority at section

1115A of the Social Security Act, the
Centers for Medicare & Medicaid
Services proposes to amend 42 CFR
Chapter IV, as follows:

PART 510—COMPREHENSIVE CARE
FOR JOINT REPLACEMENT MODEL

m 1. The authority citation for part 510
continues to read as follows:

Authority: Secs. 1102, 1115A, and 1871 of
the Social Security Act (42 U.S.C. 1302,
1315(a), and 1395hh).

m 2. Section 510.2 is amended by—

m a. Revising the definition of “Actual
episode payment’’;

m b. Adding, in alphabetical order,
definitions of “Low-volume hospital”
and “mandatory MSA”.

m c. Revising the definition of
‘“participant hospital”’; and

m d. Adding the definition of ““voluntary
MSA”.

The revisions and additions read as
follows:

§510.2 Definitions.

* * * * *

Actual episode payment means the
sum of standardized Medicare claims
payments for the items and services that
are included in the episode in
accordance with §510.200(b), excluding
the items and services described in
§510.200(d).

* * * * *

Low-volume hospital means a hospital
identified by CMS as having fewer than
20 LEJR episodes in total across the 3
historical years of data used to calculate
the performance year 1 CJR episode
target prices.

Mandatory MSA means an MSA
designated by CMS as a mandatory
participation MSA in accordance with
§510.105(a).

* * * * *

Participant hospital means one of the
following:

(1) During performance years 1 and 2
of the CJR model and the period from
January 1, 2018 to January 31, 2018 of
performance year 3, a hospital (other
than a hospital excepted under
§510.100(b)) with a CCN primary
address located in one of the geographic
areas selected for participation in the
CJR model in accordance with
§510.105.

(2) Beginning February 1, 2018, a
hospital (other than a hospital excepted
under § 510.100(b)) that is one of the
following:

(i) A hospital with a CCN primary
address located in a mandatory MSA as
of February 1, 2018 that is not a rural
hospital or a low-volume hospital on
that date.

(ii) A hospital that is a rural hospital
or low-volume hospital with a CCN
primary address located in a mandatory
MSA that makes an election to
participate in the CJR model in
accordance with §510.115.

(iii) A hospital with a CCN primary
address located in a voluntary MSA that
makes an election to participate in the
CJR model in accordance with
§510.115.

Voluntary MSA means an MSA
designated by CMS as a voluntary
participation MSA in accordance with
§510.105(a).

m 3. Section 510.105 is amended by
revising paragraph (a) to read as follows:

§510.105 Geographic areas.

(a) General. The geographic areas for
inclusion in the CJR model are obtained
based on a stratified random sampling
of certain MSAs in the United States.

(1) All counties within each of the
selected MSAs are selected for inclusion
in the CJR model.





39332

Federal Register/Vol. 82, No. 158/ Thursday, August 17, 2017 /Proposed Rules

(2) Beginning with performance year
3, the selected MSAs are designated as
either mandatory participation MSAs or
voluntary participation MSAs.
* * * * *
m 4. Section 510.115 is added to read as
follows:

§510.115 Voluntary participation election.

(a) General. To continue participation
in performance year 3 and participate in
performance year 4 and performance
year 5, the following hospitals must
submit a written participation election
letter as described in paragraph (c) of
this section during the voluntary
participation election period specified
in paragraph (b) of this section:

(1) Hospitals (other than those
excluded under §510.100(b)) with a
CCN primary address in a voluntary
MSA.

(2) Low-volume hospitals with a CCN
primary address in a mandatory MSA.

(3) Rural hospitals with a CCN
primary address in a mandatory MSA.

(b) Voluntary participation election
period. The voluntary participation
election period begins on January 1,
2018 and ends on January 31, 2018.

(c) Voluntary participation election
letter. The voluntary participation
election letter serves as the model
participation agreement. CMS accepts
the voluntary participation election
letter if the letter meets all of the
following criteria:

(1) Includes the following:

(i) Hospital name.

(ii) Hospital address.

(iii) Hospital CCN.

(iv) Hospital contact name, telephone
number, and email address.

(v) Model name (that is, CJR model).

(vi) Attestation of CEHRT use as
specified in §510.120(a)(1) (if the
hospital is choosing to participate in the
Advanced APM track).

(2) Includes a certification that the
hospital will—

(i) Comply with all applicable
requirements of this part and all other
laws and regulations applicable to its
participation in the CJR model; and

(ii) Submit data or information to
CMS that is accurate, complete and
truthful, including, but not limited to,
the participation election letter and any
quality data or other information that
CMS uses in its reconciliation
processes.

(3) Is signed by the hospital
administrator, CFO or CEO.

(4) Is submitted in the form and
manner specified by CMS.

m 5. Section 510.120, as added January
3,2017 (82 FR 180), delayed until
October 1, 2017, on March 21, 2017 (82
FR 14464), further delayed until January

1, 2018, on May 19, 2017 (82 FR 22895),
is amended by removing paragraph
(b)(4), revising paragraph (c), and
adding paragraphs (d) and (e).

The revision and additions read as
follows:

§510.120 CJR participant hospital CEHRT
track requirements.

(c) Clinician engagement list. Each
participant hospital that chooses CEHRT
use as provided in paragraph (a)(1) of
this section must submit to CMS a
clinician engagement list in a form and
manner specified by CMS on a no more
than quarterly basis. This list must
include the following information on
individuals for the period of the
performance year specified by CMS:

(1) For each physician, nonphysician
practitioner, or therapist who is not a
CJR collaborator during the period of the
CJR model performance year specified
by CMS but who does have a
contractual relationship with the
participant hospital based at least in
part on supporting the participant
hospital’s quality or cost goals under the
CJR model during the period of the
performance year specified by CMS:

(i) The name, TIN, and NPI of the
individual.

(ii) The start date and, if applicable,
the end date for the contractual
relationship between the individual and
participant hospital.

(2) [Reserved]

(d) Attestation to no individuals. If
there are no individuals that meet the
requirements to be reported, as specified
in paragraphs (b)(1) through (3) or
paragraph (c) of this section, the
participant hospital must attest in a
form and manner required by CMS that
there are no individuals to report.

(e) Documentation requirements. (1)
Each participant hospital that chooses
CEHRT use as provided in paragraph
(a)(1) of this section must maintain
documentation of their attestation to
CEHRT use, clinician financial
arrangements lists, and clinician
engagement lists.

(2) The participant hospital must
retain and provide access to the
required documentation in accordance
with §510.110.

m 6. Section 510.210 is amended by
revising paragraph (b) to read as follows:

§510.210 Determination of the episode.
* * * * *

(b) Cancellation of an episode. The
episode is canceled and is not included
in the determination of NPRA as
specified in § 510.305 if any of the
following occur:

(1) The beneficiary does any of the
following during the episode:

(i) Ceases to meet any criterion listed
in §510.205.

(ii) Is readmitted to any participant
hospital for another anchor
hospitalization.

(iii) Initiates an LEJR episode under
BPCIL.

(iv) Dies.

(2) For performance year 3, the
participant hospital did not submit a
participation election letter that was
accepted by CMS to continue
participation in the model.

m 7. Section 510.300 is amended by
revising paragraph (b)(6) to read as
follows:

§510.300 Determination of quality-
adjusted episode target prices.
* * * * *

(b) E

(6) Exclusion of incentive programs
and add-on payments under existing
Medicare payment systems. Certain
incentive programs and add-on
payments are excluded from historical
episode payments by using, with certain
modifications, the CMS Price (Payment)
Standardization Detailed Methodology
used for the Medicare spending per
beneficiary measure in the Hospital
Value-Based Purchasing Program.
* * * * *

m 8. Section 510.305 is amended by
revising paragraph (d)(1) to read as
follows:

§510.305 Determination of the NPRA and
reconciliation process.

* * * * *

(d)* * *

(1) Beginning 2 months after the end
of each performance year, CMS does all
of the following:

(i) Performs a reconciliation
calculation to establish an NPRA for
each participant hospital.

(ii) For participant hospitals that
experience a reorganization event in
which one or more hospitals reorganize
under the CCN of a participant hospital
performs—

(A) Separate reconciliation
calculations (during both initial and
subsequent reconciliations for a
performance year) for each predecessor
participant hospital for episodes where
anchor hospitalization admission
occurred before the effective date of the
reorganization event; and

(B) Reconciliation calculations
(during both initial and subsequent
reconciliations for a performance year)
for each new or surviving participant
hospital for episodes where the anchor
hospitalization admission occurred on
or after the effective date of the
reorganization event.

* * * * *
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m 9. Section 510.410 is amended by
adding paragraph (b)(1)(i)(G) to read as
follows:

§510.410 Compliance enforcement.
* * * * *
(b) * % %
1 * *x %
%i)) * * %
(G) Failing to participate in CJR
model-related evaluation activities
conducted by CMS or its contractors or
both.
* * * * *
m 10. Section 510.605 is amended by
revising paragraph (c)(2) to read as
follows:

§510.65 Waiver of certain telehealth
requirements.

(C] * * %

(2) CMS waives the payment
requirements under section
1834(m)(2)(B) of the Act to allow the
distant site payment for telehealth home
visit HCPCS codes unique to this model.

* * * * *

PART 512—[REMOVED AND
RESERVED]

m 11. Part 512, as added January 3, 2017
(82 FR 180), delayed until October 1,
2017, on March 21, 2017 (82 FR 14464),

further delayed until January 1, 2018, on
May 19, 2017 (82 FR 22895), is removed
and reserved.

Dated: August 10, 2017.
Seema Verma,

Administrator, Centers for Medicare &
Medicaid Services.

Dated: August 11, 2017.
Thomas E. Price,

Secretary, Department of Health and Human
Services.

[FR Doc. 2017-17446 Filed 8-15-17; 4:15 pm]
BILLING CODE 4120-01-P
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AACVPR

American Association of Cardiovascular
arud Pulmonary Rehabilitation

Promoting Health & Preventing Disease

ATTN: Pulmonary Rehabilitation Program Directors

In 2010, when CMS authorized use of HCPCS code G0424 for billing of pulmonary rehab services for
COPD, the Agency admitted it had no historical data on which to base a payment amount, and arbitrarily
assigned a payment amount of $50. Unfortunately, as the years passed and CMS collected data on
which to base its payment rate, the reimbursement rate for pulmonary rehab has remained relatively flat
for 8 years. In the November 30, 2011 Federal Register (page 74224, establishing payment for
pulmonary rehab), CMS explicitly stated,

Hospitals should be especially careful to thoughtfully establish charges for new codes that use a
single code to report multiple services that were previously reported by  muitiple codes. It is vital in
these cases that hospitals carefully establish charges that fully include all of the charges for all of the
predecessor services that are reported by the new code. To fail to carefully construct the charge for a
new code that reports a combination of services that were previously reported separately, particularly in
the first year of the new code, under-represents the cost of providing the service . . .

Plain and simple: programs or persons responsible for setting charges for G0424 did not identify
all of the beneficial services that are provided in one session of pulmonary rehab, and therefore
set very low rates for one session of G0424.

In response to this problem, all the pulmonary societies combined their efforts to create the Pulmonary
Rehabilitation Tooﬂm Gurdance to Calculaﬂng Appropﬂate Charges for 60424 (avallable on the
AACVPR website — hitps //wwy org/Adv . The Toolkit
provided a guide for, programs to ldentlfy the broad array of services mtegral to pulmonary rehabilitation
that must be considered when computing the charge that must appear on all claims submitted to
Medicare.

1ately, in 2017, it appears that man t adjusted the charge 1

AACVPR recént!y'invested.in .signiﬁcant data mining asaociated -
with G0424 (from 2015, the most recent year), focusing on several key parameters:

1. The number of hospitals billing Medicare (in the U.S.) with code G0424, and the number of claims
paid by CMS.

2. The hospital charges for G0424 of every specific hospital.

3. The computed costs based on the data the hospital provided to CMS in its annual hospital cost

report.






Key Findings of 1350 Hospitals

Total Claims Submitted from a 3,000 highest 11 lowest
Hospital

G0424 Charge Range $1981/session $44/session
Hospital Cost Report Range $1265/session $4/session

*Out- patient only claims
*Excludes critical access hospitals (different billing methodologies)

These data are vital for AACVPR to examine ways to develop a strategy and secure appropriate payment
for PR services. AACVPR formed the PR Reimbursement Task Force to work with Affiliates, the MAC
Liaison Task Force, and the MAC Resource Groups (MRGs) and sister societies to move this project
forward.

All hospitals with charges of $400 or higher were eliminated from the work sheet. State affiliate
leadership, with assistance from state MRG representatives, are now charged with collecting additional
data from programs charging <$400/session, and who submitted > 250 G0424 Medicare claims/year.
This is not to say that those programs submitting fewer than 250 G0424 charges/year are not important.
The premise is that the impact on Medicare aggregate calculations from the smaller programs would be
minimal. In addition, by cutting the original number of hospitals from 1350 to 680, the effort becomes
more manageable. If we want to go the full “680” or any other #, these numbers should be
adjusted It will take a majority of PR programs reporting more accurate charges for PR services to
impact the data CMS uses to set the PR reimbursement rate.

AACVPR, in conjunction with ATS, CHEST, AARC, and NAMDRC, are sending a joint letter to ALL
hospitals that have been identified as being potentially the most effective in increasing PR payment. It is
vitally important that PR program directors know this letter is going to their hospital administration for two
reasons. First, we do not want you to be unaware of this initiative should your CEO and/or CFO ask you
for more information. Secondly, if you aren’t approached by your administration, you should know a letter
has been sent and pro-actively seek conversation as follow-up to this multi-society request.

If you have any questions, please contact AACVPR Headquarters at aacvpr@aacvpr.org to get in touch
with volunteers on the Pulmonary Rehabilitation Reimbursement Task Force.







Step by Step Actions for Improving G0424 Reimbursement

1. Share your corres_poridence and review your charge and claim data with your manager and.
medical director. You will alsc want to inform them that your hospital CEQ has been sent right
after Labor Day a multi-saciety letter of support and a copy of the Reimbursement ToaolKit. Garner
support from your manager and medical director and find out who you need to contact within- your-
hospital business office to request a charge change to reflect all the services idertified in the
Toolkit.

2. Access the link and review the Toolkit. Section IV includes a list of codes and déescriptions.
Work through each step. As a comparison only, you may also want {0 review your charges for
G0237-G0238 (15 min codes for 1:1 care) to see your average charge for an hour of PR for non--
COPD care. ©nce you have factored in the range of services from the examples of GOLD II-[V to
complete the calculation for a more appropriate bundled charge.

3. Arrange a post — calculation meeting with your manager and medical director to share the new
charge. The ultimate geal is fo meet with someone in the business office responsibie for updating
the charge master with your new charge. Either you or your manager can take the
request/meeting to get the charge implemented.

4. If you are taking the meeting with the right business office person, share the letter and
background to provide the rationale for your charge request. At this point any number of things
can happen 1) it's approved without hesitation; 2) it's deferred as the hospital may havea
specific time of year when charges are updated in the electronic system; or 3) your requiest is
denied.

s If approved or deferred, verify whien the new ¢harge will be applied 1o your charge
master/hospital billing system. If you enter charges electronically you will want to ask if
you need to follow-up with-anyone else such as information system staff to get the
change applied électronically so that when you enter a charge, it will automaticaily be
applied. _

s If denied, host a post-denial discussion with your manager. Perhiaps there are other
options to explore in the near future.

‘However tedious and time consuming these steps may have been, your dedication to preserving future
access of puimonary rehabilitation is crucial to our patients and their families.

We thank you for all of your efforts and for being part of the solution.







Connors, Gerilznn A.

From:
Sent:
To:

Subject:

AACVPR <aacvpr@aacvpr.org>

Friday, September 08, 2017 2:31 PM
Connors, Gerilynn A.

Pulmonary Rehab Reimbursement Initiatives

September 08, 2017

MO/PR Promoting Health &

T e Preventing Disease

Dear Gerilynn,

On behalf of the American Association of Cardiovascular and Pulmonary Rehabilitation (AACVPR), | am
reaching out to advise Pulmonary Rehabilitation (PR) program directors on reimbursement initiatives
currently underway across the industry.

It is becoming more apparent that PR programs are struggling to remain financially viable in this ever-
changing health care environment. AACVPR has engaged a Pulmonary Rehabilitation Reimbursement
Task Force, which has taken on the challenge of improving reimbursement for pulmonary rehabilitation
services (G0424).

AACVPR, in conjunction with the American Thoracic Society (ATS), American College of Chest
Physicians (CHEST), American Association for Respiratory Care (AARC), and the National Association
for Medical Direction of Respiratory Care (NAMDRC), is sending a joint letter today, September 8, 2017,

to ALL hospitals that have been identified as being potentially effective in increasing PR payment.

To ensure you are well aware of this initiative and are able to proactively engage your hospital's
administration, I've linked the following resources:

¢ PR Reimbursement Task Force Letter to Program Directors — Background, PR
Reimbursement Toolkit, and Key Findings
e Step by Step Actions for Improving G0424 Reimbursement

Please review these resources carefu”y If you have any questions, please contact AACVPR
Headquarters at =~ ri@aacv | to be put in contact with volunteers on the Pulmonary Rehabilitation
Reimbursement Task Force AACVPR will also be following up with Program Directors by October 2017
to acquire your feedback and advise on new steps.

Best regards,

e PO e I

Thomas A. Draper, MBA, FAACVPR
AACVPR President
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[bookmark: _GoBack]American Association for Respiratory Care (AARC)

Commitment to Action



The American Association for Respiratory Care (AARC) is pleased to announce their support of the Patient Safety Movement Foundation (PSMF) and mission to eliminate preventable deaths by 2020 (0X2020). 



[Insert paragraph/information about the American Association for Respiratory Care (AARC)’s mission and work related to preventable deaths]



As a committed organization, the AARC will demonstrate alliance with PSMF by:



1. Spreading the mission of 0X2020 to members

2. Working with the PSMF to aid in the development of Actionable Patient Safety Solutions (APSS), including but not limited to:

a. Medication Errors

b. Healthcare-associated Infections, especially ventilator-associated Pneumonia

c. Failure to Rescue: Opioid-induced Respiratory Depression

d. Airway Safety

3. Annually disseminating Actionable Patient Safety Solution (APSS) to members.

4. Asking members who work in hospitals to implement APSS, or share their own successful processes, to eliminate preventable deaths. And, make their own commitments to action to the Patient Safety Movement Foundation. 

5. Promoting PatientAider as a tool for patients and their families to access information about their care that can help healthcare providers better communicate with their patients

6. Please feel free to add additional items as appropriate



We at the American Association for Respiratory Care (AARC) are excited to announce our commitment to improve patient safety. 



Signed,



American Association for Respiratory Care (AARC) 



Signer’s Name: _______________________________________

Signer’s Title: _______________________________________



Signature: _______________________________________




NPAPP
Needs Assessment

Key Findings

Prepared by JBS International for

the American Association for Respiratory Care

@JBS

INTERNATIONAL

JBS INTERNATIONAL, INC. | 5515 Security Lane, Suite 800
North Bethesda, MD 20852 | www.jbsinternational.com

Executive Summary






Purpose, Methods, and Evaluation Questions

Purpose \ Objective

A needs assessment study was conducted among physicians to determine if there is a need for the role
of a non-physician advanced practice provider (NPAPP) who has training specifically to work with
patients who have cardiopulmonary disease.

Methods

A total of 160 online surveys were conducted among practicing, board-certified/eligible physicians (including
pediatricians, anesthesiologists, allergists & immunologists, pulmonologists, sleep specialists, and critical
care physicians) from July 12-19, 2017. The margin of error for this study is +/- 7.75% at the 95%
confidence level and larger for subgroups.

Evaluation Questions

1) Is there a practice gap that exists now, or will there soon (e.g., 1-5 years) be a need for this type of non-
physician advanced practice provider (NPAPP) position?

2) Assuming there was a mechanism for reimbursement in place, would physicians in outpatient settings
hire a staff member to fill the role of an NPAPP specializing in care for patients with cardiopulmonary
disease (CPD)?

3) Where do physicians need additional staff support for caring for patients with CPD (assuming
reimbursement/ billing were not an issue)?

INTERNATIONAL

Summary of Key Findings

= Seven in ten (73%) say there is current need for NPAPP position to care for CPD patients
o One in five (22%) “strongly agree” there is current NPAPP need
o Physicians with less than 15 years of experience are more likely to “strongly agree” there is a current
need for NPAPP (31% vs 15% for those with 15+ years),
o Overall need for NPAPP is slightly higher for those who see/treat fewer patients and have higher %
CPD patients.

= Physicians interviewed perceive a slightly greater benefit in “having one or more RTs join care team” (81%
“strongly agree/agree”), relative to the perceived benefit of “having an NPAPP specializing in the care of
CPD patients join care team” (75% “strongly agree/agree”)

o Pediatric physicians, Sleep specialists, and Anesthesiologists represent 72% of those that strongly
agreed that there is a current need.

= When presented with a hypothetical “magic wand” scenario designed to eliminate barriers such as hiring
authority, budget, and reimbursement, two in three (65%) express interest in hiring an NPAPP in the next
1-2 years, including one in three (35%) who say “very interested”

= Those respondents who work with RTs on their current care team likely to indicate a current need for @JBS
NPAPP. INTERNATIONAL






Detailed Findings

Overview

A Needs Assessment study among physicians was
conducted to determine if there is a need for the role
of a non-physician advanced practice provider
(NPAPP) who has training specifically to work with
patients who have cardiopulmonary disease.






Methods

A total of 160 online interviews were conducted among practicing, board-certified / board eligible
physicians in the US from July 12-19, 2017.

Interviews were sampled from the following clinician audiences:

* Pediatricians (n=30) * Anesthesiologists (n=30)

¢ Allergists & Immunologists (n=30) ¢ Pulmonologists (n=30)

* Sleep specialists (n=20) * Critical care physicians (n=20)

By definition, all physicians interviewed:
v Have been in practice, post-residency for more than 2 years, but less than 40
v Spend at least 25% of their time seeing and treating patients

v' At least 20% of the patients in their care have cardiopulmonary disease (CPD)

The margin of error for this study is +/- 7.75% at the 95% confidence level and larger for
subgroups.
Some percentages may add to more or less than 100% due to rounding. INTERNATIONAL

The Needs Assessment study was designed to answer the
following evaluation questions:

Is there a practice gap that exists now, or will there soon (e.g., 1-5 years) be a
@ need for this type of non-physician advanced practice provider (NPAPP)
position?

Assuming there was a mechanism for reimbursement in place, would physicians
in outpatient settings hire a staff member to fill the role of an NPAPP specializing
in care for patients with cardiopulmonary disease (CPD)?

Where do physicians need additional staff support for caring for patients with
CPD (assuming reimbursement/ billing were not an issue)?

=4
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All physicians were presented the following introduction /
explanation describing the purpose of the study.

The American Association for Respiratory Care (AARC) is the leading national and
international professional association for respiratory care. AARC is seeking opinions from
physicians like you about the current and near-future need for the role of a non-physician
advanced practice provider (NPAPP) to care for patients with cardiopulmonary disease
(CPD).

Currently, respiratory therapists (RTs) assist physicians caring for patients with CPD. The
American Association for Respiratory Care seeks to determine if an additional clinician with
advanced training would be useful to assist physicians in the care of these patients. This role
is not meant to replace the role of the RT or physician, but to be an addition to the current
care team.

When thinking about the questions presented in this survey, please respond with the
understanding that an advanced practice clinician in this position would have autonomy to
the level of an NP/PA to direct, manage, and prescribe RT services. However, the clinician in
this role would not necessarily prescribe medications.

N @485

Evaluation Question #1

Is there a practice gap that
exists now, or will there
soon (e.g., 1-5 years) be a
need for this type of
position?






Across all physicians interviewed, seven in ten (73%) say there
is current need for NPAPP position to care for CPD patients

“There is a current need for an NPAPP
(non-physician advanced practice provider)
position to care for patients with CPD.”

73% AGREE
| 28% DISAGREE

| 1 —
O O O O O O
ASTACNACTACNAGRAL)

22% strongly agree 51% somewhat agree 22% somewhat 6% strongly
disagree 9

INTERNATIONAL

One in five (022%) “strongly agree” there is current NPAPP need;
one in 17 (6%) “strongly disagree” about current need

There is a current need for an NPAPP (non-physician advanced
practice provider) position to care for patients with CPD.

73%

Il Strongly agree
60% 22%
=R 28%

Somewhat agree
Somewhat disagree

I Strongly disagree






More appealing to those who see/treat fewest # of patients; less
appealing to those with lower % of CPD patients

There is a current need for an NPAPP (non-physician advanced
practice provider) position to care for patients with CPD.

100%

83%

80%

60%

73%

L 70% __69% _ _68%. -

10%_ _

I strongly agree

40%

Somewhat agree 20%

0%

& CPD Patient % Patients/month Practice size Yrs in Med
-0 X O
O Q Qe QO N &)
> o VQ N %) QQ N > $ 1 N <Ox
Q@ S o Dy NP EN @6\0 \/{Z@ DA
i S R S
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When presented in the context of helﬁing fill team gaps, overall
support for NPAPP is essentially unchanged

Having an NPAPP (non-physician advanced practice provider) on
my team would fill gaps in current care of patients with CPD.

100%

80%

60%

40%

20%

0%

74%
27%
| 6% |

[l Strongly agree
Somewhat agree
Somewhat disagree

I Strongly disagree

@JBS

INTERNATIONAL






When framed in a future (1-5 year) need context, “strongly agree”

responses are slightly higher.-.

There are future needs (e.g. 1-5 years) for an NPAPP (non-physician
advanced practice provider) position to care for patients with CPD.

100%

76%
o 24%
20% | Ko, |

0%

[l Strongly agree
Somewhat agree
Somewhat disagree

H Strongly disagree

INTERNATIONAL

...and “strongly agree” responses are higher when framed in the

context of improving patient outcomes

in the care of CPD patients would improve patient outcomes.

Adding an NPAPP (non-physician advanced practice provider) specializing

100%

73%

80%

o 27%

20%

[l Strongly agree
o

Y \// H Strongly disagree

Somewhat agree

Somewhat disagree

@JBS
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Though overall support essentially unchanged, more respondents
strongly agree in context of “future needs” or “improve outcomes”

There is a current Havingan NPAPPonmy  There are future needs Adding an NPAPP
B neleld for an NPAPP te.am would fill gaps (e.g. 1-5 years) foran Sf;e:l':)a"Z'?g T t:;:;;rledOf
position to care for patients in current care of NPAPP position to care for patients
with CPD patients with CPD patients with CPD improve patient
o outcomes
80% 1 73% 74% 76% 73%

40% 1

20% 1

0%

Il Strongly agree Somewhat agree

INTERNATIONAL

Two in three (66%) say having the support of an NPAPP would
be helpful for treating patients with complex CPD

Please consider a patient you are currently working with who has complex
CPD. In caring for this patient, how helpful would it be to have the support of
an NPAPP specializing in the care of CPD patients in your clinical setting?

oo 38%
28% 26%
20%
8%
Very helpful Somewhat helpful Just a little helpful Not at all helpful

@JBS

INTERNATIONAL






In their own words, NPAPP perceived as potentially helpful for
improving care/outcomes and reducing workload

AMONG THE 66% OF PHYSICIANS WHO SAY A NPAPP WOULD BE
“VERY” OR “SOMEWHAT” HELPFUL IN THEIR CLINICAL SETTING

In your own words, why do you believe it would be [“very helpful” | “somewhat helpful”] to have the
support of an NPAPP specializing in the care of CPD patients in your clinical setting? (OPEN END)

CODED OPEN END REPONSES

(%) Physicians

SELECT VERBATIM RESPONSES
‘ ‘Patients with CPD have special needs that a trained practitioner

Better care / More focused care / Improved outcomes 16 can fulfill such as rehabilitation after cardiothoracic surgery,
Would allow me to see more patients / Decreased workload for 1" treatment of COPD, sleep apnea, and asthma.
physicians / Would help manage patient load and extend practice
Additional team member / Extra help and support for physicians 10 It would help reduce hospital readmissions by following up with

- . - . - the COPD population. Hopefully they could treat and educate
Can devote more time to patient care / More in-depth interviews 10 . ) .

patients with the proper course of action.
Patient education / They can spend time/help educate patient on 10
treat t/medicati . . . ..
ea r.ne_n medication - It would give an extra "hand" in the care of patients. Physicians
Specialized / Advanced knowledge / Expertise 9 are stretched too thin and the volume of patients cannot be
Assistance with triage/diagnostic/pulmonary function tests / They can 9 handled only by physicians
help order treatment/medication / They can increase follow-ups
General positive: Good / Important / Benefits patients 3 It would benefit both the patient and staff to have an NPAPP on, ,
More accessibility for patients 3 location to obtain orders for treatment right away that may be
able to wait until morning but would benefit to start sooner

others 16 INTERNATIONAL

In their own words, those not wanting NPAPP say the)( just don’t
need it, or express concern over adequate training/skills

AMONG THE 34% OF PHYSICIANS WHO SAY A NPAPP WOULD BE
“JUST ALITTLE” OR “NOT AT ALL” HELPFUL IN THEIR CLINICAL SETTING

In your own words, why do you believe it would be [“just a little helpful” | “not at all helpful”] to have
the support of an NPAPP specializing in the care of CPD patients in your clinical setting? (OPEN-END)

CODED OPEN END REPONSES

(%) Physicians ‘ ‘ We don't use respiratory therapists in my practice and | don't

SELECT VERBATIM RESPONSES

Current system works well / Am able to care for patients | g really understand what benefit the new degree would add.

myself / Already have a team to care for patients

Not enough training / They need specialized training / o We already provide the counseling and support to patients with the para-

Don't have the background needed health professional currently available. | think of it like having kitchen tools

Physician care is superior / Physician would still need to that can perform at least several functions - the other health care

see the patient/supervise the NPAPP " professionals can offer a bit more variety of care.

Would need to know more about their training / 1

Depends on their level of experience Additional decision makers leads to inappropriate care in many cases.

Useful in some situations: Rural areas / Less complex The more "cook§ in the kitchen" the more likely somgthmg is to get burnt.

cases / In-home care, etc. 9 Physician management of patients' CPD is superior.

Do not see a benefit 4 o - i i i

Cost 2 Most have significant lack of training which requires my direct , ,
0s - - supervision. After 10 or 15 years of experience they are much better.

No particular reason, just feel they would not be helpful | 4 However, there is no substituting for 20,000 hours of clinical training of

Others 9 physician gets. @ J BS

INTERNATIONAL
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Physicians express strong confidence in the RT role; the Oé)tion of

having “more RTs” (81%) is as favorable as an NPAPP (7

%)

For the following questions, please think about situations where you might typically have the assistance of an RT.
Please consider the general requirements of an RT role, rather than the specific performance of an individual RT you
may have worked with.

Os

100% -
80% A
60% -
40% A

20% 1

| am generally () o o
confident in the [
current role of an RT
to effectively care for my
patients.

92%

81% 75%
41% - o

or more RTs join specializing in the
my care team care of CPD patients

joining my care team.

I would benefit | would benefit from
from having one % having an NPAPP

0%

Il Strongly agree

Somewhat agree INTERNATIONAL

Evaluation Question #2

Assuming there was a
mechanism for reimbursement
in place, would physicians in
outpatient settings hire a staff
member to fill the role of an
NPAPP specializing in care for
patients with CPD?

11





If presented with “magic wand,” two-thirds 65%) say they are “very”
or “somewhat” interested in hiring an NP

For the next question, imagine you had a “magic wand” that gave you the authority as
well as budget / ability to hire an NPAPP. Please also assume there would be a

mechanism for reimbursement in place

In this scenario, how interested would you be in hiring an NPAPP within the next 1-2
years to help care for patients with CPD in your practice setting?

® Very interested
Somewhat interested
Just a little interested

® Not at all interested

INTERNATIONAL

If presented with “magic wand,” two-thirds 65%) say they are “very”
or “somewhat” interested in hiring an NP

For the next question, imagine you had a “magic wand” that gave you the authority as well as budget / ability to hire an
NPAPP. Please also assume there would be a mechanism for reimbursement in place. In this scenario, how interested

would you be in hiring an NPAPP within the next 1-2 years to help care for patients with CPD in your practice setting?

® Very interested
Somewhat interested
Just a little interested

® Not at all interested

@JBS

INTERNATIONAL

12





... and though “magic wand” scenario does not drastically boost
overall physician interest beyond ‘baseline’ support, it is within the
margin of error.

...imagine you had a “magic wand” that gave you... authority...
budget / ability... mechanism for reimbursement in place ... how
interested would you be in hiring an NPAPP within the next 1-2

There is a current need for an NPAPP
position to care for patients with CPD.

-— i -
— 73%
(baseline)
65% —
51% (magic wand)
30%
22%
22%
e o
Current Need (Baseline) Magic Wand
Strongly agree 22 Very interested 35
Somewhat agree 51 Somewhat interested 30
Somewhat disagree 22 Just a little interested 22
Strongly disagree 6 Not at all interested 12

INTERNATIONAL

Physicians cite lack of time (patient-facing + not) and increasing
complexity of care as most important factors

How important is the following factor when thinking about the potential need
to hire an NPAPP specializing in the care of patients with CPD?

78%

Lack of time to spend with patients 39%

0, 0,
incroasing compexity of patet are 76%

Lack of time for important tasks that don’t directly

involve seeing patients (for example, 75%

administrative / care coordination tasks)

Lack of access to RTs 17% 58%

Lack of physician specialists in the area 54%
Lack of autonomy of the RTs in their current roles 52%
()

W Very important Somewhat important

@JBS
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Evaluation Question #3

Where do physicians need
additional staff support for
caring for patients with CPD
(assuming reimbursement /
billing were not an issue)?

89% of physicians indicate areas where they would like additional
assistance / support to help care for CPD patients

In what areas would you like additional assistance / support to help
care for patients with CPD?* (MULTIPLE RESPONSES PERMITTED)

Authorize licensed Respiratory Care Professionals to
provide respiratory care under clinical protocols"

Order diagnostic tests and respiratory care services
48%M including discharge instructions and orders

Initiate consults / referrals to AS§ume a leadership (ole |nAappIy|ng
other health care providers evidence-based practice to improve
patient care

*11% indicated “None of the above” (exclusive)

14






AMERICAN ASSOCIATION FOR RESPIRATORY CARE
9425 North MacArthur Bivd., Suite 100, Irving, TX 75063, (972] 243-2272, Fax (372) 484-2720

hitp:/ /www.aarc.org, Email: info@aarc.org

April 10, 2017

The Honorable Tony Thurmond
Chair, Assembly Labor and Employment Committee
State Capitol, Room 4005
Sacramento, CA 95814
RE:  AB 387 (Thurmond) — OPPOSE

Dear Assembly Member Thurmond:

The American Association for Respiratory Care (AARC) strongly opposes AB 387 — Allied Health
Professionals Unpaid Internships. The AARC is a national professional organization with a
membership of over 47,000 respiratory therapists who treat patients with cardiopulmonary
disease in a variety of health care settings.

This bill expands the current definition of “employer” to include anyone who directly or
indirectly “employs or exercises control over the wages, hours, or working conditions of a
person engaged in a period of supervised work experience to satisfy requirements for licensure,
registration, or certification as an allied health professional, as defined.” Hospitals are
struggling to provide appropriate mentors/clinical instructors and education for credentialed
staff. If enacted, this bill would have a devastating impact on the future of the respiratory care
professional workforce covered by this bill. It would result in a significant decrease in the
number of healthcare providers who partner with schools in the state to train its allied health
workforce and make it virtually impossible for schools to secure clinical sites throughout the
healthcare spectrum.

Healthcare institutions will not pick up the added costs of paying for students who are in
training and who are not considered “employees” during their clinical rotations. Additionally,
they can in no way recoup their cost, as students cannot work independently nor bill for the
services they provide. This scenario would cause an immediate negative impact on all
respiratory care education programs as well as the quality of education for respiratory
therapists.

Because of the extreme inability of state schools to find those institutions willing to pay for
clinical rotations as part of the respiratory therapist’s course work and the additional burden it
places on them, this inadvisable bill and lack of support from the institutions required to bear
the cost would lead to reductions in the number of respiratory therapists who are critical to the
care and well-being of their patients, resulting in a profound adverse influence on patient
outcomes. Over time, this outcome can result in significant unintended costs to the California
hospital system due to increased emergency room visits and hospital readmissions.
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Moreover, we understand from the California Society for Respiratory Care the added costs to
state supported healthcare facilities mandated to provide clinical educational opportunities
could be as high as $500,000 up to $1 million per facility for respiratory therapists alone. Given
such a high cost just for one allied health profession, it would certainly be in the best interests
of the state to re-analyze the high price tag that comes with this unnecessary bill and to defeat
its enactment.

Most important, the State of California should consider the extreme consequences it will face if
this bill is enacted since a number of patient-care related programs prohibit students from
being paid for in-training experience as part of their educational requirements. With respect to
respiratory therapy programs specifically, this bill violates the Commission on Accreditation for
Respiratory Care (CoARC) guidelines which expressly prohibit students from being reimbursed
for work they perform during their programmatic clinical coursework. An excerpt is provided
below:

5.09 Students must be appropriately supervised at all times during their clinical
education coursework and experiences. Students must not be used to substitute for
clinical, instructional, or administrative staff. Students shall not receive any form of
remuneration in exchange for work they perform during programmatic clinical
coursework. [Emphasis added].

Evidence of Compliance:

e Results of student course evaluations;

Work study contracts;

Program policies and procedures

Affiliate contracts/agreements.

5.10 Students must not complete clinical coursework while in an employee status at a
clinical affiliate.

Evidence of Compliance:

e Program’s policies and procedures.

Interpretive Guideline

The intent of this Standard is that students cannot be paid for any activities during
education clinical hours. There must be clear differentiation between clinical time as a
student and paid employment.

AB 387 would set a dangerous precedent that could filter to other states and further negatively
impact the respiratory profession nationwide as well as that of other allied health professions.

For the reasons stated above, the AARC strongly OPPOSES AB 387.

Fnin 7 e,

Brian K. Walsh, PhD, RRT-NPS, RRT-ACCS, AE-C, RPFT, FAARC
President

Cc: The Honorable Members of Assembly Labor and Employment Committee
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Methods

An online survey was conducted with a total of 160 practicing, board-certified / board eligible physicians in the US from July 12-19, 2017. Interviews were sampled from the following clinician audiences: 


· Pediatricians (n=30 interviews)


· Anesthesiologists (n=30 interviews)

· Allergists & Immunologists (n=30 interviews)

· Pulmonologists (n=30)

· Sleep specialists (n=20 interviews)

· Critical care physicians (n=20 interviews)

By definition, all physicians interviewed: 


· Have been in practice, post-residency for more than 2 years, but less than 40

· Spend at least 25% of their time seeing and treating patients


· At least 20% of the patients in their care have cardiopulmonary disease (CPD)


The margin of error for this study is +/- 7.75% at the 95% confidence level and larger for subgroups. Some percentages may add to more or less than 100% due to rounding.


NOTE: Given the online methodology, physicians could over hover over the acronym NPAPP in the survey to see the full name: non-physician advanced practice provider

Definition of Crosstabs


		Crosstab

		Definition of crosstab

		% total

		#



		(%) Physicians

		All interviews across the six physician audiences

		100%

		n=160



		CPD 


patient %

		60%+

		60% or more of patients in their care have CPD

		39%

		n=62



		

		59%-40%

		Between 59% and 40% of patients in their care have CPD

		33%

		n=53



		

		<40%

		40% or fewer of patients in their care have CPD

		28%

		n=45



		Patients


 / month

		<150

		Personally sees/treats fewer than 150 patients in a typical month

		34%

		n=55



		

		150-300

		Personally sees/treats between 150 and 300 patients in a typical month

		33%

		n=53



		

		301+

		Personally sees/treats more than 300 patients in a typical month

		32%

		n=52



		Practice size

		S

		Works in a small practice (solo or small group with less than three physicians)

		25%

		n=40



		

		M

		Works in a medium-sized group practice (3-9 physicians)

		26%

		n=41



		

		L

		Works in a large group practice (more than 10 physicians)

		48%

		n=76



		Yrs in Med

		<15

		In medical practice, post-residency for less than 15 years

		45%

		n=72



		

		15+

		In medical practice, post-residency for 15 years or more

		56%

		n=88



		NPAPP 
current 


need?

		Strng agree

		“Strongly agrees” that “there is a current need for an 
NPAPP position to care for patients with CPD”

		22%

		n=35



		

		Smwht agree

		“Somewhat agrees” that “there is a current need for an 
NPAPP position to care for patients with CPD”

		51%

		n=81



		

		Disag

		“Somewhat disagrees” OR “Strongly disagrees” that “there is a 
current need for an NPAPP position to care for patients with CPD”

		28%

		n=44





Item Results

ALL PARTICIPANTS SAW THE FOLLOWING: 


The American Association of Respiratory Care (AARC) is the leading national and international professional association for respiratory care. AARC is seeking opinions from physicians like you about the current and near-future need for the role of a non-physician advanced practice provider (NPAPP) to care for its patients with cardiopulmonary disease (CPD).


Currently, respiratory therapists (RT) assist physicians caring for patients with CPD. The American Association for Respiratory Care seeks to determine if an additional clinician with advanced training would be useful to assist physicians in the care of these patients. 


The role is not meant to replace the role of the RT or physician, but to be an addition to the current care team.


When thinking about the questions presented in this survey, please respond with the understanding that an advanced practice clinician in this position would have autonomy to the level of an NP / PA to direct, manage, and prescribe RT services. However, the clinician in this role would not necessarily prescribe medications.


With your current practice in mind, please read the following statements and indicate how strongly you agree or disagree with each.


 AUTONUM 
Do you strongly agree, somewhat agree, somewhat disagree, or strongly 

disagree with the following statement?


There is a current need for an NPAPP (non-physician advanced practice provider) position to care for patients with CPD. 


		(%) Physicians

		CPD patient %

		Patients / month

		Practice size

		Yrs in Med

		NPAPP current need?



		

		60%+

n=62

		59%-


40%

n=53

		<40%

n=45

		<150

n=55

		150-300

n=53

		301+

n=52

		S

n=40

		M

n=41

		L

n=76

		<15

n=72

		15+

n=88

		Strng


Agree

n=35

		Smwht


Agree

n=81

		Disagr

n=44



		Strongly agree

		22

		19

		26

		20

		29

		19

		17

		20

		20

		25

		31

		15

		100

		-

		-



		Somewhat agree

		51

		53

		51

		47

		49

		51

		52

		48

		63

		45

		42

		58

		-

		100

		-



		Somewhat disagree

		22

		21

		19

		27

		18

		25

		23

		25

		15

		25

		19

		24

		-

		-

		80



		Strongly disagree

		6

		6

		4

		7

		4

		6

		8

		8

		2

		5

		8

		3

		-

		-

		20





 AUTONUM 
Do you strongly agree, somewhat agree, somewhat disagree, or strongly disagree with the following statement?



Having an NPAPP (non-physician advanced practice provider) on my team would fill gaps in current care of patients with CPD. 


		(%) Physicians

		CPD patient %

		Patients / month

		Practice size

		Yrs in Med

		NPAPP current need?



		

		60%+

n=62

		59%-


40%

n=53

		<40%

n=45

		<150

n=55

		150-300

n=53

		301+

n=52

		S

n=40

		M

n=41

		L

n=76

		<15

n=72

		15+

n=88

		Strng


Agree

n=35

		Smwht


Agree

n=81

		Disagr

n=44



		Strongly agree

		18

		15

		21

		18

		22

		17

		13

		18

		17

		18

		25

		11

		74

		2

		0



		Somewhat agree

		56

		61

		55

		49

		55

		57

		56

		52

		63

		53

		47

		62

		23

		90

		18



		Somewhat disagree

		21

		21

		19

		24

		16

		23

		25

		20

		17

		25

		22

		20

		0

		7

		64



		Strongly disagree

		6

		3

		6

		9

		7

		4

		6

		10

		2

		4

		6

		6

		3

		0

		18





 AUTONUM 
Do you strongly agree, somewhat agree, somewhat disagree, or strongly disagree with the following statement?


There are future needs (e.g. 1-5 years) for an NPAPP (non-physician advanced practice provider) position to care for patients with CPD. 


		(%) Physicians

		CPD patient %

		Patients / month

		Practice size

		Yrs in Med

		NPAPP current need?



		

		60%+

n=62

		59%-


40%

n=53

		<40%

n=45

		<150

n=55

		150-300

n=53

		301+

n=52

		S

n=40

		M

n=41

		L

n=76

		<15

n=72

		15+

n=88

		Strng


Agree

n=35

		Smwht


Agree

n=81

		Disagr

n=44



		Strongly agree

		26

		24

		30

		22

		33

		25

		19

		30

		24

		22

		28

		24

		80

		16

		0



		Somewhat agree

		50

		53

		49

		47

		45

		51

		54

		40

		54

		55

		47

		52

		17

		75

		30



		Somewhat disagree

		19

		19

		15

		24

		15

		21

		23

		20

		22

		18

		19

		19

		3

		9

		52



		Strongly disagree

		5

		3

		6

		7

		7

		4

		4

		10

		0

		4

		6

		5

		0

		0

		18





 AUTONUM 
Do you strongly agree, somewhat agree, somewhat disagree, or strongly disagree with the following statement? In caring for this patient, how helpful would it be to have the support of an NPAPP (non-physician advanced practice provider) specializing in the care of CPD patients in your clinical setting.


Adding an NPAPP (non-physician advanced practice provider) specializing in the care of CPD patients would improve patient outcomes. 


		(%) Physicians

		CPD patient %

		Patients / month

		Practice size

		Yrs in Med

		NPAPP current need?



		

		60%+

n=62

		59%-


40%

n=53

		<40%

n=45

		<150

n=55

		150-300

n=53

		301+

n=52

		S

n=40

		M

n=41

		L

n=76

		<15

n=72

		15+

n=88

		Strng


Agree

n=35

		Smwht


Agree

n=81

		Disagr

n=44



		Strongly agree

		25

		21

		30

		24

		36

		19

		19

		25

		20

		28

		35

		17

		83

		14

		0



		Somewhat agree

		48

		50

		47

		47

		33

		55

		58

		40

		63

		45

		38

		57

		14

		72

		32



		Somewhat disagree

		23

		24

		19

		27

		25

		25

		19

		28

		17

		25

		22

		24

		3

		14

		57



		Strongly disagree

		4

		5

		4

		2

		5

		2

		4

		8

		0

		3

		6

		2

		0

		1

		11





 AUTONUM 
Please consider a patient you are currently working with who has complex CPD. 


In caring for this patient, how helpful would it be to have the support of an NPAPP (non-physician advanced practice provider) specializing in the care of CPD patients in your clinical setting.


		(%) Physicians

		CPD patient %

		Patients / month

		Practice size

		Yrs in Med

		NPAPP current need?



		

		60%+

n=62

		59%-


40%

n=53

		<40%

n=45

		<150

n=55

		150-300

n=53

		301+

n=52

		S

n=40

		M

n=41

		L

n=76

		<15

n=72

		15+

n=88

		Strng


Agree

n=35

		Smwht


Agree

n=81

		Disagr

n=44



		Very helpful

		28

		26

		32

		27

		35

		25

		25

		25

		27

		30

		36

		22

		80

		20

		2



		Somewhat helpful

		38

		45

		28

		40

		40

		28

		46

		22

		41

		45

		33

		42

		14

		52

		32



		Just a little helpful

		26

		21

		36

		22

		15

		43

		21

		38

		29

		20

		22

		30

		0

		27

		45



		Not at all helpful

		8

		8

		4

		11

		11

		4

		8

		15

		2

		5

		8

		7

		6

		1

		20





 AUTONUM 
AMONG THE 66% WHO SAY “VERY HELPFUL” OR “SOMEWHAT HELPFUL”: In your own words, why do you believe it would be [“very helpful” OR “somewhat helpful”] to have the support of an NPAPP specializing in the care of CPD patients in your clinical setting? (OPEN END - CODED)


		(%) Physicians

		CPD patient %

		Patients / month

		Practice size

		Yrs in Med

		NPAPP current need?



		

		60%+

n=62

		59%-


40%

n=53

		<40%

n=45

		<150

n=55

		150-300

n=53

		301+

n=52

		S

n=40

		M

n=41

		L

n=76

		<15

n=72

		15+

n=88

		Strng


Agree

n=35

		Smwht


Agree

n=81

		Disagr

n=44



		Better care / More focused care / Improved outcomes

		16

		9

		25

		17

		15

		11

		22

		11

		11

		19

		26

		7

		15

		16

		20



		Would allow me to see more patients / Decreased workload for physicians / Would help manage patient load and extend practice

		11

		11

		12

		10

		10

		11

		14

		16

		11

		11

		12

		11

		18

		7

		13



		Additional team member / Extra help and support for physicians

		10

		7

		16

		10

		10

		14

		8

		11

		4

		14

		8

		12

		15

		9

		7



		Can devote more time to patient care / More in-depth interviews

		10

		7

		3

		23

		7

		11

		14

		16

		11

		9

		6

		14

		9

		10

		13



		Patient education / They can spend time/help educate patient on treatment/medication

		10

		11

		6

		13

		7

		21

		5

		26

		7

		7

		6

		14

		9

		10

		13



		Specialized / Advanced knowledge / Expertise

		9

		11

		9

		7

		10

		11

		8

		5

		11

		11

		10

		9

		12

		10

		0



		Assistance with triage/diagnostic/pulmonary function tests / They can help order treatment/medication / They can increase follow-ups

		9

		11

		12

		3

		12

		11

		5

		11

		18

		4

		6

		12

		3

		14

		7



		General positive: Good / Important / Benefits patients

		3

		5

		0

		3

		5

		0

		3

		0

		7

		2

		2

		4

		3

		2

		7



		More accessibility for patients

		3

		5

		0

		3

		5

		0

		3

		5

		0

		4

		2

		4

		6

		2

		0



		Others

		16

		23

		12

		10

		20

		11

		16

		0

		21

		19

		20

		12

		6

		21

		20



		Don't Know

		1

		0

		3

		0

		0

		0

		3

		0

		0

		2

		2

		0

		3

		0

		0





 AUTONUM 
AMONG THE 28% WHO SAY “VERY HELPFUL”: In your own words, why do you believe it would be “very helpful” to have the support of an NPAPP specializing in the care of CPD patients in your clinical setting? 
(OPEN END - CODED)

		(%) Physicians

		CPD patient %

		Patients / month

		Practice size

		Yrs in Med

		NPAPP current need?



		

		60%+

n=62

		59%-


40%

n=53

		<40%

n=45

		<150

n=55

		150-300

n=53

		301+

n=52

		S

n=40

		M

n=41

		L

n=76

		<15

n=72

		15+

n=88

		Strng


Agree

n=35

		Smwht


Agree

n=81

		Disagr

n=44



		Better care / More focused care / Improved outcomes

		24

		6

		41

		25

		26

		23

		23

		20

		9

		30

		31

		16

		14

		38

		100



		Can devote more time to patient care / More in-depth interviews

		13

		12

		0

		33

		5

		23

		15

		20

		27

		4

		8

		21

		11

		19

		0



		Would allow me to see more patients / Decreased workload for physicians / Would help manage patient load and extend practice

		11

		12

		18

		0

		16

		0

		15

		10

		9

		13

		12

		11

		18

		0

		0



		Additional team member / Extra help and support for physicians

		9

		6

		6

		17

		5

		15

		8

		20

		0

		9

		8

		11

		14

		0

		0



		Assistance with triage/diagnostic/pulmonary function tests / They can help order treatment/medication / They can increase follow-ups

		9

		12

		6

		8

		11

		8

		8

		20

		9

		4

		4

		16

		4

		19

		0



		Patient education / They can spend time/help educate patient on treatment/medication

		7

		6

		6

		8

		0

		15

		8

		10

		0

		9

		8

		5

		7

		6

		0



		Specialized / Advanced knowledge / Expertise

		7

		12

		6

		0

		16

		0

		0

		0

		18

		4

		12

		0

		11

		0

		0



		More accessibility for patients

		4

		6

		0

		8

		5

		0

		8

		0

		0

		9

		0

		11

		7

		0

		0



		General positive: Good / Important / Benefits patients

		2

		6

		0

		0

		5

		0

		0

		0

		9

		0

		0

		5

		4

		0

		0



		Others

		11

		19

		12

		0

		11

		15

		8

		0

		18

		13

		15

		5

		7

		19

		0



		Don't Know

		2

		0

		6

		0

		0

		0

		8

		0

		0

		4

		4

		0

		4

		0

		0





 AUTONUM 
AMONG THE 38% WHO SAY “SOMEWHAT HELPFUL”: In your own words, why do you believe it would be “somewhat helpful” to have the support of an NPAPP specializing in the care of CPD patients in your clinical setting? 
(OPEN END - CODED)

		(%) Physicians

		CPD patient %

		Patients / month

		Practice size

		Yrs in Med

		NPAPP current need?



		

		60%+

n=62

		59%-


40%

n=53

		<40%

n=45

		<150

n=55

		150-300

n=53

		301+

n=52

		S

n=40

		M

n=41

		L

n=76

		<15

n=72

		15+

n=88

		Strng


Agree

n=35

		Smwht


Agree

n=81

		Disagr

n=44



		Patient education / They can spend time/help educate patient on treatment/medication

		13

		14

		7

		17

		14

		27

		4

		44

		12

		6

		4

		19

		20

		12

		14



		Additional team member / Extra help and support for physicians

		11

		7

		27

		6

		14

		13

		8

		0

		6

		18

		8

		14

		20

		12

		7



		Specialized / Advanced knowledge / Expertise

		11

		11

		13

		11

		5

		20

		12

		11

		6

		15

		8

		14

		20

		14

		0



		Would allow me to see more patients / Decreased workload for physicians / Would help manage patient load and extend practice

		11

		11

		7

		17

		5

		20

		12

		22

		12

		9

		12

		11

		20

		10

		14



		Better care / More focused care / Improved outcomes

		10

		11

		7

		11

		5

		0

		21

		0

		12

		12

		21

		3

		20

		7

		14



		Assistance with triage/diagnostic/pulmonary function tests / They can help order treatment/medication / They can increase follow-ups

		10

		11

		20

		0

		14

		13

		4

		0

		24

		3

		8

		11

		0

		12

		7



		Can devote more time to patient care / More in-depth interviews

		8

		4

		7

		17

		9

		0

		12

		11

		0

		12

		4

		11

		0

		7

		14



		General positive: Good / Important / Benefits patients

		3

		4

		0

		6

		5

		0

		4

		0

		6

		3

		4

		3

		0

		2

		7



		More accessibility for patients

		2

		4

		0

		0

		5

		0

		0

		11

		0

		0

		4

		0

		0

		2

		0



		Others

		20

		25

		13

		17

		27

		7

		21

		0

		24

		24

		25

		16

		0

		21

		21





 AUTONUM 
AMONG THE 34% WHO SAY “JUST A LITTLE HELPFUL” OR “NOT AT ALL HELPFUL”: In your own words, why do you believe it would be [“just a little helpful” OR “not at all helpful”] to have the support of an NPAPP specializing in the care of CPD patients in your clinical setting? 
(OPEN END - CODED)

		(%) Physicians

		CPD patient %

		Patients / month

		Practice size

		Yrs in Med

		NPAPP current need?



		

		60%+

n=62

		59%-


40%

n=53

		<40%

n=45

		<150

n=55

		150-300

n=53

		301+

n=52

		S

n=40

		M

n=41

		L

n=76

		<15

n=72

		15+

n=88

		Strng


Agree

n=35

		Smwht


Agree

n=81

		Disagr

n=44



		Current system works well / Am able to care for patients myself / Already have a team to care for patients

		28

		33

		29

		20

		36

		24

		27

		14

		38

		32

		9

		41

		50

		17

		34



		Not enough training / They need specialized training / Don't have the background needed

		17

		17

		14

		20

		21

		8

		27

		24

		8

		16

		32

		6

		0

		13

		21



		Physician care is superior / Physician would still need to see the patient/supervise the NPAPP

		11

		6

		19

		7

		7

		12

		13

		0

		31

		11

		5

		16

		0

		13

		10



		Would need to know more about their training / Depends on their level of experience

		11

		6

		19

		7

		7

		16

		7

		19

		8

		5

		14

		9

		0

		22

		3



		Useful in some situations: Rural areas / Less complex cases / In-home care, etc.

		9

		11

		10

		7

		7

		12

		7

		5

		0

		21

		14

		6

		0

		17

		3



		Do not see a benefit

		4

		6

		0

		7

		7

		4

		0

		5

		0

		5

		9

		0

		0

		0

		7



		Cost

		4

		11

		0

		0

		0

		4

		7

		5

		0

		5

		5

		3

		50

		0

		3



		No particular reason, just feel they would not be helpful

		4

		6

		0

		7

		0

		4

		7

		10

		0

		0

		0

		6

		0

		9

		0



		Others

		9

		6

		10

		13

		7

		12

		7

		14

		8

		5

		9

		9

		0

		4

		14



		Don't Know

		4

		0

		0

		13

		7

		4

		0

		5

		8

		0

		5

		3

		0

		4

		3





ALL PARTICIPANTS SAW THE FOLLOWING: 
For the following questions, please think about situations where you might typically have the assistance of an RT. Please consider the general requirements of an RT role, rather than the specific performance of an individual RT you may have worked with.

 AUTONUM 
I am generally confident in the current role of an RT to effectively care for my patients.



		(%) Physicians

		CPD patient %

		Patients / month

		Practice size

		Yrs in Med

		NPAPP current need?



		

		60%+

n=62

		59%-


40%

n=53

		<40%

n=45

		<150

n=55

		150-300

n=53

		301+

n=52

		S

n=40

		M

n=41

		L

n=76

		<15

n=72

		15+

n=88

		Strng


Agree

n=35

		Smwht


Agree

n=81

		Disagr

n=44



		Strongly agree

		41

		42

		40

		42

		56

		28

		38

		32

		37

		46

		53

		32

		69

		32

		36



		Somewhat agree

		51

		52

		53

		49

		40

		58

		56

		50

		56

		51

		44

		57

		31

		64

		43



		Somewhat disagree

		8

		6

		8

		9

		4

		13

		6

		18

		7

		3

		3

		11

		0

		4

		20



		Strongly disagree

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0





NOTE: Order of the next two questions randomly rotated.


 AUTONUM 
I would benefit from having one or more RTs join my care team.


		(%) Physicians

		CPD patient %

		Patients / month

		Practice size

		Yrs in Med

		NPAPP current need?



		

		60%+

n=62

		59%-


40%

n=53

		<40%

n=45

		<150

n=55

		150-300

n=53

		301+

n=52

		S

n=40

		M

n=41

		L

n=76

		<15

n=72

		15+

n=88

		Strng


Agree

n=35

		Smwht


Agree

n=81

		Disagr

n=44



		Strongly agree

		31

		35

		28

		27

		51

		21

		19

		30

		17

		36

		40

		23

		71

		21

		16



		Somewhat agree

		50

		53

		49

		47

		36

		47

		67

		42

		63

		49

		47

		52

		23

		64

		45



		Somewhat disagree

		16

		10

		21

		20

		9

		28

		12

		20

		20

		13

		10

		22

		6

		15

		27



		Strongly disagree

		3

		2

		2

		7

		4

		4

		2

		8

		0

		3

		3

		3

		0

		0

		11





 AUTONUM 
I would benefit from having an NPAPP (non-physician advanced practice provider) specializing in the care of CPD patients joining my care team.


		(%) Physicians

		CPD patient %

		Patients / month

		Practice size

		Yrs in Med

		NPAPP current need?



		

		60%+

n=62

		59%-


40%

n=53

		<40%

n=45

		<150

n=55

		150-300

n=53

		301+

n=52

		S

n=40

		M

n=41

		L

n=76

		<15

n=72

		15+

n=88

		Strng


Agree

n=35

		Smwht


Agree

n=81

		Disagr

n=44



		Strongly agree

		24

		23

		26

		22

		33

		19

		19

		22

		17

		26

		33

		16

		80

		11

		2



		Somewhat agree

		51

		55

		47

		49

		47

		49

		56

		48

		61

		49

		42

		58

		17

		77

		30



		Somewhat disagree

		21

		16

		25

		22

		11

		30

		21

		20

		22

		21

		19

		22

		3

		11

		52



		Strongly disagree

		5

		6

		2

		7

		9

		2

		4

		10

		0

		4

		6

		5

		0

		1

		16





 AUTONUM 
For the next question, imagine you had a “magic wand” that gave you the authority as well as budget / ability to hire a NPAPP (non-physician advanced practice provider). Please also assume there would be a mechanism for reimbursement in place.


In this scenario, how interested would you be in hiring an NPAPP (non-physician advanced practice provider) within the next 1-2 years to help care for patients with CPD in your practice setting?


		(%) Physicians

		CPD patient %

		Patients / month

		Practice size

		Yrs in Med

		NPAPP current need?



		

		60%+

n=62

		59%-


40%

n=53

		<40%

n=45

		<150

n=55

		150-300

n=53

		301+

n=52

		S

n=40

		M

n=41

		L

n=76

		<15

n=72

		15+

n=88

		Strng


Agree

n=35

		Smwht


Agree

n=81

		Disagr

n=44



		Very interested

		35

		39

		32

		33

		49

		26

		29

		30

		27

		42

		40

		31

		74

		31

		11



		Somewhat interested

		30

		34

		28

		27

		22

		36

		33

		28

		34

		29

		26

		33

		17

		44

		14



		Just a little interested

		22

		18

		30

		20

		15

		26

		27

		22

		27

		21

		19

		25

		6

		17

		45



		Not at all interested

		12

		10

		9

		20

		15

		11

		12

		20

		12

		8

		14

		11

		3

		7

		30





 AUTONUM 
AMONG THE 65% WHO SAY “VERY INTERESTED” OR “SOMEWHAT INTERESTED: In your own words, why would you be [“very interested” OR “somewhat interested”] in hiring an NPAPP in the next 1-2 years to help care for patients with CPD in your practice setting? 
(OPEN END - CODED)


		(%) Physicians

		CPD patient %

		Patients / month

		Practice size

		Yrs in Med

		NPAPP current need?



		

		60%+

n=62

		59%-


40%

n=53

		<40%

n=45

		<150

n=55

		150-300

n=53

		301+

n=52

		S

n=40

		M

n=41

		L

n=76

		<15

n=72

		15+

n=88

		Strng


Agree

n=35

		Smwht


Agree

n=81

		Disagr

n=44



		Would allow me to see more patients / Decreased workload for physicians / Would help manage patient load and extend practice

		21

		27

		16

		19

		13

		30

		22

		35

		28

		13

		19

		23

		28

		16

		27



		Cost or time savings / Would like to hire one if budget allows

		13

		11

		19

		11

		8

		21

		12

		13

		16

		11

		12

		14

		9

		13

		27



		Better care / More focused care / Improved outcomes

		12

		13

		19

		0

		18

		9

		6

		0

		8

		17

		12

		11

		3

		16

		9



		Additional team member / Extra help and support for physicians

		10

		0

		12

		22

		15

		9

		3

		17

		8

		7

		6

		12

		9

		8

		18



		Specialized / Advanced knowledge / Expertise

		7

		11

		0

		7

		5

		6

		9

		4

		4

		9

		8

		5

		9

		5

		9



		Need to know more about their training / Would need to see how they fit into our practice

		7

		7

		6

		7

		10

		0

		9

		0

		4

		11

		6

		7

		0

		11

		0



		General positive: Needed / Beneficial / Patient satisfaction, etc.

		5

		2

		3

		11

		5

		3

		6

		4

		0

		7

		4

		5

		9

		3

		0



		Patient education / They can spend time/help educate patient on treatment/medication

		4

		7

		3

		0

		3

		3

		6

		9

		8

		0

		2

		5

		0

		5

		9



		Mixed positive and negative: Could be helpful, but would need to know more about their skills / They can reduce the workload but increase our responsibility to supervise them / Save time, but am able to handle it myself, etc.

		4

		2

		0

		11

		5

		3

		3

		4

		0

		6

		6

		2

		3

		5

		0



		No particular reason, I am interested

		3

		4

		0

		4

		5

		3

		0

		4

		8

		0

		0

		5

		3

		3

		0



		Treatment / More treatment options

		2

		2

		3

		0

		0

		0

		6

		0

		0

		4

		2

		2

		3

		2

		0



		Ventilation

		2

		0

		6

		0

		0

		3

		3

		0

		4

		2

		4

		0

		3

		2

		0



		Follow-up

		2

		2

		3

		0

		3

		3

		0

		4

		0

		2

		2

		2

		3

		2

		0



		Others

		7

		9

		6

		4

		8

		6

		6

		4

		8

		7

		10

		4

		12

		5

		0



		Don't Know

		3

		2

		3

		4

		3

		0

		6

		0

		4

		4

		4

		2

		3

		3

		0





 AUTONUM 
AMONG THE 35% WHO SAY “VERY INTERESTED”: In your own words, why would you be “very interested” in hiring an NPAPP in the next 1-2 years to help care for patients with CPD in your practice setting? 
(OPEN END - CODED)


		(%) Physicians

		CPD patient %

		Patients / month

		Practice size

		Yrs in Med

		NPAPP current need?



		

		60%+

n=62

		59%-


40%

n=53

		<40%

n=45

		<150

n=55

		150-300

n=53

		301+

n=52

		S

n=40

		M

n=41

		L

n=76

		<15

n=72

		15+

n=88

		Strng


Agree

n=35

		Smwht


Agree

n=81

		Disagr

n=44



		Would allow me to see more patients / Decreased workload for physicians / Would help manage patient load and extend practice

		29

		42

		12

		27

		15

		50

		33

		50

		36

		19

		24

		33

		27

		28

		40



		Better care / More focused care / Improved outcomes

		14

		17

		24

		0

		26

		0

		7

		0

		9

		19

		17

		11

		4

		24

		20



		Additional team member / Extra help and support for physicians

		11

		0

		12

		27

		15

		7

		7

		8

		9

		12

		10

		11

		8

		12

		20



		Cost or time savings / Would like to hire one if budget allows

		9

		8

		12

		7

		11

		7

		7

		17

		0

		9

		0

		19

		8

		12

		0



		General positive: Needed / Beneficial / Patient satisfaction, etc.

		7

		0

		6

		20

		7

		7

		7

		8

		0

		9

		7

		7

		12

		4

		0



		Specialized / Advanced knowledge / Expertise

		7

		12

		0

		7

		7

		0

		13

		0

		9

		9

		10

		4

		12

		0

		20



		Ventilation

		4

		0

		12

		0

		0

		7

		7

		0

		9

		3

		7

		0

		4

		4

		0



		Follow-up

		4

		4

		6

		0

		4

		7

		0

		8

		0

		3

		3

		4

		4

		4

		0



		Treatment / More treatment options

		2

		0

		6

		0

		0

		0

		7

		0

		0

		3

		3

		0

		4

		0

		0



		No particular reason, I am interested

		2

		4

		0

		0

		4

		0

		0

		0

		9

		0

		0

		4

		4

		0

		0



		Others

		11

		12

		12

		7

		7

		14

		13

		8

		9

		12

		14

		7

		15

		8

		0



		Don't Know

		2

		0

		0

		7

		4

		0

		0

		0

		9

		0

		3

		0

		0

		4

		0





 AUTONUM 
AMONG THE 30% WHO SAY “SOMEWHAT INTERESTED”: In your own words, why would you be “somewhat interested” in hiring an NPAPP in the next 1-2 years to help care for patients with CPD in your practice setting? 
(OPEN END - CODED)


		(%) Physicians

		CPD patient %

		Patients / month

		Practice size

		Yrs in Med

		NPAPP current need?



		

		60%+

n=62

		59%-


40%

n=53

		<40%

n=45

		<150

n=55

		150-300

n=53

		301+

n=52

		S

n=40

		M

n=41

		L

n=76

		<15

n=72

		15+

n=88

		Strng


Agree

n=35

		Smwht


Agree

n=81

		Disagr

n=44



		Cost or time savings / Would like to hire one if budget allows

		19

		14

		27

		17

		0

		32

		18

		9

		29

		14

		32

		10

		17

		14

		50



		Need to know more about their training / Would need to see how they fit into our practice

		15

		14

		13

		17

		33

		0

		18

		0

		7

		27

		16

		14

		0

		19

		0



		Would allow me to see more patients / Decreased workload for physicians / Would help manage patient load and extend practice

		12

		10

		20

		8

		8

		16

		12

		18

		21

		5

		11

		14

		33

		8

		17



		Additional team member / Extra help and support for physicians

		8

		0

		13

		17

		17

		11

		0

		27

		7

		0

		0

		14

		17

		6

		17



		Better care / More focused care / Improved outcomes

		8

		10

		13

		0

		0

		16

		6

		0

		7

		14

		5

		10

		0

		11

		0



		Patient education / They can spend time/help educate patient on treatment/medication

		8

		14

		7

		0

		8

		5

		12

		18

		14

		0

		5

		10

		0

		8

		17



		Mixed positive and negative: Could be helpful, but would need to know more about their skills / They can reduce the workload but increase our responsibility to supervise them / Save time, but am able to handle it myself, etc.

		8

		5

		0

		25

		17

		5

		6

		9

		0

		14

		16

		3

		17

		8

		0



		Specialized / Advanced knowledge / Expertise

		6

		10

		0

		8

		0

		11

		6

		9

		0

		9

		5

		7

		0

		8

		0



		No particular reason, I am interested

		4

		5

		0

		8

		8

		5

		0

		9

		7

		0

		0

		7

		0

		6

		0



		General positive: Needed / Beneficial / Patient satisfaction, etc.

		2

		5

		0

		0

		0

		0

		6

		0

		0

		5

		0

		3

		0

		3

		0



		Treatment / More treatment options

		2

		5

		0

		0

		0

		0

		6

		0

		0

		5

		0

		3

		0

		3

		0



		Others

		2

		5

		0

		0

		8

		0

		0

		0

		7

		0

		5

		0

		0

		3

		0



		Don't Know

		4

		5

		7

		0

		0

		0

		12

		0

		0

		9

		5

		3

		17

		3

		0





 AUTONUM 
AMONG THE 34% WHO SAY “JUST A LITTLE INTERESTED” OR “NOT AT ALL INTERESTED”: In your own words, why would you be [“just a little interested” OR “not at all interested”] in hiring an NPAPP in the next 1-2 years to help care for patients with CPD in your practice setting? 
(OPEN END - CODED)


		(%) Physicians

		CPD patient %

		Patients / month

		Practice size

		Yrs in Med

		NPAPP current need?



		

		60%+

n=62

		59%-


40%

n=53

		<40%

n=45

		<150

n=55

		150-300

n=53

		301+

n=52

		S

n=40

		M

n=41

		L

n=76

		<15

n=72

		15+

n=88

		Strng


Agree

n=35

		Smwht


Agree

n=81

		Disagr

n=44



		Not needed / They would not add much / My practice doesn't have the work volume for one

		27

		12

		24

		44

		25

		25

		30

		29

		25

		27

		25

		28

		0

		15

		36



		Not enough training / Would need to know more about their level of experience

		16

		24

		10

		17

		31

		5

		15

		18

		0

		27

		25

		9

		0

		15

		18



		Current system works well / Am able to care for patients myself / Already have a team to care for patients

		11

		0

		19

		11

		19

		10

		5

		6

		19

		5

		4

		16

		33

		15

		6



		Cost / Reimbursement

		7

		12

		10

		0

		6

		5

		10

		6

		6

		9

		8

		6

		0

		5

		9



		Useful in some situations: COPD cases / In-home care / Rehab services, etc.

		7

		12

		10

		0

		0

		15

		5

		0

		19

		5

		8

		6

		0

		15

		3



		Prefer an RT

		4

		12

		0

		0

		6

		5

		0

		0

		0

		9

		4

		3

		0

		0

		6



		Do not see them saving me time / I would still need to supervise

		4

		6

		0

		6

		0

		5

		5

		6

		6

		0

		0

		6

		0

		5

		3



		More people add to the confusion/stir the pot

		4

		12

		0

		0

		0

		10

		0

		6

		0

		5

		0

		6

		0

		0

		6



		Would need to assess the needs of the practice

		4

		0

		10

		0

		6

		0

		5

		6

		0

		5

		4

		3

		0

		10

		0



		No particular reason, I am not interested

		4

		0

		0

		11

		0

		5

		5

		6

		6

		0

		4

		3

		0

		10

		0



		Others

		12

		12

		14

		11

		6

		10

		20

		12

		19

		9

		12

		12

		67

		10

		9



		Don't Know

		2

		0

		5

		0

		0

		5

		0

		6

		0

		0

		4

		0

		0

		0

		3





 AUTONUM 
How important is the following factor when thinking about the potential need to hire an NPAPP (non-physician advanced practice provider) specializing in the care of patients with CPD?


		(%) Physicians

		Very important

		Somewhat important

		Just a little important

		Not at all important



		Lack of time to spend with patients

		39

		39

		16

		6



		Increasing complexity of patient care

		39

		37

		17

		8



		Lack of time for important tasks that don’t directly involve seeing patients (for example, administrative / care coordination tasks)

		31

		44

		19

		6



		Lack of physician specialists in the area

		21

		33

		22

		23



		Lack of access to RTs

		17

		41

		27

		15



		Lack of autonomy of the RTs in their current roles

		16

		36

		30

		18





 AUTONUM 
How important is the following factor when thinking about the potential need to hire an NPAPP specializing in the care of patients with CPD?


Lack of time to spend with patients

		(%) Physicians

		CPD patient %

		Patients / month

		Practice size

		Yrs in Med

		NPAPP current need?



		

		60%+

n=62

		59%-


40%

n=53

		<40%

n=45

		<150

n=55

		150-300

n=53

		301+

n=52

		S

n=40

		M

n=41

		L

n=76

		<15

n=72

		15+

n=88

		Strng


Agree

n=35

		Smwht


Agree

n=81

		Disagr

n=44



		Very important

		39

		39

		38

		40

		42

		38

		37

		32

		44

		41

		39

		39

		77

		35

		16



		Somewhat important

		39

		40

		40

		38

		40

		43

		35

		40

		41

		37

		39

		40

		20

		48

		39



		Just a little important

		16

		18

		15

		13

		7

		15

		25

		22

		12

		14

		14

		17

		3

		15

		27



		Not at all important

		6

		3

		8

		9

		11

		4

		4

		5

		2

		8

		8

		5

		0

		2

		18





 AUTONUM 
How important is the following factor when thinking about the potential need to hire an NPAPP specializing in the care of patients with CPD?


Increasing complexity of patient care 

		(%) Physicians

		CPD patient %

		Patients / month

		Practice size

		Yrs in Med

		NPAPP current need?



		

		60%+

n=62

		59%-


40%

n=53

		<40%

n=45

		<150

n=55

		150-300

n=53

		301+

n=52

		S

n=40

		M

n=41

		L

n=76

		<15

n=72

		15+

n=88

		Strng


Agree

n=35

		Smwht


Agree

n=81

		Disagr

n=44



		Very important

		39

		40

		38

		38

		51

		34

		31

		30

		34

		45

		44

		34

		63

		41

		16



		Somewhat important

		37

		39

		36

		36

		31

		40

		40

		40

		41

		34

		29

		43

		29

		42

		34



		Just a little important

		17

		18

		23

		9

		9

		23

		19

		20

		17

		16

		19

		15

		9

		14

		30



		Not at all important

		8

		3

		4

		18

		9

		4

		10

		10

		7

		5

		7

		8

		0

		4

		20





 AUTONUM 
How important is the following factor when thinking about the potential need to hire an NPAPP specializing in the care of patients with CPD?


Lack of time for important tasks that don’t directly involve seeing patients (for example, administrative / care coordination tasks) 


		(%) Physicians

		CPD patient %

		Patients / month

		Practice size

		Yrs in Med

		NPAPP current need?



		

		60%+

n=62

		59%-


40%

n=53

		<40%

n=45

		<150

n=55

		150-300

n=53

		301+

n=52

		S

n=40

		M

n=41

		L

n=76

		<15

n=72

		15+

n=88

		Strng


Agree

n=35

		Smwht


Agree

n=81

		Disagr

n=44



		Very important

		31

		24

		38

		31

		35

		32

		25

		20

		34

		34

		32

		30

		51

		33

		9



		Somewhat important

		44

		52

		40

		40

		44

		42

		48

		52

		44

		41

		44

		44

		34

		52

		39



		Just a little important

		19

		19

		21

		18

		13

		23

		23

		20

		20

		20

		17

		22

		14

		11

		39



		Not at all important

		6

		5

		2

		11

		9

		4

		4

		8

		2

		5

		7

		5

		0

		4

		14





 AUTONUM 
How important is the following factor when thinking about the potential need to hire an NPAPP specializing in the care of patients with CPD?


Lack of physician specialists in the area


		(%) Physicians

		CPD patient %

		Patients / month

		Practice size

		Yrs in Med

		NPAPP current need?



		

		60%+

n=62

		59%-


40%

n=53

		<40%

n=45

		<150

n=55

		150-300

n=53

		301+

n=52

		S

n=40

		M

n=41

		L

n=76

		<15

n=72

		15+

n=88

		Strng


Agree

n=35

		Smwht


Agree

n=81

		Disagr

n=44



		Very important

		21

		16

		28

		20

		16

		25

		23

		28

		15

		22

		22

		20

		51

		16

		7



		Somewhat important

		33

		39

		30

		29

		40

		32

		27

		22

		46

		33

		32

		34

		26

		41

		25



		Just a little important

		22

		21

		28

		18

		25

		23

		19

		20

		17

		25

		29

		17

		17

		25

		23



		Not at all important

		23

		24

		13

		33

		18

		21

		31

		30

		22

		20

		17

		28

		6

		19

		45





 AUTONUM 
How important is the following factor when thinking about the potential need to hire an NPAPP specializing in the care of patients with CPD?



Lack of access to RTs


		(%) Physicians

		CPD patient %

		Patients / month

		Practice size

		Yrs in Med

		NPAPP current need?



		

		60%+

n=62

		59%-


40%

n=53

		<40%

n=45

		<150

n=55

		150-300

n=53

		301+

n=52

		S

n=40

		M

n=41

		L

n=76

		<15

n=72

		15+

n=88

		Strng


Agree

n=35

		Smwht


Agree

n=81

		Disagr

n=44



		Very important

		17

		13

		17

		22

		24

		8

		19

		18

		12

		18

		15

		18

		34

		16

		5



		Somewhat important

		41

		50

		36

		36

		49

		45

		29

		32

		54

		39

		47

		36

		54

		48

		18



		Just a little important

		27

		24

		32

		24

		13

		26

		42

		32

		20

		29

		24

		30

		9

		22

		50



		Not at all important

		15

		13

		15

		18

		15

		21

		10

		18

		15

		13

		14

		16

		3

		14

		27





 AUTONUM 
How important is the following factor when thinking about the potential need to hire an NPAPP specializing in the care of patients with CPD?


Lack of autonomy of the RTs in their current roles


		(%) Physicians

		CPD patient %

		Patients / month

		Practice size

		Yrs in Med

		NPAPP current need?



		

		60%+

n=62

		59%-


40%

n=53

		<40%

n=45

		<150

n=55

		150-300

n=53

		301+

n=52

		S

n=40

		M

n=41

		L

n=76

		<15

n=72

		15+

n=88

		Strng


Agree

n=35

		Smwht


Agree

n=81

		Disagr

n=44



		Very important

		16

		18

		15

		13

		22

		9

		15

		10

		12

		20

		11

		19

		34

		12

		7



		Somewhat important

		36

		34

		40

		36

		42

		36

		31

		25

		44

		38

		42

		32

		49

		41

		18



		Just a little important

		30

		35

		30

		22

		18

		36

		37

		35

		27

		30

		32

		28

		11

		32

		41



		Not at all important

		18

		13

		15

		29

		18

		19

		17

		30

		17

		12

		15

		20

		6

		15

		34





 AUTONUM 
In what areas would you like additional assistance/ support to help care for patients with CPD? Please select all that apply. 
(MULTIPLE RESPONSES PERMITTED) 

		(%) Physicians

		CPD patient %

		Patients / month

		Practice size

		Yrs in Med

		NPAPP current need?



		

		60%+

n=62

		59%-


40%

n=53

		<40%

n=45

		<150

n=55

		150-300

n=53

		301+

n=52

		S

n=40

		M

n=41

		L

n=76

		<15

n=72

		15+

n=88

		Strng


Agree

n=35

		Smwht


Agree

n=81

		Disagr

n=44



		Authorize licensed Respiratory Care Professionals to provide respiratory care under clinical protocols

		56

		68

		53

		44

		58

		57

		54

		65

		51

		54

		50

		61

		66

		65

		32



		Order diagnostic tests and respiratory care services including discharge instructions and orders

		48

		56

		49

		36

		60

		38

		46

		40

		56

		49

		53

		44

		63

		53

		27



		Provide consultation to physicians and practitioners in decision making / planning for clinical respiratory care services

		44

		44

		51

		36

		62

		42

		27

		40

		39

		47

		44

		43

		54

		49

		25



		Initiate consults / referrals to other health care providers

		34

		37

		36

		27

		49

		28

		23

		25

		32

		38

		38

		31

		40

		38

		20



		Assume a leadership role in applying evidence – based practice to improve patient care 

		33

		29

		36

		36

		51

		28

		19

		32

		29

		36

		38

		30

		46

		32

		25



		Other

		2

		0

		0

		7

		2

		2

		2

		5

		0-

		1

		3

		1

		0

		1

		5



		None of the above

		11

		6

		9

		18

		5

		13

		13

		8

		12

		11

		8

		12

		3

		4

		30





Screening Items

 AUTONUM 
Are you board-certified or board eligible to practice in your state of residency?


		(%) Physicians

		CPD patient %

		Patients / month

		Practice size

		Yrs in Med

		NPAPP current need?



		

		60%+

n=62

		59%-


40%

n=53

		<40%

n=45

		<150

n=55

		150-300

n=53

		301+

n=52

		S

n=40

		M

n=41

		L

n=76

		<15

n=72

		15+

n=88

		Strng


Agree

n=35

		Smwht


Agree

n=81

		Disagr

n=44



		Yes

		100

		100

		100

		100

		100

		100

		100

		100

		100

		100

		100

		100

		100

		100

		100



		No

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*





* By definition, all had to be board-certified or board eligible 


 AUTONUM 
How many years have you been in medical practice, post-residency?


		(%) Physicians

		CPD patient %

		Patients / month

		Practice size

		Yrs in Med

		NPAPP current need?



		

		60%+

n=62

		59%-


40%

n=53

		<40%

n=45

		<150

n=55

		150-300

n=53

		301+

n=52

		S

n=40

		M

n=41

		L

n=76

		<15

n=72

		15+

n=88

		Strng


Agree

n=35

		Smwht


Agree

n=81

		Disagr

n=44



		Less than 2 years

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*



		2 but less than 10 years

		24

		26

		23

		24

		38

		19

		15

		18

		15

		32

		54

		-

		34

		21

		23



		10 but less than 15 years

		21

		16

		32

		13

		18

		23

		21

		12

		29

		21

		46

		-

		29

		16

		23



		15 but less than 20 years

		17

		16

		9

		27

		13

		19

		19

		32

		7

		13

		-

		31

		17

		16

		18



		20 to 30 years

		28

		32

		30

		18

		18

		34

		31

		28

		34

		25

		-

		50

		14

		35

		25



		30 to 40 years

		11

		10

		6

		18

		13

		6

		13

		10

		15

		9

		-

		19

		6

		12

		11



		More than 40 years

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*



		Don’t know

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*





* By definition, all had to be in medical practice, post-residency between 2 and 40 years.


 AUTONUM 
Which of the following best describes your primary medical specialty?


		(%) Physicians

		CPD patient %

		Patients / month

		Practice size

		Yrs in Med

		NPAPP current need?



		

		60%+

n=62

		59%-


40%

n=53

		<40%

n=45

		<150

n=55

		150-300

n=53

		301+

n=52

		S

n=40

		M

n=41

		L

n=76

		<15

n=72

		15+

n=88

		Strng


Agree

n=35

		Smwht


Agree

n=81

		Disagr

n=44



		Pediatrics

		19

		6

		15

		40

		13

		11

		33

		15

		17

		21

		21

		17

		29

		19

		11



		Anesthesiology

		19

		8

		36

		13

		35

		17

		4

		2

		24

		25

		19

		18

		20

		17

		20



		Allergy and immunology

		19

		8

		26

		24

		5

		30

		21

		42

		10

		12

		10

		26

		6

		21

		25



		Pulmonology

		19

		40

		2

		9

		13

		23

		21

		22

		22

		16

		15

		22

		14

		19

		23



		Sleep specialist

		12

		23

		11

		0

		11

		11

		15

		10

		15

		13

		19

		7

		23

		10

		9



		Critical care

		12

		15

		9

		13

		24

		8

		6

		8

		12

		13

		15

		10

		9

		15

		11



		General practice

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*



		Family practice

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*



		Internal medicine

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*



		Emergency medicine

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*



		Obstetrics and gynecology

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*



		Other

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*



		Don’t know

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*





* By definition, all had to be in one of the key clinician audiences as per the sampling plan.


 AUTONUM 
Generally speaking, what percentage of your time is spent seeing and treating patients?


		(%) Physicians

		CPD patient %

		Patients / month

		Practice size

		Yrs in Med

		NPAPP current need?



		

		60%+

n=62

		59%-


40%

n=53

		<40%

n=45

		<150

n=55

		150-300

n=53

		301+

n=52

		S

n=40

		M

n=41

		L

n=76

		<15

n=72

		15+

n=88

		Strng


Agree

n=35

		Smwht


Agree

n=81

		Disagr

n=44



		Less than 25%

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*



		25 – 49%

		3

		2

		2

		7

		7

		2

		-

		2

		7

		1

		4

		2

		11

		1

		-



		50 – 74%

		12

		13

		9

		16

		24

		9

		4

		5

		15

		14

		15

		10

		17

		12

		9



		75 – 100%

		84

		85

		89

		78

		69

		89

		96

		92

		78

		84

		81

		88

		71

		86

		91





* By definition, all had to spent 25% or more of their time seeing and treating patients


 AUTONUM 
In a typical month, about how many patients do you personally see and treat? (OPEN END - CODED)


		(%) Physicians

		CPD patient %

		Patients / month

		Practice size

		Yrs in Med

		NPAPP current need?



		

		60%+

n=62

		59%-


40%

n=53

		<40%

n=45

		<150

n=55

		150-300

n=53

		301+

n=52

		S

n=40

		M

n=41

		L

n=76

		<15

n=72

		15+

n=88

		Strng


Agree

n=35

		Smwht


Agree

n=81

		Disagr

n=44



		<149

		34

		32

		40

		31

		100

		-

		-

		18

		34

		42

		43

		27

		46

		33

		27



		150-300

		33

		34

		36

		29

		-

		100

		-

		52

		27

		26

		31

		35

		29

		33

		36



		301+

		32

		34

		25

		40

		-

		-

		100

		30

		39

		32

		26

		38

		26

		33

		36



		MEAN

		250

		246

		233

		278

		70

		230

		462

		300

		250

		232

		213

		282

		214

		258

		266





 AUTONUM 
Generally speaking, what percentage of the patients you care for have cardiopulmonary disease (CPD)?


		(%) Physicians

		CPD patient %

		Patients / month

		Practice size

		Yrs in Med

		NPAPP current need?



		

		60%+

n=62

		59%-


40%

n=53

		<40%

n=45

		<150

n=55

		150-300

n=53

		301+

n=52

		S

n=40

		M

n=41

		L

n=76

		<15

n=72

		15+

n=88

		Strng


Agree

n=35

		Smwht


Agree

n=81

		Disagr

n=44



		Less than 20%

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*

		*



		20 – 39% 

		28

		-

		-

		100

		25

		25

		35

		42

		24

		22

		24

		32

		26

		26

		34



		40 – 59%

		33

		-

		100

		-

		38

		36

		25

		20

		39

		37

		40

		27

		40

		33

		27



		60 – 79%

		21

		55

		-

		-

		20

		25

		19

		25

		20

		21

		24

		19

		23

		20

		23



		80 – 100%

		18

		45

		-

		-

		16

		15

		21

		12

		17

		20

		12

		22

		11

		21

		16





* By definition, all had to have at least 20% of patients in their care with cardiopulmonary disease (CPD)


Demographics

 AUTONUM 
Which category best describes your practice size?


		(%) Physicians

		CPD patient %

		Patients / month

		Practice size

		Yrs in Med

		NPAPP current need?



		

		60%+

n=62

		59%-


40%

n=53

		<40%

n=45

		<150

n=55

		150-300

n=53

		301+

n=52

		S

n=40

		M

n=41

		L

n=76

		<15

n=72

		15+

n=88

		Strng


Agree

n=35

		Smwht


Agree

n=81

		Disagr

n=44



		Solo practice

		12

		13

		11

		13

		2

		21

		15

		50

		-

		-

		6

		18

		11

		12

		14



		Solo practice – 
shared facility

		2

		0

		2

		4

		4

		2

		0

		8

		-

		-

		1

		2

		6

		0

		2



		Small group practice (fewer than 3 physicians)

		11

		11

		2

		20

		7

		17

		8

		42

		-

		-

		10

		11

		6

		11

		14



		Medium group practice (3-9 physicians)

		26

		24

		30

		22

		25

		21

		31

		-

		100

		-

		25

		26

		23

		32

		16



		Large group practice (more than 10 physicians)

		48

		50

		53

		38

		58

		38

		46

		-

		-

		100

		56

		41

		54

		42

		52



		Other 

		2

		2

		2

		2

		4

		2

		0

		-

		-

		-

		3

		1

		0

		2

		2





 AUTONUM 
Which category best describes your practice type?


		(%) Physicians

		CPD patient %

		Patients / month

		Practice size

		Yrs in Med

		NPAPP current need?



		

		60%+

n=62

		59%-


40%

n=53

		<40%

n=45

		<150

n=55

		150-300

n=53

		301+

n=52

		S

n=40

		M

n=41

		L

n=76

		<15

n=72

		15+

n=88

		Strng


Agree

n=35

		Smwht


Agree

n=81

		Disagr

n=44



		Private practice

		41

		35

		34

		56

		15

		57

		52

		80

		46

		18

		24

		55

		23

		42

		52



		Academic / teaching hospital – based practice

		25

		29

		34

		9

		42

		17

		15

		0

		12

		46

		36

		16

		34

		21

		25



		Community hospital – based practice

		18

		19

		23

		11

		25

		19

		10

		12

		22

		18

		18

		18

		26

		20

		9



		Outpatient clinic practice

		6

		6

		2

		9

		7

		2

		8

		2

		7

		7

		8

		3

		9

		5

		5



		Private hospital – based practice

		6

		6

		6

		4

		7

		2

		8

		2

		7

		5

		6

		6

		6

		7

		2



		Physician network practice

		4

		2

		0

		11

		2

		2

		8

		0

		5

		5

		6

		2

		3

		2

		7



		Military / other government practice

		1

		2

		0

		0

		2

		0

		0

		2

		0

		0

		1

		0

		0

		1

		0



		Other practice type

		1

		0

		2

		0

		0

		2

		0

		0

		0

		0

		1

		0

		0

		1

		0





 AUTONUM 
Would you describe the area where you primarily as… 


		(%) Physicians

		CPD patient %

		Patients / month

		Practice size

		Yrs in Med

		NPAPP current need?



		

		60%+

n=62

		59%-


40%

n=53

		<40%

n=45

		<150

n=55

		150-300

n=53

		301+

n=52

		S

n=40

		M

n=41

		L

n=76

		<15

n=72

		15+

n=88

		Strng


Agree

n=35

		Smwht


Agree

n=81

		Disagr

n=44



		Urban 

		44

		45

		49

		38

		60

		32

		40

		20

		41

		59

		47

		42

		51

		46

		36



		Suburban 

		48

		47

		43

		56

		27

		64

		54

		75

		44

		36

		44

		51

		34

		48

		59



		Rural

		8

		8

		8

		7

		13

		4

		6

		5

		15

		5

		8

		7

		14

		6

		5





 AUTONUM 
To the best of your knowledge which, if any, of the following clinicians are currently part of your care team for treating CPD patients?


		(%) Physicians

		Yes

		No

		DK



		REGISTERED NURSE currently part of care team for treating CPD patients

		82*

		18

		0



		NURSE PRACTITIONER currently part of care team for treating CPD patients

		69*

		31

		0



		RESPIRATORY THERAPIST currently part of care team for treating CPD patients

		65*

		34

		1



		PHYSICIAN ASSISTANT currently part of care team for treating CPD patients

		49*

		51

		1





 AUTONUM 
*NOTE: 35% of physicians indicated that all four clinicians (RN + NP + RT + PA) are part of their current care team for treating CPD patient.


		(%) Physicians

		CPD patient %

		Patients / month

		Practice size

		Yrs in Med

		NPAPP current need?



		

		60%+

n=62

		59%-


40%

n=53

		<40%

n=45

		<150

n=55

		150-300

n=53

		301+

n=52

		S

n=40

		M

n=41

		L

n=76

		<15

n=72

		15+

n=88

		Strng


Agree

n=35

		Smwht


Agree

n=81

		Disagr

n=44



		Has RN + NP + RT + PA 

		35

		50

		27

		22

		45

		24

		33

		10

		40

		44

		41

		29

		49

		32

		27





 AUTONUM 
To the best of your knowledge which, if any, of the following clinicians are currently part of your care team for treating CPD patients?


Registered Nurse


		(%) Physicians

		CPD patient %

		Patients / month

		Practice size

		Yrs in Med

		NPAPP current need?



		

		60%+

n=62

		59%-


40%

n=53

		<40%

n=45

		<150

n=55

		150-300

n=53

		301+

n=52

		S

n=40

		M

n=41

		L

n=76

		<15

n=72

		15+

n=88

		Strng


Agree

n=35

		Smwht


Agree

n=81

		Disagr

n=44



		Yes 

		82

		90

		79

		76

		93

		75

		79

		70

		83

		88

		86

		80

		86

		79

		86



		No

		18

		10

		21

		24

		7

		25

		21

		30

		17

		12

		14

		20

		14

		21

		14



		Don’t know

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0





 AUTONUM 
To the best of your knowledge which, if any, of the following clinicians are currently part of your care team for treating CPD patients?



Nurse Practitioner


		(%) Physicians

		CPD patient %

		Patients / month

		Practice size

		Yrs in Med

		NPAPP current need?



		

		60%+

n=62

		59%-


40%

n=53

		<40%

n=45

		<150

n=55

		150-300

n=53

		301+

n=52

		S

n=40

		M

n=41

		L

n=76

		<15

n=72

		15+

n=88

		Strng


Agree

n=35

		Smwht


Agree

n=81

		Disagr

n=44



		Yes 

		69

		76

		66

		62

		73

		62

		71

		38

		76

		82

		76

		62

		71

		69

		66



		No

		31

		24

		34

		38

		27

		38

		29

		62

		24

		18

		24

		38

		29

		31

		34



		Don’t know

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0

		0





 AUTONUM 
To the best of your knowledge which, if any, of the following clinicians are currently part of your care team for treating CPD patients?


Respiratory Therapist


		(%) Physicians

		CPD patient %

		Patients / month

		Practice size

		Yrs in Med

		NPAPP current need?



		

		60%+

n=62

		59%-


40%

n=53

		<40%

n=45

		<150

n=55

		150-300

n=53

		301+

n=52

		S

n=40

		M

n=41

		L

n=76

		<15

n=72

		15+

n=88

		Strng


Agree

n=35

		Smwht


Agree

n=81

		Disagr

n=44



		Yes 

		65

		89

		57

		42

		82

		58

		54

		40

		63

		78

		74

		58

		69

		68

		57



		No 

		34

		11

		42

		58

		16

		42

		46

		60

		34

		22

		26

		41

		29

		32

		43



		Don’t know

		1

		0

		2

		0

		2

		0

		0

		0

		2

		0

		0

		1

		3

		0

		0





 AUTONUM 
To the best of your knowledge which, if any, of the following clinicians are currently part of your care team for treating CPD patients?



Physician Assistant


		(%) Physicians

		CPD patient %

		Patients / month

		Practice size

		Yrs in Med

		NPAPP current need?



		

		60%+

n=62

		59%-


40%

n=53

		<40%

n=45

		<150

n=55

		150-300

n=53

		301+

n=52

		S

n=40

		M

n=41

		L

n=76

		<15

n=72

		15+

n=88

		Strng


Agree

n=35

		Smwht


Agree

n=81

		Disagr

n=44



		Yes 

		49

		55

		47

		42
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________________________

 

ARTICLE I

This organization shall be known as the Rhode Island Society for Respiratory Care, 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 the boundaries of the state of Rhode Island.

ARTICLE III - OBJECT

 

Section 1. Purpose

 

a. To encourage and develop on a state and regional basis educational programs for those persons interested in the field of Respiratory Care.

b. To advance the science, technology, ethics, and the art of respiratory care through state and regional institutes, meetings, lectures, and the preparation and distribution of other materials.

c. To facilitate cooperation between respiratory therapy personnel and the medical profession, hospital, service companies, industry, and other agencies within the region interested in respiratory care.

d. To provide education to the general public in pulmonary health precaution and disease prevention.

 







Section 2. Intent

 

a. No part of all monies 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 unless provided for in these bylaws.

b. Distribution of the funds, income, and property of the society shall be made to charitable, educational, scientific, or religious corporation, organization, community chests, foundations or other kindred institutions maintained and created for one or more of the foregoing purposes if at time of distribution, the payees or distributees are exempt from income taxation, and if gifts or transfers fyi the payees or distributees are then exempt from taxation under the provision s of Sections 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 (including students), and special member.

 

Section 2. Eligibility

 

An individual is eligible to be a member of this society if he/she meets the prerequisites as specified in Article III, Section 2, 3 and 4 of the AARC Bylaws, and his/her place of employment or residency is within the defined boundaries of this society.

 

Section 3. Classifications

 

The classifications and limitations of membership shall be defined in Article III, Sections 2, 3 and 4 of the AARC Bylaws.

 

Section 4. Membership

 

Application for membership in this society shall follow the procedures specified in Article III, Section 6 of the AARC Bylaws.

 

Section 5. Annual Registration

 

Each society member must annual reassess his/her qualifications for membership by payment of dues to the AARC in accordance with Article III, Section 8 of the AARC Bylaws.

ARTICLE V - OFFICERS AND OTHER VOTING MEMBERS OF THE BOARD

 

Section 1. Officers

 

The officers of this society shall be: President, Immediate Past-President, President-ElectVice President, Secretary, and Treasurer.

 

Section2. Other Voting Members of the Board

 

a. There shall be two (2) Directors.

 

b. The delegate to the AARC shall be a voting member of the board.

 

Section3. Term of Office

 

a. The term of office for the Vice President-Elect shall be two (2) years. The person holding the office will accede to the office of President after completion of his/her term as President-Elect. The term shall begin at the start of the fiscal year following an election. The Vice President- Elect shall not serve more than onethree (13) consecutive terms in the same office.

 

b. The term of office for the President shall be for (2) years. The person holding this office will assume the office of Immediate Past-President after completion of his/her term as President. The term shall begin at the start of the fiscal year following an election. The President shall not serve more than onethree (13) consecutive terms in the same office.

 

c. The term of Immediate Past-President shall be for twoone (21) years. The term shall begin at the start of the fiscal year following an election. The Immediate Past-President may be elected to another vacant office on the board after serving his/her term.

 

d. The term of office for Secretary shall be for (12) years.

The term shall begin at the start of the fiscal year following an election. This position may be re-elected for twothree (23) consecutive terms.

 

e. The term of office for Treasurer shall be for two (2) years. The term shall begin at the start of the fiscal year following an election. This position shall not serve for more than twohree (23) consecutive terms.

 

f. The term of office for Directors shall be for two (2) years. The term shall begin at the start of the fiscal year following an election. This position shall not serve for more than two three(23) consecutive terms.

 

g. The term of office for Delegate shall be for four (4) years. The first of two (2) years shall be served as Alternate Delegate; the final two (2) years shall be served as Delegate.

 

Section 4. Vacancies of Office

 

a. In the event of a vacancy in the office of President, the Vice President-Elect shall become acting President to serve the unexpired term. and shall serve his/her own, the successive term, as President.

 

b. In the event of a vacancy in the office of Vice President-Elect, the Immediate Past-President shall assume the duties, but not the office, of President-Elect as well as his/her own until the next Board of Directors meeting, at which time the bBoard of Directors shall fill the vacancy by approval of the qualified individual by a 2/3 majority vote.

 

c. An appointed Vice President-Elect shall serve the remainder of the unexpired term. and automatically accede to the Presidency.

 

d. Any vacancy in the office of Secretary or Treasurer shall be filled by the appointment of a qualified individual by the Board of Directors with a 2/3 majority vote. The appointed individual will serve the unexpired term.

 

e. Any vacancy in the office of Director shall be filled by appointment by the President with a 2/3 majority vote of the Board of Directors. The appointed individual shall serve the unexpired term only.

 

f. If the Delegate's office becomes vacant for any reason, the Alternate Delegate will assume the office and duties of the Delegate's unexpired term. This person shall complete his/her own successive term as Delegate.

 

g. If the Alternate Delegate's office becomes open for any reason, the Board of Directors may appoint a qualified member to fill the vacancy by a 2/3 majority vote. This person will serve the unexpired term and will complete the successive terms as Delegate.

 

Section 5. Duties of Officers

 

a. President

The President shall be the chief executive officer of the society. He/She 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 ten (10) days prior to such a meeting; appoint standing and special committees subject to approval of the Board of Directors; be an exofficio member of all committees except Elections and Nominations committees; present to the Board of Directors and membership an annual report of the Society's activities.  The President will also create and submit the annual budget to the Board of Directors for approval.  The President can act in the capacity as a delegate to the AARC House of Delegates. 

 

b. Vice President-Elect

The Vice President-Elect shall become acting President and shall assume the duties of the President in the event of the President's absence, resignation, or disability; he/she shall perform such other duties as shall be assigned by the President or Board of Directors. While serving the term of President-Elect, this person shall set up goals and objectives for his/her term as President.

 

c. 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. He/she shall see that full, accurate accounts ar kept, make a written quarterly financial report to the Board of Directors, and a complete written yearly report at the Spring meeting of the Board of Directors. At the expense of the Society, he/she shall be bonded in an amount determined by the Board of Directors.

 

d. Secretary

The Secretary shall have charge of keeping the minutes of the Board of Directors' meetings, regular business meetings, and the annual business meeting of the governing body and other business of the society to the Executive Office of the AARC within ten (10) days following the meeting; 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.

 

e. Immediate Past-President

The Immediate Past-President shall advise and consult with the President and shall perform such other duties as shall be assigned by the President or the Board of Directors.

 







f. Voting Members of the Board

Directors - The Director shall perform such duties as assigned by the President or the Board of Directors. This person must serve on committees as assigned by the President.

Delegate - The duties of the Delegate shall be specified by the bylaws of the AARC. The Delegate shall serve on committees of the state society as appointed by the President with approval of the Board of Directors. The Delegate shall be a voting member of the Board of Directors.

ARTICLE VI - NOMINATIONS & ELECTIONS

 

Section 1. Nominations Committee

 

The President shall appoint a Nominations Committee and appoint a Chairman for the purpose of preparing a ballot; this must be done at least ninety (90) days before the annual business meeting. The committee shall report back to the Board of Directors at least sixty (60) days before the date of the annual business meeting.

 

Section 2. Ballot

 

a. The completed ballot shall be made available to all eligible voting "active" members at least thirty (30) days prior to the annual business meeting.

 

b. The vote shall be conducted using a ballot with the listing of the nominees and providing space for write-in votes for each office. Ballots, to be acceptable, must be submitted at least 5 days before the annual business meeting. The deadline date shall be clearly indicated on the ballot.

 

Section 3. Election Committee

 

The President shall appoint an impartial Election Committee which shall check the eligibility of each ballot and tally the votes prior to the annual business meeting. The Election Committee Chairman shall announce the results at the annual business meeting.

ARTICLE VII - BOARD OF DIRECTORS

 

Section 1. Composition and Powers

 

a. The executive government of this society shall be vested in the board of eight (8) active members consisting of the President, Vice President-Elect, Secretary, Treasurer, Immediate Past President, two (2) Directors, and the Delegate to the AARC.

 

b. The President shall be Chairman and presiding officer of the Board of Directors and the Executive Committee. He/She shall have the authority of extending written invitations to board meetings to any individual (s) whose presence may have an influence on board decisions. The Executive Committee of the Board of Directors shall consist of the 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.

 

c. The Board of Directors shall have the power to declare an office vacant by 2/3 vote, upon the refusal or neglect of any member of the Board to perform the duties of that office; for any conduct deemed prejudicial to the society; or upon failure to attend two Board of Directors meetings without proper notification. (All absences from board meetings must be with the excused permission of the society President). Written notification shall be given to the officer or Director that the position 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. Approve all budgetary items.

 

d. Require quarterly reports from all standing committees.

 

Section 3. Meetings

 

a. The Board of Directors shall meet at least on a quarterly basis. The dates of the meetings will be made known to the members of the board at least ten (10) days in advance through written notification.

 

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 two (2) members of the society.

 

c. A majority of the Board of Directors shall constitute a quorum at any meeting of the board.

 

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 Directors may, unless otherwise required by these bylaws, instruct the Elections Committee to conduct a vote of the membership. The question thus presented shall be determined according to a majority of the valid votes received within thirty (30) days after the date of such submission, except in the case of a constitutional amendment or change in the bylaws when a 2/3 majority of the valid votes received is required. Any and all action approved by the members in accordance with the requirements of this article shall be binding upon each member thereof. Any amendment (s) to the bylaws of this society shall be presented to the membership at least sixty (60) days prior to a vote, as provided in Article XVII of these bylaws.

ARTICLE VIII - ANNUAL BUSINESS MEETING

 

Section 1. Date and Place

 

a. The society shall hold an annual business meeting within sixty (60) days of the close of each calendar year; additional business meetings may be held as required to fulfill the objectives of the society.

 

b. The date and place of the annual business meeting shall be decided by the Board of Directors.

 

Section 2. Purpose

 

a. The annual business meeting shall be for the purpose of presenting reports to the general membership, officially announcing election results, and 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

 

a. Written notice of the time and place of the annual business meeting shall be sent to all members of the society not fewer than sixty (60) days prior to the meeting.

 

b. An agenda for the annual business meeting shall be sent to all members not fewer than thirty (30) days prior to the annual business meeting.

ARTICLE IX - SOCIETY DELEGATES TO THE AARC HOUSE OF DELEGATES

 

Section 1.

 

a. Only voting members of the association shall be eligible to be a Delegate or Alternate. No person may serve more than four (4) consecutive years in the House of Delegates, either as Delegate, Alternate or a combination of both.

 

b. The voting members of the society shall have the power to declare the office of Delegate and/or Alternate vacant by a 2/3 vote, upon refusal or neglect of the Delegate and/or Alternate to perform the duties of office or for any other conduct deemed prejudicial to the society or the association. Written notice shall be given to the Delegate and/or Alternate and the Chartered Affiliates Committee that the office has been declared vacant.

 

c. The Delegate shall be a voting member of the society's Board of Directors.

ARTICLE X - COMMITTEES

 

Section 1. Standing Committees

 

The members of the following Standing CommitteesCommittees except Budget and Audit, and Long-Range Planning 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 Article VI, Section 1 of the bylaws):

 

a. Membership                    h. Bylaws                        

b. Budget & Audit                i. Public Relations             

ca. Elections                        j. Publications            

db. Judicial                          k. Legislative Action

ec. Executive                       l. Long-Range Planning

fd. Nomination                      m. Fundraising

ge. Program & Education

f. Bylaws                        

 

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 "chair" of each committee.

 

b. The "chair" of each committee may recommend prospective committee members to the President. When possible, the "chair" of the previous year shall serve as a member of a new committee.

 

c. The "chair" of each committee shall confer promptly with the members of his/her committee on work assignments.

 

d. 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).

 

e. Each committee chair requiring operating expenses shall submit a budget for the next fiscal year to the Budget and Audit Committee.

f. 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 the meeting at which the report is to be read.

ARTICLE XI - DUTIES OF COMMITTEES

 

Section 1. Membership

 

a. This committee shall consist of not less than three (3) members, one of the members being the society Delegate or Alternate.

 

b. This committee shall assist in evaluation the background and experience of applicants for membership in the AARC as directed by the society President.

 

c. This committee shall be responsible for the recruitment of new members into the AARC and work closely with the new practitioners network of the AARC.

 

d. All committee members will serve a one-year (1) term.

 

Section 2. Budget and Audit Committee

 

a. This committee shall consist of the Executive Committee and non-board members.

 

b. This committee shall 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 Audit Committee must ensure that an internal and external audit or review is completed by the annual business meeting. Both these reports are to be submitted to the Board of Directors for vote of approval at the annual business meeting, and the Board of Directors shall react with a vote of approval or investigate discrepancies found by the audits or review.

 

Section 3. Elections Committee

 

a. This committee shall prepare, receive, verify, and count ballots for all elections held during the calendar year.

 

b. The committee shall consist of at least four (4) members.

 

Section 4. Judicial Committee

 

a. This committee shall consist of four (4) members.

 

b. This committee shall review formal written complaints against any individual society member charged with any violation of the society bylaws or otherwise with any conduct deemed detrimental to the society of the AARC. Complaints or inquiries may be referred to the committee by the Judicial Committee of the AARC.

 

c. If the committee determines that the complaint justifies an investigation, a written copy of the charges shall be prepared for the medical advisor(s) or his designate with benefit of legal counsel if deemed advisable. If deemed advisable, forward this information to the AARC Judicial Committee. The committee will comply with AARC recommendations.

 

Section 5. Nominations Committee

 

a. This committee shall prepare for approval by the Board of Directors a slate of officers and directors for election.

 

b. 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 consideration of personal qualifications and geographical representation 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 Medical Advisor or his designate will be a consultant member of this committee.

 

Section 7. Bylaws Committee

 

a. This committee shall consist of at least three (3) members.

 

b. The committee shall receive and prepare all amendments to the bylaws for submission to the Board of Directors.

 

c. This committee shall perform an annual review of the society bylaws as well as the AARC Bylaws and initiate such amendments for submission to the society Board of Directors.

 

Section 8. Publications Committee

 

a. This committee shall consist of at least three (3) members.

 

b. This committee shall concern itself with the execution of a society newsletter and all other publication of this society with the public, hospitals, and other organizations through the dissemination of information concerning respiratory care.

 

Section 9. Public Relations Committee

 

a. This committee shall consist of three (3) members.

 

b. This committee is primarily responsible for updating the mailing list, the communication network, advertising all activities of the society, and planning activities for Respiratory Care Week within the state.

 

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).

 

Section 10. Long-Range Planning

 

a. This committee will be composed of the Immediate Past- President, President, and President-Elect.

 

b. This committee will develop and update yearly a set of long-range goals and objectives. (1-5 years)

 

c. These goals will be reported in writing to the Board of Directors at the annual business meeting.

 

Section 11. Fundraising Committee

 

This committee shall be primarily responsible for all raffles, drives, and other fundraising events which may be held within the society.

 

Section 12. Legislative Action Committee

 

This committee shall serve as liaison between the RISRC Board of Directors and the Rhode Island Board of Respiratory Care. It shall also maintain proactive legislative involvement at the state level concerning issues related to cardiopulmonary care.

ARTICLE XII - SOCIETY MEDICAL ADVISOR

 

Section 1. Composition

 

The society shall have one (1) Medical Advisor. The physician appointed to the post must have an identifiable role in clinical, organizational, educational, or investigative cardiopulmonary care. This position is appointed by the President and confirmed by the Board of Directors.

 

Section 2. Term of Office

 

The term of office of the Medical Advisor may be terminated at any time by a 2/3 majority vote of the Board of Directors. Notification of this action shall be submitted to the Medical Advisor, the AARC, and the National Board of Medical Advisors. Any vacancy in the office of Medical Advisor shall be filled by a 2/3 majority vote of the Board of Directors. The appointed person will serve the unexpired term. The term is defined as one (1) year. The Medical Advisor may serve no more than two (2) consecutive years.

 

Section 3. Duties

 

The society Board of Directors and all of its committees shall consult with the Medical Advisor in regard to all matters of medical policy. The Medical Advisor shall assist the appropriate committees regarding any educational programs and publications. The Medical Advisor may attend all regular meetings of the Board of Directors and shall have the privilege of voice but not vote.

ARTICLE XIII - FISCAL YEAR

 

The fiscal year of this society shall be from January 1 through December 31.

ARTICLE XIV – ETHICS

 

If the conduct of any society member shall appear by report of the society or the AARC Judicial Committee to be in willful violation of the bylaws or standing rules of this society or the AARC or prejudicial to this society's interests as defined by the AARC Code of Ethics, the Board of Directors may refer to the AARC Judicial Committee for appropriate action. The RISRC Board of Directors must follow AARC policy and procedures as reported.

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 – AMENDMENTS

 

These bylaws may be amended at any regular or called meeting or by mail vote of the Rhode Island Society or the AARC by a 2/3 majority vote. All amendments must be approved by the Bylaws Committee of the AARC and the AARC Board of Directors. After the RISRC receives written notification of the approval from the AARC President, the revised bylaws may be adopted.
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1) Article I – Name

a) This organization shall be known as the Utah Society for Respiratory Care, hereinafter referred to as the Society; A Chartered affiliate of the American Association for Respiratory Care, hereinafter referred to as the AARC, which is incorporated under the General Not For Profit Corporation Act of the State of Illinois.



2) Article II – Boundaries

a) The area included within the boundaries of this Society shall be the area within the boundaries of the State of Utah.



3) Article III – Object

a) Section 1. Purpose

i) To encourage and develop on a regional basis educational programs for those persons interested in the field of respiratory care.

ii) 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;

iii) 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 and medicine under the laws of the State of Illinois in which the parent Association is incorporated, or any other state.



b) Section 2. Intent

i) 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.

ii) 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 taxation, and if gifts or transfers to 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.



4) Article IV – Membership

a) Section 1. Classes

i) The membership of this Society shall include three (3) classes: Active Member, Associate Member, and Special Member as defined by Article III of the AARC Bylaws.



b) Section 2. Eligibility

i) An individual is eligible to be a member of this Society if he/she is a member of the AARC as specified in Article III of the AARC Bylaws.



c) Section 3. Classifications

i) The classifications and limitations of membership shall be as defined in Article III of AARC Bylaws.



d) Section 4. Application for Membership

i) Application for Membership in this Society shall follow the procedure specified in Article III, Section 6 of the AARC Bylaws.



5) Article V - Members of the Board

a) Section 1. Board of Directors

The Board of Directors shall be voting members and shall consist of 

i) Officers--The officers of this Society shall be: A President, Immediate Past President, a Vice-President, a Secretary, a Treasurer, and in alternate years, President-Elect.

ii) Directors--There shall be three (3) Directors. The three (3) director positions shall be termed Director, Director-Elect, and Immediate Past Director. 

iii) Delegates--The Society shall have two (2) delegates to the AARC House of Delegates.  







b) Section 2. Student Representatives

i) Each respiratory training program in the state may identify a representatives from their respective school to attend all USRC meetings.  Student representatives will not be voting members.



c) Section 3. Term of Office

i) The President-Elect shall serve for one (1) year, and then automatically succeed to the office of President.  The President shall serve for two (2) years, and then serve as Immediate Past President, for one (1) year. The President-Elect shall not serve more than one (1) consecutive term in the same office. 

ii) The Vice-President and Secretary shall serve for a term of two (2) years.  The Vice-President and Secretary, shall not serve more than three (3) consecutive terms in the same office.  

iii) The Treasurer shall be appointed by the Board of Directors and shall serve for a term of two (2) years.

iv) The term of office for Delegates shall be four (4) years. One (1) delegate shall be elected every two (2) years.

v) The term of office for Directors shall be for a three (3) year term. One (1) Director shall be elected each year.



d) Section 4. Vacancies in Office

i) In the event of a vacancy in the office of President in the first year of Presidency, the Immediate Past President shall assume the duties but not the office of President as well as their own.  Following the annual election, the newly elected President-Elect shall become Acting President to serve the unexpired term, and shall serve their successive term as President.  In the event of a vacancy in the office of President in the second year of Presidency, the President-Elect shall become Acting President to serve the unexpired term and shall serve his/her own, the successive term, as President.  Additionally in this case, the current Past-President shall have the option to serve for a 1-year term extension.

ii) In the event of a vacancy in the office of the Immediate Past-President, the office shall remain vacant until the end of the current President's term.

iii)  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 until the next meeting of the Board of Directors, at which time the Board shall appoint a qualified member to fill the vacancy.  This does not apply if the vacancy in the office of the President-Elect is a direct result of a vacancy in the office of the President.

iv) A vacancy in any other office will be addressed as outlined in Article VII, Section 3a.



e) Section 5. Duties of Officers

i) President – The President shall be the Chief Executive Office of the Society. He/She shall preside at the Annual Business Meeting and all meetings of the Board of Directors; prepare an agenda for the annual business meeting in accordance with Article VIII of these Bylaws: prepare an agenda for each meeting of the Board of Directors; submit it to the members of the Board 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 Elections and Nominations Committees; present to the Board of Directors and membership an annual report of the Society's activities.

ii) President-Elect – The President-Elect, if sitting, shall become acting President and shall assume the duties of the President in the event of the President's absence, resignation, or disability; he/she shall perform such other duties as shall be assigned by the President or Board of Directors.

iii) Vice-President – The Vice-President shall assume the duties but not the office of the President-Elect in the event of the President-Elect's absence, resignation, or disability; and will also continue to carry out the duties of the office of the Vice-President. The Vice-President shall perform duties as assigned by the President or Board of Directors.

iv) 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. This officer shall see that full accurate accounts are kept, make a written quarterly financial report to the Board of Directors, and a complete written yearly report at the Annual Business Meeting of the Board of Directors. At the expense of the Society, he/she shall be bonded in an amount determined by the Board of Directors. 

v) Secretary – The Secretary shall have charge of keeping the minutes of the Board of Directors regular business meetings and the annual business meeting; executing the general correspondence; and in general, performs all duties assigned by the President or the Board of Directors.

vi) Immediate Past President – The Immediate Past President shall advise and consult with the President and shall perform such other duties as shall be assigned by the President or the Board of Directors.  

vii) Directors – There are three director positions. A director serves as a representative of the affiliate and performs duties as directed by the President.

viii) Delegates—They shall fulfill the duties as assigned in the delegate section of the bylaws or as assigned by the President.



6) Article VI - Nominations and Elections

a) Section 1. Nominations and Elections Committee

i) The Board of Directors shall appoint a nominations and elections committee each year at least one hundred and twenty (120) days before the Annual Business Meeting. The committee shall present a slate of nominees to the Board of Directors prior to preparing a ballot.



b) Section 2. Nominations

i) The Nominations and Elections Committee may place in nomination the names of one (1) or more persons for the offices of President-Elect, Vice President, Secretary, Director-Elect, and Delegate. Only Active AARC Members in good standing and not known to have any licensure or legal proceedings pending shall be eligible for nomination. The Nominations and Elections Committee shall provide a pertinent biographical sketch of each nominee's professional activities and services to the organization, all of which shall be a part of the ballot.



c) Section 3. Electronic Ballot

i) The election vote shall be performed by electronic processes with provisions for write-in votes for each office.  The electronic ballot shall be sent to the Society’s Active AARC Members in good standing and eligible to vote at least thirty (30) days prior to the Annual Business Meeting.  Electronic submissions will be accepted up to a clearly published deadline.



d) Section 4. Election Results

i) Upon conclusion of the election period, the Nominations and Elections Committee shall check the eligibility of each ballot and tally the votes. The newly elected officers shall be notified and welcomed by the President.  The results of the election shall be announced to the membership prior to the Annual Business Meeting.



7) Article VII - Board of Directors

a) Section 1. Composition and Powers

i) The Board of Directors shall consist of the President, President-Elect, Vice-President, Secretary, Treasurer, Immediate Past-President, three (3) Directors and two (2) delegates.  The Board of Directors will hereinafter be referred to as the Board.

ii) The President shall be Chair and presiding officer of the Board of Directors and the Executive Committee. He/She shall invite individuals to the meeting of the Board as he/she shall deem necessary with the privilege of voice but not vote.

iii) The Board of Directors shall have the power to adopt and rescind established policies and procedures of the Society.



b) Section 2. Duties

i) Supervise all business and activities of the Society within the limitations of these Bylaws.

ii) Adopt and rescind standing rules of the Society.

iii) Perform such other duties as may be necessary or appropriate for the management of the Society. 



c) Section 3. Vacancies

i) Any vacancy that occurs 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 until the next regular election.



d) Section 4. Meetings

i) The Board of Directors shall meet immediately preceding and immediately following the annual business meeting of the Society and shall not hold fewer than two (2) regular and separate meetings during the calendar year.

ii) Special meetings of the Board of Directors shall be called by the President at such times as the business of the Society shall require, or upon written request of five (5) members of the Board of Directors filed with the President and Secretary of the Society.

iii) A majority of the Board of Directors shall constitute a quorum at any meeting of the Board.



e) Section 5. Vote

i) Whenever, in the judgment of the Board of Directors, it is necessary to present any business to the membership prior to the next regular or annual business meeting the Board of Directors may, unless otherwise required by those Bylaws, instruct the Nominations and Elections Committee to conduct a vote of the membership by appropriate means. The question thus presented shall be determined according to a majority of the valid votes received within thirty (30) days after date of such submission, except in the case of a constitutional amendment or change in the Bylaws when a two-thirds (2/3) majority of the valid votes received is required. Any and all action approved by the members in accordance with the requirements of this Article shall be binding upon each member thereof. Any amendment(s) to the Bylaws of this Society shall be presented to the membership at least thirty (30) days prior to a vote, as provided in Article XVI of these Bylaws concerning Amendments.



f) Section 6. Executive Committee

i) The Executive Committee of the Board of Directors shall consist 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. 



8) Article VIII - Annual Business Meeting

a) Section 1. Date and Place

i) The Society shall hold an annual business meeting in the last quarter of each calendar year; additional meetings may be held as required to fulfill the objective of the Society.

ii) 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 or other appropriate means of communication, provided the material is sent in the same words to the voting membership.



b) Section 2. Purpose

i) 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.



c) Section 3. Notification

i) Notice of the time and place of the Annual Business Meeting shall be sent to all members of the Society not fewer than thirty (30) days prior to the meeting. 



d) Section 4. Quorum

i) A majority of the voting members registered at a duly called business meeting shall constitute a quorum.



9) Article IX – Society Delegates to the House of Delegates

a) Section 1. Election

i) There shall be two Delegates elected to the board.  Delegates of the Society to the House of Delegates of the AARC shall be elected as specified in the AARC Bylaws.



b) Section 2. Term of Office

i) The Delegate shall be elected for a four (4) year term.  Elections for one (1) delegate position will take place every two (2) years.



c) Section 3. Duties

i) The duties of the Delegates shall be as specified in the Bylaws of the AARC.



d) Section 4. Board Member (ex-officio)

i) The Delegate shall be a voting member of the Society Board of Directors.



e) Section 5. Multiple Offices

i) Delegates may not hold concurrent elective offices.



f) Section 6. Succession

i) No person may serve more than eight (8) consecutive years or two consecutive 4-year terms in the House of Delegates.



g) Section 7.  Vacancies

i) In the event of a Delegate’s absence, resignation, assumption of duty as an Officer of the HOD or disability, the Society may be represented in the House of Delegates by the President or representative deemed appropriate by the Delegate’s Credentials Committee.  This representative shall not assume the office of Delegate and will be a non-voting member of the HOD.



10) Article X – Committees

a) Section 1. Standing Committees

i) 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 Article VI, Section 1 of these Bylaws.

(1) Membership

(2) Budget and Audit

(3) Judicial

(4) Nominations and Elections

(5) Program and Education

(6) Bylaws

(7) Publications and Public Relations



b) Section 2. Special Committees and Other Appointments

i) The President may appoint special committees, Special Advisors to the President, or Consultants to the board. The appointed ‘Consultant’ or ‘Special Advisor to the President’ may not be a currently sitting board member. They may be a former officer of the board, or any other USRC (or AARC) member that the board deems appropriate. The ‘Consultant’ and ‘Special Advisor to the President’ will not be a voting board member.



c) Section 3. Committee Chair's Duties

i) The President shall appoint the chair of each committee.

ii) The Chair of each committee shall confer promptly with the members of his/her committee on work assignments.

iii) The Chair of each committee may recommend prospective committee members to the President. When possible, the Chair of the previous year shall serve as a member of the new committee.

iv) All committee reports and updates will be presented at the regular business meetings.

v) The President may appoint non-members or physician members as consultants to the committees.

vi) Each committee Chair requiring operating expenses shall submit a budget for the next fiscal year to the Budget and Audit Committee.



11) Article XI – Duties of Committees

a) Committee duties as specified by policy and procedure of the Society.



12) Article XII – Society Medical Advisor

a) The Society shall have at least one (1) Medical Advisor, and shall conform to the AARC Bylaws concerning Society Medical Advisors.



13) Article XIII – Fiscal Year

a) The Fiscal Year of this Society shall be from January 1 through December 31.



14) Article XIV – Ethics

a) If the conduct of any Society member shall appear, by report of the Society or the AARC Judicial Committee, to be in willful violation of the Bylaws or standing rules of this Society or the AARC, or prejudicial to this Society's interests as defined in the AARC Code of Ethics, the Board of Directors may, by a two-thirds (2/3) vote of its entire membership suspend or expel such member. A motion to reconsider the suspension or expulsion of any member may be made at the next regular meeting of the Board of Directors. All such suspensions or expulsion actions shall be reported immediately to the AARC Judicial Committee.



15) Article XV – Parliamentary Procedure

a) 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 of the AARC.



16) Article XVI – Amendments

a) These Bylaws may be amended at any regular or called meeting or by mail vote of the Utah 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 thirty 30 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.

 

Revised May 2017




CoARC Update

By

CoARC 2.

COMMISSION ON ACCREDITATION FOR
RESPIRATORY CARE

CoARC Update

Brad Leidich, MSEd, RRT, FAARC
President

Tom Smalling, PhD, RRT, RPFT, FAARC
Executive Director

Mission Statement

The mission of the Commission on Accreditation
for Respiratory Care (CoARC) is to ensure that
high quality educational programs prepare
competent respiratory therapists for practice,
education, research and service.

Value of Programmatic Accreditation

Provides consumer protection, advances and
enhances a profession, and protects against
compromise of educational quality.

e o
WWW.COarc.com CoARC =

. -
What Does CoARC Do?
Holds programs accountable to the profession, consumers,
employers, students and their families, practitioners— and to one
another by ensuring that program goals and outcomes are
appropriate to prepare individuals to fulfill their expected roles;

Evaluates the success of programs in achieving goals and
outcomes;

Assesses the extent to which programs meet accreditation
Standards;

Informs the public of the purposes and values of accreditation and
identifies programs that meet accreditation standards; and,

Fosters continuing improvement in programs — and, thereby, in
professional practice.

Rl
WWW.COarc.com CoARC 2
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Program Numbers by CoARC Level as of September 1, 2017 (n=450)
200-level | 210-level | 220-level | 300-level 400 Jevel 500-level
(Entry | (Entry ADT | (Entry ADT (us. (Sleep cert) (Degree
Base) BS) MS) satellites) P Advancement)
Somtinuing |, 479 3 3 1 5 0
Accreditation
Probationary
0 0
Accreditation 4 g g 2
Provisional
Accreditation = 2 5 4 - =
Inactive
Accreditation : 9 0 0 g 4
Approval of 7 0 0 o o 3
Intent
Letter of 3 0 0 0 o o
Intent
Total # of Associate Degree Programs 366 (82%)
Total # of Baccalaureate Degree Programs 71 (16%)

Site Visit Data

® 16 site visits were completed in 2014.
® 46 site visits were completed in 2015.
® 63 site visits were completed in 2016.

Future Site Visits:

® 2017 SSRs due - 45 SVs expected - 48
® 2018 SSRs due - 67 SVs expected - 48
© 2019 SSRs due - 24 SVs expected - 42
© 2020 SSRs due - 83 SVs expected - 65
© 2021 SSRs due - 20 SVs expected - 42
WWW.COarc.com CoA B‘C’J

= Reports on Accreditation Data

® As of March 2017, the following data is now reported on CoARC’s
web site (www.coarc.com/47.html) as an aggregate for the three
previous reporting years (2013-15) from the 2016 RCS:

® 3-year time period being reported;
® CRT and RRT credentialing success;
¢ Attrition;

® Job placement;

® Graduate and Employer Overall Satisfaction;
® On-Time Graduation Rate; and

® Total number of program enrollees and graduates during that period.

¢ The web page above also provides a link to an interactive map of all
CoARC program information as of December 31, 2016. —

»|

WWW.COarc.com CoARC 2
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2016 Report on Accreditation

The 2016 Report on Accreditation in
Respiratory Care Education provides:

* descriptive statistics of COARC 2016 Report on
programs as of 12/31/16; Accreditation
« accreditation actions taken in 2016; C:::Ezﬂ';g?;
+ aggregated statistics of graduate, e o ey
enrollment, and outcomes data for T
the 2016 RCS as well as data CoARC =
related to AARC 2015 and Beyond; Pubised M 12,2007
* The report is available for
download at www.coarc.com. e et e e

™ Report on Accreditgﬁgn_ﬁighlights

+ Compared to 2015, there was a 1.4% decrease in associate degree
programs and a 6.6% increase in baccalaureate degree programs.
There was a 30.6% increase in baccalaureate programs since 2011.

* The AAS degree accounted for the largest (46.3%) of all degree
types, an increase of 61% since 2011. There was an 11% decrease
in AS degree programs since 2015.

+ Total applications decreased by 40% between 2011 and 2015.

« Total new enrollments decreased by 6.2% compared to 2014 and by
21% since 2009. New enrollments decreased by 7.2% for associate
programs, and by 0% for baccalaureate programs.

+ Compared to 2014, total graduates decreased by 10.7% (11.4% for
associate degree programs, by 5.5% for baccalaureate degree
programs, and by 4.4% for master’s degree programs ).

B e

"’/F{eport on Accredit;ESnil-Tighlights

* The mean attrition rate decreased slightly to 18.5% with 11
programs above the 40% threshold;

* The mean placement rate increased to 84.3% and is the lowest
mean placement rate since prior to the 2011 RCS;

* The mean CRT credentialing success increased slightly to 92.5%
with 35 programs below the 80% threshold; BS programs had a
higher mean (96.1%) than AS programs (91.8%);

* The mean RRT credentialing success increased to a high of 72.7%
(an 11.5% increase since 2011) with BS programs having a higher
mean (84.9%) than AS programs (70.5%);

+ 87 ASRC programs and satellites (including 45 at a 4-Year College/
University) are capable of offering a baccalaureate entry program.

October 2017
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Entry into Practice B.éc_algl,lreate
Degree Eligibility — Program #s

Table 50 - Baccalaureate Degree Eligibility-Number of Programs for 2013 (N=441), 2014
(N=438), 2015 (N=427), and 2016 (N=428)

Baccalaureate Degree #of Programs # of Programs  # of Programs  # of Programs
igibili asof1231/13 asof 1231114 asof 123115 asof 1231116

7Entry into Practice Baccalaureate
Degree Eligibility — Enroll/Grad #s

Table 51 - Baccalaureate Degree ity- Enroliment Capacity and Graduates for 2014 (N=438), 2015
[N=427). and 2016 (N=428

Total
Graduates.

Maximum
Enrollment
Capacity

Baccalaureate w

Eligibility Category as of
as of of 12131114

1243 | 12313 1213115

i

2l

:

N =71 asof March 2017
Red = No programs in that state (22)
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N =124 as of March 2017
Red = No DA or Entry programs in that state (17)

© The 2017 RCS due date was July 1%t

® The data collected for the 2017 RCS will focus on the
reporting years for 2014, 2015, and 2016 (i.e., outcomes
data from January 1, 2014 thru December 31, 2016);

® The validation and review of the 2017 Annual Report of
Current Status (RCS) will be completed by mid September;

* New RCS Webinar & help docs available on our website.

—

Ed
Www.coarc.com CoARC £
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2018 Annual Report of Current Status

‘. indigointeractive

CoARC and Indigo Interactive have teamed up to develop a new Annual Report of Current
Status tool. The new program is set up in a manner that is user friendly and
comprehensive. Some of the updates are:

Programs will be able to upload supplemental documents directly into the RCS.

Programs will be able to generate reports directly from within the RCS rather than

having to order a pdf from the developers.

Programs will have access to data input year-round.

The new Interactive Outcomes map provides a visual representation of outcomes data
for programs by region and state

Previously input data will be imported into the system prior to the launch of the new
program. The system will include on-screen instructions to guide and train end users.
The new RCS should be available to all programs by early 2018.

—

WWW.COarc.com COARC =

e

e

r;/ S b : 7._7
Revised Entry into Practice Standards

® The CoARC Board published a revision to its Accreditation
Standards for Entry into Respiratory Care Professional Practice

¢ Qualifications for minimum degree from an Educational Sponsor
in Standard 1.01 (Institutional Accreditation)

* With clarifying changes to Evidence of Compliance/Interpretive
Guidelines to 1.03 and 1.04 (Sponsor Responsibilities), 2.01
(Institutional Resources), 2.03 (Key Personnel), 2.11 (Medical
Director), 3.05 (Assessment of Program Goals), 3.06 (Student
Evaluation), 3.09 (Reporting Program Outcomes), 4.03 (Minimum
Course Content), and 5.03 (Public Information on Program
Outcomes), and Glossary.

¢ Revised Standards will become effective on January 1, ZOIL

WWW.COarc.com CoARC =

iy = —— e

/ == = =
Revised Entry into Practice Standards

® Revised Standard 1.01:

Except as provided in the following sentence, an educational sponsor
must be a post-secondary academic institution accredited by a
regional or national accrediting agency that is recognized by the U.S.
Department of Education (USDE) and must award graduates of the
program a baccalaureate or graduate degree upon completion of the
program. For associate degree programs that applied for
accreditation or were accredited prior to January 1, 2018, an
educational sponsor must be a post-secondary academic institution
accredited by a regional or national accrediting agency that is
recognized by the USDE. These programs may continue to award
graduates of the program an associate degree as long as they remain

accredited by the CoARC.
WWW.coarc.com CoARC 2
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CoARC Joins HPAC

® CoARC, along with 17 other accrediting organizations, joined
the Health Professions Accreditors Collaborative (HPAC) This
move expands the composition of HPAC to 23 organizations
committed to working together to advance inter-professional
education (IPE), practice, and quality, as well as working
together on other educational and research issues of common
interest.

* For more information on HPAC, visit their website:

WWW.coarc.com CcoApe

Attrition is Out- Retention is In

® The CoARC Board approved changes to the retention
(formerly attrition) outcomes measure which became
effective January 1, 2017;

® Threshold is 70% retention of the total number of
students in the enrollment cohort (3-year average);
* Non-academic attrition is not included in the calculation

* More details about the revised definition can be accessed
on the CoARC Thresholds webpage:
http://www.coarc.com/15.html

S |
WWW.COarc.com CoARC =

'/F“k - 7%\_1-."\_7_
[ Development of an RRT-Based Threshold
* In May 2010, CoARC stopped making accreditation decisions based

on the RRT Credentialing Success since the RRT was voluntary in all
50 states at the time. Today it is voluntary in 47 states.

® With the advent of the NBRC TMC Exam, all graduates entering the
profession must take a written examination with two cut scores.
Achieving the higher cut score means the graduate earns the CRT
and is eligible to take the CSE to earn the RRT.

* CoARC is gathering data over the next couple of years in order to
identify a high cut score threshold. An announcement will be made
once the data has been reviewed and a threshold established.

© Target date is annual reports due July 1, 2018.

S|
WWW.COarc.com CoARC 2
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= CoARC Scholarship and Research Fund

George G. Burton, MD Student
Educational Research Scholarship:

* Established a scholarship to support up to $2,000 for
educational or accreditation research by a student of a
CoARC accredited program.

Louis Sinopoli, PhD, RRT, FAARC Educational
Research Fund:

* Established a scholarship to support up to $2,000 for
educational or accreditation research by a faculty member
(or members) of a CoARC accredited program (or programs).

Deadline for submission is February 15t of each year i
WWW.COarc.com CoARC -g‘

— e

Upcoming CoARC Board Meetings

November 9-11, 2017
Bedford, TX

March 8-10, 2018

Bedford, TX
July 2017
San Antonio, TX
WWW.Coarc.com CoARC )
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February 27, 2017
TO: Carol Blackford

RE: Pulmonary Rehab APC Assignment

This recommendation is a consensus of the American Association for Respiratory Care, the American
Thoracic Society, CHEST/The American College of Chest Physicians and the National Association for
Medical Direction of Respiratory Care.

Pulmonary rehabilitation is a covered service under the Medicare benefit, supported by a specific
benefit category approved by the Congress in 2008 with formal implementation January 1, 2010. As
part of that formal implementation CMS created HCPCS code G0424, a bundled code encompassing the
broad set of services integral to pulmonary rehabilitation. As the chart below indicates, there has been
conspicuous inconsistency in the way CMS regards pulmonary rehabilitation services in terms of APC
assignment and status indicator. It had enjoyed its own APC until recently, when it was linked to a
variety of other services. For 2017 itis included in APC #5733 (Level 3 Minor Procedures), along with
60+ procedures that have virtually no clinical coherence or resource utilization comparable to
pulmonary rehabilitation.

| Year G0424 APC/# of codes
S 2010 | $50.46 102 (1)

S 2011 | $62.98 102 (1)

S 2012 | $37.43 102 (1)

S 2013 | $39.31 102 (1)

S 2014 | $35.35 077 (6)

Q1 |2015 |$52.35 0340 (50+)

Ql |2016 |$55.94 5733 (50+)

S 2017 | $54.53 5733 (60+)

For comparison, we point to cardiac rehabilitation services, a similar service that differs from pulmonary
rehabilitation primarily by its qualifying criteria and outcome measurements. For example, to qualify for
pulmonary rehabilitation the patient must have moderate, severe or very severe COPD. Cardiac
rehabilitation’s qualifying criteria generally focus on rehabilitation after an acute event. CMS’
perspective on clinical similarities shows two policies virtually identical, as demonstrated in the table
below. Despite the similarities, cardiac rehabilitation has enjoyed its own APC over the identical
timeframe (2010-2017).

CARDIAC REHAB - 42 CFR 410.49 PULMONARY REHAB - 42 CFR 410.47
DEFINITION MD-supervised program that furnishes MD-supervised program that furnishes
MD-prescribed exercise cardiac risk MD-prescribed exercise designed to
factor modification, psychosocial optimize physical and social performance
assessment, outcomes assessment and autonomy, psychosocial assessment,






outcomes assessment

INDIVIDUALIZED

Written plan tailored to each individual

Written plan tailored to each individual

TREATMENT PLAN | patient that includes description of patient that includes individual’s
diagnosis; type, amount, frequency, and diagnosis; type, amount frequency, and
duration of items and services furnished duration of items and services under the
under the plan; established, reviewed, plan; goals set for the individual under
and signed by a physician every 30 days the plan; established, reviewed and

signed by a physician every 30 days

OUTCOMES Evaluation of progress as it relates to Evaluation of patient’s progress as it

ASSESSMENT individual’s rehab, including assessments | relates to individual’s rehab, including
from commencement and conclusion of beginning and end evaluations based on
CR, objective clinical measures of patient-centered outcomes, objective
exercise performance and self-reported clinical measures of effectiveness of PR
measures of exertion and behavior program including exercise performance

and self-reported measures of shortness
of breath and behavior

PSYCHOSOCIAL Evaluation of individual’s mental and Evaluation of individual’s mental and

ASSESSMENT emotional functioning as relates to emotional functioning as relates to
individual’s rehab, includes assessment of | individual’s rehab or respiratory
those aspects of individual’s family and condition; includes assessment of those
home situation that affects rehab aspects of individual’s family and home
treatment, and psychosocial evaluation situation that affects rehab treatment,
of individual’s response to and rate of and psychosocial evaluation of
progress under treatment plan individual’s response to and rate of

progress under treatment plan

PHYSICIAN- Aerobic exercise combined with other Aerobic exercise that improves or

PRESCRIBED types of exercise (strengthening, maintains an individual’s pulmonary

EXERCISE stretching) as determined appropriate for | functional level; includes techniques such
individual patient as exercise conditioning, breathing

retraining, step, and strengthening
exercises

DURATION Up to 36 sessions, maximum 2 sessions Up to 36 sessions, maximum 2 sessions

per day, over period up to 36 weeks

per day; an additional 36 sessions are
authorized if medically necessary

The most important clinical differences between cardiac and pulmonary rehabilitation are these aspects
related to pulmonary rehabilitation:

e Rehabilitation potential is much greater for heart disease than COPD.
1. Lower intensity exercise prescription, resulting in slower progress;

2. Pulmonary patients sicker (higher acuity) more exacerbations, more sick days;
3. Less adherent; more absences hinder progress;






4. Higher level of supervision and staff-to-patient ratio required (oxygen tanks, slower
progress, less ability to be independent;
e Psychological challenge of the chronic nature of pulmonary disease that will not improve.
e More education-counseling needed (group and 1:1)
1. Medications, inhaler devices, etc.
2. Less ability to achieve self efficacy.

Financial Impact on Medicare: We conducted a thorough analysis of Medicare data relevant to the two
rehabilitation programs, which we summarized in the table below:

Description [ sI Number of Singles Geometric Mean Cost
New APC Cardiac & Pulm. Rehab 3,331,303 $98.37
93797 Cardiac Rehab S 121,962 $92.92
93798 Cardiac Rehab/monitor S 2,769,228 $111.28
G0424 Pulmonary Rehab S 440,113 $46.03

Given the strong similarities among these two sets of services, we recommend
that CMS merge pulmonary rehabilitation services (G0424) and cardiac
rehabilitation services (CPT 93797, 93798) into one unique APC.

If the Agency determines to accept our recommendation and the methodology used in 2015 (the year in
which most recent data are available), there would be three critically important financial implications for
the rehab community:

1. Pulmonary rehab will experience a significant increase in APC payment;

2. Cardiac rehab will experience a reduction in APC payment of approximately 10%;

3. Aggregate payment for the two services would be reduced by approximately $17M. This
calculation is based on Medicare payment IF the payments were based on separate APCs using
the approximate calculations above, compared to a combined payment noted in the table.

Two times rule: We fully recognize that this recommendation, if adopted, could lead to a violation of
the two-times rule. As the table above indicates, the geometric mean cost (2015 data) for G0424 is
S46+ while the geometric mean cost for 93798 is $111+. We strongly urge the Agency to specify a
waiver to the two times rule to accommodate these services in the same, unique APC, per our
recommendation.

Please feel free to contact me if you have any questions regarding this recommendation.

Phil Porte
Executive Director
NAMDRC
703-752-4359
phil@namdrc.org
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AN AFFILIATE OF THE AMERICAN ASSOCIATION

FOR RESPIRATORY CARE



ARTICLE I – NAME



This organization shall be known as the Nevada Society for Respiratory Care, Inc., herein referred to as the Society, which is incorporated in the state of Nevada; and which is a chartered affiliate of the American Association for Respiratory Care, herein referred to as the AARC. The Society shall abide by the rules and regulations of the AARC as promulgated from time to time.



ARTICLE II – BOUNDARIES



The area included within the boundaries of this Society shall be the boundaries of the State of Nevada, and shall be divided into two districts as follows:

Southern District shall be Clark County, Nye County, Lincoln County, and Esmeralda County.

Northern District shall be all the rest of the counties within the State of Nevada (Carson City, Churchill, Douglas, Elko, Eureka, Humboldt, Lander, Lyon, Mineral, Pershing, Storey, Washoe, and White Pine).



ARTICLE III– OBJECT



Section 1: Purpose--The Society is formed to:

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

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

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

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

e. Represent the respiratory care profession in the event of governmental legislation involving the profession.



Section2: Intent

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

b. The Board of Directors shall provide for the distribution of the funds, income, and property of the Society.

c. In the event of the dissolution of this Society, whether voluntary or involuntary, all of its remaining assets shall be distributed in such a manner as the Board of Directors of this Society shall by majority vote determined to be the best calculated to carry out the objectives and purposes for which this Society is formed.

d. The Society shall not commit any act that shall constitute the unauthorized practice of medicine under the laws of the State of Nevada.



ARTICLE  II IV - MEMBERSHIP 



Section 1: Classes

The membership of the Society shall include three classes: Active Member, Associate Member, and Student Member. Members of the Society shall be bound by the Articles of Incorporation, Bylaws, standing rules, code of ethics, and other rules, regulations, and policies adopted from time to time by the Society.

Section 2: Active Member

An Active Member in good standing of the American Association for Respiratory Care as specified in Article III, Section 2 of the AARC bylaws is eligible to be an active member of the Society, provided the member's place of employment is within the state of Nevada. Active Members in good standing shall be entitled to all the rights and privileges of membership including: the right to hold office, hold committee chairs, and vote.

Section 3: Associate Member

An Associate or Special Member in good standing of the American Association for Respiratory Care as specified in Article III, Sections 3 and 4 of the AARC bylaws is eligible to be an Associate Member of the Society. Associate Members shall have all the rights and privileges of the Society except that they shall not be entitled to hold office, or chair any committees of the Society, or vote.

Section 4: Student Member

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

Section 5: Application for Membership

Application for membership should go to the AARC, accompanied by any applicable dues payment.

Section 6: Payment of Dues

Each member of the Society shall pay annual dues in such amounts and in such manner as may be established by the Board of Directors, and upon the approval of a majority of the voting membership.

Section 7: Fiscal Year

The fiscal year of the Society shall begin on January 1 and end on December 31.

Section 8: Ethics

If the conduct of any member shall appear, by report of the Society or the AARC Judicial Committee, to be in violation of the Bylaws, the standing rules of the Society or the AARC's code of ethics, or other regulations, policies, or procedures adopted by the Society, or shall appear to be prejudicial to the Society's interests, such member may be reprimanded, suspended, expelled, or have their membership status reclassified in accordance with the procedures set forth in the Society's policies and procedures. Any such punitive action shall be reported immediately to the Judicial Committee of the AARC.



ARTICLE III V - NOMINATIONS AND ELECTIONS



Section 1: Nominations

a. Nominations will be made through the Nominating Nominations and Elections Committee, by mail or electronic mail, prior to August 30 of each year.

b. Only Active members in good standing shall be eligible for nomination. The Nominating Nominations and Elections Committee shall provide a pertinent biographical sketch of each nominee's professional activities and services to the organization, all of which shall be a part of the ballot.

Section 2: Ballot

a. If the Society's Board of Directors specifies that the vote shall be by mail, or electronic mail, the list of nominees shall be so designed as to be a secret mail ballot with provisions for write-in votes for each office.

b. The Nominating Nominations and Elections Committee’s slate, with biographical sketches, shall be mailed or electronically mailed to each Active member in good standing by October 1 each year.

c. To be accepted, ballots must be postmarked by the 31st of October each year. The return deadline date shall be clearly indicated on the ballot.

d. Society elections shall be determined by a plurality of votes cast. A tie vote shall be decided by lot.

e. If despite every reasonable effort, the Nominations and Elections Committee is unable to solicit any nominee for any position(s), the Board of Directors shall appoint a qualified member to serve the next term.

f. The results of the election shall be announced via email by December 1 of each year.



ARTICLE IV-VI - OFFICERS



Section 1: Officers

The officers of the Society shall be: President, President-elect (who shall automatically succeed to the Presidency), Immediate Past President, Vice-President, Secretary, and Treasurer.



Section 2: Student Representatives

Each respiratory training program in the state shall identify a representative each academic year from their respective school to attend Society meetings. Student representatives shall not be voting members. They may not attend any meeting or portion of any meeting called under Executive Session.



Section 2 3: Term of Office

a.The President shall serve a term of two years beginning on January 1 of the odd numbered years. The President -Elect and Immediate Past President shall serve a term of one year. The President-elect shall serve a term of 1 year beginning on January 1 of the even year and the Immediate Past President shall serve a term of 1 year beginning on January 1 of the odd year. The Vice President shall serve a term of two years beginning January 1 of the even years, the Treasurer shall serve a term of two years beginning on January 1 of the odd numbered years, and the Secretary shall serve a term of two years beginning January 1 of the even years.

b. The Secretary shall not serve more than three (3) consecutive terms in the same office. and the Vice President is are not limited to the number of terms they may serve in that position.

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

d. The President-elect, President, and Immediate Past-President are not limited to the number of terms they may serve in the same office.

Section 3 4: Vacancies in Office

In the event of a vacancy in the office of President, the President-elect shall become the Acting President to serve the unexpired term and shall serve the successive term as President. 

In the event of a vacancy in the office of the President-elect, the Vice-President shall assume the duties, and the office, of the President-elect. This individual will succeed to the office of President. The office of Vice-President will be filled by appointment as defined in Article IV, Section 3, c and serve in that position until the next scheduled election for that position.

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

In the event of a vacancy in the office of Immediate Past President the office shall remain vacant. 

Section 4 5: Duties of Officers

a. President - The President shall preside at all regular and special meetings of the Society, as well as the Annual Business Meeting and all meetings of the Board of Directors. The President shall prepare an agenda for each meeting at which they preside and submit it to the membership no fewer than 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; and present to the Board of Directors and the membership the annual report of the Society.

b. President-elect - The President-elect shall become the Acting President and shall assume the duties of the President in the event of the President's absence, resignation, or disability; and shall perform such other duties as shall be assigned by the President or the Board of Directors.

c. Vice-President - The Vice-President shall act as the official liaison of the Society in activities involving areas within the state of Nevada. The Vice-President shall perform such duties as shall be assigned by the President and the Board of Directors; assume the duties of the President-elect in the event of the President-elect's absence, resignation, or disability, but will also continue to carry out the duties of the office of Vice-President.

d. Secretary - The Secretary shall have charge of keeping the minutes of the Board of Directors' meetings, the Annual Business Meeting, and all regular and special meetings of the Society. The Secretary shall execute the general correspondence, attest to the signatures of the officers of the Society; send to the Executive Office of the AARC a copy of the minutes of every Society and Board of Directors meeting within thirty (30) calendar days following the meeting; send the Chartered Affiliates Committee, through the Executive Office of the AARC, the names and addresses of the directors, officers, delegates, and medical advisors, within fourteen (14) calendar days following their election. 

e. Treasurer - The Treasurer shall have charge of all funds of the Society; endorsing checks, notes or other orders for the payment of bills; dispersing the funds in accordance with the approved budget and depositing funds as the Board of Directors may designate; see that full and accurate records of all financial transactions are kept; and prepare and submit in writing, an annual report of the finances of the Society for the Board of Directors and the membership.

f. Immediate Past President - The Immediate Past President shall advise and consult with the President and shall perform such other duties as shall be assigned by the President or the Board of Directors.



ARTICLE  V  VII- BOARD OF DIRECTORS



Section 1: Composition and Powers

a. The executive government of the Society shall be vested in a board of eleven (11) active members consisting of the Officers, two (2) delegates, and four (4) Directors-at-large. All officers except the President shall be voting members on the Board.

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

c. A majority of the Board of Directors shall constitute a quorum at any meeting. A quorum consists of a majority of Board members currently seated. Vacant positions do not count as seated positions. The President is counted as a seated member of the Board even though not a voting member.

d. The Board of Directors has the power to conduct an electronic mail vote or phone vote via the President of the members of the Board. Results of the electronic mail or phone vote shall be tallied by the President and ratified by the Board.

e. The Society shall hold an annual business meeting each fiscal year.

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



Section 2: Term of Office

a. There shall be two Directors from each district.

a.b. Two (2) Directors-at-large shall be elected each year, one from the Northern District and one from the Southern District. The term of office for Directors-at-large shall be two years and shall begin on January 1st following the year elected. 

a.c. Directors-at-large, having served a full two-year term may succeed themselves in that office.

Section 3: Duties - The Board of Directors shall:

a. Supervise all the business and activities of the Society within the limitations of these Bylaws and in accordance with the Bylaws of the AARC.

b. Notify the Medical Advisor(s) of all such meetings and actions as deemed pertinent. 

c. Perform such other duties as may be necessary or appropriate for the management of the Society.

Section 4: Vacancies

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

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

Section 5: Mail Vote/Electronic Mail Vote

Whenever, in the judgment of the Board of Directors, it is necessary to present any business to the membership prior to the next regular or annual meeting, the Board of Directors may, unless otherwise required by these Bylaws or by the Bylaws of the AARC, conduct a vote of the membership by mail or electronic mail. Such votes shall require approval of a majority of the valid votes received within thirty (30) calendar days after date of such submission to the membership. The result of the vote shall control the action of the Society.



ARTICLE VI VIII - SOCIETY DELEGATION TO THE HOUSE OF DELEGATES



Section 1: Composition

The Delegation of the Society shall be composed of two (2) delegates. 

The Delegation of the Society shall be elected by the active members. 

Only Active Members in good standing of the AARC who are not on the Board of Directors of the AARC shall be eligible for the Delegation. 

d. The Society shall have the power to declare the office of Delegate vacant upon refusal, neglect or inability of the Delegate to perform the duties of the office, or for any conduct deemed prejudicial to the Society or the AARC. 

Section 2: Term of Office 

a. The term of office for Delegates shall be four years and shall begin on January 1 on odd numbered years. Delegates shall be elected on alternating even numbered years.

b. Delegates, having served a full four-year term, may succeed themselves in that office. 

Section 3: Duties 

a. The duties of the delegates shall be as specified in Article VII, Section 3 c. of the AARC Bylaws.



ARTICLE VII IX- COMMITTEES



Section 1: Formation

All committees shall be appointed by the President subject to the approval of the Board of Directors, except as otherwise specified in these Bylaws.



Section 2: Composition and Duties

a. Budget and Audit Committee

1. The committee shall be composed of the Executive Committee. 

2. The committee shall propose an annual budget for approval by the Board of Directors.

3. The President shall serve as Chair of the committee.

b. Nominations and Elections Committee

1. The Executive Committee shall serve as the Elections Committee.

2. The committee shall prepare, distribute, receive, verify, and count all ballots.

c. Nominating Committee

1. The committee shall be chaired by the President, and consist of no fewer than three active (3) members of the Society.

2. The committee shall prepare for approval of the Board of Directors, a slate of nominees for officers and directors for the annual election. This shall be accomplished with critical appraisal of personal qualifications and geographic representation (as applicable) of potential candidates to insure that the nominations are in the best interests of the Society and the AARC.

3. The committee shall prepare, distribute, receive, verify and tally all the ballots.

d. Program and Education Committee

1. The committee shall consist of no fewer than three active (3) members and be so constructed as to provide experienced members for program and education planning.

2. The Medical Advisor(s) or their designee(s) will be consultant member(s) of this committee.

3. The committee shall prepare the program for the Annual Meeting and all other programs, as directed by the President. 

e. Bylaws Committee

1. The committee shall consist of the Immediate Past President and a minimum of two (2) additional active members of the Society.

2. The committee shall receive and prepare all proposed amendments to the Bylaws for submission to the Board of Directors.

f. Executive Committee

1. The Executive Committee of the Board of Directors shall consist of the President, President-Elect, or Immediate Past President, Vice President, Immediate Past President, Secretary, and Treasurer.



Section 3: Committee Chair's Duties

a. The President shall appoint the Chair of each committee. The Chair shall perform those duties specified by the President and the Board of Directors to carry out the objectives of the Society.

b. The Chair of each committee shall confer promptly with the members of the committee on work assignments.

c. Members of any membership class may be appointed as consultants to committees.

d. Individuals who are non-members may be used as consultants with approval of the Board of Directors.

Section 4: Special Committees and Other Appointments

a. Special committees may be appointed by the President subject to approval of the Board of Directors.

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

Section 5: Vacancies on Committees

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



ARTICLE VIII X- MEDICAL ADVISOR



Section 1: Requirement

The Society shall have at least one (1) Medical Advisor to be appointed by the Board of Directors.

Section 2: Duties

The Medical Advisor shall:

a. Be a member in good standing of the AARC and be approved by its Board of Medical Advisors.

b. Act as a consultant to the Program and Education Committee (or appoint a designee).

c. Provide a minimum one (1) hour educational presentation at least once per year.

Section 3: Term of Office

a. The term of office of the Medical Advisor shall be two (2) years.

b. The term of this office may be terminated at any time by a two-thirds (2/3) vote of the Board of Directors.



ARTICLE IX XI- PARLIAMENTARY AUTHORITY



The rules contained in the most current edition of "Roberts' Rules of Order" shall govern whenever they are not in conflict with the Bylaws or other rules of the Society.



ARTICLE X XII- AMENDMENT



These bylaws may be amended at any regularly scheduled meeting or by mail or electronic  vote of the Society by a two-thirds (2/3) majority of those voting provided that the amendment has been presented to the membership in writing at least thirty (30) days prior to the vote. All amendments must be approved by the Chartered Affiliates Committee of the AARC and shall become effective upon ratification by the Board of Directors of the AARC. The Bylaws shall be reviewed at a minimum of every five years.
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August XX, 2017

The Honorable [name]
U.S. House of Representatives
Washington, DC 20515

Dear Representative [name]:

Telehealth services are an integral part of the health care system today. When utilized properly, they
expand access, particularly for Medicare beneficiaries in rural and underserved areas, and can reduce
costs for patients with chronic conditions like COPD. Expanding Medicare coverage of telehealth
services and removing barriers to access to necessary and appropriate telehealth services and providers
are addressed in H.R. 2550, the “Medicare Telehealth Parity Act of 2017” (Parity Act). The undersigned
organizations respectfully request your co-sponsorship of this legislation.

Introduced by Representatives Mike Thompson (D-CA), Gregg Harper (R-MS), Diane Black (R-TN), and Peter
Welch (D-VT), the Parity Act allows for the expansion of Medicare covered telehealth services and eligible
providers, including respiratory therapists. If enacted, by authorizing respiratory therapists to provide
telehealth services, the Parity Act has the potential to improve the health outcomes of patients with COPD
and other chronic respiratory disease and lower associated costs. For example, Medicare beneficiaries in a
telehealth program to enhance patient education, self-management, and timely access to care had 23
percent lower quarterly all-cause hospital readmissions and 40 percent lower quarterly respiratory-related
hospital admissions.” Home telehealth for patients with severe COPD showed a significant reduction in ED
visits, length of stay and need for non-invasive mechanical ventilation.” There is the potential to significantly
improve health outcomes and decrease costs by allowing COPD patients remote access to telehealth
services provided by a respiratory therapist.

Recently, the National Heart, Lung and Blood Institute finalized the first ever COPD National Action Plan.
One of the key goals of the plan is to empower individuals with COPD, their families and caregivers to
recognize the disease and its symptoms and to educate them on how best to manage this chronic
progressive condition. The plan also aims to improve access to care for those who suffer from COPD,
particularly those individuals who reside in hard-to-reach areas. Respiratory therapists will play an

! Au DH, et al. Impact of a Telehealth and Care Management Program for Patients with Chronic Obstructive
Pulmonary Disease. Annals ATS. First published online 02 Feb 2015 as doi: 10.1513/AnnalsATS.201501-0420C.
% segrelles Calvo, G, et al. A home telehealth program for patients with severe COPD: The PROMETE study. Resp
Med. Volume 108, Issue 3, March 2014, Pages 453-462. doi:10.1016/j.rmed.2013.12.003.





important role in carrying out the goals of the plan. Being recognized as telehealth provides will enable
them to reach Medicare beneficiaries who do not now have access to their expertise.

Please support this legislation to enable more people to access telehealth services, specifically those
delivered by respiratory therapists. For further information or to cosponsor, please contact Casey
Badmington at casey.badmington@mail.house.gov in Representative Thompson’s office; Walton Chaney

at walton.chaney@mail.house.gov in Representative Harper’s office; Katie Mitchell at

katie.mitchell@mail.house.gov in Representative Black’s office; or Isaac Loeb at

isaac.loeb@mail.house.govin Representative Welch’s office.

Thank you for your consideration.
American Association for Respiratory Care

[Organizations names listed here]
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SECTION:			Fiscal Management					



SUBJECT:			Travel Expense Reimbursement



EFFECTIVE DATE:		December 14, 1999	



DATE REVIEWED:		December 2014 October 2017



DATE REVISED:		December 2014 October 2017



REFERENCES:   		TR: 0397- 1997



Policy Statement:

Expenses incurred for all official Association travel shall be reported, recorded, and reimbursed in accordance with Association policy.



Policy Amplification:

1. Association policy for Travel Expense Reimbursement shall apply to all Association employees, directors, consultants and authorized Association members individuals conducting official AARC business.



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



2. All persons requesting reimbursement for expenses incurred for Association business shall report those expenses:



A. Using an approved Expense Voucher Report Form with valid receipts attached.



B. Within thirty (30) sixty (60) days of when expenses are incurred and/or within the same fiscal year. Expense reports submitted outside of these windows will not be reimbursed.



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



A. Travel arranged through High Point Travel an AARC-authorized travel agency no less than three weeks in advance of departure date. AARC Board of Directors and House of Delegate Officers are encouraged to utilize the travel agency for all travel to the Summer and Fall meetings. 



OR



B. Round-trip, coach class airfare. or lowest day airfare available..  Because the AARC strives to get the lowest airfares in order to maximize our travel dollars, all air travel must be booked no later than three weeks from the anticipated date of departure.  Please forward airline travel itineraries to the AARC Executive Office before booking your flight. As a courtesy to the business traveler, the AARC will reimburse up to an additional $100 (maximum) above the lowest available day 
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fare to accommodate preferences for direct flights, more flexible travel times and/or preferred

      airlines. The business traveler is responsible for any costs in excess of $100. If there is a

      difference to be paid, the travelers must purchase the ticket themselves and apply for

      reimbursement per policy. Reimbursement will be issued minus the difference. 



C. In the event the airline ticket is pre-purchased by the AARC or through the travel agency and the business traveler cancels their travel prior to the departure date, the AARC and/or travel agency will seek a full refund. If a full refund is not possible, but a partial refund is issued, it must be used for future AARC travel purposes. 



D. The Executive Office will establish an airline threshold (in dollars) at the onset of each calendar year. For individuals opting to purchase their own airline tickets, they must first seek approval from a designated executive office staff member prior to purchase for any fares exceeding that threshold. 



E. Airport parking and least expensive ground transportation



F. Other methods of transportation (rail, automobile, bus, road tolls, parking), singularly or in any combination, shall be reimbursed at a total rate not to exceed the lowest day airfare available.



G. Automobile travel shall be paid at the current Internal Revenue Service (IRS) rate that is in effect at the time of the annual budget process (usually October of each year).



4.  Reimbursement for lodging shall be as follows, with the provision of valid receipts:



A. Lodging will be reimbursed at 100% (inclusive of room night and sales tax). AARC business travelers are asked to be fiscally responsible when selecting hotel brand. 



B. Lowest possible rate for those nights required for Association business. Room/suite upgrades will not be reimbursed and will be paid at the expense of the business traveler. 



5.  Reimbursement for registration fees shall be as follows, with the provision of valid receipts:



A. When necessary, advertised registration or admittance fees to programs attended on Association business shall be reimbursed at the fee stated on the program announcement. AARC business travelers are encouraged to take advantage of “early bird” registration fees if offered. 



6.  Per diem shall be $50 (effective 1/1/2015) per day for those days required for Association business: paid in accordance with AARC policy. 



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



B. Personal expenses incurred while on official Association travel (e.g., entertainment, Internet, or laundry) shall not be eligible for reimbursement from the Association., other than coverage with per diem.
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C. The AARC acknowledges that volunteers and employees traveling to conduct AARC business are often times leaders within their own institutions and have a commitment to their employer to stay “connected” at all times. As such, the AARC will reimburse for basic sleeping room Internet accessibility in hotels where it does not come complimentary. 



7. Advance payment of per diem shall be made in compliance with Association travel reporting   requirements and only with advance written approval from:



A. The President for the voluntary sector of the Association

B. The Executive Director for Association employees

C. Exceptions to the above requirements for advance per diem shall be:



i. Regularly scheduled Board of Directors’ meetings

ii. Regularly scheduled Executive and Finance Committee meetings

iii. Regularly scheduled House of Delegates meetings (officers only)

iv. Travel for official Association representation to external organizations

v. AARC Program Committee (Program Committee Meeting & Congress)

vi. Section chairs at AARC Congress

vii. Sputum Bowl committee members at Congress

viii. In considerations that select AARC staff members and AARC President/Past-President are often times in attendance at corporate functions/receptions that include food, all authorized directors and executive staff members in possession of an AARC credit card will not receive per diem and instead will charge meal expenses to their credit card.



8. International travel shall be reimbursed at actual expense, with receipts required for any expense of $25.00 $50.00 or more, to include the following:



A. Coach class airfare

B. Business class airfare will be authorized for all international flights exceeding 3,000 miles. 

C. Least expensive ground transportation

D. Lodging

E. Meals

F. Internet and facsimile



9. Expenses incurred by the President incidental to executing the duties and responsibilities of that office shall be:



A. Paid by the Association in accordance with this policy

B. Monitored by the Finance Committee

C. Subject to review by the independent auditors
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10. All individuals traveling at Association expense shall notify the Executive Office in advance of the intended travel.



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



B.	The Executive Office may direct individuals to purchase tickets on their own. 



C.	The Executive Office may review and approve the travel plans made by the individuals 



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



12. Board meeting expenses



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

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

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

1. Airfare reimbursed according to the policy point 3 above.

2. Lodging and per diem reimbursed according to the policy points 4 & 5 above, respectively, for two four nights only.

ii. Outgoing directors 

1. Airfare reimbursed according to the policy point 3 above.

2. Lodging and per diem reimbursed according to the policy points 4 & 5 above, respectively, for up to a maximum of four nights.

C. Convention registration---While all directors and officers are encouraged to seek payment for such from their employer, The AARC will pay for such registration as follows:

i. Current and outgoing directors --- Full registration

ii. Incoming directors---  not entitled to registration reimbursement. Full registration

iii. House of Delegates Officers --- Full registration



DEFINITIONS:  “Valid receipt” includes original receipts from the travel/other provider.  Reproductions of receipts shall not be accepted.



ATTACHMENTS:
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BYLAWS

PUERTO RICO SOCIETY FOR RESPIRATORY CARE



ARTICLE I: NAME



This organization shall be known as the Puerto Rico Society for Respiratory Care, hereinafter

referred to as the PRSRC, a charted 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 Puerto Rico, hereinafter referred to as the “Asociacion de Cuidado Respiratorio de Puerto Rico.

ARTICLE II: OBJECT



Section 1. Purpose



A. To encourage and provide educational programs for those persons interested in the field of respiratory therapy and diagnostics, hereinafter referred to as Respiratory Care.



B. To advance the science, technology, ethics, and art of Respiratory care through institutes, meetings, lectures, publications, and the preparation and distribution of newsletter and other materials;



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



D. To provide education of the general public in pulmonary health promotion and disease

prevention.



Section 2. Intent

 

A. No part of the net proceeds of the Puerto Rico Respiratory Care Association shall be for the benefit of a private member or individual. The Puerto Rico Respiratory Care Association will not provide private services or lend the educational provider number to individuals or members of the association.



B. In the event of the dissolution of this Society, whether voluntary or involuntary, all of its

remaining assets shall be distributed in such a manner as the Board of Directors of this

Society shall, by majority vote, determine to the best calculated to carry out the

objectives and purposes for which the Society is formed. Distribution of funds, income,

and property of the Society may be made to charitable, educational, scientific, or

religious corporations, organizations, community chests, foundations or other kindred

institutions maintained and created for one or more of the foregoing purposes, if at the

time of distribution the payees or distributes are exempt from income taxation under the

provisions of Section 501, 2005, and 2552 of the Internal Revenue Code, or any later or

other sections of the Internal revenue code which amend or supersede the said sections.

The Society shall not commit any act which shall constitute unauthorized practice of

medicine under the laws of any state in which the parent Association is incorporated.



ARTICLE III: MEMBERSHIP



Section 1. Classes



The membership of this Society shall include three (3) classes: Active Member,

Associate Member and Special Member as described in the AARC Bylaws, Article III.

The classifications and limitations of the membership shall be as defined in Article III of

the AARC Bylaws.



Section 2. Eligibility



A. Active Member, An individual is eligible to be an active member of this Society if he/she is a member of the AARC as specified in Article III, Section 2 of the AARC Bylaws.



B. Associate Member, An individual is eligible to be an associate member of this Society if he/she holds a

position related to respiratory care but does not meet the requirements to become an

active member. 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 or chair of any standing committee. Associate Membership will include the

following subclasses:



C.State Member. Individuals are eligible for State Membership if they are not

Active Members in the AARC. State Members shall have all the rights and privileges of

the Corporation and its subdivisions except voting and holding office. State Members shall be

eligible to hold appointed positions in the Corporation regions only.



D.Student Member: Individuals will be classified as Student Members if they meet

all the requirements for Associate members and are enrolled in an educational

program in respiratory care accredited by an AARC-recognized agency.



E. Life Member. To be eligible for Life Membership, a person must be or have

been an Active Member of the Corporation who has rendered distinguished service to the

Corporation and its membership, as described or referred to in the Board Manual or in a

Board resolution. Life Members shall have all the rights and privileges of the PRSRC

and its subdivisions. Life Members shall be exempt from the payment of dues.



F.Honorary Member. Honorary Membership may be conferred by a two-thirds

(2/3) vote of the Board of Directors upon a person who has rendered distinguished service to

respiratory therapy in Puerto Rico. Honorary Members shall have all the rights and privileges of

the PRSRC except they shall not be entitled to hold office or vote. Honorary Members

shall be exempt from the payment of dues. 



F.Industrial Member: Individuals will be classified as Industrial members if they

meet all the requirements for Associate membership and their primary occupation

or business is directly or indirectly devoted to the manufacture, sales, or

distribution of equipment or products which are directly or indirectly used in the

area of respiratory care.



C. The Special Member category is to be the same as the Bylaws of the AARC under Article

III, Section 4.



Section 3. Application of Membership



Application for Membership in this Society shall follow the procedure specified in

Article III, Section 6 of the AARC Bylaws which shall also serve as application to this

Society.



Section 4. Good standing. 



Any member of the PRSRC shall be in good standing if his or her fees, dues and assessments have been timely paid and if his or her membership is not subject to or encumbered by membership termination or suspension or procedures therefor as set forth or referred to in these By-Laws.



Section 5.Dues, fees and assessments. 



The PRSRC may levy such dues upon its members as determined by the Board or a committee authorized by the Board and may also charge fees and assessments. Each member must pay, within the time periods and on the conditions set by the Corporation, such dues, fees and assessments. 



Section 6. Admission to membership. 



The procedures for admission to membership shall be as determined by the Board or a committee authorized by the Board and/or as may be set forth in the PRSRC By-Laws.



Section 7. Termination of membership.



A membership shall terminate on occurrence of any of the following events:

(a) Resignation of the member in writing (with all fees, charges and dues owing by the

resigning member remaining due and payable and with no refund of paid dues or fees for

unused services);

(b) Expiration of the period of membership, unless the membership is renewed on the

renewal terms fixed by the Board;

(c) The member’s failure to pay dues, fees, or assessments as set by the Board within a

designated period of time after they are due and payable;
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(d) Any event that renders the member ineligible for membership, or failure to satisfy

membership qualifications; or

(e) Termination of membership under Section 9 of these By-Laws based on the good

faith determination by the Board, or a committee or person authorized by the Board to make

such a determination, that the member has failed in a material and serious degree to observe

the rules of conduct of the PRSRC, or has engaged in conduct materially and seriously

prejudicial to the PRSRC purposes and interests.



Section 8. Suspension of membership. 



A member may be suspended, under Section 9 of these By-Laws, based on the good faith determination by the Board, or a committee or person authorized by the Board to make such a determination, that

the member has failed in a material and serious degree to observe the PRSRC rules of

conduct, or has engaged in conduct materially and seriously prejudicial to the PRSRC

purposes and interests. A person whose membership is suspended shall not be a member

during the period of suspension. 



Section 9. Procedures for termination or suspension of membership.  



If grounds appear to exist for suspending or terminating a member

under Sections 7 or 8 of these By-Laws, the following procedure shall be followed:

(a) The PRSRC shall give the member at least 15 days’ prior notice of the

proposed suspension or termination and the reasons for the proposed suspension or

termination. Notice shall be given by any method reasonably calculated to provide actual

notice. Notice given by mail shall be sent by first-class or registered mail to the member’s last

address as shown on the PRSRC records.

(b) The member shall be given an opportunity to be heard, either orally or in writing,

at least five days before the effective date of the proposed suspension or termination. The

hearing shall be held, or the written statement considered, by the Board or by a committee or

person authorized by the Board to determine whether the suspension or termination should

occur.

(c) The Board, committee, or person shall decide whether the member’s membership

should be terminated, or whether the member should be suspended or otherwise sanctioned in

any way. The decision of the Board, committee, or person shall be final.

(d) Any action challenging a termination of membership, suspension or other sanction,

including a claim alleging defective notice, must be commenced within one year after the date

of the suspension or termination. 



ARTICLE  IV: OFFICERS AND CHAIRPERSONS

Section 1. Officers



The officers of the Society shall be: a President, a President-elect, a Vice-President, the

Immediate Past President, a Secretary – Elect, a Secretary, a Past Secretary, a Treasurer-Elect a

Treasurer, and a Past Treasurer.





















Section 2. Term of Office



A. The term of office for Society officers shall be as follows:



President: 2 years



President-Elect: 1 year



Immediate Past President: 1 year



Vice President: 2 years



Secretary: 2 years



Secretary-Elect: 1 year



Immediate Past Secretary: 1 year



Treasurer: 2 years



Treasurer-elect: 1 year



Immediate Past Treasurer: 1 year





Elections will be staggered to accommodate orderly succession of offices and provide for

continuity of leadership.



The term for all officers shall begin January 1 of each year.



B. The President-elect shall serve a one (1) year term as President-elect, a two (2) year term

as President, and a one (1) year term as immediate Past President before being eligible to

serve a successive term in any elected office. Thus the President-elect shall be committed

to the PRSRC for a term of four (4) years. The President-elect shall not serve more than

two (2) consecutive rotations as President-Elect / President / Past-President, for a total a

total service of 8 years.



C. The Treasurer-Elect shall serve a one (1) year term as Treasurer-Elect immediately

followed by a two (2) year term as Treasurer and a one (1) year term as Past Treasurer.

Thus the Treasurer shall be committed to the ASRC for a term of four (4) years. The

Treasurer shall not serve more than two (2) consecutive rotations as Treasurer-Elect /

Treasurer / Past Treasurer, for a total a total service of 8 years.



D. The Secretary-Elect shall serve a one (1) year term as Secreatry-Elect immediately

followed by a two (2) year term as Secretary and a one (1) year term as Past Secreatry.

Thus the Secretary shall be committed to the ASRC for a term of four (4) years. The

Secretary shall not serve more than two (2) consecutive rotations as Secretary-Elect /

Secretary / Past Secretary, for a total a total service of 8 years.



E. The term of office for District Chairpersons shall begin January 1 of each year and shall

be for one (1) year and not to exceed three (3) consecutive terms.

Section 4. Vacancies in Office



A. In the event of a vacancy in the office of President, President-elect shall become

President to serve the unexpired term and shall serve the successive term as President.



B. In the event of a vacancy in the office of the President-elect, the Vice-President shall

assume only the duties, but not the office. He shall perform these duties as well as his

own until a special election can be held to fill the vacancy. The election shall be held

within 60 days from the date on which the office was vacated. In absence of a President-

Elect and a vacancy in the office of President, the Vice President shall serve the

remainder of the President’s term.



C. In the event of a vacancy in the office of the Treasurer, the Treasurer-Elect shall become

Acting Treasurer, to serve the unexpired term, and shall also serve their successive term

as Treasurer. In the event of a vacancy in the office of Treasurer-Elect, the Board of

Directors shall elect a qualified member to fill the vacancy until the next annual election.

The annual election ballot will be adjusted to include a position for the remaining

unexpired term of the two (2) year Treasurer-Elect position.



D. Any vacancy that occurs in any other office of the Board of Directors shall be filled by

special election within 60 days from the date of the vacancy. A vacancy in a District

Chairperson shall be administered in accordance with Article XI Section 2 of these

bylaws.



Section 5. Duties of Officers



A. President



He/She serves as a voting member of the Board of Directors and shall preside at all

meetings of the Board of Directors. He/She shall prepare an agenda for all meetings;

appoint standing and special committees subject to the approval of the Board of

Directors; be an ex-officio member of all committees except the Elections and

Nominations committees; and, present to the Board of Directors and membership an

annual report of the Society activities. The president shall be bonded and shall serve as a

signatory on PRSRC funds. The president can represent the PRSRC as delegate to the HOD.



B. President-elect



The President-elect shall automatically succeed the president when the term ends. He/She

serves as a voting member of the Board of Directors and will perform such duties as shall

be assigned by the President or the Board of Directors and also serve his/her term as an

active member of the Program Committee.



C. Vice-President



He/She serves as a voting member of the Board of Directors and will be the liaison of the

district chairpersons which involves frequent communication, direction, and support for

them. He/She will report communications and activities from the districts to the President

monthly. In the event of a vacancy in the office of President-elect, the Vice President

shall assume the duties, but not the office of the President-elect, and shall also continue to

serve as Vice President until the next scheduled election. The Vice President will assume

the duties and responsibilities, but not the office of the President if the Presidency should

be vacated and the office of President-elect is unfilled.





D. Treasurer



The treasurer shall be bonded and serves as a voting member of the Board of Directors.

He/she shall have charge of all funds and securities of the Society; endorsing checks,

notes, or other orders for payment of bills; disbursing funds as authorized by the Board of

Directors and/or in accordance with the adopted budget; depositing funds as the Board of

Directors may designate. He/She shall see that full and accurate accounts are kept and

submit monthly trial balances to the Secretary within twenty (20) days after the monthly

closing of the books; make a written quarterly financial report to the quarterly meetings

of the Board of Directors.



E. Treasurer-Elect



Treasurer-Elect: The Treasurer-Elect shall be bonded. He/she shall chair the

Budget/Audit Committee and assist the Treasurer in the performance of her/his duties.

The Treasurer -Elect shall serve as a voting member of the Board in the Treasurer’s

absence.



F. Past Treasurer



Past Treasurer: The Past Treasurer shall serve on the Budget/Audit Committee and assist

the Treasurer in the performance of her/his duties.



G. Secretary



The Secretary shall have charge of keeping the minutes of the Board of Directors' regular

business meetings and the annual business meeting, submitting a copy of the minutes of

every meeting of the governing body and other business of the Society to the Executive

Office of the AARC within thirty (30) days following the meeting; executing the general

correspondence; affixing the corporate seal on documents so requiring, and in general,

performing all duties as from time to time shall be assigned by the President or the Board of Directors.



H. Secretary-Elect



The Secretary-Elect is successor to the office of Secretary when the Secretary’s

term of office expires. He/she shall assist the Secretary in the fulfillment of

his/her responsibilities; attend Board of Directors meetings as a non-voting member; and

record minutes of Board of Directors meetings in the Secretary’s absence. The Secretary-

Elect shall serve as a voting member of the Board in the Secretary’s absence.

















I. Past Secretary



The Past Secretary serves as advisor to the Secretary and shall assist the Secretary as

requested in the fulfillment of his/her responsibilities. He/she shall assist the Secretary-

Elect in the transition into the office of Secretary.

J. Past President

The Past President (PRSRC President the former year) is serves as a voting member of the

Board of Directors, and serves in an advisory capacity to the Board of Directors.





ARTICLE VI: NOMINATIONS AND ELECTIONS



Section 1. Nominations / Elections



A. The President shall appoint an impartial Nominations / Elections Committee which

shall arrange and conduct nominations and elections. The results of the election shall

be made public at the annual business meeting.



B. This Committee shall consist of three (3) active members who shall serve for a term

of one (1) year.



C. This Committee shall prepare for approval by the Board of Directors a slate of

officers, district representatives, and delegates for the annual election.



D. It shall be the duty of the Committee to make the final critical appraisal of candidates

to see that the nominations are in the best interests of the AARC and the Society

through a consideration of personal qualifications and geographical representations as

applicable.



Section 2. Nominations



A. Elections of officers shall be staggered to accommodate orderly succession of offices and

provide for continuity of leadership. Biennially, the Nominating Committee shall place

in nomination the names of at least one (1) person for the offices of President-elect, Vice-

President, Secretary-Elect, Treasurer-Elect and Delegate. Annually, the Nominating

Committee shall place in nomination at least one person for the office of District Vice-

Chairperson.

B. Only Active or Life Members in good standing shall be eligible for nomination.



D. The Committee shall provide a pertinent biographical sketch of each nominee’s

professional activities and services to the organization, all of which shall be a part of the

ballot.



















Section 3. Elections



A. At the direction of the Society’s Board of Directors, the vote shall be so designed as to be a

secret ballot, either electronically or by mail, distributed to members in good standing at their

last address of record with provisions for write-in votes of each office. The deadline date

shall be clearly indicated on the ballot. Ballots, to be acceptable, must be received on or

before the deadline.



B. Society elections shall be determined by a majority of votes cast. A tie vote shall be decided

by lot.

C. Any Elections' Committee member who accepts a nomination must resign from the Elections

Committee.



Section 4. VOTING AND OTHER RIGHTS. 



Only Active Members and Life Members in good standing shall be entitled to vote. Members in good standing of those two classes shall have the right to vote for the election of officers, directors and

delegates as set forth in these By-Laws and on such other matters to the extent required by the

PRSRC Code, including without limitation on disposition of all or substantially all of the Corporation’s assets other than in the usual and regular course of the Corporation’s activities, on the principal terms of a merger of the Corporation and any changes in such principal terms and on an election to dissolve the Corporation. No members of any of the classes other than the two mentioned shall have the right to vote on any matter. Only Active Members and Life Members in good standing shall be entitled to hold elective

office in the Corporation. Student members may hold appointed positions. State members

may hold appointed positions in the regions only. The other rights, privileges, preferences,

restrictions and/or conditions of each class of membership may also differ and shall be as

determined by the Board of Directors and/or as set forth in the Board Manual. 







ARTICLE VII: BOARD OF DIRECTORS



Section 1. Composition and Powers



A. The executive government of this Society shall be vested in a Board of seven (7) Active or

Life Members consisting of the President, President-elect, Vice-President, Secretary,

Treasurer, Immediate Past-President, and  The 2 Delegates shall be non-voting members of the Society Board of Directors.



B. The President shall be Chairperson and presiding officer of the Board of Directors.

He/She shall invite in writing such individuals to the meetings of the Board as he shall

deem necessary, with the privilege of voice but not vote.



C. Upon refusal or neglect of any member of the Board to perform the duties of that office

or for any conduct deemed prejudicial to the Society, the Board of Directors shall have

the power to declare an office vacant by a two-thirds (2/3) vote. Written notice shall be

given to the member within ten (10) days of such action that the office has been declared

vacant.







Section 2. Duties



A. Supervise all business and activity of the Society within the limitations of these Bylaws.

B. Adopt and rescind standing rules, policies and procedures of the Society.



C. Determine remuneration, stipends, Annual Business Meeting fees for the following year,

and other related matters, after consideration of the budget.



Section 3. Meetings



A. The Board of Directors shall hold the annual business meeting at the time of the annual

educational seminar 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 Secretary of the Society.



C. A majority of the Board of Directors shall constitute a quorum at any meeting of the

board providing that the president and / or the vice-president is present.



D. The Board of Directors shall have the power to call an executive session. The executive

session shall include only members of the Board of Directors and those individuals

invited by the Board of Directors to attend. The executive session shall be held only in

conjunction with regularly scheduled or specially scheduled meetings. The purpose of an

executive session shall be to discuss recommendations from the Judicial Legislative

Committee, or sensitive subjects/actions that would better serve the state society to be

carried out discreetly. These subjects and actions shall include, but not be limited to:

recommendations from the Judicial-Legislative Committee, declaring an office vacant,

removal of any committee chairperson from duty, requests from individual members to

the Board of Directors of the PRSRC of a personal nature, actions concerning a member of

the Board of Directors at which time the Board member in question shall be asked to

remove him/herself from the session.



The Board of Directors shall not record, for the minutes, any discussions held during the

executive session. Board members present during the executive session shall not discuss

with any individual the proceedings taking place during the executive session. Violation

of this statement will result in action from the PRSRC Judicial-Legislative Committee and

may result in revocation of membership in the PRSRC.

Section 5. Multiple Offices



No officer or delegates shall hold two office simultaneously and no Past President

shall hold any elected office until his/her term is expired.













ARTICLE VIII: ANNUAL BUSINESS MEETING



Section 1. Date and Place



A. The Society shall hold an annual business meeting during the annual educational seminar;

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 of the PRSRC. 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 or the meeting by mail or electronic notification provided the material is sent in the same words

to the voting membership.



Section 2. Purpose



The annual business meeting shall be for the purpose of receiving reports of officers and

committees, the results of the election, 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 thirty-five (30) days prior to the Meeting.

ARTICLE IX: SOCIETY DELEGATES TO THE AARC HOUSE OF DELEGATES



Section 1. Election



Delegates of this Society to the House of Delegates of the AARC shall be elected every

two years for a four-year term. Each delegate shall serve one (1) four-year term. Persons

nominated to the position of Delegate must possess previous PRSRC Board Member

experience for a minimum of 2 years out of the preceding 6 years prior to election.



Section 2. Duties



The duties of the Delegates shall be as specified in the AARC Bylaws.



Section 3. Board Member (ex-officio)



The Delegates shall be non-voting members of the Society Board of Directors.



Section 4. Multiple Offices



Delegates may not hold concurrent elective offices.



Section 5. Vacancies



Any vacancy in the office of Delegate shall be filled by special election within sixty (60)

days of the vacancy.



ARTICLE X: COMMITTEES



Section 1. Standing and Special 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,

Members of the Program Committee shall be appointed by the Board of Directors.



1. Membership  				              6. Program

2. Budget 				              7. Publications / Website

3. Audi t 					 8. Public Relations

4. Nominations / Elections                                     9. Education

5. Bylaws 









Section 2. Special Committees



Special committees such as the Judicial Committee, may be appointed by

the President to meet special needs.



Section 3. Committee Chairperson’s Duties



A. The Chairperson of each committee shall confer promptly with the members of their

respective committee on work assignments.



B. 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.



C. All committee reports shall be made in writing and submitted to the President of the

Society at least ten (10) days prior to the meeting at which the report is to be read

.

D. All committee members shall be members is good standing of the AARC. Non-members

or physician members may be appointed as consultants to committees.



Section 4. DUTIES OF COMMITTEES



A. Membership Committee 



1. The committee shall consist of at least one Society Delegate and one other

member.

2. They shall be responsible for recruitment activities for the society and shall work

closely with the district chairpersons and Vice-Chairpersons to formulate these

activities for their specific areas.

3. They shall be responsible for maintaining an accurate mailing list and a system for updating such list in a timely manner.



B. Budget Committee



1. This Committee shall be composed of the Treasurer, Treasurer-Elect and a Past

President and at least one other society member.



2. They propose an annual budget for approval by the Board of Directors

3. The Chair of this committee cannot be the Treasurer of the Society.



C. Audit Committee



1. This Committee shall be composed of the President, the President-elect, the Past-

Treasurer and at least one other active member.

2. They conduct an annual audit of the financial records of the Society and submit

such to the Board of Directors.

3. The Chair of this committee cannot be the Treasurer of the Society.



D. Nominations / Elections Committee



1. This Committee shall consist of three (3) active Members who shall serve for a

term of one (1) year.

2. This Committee shall prepare for approval by the Board of Directors a slate of

officers, district representatives, and delegates for the annual election.

3. The Committee shall consist of at least three (3) members

4. It shall be the duty of the Committee to make the final critical appraisal of

candidates to see that the nominations are in the best interests of the AARC and

the Society through a consideration of personal qualifications and geographical

representations as applicable.

5. This Committee shall prepare the balloting, conduct the election, verify and

count ballots for all elections held during the calendar year.



E. Bylaws Committee



1. Shall consist of at least three (3) members, one (1) of whom shall be a past president.

2. Shall receive, review, and prepare all Amendments to the Bylaws for submission

to the Board of Directors.



F. Program Committee



1. This Committee shall consist of at least three (3) Members appointed by the

Board of Directors.

2. The chairperson will appoint other active members including the President-elect

and the Medical Advisor to assist him/her in planning the annual meeting.





G. Publications/Website Committee



1. This Committee shall consist of at least three (3) Members, one (1) of whom

shall be a past-president.

2. This committee shall concern itself with the marketing, content, and writing of

informational and educational material, specifically on the ASRC website.

3. This Committee shall concern itself with the publication of a Society Newsletter,

if one is deemed necessary by the Board.



H. Public Relations Committee



1. The Committee shall maintain such liaison as has been established by the Board

of Directors with other organizations whose activities may be of interest of the

members of this Society. This shall include the preparations 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

use of 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 Board of

Directors.

2. Review the minutes of all meetings of the District and advise the District

Chairperson of any irregularities or other recommendations.







I. Education Committee



1. Shall consist of three (3) members in which one (1) is recommended to be a

faculty member in a Co-ARC approved Entry-level or Advanced Practitioner

Program.

2. Shall review, assess the need for and recommend to the Board all educational

activities for the PRSRC membership.

3. Shall collaborate with the Program Committee in planning and facilitating the

educational and student activities of the annual meeting.



J. Political Advocacy Contact Team



1. This committee shall consist of not fewer than three members, one of them being a

past president. Each member will hold a three-year term as set forth by the AARC.

2. This committee will take an active role on issues affecting the profession of

respiratory care by establishing contact with state and federal legislators through

letters, facsimiles, e-mail and/or personal contact as necessary when important

legislative issues arise.



K. Special Committees



Special committees may be appointed by the President, subject to the approval of the

Board of Directors.



1. Judicial Committee



(a). Shall consist of four (4) current Board members and may include previous

Society officers at the president’s request.

(b) Shall be called by the president upon request of any society member to

review formal, written complaints against any individual society member charged

with any violation of the Society Bylaws or otherwise with a conduct deemed

detrimental to the Society or the AARC.

(c) Shall carefully review the complaints. Legal counsel may be summoned at

the discretion of the committee chairperson. Committee recommendations shall

be forwarded to the full ASRC Board of Directors. If the Board agrees that

action should be taken, a copy of documentation shall be sent to the Chairperson

of the Judicial Committee of the AARC.

(d) All hearings, meetings and recommendations shall be held in strict

confidentiality.



L. Other Duties and Responsibilities



All Committees, standing and special, shall adhere to the Position Description

Guidelines, with respect to other duties and responsibilities.

ARTICLE XII: SOCIETY MEDICAL ADVISOR



The Society shall have at least one (1) Medical Advisor who shall conform to Article X, Section 3

of the AARC Bylaws, and shall be appointed by a majority vote of the Board of Directors. This

appointment will be reviewed and confirmed annually by the Board of Directors.



ARTICLE XIII: FISCAL YEAR



The fiscal year of the Society shall be from January 1 through December 31.



ARTICLE XIV: ETHICS



If the conduct of any Society member is in violation of the Society bylaws, or deemed detrimental

to the Society or AARC, the Board of Directors may appoint a special Judicial Committee to

carefully review the complaints and initiate appropriate action as described in Article X, section

four, paragraph F, subsection 1. The Board of Directors may refer all action to the AARC Judicial Committee.



ARTICLE XV: PARLIAMENTARY PROCEDURE



The rules contained in Robert’s Rule of Order Revised shall govern whenever they are not in

conflict with the Bylaws of the PRSRC or the AARC.



ARTICLE XVI: QUORUM. 



Ten Percent (10%) of the voting power, represented in person or by proxy, shall constitute a quorum for the transaction of business at any meeting of members.



ARTICLE XVII: AMENDMENTS



These Bylaws may be amended by mail of the PRSRC by a two-thirds (2/3) majority of those voting. All amendments must be approved according to the AARC’s Chartered Affiliate Handbook.





August 2017
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[bookmark: _GoBack]RESPIRATORY CARE SOCIETY OF WASHINGTON, INC. BYLAWS

A CHARTERED AFFILIATE OF THE AMERICAN ASSOCIATION FOR RESPIRATORY CARE

ARTICLE I NAME

This organization shall be known as the Respiratory Care Society of Washington, Incorporated, hereinafter referred to as the RCSW, which is incorporated under the Washington Nonprofit Corporation Act (RCW 24.03). The RCSW is a chartered affiliate of the American Association for Respiratory Care, hereinafter referred to as the AARC, which is incorporated under the General Not-For-Profit Corporation Act of the State of Illinois.

ARTICLE II - BOUNDARIES

The area included within the boundaries of the RCSW shall be the boundaries of the State of Washington.

ARTICLE III - OBJECT

SECTION 1. PURPOSE

The RCSW is formed to:

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

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

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

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

SECTION 2. INTENT

A. No part of the monies of the RCSW shall inure to the benefit of any private member or individual, nor shall the RCSW perform particular services for individual members thereof, with the exception of scholarship and achievement awards as deemed by the Scholarship and Continuing Education committees and as approved by the Board of Directors.

B. The Board of Directors shall provide for the distribution of the funds, income and property of the RCSW to charitable, educational, scientific, or religious corporations, organizations, community chests (charitable activities in our community), foundations, or other kindred institutions maintained and created for one or more of the foregoing purposes, if at the time of distribution the payee or distributes are exempt from income taxation, and if gifts, or transfers to the payee or distributes are then exempt from taxation under the provisions of Sections 501, 2055, and 2522 of the Internal Revenue Code or changes which amend or supersede the said sections.

ARTICLE IV - MEMBERSHIP

SECTION 1. CLASSES

The membership classes of the RCSW shall be the same as the membership classes of the AARC: 



SECTION 2. PREREQUISITES

An individual is eligible to be a Member in this RCSW if they are a member in good standing of the AARC as specified in Article III of the AARC Bylaws and are assigned to the RCSW by the AARC.

SECTION 3. APPLICATION FOR MEMBERSHIP

Application for membership in the RCSW shall follow the procedure specified in Article III, Section 6 of the AARC Bylaws.

SECTION 4. ETHICS

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

ARTICLE V - OFFICERS

SECTION 1. OFFICERS

The officers of the Association shall consist of President, President-elect, Immediate Past President, Vice President, Secretary, and Treasurer. All candidates for officer positions must be members in good standing of the AARC/ RCSW.

SECTION 2. TERMS OF OFFICE

The term of office for President-elect, Immediate Past President, and Vice President shall be one (1) year. The term of office for President, Secretary and Treasurer shall be two (2) years. The term shall begin January 1. Officers shall not hold concurrent elected RCSW positions.

The Secretary and Treasurer shall not serve more than two (3) consecutive terms in the same office. 

The President-elect shall complete immediate successive full one (1) year terms for the offices of President-elect, Immediate Past President, and a (2) year term for President before being eligible to serve a successive term in any elected office. 

The Vice President, President-elect, President and Immediate Past President are not limited to the number of terms they may serve in the same office.

SECTION 3. VACANCIES IN OFFICE

In the event of a vacancy in the office of President, the President-elect shall become Acting President to serve the unexpired term and shall serve their own, the successive term, as President. 

In the event of a vacancy in the office of the President-elect, the Vice-President shall assume the duties, but not the office, of the President-elect as well as their own until the next scheduled election.

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

In the event of a vacancy in the office of Immediate Past President, that office shall remain vacant.

SECTION 4. DUTIES OF OFFICERS

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

President-elect - The President-elect shall become Acting President and shall assume the duties of the President in the event of the President's absence, resignation, or disability; and shall perform such other duties as shall be assigned by the President or Board of Directors. The President-elect shall chair the Finance Committee. In the year without the president-elect, the president shall chair the Finance Committee

Vice President - The Vice President shall perform such duties as shall be assigned by the President and the Board of Directors. She/He shall assume the duties of the President-elect in the event of the President-elect's absence, resignation or disability, but will also continue to carry out the duties of the office of Vice President.

Treasurer - The Treasurer shall have charge of all funds and securities of the RCSW; endorsing checks, notes, or other orders for the payment of bills. They shall see that full and accurate accounts are kept, make a written report to the Board of Directors within twenty (20) calendar days after the closing of the books; make a written quarterly financial report to the Board of Directors and a complete written yearly report at the annual business meeting of the Board of Directors. At the expense of the RCSW, they shall be bonded in an amount determined by the Board of Directors. 

Secretary - The Secretary shall have charge of keeping the minutes of the Board of Director's meetings and the Annual Business Meeting; executing the general correspondence and, in general, performing all duties as from time to time shall be assigned by the President or the Board of Directors. 

SECTION 5. EXECUTIVE COMMITTEE	

The Executive Committee of the Board of Directors shall consist of the President, President-elect, Vice President, Secretary, Treasurer, Immediate Past President, Delegates and Medical Advisor. 

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

ARTICLE VI - BOARD OF DIRECTORS

SECTION 1. COMPOSITION AND POWERS

The executive government of the RCSW shall be vested in a board of nineteen (18) active members consisting of the Officers, six (6) Directors-at-large, five (5) Chapter Presidents, and the two (2) Delegates. Each of these members shall have one vote. 

There shall be six (6) Directors-at-large. Two (2) Directors-at-large shall be elected each year and such others as necessary in order to fill existing vacancies.

Each Chapter shall be represented on the Board of Directors by the Chapter President.

The President shall be Chairman and Presiding Officer of the Board of Directors and Executive Committee. They shall invite, in writing, such individuals to the meetings of the Board as they shall deem necessary, who shall have the privilege of voice, but not vote. 

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

SECTION 2. TERM OF OFFICE

The term of office for the Directors-at-large shall begin at the start of the next calendar year following the election and shall be for a three (3) year non-recurring term of office. Board of Directors shall not hold concurrent elected RCSW positions.





SECTION 3. DUTIES

The Board of Directors shall:

Supervise all the business and activities of the RCSW within the limitation of these Bylaws.

Adopt and rescind standing rules, regulations, policies, and procedures of the RCSW. 

Perform such other duties as may be necessary or appropriate for the management of the RCSW. 

SECTION 4. VACANCIES

Any vacancy that occurs in the office of Directors shall be filled by appointment by the Board of Directors. 

An appointed Director shall serve until the next scheduled election, or until his/her successor is elected. 

SECTION 5. MEETINGS

The Board of Directors shall meet immediately preceding the Annual Business Meeting of the RCSW and shall hold not fewer than four (4) regular and separate meetings during the course of the year. 

Special meetings of the Board of Directors shall be called by the President at such times as the business of the RCSW shall require, or upon written request of four (4) members of the Board of Directors filed with the President and Secretary of the RCSW. 

A majority of the Board of Directors shall constitute a quorum at any meeting of the Board. 

SECTION 6. BOARD OF DIRECTORS EMAIL VOTE

When action by the Board of Directors is needed in a timely or convenient manner, the President may initiate or request a motion that may be put to a vote via email response. The motion must be seconded and pass only by a majority assent vote. The results of the voting will be dated and entered into the RCSW record as a special action.

SECTION 7. MEMBER VOTE

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







ARTICLE VII - ANNUAL BUSINESS MEETING

SECTION 1. DATE AND PLACE

The RCSW shall hold an annual business meeting in the second quarter of each calendar year; additional meetings may be held as required to fulfill the objectives of the RCSW. 

The date and place of the annual business meeting and additional meetings shall be decided in advance by the Board of Directors. In the event of a major emergency the Board of Directors shall cancel the scheduled meeting, set a new date and place, if feasible, or conduct the business of the meeting by mail provided the material is sent in the same words to the voting membership. 

SECTION 2. PURPOSE

The annual business meeting shall be for the purpose of receiving reports of officers, committees and for other business brought by the President. 

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

SECTION 3. NOTIFICATION

Written notice of the time and place of the annual business meeting shall be sent to all members of the RCSW not less than five (5) nor more than forty (40) calendar days prior to the meeting.

ARTICLE VIII - DELEGATES

SECTION 1. ELECTION

Two (2) Delegates of this RCSW to the House of Delegates of the AARC shall be elected as specified in Article VII, Section 5 of the AARC Bylaws. One (1) Junior Delegate will be elected every other year and will serve concurrently with the third and fourth year of the Senior Delegate.

SECTION 2. DUTIES

The duties of the Delegates shall be as specified in Article VII, Section 3 of the AARC Bylaws.

SECTION 3. TERM OF OFFICE

The term of office for the Delegates shall be for four (4) years. Delegates shall not serve more than three (3) successive terms of office.

SECTION 4. MULTIPLE OFFICES

Delegates may not hold concurrent elective offices.

ARTICLE IX - COMMITTEES

SECTION 1. STANDING COMMITTEES

The members of the following Standing Committees shall be appointed by the President, subject to the approval of the Board of Directors, to serve a term of one (1) year. 

Decisions of standing committees may be appealed to the Board of Directors. A two-thirds (2/3) vote of the Board of Directors shall be required to sustain an appeal.

Standing Committees of the RCSW shall be:

1)     Membership 

2)     Finance

3)     Program 

4)     Scholarship/ Continuing Education

5)     Bylaws 

6)     Communications/ Webmaster

7)     Public Awareness 

8)     Chapter Affairs 

9)     Nominations/Elections 

10) Legislative 

11) Strategic Planning

12) Student Engagement

SECTION 2. SPECIAL COMMITTEES AND OTHER APPOINTMENTS

Special Committees may be appointed by the President.

SECTION 3. COMMITTEE CHAIRMAN'S DUTIES

The President shall appoint the Chairperson of each Committee.

The Chairperson of each committee shall confer promptly with the members of the committee on work assignments.

The Chairperson of each committee may recommend prospective committee members to the President. When possible, the Chairperson of the previous year shall serve as a member of the committee. 

All committee reports shall be made in writing and submitted to the President and Secretary of the RCSW at least five (7) days prior to the meeting at which the report is to be read. 

Non-members or physician members may be appointed as consultants to committees. The President shall request recommendations for such appointments from the Medical Advisor(s)

Each committee Chairperson requiring operation expenses shall submit a budget for the next fiscal year to the Board of Directors for approval seven (7) days prior to the transition meeting. 

SECTION 4. COMPOSITION AND DUTIES OF COMMITTEES

Membership Committee: This committee shall organize membership drives and other membership recruitment activities. 

Finance Committee: This committee shall be composed of the President-elect, the Treasurer, and the President. They propose an annual budget for approval by the Board of Directors. The proposed budget shall be submitted to the Board at least seven (7) days prior to implementation and run concurrent with the calendar year.

Program Committee: This committee shall consist of at least two (2) members and be so constructed as to provide experienced members for program planning. 

Scholarship/Award Committee: This committee shall consist of the Directors at Large and the Committee Chairperson.  They will determine the equitable distribution of RCSW funds, subject to the budgetary constraints, for advancement of education in the field of Respiratory Care. 

Bylaws Committee: This committee shall consist of at least two (2) members, including the Secretary and the President. The committee shall receive and prepare all amendments to the Bylaws for submission to the Board of Directors and the membership. The committee may also initiate such amendments for submission to the Board of Directors and the membership.

Communications/ Webmaster: This committee shall consist of at least two (2) members, with members being appointed annually for a one (1) year term, subject to reappointment. This committee concerns itself with the distribution of a RCSW newsletter and maintenance of the RCSW website and other social media sites.

Public Awareness: This committee shall consist of at least two (2) members. 

This committee shall concern itself with dissemination of information regarding respiratory health issues. 

Chapter Affairs: This committee shall consist of the Vice President (Chair) and all chapter presidents. 

This committee will assist Chapters in developing successful Chapter activities and seminars. 

Student Engagement Committee: 

This committee shall consist of a student representative from each of the five (5) RT programs in Washington State. 

The purpose of this committee is to engage students in the activities of the RCSW, and provide the opportunity for 

the development of leadership skills and professional growth, while being mentored by elected board members.



Nominations/Elections Committee: The Nominations/Election Committee shall consist of a chairperson and the Chapter Presidents. The committee shall check the eligibility of each nominee and validate their eligibility. The committee shall prepare a slate of nominees for each office of the RCSW. The committee shall submit a slate of one (1) candidate for each available position. They shall tally the votes within ten (10) days after the close of the election and report the results of the election at the next Board Meeting. 

Legislative Committee: This committee shall consist of at least two (2) members. The duties of this committee shall be to monitor the activities of the Legislature and represent the RCSW on issues pertaining to respiratory care. 

Strategic Planning Committee: This committee shall consist of the President-elect and any others as needed. This committee shall organize the transition of offices and provide direction for the RCSW. 

SECTION 5. VACANCIES ON COMMITTEES

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

ARTICLE X- CHAPTER ORGANIZATION

SECTION 1. BOUNDARIES OF CHAPTERS

Chapters will be defined by geography as approved by the Board of Directors, including chapter Presidents.

Disputes over the boundaries of chapters shall be submitted to the Chapter Affairs Committee for negotiation. The Committee may make recommendations to the Board of Directors of the RCSW who shall decide the issue if negotiation fails. 

SECTION 2. ORGANIZATION

The internal organization, except where in conflict with these Bylaws, shall not be the concern of this document.

SECTION 3. OFFICERS AND CHAPTER REPRESENTATION

The President of each Chapter shall be a member of the RCSW Board of Directors.

The Active Members of the RCSW Residing in the Chapter shall elect a President and other officers as circumstances may require. 

Membership in a Chapter shall be determined as assigned to the RCSW by the AARC.



SECTION 4. ACTIVITIES

Each Chapter organization shall be encouraged to expand the membership of the Chapter and to develop educational activities and such other activities as is consistent with the Articles of Incorporation and these Bylaws.

SECTION 5. RESPONSIBILITIES OF THE CHAPTER PRESIDENT

Represent the Chapter from which the President is elected. 

Submit a written report to the Chapter Affairs Committee Chair at least Seven (7)) days prior to each Board of Directors meeting, relating to the activities in their Chapter. 

SECTION 6 TERM OF OFFICE FOR CHAPTER PRESIDENTS

The term of office for the Chapter Presidents shall begin at the start of the next calendar year following the election and shall be for a two (2) year term of office. Chapter Presidents shall not hold concurrent elected RCSW positions.

SECTION 7. CHAPTER ADMISSION REQUIREMENTS

Ten (10) or more active members of the RCSW meeting the requirements for affiliations may become a Chapter of the RCSW upon approval of the Chapter Affairs Committee, subject to ratification by the Board of Directors of the RCSW. Members of Chapters must be members of the AARC and RCSW. 

The formal application shall be sent to the RCSW office and shall consist of a list of officers, membership, and minutes of the organizational meeting.

SECTION 8. DUTIES

A copy of the minutes of the governing body and business meetings of the Chapter shall be reported at the next following Board of Directors meeting and be included in the minutes.

ARTICLE XI - RCSW MEDICAL ADVISOR

The RCSW shall have at least one (1) Medical Advisor. 

ARTICLE XII - FISCAL YEAR AND BUDGET

SECTION 1. FISCAL YEAR

The fiscal year of the RCSW shall begin January 1 and end on December 31.

SECTION 2. ANNUAL BUDGET

The annual budget, proposed by the Finance Committee, shall be approved by the Board of Directors prior to implementation.

ARTICLE XIII - PARLIAMENTARY AUTHORITY

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

ARTICLE XIV ELECTED POSITIONS

All RCSW elected positions will be filled by candidates receiving the majority vote on the ballots returned by RCSW/ AARC Active members in good standing.

ARTICLE XV - AMENDMENTS

Amendments to these Bylaws will be submitted to the RCSW Board of Directors as outlined in Article IX, Section 4, paragraph E2. Following Board approval, the Bylaws Committee will submit the proposed amendments to the AARC Bylaws Committee for review. Following AARC approval, the proposed amendments must be ratified by vote of the RCSW membership by a two-thirds (2/3) affirmative vote of those voting, provided that the amendments has been presented to the membership in writing at least thirty (30) days prior to the vote.


. Fax ($72) 484-2720

June 22,2017

Ms. Seema Verma

Administrator

Centers for Medicare and Medicaid Services
7500 Security Boulevard

Baltimore, MD 21244

Re: CMS-1679-P: Medicare Program: Prospective Payment System and
Consolidated Billing for Skilled Nursing Facilities for FY 2018, etc.

Dear Ms. Verma:

As President of the American Association for Respiratory Care (AARC), | am pleased to
offer comments on the subject proposed FY 2018 payment update for skilled nursing
facilities (SNF) among other things. The AARC is a national professional organization
representing over 47,000 respiratory therapists who treat patients with chronic
respiratory diseases and whose expertise and skills include a full array of respiratory
therapy services in the SNF setting that includes oxygen therapy, inhalation medication
management and ventilator management.

When Congress passed the Improving Medicare Post-Acute Care Transformation Act of
2014 (the IMPACT Act), one of the key provisions was to standardize patient assessment
data among post-acute care facilities, i.e., Skilled Nursing Facilities (SNFs), Long-Term
Care Hospitals (LTCHs), Inpatient Rehabilitation Facilities (IRFs), and Home Health
Agencies (HHAs), in order to enable data exchange among these providers to facilitate
coordinated care and improved Medicare beneficiary outcomes. The standardized
assessment data includes five categories: 1) functional status; 2) cognitive function; 3)
special services, treatment and interventions; 4) medical conditions and co-morbidities;
and, 5) impairments.

In the proposed rule, the Centers for Medicare and Medicaid Services (CMS) is
proposing 15 special services, one of which is a respiratory treatment grouping.
Included in that grouping are oxygen therapy (continuous and intermittent), suctioning
(scheduled as needed), tracheostomy care, non-invasive mechanical ventilation
(BiPAP/CPAP) and invasive mechanical ventilation. Our comments focus on these
special services.





Respiratory Treatment: Oxygen Therapy (Continuous, Intermittent)

In this category, CMS is proposing oxygen therapy as a principal data element with two
sub-elements for Continuous and Intermittent oxygen delivery. “Continuous” is defined
as “whether the oxygen was delivered continuously, typically defined as > = 14 hours
per day”. The elements capture resident use which is reflective of the intensity of care
needs, including monitoring and bedside care required. According to the proposed rule,
these elements were developed based on similar assessment of oxygen therapy found
in MDS 3.0 and OASIS-C2 reporting and an element tested as part of a Post-Acute Care
Payment Reform Demonstration (PAC PRD) focused on intensive oxygen therapy
defined as “High 0, Concentration Delivery System with Fi0, > 40%”

Comments/Recommendations

e The AARC agrees that the divisions of continuous and intermittent are important
reporting indicators. It is mentioned that consideration of “High O, Concentration
Delivery with > 40%” was tested in the PAC PRD but we do not see that it will be
included as a consideration. We feel that High O, Delivery Systems SHOULD be
included as a subgroup under continuous O, therapy. Concentrations of greater than
40% require even more resource use. Additionally any resident on >40% oxygen is
more critically ill. There should be differentiation in high flow vs low flow oxygen
devices.

e We also recommend that consideration be given to advanced modalities now being
used in the PAC arena which include high flow, high humidity devices.

Respiratory Treatment: Suctioning (Scheduled, As needed)

CMS is proposing that Suctioning (Scheduled, as Needed) meets the definition of a
standardized data element for special services and proposes that the data element
consist of the principal element of suctioning, with the following two sub-elements:.
“Scheduled” which is based on a specific frequency of suctioning, such as every hour,
and “As needed” which is only when indicated.

Comments/Recommendations

e The AARC strongly disagrees with “scheduled” suctioning. We refer CMS to the
AARC Clinical Practice Guidelines on “Endotracheal Suctioning of Mechanically
Ventilated Patients with Artificial Airways” (https://www.aarc.org/wp-
content/uploads/2014/08/06.10.0758.pdf)

ETS 14.0 FREQUENCY Although the internal lumen of an ETT decreases
substantially after a few days of intubation, due to formation of biofilm,
suctioning should be performed only when clinically indicated in order to
maintain the patency of the artificial airway used. Special consideration should
be given to the potential complications associated with the procedure.

ETS 16.0 RECOMMENDATIONS: The following recommendations are made
following the Grading of Recommendations Assessment, Development, and



https://www.aarc.org/wp-content/uploads/2014/08/06.10.0758.pdf

https://www.aarc.org/wp-content/uploads/2014/08/06.10.0758.pdf



Evaluation (GRADE)88,89 criteria: 16.1 It is recommended that endotracheal
suctioning should be performed only when secretions are present, and not
routinely. (1C)

e Asthe guidelines point out, suctioning should only be performed when clinically
indicated. Moreover, suctioning on a scheduled basis when there is no indication of
need incentivizes the routine passing of a catheter into the trachea which causes
trauma to the mucosal lining, potential infection and other complications.

Respiratory Treatment: Tracheostomy Care

CMS states that this data element is feasible for use in PACs and that it assesses an
important treatment that would be clinically useful both within and across PAC provider
types.

Comments/Recommendations
e The AARC agrees that tracheostomy care should be included as a data element under the
special treatments category.

Respiratory Treatment: Non-Invasive Mechanical Ventilator (BiPAP, CPAP)

CMS is proposing to establish a principal data element Non-invasive Mechanical
Ventilator with two sub-elements: BiPAP and CPAP. Although use of these terms is
different between the LTCH and SNF setting, CMS is proposing to make the terminology
consistent within these settings.

Comments/Recommendations

e The term “Non-invasive Mechanical Ventilator” implies that a ventilator is being
utilized to deliver the therapy. It should be clarified the BiPAP/CPAP referred to in
the LTACH setting is generally provided as a mode of ventilation using a device FDA
approved as a “mechanical ventilator”. This is not the same as BiPAP/CPAP
commonly referred to in the SNF setting. Therefore, the comparison is inaccurate.

e CPAP/BIiPAP in the SNF is delivered primarily by specific devices as would be seen in
the home environment that are FDA specified for that modality. The term “Non-
invasive Mechanical Ventilator” for these devices in the SNF is not appropriate and
will cause extreme confusion in the SNF/Home environment. The AARC recommends
using the more appropriate term “Non-invasive ventilation” with the sub-elements
of BiPAP and CPAP. This removes the issue of referring to a “ventilator” in the
description.

e The use of a mechanical ventilator for delivery of a BiPAP or CPAP mode in a SNF is
problematic and prohibited in some states except in high acuity approved sites
which have a 24/hour respiratory therapist.

Respiratory Treatment: Invasive Mechanical Ventilation

In proposing Invasive Mechanical Ventilation as a standardized data element consistent
with the intent of the IMPACT Act, CMS considered previous comments that supported
it appropriateness given the care coordination and care transitions and those comments






that raised questions about its appropriateness given the prevalence of ventilator
weaning across PAC providers, concerns about timing of administration, how weaning is
defined, and how weaning status relates to quality of care. Based on these comments,
CMS decided to go with a single data element which does attempt to capture weaning
status.

Comments/Recommendations:

e We would disagree that a single data element of invasive mechanical ventilation be
used and recommend that CMS reassess its decision given previous comments
related to weaning status. Regardless of the factors, timing of administration, how
weaning is defined and how it relates to quality of care, we feel that a data element
capturing “weaning” is of significant importance. The fact that weaning is being
attempted drives up the utilization of resources regardless of the variable factors.

e |tis now commonplace for ventilator weaning to occur in the SNF, especially those
with high acuity programs. Lengths of time on and off the ventilator are very
important factors. During the time a resident is off the ventilator device and clinical
bedside monitoring becomes even more crucial.

The AARC appreciates the opportunity to comment on the SNF FY 2018 update. If you
have any questions or desire additional information, please contact Anne Marie
Hummel, Associate Executive Director for Advocacy and Government Affairs at
anneh@aarc.org or 703-492-9764.

Sincerely,

P 7 260,

Brian K. Walsh, PhD, RRT-NPS, RRT-ACCS, AE-C, RPFT, FAARC
President



mailto:anneh@aarc.org




. Fax ($72) 484-2720

June 23, 2017

Ms. Seema Verma

Administrator

Centers for Medicare and Medicaid Services
7500 Security Boulevard

Baltimore, MD 21244

Re: CMS-1686-ANPRM: Medicare Program: Prospective Payment System and
Consolidated Billing for Skilled Nursing Facilities; Revisions to Case-Mix
Methodology

Dear Ms. Verma:

As President of the American Association for Respiratory Care, | am pleased to submit
comments on the subject proposed rule which addresses revisions to the case-mix
methodology and classifications. 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 Chronic Obstructive Pulmonary Disease (COPD) and whose
organizational activities impact over 170,000 practicing respiratory therapists across the
country. Respiratory therapy services including oxygen therapy, inhalation treatment
and ventilator management are a vital part of the care furnished by respiratory
therapists in the skilled nursing facility (SNF) setting.

One of the issues the Centers for Medicare and Medicaid Services (CMS) has grappled
with since the inception of the SNF prospective payment system is how to account for
“non-therapy ancillary services” as part of its case-mix methodology. Currently
payments for these services are incorporated into the nursing component. However, it
has been pointed out that the current methodology does not adequately provide for
payments that account for variation in, or the real costs of, things such as drugs,
laboratory services, respiratory therapy, medical supplies, prescription drugs and
medication therapy and we agree with that conclusion. To address the problem, CMS is
considering a methodology to adjust SNF payments to more appropriately reflect
differences in NTA costs. Our comments focus on this aspect of the proposed rule.





The AARC strongly supports any methodology that recognizes the resource cost and use
of respiratory therapy services in the SNF setting. We were very disappointed when
recent changes to include respiratory therapy as a specialized rehabilitation service as
part of the reform to policies impacting long-term care facilities did not result in an
increase or change in RUG payment classifications. To recognize the impact of non-
ancillary services as part of the SNF case-mix methodology is long overdue and we
appreciate CMS inviting comment on this important topic.

Respiratory therapists are educated and trained in all aspects of pulmonary medicine
and a vital resource to residents of SNFs. These licensed professionals undergo rigorous
validated competency testing over the full scope of practice which includes diagnosis,
treatment, and management of all respiratory diseases and conditions. They are
responsible for management of mechanically ventilated patients, administration of a
wide range of prescription medications via aerosol therapy as well as all aspects of
oxygen therapy including assessment of the patient’s needs, titrating oxygen dosage and
selection of the appropriate oxygen delivery devices. Respiratory therapists by virtue of
their education are experts in application and management of physician-ordered
treatment for respiratory patients and the selection of the appropriate devices such as
ventilators and oxygen systems. It is imperative their skills, expertise and resource use
be recognized as part of the NTA component of the case-mix methodology.

Conditions and Extensive Services used for NTA Classification

CMS is proposing to establish Non-Therapy Ancillary (NTA) Case-Mix Classification
Groups in which all residents would be classified into one group only, following the
same methodology used for physical therapy, occupational therapy and speech
pathologists components. While we have no specific comments on the algorithms and
cost regressions used to develop the new NTA component of the RCS-I case-mix model,
we do concur with CMS’ proposal to set the case-mix index to reflect case-mix related
relative differences in costs across groups to help ensure payment reflects the relative
resource use at the per diem level.

In developing a scoring methodology, CMS has proposed a table identifying 1) the
condition/extensive service to be considered; 2) the source from which the service was
derived; 3) a tier based on resource use such as Ultra-High, Very High, High, Medium
and Low; and, 4) points assigned to each service, resulting in six NTA score categories
ranging in points from 0 to 11+.

The conditions/extensive services and their tier assignment on CMS’ proposed list
impacting individuals residing in skilled nursing facilities who suffer from chronic
respiratory disease include the following: Ventilator/Respiratory (High), Cystic Fibrosis
(Medium), Multiple Sclerosis (Medium), Tracheostomy (Medium), Asthma, COPD or
Chronic Lung Disease (Medium), and Suctioning (Low). In reviewing the list, we offer the
following comments and recommendations:





Comments/Recommendations:

e We recommend the terminology be changed from “ventilator/respirator” to
“Invasive Mechanical Ventilator”. The term “respirator” is out dated and is
generally no longer used.

e In addition to the change in terminology noted above, we recommend “/Invasive
Mechanical Ventilator” be classified in the “Very High” tier rather than the
proposed “High” designation. The use of a mechanical ventilator requires the 24
hour presence of a respiratory therapist as well as advanced monitoring
equipment. Ventilator weaning is now common and liberation occurs in the SNF
setting making the care of this population much more intense.

e We recommend changing “Multiple Sclerosis” to “Neuromuscular Disease”. This
change would then also encompass Duchesne Muscular dystrophy and other
neuromuscular disorders commonly seen in the SNF. The needs of this
population include intense airway clearance procedures/devices and the
intervention of a respiratory therapist.

e Last, we recommend that use of BiPAP/CPAP be included as a “High” tier in the
listing as the use of these devices requires specialty equipment and respiratory
therapist intervention/monitoring.

As opposed to combining NTA and nursing into one component as in the RUG-IV system,
the RCS-I case-mix model CMS proposes would create a separate payment component
for NTA services. According to CMS, this separation allows payment to be based on
“resident characteristics that predict NTA resource utilization, rather than nursing staff
time”, and the AARC strongly supports that distinction.

Overall, we agree with CMS’ assessment that the proposed NTA case-mix index would
be a better measurement of resource use and ultimately result in more accurate
payments. It is high time that the importance of respiratory therapy services provided
in the SNF setting by skilled respiratory therapists are correctly identified and paid for
accordingly.

We appreciate the opportunity to submit comments.

Sincerely,

Fni 7 s,

Brian K. Walsh, PhD, RRT-NPS, RRT-ACCS, AE-C, RPFT, FAARC
President
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June 12, 2017

The Honorable Mitch McConnell The Honorable Chuck Schumer
Majority Leader Minority Leader

United States Senate United States Senate
Washington, DC 20510 Washington, DC 20510

Dear Leader McConnell and Minority Leader Schumer,

As President of the American Association for Respiratory Care (AARC), | am writing to express our concerns about
efforts underway in the Senate to develop new health care legislation that could result in limiting patients’ access
to affordable and effective health care. The AARC is a national professional organization with a membership of
over 47,000 respiratory therapists who treat patients with acute and chronic respiratory diseases such as Chronic
Obstructive Pulmonary Disease (COPD) and asthma and whose organizational activities impact over 170,000
practicing respiratory therapists across the country.

Patients with Chronic Respiratory Disease are Prevalent and Costly

Health care legislation moving forward should avoid increasing the number of uninsured Americans. Chronic
Obstructive Pulmonary Disease (COPD) is among the most prevalent chronic conditions in adults 18 and older* and
is the third leading cause of death in the US according to the Centers for Disease Prevention and Control. Among
children 17 years and younger, asthma and allergies and chronic respiratory diseases other than asthma are the
top two most prevalent conditions.’

Overall, health care spending for COPD and asthma are among the 10 most costly health conditions, accounting
for $75 billion in expenditures in 2011.% One of the ways to combat costly acute interventions and prevent hospital
readmissions and unnecessary emergency department visits is to improve the medical home by having respiratory
therapists teach self-management skills to patients by helping them recognize the symptoms and triggers of their
chronic respiratory disease which can lead to reduced exacerbations and lower costs. This could be done in lower
cost environments such as in their home or other vehicles such as telehealth.

Further, the number of individuals suffering from multiple chronic conditions including those with chronic
respiratory disease is among the highest in the nation. As of 2012, about half of all adults—117 million people—
had one or more chronic health conditions® and the prevalence increases with age. In 2010, 35% of health care
spending was for 8.7% of individuals with five or more chronic conditions.” For Medicare beneficiaries alone, 57%
with COPD have 5 or more chronic conditions while 56% of those with asthma have 5 or more chronic conditions.®
Respiratory patients today cannot afford to lose their healthcare coverage

Patient Benefits Should be Maintained

The AARC opposes any legislation that weakens the Essential Health Benefits (EHBs) provision. Patients with
chronic respiratory disease require access to specialized expert care, such as the care provided by respiratory
therapists, to manage their condition and lead productive lives. Future legislation needs to include coverage of
respiratory therapists in lower cost environments such as the clinic, medical home or other vehicles such as
telehealth. This coverage will not only improve the quality of care and life, but reduce the expense associated with






these expensive diseases. The EHBs are an especially important policy since it ensures access to a comprehensive
health care plan that covers a broad set of services. It is imperative patients continue to have access to this basic
set of life sustaining services and that those with pre-existing conditions are not compromised by policies that
allow states and plans to opt out of such coverage or choose services that are less robust.

Health Care should be Affordable

The AARC cannot support any policy that will make health insurance less affordable for people who need it most,
especially those who suffer from chronic respiratory disease. Any legislation permitting states to allow plans to
set premiums based on health status is unacceptable as patients with chronic lung disease often have limited
earning potential. The end result will be a dramatic increase in premiums which will have a devastating effect on
our patient population. The AARC respectively requests the Senate ensure any changes to health insurance
policies are adequate and affordable for patients with chronic respiratory disease, particularly for those with pre-
existing conditions.

Healthy Decisions and Preventative Health Care

The AARC supports preventative policy or legislation that incorporates preventative medicine such as routine
newborn screening, wellness visits, smoking cessation, disease management and pulmonary rehabilitation. Any
legislation supporting preventative strategies that either detects disease earlier so that treatments can be more
effective or other interventions proven to reduce health care expense such as emergency room visit or
hospitalization is strongly supported and highly recommended.

On behalf of the AARC, thank you for your consideration. If you have any questions, please contact Anne Marie
Hummel, Associate Executive Director for Advocacy and Government Affairs at anneh@aarc.org or 703-492-9764.

Sincerely,

P X el

Brian K. Walsh, PhD, RRT-NPS, RRT-ACCS, AE-C, RPFT, FAARC
President

Cc: Members of the United States Senate

! Multiple Chronic Conditions Chartbook 2010 Medical Expenditure Panel Survey Data, Agency for Healthcare Research and
Quality. https://www.ahrg.gov/sites/default/files/wysiwyg/professionals/prevention-chronic-
gare/decision/mcc/mccchartbook.pdf. Accessed June 5, 2017.

Ibid
® Wall Street Journal, February 24, 2014. How Health-Care Spending Got So High. Data source: Agency for Healthcare Research
and Quality.
* Chronic Disease Prevention and Health Promotion. Chronic Diseases: The Leading Caues of Death and Disability in the United
States. https://www.cdc.gov/chronicdisease/overview/index.htm. Accessed June 5, 2017.
> Multiple Chronic Conditions Chartbook 2010 Medical Expenditure Panel Survey Data, Agency for Healthcare Research and
Quality. https://www.ahrg.gov/sites/default/files/wysiwyg/professionals/prevention-chronic-
care/decision/mcc/mccchartbook.pdf. Accessed June 5, 2017.
® Medicare Chronic Conditions Dashboard. https://www.cms.gov/Research-Statistics-Data-and-Systems/Statistics-Trends-and-
Reorts/Chronic-Conditions/CCDashboard.html. Accessed June 5, 2017
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RESPIRATORY CARE BYLAWS



ARTICLE I: NAME



This organization is a chartered affiliate of the American Association for Respiratory Care, (herein referred to as the AARC) which is incorporated under the General-Not-For-Profit- Corporation-Act of the state of Illinois, and shall be known as the South Carolina Society for Respiratory Care, (herein referred to as the SCSRC), incorporated under the General-Not-For- Profit-Corporation-Act of the State of South Carolina.



ARTICLE II:  BOUNDARIES



A. The SCSRC, being an affiliate of the AARC and is recognized as an official extension of that organization, is limited by the geographical boundaries of the state of South Carolina. The SCSRC assumes the responsibility of coordination of all revenue generating activities, either directly or indirectly sponsored/endorsed by the parent organization within the aforementioned boundaries.



B. The state is divided into four (4) regions consisting of the following counties:

a. Coastal Region: counties of Beaufort, Berkley, Charleston, Colleton, Dorchester, Hampton and Jasper.

b. Midlands Region: counties of Aiken, Allendale, Bamberg, Barnwell, Calhoun, Chester, Clarendon, Fairfield, Kershaw, Lancaster, Lee, Lexington, Newberry, Orangeburg, Richland, Sumter and York.

c. PeeDee Region: counties of Chesterfield, Darlington, Dillon, Florence, Georgetown, Horry, Marion, Marlboro and Williamsburg.

d. Piedmont – counties of Abbeville, Anderson, Cherokee, Edgefield, Greenville, Greenwood, Laurens, McCormick, Oconee, Pickens, Saluda, Spartanburg, and Union.



ARTICLE III: OBJECT



Section 1: Purpose



The SCSRC is formed to:

1. Encourage, develop, and provide education programs for those persons interested in the field of Respiratory Care and diagnostics.

2. Advance the science, technology, ethics and art of Respiratory Care through institutes, meetings, lectures, publications, and other materials.

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

4. Provide education to the general public in pulmonary health promotion and disease prevention.



Section 2: Intent



1. No part of net earnings of the SCSRC shall insure the benefits of any private member or individual, nor shall the corporation perform particular services for individual members thereof.

2. The Board of Directors shall provide for the distribution of the funds, income and property of the SCSRC to charitable, educational, scientific, or religious corporations, organizations, community chests, foundations, or other kindred institutions maintained and created for one or more of the foregoing purposes, if at the time of distribution the payee or distributes are exempt from income taxation, and if gifts or transfers to the payee or distributes are then exempt from taxation under the provisions of Section 501, 2055, and 2522 of the Internal Revenue Code or changes which amend or supersedes the said Sections.

3. In the event of the dissolution of the SCSRC, whether voluntary or involuntary, all of its remaining assets shall be distributed in such manner, as the Board of Directors of the SCSRC shall determine, by a majority vote, to be best calculated to carry out the objectives and purposes for which the SCSRC is formed. The distribution may be made available to any charitable, education, scientific, or religious corporations, organizations, community chests, foundations or other kindred institutions maintained and created for one or more of the foregoing purposes, if at any time of distribution, the payee or distributors are then exempt from taxation under provisions of Sections 501, 2055, 2052 of the Internal Revenue Code or changes when amend or supersede the said section.

4. The SCSRC shall not commit any act which shall constitute the unauthorized practice of medicine under the laws of the State of South Carolina or the State of Illinois.



  ARTICLE IV: MEMBERSHIP (removed tab)



Section 1: Prerequisite for Membership



An individual is eligible to be a member of the SCSRC if he or she is a member of the AARC as specified in Article III of the AARC Bylaws.



Section 2: Classes



The membership of the SCSRC shall include three (3) classes: Active Member, Associate Member, and Special Member.



Section 3: Active Member



An individual is eligible for Active Membership if he/she lives in the United States or its territories or was an Active Member prior to moving outside its borders or territories, and meets ONE of the following criteria: (1) is legally credentialed as a respiratory care professional if he/she is employed in a state or territory that maintains a legal credential for respiratory care professionals OR (2) is a graduate of 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 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 4: Associate Membership



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



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



Student Member – Individuals will be classified as Student Members if they meet all of 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, and AARC recognized agency.



Physician Member – Individuals will be classified as Physician Members if they met all the requirements for Associate Membership and are duly licensed as doctors of medicine of osteopathy.

(removed extra space)

2. Industrial Member – Individuals will be classified as Industrial Members if they meet all of the requirements for Associate Membership and their primary occupation or business or a majority of their business time is directly or indirectly related to the manufacture, sale, or distribution of equipment or products, which are directly or indirectly related used in the area of Respiratory Care.



Section 5:  Special Member



1. Life Members shall be members who have rendered outstanding service to the SCSRC. Life Membership may be conferred by a majority affirmative vote of the Board of Directors. Life Members shall have all rights and privileges of Active Membership of the SCSRC including the right to hold office, hold committee chair, and vote. For these members, the SCSRC will be responsible for payment of AARC Active Member dues.



2. Honorary Member shall be individuals who have rendered distinguished service to the field of Respiratory Care. Honorary Membership may be conferred by a majority affirmative vote of the Board of Directors. Honorary Members shall have all the rights and privileges of membership of the SCSRC except the right to hold office, hold committee chair, or vote. For these members, the SCSRC will be responsible for payment of the AARC dues as an Associate Member.



3. General Members shall be individuals who have interest in Respiratory Care and who do not qualify for other membership classifications. General Members shall have all rights and privileges of Associate Membership in the SCSRC except that they shall not be entitled to hold office, hold committee chair, or vote.



Section 6:  Application for Membership



1. Application for membership in the SCSRC shall follow procedure specified in Article III, Sections 5 and 6 of the AARC Bylaws.

2. Upon acceptance into the AARC, an individual will automatically become a member of the SCSRC if the individual lives within the geographical boundaries of the state of South Carolina.

3. Each SCSRC member must annually reassess his qualifications for membership by renewing his/her membership.



Section 7: Ethics



If the conduct of any member shall appear to be in violation of the Bylaws, Code of Ethics, or other regulation, policies or procedures adopted by the SCSRC or shall appear to be prejudicial to the SCSRC interests, such member may be reprimanded, suspended, expelled, or have his/her membership status reclassified in accordance with the procedures set forth in the SCSRC policies and procedures.



ARTICLE V: Officers Section 1: Officers

The officers of the SCSRC consist of President, President-Elect, Immediate Past President, Vice President, Secretary and Treasurer.



Section 2: Term of Office



1. The term of office for officers (excluding President-Elect, President and Immediate Past President) shall be two (2) years. The term shall begin January 1 following the annual business meeting.

2. The Vice President, Secretary and Treasurer shall not serve more than two (2) consecutive terms in the same office.

3. The President-Elect shall complete immediate successive full one (1) year terms for the offices of President-Elect, President and Immediate Past President before being eligible to serve a successive term in any elected office.

4. The President-Elect, President, and Immediate Past President shall not serve more than one consecutive term in the same office.



Section 3: Vacancies in Office



1. In the event of a vacancy in the office of President, the President-Elect shall become acting President to serve the unexpired term and shall serve his/her own successive term as President.

2. In the event of 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 until the next meeting of the Board of Directors, at which time the Board shall elect a qualified individual by the Board of Directors.

3. Any vacancy in the office of Vice President, Secretary or Treasurer shall be filled by the appointment of a qualified individual by the Board of Directors. Individuals so appointed shall serve (deleted r from server) until the next scheduled election.



4. In the event of a vacancy in the office of Immediate Past President, the office shall remain vacant.



Section 4: Duties of Officers



1. The President shall be the Chief Executive Office of the SCSRC.  He/she shall:

1. Preside at the annual business meeting and all meetings of the Board of Directors.

2. Prepare an agenda for the annual business meeting.

3. 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.

4. Appoint special committee subject to the approval of the Board of Directors.

5. Present charges to the standing and special committees upon assuming office.

6. Be an ex-officio member of all committees except the Elections Committee.

7. Present to the Board of Directors an annual report of the SCSRC activities.



2. 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 duties as assigned by the President or the Board of Directors. The President-Elect shall also serve as the Chair of the Elections and Judicial Committees.

3. The Immediate Past President shall advise and consult with the President and shall perform such other duties as assigned by the President or the Board of Directors.

4. The Vice President shall perform such duties as shall be assigned by the President and the Board of Directors. He/she shall assume the duties of the President-Elect in the event of the President-Elect’s absence, resignation or disability, but will continue to carry out the duties of the office Vice President. The Vice President shall be Chair of the Program Committee.

5. The Treasurer shall have charge of all the funds and securities of the SCSRC; endorsing check, notes or other orders for 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 designates. He/she shall see that full and accurate accounts are kept, submit a written financial report at each Board of Directors meeting. At the expense of the SCSRC, he/she shall be bonded in the amount determined by the Board of Directors.

6. The Secretary shall have charge of keeping the minutes of the Board of Director’s meetings and the Annual Business Meeting, submitting a copy of the minutes of every meeting of the governing body and other business of the SCSRC to the Executive Office of the AARC within ten (10) calendar days following the meeting; executing the general correspondence; affixing the corporate seal on documents so requiring, and in general, performing all duties as assigned by the President or the Board of Directors.

7. Additional duties of the officers will be defined in the SCSRC Policies and Procedures and must be approved by the Board of Directors.



Section 5: Executive Committee



1. The Executive Committee of the Board of Directors shall consist of the President, President-Elect, Immediate Past President, Vice President, Secretary, and Treasurer.

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



ARTICLE VI:  BOARD OF DIRECTORS



Section 1: Composition of Powers



1. The Executive Government of the SCSRC shall be vested in a Board of fourteen (14) fifteen (15) Active Members, consisting of the President, President-Elect, Immediate Past President, Vice President, Secretary, Treasurer, Delegate and eight (8) Directors, two (2) from each geographical region. If the second Delegate position is occupied, the SCSRC shall be vested in a Board of sixteen (16) Active Members to include the above listing and the second Delegate. The term of office for Directors shall begin January 1 following the Annual Business Meeting and shall be for a two (2) year nonrecurring term of office.

2. The President shall be Chair and Presiding Officer of the Board of Directors. He/she shall invite, in writing, such individuals to the meetings of the Board of Directors as he/she deems necessary, whom shall have the privilege of voice but not vote.

3. The Board of Directors shall have the power to declare an office vacant by a two-thirds (2/3) vote, upon refusal, neglect or inability of any member of the Board to perform the duties of that office, or for any conduct deemed prejudicial to the Society. Written notice shall be given to the member that the office has been declared vacant.  Absence from more than two (2) Board of Directors Meetings in one business year may cause that position to be declared vacant.



Section 2: Duties



1. Supervise all business and activities of the SCSRC within the limitation of these Bylaws.

2. Adopt and rescind standing rules, regulations, policies and procedures of the SCSRC.

3. After consideration of the budget, determine re-numeration and stipends for the following year and other related matters.

4. Perform such other duties as may be necessary or appropriate for the management of the SCSRC.



Section 3: Vacancies



Any vacancy that occurs in the office of Directors shall be filled by appointment by the Board of Directors. An appointed Director shall serve until the next scheduled election or until his successor is elected. In the event there is a vacancy for two (2) Directors from one region, the electee with the highest number of votes will serve a two (2) year term and the electee with the second highest number of votes will serve a one (1) year term.



Section 4:  Directors



There shall be eight (8) Directors. Four (4) Directors shall be elected each year, one from each geographical region, and such others as necessary in order to fill existing vacancies.



Section 5: Meetings



1. The Board of Directors shall meet immediately following the annual business meeting of the SCSRC and shall hold not fewer than two (2) regular and separate meetings during the calendar year.

2. Special meetings of the Board of Directors shall be called by the President at such times as the business of the SCSRC shall require, and/or upon written request of two (2) members of the Board of Directors filed with the President and Secretary of the SCSRC.



3. A majority of the Board of Directors shall constitute a quorum at any meeting of the Board.

4. All SCSRC members or invited guests of the Board of Directors may attend all open Board of Directors meetings.

5. All meetings are open unless declared closed by the Executive Committee.



Section 6:  Mail Vote



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



Section 7:  Telephone/Electronic Mail Vote



Whenever, in the judgment of the Executive Committee, it is necessary to present any business to the Board of Directors prior to the next scheduled business meeting a telephone or electronic mail vote via Quick Response Survey (QRS) will be conducted. A two-third (2/3) vote of the Board of Directors is required for approval.



Section 8:  Multiple Offices



No Officer (capitalized Officer as a proper noun indicating board/position officer as defined in document), Board Member or Delegate shall hold more than one (1) SCSRC Office simultaneously.





ARTICLE VII: SOCIETY REPRESENTATION TO THE AARC HOUSE OF DELEGATES



Section 1: Election



1. Delegates of the SCSRC shall be elected by the Active Members of the SCSRC as specified in Article VI, Section 5 of the AARC Bylaws.

2. The SCSRC Board of Directors shall have the power to declare the office of Delegate vacant upon refusal, neglect or inability of the Delegate(s) to perform the duties of the office or for any other conduct deemed prejudicial to the SCSRC. Written notice shall be given to the Delegate(s) that the office has been declared vacant.

3. The President may act as a Delegate in the occasion of a vacancy in the Delegate position or in the case of inability of a Delegate to attend House of Delegates meeting(s). 



Section 2: Duties



1. The duties of the Delegates shall be as specified in the AARC Bylaws.

2. The Delegates shall serve as voting members of the SCSRC Board of Directors.

3. The Delegates shall not hold concurrent elective offices.



  Section 3:  Term of Office



The term of office shall be for four (4) years with one Delegate being elected every two (2) years.



Section 4: Vacancies



Should a Delegate position become vacant, the President (or designee as the President and the Board deems appropriate) shall represent the SCSRC in the House of Delegates until the next scheduled election of a Delegate.



ARTICLE VIII: SOCIETY MEDICAL ADVISOR



The Society shall have at least one (1) Medical Advisor who shall conform to Article X, Section 3 of the AARC Bylaws.



ARTICLE IX: COMMITTEES



Section 1: Standing Committees



The Standing Committees of the South Carolina Society for Respiratory Care shall be:



1. Audit Committee

2. Budget Committee

3. Bylaws Committee

4. Elections Committee

5. Judicial Committee

6. Legislative Committee

7. Membership Committee

8. Public Relations Committee

9. Policy and Procedure Committee

10. Program Committee

11. Publications/Web Committee

12. Scholarship Committee



The Chairs of these committees shall be appointed by the President, subject to the approval of the Board of Directors, unless otherwise stated in these Bylaws. These Chairs shall serve as stated in the SCSRC Policy and Procedure Manual.



Section 2:  Composition and Duties of Committees



1. Audit Committee

1. The committee shall consist of a Director appointed as chair by the Board of Directors, and two (2) active SCSRC members, elected by the Board of Directors, but who are not presently serving on the Board

2. The committee is responsible for the auditing of the affairs of the SCSRC, insuring that no category of the budget is exceeded without a two-thirds (2/3) approval of the Board of Directors.

3. The committee shall submit their report to the Board of Directors, the result of which shall be presented to the SCSRC membership.



2. Budget Committee

1. The committee shall consist of the Executive Committee, chaired by the President.

2. The Budget Committee shall present the budget at the first regular Board of Directors meeting of the fiscal year for ratification by the Board of Directors.



3. Bylaws Committee

1. The committee shall consist of the Immediate Past President and four (4) Active Members, one from each region of the state.

2. Proposed amendments to the Bylaws may be originated by the Board of Directors and/or the SCSRC membership and submitted to the Bylaws Committee through the Board of Directors. The committee shall review the proposed amendments and submit their recommendation to the Board of Directors.



4. Elections Committee

1. The committee shall consist of the President-Elect who shall serve as chair. The Chair will appoint a committee of qualified members as stated in the SCSRC Policy and Procedure Manual. The committee shall prepare, for Board of Directors approval, a slate of Officers, Directors and Delegate(s) (when applicable). The Chair of the committee shall report a slate of nominees to the Board of Directors at least ninety (90) days prior to the annual business meeting. The final slate of nominees shall be approved by the Board of Directors before submission to the general membership.

2. Utilizing approved SCSRC policy and procedure, the Elections Committee may place in nomination the names of qualified candidates for the offices of President- Elect, Vice President, Secretary, Treasurer, Delegate(s), and Directors. In accordance with the SCSRC Policy and Procedure Manual, the committee will prepare and distribute pertinent biographical information concerning each candidate.

3. At least thirty (30) days prior to the Annual Business Meeting, ballots setting forth the slate of nominees shall be made available to each Active Member in good standing. Provisions shall be made on the ballot for write-in votes for each office to be filled. Voting will close no less than 5 days prior to the Annual Business Meeting.  If balloting is conducted via electronic vote, the balloting will end at noon the day of the Annual Business Meeting. The deadline date and time shall be clearly indicated on the ballot.



5. Judicial Committee

1. The Committee shall consist of not fewer than four (4) Active Members with the President-Elect serving as Chair.

2. The Committee shall review membership challenges or complaints against any member charged with any violations of the SCSRC Bylaws, code of ethics, policy and procedures, or any conduct deemed detrimental to the SCSRC. Such complaints must be filed with the Chair of the Judicial Committee. The Committee shall conduct a review in accordance with established policy and procedures. Such policies and procedures shall be available to any members upon request. Complaints or inquiries may be referred to the SCSRC Judicial Committee by the Judicial Committee of the AARC.

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 the benefit of legal council 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.



6. Legislative Affairs Committee

1. The Committee shall consist of a Chair and at least four (4) Active Members.

2. The Committee shall monitor and advise the Board of Directors of pending and proposed legislation which may influence the practice of Respiratory Care in the state of South Carolina.



7. Membership and Public Relations Committee

1. The Committee shall consist of the Chair and at least one (1) Active Member from each of the four (4) regions.

2. The Committee shall concern itself with the relations of the SCSRC, the public, hospitals and health care institutions.



8. Policy and Procedure Committee

1. The Committee shall consist of a Chair appointed by the President and the Chairs of each standing committees.

2. The Committee shall review and revise the Policy and Procedure Manual which shall be approved by the Board of Directors.



9. Program Committee

1. The Committee shall consist of a Chair and at least four (4) Active Members who shall serve in accordance with the established policies and procedures.

2. The Committee shall prepare the program for the Annual Meeting and all other programs as directed by the President.



10. Publications/Web Committee

1. The Committee shall consist of a Chair, who is the administrator of the SCSRC website and the Chairs of standing and special committees shall act as contributing editors.

2. The Committee shall concern itself with the execution of dissemination of Society website activities per approved policies and procedures.



11. Scholarship Committee

1. The Committee shall consist of a Chair and at least four (4) Active Members. Additional members shall be selected by the committee Chair per policy and procedure.



   Section 3: Special Committees and Other Appointments (added ‘Section 3: -- was missing)



1. Special Committees may be appointed by the President, subject to the approval of the Board of Directors.

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



Section 4: Committee Chairs Responsibilities



1. The President shall appoint the Chair of each committee per the policy and procedure for each committee.

2. The Chair of each committee shall appoint members per policy and procedure, unless otherwise specified in the Bylaws.



3. Nonmembers or Physician members may be appointed as consultants to committees, per policy and procedure.

4. Each Committee Chair requiring operating expenses shall submit a budget per policy and procedure.



ARTICLE X:  ANNUAL BUSINESS MEETING



Section I: Date and Place



1. The SCSRC shall hold an Annual Business Meeting each calendar year. Additional meetings may be held as required to fulfill the objectives of the SCSRC.

2. 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 meetings, 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



1. 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.

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



Section 3: Notification



1. Written notice of the time and place of the Annual Business Meeting shall be sent to all members of the SCSRC not fewer than forty (40) calendars days prior to the meeting.



Section 4: Quorum



1. A majority of the voting members registered at a duly called business meeting shall constitute a quorum.



ARTICLE XI:  FISCAL YEAR



The fiscal year of the SCSRC shall begin on January 1 and end on December 31. ARTICLE XII: PARLIAMENTARY PROCEDURE

The rules contained in the most recent edition of Robert’s Rules of Order shall govern whenever they are not in conflict with the Bylaws of the Society or the AARC.



ARTICLE XIII: BYLAWS INTERPRETATION



1. In the event of a problem with interpretation of the Bylaws, the question shall be referred to the Bylaws Committee.

2. The Board of Directors may refer a Bylaws Interpretation matter to the Committee by a two-thirds (2/3) affirmative vote.

3. The decision of the Committee is final.



ARTICLE XIV: AMENDMENTS



These Bylaws may be amended by two-thirds (2/3) majority vote of the Board of Directors provided that the amendment has been presented to the membership for comment and input at least sixty (60) days prior to the vote of the Board of Directors. All amendments must be approved by the AARC Bylaws Committee and ratified by the AARC Board of Directors to become effective.
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