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AARConnection . . .
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WHAT THEY’RE TALKING ABOUT
AARConnect, a Social Network for Members
At AARConnect they’re talking about limiting 12-hr shifts to
reduce error rates, respiratory students in the NICU, Medicare
reimbursement for complete PFTs, and more. Or, start your own
conversation. You can even start your own alumni group or a
group for your hospital. Join the conversation at
http://connect.aarc.org/AARC/AARC/Home/

IMPROVING PATIENT CARE
Sharing Mechanical Ventilation Adjunct Protocols
The AARC is producing an online compilation of best practices in
areas of mechanical ventilation and lung protection strategies.
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more at http://www.aarc.org/resources/adjprot/

MANAGEMENT SUPPORT
Best Practice Depot
The AARC Management Section wants to help managers of
respiratory therapy services become more valuable to their
organizations. To this end, they offer a simple database that
allows the entry of basic information about a proven cost
savings initiative plus contact information. Explore at
http://www.aarc.org/sections/management/depot.asp

PROFESSIONAL SUPPORT
Roundtables
These special interest groups allow you to ask questions and
share ideas and information with other members who have
an interest in specific niches within the profession. Topic
areas include: asthma disease management, disaster
response, geriatrics, hyperbarics, informatics, international
medical missions, military, neuromuscular, research,
simulation, and tobacco-free lifestyle. Link up at
http://www.aarc.org/sections/

CONTINUING EDUCATION
Meet Continuing Education Licensure Requirements
The AARC offers a variety of continuing education programs
to help you meet licensure requirements. From webcasts to
interactive courses you’ll find free and low-cost programs
including a course on ethics. Find them at
http://www.aarc.org/education/aarc_crce/

COMMUNITY SERVICE PROGRAMS
The AARC Helps You Help Your Patients
Ready-made community service programs include
DRIVE4COPD, Peak Performance USA, the High School
Project, and the Vent 5K. Learn more at
http://www.aarc.org/community/service/ and at
http://www.aarc.org/headlines/10/09/drive4copd/update.cfm

Follow Us on Twitter and Facebook. 

Visit www.AARC.org
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Asthma and COPD are two of the most frequently oc-
curring diseases in the United States and the world. As
respiratory therapists, most of us have daily contact with
patients who have one or both of these diseases. The in-
cidence of COPD and asthma is increasing, and the sheer
number of patients with these problems places a multi-
billion-dollar burden on our health care system. As most
respiratory therapists are still hospital-based, we see pa-
tients with asthma and COPD primarily when they have
an exacerbation. There is an interest and migration to-
ward the primary care arena, since it is so much easier
to treat these disorders before they exacerbate. The focus
of this article is on differentiating these diseases and
identifying the primary care manage-
ment strategies.

Asthma
Asthma affects more than 22 million

people in the United States, including
over 6 million children.1 Asthma is
characterized by variable and recurring
symptoms, airflow obstruction,
bronchial hyperresponsiveness, and
underlying inflammation. Symptoms
include but are not limited to: cough,
wheeze, shortness of breath, and chest
tightness. The pathophysiology con-
sists of underlying chronic inflamma-
tion of the airways. When this
inflammation worsens, the airways be-
come hyperresponsive to environmen-
tal stimuli. Concurrently, inflammation
causes swelling of the airways. These
mechanisms combine to cause the clin-
ical symptoms we see in our patients
with asthma. Patients with asthma present differently
when exposed to different triggers (factors that worsen
asthma symptoms). Many phenotypes of asthma have
been described, such as allergic asthma, exercise-

induced asthma, and cough variant asthma, each of
which have slightly differing presentations and, recently,
differing therapeutic approaches. Importantly, asthma is
associated with exposure of the susceptible individual to
allergies, exposure to environmental factors (smoke, per-
fumes, vapors), emotion, esophageal reflux, obesity, and
many others. In children who develop asthma, this sus-
ceptibility to environmental stimuli seems to occur early
in life as the immune system develops, at least in indi-
viduals who develop allergies. The other important factor
differentiating asthma from COPD is that asthma symp-
toms are episodic and largely reversible with bron-
chodilators. Pulmonary function and radiographs are

usually normal between exacerbations.
Asthma may be recognized in individ-
uals of any age, although it is some-
times difficult to differentiate it from
other disorders that cause wheezing at
an early age (e.g., bronchiolitis, congen-
ital airway, and vascular anomalies). Di-
agnosis is made using a careful and
complete history (including the pres-
ence of episodic symptoms), exclusion
of mimics of asthma, exposure to sub-
stances known to be associated with
asthma, allergy testing, and spirometry.

Chronic obstructive 
pulmonary disease

COPD, another chronic inflamma-
tory lung disease, encompasses what
we have known for years as emphy-
sema and chronic bronchitis. Statis-
tics from the Centers for Disease
Control and Prevention indicate that

9.8 million people in the United States were diag-
nosed with chronic bronchitis in the past year and 3.8
million people have been diagnosed with emphy-
sema. Additionally, more than 13,000 people died of

6 AARC Times      November 2010
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Differentiation and Management 
of Asthma and COPD

about the author…

Timothy B. Op’t Holt,
EdD, RRT, AE-C, FAARC, is

professor of
cardiorespiratory care at
the University of South

Alabama in Mobile.

by Timothy B. Op’t Holt, EdD, RRT, AE-C, FAARC
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COPD in the United States in the past year.2 Accord-
ing to the Global Initiative for Chronic Obstructive
Lung Disease (GOLD), “COPD is a preventable and
treatable disease with some significant extrapul-
monary effects that may contribute to the severity in
individual patients. Its pulmonary component is
characterized by airflow limitation that is not fully
reversible. The airflow limitation is progressive and
associated with an abnormal inflammatory response
of the lung to noxious particles or gases.”3 Cigarette
smoking is the most common risk factor for COPD.
COPD is typically diagnosed when a patient has a sig-
nificant history of cigarette smoking and an obstruc-
tive pattern on the pulmonary function test.
Spirometry is used for both diagnosis and staging of
COPD severity. Diagnosis is usually made after the
fourth decade of life. The signs and symptoms of
COPD include: increasing shortness of breath, spu-
tum production, crackles and/or decreased breath
sounds, and decreased exercise tolerance that is pro-
gressive and that may become disabling. With each
exacerbation, pulmonary function does not return to
values before the exacerbation.3

While both asthma and COPD are inflammatory
obstructive lung diseases, there are important differ-
ences in clinical presentation, as shown in Table 1.

Management of asthma
Once asthma is diagnosed, it

is classified by severity. Severity
is based upon the level of im-
pairment: magnitude of symp-
toms, number of nighttime
awakenings with symptoms, ex-
tent of beta-2 bronchodilator
use, limitation of activity, and ef-
fect on lung function. Severity is
also based on the exacerbation
risk level: number of exacerba-
tions requiring oral corticos-
teroids and severity since the
last exacerbation. After classify-
ing severity, an asthma action
plan is formulated. The asthma
action plan includes medica-
tions to take based on the step-
wise plan of the National
Asthma Education and Preven-
tion Program’s “Expert Panel Re-
port 3,” which includes
instruction on how to use the
medication devices, how to de-

termine the need for additional medications, what to do
if the asthma becomes more severe, and how to recog-
nize and deal with asthma triggers.1 The therapist will
also provide education on asthma itself. After two to six
weeks of care using the asthma action plan, the patient
is reevaluated to determine the level of asthma control.
Based on the criteria to determine severity and a stan-
dardized asthma quality of life tool, the asthma is de-
termined to be well controlled, not well controlled, or
very poorly controlled. If the asthma is well controlled,
the patient continues therapy for an additional three to
six months, after which they are re-evaluated to deter-
mine if therapy may be stepped down. If the patient is
not well controlled or poorly controlled, consideration
is given to stepping up therapy one or more levels. At
the same time, the asthma educator reevaluates the pa-
tient or caregiver’s ability and success in environmental
control of triggers and evaluates use of inhaled med-
ication devices. In the past, the hospital therapist had
no role in what has just been described — he or she
gave the ordered therapy to get the patient past the ex-
acerbation and get them discharged. A contemporary ap-
proach is for the therapist to work with the patient’s
physician to establish an action plan, proceed with the
steps described above, and provide a written asthma ac-
tion plan before discharge. This aids in preventing the

Table 1. Differentiation of asthma and COPD

Asthma COPD

Age at diagnosis Any age Usually > 40

Primary predisposing Multifactorial, atopy Cigarette smoking
factors

Spirometry Often normal between Always abnormal,
exacerbations progressive deterioration

Symptoms of Cough, wheeze, shortness Cough, wheeze, sputum
worsening of breath, chest tightness production, change in

sputum color, fever

Natural history Episodic Progressive

Chest radiograph Usually normal between Progressive air trapping
exacerbations with worsening

AA:Layout 1  10/8/10  12:25 PM  Page 8
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all-too-frequent relapses, repeated hospitalizations, and
improves quality of life.1 This places the therapist in the
role of physician extender: one who participates in the
plan of care and discharge planning. Efforts by the AARC
are ongoing to improve reimbursement for therapists’
services in physicians’ offices, which offers a rich op-
portunity for respiratory therapists who wish to work in
the primary care setting. Presently, this is not a reim-
bursement to the therapist but rather a reimbursement
to the physician’s office under Medicare Part B.

Management of COPD
Once the diagnosis is made, the severity of the disease

is determined using the criteria set forth by the GOLD
guidelines. Obstruction is defined by the presence of an
FEV1/FVC% < 70%. Severity is then classified according to
the FEV1/FVC% and FEV1 (see Table 2).3 When the patient
does not exhale completely, the volume over a shorter pe-
riod of time (e.g., 6 seconds) may be used as an approxi-
mate surrogate for FVC. When this shorter time period is
used, the volume label should reflect this shorter time

(i.e., FEV6). The FEV6 has been considered to be a reliable
substitute for FVC.4 However, the FEV6 is not referred to
in the GOLD guidelines for classifying severity of COPD.3

Therapy is based on the severity of the disease, in a
stepwise approach, beginning with short-acting beta-2
agonist/ipratropium on an as-needed basis for shortness

Table 2. COPD severity, as defined by GOLD3

FEV1/FVC% < 70% and FEV1

Mild COPD ≥ 80% predicted

Moderate COPD 50% – 80% predicted

Severe COPD 30% – 50% predicted

Very severe COPD < 30% predicted or < 50% predicted,
plus chronic respiratory failure

10 AARC Times      November 2010
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of breath. This is followed by the addition of long-acting
beta-2 agonists, tiotropium, inhaled corticosteroids, and
continuous oxygen therapy as the disease progresses. The
patient needs to be educated about the disease and given
tobacco-dependence counseling if still smoking. Infor-
mation about lifestyle changes, breathing exercises, and
end-of-life issues counseling should be included in the
plan of care as needed. Rehabilitation should be offered to
all patients who have COPD that is moderate or worse.

In-hospital management of exacerbations should in-
clude these issues, or else relapse and readmission may
follow quickly. Care for the patient with stable COPD or
COPD exacerbation should include these patient educa-
tion pieces to help avoid these almost inevitable relapses,
which are costly both from health status (quality of life,
morbidity, and mortality)5 and financial viewpoints.

Understand and implement the guidelines
In summary, asthma and COPD are inflammatory,

chronic airway diseases. While asthma is often associated
with patients earlier in life and with allergies, COPD is di-

agnosed later in life, often after a long history of cigarette
smoking. Evidence-based guidelines for both diseases are
available, offering a stepwise approach to severity and
therapy. Respiratory therapists need to understand and
implement these guidelines in their practice in order to
improve patient and economic outcomes. ■

REFERENCES
1. National Heart Lung and Blood Institute website. Expert Panel Re-
port 3 (EPR3): guidelines for the diagnosis and management of
asthma. Available at: www.nhlbi.nih.gov/guidelines/asthma/
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Accessed Aug. 25, 2010
3. Global Initiative for Chronic Obstructive Lung Disease (GOLD) web-
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Enhance the value of your attendance at the 2010 AARC 
International Respiratory Congress when you add this 

course to your itinerary.

CURRENT ISSUES IN 
MECHANICAL VENTILATION

Sunday, December 5, 2010 
Las Vegas Hilton • Las Vegas, NV

View the entire Advance Program for the 2010
AARC International Respiratory Congress at

http://www.aarc.org/go/ha1

This one-day course is designed to present the current 
concepts of mechanical ventilation for both pediatric and 
adult patients with a review of state-of-the-art strategies of 
mechanical ventilatory support. Includes practical application
with recent advances. 

Approved for 6.5 hours of CRCE® credit. 

If register by October 31, Nonmember Fee is $280 and
AARC MEMBER Fee is $180. Fees are discounted an 
additional 60% if combined with Congress registration.
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Sleep Waves

Statistics show more than 12 million Americans have
some form of sleep-disordered breathing (SDB), with ob-
structive sleep apnea (OSA) being the most common dis-
order. Relief from the nighttime sleep disturbances and
daytime sleepiness caused by these conditions is often
only as far away as a positive airway pressure (PAP) de-
vice. But getting patients to comply with the therapy is
an uphill battle in a significant number of cases. Indeed,
about 50% of people who begin PAP therapy discontinue
its use within the first year.

How can you convince your patients that PAP therapy
is worth using? AARC’s “The Clinician’s Guide to PAP Ad-
herence” (available at www.aarc.org/education/pap_
adherence/) includes some good advice that any thera-
pist can employ in his or her practice.

Why people balk
The first step in overcoming patient resistance to the

use of PAP devices is to understand why people balk at
the therapy in the first place. According to the PAP ad-
herence guide:

It can be unpleasant: Air pressure in the upper airway
may be uncomfortable, and it can also cause irritation or
drying of the nasal passages that can lead to a feeling of
congestion and/or a reflex rhinorrhea, as well as epis-
taxis in some cases. At higher pressures, or in the event
of the mouth opening with the use of the nasal interface,
the patient may also experience a dry throat and mouth.
A painful pressure in the ears caused by air in the Eu-
stachian tubes has been noted in rare cases as well, and
higher pressures may be associated with swallowing air,
especially if the patient has a relatively low esophageal
opening pressure.

Too many side effects: An ill-fitting mask interface can
exacerbate the most commonly seen complaints: pres-
sure sores, eye irritation, development of skin creases,

and air leaks. Up to 75% of patients will experience one or
more of these problems.

Not enough education: Often patients fail to comply
with PAP therapy because they never received adequate
education about the treatment or how to handle side ef-
fects. Ideally, education on SDB starts at the initial physi-
cian evaluation; continues throughout the evaluation,
testing, and equipment set-up process; and includes in-
formation on expected outcomes as well as an explana-
tion of the therapy and use and maintenance of the
equipment.

In denial: Because the sleep disorder has probably been
with the patient for some time, and most likely was
brought to the patient’s attention by a spouse or family
member, some patients may deny the seriousness of the
diagnosis and remain reluctant to accept therapy. It is
important to include family members in the education
process to give them the opportunity to provide support
to the patient.

Cognitive impairments: Patients with severe sleepiness
from untreated SDB and/or other learning challenges
may have less than an ideal ability to assimilate infor-
mation, so repetitive instructions and return demonstra-
tion of equipment use is critical.

Untrained clinicians/lack of reimbursement: Some-
times the clinician who is providing education to the
patient lacks the background and expertise in sleep dis-
orders and treatment to adequately cover the subject.
Other times, education falls short due to provider con-
cerns over reimbursement for the services. Home med-
ical providers are key in the education process, but
dwindling reimbursement may be causing them to
limit or even eliminate the time they spend educating
the patient.

Optimizing Adherence in the Treatment 
of Obstructive Sleep Apnea
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Not all PAP devices are created equal: Sometimes a pa-
tient will receive a prescription for one device when an-
other might better serve his/her needs. Again, having a
qualified clinician who understands the different devices
and interfaces can be invaluable in improving compliance.

Getting it right
Clearly, selecting the right devices for the right patient

and then thoroughly educating the patient on the use of
those devices is paramount to PAP compliance. The AARC
PAP adherence guide suggests beginning the process
with an assessment of patient, family, and/or caregiver
needs. From there, clinicians should follow the manu-
facturer’s orientation guide/manual to provide instruc-
tion in the use of the device, being careful to consider the
patient’s cognitive abilities and any physical limitations,
such as finger strength or hand/eye coordination. Help
the patient work through expected challenges before
they arise and make sure the patient and/or family or
caregiver understands maintenance issues, such as how
to change filters. It’s also important to ensure they un-

derstand the ramp function, as well as how to adjust the
humidifier heater setting. Use repeat demonstration to
gauge the patient’s understanding.

As noted earlier, the interface is crucial to PAP adher-
ence, so take the time to select the device that will best

Learn More, Earn CRCEs

AARC members are eligible to earn four
FREE CRCE credits for reading “The 
Clinician’s Guide to PAP Adherence” and
then passing an online post-test. The guide
and test are available at www.aarc.org/
education/pap_adherence. Nonmembers
can access the guide and take the test for
$15.

The adherence guide was supported by
an education grant from ResMed Corp. ■
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suit each individual patient. Ideally, the interface will be
chosen during the titration study; and, if possible, the pa-
tient should be encouraged to stick with that interface
through the first few months of therapy so that he/she
can have time to adjust to the therapeutic pressure be-
fore a new interface is introduced.

Two important factors in the selection of the interface
are: choosing the interface that best fits the patient and
asking the patient which interface feels most comfort-
able. The most effective method for determining fit and
function is to have the patient sit at the bedside in a
chair, block one nostril and sniff, then repeat the process
on the other side to determine if there is a patent nasal
airway. This will help determine if a full-face or nasal-
oral interface should be considered.

Following PAP titration, some patients continue to have
difficulty adjusting to their interface and/or therapeutic
pressure. These patients can benefit from a reevaluation in
the sleep lab. Once the patient has adapted to the lower
pressure, the pressure can be gradually increased to the
prescribed level to check for patient comfort, proper fit,
and air leaks. This is a good time to inquire about side ef-
fects as well, as up to 75% of patients will experience
symptoms like drying and sinus pain. A chin strap to keep
the mouth closed can help with dry mouth and throat.

Three proven strategies
What if you complete all of the above steps and your

patient still doesn’t want to use his/her PAP device? Here
are three proven strategies you can use to get things
moving back in the right direction:

Avoid four common traps:
1. The confrontational-denial trap: Provider: “Not

using CPAP may increase the risk for a stroke.” Pa-
tient: “I’m young. I’ll take my chances.”

2. The question-answer trap: Provider: “Why don’t
you want to use CPAP?” Patient: “Because I can’t
stand it.” Provider: “Why?” Patient: “It’s not very ro-
mantic.”

3. The premature focus trap: This occurs when the
provider starts giving advice that he/she thinks
the patient needs before soliciting any patient
input.

4. The expert trap: In this situation, the provider
chooses the focus of discussion without asking
the patient’s opinion.

Use the three-step “Ask-Provide-Ask” formula:
1. Ask what the patient knows. (“Tell me what you

know about CPAP.”)

2. Provide information with the patient’s permission.
(“May I share some additional information with
you about CPAP?”)

3. Ask the patient’s reaction to the information.
(“What are your thoughts about these additional
benefits of CPAP?”)

Employ the five skills inherent 
in motivational interviewing:
1. Use reflective/active listening to clarify the patient’s

understanding, diminish resistance, and provide
empathy, thus encouraging a discussion of the
reasons why the patient should change. (“Tell me
your understanding of OSA” or “So you say you
would rather not use CPAP.”)

2. Ask open-ended questions, avoiding “yes/no” an-
swers and trying to discuss the reasons for
change. (“What worries you about OSA?” “What
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do you think would happen if you don’t use
CPAP?” “How might CPAP help you?”)

3. Affirm the patient to support self-efficacy, build
a rapport, and reinforce the patient’s efforts.
(“Thank you for discussing this with me.” “It’s
great you are using CPAP on most nights.” “I ap-
preciate your honesty about not using CPAP.”)

4. Summarize during the interview to reinforce the
issue discussed, identify the desire to change,
and set an actual plan to change. (“You said
that you’re concerned about the effect of OSA
on your heart. What else?”)

Follow-up is key
Once your patient appears to be on board with pos-

itive airway pressure therapy, follow-up is important
to avoid backsliding. Here are some key topics you can
address during follow-up visits to gauge your patient’s
compliance:

•   Frequency of use
•   Nightly duration of use
•   Knowledge of equipment operation
•   Interface comfort
• Change in symptoms (snoring, dry mouth, 

frequent naps, etc.)
• Bed partner response
• Change in comorbid illness
• Change in weight
• Device download data
• Humidifier care.

No one ever said getting a patient to use PAP ther-
apy was easy, but employing the methods described
in this article — and covered in detail in the AARC’s
PAP adherence guide — can substantially increase
the number of your patients who not only comply
with their therapy but reap the many health benefits
that come with adherence. ■

Sleep Waves  PAP Adherence
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Positive pressure ventilator management of postopera-
tive COPD patients is technically demanding and can
lead to complications related to inadequate ventilator
strategies. In one postoperative series, the pulmonary
complication rate in severe COPD patients was 37% and
the ventilatory failure rate was 5%.1 It is important, there-
fore, to have an understanding of COPD pathophysiology
for the successful ventilator management of the postop-
erative COPD patient.

COPD pathophysiology
The cardinal manifestation of

COPD is airflow limitation leading to
an increased exhalation time and an
elevated end-expiratory lung volume
(EELV). The consequences of this prob-
lem are dynamic hyperinflation (DHI),
increased autoPEEP, and increased
work of breathing (WOB).

Dynamic Hyperinflation: This phe-
nomenon describes the condition
where each respiratory cycle is initi-
ated before the completion of the pre-
vious breath, causing successive
cycles to “stack” on one another. The
effect is elevation of EELV and reduc-
tion of the vital capacity and minute
ventilation leading to possible hyper-
capnia.

AutoPEEP: Reduced airflow through
DHI causes an increase in the alveolar
pressure above the atmosphere on
end-exhalation. This difference (in-
trinsic end-expiratory pressure or autoPEEP) must be
overcome by the inspiratory respiratory muscles before
inhalational airflow can begin, thereby increasing
WOB.

Work of Breathing: WOB can be affected by the compli-
ance of the respiratory system and the resistance to air-
flow. In COPD, WOB is increased both during inspiration
and expiration, primarily by the need to overcome au-
toPEEP and air-trapping respectively.

In more severe COPD patients, chronic respiratory fail-
ure will manifest itself by the presence of hypercapnia.
This results in renal compensation and the retention of

bicarbonate in order to maintain a nor-
mal pH. Exacerbation of COPD causes
a clinical downward spiral due to the
interrelated nature of these factors.
Tachypnea severely shortens the
much-needed time for exhalation, ac-
centuating DHI and leading to higher
autoPEEP and an increase in WOB. A
decrease in ventilation from increased
dead space fraction eventually leads to
hypercapnic respiratory failure.

Intervention strategies
The goals of mechanical ventilation

in the postoperative COPD patient are
to provide ventilatory support for the
muscles of respiration, adequately
ventilate the patient at their baseline
level, and avoid the pitfalls of airflow
obstruction, DHI, autoPEEP, and in-
creased WOB. Using the following ven-
tilator strategies will avoid such
pitfalls.2

The Mode of Ventilation: Ventilatory
support is intended to prevent respira-

tory muscle fatigue and facilitate liberation from the ven-
tilator as soon as possible. Based on clinical trials,
synchronized intermittent mandatory ventilation fails to
let the respiratory muscles rest during mandatory

Ventilation Strategies in the 
Postoperative COPD Patient
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breaths and should be avoided as a weaning mode.3 If the
patient is heavily sedated or obtunded, assist control
with a low back-up rate is preferable.4 If the patient has
an intact respiratory drive, the use of pressure support
ventilation may limit preexisting DHI and autoPEEP.

The Amount of Ventilation: The possibility of over-ven-
tilating a patient exists during mechanical ventilation,
especially in the COPD patient where it is poorly toler-
ated.5 The minute ventilation target should be adjusted
to maintain a normal pH and not necessarily a normal
partial pressure of carbon dioxide (pCO2). A reduction
in minute ventilation was found to be the most impor-
tant determining factor in preventing DHI.6 Increasing
the respiratory rate or tidal volume might serve only to
decrease expiratory time, increase the EELV with air
trapping, and lead to greater autoPEEP and hypercap-
nia. Increased autoPEEP makes triggering the ventila-
tor more difficult since the patient must generate a
negative pressure equal to or greater than the autoPEEP
— potentially leading to ventilator dyssynchrony. More-
over, if over-ventilation occurs, the prior compensatory
renal metabolic alkalosis would be uncovered, result-
ing in alkalemia and reduced respiratory drive. Sus-
tained hyperventilation over a period of a few days in a
patient with chronic respiratory failure and hypercap-
nia would cause loss of bicarbonate and diminish renal
compensation. Subsequent liberation from the ventila-
tor could cause acute respiratory acidosis and respira-
tory failure.

The Rate of Inspiratory Air Flow: Increasing the inspira-
tory airflow rate will increase the time available for ex-
halation time and decrease autoPEEP.7 Flow rates in the
range of 80–100 L/min may be preferable in COPD pa-
tients.8

The Amount of External PEEP: AutoPEEP caused by DHI
mandates the intrapleural pressure generated on inspi-
ration be greater than the amount of autoPEEP for airflow
to begin. In the ventilated patient, this threshold must be
met before the ventilator detects an effort and gives the
prescribed volume. Reducing this phenomenon can re-
duce WOB and improve ventilator synchrony. Detection
of autoPEEP can be performed in two ways: static and dy-
namic. Static autoPEEP can be measured only in patients
without active effort as this maneuver requires time (two
to three seconds) for the different lung units to equili-
brate with the ventilator. The pressure measured is the
total positive end-expiratory pressure (PEEP) from which
the external PEEP is subtracted to get the autoPEEP. Dy-

namic autoPEEP requires the placement of an esophageal
pressure transducer and simultaneous airflow tracings.
The pressure measurement at end-expiration and zero-
flow is the dynamic autoPEEP value.

Addition of external PEEP has two main effects. First,
external PEEP ameliorates the threshold of triggering the
ventilator and, therefore, WOB.9 Secondly, external PEEP
stents open collapsible airways, reducing resistance to
airflow on exhalation and decreasing exhalation time.10

The external PEEP selected should not exceed 80% of the
measured autoPEEP, otherwise resistance to airflow on
exhalation might increase and worsen DHI.11

Extra-ventilation Interventions: Extra-ventilator inter-
ventions can reduce the incidence of postoperative
pneumonia. Incentive spirometer, chlorhexidine oral hy-
giene, ambulation, and head-of-bed elevation imple-
mented in postoperative patients using a standardized
protocol reduced postoperative pneumonia by 81%
(p=0.006), reminding us that intensive respiratory care
does not end when the patient is liberated from the ven-
tilator.12

Understand the challenges
Postoperative ventilated COPD patients have distinct

challenges: DHI, autoPEEP, and increased WOB. The un-
derstanding of these and their complex interactions
yields specific ventilator strategies: targeting ventilation
to normalize the pH, increasing the inspiratory airflow,
and adding appropriate external PEEP. These interven-
tions — along with maintenance of protocol-driven post-
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operative care — will ensure that
our postoperative COPD patients
get the excellent care that they
deserve. ■
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Another Great 
Respiratory Care
Week in 2010!

Mark your calendar for next year
– October 23 - 29, 2011

As the official sponsor for RC Week,
the AARC would like to hear about 
your 2010 RC Week experience so 
it can be shared with others through

publications in AARC Times or on the AARC website.
Submit your story and photos to cathcart@aarc.org.

You can be very proud of all the 
celebrations and lung health awareness

programs that make RC Week an 
outstanding national event in health care. 
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A respiratory therapist treating a patient with chronic
obstructive pulmonary disease (COPD) is like an ac-
countant balancing a ledger or a teacher writing on the
chalkboard. It’s simply part of a routine day. Have you
heard a COPD patient described as “severe” or “Stage III”?
You may understand what that means and how the clas-
sification is made, but do others? Do your colleagues or
other members of the health care team? What about
health care providers throughout the world? COPD
reaches far beyond the borders of the United States. It is
a disease impacting many people
worldwide and is currently the fourth
leading cause of death in the world.1

Are patients in other areas of the
world being classified and managed as
they are in the United States? The defi-
nitions of COPD are many and varied.
There are many national and interna-
tional guidelines, especially related to
the pharmacologic management of the
COPD patient. Perhaps COPD is hetero-
geneous and there is no universal ap-
proach to managing or preventing
COPD exacerbations.2,3

Standardized definition
In an attempt to standardize a defi-

nition of COPD, the U.S. National Heart,
Lung, and Blood Institute and the World
Health Organization formed the Global
Initiative for Chronic Obstructive Lung
Disease (GOLD) in 1998. The desire was
to increase awareness and work toward
better management and prevention of
the disease worldwide. The initial GOLD
guidelines were published in 2001. Since then the stan-
dardized definition in these guidelines has been widely
used, mostly due to their simplicity.4 The guidelines also
call for disease classifications for severity based prima-
rily on FEV1. There are four severity classifications: mild,

moderate, severe, and very severe. The GOLD guidelines
were revised in 2006 and again in 2009. The 2009 report
included several revisions, one being a definition of ex-
acerbation not previously included. There is mention of
other publications that included information influencing
the recommendations of the GOLD report. Based on
those recommendations, the GOLD Science Committee
made some modifications to the guidelines. However,
there were other scientific papers that were identified as
having impact that were not included in the 2009 report.

Therefore, another revision is planned
for 2011.

Other guidelines
The GOLD guidelines are certainly

not the only ones that exist. The Amer-
ican Thoracic Society (ATS) issued
guidelines in 1995, the British Thoracic
Society (BTS) in 1997, and the American
Thoracic Society/European Respiratory
Society (ATS-ERS) in 2004. When evalu-
ated more closely, these four systems
showed significant difference in degree
classifications of the disease and in the
ability to predict mortality.5 The BTS
guidelines were better able to predict
mortality than others. The BTS, ATS,
and GOLD/ATS were equal in ability to
predict hospitalizations for COPD exac-
erbations. There was no consistency
among any of the guidelines in strati-
fying patients with regard to the
Health-Related Quality of Life (HRQOL)
and five-year mortality. However, BTS
proved to have the best system for clas-

sifying severity and prognosis.5 The Canadian Thoracic
Society (CTS) also has published guidelines. “Although
both the GOLD and CTS definitions and classifications of
severity of COPD exacerbations may provide a useful
practical tool for clinical studies, they have not been for-

International Standardized Definition 
and Severity Classifications of COPD

about the author…

Janelle Gardiner, MS, RRT,
is an assistant professor at

Weber State University
and a respiratory

therapist at McKay-Dee
Hospital, both in Ogden,

UT. She is also the
president of the 
Utah Society for
Respiratory Care.

by Janelle Gardiner, MS, RRT

COA:Layout 1  10/8/10  1:13 PM  Page 24



Circle 9 in Advertiser Index
Visit AARC Booth 701 in Las Vegas

F&P pg 25:Layout 1  10/8/10  1:19 PM  Page 25



mally validated in clinical trials and are difficult to use in
clinical practice.”6 Finally, Esteban suggests that other
tools be used to aid in properly classifying the severity of
COPD and its diverse nature.5

Tools

BODE Index: This multidimensional grading system uses
assessment of symptoms, nutritional state, exercise ca-
pacity, and spirometry (such as FEV1). Body mass index
(B), airflow obstruction (O), dyspnea (D), and exercise ca-
pacity (E) make up the grading system used to predict
hospitalizations and risk of
death.7,8 The BODE system was
shown to have a statistically
significant relationship to
HRQOL and the St. George Res-
piratory Questionnaire (SGRQ).8

The SGRQ and the Chronic Res-
piratory Questionnaire (CRQ)
have both demonstrated valid-
ity and reliability and have
been used in many clinical tri-
als.9 The BODE Index was also
shown to provide a better explanation of anxious and 
depressive symptoms in COPD patients when compared
with GOLD classifications.7 The index was developed pri-
marily to predict survival in COPD.10

DOSE Index: The DOSE Index is a tool developed and val-
idated in international data sets to be used more easily in
routine clinical settings and as a quick guide to COPD
management. The Medical Research Council Dyspnea
Scale score (D), airflow obstruction grade (O), smoking
status (S), and the number of exacerbations (E) are used
to make up this scoring system. It is derived mainly as a
measure of health status but also indicates exercise tol-
erance and respiratory failure. Additional research is
needed to determine the use of the index in predicting
mortality and hospitalizations.10 The DOSE Index con-
tains items with clinical importance, and the suggested
use is to manage patients with COPD in varying degrees
of severity.10

CAT:The COPD (C) Assessment (A) Test (T) is a new instru-
ment being developed to “reflect the range of symptomatic
effects that COPD has on patients.”11 From the information
published in 2009 by Jones, 21 items will be used in
prospective studies and then be reduced to approximately
five to seven items. These remaining items will make up
the CAT that will then be studied for validity.

COPD Severity Score: This survey-based score consists
of five areas of COPD severity including: degree of respi-
ratory symptoms, prior systemic corticosteroid use, other
COPD medication use, previous hospitalization or intu-
bation for respiratory disease, and home oxygen use. This
score was effective in predicting the use of health care
resources and was responsive to changes in COPD status
over time.12

International standard needed
It is clear that an international standardized definition

and severity classification of COPD is a work in progress.
However, improvements are
being made. More emphasis
needs to be placed on finding a
system that can be used in all
parts of the world, regardless of
available resources. Perhaps the
best definition and stage classi-
fications can be achieved by
combining the GOLD guidelines
with one or more of the tools
discussed here. ■
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It’s hard to believe, but up until recently there was very
little focus on best practice standards when it came to
long-term ventilator care in skilled nursing facilities
(SNFs). Patients who were difficult to wean or in need of
chronic ventilator care were often housed in SNFs (nurs-
ing homes), where there was little or no respiratory ther-
apist involvement. Registered nurses (RNs) were scarce
and usually were required to cover entire buildings; and
even then, nursing homes were not required to have an
RN on duty 24 hours per day. Licensed
practical nurses (LPNs) provided the
bulk of the patient care; and more often
than not, for ventilator patients only
very basic ventilation was provided. In
fact, the only regulation of record in my
home state of Tennessee was that the
facility providing ventilator care was re-
quired to have a back-up generator out-
side the building in the event of main
power loss.

In 1998, Medicare implemented a
completely new system of payment for
SNF care. A prospective payment sys-
tem (PPS) replaced the previous retro-
active reimbursement (e.g., do a serv-
ice/procedure, bill for it, and get paid for
it). Essentially, under PPS, payment for
patient care was paid up front regard-
less of what the cost to the facility was
for the care of a patient. As a result of
the SNF PPS, even those facilities that
were providing ventilation care, even
suboptimal care, no longer wanted to bring in this popu-
lation. Ventilator care was not really covered by Medicare,
and a patient with a fractured hip was much more fi-
nancially rewarding than those with a tracheostomy and
on a ventilator. Under most state Medicaid programs the
extra services and care required for a ventilator patient
were not reimbursed at all.

By 2000, the backlog of patients taking up precious
space in hospital ICUs reached a breaking point here in
Tennessee, as it did across the United States. We were
keeping more patients alive, our technology was improv-
ing, and the population was aging. Most states responded
by creating Medicaid wavier services that would cover
home ventilation and in-home nursing services and care.
The problem was that this benefit soon got way out of
hand due to the large numbers of patients, with each

case costing the state up to $500,000
per year.

Setting the standard
In Tennessee, we tried to find a so-

lution by opening a ventilator-specific
unit in a wing of an SNF. Instead of sub-
optimal care, we decided to provide
state-of-the-art best practice services
(e.g., 24/7 respiratory therapist, port–
able ventilators, battery back-up, pul-
monology consults, and clinical moni-
toring for safety). We began with eight
beds and discovered quickly that the
patients we were receiving could still
be liberated from the ventilator given
the appropriate time and effort. Our
unit soon went to 16 beds and was suc-
cessfully weaning 75% of the ventilator
patients referred to us, a rate consis-
tent with various studies in the litera-
ture.

It came to mind a few years later
that the situation of caring for ventilator-dependent pa-
tients — and in a significant number of cases, how to
wean the ventilator patient — would only continue to
grow; and without best-practice standards, there would
be a hodgepodge of care models popping up across the
states. In order to protect the patients and develop simi-
larity of care models, an idea took hold that we needed
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best-practice standards implemented proactively rather
than in response to future situations. With that in mind,
a set of nine basic best-practice standards were devel-
oped. The question was how to get them recognized by
SNFs and insurance payors, including Medicare and Med-
icaid, and turn these standards into required regulations.
Requiring ventilator standards could have been achieved
through legislation, but that would take a long time and
would be very politicized along the way. Convincing Med-
icaid officials first was also a daunting task as they have
their hands full with many other issues and, although
important, this only affected a small group of individuals.
So we took another route that worked out very well.

In 2004 a set of nine simple best-practice standards
were originally jotted down on a napkin, further re-
fined, and later presented to the Tennessee Society for
Respiratory Care Board of Directors for their consider-
ation as recommended best practice. The Tennessee So-
ciety agreed and formally recognized the standards and
sent them to the Tennessee Respiratory Care Board

(TRCB). In the spring of 2005 the standards were en-
dorsed by the TRCB and were posted on the Depart-
ment of Health website, thus making them “official” in
defining the community standard of care. In 2009 the
standards were adopted as state government policy re-
quirements in Tennessee for anyone providing ventila-
tor care, and in essence became Tennessee law.

In 2009 at the request of the Long-Term Care (LTC)
Section of the AARC, these standards were considered
by the AARC Board of Directors for publication as a po-
sition statement. In December 2009 they were approved
and referred to the Board of Medical Advisors and were
approved.

Raising the standard
In 2010 the LTC Section and AARC Director of Regu-

latory Affairs, Anne Marie Hummel, presented the ven-
tilator standards to the Centers for Medicare and
Medicaid (CMS) through the Medicare Agency in Balti-
more for future consideration in the conditions of par-
ticipation for Medicare and Medicaid. Also in 2010,
AARC sent every state Medicaid director a copy of the
standards and a cover letter urging state Medicaid pro-
grams to adopt them under their own state nursing
home requirements. Thus far, the Medicaid programs
in Florida and Pennsylvania have responded in writing,
indicating their agencies intend to adopt the specific
additional standards they currently are not requiring
already. Georgia Medicaid has adopted them in total,
and Maryland Medicaid has reviewed them and plans
to adopt them. Several other state Medicaid directors
have requested more information. Overall, the re-
sponse has been very positive; and the outcome is that
these best-practice standards jotted down on a napkin
back in 2004 have created a new community standard
of care that raised the bar significantly in SNFs across
the country. By creating the community standard of
care, the AARC LTC Section has effectively made these
best-practice standards the benchmark in ventilator
care in the SNFs.

As we see the number of prolonged ventilator cases
rise over the next 10 years, we are hopeful that this ef-
fort has made a significant impact in the care for our
ventilated population across the United States. ■

� The AARC Position Statement 
can be downloaded at www.aarc.
org/resources/position_statements/
delivery_of_services_in_snf.html.
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Concurrent Therapy Is Hard To Defend

Many of the respiratory therapists out there who know me
also know that for many years I’ve been working on a novel
that would marry my love of the law with my love for patient
care. Here is an excerpt.

The courtroom was hushed as Quentin Calvin, the de-
fendant’s lawyer, sat down. Looking into the eyes of the
jury, Fisk could see that they were siding with the young
therapist who had just explained, through the smooth
questioning of his defense lawyer, that sometimes acci-
dents happened. It wasn’t his fault. Fisk moved to the
podium, opened his notes, and began.

“Just a few moments ago you told
this jury that you took good care of Mr.
Carleton, isn’t that what you said?”

“Yes sir.”
“Well, let’s examine that a bit, be-

cause I don’t think you told our jury the
whole story.”

Calvin leapt from his chair and
started slinging together objections,
spluttering about prejudice and rele-
vance, but Fisk just withdrew the state-
ment and continued.

“You went into Mr. Carleton’s room,
and you poured some medicine into his
nebulizer, isn’t that right.”

“Well, first I took his pulse and res-
pirations and listened to his chest.
That’s required in our policies.”

“Sure, and you always follow poli-
cies, don’t you?”

“You bet.”
“Right, and then you put some med-

icine in. That medicine has an effect on
the heart, doesn’t it.”

“It’s very safe, we’ve used it in thou-
sands of patients without a problem.”

“But that’s not my question, sir. It has an effect on the
heart.”

“Yes.”
“Makes it beat faster.”
“Yes.”
“Then what did you do?”
“I started his treatment and chatted with Mr. Carleton

for a moment.”
“And then you went to your next patient, right?”
“Yes.”
“You didn’t stay in his room for the entire treatment.”
“No, I didn’t have time.”
“And now, one of the things you’re taught as a respi-

ratory therapist is to monitor the patient when they’re
taking therapy, isn’t that true?”

“Yes, but that doesn’t mean you
have to be in there all the time.”

“You’re taught to observe the pa-
tient’s color, right?”

“Yeah.”
“And you’re taught to look for the

use of accessory muscles of ventila-
tion?”

“In some patients.”
“And you need to be alert for

changes in cognition and in how rap-
idly or shallow a patient is breathing?”

“That’s true.”
“You’ve seen what we marked as

Exhibit 15, the Policy Statement from
your professional organization, the
AARC?”

“I’ve seen it.”
“Tell our jury what you understand

it to say.”
“Just that you shouldn’t do concur-

rent therapy because it’s not standard
of care.”

“But, that’s what you did, isn’t it?”
“The AARC doesn’t run my hospital. I work for a boss.

He expects treatments to get done. And he doesn’t accept
any excuses.”

by Anthony L. DeWitt, JD, RRT, FAARC

about the author…
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RRT, FAARC, is an attorney
and a partner in the firm
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Robertson & Gorny, PC,
and resides in Jefferson
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authored two books and
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articles. This article is not
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“So, you called your boss and you said you had too
many patients and that you couldn’t get to them all, and
he told you to do concurrent therapy?”

“No, I couldn’t call him every time I had too many pa-
tients. I’d get fired. I just knew what he expected.”

“Now, I’d like for you to look at Exhibit 12, which is
your policy and procedure for aerosol therapy, and I’d like
for you to read what it says about concurrent treat-
ments.”

“Paragraph 13(d) says that concurrent treatments
should not be done.”

“So you, as a therapist, made the decision to ignore
both your hospital policy and your own professional or-
ganization to do two treatments at once?”

“No.”
“No?”
“No, that’s not how it was. I know what my boss ex-

pects. He wants the treatments done. The policy says one
thing, the expectation is for something else.”

“The next room you went to was 307, on the same
floor as Mr. Carleton, who was in 301, is that right?”

“Yes.”
“Could you see Mr. Carleton from 307?”
“I don’t have x-ray vision, Mr. Fisk.”
The jurors chuckled at the therapist’s retort, and Fisk

forced a smile that looked more like indigestion, and con-
tinued.

“So, could you hear Mr. Carleton from 307?”
“No.”
“Could you see if his lips were turning blue from 307?”
“No.”
“So all those things you’re taught to monitor — color,

and breathing depth, etc. — you can’t monitor when
you’re in another room, because you’ve just told our jury
you don’t have x-ray vi-
sion, isn’t that right?”

“I would have assessed all that at the beginning and at
the end of the treatment.”

“Except that Mr. Carleton had the bad taste to die in
the middle of your treatment, right?”

Calvin jumped up again, and this time the judge
looked crossly at Fisk, who immediately withdrew the
question because he knew that the answer didn’t mat-
ter: only the question did. He was just asking what the
jury was already thinking.

“Now, when you set up the patient in 307, you next
went right back and checked on Mr. Carleton, right?”

“No. I went to 310 and started a treatment there.”
“So, again, you didn’t assess those things we talked

about on Mr. Carleton at any time after you started your
treatment?”

The therapist’s answer was “no,” but this time he
mumbled it. That was OK, though, because the jury al-
ready knew the answer.

“So, now you have two treatments going, is that what
you’re telling me?”

“Well…” he looked away for a moment, then said,
“yeah.”

“And, when you finished in 310, you went right back to
Mr. Carleton, right?”

“No. I was in 316 when the code was called.”
“How long did it take you to see the patient in 307?”
The therapist shrugged. “Five minutes, maybe.”
“The same for 310?”
“Yeah.”
“And you never went to check on Mr. Carleton be-

tween either 307 or 310, right?”
“No, I told you that.”
“You just went on to 316?”
The irritation showed in the therapist’s “yes,” which

he punctuated with a little too much emphasis. The ju-
rors could see the therapist was getting angry.

“So you never heard the nurses yell for help?”
The therapist began to fidget in his seat. A thin bead

of sweat began to form above his upper lip, and he
glanced nervously at his lawyer.

“No.”
“So, you left the treatments going in 307, and 310, and

316, and went to the code?”
“Yes.”
“And those patients were getting similar treatments

with similar drugs.”
“Yes.”
“And you left them alone, because Mr. Carleton, whom

you had not bothered to check on in 10 minutes, was
dying from a heart attack.”

General Counsel  Concurrent Therapy
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“He had a sudden fatal arrhythmia. It was nothing I
did.”

“Well Mr. Taylor, how would you know that? You
weren’t even there.”

In the story, the hospital and therapist are defending a med-
ical malpractice claim. Things are not going well for them, but
the department director is sure that when he takes the stand,
he can explain everything. The defendant’s lawyer leads him
through the cost-benefit analysis, the recommendations of the
consultants hired from New York City, the statistics that
showed that on average every patient got 15 minutes with their
therapist each treatment, and that it was only a sudden rush
at flu season that had caused the therapist to decide to give
multiple therapies. While he didn’t condone it, and he normally
didn’t allow it, patients needed their treatments. And he could
not hire therapists to staff for the peaks, because that would
cost the hospital too much money. The cross-examination that
followed sealed the case.

“Now. Mr. Norbert, these consultants from New York
City, they weren’t therapists, were they?”

“They were very qualified. Every one of them had an
MBA, and the lead guy had an MBA from Harvard.”

“But they weren’t therapists.”
“No.”
“They were bean counters, right?”
Norbert smiled. “Every hospital needs them, Mr. Fish.”
“It’s Fisk.”
“Oh, sorry.”
One of the jurors smiled weakly at the attempt at

humor. Two of the others were wearing a frown.
“So, it’s safe to say that none of them has ever coded

a patient.”
“I couldn’t say. Maybe they’ve done CPR on a fallen

lawyer.” This time no one on the jury even broke a smile.
“OK, fair enough.”
“You’ve read Exhibit 15, the AARC Policy Statement?”
“Sure, I even support it for the most part. But I can tell

you, Mr. Fish, er, Fisk, that I’ve personally done over
10,000 therapies, and I’ve had medication reactions in
maybe two of those.”

Fisk appeared not to have heard him. He continued
with his questions.

“Now, you wrote this policy that says no concurrent
therapy, right?”

“I did.”
“And your job, as you understand it, is to enforce the

hospital policies, right?”
“When I can.”
“So enforcing policy is optional?”

“Well, no, I didn’t mean it like that. I meant, well, there
are just times when you have to throw out the best way
in order to get the job done.”

“So you encourage your therapists to do less than
their best in order to get the number of therapies done
every month?”

“No, it’s not like that. I have a budget. I have to stick to
it. If I don’t, I get fired.”

“And you don’t want to get fired, do you?”
“No.”
“And did you say this kind of thing happens maybe

twice in 10,000 patients?”
“A medication reaction, sure.”
“So, you’re willing to gamble the lives of the patients

in this hospital who come in here trusting you and your
staff to do your best, when everything in your policies
and everything in your professional organization’s liter-
ature says not to do it?”

“If I can’t keep the doors open, I can’t treat any pa-
tients.”

“So, it’s really about the money?”
“At the end of the day, yes, money is important.”
“And the budget?”
“Yes, that’s important too.”
“Because you don’t want to get fired?”
“No, I don’t.”
“So, let me summarize this. You think the budget is

more important than your own professional organiza-
tion’s standards because you need to keep your job.”

Calvin erupted from his chair again, spewing objec-
tions, and Fisk withdrew the question. He turned and
looked at the jury. They were watching him now, and not
the therapist in the witness chair.

“So, Mr. Norbert, would you say you’re more interested
in keeping your job than you are in doing your job?”

Fisk didn’t wait for an answer. He walked slowly back
to counsel table and sat down. He wasn’t psychic, but he
could see large numbers in his future.

Everyone knows that medication reactions are rare. And this
story is pure fiction. At least, today it is. ■

EDITOR’S NOTE
The “AARC White Paper on Concurrent Therapy” mentioned in this
column is available at www.aarc.org/resources/concurrent_therapy.
html. A solution to the problem of concurrent therapy is for 
respiratory care managers to ensure that respiratory care protocols
become accepted throughout their institutions so that concurrent
therapy is no longer tolerated. AARC members can access protocols 
on the Association website at www.aarc.org/resources/protocol_
resources/protocols_and_pathways.asp. ■
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The View From Here

I am the president of the Rhode Island Society for Res-
piratory Care (RISRC) and would like to thank the Amer-
ican Association for Respiratory Care for helping us
refund conference pre-registration fees to a number of
therapists during our recent floods.

In March of this year, Rhode Island was
hit with consecutive spring storms that re-
sulted in oversaturation of the ground, 
ultimately leading to massive flooding
throughout the state. Our governor declared
a state of emergency. The flooding resulted
in the closure of I-95, our state’s largest
highway, for several days because it was im-
passable. Businesses and neighborhoods
were under water.

The Federal Emergency Management
Agency (FEMA) was activated and assisted
the state with the clean-up process. The
flooding just happened to coincide with
our state society’s annual respiratory con-
ference. As expected, we experienced a
low turn-out for on-site registration and a
decrease in pre-registered attendees. Gen-
erally, our conferences do not generate a
great deal of revenue; and being the
smallest state in the country, financially
we rely on every attendee and vendor’s
participation. Any slight financial shift can result in our
society “going in the red” quickly.

A day after the conference our state Board of Directors
started receiving calls from pre-registered therapists who
were requesting reimbursement because they were unable
to attend the conference due to the flooding. Under normal

circumstances we would not reimburse if a pre-registered
attendee was unable to make the conference. But this situ-
ation was different, and I felt that something needed to be
done. A post-conference board meeting was already sched-

uled, so I added this topic for discussion. We
decided that I would contact the AARC and
request reimbursement for the pre- regis-
tered therapists unable to attend the con-
ference.

I sent an e-mail to AARC Executive Di-
rector Sam Giordano and asked if the
AARC could assist us. Within minutes Sam
responded and forwarded my e-mail to
Association President Tim Myers. I believe
it was the same day when Tim approved
the funding and assigned Associate Exec-
utive Director Sherry Milligan to work out
the details with me.

I sent out letters to all respiratory de-
partments in hospitals in Rhode Island,
informing them that all pre-paid RISRC
members who were unable to attend the
conference due to the flooding would be
reimbursed by the AARC. We also posted
it on our website for those outside the
state who were unable to attend. We
submitted our final tally to the AARC,

and within a couple of days the AARC mailed the reim-
bursement checks directly to the therapists.

On behalf of the Rhode Island Society for Respiratory
Care and all the therapists who received these checks, I
would like to say thank you to the AARC for assisting our
small state in its time of need. ■

about the author…

William Ozga, RRT-NPS,
RPFT, is director of

respiratory and
neurodiagnostic services
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Worcester, MA. He also
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AARC Supports Rhode Island Society 
During Recent Floods

by William Ozga, RRT-NPS, RPFT

AARC Disaster Relief Fund
The AARC Disaster Relief Fund helps AARC members in

times of natural disasters.
Seeded with monies from the AARC and state 

societies, grants are made to members experiencing loss
or damage as a result of a federally declared disaster 
situation. Hurricanes, floods, tornadoes, and fires have
been some of the catastrophes for which members have
tapped into the fund.

Many of our AARC Plus members have also donated
money in the past year by allocating a portion of their
dues to the fund.

When the next disaster strikes, stay tuned to the
AARC website (www.AARC.org) and you can see how to
donate and how you can help. ■
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Attention All Veterans — 
Thank You from the Rest of Us

This month on Nov. 11, we here in the United States
will once again observe this date when in 1918 the
armistice was signed that ended World War I — and
which is regarded as the end of “the war to end all wars.”
Now known as “Veterans Day,” the holiday is observed to
show appreciation to all persons who served their coun-
try. I want to describe a special opportunity to show that
appreciation.

Offering a strong arm
As many of you know, we lose ap-

proximately 1,000 elderly World War II
veterans a day. The 12 million strong
who defended our country and, indeed,
the free world, are dwindling fast. But
since the completion of the National
World War II Memorial six years ago,
there’s been a project underway that
not only recognizes the sacrifices of our
veterans of World War II but also pro-
vides them with an opportunity to visit
the National World War II Memorial in
Washington, DC. The program I’m re-
ferring to is called Honor Flights. These
flights are organized in cities through-
out the country and help make World
War II veterans aware that they have an
opportunity to fly to Washington to visit
their memorial at no charge.

Moreover, the ones who make this flight possible
must necessarily include medical professionals — in-
cluding RTs — given the fact that so many of our veter-
ans are medically frail. As I write this, there’s a flight
being organized out of Dallas. The average age of the vet-
erans is 86 years old. Some require oxygen. Some require

a wheelchair. They all need assistants to help them make
the trip. The assistants are referred to as “guardians,” and
I’m proud to say that many respiratory therapists have
already participated — and continue to participate — in
the Honor Flight program. But it’s not just here in Texas,
there are chapters throughout the United States. Your ex-
pertise and compassion is appreciated by the veterans.

They also appreciate that if folks like
you don’t volunteer, they may not be
able to go. So that makes it extra spe-
cial for them.

In giving, we receive
During this time of uncertainty, it’s

good to know that basic human com-
passion is still alive and well. It’s even
better now because respiratory thera-
pists and other health care profession-
als are volunteering their time and, yes,
paying their own way on the honor
flights just so they can work and help
these veterans have a memorable ex-
perience. It’s always better to give, be-
cause it’s been said many times that “in
giving, we receive.” Our veterans gave.
They answered the call when our coun-
try was threatened. This continues
today. Now the veterans of other con-
flicts such as Korea, Vietnam, the Gulf

wars, Iraq, and Afghanistan still answer the call on be-
half of a grateful nation.

On Nov. 11 please make a special effort to thank all
military veterans regardless of age or era of service. If you
want to do more, go to the hub website for Honor Flight
Network, which is www.honorflight.org/. This site can get

by Sam P. Giordano, MBA, RRT, FAARC

about the author…

Sam P. Giordano, MBA,
RRT, FAARC, serves as

AARC executive director.
He can be reached at
(972) 243-2272 or
giordano@aarc.org.

If you want to do more, go to the hub website for Honor Flight Network at
www.honorflight.org and “show ’em how much you care.”
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you connected to the Honor Flight ini-
tiative in your community. I encourage
you to participate if you can. We not
only thank our veterans and provide for
them a once-in-a-lifetime experience,
but we also demonstrate that respira-
tory therapists, and indeed our col-
leagues, are not too busy to care about
those who cared for us. 

To all of you veterans, I salute you for
your service. Please accept our heartfelt
thanks for a job well done. ■

“We can’t all be heroes.
Some of us have to stand
on the curb and clap as

they go by.”
– Will Rogers
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• Find Advice

• Get Connected

• Join Discussions

• Get Answers

• Make New Contacts

• Help Your Career

• Find Former 
Colleagues

• Access Resources

• Connect with 
Old Classmates

A Members Only
Social Network

http://connect.aarc.org/

Turn to page 40 of this issue to read the story about
a recent honor flight in which RTs participated.
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Our nation’s capital features numerous memorials
honoring many who have served in armed conflicts
around the world. But by the time the National World
War II Memorial was officially dedicated on May 29,
2004, most of the veterans of this great war were 
already in their 70s and 80s. Getting to Washington, DC,
to view their memorial is a challenge most of them are
no longer able to handle on their own.

Enter a physician assistant and retired Air Force cap-
tain named Earl Morse. Morse was working in a small
Veterans Affairs clinic in Ohio and started asking his
WWII veteran patients if they were planning to travel to
Washington to see their memorial. The veterans said
they would like to do that. But as time went on and he
saw the same patients again for follow-up visits, it be-
came clear that wanting to see the memorial and actu-
ally getting there were two different things. The
veterans he spoke with were simply unable to make it
happen.

As a private pilot, Morse decided to do something
about that, and by May of 2005 he had organized the first
World War II Honor Flight, taking 12 veterans to DC to
view the memorial and other sights around town. By the
end of 2005, 137 vets had made the trip, and the program
just mushroomed from there, garnering support from
commercial airlines and volunteers all over the United
States. By the end of last year, the Honor Flight Network
had transported 35,996 veterans from WWII and other

Special Veteran’s Day Feature

Tour of H
Program sends WWII veterans to

Washington, DC, to see their memorial

Statistics from 2008 show the

United States is losing the last of

its World War II veterans at a rate

of about 1,000 a day. The Honor

Flight Network wants to make sure

those who remain have a chance

to see the National World War II

Memorial in Washington, DC,

before it’s too late, and AARC

members are stepping up to help

make these trips a reality.

by Debbie Bunch
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f Honor
Two of the veterans place a wreath
at the Tomb of the Unknowns.
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wars to see their memorials in the na-
tion’s capital — all at no cost to the
veterans.

Easy decision
AARC members John Hiser, MEd,

RRT, FAARC; Linda A. Smith, BS, RRT,
FAARC; Steve Sittig, RRT-NPS, C-NPT,
FAARC; and Melaine “Tudy” Giordano,
MS, RN, CPFT, are among the many
volunteers who have made these spe-
cial trips possible. Hiser, Giordano,
and Smith served on an Honor Flight
out of Dallas, TX, last May, while Sittig
took part in a flight that originated in
Mason City, IA, in April.

“I actually found out about the
Honor Flights several years ago while
waiting for my Southwest flight at
Baltimore Washington International
Airport,” says Smith. “The Southwest
gate agents announced that the arriv-
ing plane was an Honor Flight con-
taining some very special passengers,
WWII veterans who were landing in
Baltimore to go to DC to visit their
memorial.” Passengers were invited to
help welcome the veterans as they
deplaned, and Smith and her travel-
ing companion joined the gauntlet.
“My friend and I got to the front of the
line to give hugs and express our grat-
itude for their service. It was the most
wonderful way to begin a vacation.”

When Smith’s long-time friend
and colleague, Tudy Giordano, an ac-
tive volunteer with the USO at DFW
International Airport, called last year
asking if Smith, who works for a
durable medical equipment company

in Baltimore, could help provide
wheelchairs for another Honor Flight,
she jumped at the chance to help —
and when Giordano called again this
year to ask if she would like to meet
her and John Hiser at the airport to
help escort another group of veterans
around Washington, DC, she was
elated. “There was no hesitation. I
was on board — and I was bringing
eight wheelchairs with me.”

Hiser learned about the Honor
Flight Network from Giordano as well
and says he was equally excited to
have the chance to honor our nation’s
veterans. “It took me about 30 sec-
onds to decide I wanted to partici-
pate,” says the program director at
Tarrant County College in Hurst, TX,
who himself is a Vietnam veteran.

Like Smith, whose father and
uncle served in WWII, Hiser wanted
to honor his dad and other WWII vets
in his family. “None of them had the
chance to see the WWII memorial,
and I always thought that was a
shame; so to get the chance to help
other vets see their memorial was
something I felt would be a great
honor.”

Well equipped
Along with Giordano and 13 other

guardians, Hiser boarded a Southwest
Airlines plane on May 24, accompa-
nying 35 veterans on the two-day trip.
A “meet and greet” held the week be-
fore departure gave them a chance to
get to know the vets and visit with
those who had identified medical is-

Snapshots of our 
memorial journey

(Continued on page 44)

“Every time we got off the plane or arrived at a memorial
there were large groups of people, often times assembled on
the spur of the moment, who greeted the vets with their
applause and thanks.” – John Hiser

Photo 2: In the red shirts
(from left), John Hiser, Linda
Smith, and Melaine Giordano
gather with some of the 
veterans they accompanied
on the trip from Texas.

Photo 3: Former Marine
Steve Sittig visited the 
adjoining Vietnam Memorial
during his visit with a group
from Iowa.
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sues on their applications to make
sure they had all of the medications
and supplies they would need to en-
sure a safe and successful trip. “Both
Tudy and I packed a first-aid kit with
everything we thought would be
needed. I took a blood pressure cuff,
stethoscope, portable battery-oper-
ated nebulizer with extra meds, a few
spacers, and a pulse oximeter.”

Smith met them at the airport
with the wheelchairs donated by her
company and a knapsack full of sup-
plies of her own, including a pulse
oximeter, blood pressure cuff, stetho-
scope, and bottles of water. Fortu-
nately, no major medical problems
occurred during the trip, although
Hiser says they did use the blood
pressure cuff and pulse oximeter to
assess two vets who began feeling ill
on the plane, and bandages from the
first-aid kit for some minor scrapes
and cuts. “Luckily, we didn’t have to
use the portable nebulizer or the
spacers. No one needed oxygen, so
that was a great relief.”

Rhonda Ensey, president of Honor
Flight of Dallas, says having the respi-
ratory therapists on board the flight
and during the sightseeing excursion
was a godsend. “Taking WWII veter-
ans in their 80s and 90s has many
challenges,” she says. “John Hiser,
Tudy Giordano, and Linda Smith were
so attentive, caring, and professional
in dealing with our vets. With their
medical training they were able to
help in numerous situations. We can-
not thank them enough for their sup-
port, time, skill, and hours vol-
unteering for Honor Flight of Dallas.”

Flag signing
A little earlier this year a similar

scene unfolded in Mason City as Steve
Sittig traveled from his home in
Rochester, MN, where he works for
the Mayo Clinic as a flight RT, to join a
physician and two nurses on the
medical team participating in an
Honor Flight carrying another group
of veterans to see their memorials in
Washington, DC. “We were not sched-
uled to depart until 7 a.m., but by 
5 a.m. the veterans were already ar-
riving with their family members,” re-
calls the former Marine. “Despite the
early hour and their advanced age,
you could see the excitement in their
eyes. For many of them this would be
their first airline flight in many years,
and many had never been to Wash-
ington, DC.”

Once the flight was in the air, Sittig
began making the rounds among the
vets with pulmonary problems, using
his pulse oximeter to check their oxy-
gen saturation. “If any veteran needed
oxygen, we had six portable concen-
trators with extra batteries stowed in
the overhead bin in first class.”

Like the Dallas flight, the one from
Iowa was successful, and passengers
and guardians were soon on the
ground in DC, ready for a day-long
trek across the nation’s capital to see
not only the WWII memorial but also
many of the other sights — including
Arlington National Cemetery, where
the group was scheduled to watch the
changing of the guard ceremony at
the Tomb of the Unknowns. “The vet-
erans became very quiet as we passed
row upon row of perfectly aligned

(Continued on page 46)

For more information about the Honor Flight
Network, visit www.honorflight.org.

Photo 2: These veterans pose in
front of a field of 4,000 sculpted
gold stars on the WWII 
Memorial Freedom Wall, which
commemorate the 400,000+
Americans who died during the
war.

Photo 3: One of the veterans on
Steve Sittig’s trip signs flag for a
young girl from his community.
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white tombstones,” he says. “One could only
imagine what may have been going through
their minds at this time.”

After the service was over and the group
was heading back to the buses, Sittig no-
ticed a teenaged girl carrying an American
flag. As the veterans passed by, she asked
each one to sign her flag. “I had to ask what
type of project this was and where she was
from,” he says. The girl told him she and her
mother were from Mason City and had
flown to DC on a separate flight expressly
for the purpose of getting their local vets to
sign the flag while they were in the nation’s
capital. The flag was to be displayed at the
local high school the next Monday. “We in-
vited them to ride with us on our bus as we
proceeded to our final stop of the day at the
Iwo Jima Memorial,” says Sittig. “This way
she could ask all the veterans on our bus to
sign her flag.”

The rest of the story
Hiser, Giordano, and Smith were equally

busy during their trip, accompanying the
veterans to memorials all around DC. Like
Sittig, they were humbled by the vets’ reac-
tion to the experience. At the Tomb of the
Unknowns, which was the first stop for her
group, Smith says the veterans saluted
throughout the playing of “Taps,” even
though some of their arms were quivering
near the end. “This set the tone for the trip.”

Next up was the WWII memorial, where
some of the veterans strolled around to take
it all in, while others became very somber,

obviously remembering experiences during
the war and friends they had lost. “Our lone
Marine became the quietest of all. He had
been rather boisterous earlier, but his me-
morial obviously moved him as he wiped
tears from his eyes.”

One of the most touching moments oc-
curred when a middle school chorus sang
the national anthem to the veterans. “Dur-
ing the song, it became evident that several
of the kids were crying,” says Smith. Since
the children were so young, she and her fel-
low guardians were a bit surprised at the re-
action. However, one of the vets asked her
to hold his cane and went over and began
hugging the children. Others soon followed.

“As Paul Harvey said, ‘And now for the
rest of the story,’” says Smith. “The chorus
was from a predominantly Jewish area in
Boston. Earlier during the day the students
had been to the Holocaust museum where
they learned of the great sacrifices made by
these vets.” The children realized those sac-
rifices made it possible for them to practice
their religion. “It was an incredibly moving
moment — one I will never forget.”

The honor was theirs
Hiser says the reaction from the school-

children was just one of many displays of
gratitude the group experienced throughout
the day. “Every time we got off the plane or
arrived at a memorial there were large
groups of people, often times assembled on
the spur of the moment, who greeted the
vets with their applause and thanks.”
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�
(Continued from page 44)

AARC Supports 
Those Who Serve

Two special programs from 
the AARC are for supporting 
respiratory therapists in 
uniform:

� Established in 2008, our 
Military Roundtable provides an
online forum for members 
currently serving in the armed
forces, veterans, and anyone
else who would like to show
their support for the troops. The
Roundtable is open to any AARC
member free of charge. Go to
www.aarc.org/community/
military/ to add your name to
the list.

� Active-duty military 
personnel in respiratory care
and other medical fields 
may attend the AARC 
International Respiratory 
Congress (Dec. 6–9 in 
Las Vegas, NV) free of charge.
The Association has been 
offering the free registration to
military personnel for the past
several years. For more 
information, log on to
www.aarc.org/member_
services/military/congress.htm.
For information on the Congress
sessions, log on to the home
page at www.aarc.org. ■

Veterans on the trip out of Dallas-Ft. Worth render honors at the 
Changing of the Guard at Arlington Cemetery.

A tip of the hat from this veteran acknowledges
the Marine bugler at the WWII Memorial.
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That gratitude extended beyond the
crowds to the guardians themselves. “Per-
sonally, I was honored to sit between two
of the veterans on the outgoing trip,” says
Hiser. “They were Harry Thompson, a 96-
year-old and the oldest veteran to take the
trip to date, and Roy Hill, who served in
both WWII and Korea.” Hill had served in
the Battle of the Bulge and was wounded
three times. Thompson was captured on
the second day of that battle and forced
on a 241-mile march to flee the Allied
troops. “He was bombed by both the
enemy and his own American Air Force
but never stopped believing he would sur-
vive,” says Hiser. Both men were awarded
the Purple Heart, and Hill also received the
Silver Star.

“To be able to sit with both of them and
join in their conversations is something
that I will never forget,” says Hiser. “It was
an amazing experience for me.”

Steve Sittig also had a really memo-
rable moment on the return flight. As he
made the rounds to recheck oxygen satu-
rations, he asked the veterans what they
thought of the day, receiving overwhelm-
ingly positive replies. “As I checked one of
the last veteran’s oxygen saturations, his
saturation was slightly low; but when I
asked him how his breathing felt, he said
he was fine. He then told me part of his
medical history that somehow was not re-
layed to us preflight.” It turns out, the man
was concerned that his internal defibrilla-

tor may trigger, since it had triggered
seven times in the week before the trip.
“As I looked at him with some concern, he
stated that his doctor had adjusted it
some so that he could be a part of this
flight. So, you can see how important this
experience was to him.”

Smith says the most personal experi-
ence for her took place as the group vis-
ited wounded soldiers from Iraq and
Afghanistan who were being treated at
Walter Reed Army Medical Center. “The
WWII veterans were standing along the
wall in the auditorium. I was escorting a
soldier who had shattered both of his legs
when his truck was blown up in Iraq,” she
recalls. “As we got to each veteran, I intro-
duced my soldier. They exchanged grati-
tude with their eyes, their lingering
handshakes. They gave my soldier a
prayer cloth that expressed the passing of
the torch from one generation to the
next.” Later that day, one of the veterans
gave her a similar prayer cloth to give to
her son, who is currently serving as a lieu-
tenant in the Navy.

“When I first heard of Honor Flight, I
thought the title was such because the en-
tire purpose was to honor the vets,” Smith
says. “After this experience I now know I
had it all wrong. The honor was mine. It
was an honor to be in their presence.”

For more information about the Honor
Flight Network, visit www.honorflight.org. ■
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Nonconventional Pulmonary Screening 
Outside the Physician’s Office

Screening for COPD has been going on since spirome-
try was first described in the 1850s. Wintrich in Germany,
Hutchinson in England, and Simon in Austria started in-
vestigating what the new devices they had created —
called spirometers or gasometers — could tell them.1-3

They each screened thousands of people in the general
population with their devices and concluded that they
could differentiate healthy people from diseased people
based on the amount of air they could exhale. The in-
strumentation has improved considerably since the
water-sealed devices these early pioneers used.

Spirometry is considered the gold
standard today for diagnosing COPD.
However, there are many problems
with using spirometry as a screening
test. It is difficult for patients to per-
form, it is fraught with the potential
for technical errors, it is time con-
suming, and it can be expensive. In
addition, the number of people in the
general population who may have
COPD is small, estimated by the BOLD
Study to be around 7% in the United
States.4 Those with moderate to se-
vere disease requiring treatment falls
to around 2%. Lin shows that in
smokers over age 40, 833 people
would have to be tested to prevent
one COPD exacerbation.5 In asympto-
matic non-smokers, the number
climbs to more than 2,500. With all
these considerations and the low a
priori probability of the disease,
spirometry conducted in public
screenings tends to over-predict the disease, resulting
in people needlessly being told they might have lung
disease.

Mislabeling a person as having COPD can lead to
unnecessary treatment, expenses, and adverse effects

that may follow as a result. To reduce the effects of all
the false-positive tests, there have been efforts re-
cently to reduce the number of spirometry tests done.
The new screening options are aimed at being simple
to administer to the general public. They may require
as little as checking a few boxes and counting up a
score, reviewing prescription medications, or using
analogues to spirometry tests. The screenings can be
administered by minimally trained personnel in most
cases. “Screening” no longer means just spirometry,
and it should not be considered a dirty word.

Mass spirometry screenings 
for COPD

For many people, public health fairs
and events are the only contact with
health care providers during the year.
Spirometry is commonly used at these
public events to draw people to infor-
mation booths. There is generally a lot
of activity at the event that attracts
people’s attention. Participants may
have their height measured, be asked a
number of questions, and get to inter-
act with health care professionals. In
the end, they are given a result that
they can carry away with them.

While the numbers themselves may
be meaningless to the participant, they
feel they have been given something of
value and they can continue on to the
next booth to obtain the free test or
giveaway being offered there. In this
setting, it is essential to those without

access to health care that the provider take the neces-
sary time to explain the test procedure and results so
that they are understood before leaving. If the results are
abnormal, they should be advised to take the results to a
local physician.

by Steven B. Nelson, MS, RRT, CPFT, FAARC
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Unfortunately, these public events have
a poor record for quality. Even in the con-
trolled environment of a physician’s office,
acceptable test rates can fall below 40%.6

Since unacceptable performance always
lowers the observed values, all of the peo-
ple with poor quality tests tend to get clas-
sified as having disease.

The European Lung Foundation has held
events in conjunction with the European
Respiratory Society meeting for the past
several years.7 In Berlin in 2008, they set up
testing kiosks in the rail station and tested
3,918 people during a two-and-a-half-day
event. In six events, they have tested more
than 12,500 people. In general, they have
advised up to 20% of the people to see their
physician for follow-up due to evidence of
airway obstruction.

Screening questionnaires
There have been two questionnaires

developed recently in the United States,
the Lung Function Questionnaire (LFQ)
and the COPD Population Screener™ or
COPD-PS™.8-10

The LFQ was developed to identify pa-
tients who were appropriate to refer for di-
agnostic evaluation for COPD, and 387
patients at least 40 years old who identified
themselves as having bronchitis were sur-
veyed. Five variables were found to provide
the best accuracy using an unweighted
sum scale: age ≥50, wheeze, dyspnea,
phlegm, smoking for 20+ years. A positive
answer to three or more questions was
used to refer patients to spirometry. The
LFQ was able to correctly classify 72% of the
patients with airway obstruction. The self-

AARC-sponsored
Screenings

The AARC has recently 
signed on as a sponsor for 
the DRIVE4COPD campaign,
which uses the COPD-PS
screener. The goal is to 
have this screener 
completed by a half-million
respondents by the end 
of 2010. If you have not 
already participated or
planned an event, contact
your state society 
coordinator. Additional 
information is available at
www.aarc.org/drive4copd ■
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reported history of “bronchitis” helped to increase the
sensitivity. Specificity of 54% means that it was slightly
better than a coin toss at predicting absence of disease;
there were many false-positive results that required fur-
ther testing. Using this screener in the general popula-
tion would have an adverse effect on the results since it
was done in a preselected population. It does not require
staff expertise to administer and does not require the pa-
tient to try and classify the extent of a condition, just the
existence.

The COPD-PS started by interviewing almost 700 pa-
tients for easily identifiable symptoms and conditions
common to patients with COPD: dyspnea, cough, phlegm,
colds, bronchitis, congestion, wheezing, functional im-
pact, and personal characteristics. Breathlessness, pro-
ductive cough, and activity limitation, along with lifetime
smoking history of more than 100 cigarettes and age ≥35
were the five factors determined most predictive for air-
way obstruction. A weighted sum score of five or higher
correctly classified 80% of the patients with airway ob-
struction. The paper screener can be quickly filled out in
a public event without the need for trained people to ad-
minister the test. Unfortunately, it does require the pa-
tient to estimate the amount that they agree with a
statement, which can increase the time necessary to
complete the screen and decrease the likelihood that a
person completes it.

Prescription profiling
Recently, Mapel et al in New Mexico took a different

tack.11 They looked at the use of prescription medication
in outpatient pharmacy settings to determine the likeli-
hood of COPD in undiagnosed patients. The advantage to
this method is that no patient input is required, either
subjective or objective. Patients in a managed care pro-
gram have this information tracked automatically in
most cases. They tend to have increased health care uti-
lization for several years before they are given a diagno-
sis of COPD. Managed care pharmacy data indicated an
increased use of antibiotics, respiratory, and cardiovas-
cular drugs. Monitoring for this pattern identified pa-
tients who needed to be referred for diagnostic testing
and those who might benefit by more aggressive inter-
ventions. An earlier article by Mapel discussed the direct
cost of undiagnosed COPD.12

Mobile Spirometry Unit
In June 2008, the National Heart, Lung, and Blood In-

stitute and the COPD Foundation hosted a consensus
conference to determine a better method to screen peo-
ple likely to have COPD. The conference was in response

to papers published by the Agency for Healthcare Re-
search and Quality13 and the U.S. Preventive Services Task
Force5 that labeled spirometry as a poor tool for screen-
ing. The result was development of a multi-part protocol
that used a questionnaire and peak flow, then spirome-
try as the final step only to be used in those identified as
being at risk. The questionnaire for risk factors was mod-
ified from the previously discussed screeners to require
only yes/no responses and included seven factors (see
Table 1).

The Mobile Spirometry Unit (MSU) was chosen as the
vehicle to implement the suggestions from the consen-
sus conference. The MSU was originally organized by the
AARC almost 10 years ago and has been supplemented
by support from the COPD Foundation over the last four
years.

Initially, the MSU was using a cutoff on questionnaires
of more than two risk factors to proceed to peak expira-
tory flow (PEF), but the additional time and expense were
negligible and participants were upset if they didn’t get to
do something more than just stand in line. Therefore,
everyone proceeded to PEF regardless of risk factor score.

Participants were recruited from the general popula-
tion at health fairs and other public events. In the course
of the study, we recruited 5,761 people and obtained valid
histories and PEF from 5,638. The peak flow device used
was a Vitalograph asma-1™ that reported PEF and FEV1.
It was simple to clean and used valved mouthpieces to
reduce the possibility of cross-contamination. Of these,
5,323 had PEF ≥70% predicted and were told they were
not currently at risk for COPD. They were given informa-
tion about tobacco-dependence treatment if they were
current smokers. The remaining 315 (5.7%) qualified for
follow-up spirometry. In addition, a random sample of
normal people were selected for spirometry. A total of 729
people had spirometry.

The combination of a set of simple yes/no questions
and peak flow had the same ability to detect disease as

Table 1. COPD Risk Factors 
Promoted by the MSU Screening

Wheeze
Mucus/phlegm
Asthma history
Increasing dyspnea
Environmental exposure
Smoking history
Age >35
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the previously described screeners. Those with airway
obstruction were correctly identified 79% of the time.
However, in contrast to the paper-based screeners, the
number of correctly classified people without airway ob-
struction jumped to 88%, greatly reducing the number of
false-positives.

Adding a simple, easy-to-perform peak flow meas-
urement to a paper-based screener prevents most of the
problems associated with high numbers of false-positive
results. It is easy to administer and does not require great
skill from patients or clinicians.

Screening made simple
COPD screening is useful for detection of the disease.

While COPD cannot be cured, it can be treated effectively
if caught at an early stage.

The methods described here show that alternatives
to spirometry are available for use in dealing with the
general public. Spirometry is still the standard for de-
tecting airway obstruction, but it requires an abnormal
act on the part of the patient and well-trained respira-

tory technicians to ensure that the results are accurate.
Spirometry has been notoriously blamed for causing
too many people to be needlessly treated, when, in
fact, the shortcoming lies in the technology.

Finding the people who are most likely to benefit
from accurate spirometry done by well-trained respi-
ratory therapists in a proper setting can be made sim-
pler by using screening tests. A step-wise approach
can reduce the number of people requiring spirome-
try to about 5% of the general public. ■
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Tailoring Tobacco-dependence
Treatment to the Elderly Patient

The “upstream, downstream” metaphor often used to
emphasize the importance of smoking prevention states
that we are so busy pulling drowning people out of the
water downstream that we don’t have the time to go up-
stream and see who is pushing them in. Are our older pa-
tients who continue smoking in danger of “drowning”?
Do we know how they got into the water to begin with?
The answer to both questions is yes. But a third and
fourth question remain: Do they want to be saved? And,
how can we encourage them to “get closer to the shore”
so we can reach out and help? Nicotine
addiction is strong, and often the desire
to quit is weak. But the consequences
of continuing to smoke are deadly.

Statistics point to the need
In 2003 there were an estimated 3–4

million geriatric smokers in the United
States.1 The percentage of adults over 60
who currently smoke ranges from 13–
28%, depending on the state of resi-
dence. Smoking is the number one
preventable cause of morbidity and mor-
tality. About 444,000 people die annually
from smoking-related disorders, and
300,000 of those are over the age of 65.2

America is also facing an unprece-
dented rise in the absolute number of
older adults. According to federal statis-
tics, there are currently about 40 million
people 65 and older. By 2030, those num-
bers could swell to 71 million, almost
doubling in size in a period of 20 years.3

At the same time, health care costs are rising. Between
1996 and 2006, prescription drug costs increased 66%, and
the price of a doctor’s office visit went up 58%.4 Tobacco-
dependence treatment programs for older adults make
sense on just about every level because reducing morbid-
ity in our older patients is going to be a necessity, not just
a good idea.

Targeting the older generation
Because many older adults have little to no desire to

quit smoking, it may be necessary to “think outside the
box” when you plan a tobacco-dependence treatment pro-
gram for this segment of the population. One strategy may
be to look at programs that have been successful. Another
thing to consider is timing. The “if you build it they will
come” concept has not always been effective. Good smok-
ing-cessation interventions start at a number of specific
times — and for specific reasons. Several studies have tried

to determine optimal timing. Lang et al
looked at smoking cessation as transi-
tional behavior. Their study showed that
those who are soon to retire may be in-
terested in changing their habits. The
study included more than 1,700 smokers
over the age of 50. Only 29.3% of those
still working quit, compared to 30.2%
who were already retired. However,
42.5% who recently retired quit smoking
— a 12–13% increase in smoking cessa-
tion at the time of retirement.5

Another study found those with a
new diagnosis of chronic disease were
three times more likely to quit smoking,
and patients with a diagnosis of more
than one major disease were six times
more likely to quit.6 Counseling hospi-
talized patients has also shown promise.
A 1997 study found a 17% quit rate for
patients who received counseling versus
a 14% quit rate for those who did not.7

One of the simplest things we can do
as respiratory therapists is to ask our older patients who
smoke if they have ever tried to quit. If the answer is yes,
encourage them to keep trying — to never quit quitting. If
the answer is no, a simple smile and a “why not?” may at
least get them thinking about it. While our queries are im-
portant, physician advice/counseling is also an effective
approach. Lancaster and Stead concluded that even when

by Helen M. Sorenson, MA, RRT, FAARC
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physicians provide only simple, brief tobacco-dependence
treatment advice, the likelihood that a smoker will quit
and remain a nonsmoker 12 months later is increased.8

The age barrier
Unfortunately, age alone is a barrier to smoking-cessa-

tion interventions. Studies cited in published guidelines for
tobacco-dependence treatment strategies are usually lim-
ited to those involving adults under the age of 50. A study
conducted from January 1994 to July 1995, however, retro-
spectively reviewed the medical records of 788 current
smokers over age 65 who were admitted with confirmed
acute myocardial infarction (AMI) and discharged alive
from an acute care facility in North Carolina. Smoking-ces-
sation counseling was provided to 40% of the AMI patients
prior to discharge. Women and blacks were less likely to
receive counseling. Increasing age; discharge to a skilled
nursing facility; and a history of hypertension, heart fail-
ure, and stroke were associated with no smoking-cessa-
tion counseling being provided prior to discharge.9

What was interesting about that study was that inpa-
tient smoking-cessation counseling, even without confir-
mation of smoking cessation, made an impact on the
five-year mortality rate: 488.3/1,000 enrollees who received
counseling died, compared to 579.3/1,000 of those who did
not receive inpatient counseling prior to discharge.9

In another study, Doolan and Froelicher also noted
that tobacco-dependence treatment interventions were
offered to older adults at suboptimal rates, despite the
fact that health care literature showed the importance of
having people of all ages be provided with tobacco-
dependence treatment interventions.10

Approaches to smoking cessation
The Agency for Healthcare Research and Quality pro-

vides a number of specific recommendations for clini-
cians and provider organizations regarding successful

approaches to tobacco-dependence treatment.1 The five
key recommendations are:

Smoking status as a vital sign: Every patient
encounter should include a documented chart
notation on smoking status. Regard it as an-
other vital sign.
Intervention for all smokers: Based on the
dangers associated with smoking, all smokers
who present to a medical facility, regardless of
the reason, should be counseled to quit, even if
it is just a brief consultation.
Dose-response relationship: More intensive
treatment yields better results than brief treat-
ment. Provide person-to-person counseling in-
stead of pamphlets and printed materials.
Optimal types of counseling: Provide patients
with practical problem-solving skills, intra-
treatment social support, and assistance with
extra-treatment social support.
Pharmacotherapy: The antidepressant bupro-
pion and nicotine replacement are considered
first-line therapies that RTs should consider of-
fering to smokers who are trying to quit, unless
there are specific contraindications.

These guidelines can be adapted to any age group, in-
cluding older adults. Pharmacotherapy may need to be

To understand nicotine addiction in older
adults, you only need to hear some of
their statements: “Smoking was like
adding punctuation marks to my day” or
“Cigarettes wake me up in the morning
and put me to sleep at night.” Published
in a book entitled “Tobacco Free After
50,” they speak to the attachment many
older adults have to smoking.

—After 50 Press

2

3
4
5
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adapted specifically for patients who cannot chew gum
or who have decreased liver function, but these are the
exceptions, not the rule.

It’s your job to “at least ask”
Obviously, smoking is a choice that individuals make, but

it is important to remind your patients that no one is forcing
them to smoke and that their choice may be associated with
unpleasant consequences. Information provided in a one-
on-one, concerned, non-threatening tone, may over time
help them change their mind about continuing to smoke.
The realization that diseases associated with smoking may
severely compromise their ability to care for themselves —
and even stay independent — may open their eyes to what
lies ahead if they continue to smoke. It is also important to
let older smokers know that cessation rates for adults over
age 65 are actually quite good. For patients who are resistant
to counseling and express no desire to quit, tobacco-depen-
dence treatment programs may not be successful.

As health care professionals, however, we have a re-
sponsibility to at least try to help our patients quit this
harmful habit. Handing out tobacco-dependence treat-
ment information and providing even brief, personal
counseling should be encouraged by every respiratory
therapy department in all medical facilities.

How will you know if your patient is a smoker? Ask! ■
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This Year

the AARC Raised 
Awareness of 5Ways 

DRIVE4COPD
The biggest news on the COPD front this year has been our partnership with the new

DRIVE4COPD program. Spearheaded by celebrities Danica Patrick, Patty Loveless, Bruce Jenner,
Michael Strahan, and Jim Belushi, this nationwide effort is promoting the use of a simple COPD
population screener to help identify more people with the condition while they are still in the
early stages of the disease when treatment is more effective.

The program is hosting a website — www.DRIVE4COPD.com — where people can complete
the screener and enter to win an Ultimate NASCAR Weekend or a CMA Awards Trip Package.
The site also includes lots of great information about COPD and how it’s diagnosed and treated.
The overall goal is to find at least one million people who have COPD but don’t know it.

The Top

As the nation gets ready to mark National COPD Awareness

Month and World COPD Day — this year on Nov. 17 — it seems

like a great time to revisit the top five ways your professional

association has been involved in combating the nation’s fourth

leading cause of death this year. Consider how you can get more

actively involved in efforts to support your patients with this

chronic respiratory condition.

1.
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November is National COPD Awareness Month, and
the AARC is working to educate the public about this
lung health problem.

That’s the national effort. The AARC, however, has planned
its own DRIVE4COPD effort to get members involved. In August
we launched the AARC DRIVE4COPD challenge to encourage all
of you to use the screener to each test 10 members of the pub-
lic for COPD. With our 50,000+ membership, that means the
AARC alone has the potential to screen 500,000 of the one mil-
lion people in the national goal.

Screeners were delivered to the AARC Executive Office in late
August and were immediately distributed to state societies
around the country that have graciously volunteered to head up
the program in their local areas. The national DRIVE4COPD pro-
gram also set up a special website for AARC members —
www.aarc.org/DRIVE4COPD/ — to help promote your active par-
ticipation. AARC President Timothy R. Myers, BS, RRT-NPS, in-
terviewed the lead spokesperson for the program, NASCAR
driver Danica Patrick, and the interview was featured in a pod-
cast on www.aarc.org and in the September issue of AARC Times.

If you’ve already gotten involved in DRIVE4COPD, thanks for
your help. If you have yet to sign up, go to the AARC website and
get started today.

2. The Year of the Lung and
World Spirometry Day

Cover Story

As most of you have heard by now, 2010 is the Interna-
tional Year of the Lung, and the AARC has been actively
promoting this special observance all year long through
Year of the Lung Web pages and press releases targeting
various lung conditions.

The international organizers decided to zero in on
spirometry by hosting the first-ever World Spirometry Day
on Oct. 14, and once again the AARC was on board, asking
its state societies to host spirometry testing and educa-
tional events in their state capitol buildings or state de-
partment of health buildings on that day. These events
were built on the success we had with last year’s World
COPD Day @ the State Capitol events, which were hosted
by six AARC state societies across the nation. (Stay tuned
to AARC Times for more on this year’s events, which were

just wrapping up at press
time.)

The AARC also is-
sued a special press
release in October to
use the Year of the Lung to
connect respiratory therapists
with all of the COPD awareness activi-
ties that are taking place this fall. The press
release highlights the vital role spirometry plays
in diagnosing COPD in its earliest and most treatable
stages and also lists the other positive steps people can
take to minimize the ill effects of the condition: quitting
smoking, asking their physicians about medications, and
enrolling in a pulmonary rehabilitation program.
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The Mobile Spirometry Unit
Rolls On

One of the best ways the AARC serves the pub-
lic when it comes to COPD, is through our ongo-
ing partnership with the COPD Foundation’s
Mobile Spirometry Unit (MSU); and this year we
have continued that effort. This traveling pro-
gram uses AARC members to conduct handheld
spirometry testing and deliver device and med-
ication education at public health fairs and
other events around the country. Since its in-
ception four years ago, the MSU has screened
more than 8,500 people.

Most recently, the Association validated a
new method to screen people for testing that’s
based on a six-question quiz. People who an-
swer “yes” to two or more of the questions
proceed to peak flow testing, and those with a
peak flow less than 70% of predicted go on to
be tested by spirometry. The new method has
significantly reduced the number of false-
positives normally seen with screening
spirometry events and is helping to ensure
that the MSU offers the public only the most
reliable of results.

3.

Cover Story

YourLungHealth.org
People who are newly diagnosed with COPD, and even those who have had the diagnosis for

awhile, often have questions that don’t always get answered during their regular physician’s
appointments or hospitalizations.

That’s where the AARC’s YourLungHealth.org COPD pages come into
play. Written by Association members especially for patients, these on-
line resources can go a long way in helping to ease the concerns of pa-
tients and family members alike. Here’s what is on the site:

• Comprehensive information for you and your patients about symptoms, diagnosis, stages,
flare-ups, and treatment, plus sections on COPD facts, what causes the disease, how to de-
crease the risk of getting it, and other factors.

• Great advice for patients on how to quit smoking, including a list of phone numbers for
quitlines around the country and links to other sources that can provide help.

• An explanation of spirometry and how patients can maximize their effort on the test.
• A guide to medications used for respiratory conditions, plus a tutorial on the correct use

of metered-dose inhalers.

4.
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Adding Our Voice to Lobbying
Efforts on Capitol Hill
COPD has a lot of champions on Capitol

Hill, from the COPD Foundation, to the Emphy-
sema Foundation for Our Right to Survive, to the U.S.
COPD Coalition. As the national organization repre-
senting respiratory therapists, the AARC adds an im-
portant dimension to the discussions, bringing your
perspectives to the forefront on decisions ranging from
funding for COPD research at the National Institutes of
Health to the National Heart, Lung, and Blood Insti-
tute’s Learn More, Breathe Better® campaign. Associa-
tion leaders are always front and center whenever
COPD is addressed in Washington, DC, and we make a
difference by advocating for the care and resources our
patients deserve.

These efforts produce fruit every year during our an-
nual Capitol Hill Lobby Day in early spring. Members of
our Political Advocacy Contact Team (PACT) join AARC
leaders and our legislative team in the nation’s capital
to visit their members of Congress and advocate for an
array of issues important to the profession.

As the fourth leading cause of death and one of the
most common conditions treated by RTs, COPD is al-
ways at the top of the list; and PACT members take ad-
vantage of the Lobby Day to educate their elected

officials about the great need for earlier

5.
Tom Corron (an alpha-1 patient shown left), met with Rep.Tom Latham
along with Iowa PACT members Anne Stark and LuAnne Heemstra. 

Kelda Lea and pulmonary patient R.Cristy McPherson at
Rep. John Sarbanes office

testing and diagnosis
and more research into
new treatments. As they
have in the past, this
year many of them
brought COPD patients
from their communities
along for Lobby Day,
which significantly en-
hanced the messages
they were trying to de-
liver to their members of
Congress and congres-
sional health staffs.  ■

Cover Story
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It’s Time To Choose the

January 2011 
Cover of

AARC Times Magazine
The AARC has been collecting photos from
Association members this year for our photo
contest. Now it’s time to select the winning photo
for our January 2011 AARC Times cover.

Go to www.aarc.org now and click on the “Photo
Contest” button to cast your vote. The winning
photo will be the cover photo for the January 2011
issue of AARC Times. 

2

Photo-of-the-Year Contest

Congratulations to this year’s Photo Contest finalists, who

each received a free annual AARC membership renewal!

1
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Photo-of-the-Year Contest

1. Alan Roth, MBA, 

RRT-NPS, RPFT, FAARC,

of Modesto, CA

2.  Shirley Schultz, RRT, 

AE-C, of Belleville, IL

3. Kristi Guffey, CRT, of 

Papillion, NE

4. Deborah Schmidt, RRT,

of West Union, IA

5.  Lynne Leach, RRT, of

Davisburg, MI

6.  Lynne Leach, RRT, of

Davisburg, MI

5

3 4

6
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1.

You earned your state license to practice, you keep up
with the CRCE® requirements to maintain that license,
but if you’re like most therapists, the idea that you might
one day be called up on a disciplinary charge by your
state board has never entered your mind. It should, says
Anthony L. DeWitt, JD, FAARC, a former respiratory
therapist who is now a practicing attorney in Jefferson
City, MO; and he’ll explain why in a session that will
delve into the intricacies of the process.

“Most professionals go through their professional
careers without ever thinking that they could be the
subject of discipline,” he says. “This causes them to
assume that they don’t need to know how the process
works, and that’s a dangerous assumption.”

Defending Your License

The 56th AARC International Respiratory Congress is now

just weeks away — Monday, Dec. 6, through Thursday,

Dec. 9.  As we count down the days, we’re taking another

opportunity to point out some sessions everyone will

want to attend. Here are our top five picks for this month.

▲

According to DeWitt, there are hidden traps in the law
and procedural landmines in every disciplinary case that
people without legal training would be hard pressed to
spot. He’ll illustrate these pitfalls by relating the case of
a nurse charged with administering two large bolus
doses of Diprivan to his patients. “The presentation will
use actual trial transcript to show attendees what kinds
of questions get asked and how evidence is taken,” says
DeWitt. “At the conclusion of the presentation, attendees
will understand why having a lawyer in a disciplinary
case is absolutely necessary.”

More Sessions NOT To Be Missed
Congress Preview:
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Professor’s Rounds: 
Therapeutic Application 
of One-Lung Ventilation

Most patients on mechanical ventilation have two
lungs that need respiratory support. But one-lung venti-
lation (OLV) can be required as well, and Randal S. Blank,
MD, PhD, and Charles G. Durbin, Jr., MD, FAARC, will de-
liver need-to-know information about this less frequent
yet vital ventilation strategy.

“OLV is used to optimize surgical conditions during a
variety of surgical procedures in the thorax,” says Dr.

AARC Times November 2010 73

2.
Blank. “These include general thoracic surgeries, as well
as various cardiac, vascular, pediatric, and spine surger-
ies.” The technique is also used in patients with severe
unilateral lung disease states and those with pulmonary
infections, hemorrhage, or bronchopleural fistulae.

Dr. Durbin says that while routine use of OLV outside
the operating room is rare, it can be a lifesaving therapy
in some patients. “Single-lung ventilation provides an in-
teresting model of controlled ventilation-perfusion mis-
matching,” he says. “Patients with unilateral lung disease,
bronchopleural fistula, or massive hemoptysis can bene-
fit from endobronchial intubation — double lumen tube
placement — and different strategies of ventilation ap-
plied to each lung.”
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The AARC has negotiated some great
room rates at the Las Vegas Hilton, and if
you’re going to the Congress this
December, you’ll want to take advantage
of them. Here’s why:
•  All of the rooms at the Hilton have been

newly upgraded, and many have been
completely renovated, so you 
can be sure your room will have the
latest in creature comforts, including
ultra soft bedding, plasma TVs, and more.

•  There are three different room levels to
choose from to accommodate a wide
range of visitor needs.

•  Each room booked at the Hilton comes
with Las Vegas Hilton Dining Deal
coupons worth $100 in food and
beverage specials. The coupons are valid
at the hotel’s food outlets, including TJ’s
Steakhouse, the world-famous Benihana,
Paradise Café, and more.

Book by Nov. 4 for Great Rooms
and Dining Deals

Should patients with “do not attempt resuscitation”
or “do not intubate” orders receive noninvasive ventila-
tion (NIV) at the end of life? That’s a tricky question for
many clinicians who wonder whether the comfort pro-
vided by the therapy outweighs the patient’s desire to
avoid lifesaving therapies. In this presentation, Shawna
Strickland, PhD, MEd, RRT-NPS, AE-C, will review the cur-
rent literature on the use of NIV at the end of life and at-
tempt to clarify some of the ethical issues that invariably
come up in these situations.

The location can’t be beat either —
the Las Vegas Convention Center, home
to all the lectures and symposiums, is
right next door, and the official social
functions and pre-Congress courses will
take place in the hotel itself.

In order to take advantage of these
great deals, you must book your room in
the official AARC room block by Nov. 4.
Detailed instructions are
posted on www.AARC.org
(click on “Meetings” and
then “International
Respiratory Congresses”).
That will take you to the
56th Congress page. 
From there, click on 
“Site and Hotel Info” to
find the “Instructions”
paragraph.) ■

3.

“In the emer-
gency department,
the intensive care
unit, or on the
medical-surgical

floors, using noninvasive mechanical ventilation for pa-
tients with ‘do not attempt resuscitation’ or ‘do not in-
tubate’ orders can be difficult for respiratory therapists,”
Dr. Strickland says. “The ability to assess and address
these issues can help alleviate a good deal of stress in
these situations as well as assist the clinician in provid-
ing high-quality patient care.”

The Ethics of Using
Noninvasive Ventilation
at the End of Life

▲
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Breathing disorders during sleep are common in
patients with congestive heart failure (CHF) and af-
fect up to 76% of these patients. Patients with CHF
may suffer from either obstructive sleep apnea (OSA)
or central sleep apnea (CSA) with Cheyne-Stokes res-
piration. Treatment options include optimization of
CHF treatment, cardiac resynchronization therapy,
and positive airway
pressure therapy.

While CPAP ther-
apy may suffice in CHF
patients with OSA, pa-
tients with CSA may
need newer modalities
of therapy, namely,
adaptive servo-venti-
lation. Moreover, some
patients with OSA and
CHF may manifest
central apneas when
receiving CPAP ther-
apy — termed “com-
plex sleep apnea” or
“CPAP-emergent central apneas.” Such patients may
also require adaptive servo-ventilation if clinically in-
dicated.

In this presentation, Sairam Parthasarathy, MD,
will outline the key factors involved in sleep-disor-
dered breathing in CHF patients. Learn how the con-
dition can be treated and why it is important for
respiratory therapists to help identify patients who
could benefit from therapy.

As a respiratory therapist, you are known for your
ability to think outside the box when it comes to re-
vamping equipment to solve clinical problems. As
more and more hospitals seek out new revenue
streams based on the development of new technology,
this is a trait that can boost your value to your health
care organization — if you
know how to make the most
of it.

In this talk, Daniel Grady,
MEd, RRT, FAARC, will discuss
the steps in the invention
process, from idea concep-
tion to licensing agreements
with manufacturers. He will
also explain how to docu-
ment and protect new prod-
uct ideas, how to analyze
ideas from a manufacturer’s
perspective, and how to ap-
proach manufacturers with new product ideas. “I also
plan to discuss inventor ‘do’s and don’ts’ so that par-
ticipants can avoid very costly mistakes,” Grady notes.
“Many of these recommendations will come from a
patent attorney’s advice and 30 years of personal ex-
perience with this process.”  ■

RT as Inventor: 
How To Invent, Analyze,
Develop, and Protect New
Product Ideas

4.

25+ CRCEs
With more than 250 sessions featuring over 170 speakers, plus the biggest respiratory

care Exhibit Hall in the business, the AARC International Respiratory Congress is clearly

the best place all year long to learn about the latest developments in the profession.

But attendees come away with more than just knowledge — you can also earn 25+

CRCE® credits. In many cases, that’s enough to cover your licensure requirements for

the whole year. ■

Sleep-disordered 
Breathing in CHF

5.
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NBRC Insight

2010 Jimmy A. Young Memorial Lecture 
Focused on Challenges and Opportunities 

in Credentialing

During the 2010 AARC Summer Forum in July, the Na-
tional Board for Respiratory Care (NBRC) sponsored the
33rd Annual Jimmy A. Young Memorial Lecture. Since
1978, the NBRC has sponsored this lecture series to honor
Jimmy A. Young, MS, RRT, who began his career in respi-
ratory therapy in 1960 by working as chief inhalation
therapist at the Peter Bent Brigham Hospital in Boston,
MA. In 1965, Mr. Young earned the RRT credential and
Registry #263. He served his profession in many roles, in-
cluding director of the respiratory therapy program at
Northeastern University in Boston. In 1970, Mr. Young be-
came director of the respiratory therapy department at
Massachusetts General Hospital. He was elected the 22nd
president of the American Association for Respiratory
Care (AARC) in 1973. He was serving as a trustee and
member-at-large of the Executive Committee for the
NBRC when he unexpectedly passed away in 1975. The
NBRC honors his memory and the many contributions
he made to respiratory care through this annual pro-
gram.

This year’s Jimmy A. Young Memorial Lecture was ti-
tled, “The New Decade — Challenges and Opportunities
in Credentialing.” NBRC Associate Executive Director Lori
M. Tinkler, MBA, introduced the program and her two co-
presenters, Gregg L. Ruppel, MEd, RRT, RPFT, FAARC, and
Robert Shaw, Jr., PhD, RRT, FAARC. Tinkler is the chief op-
erating officer and associate executive director for the
NBRC and also the chief operating officer and executive
vice president of the NBRC’s wholly owned subsidiary,
Applied Measurement Professionals (AMP). She has been
with NBRC/AMP for 19 years and works with the NBRC
Board of Trustees to carry out its mission by managing
the day-to-day operations of the NBRC Executive Office
and serving as a liaison between the Board and staff who
work to fulfill the Board’s mission.

Ruppel has been a respiratory therapist for over 30
years. He is the current president of the NBRC Board of
Trustees and also serves as the current chairperson for
the Long Range Planning Committee. He has been in-
volved with the NBRC Board of Trustees and examination

committees since 1988. He is an adjunct professor at St.
Louis University Hospital, as well as the director of the
pulmonary function laboratory. He is a contributor to sev-
eral respiratory care textbooks and author of the “Manual
of Pulmonary Function Testing.”

Dr. Shaw is an assistant executive director for the
NBRC and serves as the psychometric program director
for all NBRC examination programs. Dr. Shaw earned his
degree in respiratory therapy in 1982 and a doctorate de-
gree in higher and adult education in 1994. Both degrees
were from the University of Missouri. He worked as a res-
piratory therapist from 1982–1987. He then taught in the
respiratory therapy program at the University of Missouri
until 1995. He has been a program director with Applied
Measurement Professionals since 1995.

Report of Lori M. 
Tinkler, MBA

Lori Tinkler opened the
presentation by reflecting
on many NBRC activities
and accomplishments over
the last decade. She first
outlined the five-step
process that the NBRC uses
to create a new credential-
ing program. The five steps
are: viability study, person-
nel study, job analysis study,
test specification development, and criterion-related vali-
dation study. The NBRC established the policy to use this
five-step process so the Board of Trustees would have a
standard method of response to requests for new creden-
tialing programs from its sponsors. This is the only way a
new credentialing program can be started. She emphasized
that this process has been in place since the implementa-
tion of the hierarchical system in 1983. In addition to stan-
dardizing the NBRC’s response to proposals for new
programs, the five-step process yields results that can be
legally defended as valid.
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She then guided the audience through a reflection of the
last 10 years and pointed out that as the profession has
evolved, so has the credentialing system. In 2000, the NBRC
transitioned six credentialing programs to computer-based
testing. As a result of the transition, candidates can submit
applications online and schedule examination appoint-
ments year round. Candidates also receive their results on
the day they take the test. This provides benefits to candi-
dates still today. Job analysis studies were also conducted
for the Certified Pulmonary Function Technologist (CPFT)
and the Registered Pulmonary Function Technologist (RPFT)
examination programs in the year 2000.

On July 1, 2002, the Continuing Competency Program
(CCP) was implemented. The CCP ensures that credentialed
practitioners continue to demonstrate the knowledge,
skills, and abilities necessary to continue to practice in the
field of respiratory care. Starting the CCP was necessary for
the NBRC to maintain accreditation with the National Com-
mission for Certifying Agencies (NCCA). Respiratory ther-
apy was one of the last allied health professions to require
mandatory recertification. Job analyses were also con-
ducted for the Certified Respiratory Therapist (CRT), Regis-
tered Respiratory Therapist (RRT), and Neonatal/Pediatric
Specialist (NPS) examination programs in 2002.

In 2003 and 2004, the main focus was conducting crite-
rion-related validation studies for the CRT and RRT exam-
inations. Conducting a validation study is the fifth step in
the five-step process. The purpose of these studies is to re-
place the assumption that test scores positively relate to
job performance with direct evidence. In 2005, a viability
study was conducted at the request of the AARC for a po-
tential new specialty examination for Sleep Disorders Spe-
cialists. In 2006, a viability study was conducted for a
potential new specialty examination for Adult Critical Care
Specialists. Since the job analysis process is repeated ap-
proximately every five years, job analyses were conducted
for most examination programs in 2006 and 2007. In 2008,
the first test forms of the Sleep Disorders Specialty Exami-
nation were developed and then launched in 2009, making
the total time from start to finish only 2 1/2 years.

Report of Gregg L. 
Ruppel, MEd, RRT, 
RPFT, FAARC

Gregg Ruppel then guided
the audience through what
is expected of a typical NBRC
Board member and the
workload that a Board mem-
ber must accomplish each
year. The NBRC Board of

Trustees is made up of 31 members: five physician rep-
resentatives from the American Thoracic Society, five
physician representatives from the American Society for
Anesthesiology, five physician representatives from the
American College of Chest Physicians, 15 respiratory
therapist representatives from the American Association
for Respiratory Care, and one public advisor. All of the
work completed by the Board is made possible by the vol-
unteer work of its members.

A typical yearly work-load of a Board member in-
cludes two week-long meetings each year to develop new
items for examination forms. In addition, there are nu-
merous hours of homework and teleconference work
that is performed each year. The Executive Committee
also meets for one weekend meeting each year. Although
it takes time and money to accomplish this tremendous
amount of work, the NBRC has not raised examination
fees since 2000.

Ruppel used Pamela L. Bortner, MBA, RRT, FAARC, as
an example of the responsibilities of a typical Board
member. Pam is the chairperson of the Clinical Simula-
tion Examination Committee, a member of the Adult
Critical Care Examination Committee, as well as a mem-
ber of the Admissions, Nominations, and Examination
Committee Chairmen standing committees. Bortner’s
total volunteer time commitment in 2010 is 18 1/2 days.

Ruppel also outlined some of the challenges that the
NBRC is facing for the upcoming decade. He stressed that
maintaining high standards for credentialing while bal-
ancing health care cost reductions and quality improve-
ment is a challenge, as well as providing exams that
meet the states’ needs to protect the public and promote
excellence in respiratory care and promoting respiratory
care credentials in health care workplaces. Some oppor-
tunities that he outlined include developing credential-
ing examinations for areas of specialty practice in
respiratory care as they emerge, adapting content of ex-
aminations to reflect evidence-based respiratory care,
meeting the changing needs of consumers, and evaluat-
ing the changing competencies of respiratory therapists.

Report of Robert Shaw,
Jr., PhD, RRT, FAARC

Dr. Shaw continued the
presentation by detail-
ing the new Adult Critical
Care Specialty Examina-
tion, plus a significant
change in the Neonatal/
Pediatric Specialty Exami-
nation. A new element
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featured in both of these examinations will be
items that will demand mastery of concepts in
ethics. The Adult Critical Care Examination will
include five ethics items out of 150, while the
Neonatal/Pediatric Specialty Examination will
include three ethics items out of 120.

Dr. Shaw also outlined two sets of secondary
specifications that will be implemented for the
Adult Critical Care and Neonatal/Pediatric Spe-
cialty Examinations. The intent behind each set
of secondary specifications is to standardize ex-
amination content by the diseases and disorders
that therapists encounter while working with
patients. The relative weighting one will find in
the primary and secondary specifications were
based on results of job analyses that concluded
in 2009. These new examinations are under de-
velopment. The new Neonatal/Pediatric Spe-
cialty Examination will be released Aug. 1, 2011.
The Adult Critical Care Examination is expected
to be available in the spring of 2012. Both of
these new outlines are available for review on
the NBRC website, www.nbrc.org.

Dr. Shaw concluded the 2010 Jimmy A. Young
Memorial Lecture by summarizing that chal-
lenges and opportunities will continue through
this decade. He stressed that the credentialing
system continues to evolve and the NBRC con-
tinues to build on the hierarchical structure of
the examination system, assuring minimum
competency in respiratory care and pulmonary
function technology.

Your questions invited
The NBRC Board of Trustees and its commit-

tees are interested in your questions, comments,
and concerns. You may contact the NBRC at
18000 W. 105th St., Olathe, KS 66061-7543, by 
e-mail at nbrc-info@nbrc.org, by phone at (913)
895-4900, or visit the NBRC website. ■
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This continuing nursing education activity was approved by the Illinois Nurses Association, an accredited approver by the
American Nurses Credentialing Center’s Commission on Accreditation.

This well-established and highly successful AARC program is designed to assist respiratory therapists, nurses, pharmacists, and other
health care professionals who are interested in pursuing the Asthma Educator-Certified (AE-C) credential awarded by the National
Asthma Educator Certification Board (NAECB).   Visit www.naecb.org/exam_information.htm for details about the NAECB exam &
exam sites. Note:  This course is not endorsed, co-sponsored or in any way affiliated with the NAECB. 

Learning never stops...  And now’s the
time for you to become a stronger 
educator in asthma disease management.
Join the 2,500+ respiratory therapists
and others who have already benefited
from this AARC course. 

Earn 10.5 CRCE® credits
while you prepare for the 
AE-C credentialing exam.

Course attendees experience a higher pass rate 
than the national average

for respiratory therapists who took the exam.

Become more effective in asthma disease management
with the 

Online AARC Asthma Educator
Certification Preparation Course

SAVE
$60.00

AARC
MEMBERS

Find out more at
aarc.org/education/asthma_course

This online course includes:
■ Pre-test
■ Video and downloadable slides for each module
■ Post-test with certificate of completion
■ Links to important asthma resources

Nonmember Price $225.00
MEMBER PRICE $165.00   
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JCR’s Flu Vaccination
Challenge making
headway

Results from the sec-
ond annual Flu Vacci-
nation Challenge spon-
sored by Joint Commis-
sion Resources finds
participating health
care organizations
reached a 76% flu vacci-
nation average in the
2009–2010 flu season,
a 13% increase over the
average reported for
the previous year’s chal-
lenge and 27% above
the national average.
This year JCR is challeng-
ing health care organi-
zations to raise their
rate of vaccination to
95%, 85%, or 75%. Or-
ganizations that meet
these levels will be rec-
ognized with a gold, 
silver, or bronze recog-
nition award, respec-
tively, for their
dedication to helping
keep their employees
and patients healthy by
vaccinating against the
flu. More information is
available at www.
FluVaccination
Challenge.com.

Abbott reports
supplemental new
drug application

According to Abbott
Laboratories, the FDA
has approved a supple-
mental new drug appli-

cation for its CREON®

(pancrelipase) Delayed-
Release Capsules,
adding new safety and
efficacy data to the pre-
scribing information
specifically in children
age 7–11 who have ex-
ocrine pancreatic insuffi-
ciency due to cystic
fibrosis. The label also
includes new informa-
tion noting that
CREON® significantly im-
proves key measures of
both fat and protein ab-
sorption in children and
adults with EPI due to
CF.

HIV/AIDS point-of-
care testing

Continuum is collabo-
rating with Daktari Diag-
nostics to create the
Daktari CD4, an
HIV/AIDS point-of-care
test that can provide
CD4 counts with a fin-
ger stick in about eight
minutes by directing a
drop of blood into an
assay chamber on a
small plastic card,
where antibodies grab
onto CD4 cells while let-
ting other white blood
cells pass by. The
process (known as mi-
crofluidic cell chro-
matography) overcomes
the need for complex
preparation techniques,
resulting in a simple, in-
expensive, and hand-

held device that’s ideal
for caregivers traveling
to remote areas of the
world and working out-
side traditional medical
facilities.

Dräger expands 
with ventilator
equipment rentals

Dräger recently an-
nounced it has made
available to its cus-
tomers a fleet of Evita
XL ventilators that can
be rented under a short-
or long-term agree-
ment. “During our re-
cent customer outreach
meetings, many direc-
tors of respiratory care
departments indicated a
strong need to fill this
gap, and we are pleased
to provide this new serv-
ice,” said Ed Coombs,
MA, RRT, regional direc-
tor of marketing for Res-
piratory Care Systems at
Draeger Medical Inc.
“The rental fleet of Evita
XL ventilators will be de-
livered with the latest
software platform to en-
sure customers have the
newest technology that
the Evita XL can offer.”

CareFusion acquires
Medegen

CareFusion has com-
pleted its acquisition of
Medegen, an innovator
in clinically differentiat-
ed needleless access

connectors and adminis-
tration sets that deliver
I.V. medication to pa-
tients. Medegen’s 
needle-free I.V. dispos-
able products are de-
signed to help health
care providers reduce
catheter-related blood
stream infections
(CRBSI) and prevent
catheter occlusions.
These infections have
been shown to increase
a patient’s hospital stay
by 10–24 days, with ap-
proximately 25% of the
250,000 annual inci-
dents resulting in death.
CMS has identified
CRBSI as a “never
event” and no longer
provides reimbursement
for patient care related
to these cases, which
cost an average of
$29,000 per patient to
treat.

VirtuOx enters into
agreement for
Watermark
Medical’s sleep
platform

VirtuOx Inc. has en-
tered into an agreement
with Watermark Medical
to utilize the Watermark
ARES™ device in its 
VirtuOx Home Sleep Test
solutions. “VirtuOx
chose Watermark Med-
ical’s sleep platform be-
cause it combines the
scalability and flexibility
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of cloud computing
with a user-friendly Web
interface that enables
higher accuracy and ac-
cessibility for health care
providers and patients,”
VirtuOx COO Felix
Krupczynski was quoted
as saying. “Clinically and
operationally, it is an
outstanding device that
enables us to enhance
our national service by
adding Level II clinical
testing to our market-
leading home sleep test-
ing program, as well as
provide patients with an
easy to use, in-home di-
agnostic option.”

Masimo announces
new agreement with
Premier Purchasing
Partners

Masimo has an-
nounced an expanded
supplier agreement that
adds Masimo Rainbow
Pulse CO-Oximetry and
patient monitoring solu-
tions to the purchasing
contract with Premier
Purchasing Partners LP,
the group purchasing
unit of Premier Inc. Effec-
tive Aug. 1, 2010,
through May 31, 2012,
Premier members can
purchase Masimo stand-
alone (Radical-7® , Rad-
87®) and portable
(Rad-57®, Pronto-7™)
Rainbow Pulse CO-
Oximeters on contract,
along with ReSposable,
adhesive/disposable,
and reusable sensors for
all categories of patients.

Discovery Labs
realigns executive
management

In August, Discovery
Laboratories Inc., a

biotechnology compa-
ny developing KL4 sur-
factant therapies for
respiratory diseases, an-
nounced the realign-
ment of its executive
management. The new
executive managers will
report directly to W.
Thomas Amick, chair-
man of the board and
interim chief executive
officer, who said they
“intend to recruit for
the chief executive offi-
cer role with the goal of
filling this key leader-
ship position in 2011.”
Thomas F. Miller, PhD,
MBA, was appointed
chief operating officer.
He will have responsibil-
ity for product develop-
ment, regulatory affairs,
and corporate and
commercial develop-
ment for the company.
His biopharmaceutical
experience includes
product development
and commercial opera-
tions. John G. Cooper is
now president and chief
financial officer, respon-
sible for the strategic
and organizational de-
velopment of the com-
pany while retaining
overall responsibility for
its financial operations.
He has more than 25
years of experience in
the life sciences indus-
try. Charles F. Katzer is
chief technical officer
and will have responsi-
bility for manufacturing
operations, aerosol de-
vice development, 
formulations develop-
ment, quality control
and assurance, and ana-
lytical services. He has
over 35 years of experi-
ence in drug manufac-
turing and supply,

device development,
and quality operations
within the biopharma-
ceutical industry.

HHS report
addresses need 
for better
countermeasures

HHS has released a
report examining the
federal government’s
system of producing
medications, vaccines,
equipment, and sup-
plies needed for a
health emergency. The
report cites a need to
upgrade science and
regulatory capacity at
the FDA, foster ways to
more quickly develop
manufacturing process-
es that can be used for
multiple medications or
vaccines, nurture dis-
coveries in their earliest
stages to push them to
greater maturity, up-
grade flu vaccine manu-
facturing, and explore
ways to help small com-
panies attract investors
to develop promising
countermeasures.

CPF announces new
honorary board
members

The Coalition for Pul-
monary Fibrosis has an-
nounced a new
Honorary Board of Di-
rectors made up of
celebrities and other
noted public figures
who are committed to
finding treatments and
a cure for pulmonary fi-
brosis. Members include
newsman Tom Brokaw,
“Tonight Show” host
Jay Leno, actors James
Marsden and Paul 
Reiser, former CNN
chair Tom Johnson, two-
time All-American bas-
ketball player Tommy
Hawkins, and former
governor of Utah and PF
patient Olene Walker,
among others.

Brief submissions and 

photos for this column

may be sent to: Marsha

Cathcart, AARC Times

editor,  at cathcart@

aarc.org.  ■

Industry Watch
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How Much Is Your AARC 
Membership Worth?

If you're unsure of 
the value of a 
membership in AARC, 
try the Member Savings 
Calculator and you'll see 
how much your 
membership saves you. 
Try it at http://www.aarc.org/
member_services/calculator/
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Featuring information on products and equipment from manufacturers

Marketplace

PI#75

PI#76

PI#77

PI#78

PI#79

PI#80 Hemoglobin Monitoring
Masimo’s breakthrough non-
invasive and continuous he-
moglobin (SpHb™)
monitoring technology is the
first to receive FDA 510(k)
clearance. Available for wide-
spread commercial adoption,
SpHb is part of the Masimo
Rainbow SET Pulse CO-Oxime-
try patient monitoring plat-
form — the first upgradable
technology platform capable
of continuously and noninva-
sively measuring multiple
blood constituents and help-
ing to predict fluid respon-
siveness in patients previously
requiring invasive proce-
dures. www.masimo.com
PI#81

PI#82
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PI#86

Special Advertising Section  Marketplace

You can receive information on the
products listed in this section by

contacting the manufacturers using
one of two easy methods. 

▲

PI#83

PI#84

PI#85

PI#87

PI#88

PI#90

1. Circle the respective “Cir #” on the Advertiser Index in this issue
and fax today.

2. Send your request electronically via the AARC website at
www.aarc.org/resources/ (click on Reader Service Program).

PI#89
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PI#94PI#91 PI#92

PI#93

PI#95

CEUs for RTs
www.smithseminars866-857-2211Live OnlineCoursesGet Live CEUsfrom the comfort ofHome
Smith SeminarsPO Box 516Paradise,TX 76073

Airway Clearance System
The VibraVest™ Airway Clearance
System is designed to assist pa-
tients in the mobilization of re-
tained secretions that may lead to
increased rates of respiratory in-
fection, hospitalization, and re-
duced lung function. Through
HFCWO technology, the VibraVest
system dislodges mucus from the
bronchial walls and mobilizes se-
cretions and mucus from the
smaller to larger airways where it
can be cleared by coughing or
suctioning. All of this without a
single cable, hose, or wire con-
nected to an external device.
www.oxycare.eu PI#96 

New Automatic
Resuscitator 
The new VAR-Plus Model PTM-
5001 from Vortran is being
billed as the company’s most
cost-effective automatic re-
suscitator. The device delivers
FiO2 at 50% or 100%, dou-
bling the tank life at the 50%
setting. The company is offer-
ing the device at a special in-
troductory price through
Dec. 31. www.vortran.com
PI#97

Home Sleep Testing 
Device
Great Lakes Orthodontics’ new
ApneaLink™ Plus Sleep
Screener with Respiratory Effort
and Oximetry is a simple, low
cost, portable, four-channel
home sleep testing device de-
signed to determine the treat-
ment progress of patients in
oral appliance therapy and con-
fidently identify those at risk for
sleep-disordered breathing. The
ApneaLink Plus System features
an effort belt with EasySense
respiratory effort sensor, five
measurements of O2 saturation
for more accurate readings, en-
hanced recorder light status,
and the ability to differentiate
between various apnea indices.
www.greatlakesortho.com
PI#98
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Since 1947, the AARC has been leading the effort to advance the
respiratory care profession and promote quality respiratory health
care. Working with our 50 state organizations, we have successfully
advocated for the profession at the federal, state and local level.

The link between the respiratory profession and manufacturers is
clear. If respiratory practice expands, so too does the economy for
our industry partners.

As health care budgets shrink and patient care becomes increasingly
complex, our mutual challenges become greater. The synergy of
the corporate partner concept is an effective way to address those
needs utilizing our combined skills and resources. 
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AARC Leaders Attend Meetings

Throughout the year, AARC leaders and
members of the Executive Office staff attend
meetings of the Association’s state societies as
well as other special meetings. In addition to
making AARC representatives available for
speaking engagements at meetings, the Asso-
ciation funds a special program to help some
state societies partially pay for the travel costs
of the speakers. Below are some activities
AARC representatives are involved in:

Sam Giordano, AARC Executive Director
• Representing the AARC at the American

College of Chest Physicians Meeting in Van-
couver, BC, Canada

• Discussing oxygen issues at the conference
of the National Association for Medical Di-
rection of Respiratory Care in Atlanta, GA

• Representing the AARC at a committee
meeting of the National Health Council in Washington, DC

Share Your 
Protocol

The AARC is producing
an online compilation of
best practices in areas of
mechanical ventilation and
lung protection strategies.
Members are invited to par-
ticipate by submitting pro-
tocols in the following
sample categories: lung re-
cruitment strategies/tech-
niques, patient positioning,
ongoing management, and
effectiveness assessment.

After you submit a proto-
col, an expert in mechanical
ventilation will review it and
we will post the accepted
protocols on a “Best Prac-
tices” Web page at
www.AARC.org. The pro-
gram is sponsored by an un-
restricted grant from
Draeger Medical.

For more information,
log on to www.aarc.org/
resources/adjprot/. ■

▲

RC Currents
IN THE NEWS

Did You Celebrate Respiratory Care Week?

We want to hear about what you did to celebrate National 
Respiratory Care Week this year. Send us a few high-resolution photo-
graphs of your event along with a 100-word description, and you just
might find your story on the AARC website or in an upcoming issue in
“RC Currents.” Please include a cover letter and contact information
(phone, fax, e-mail). Send submissions to us before Nov. 5 using this
address: AARC Times, RC Week, 9425 N. MacArthur Blvd., Ste. 100,
Irving, TX 75063-4706; or e-mail debbunch@aol.com. ■

Correction
In our October 2010 cover story about Jimmy A. Young Medalist

Peg Traband (page 65), AARC Times incorrectly stated, “She joined
the American Registry of Inhalation Therapy (now the AARC) that
same year [1972] and by 1973 was ready to take her RRT exams.”

The sentence should have said: “She joined the American Associ-
ation for Inhalation Therapy (now the AARC) that same year and by
1973 was ready to take her RRT exams.” ■
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RC Currents

CDC Gets Early Start on 
Flu Vaccination Season

National Vaccination Week doesn’t kick off till Dec. 5, but the
Centers for Disease Control and Prevention (CDC) decided to get a
head start this year. Their “Flu Ends with U” campaign was unveiled
in September in an attempt to encourage more people to be vacci-
nated earlier in the season.

According to the CDC, improving vaccination rates continues to
be an uphill battle. In a study involving 64 focus groups held in six
U.S. cities, officials found:

• Flu vaccine myths are common, especially the “I got the vac-
cine and it gave me the flu” myth. Since the flu shot does not
use a live virus, it is impossible for it to give anyone the flu, and
the weakened live virus in the intranasal vaccine cannot grow
in the lungs.

• Even though the 2009 H1N1 swine flu vaccine included in this
year’s seasonal flu shot underwent the most intense safety
testing ever, many still fear the vaccine is more dangerous and
unpredictable than the flu itself.

• The new universal vaccination recommendation calling for
everyone over the age of six months to receive the shot is
causing concern.

• People who received the 2009 H1N1 flu shot last year often
wrongly believe they are still protected.

Here’s a take-home message for RTs from the focus group find-
ings: People say they would be more likely to get a flu shot if it
were recommended by their health care providers — or even by a
friend who works in health care. ■

Is There an Acetaminophen-Asthma Link in Kids?

Parents have long avoided the use of as-
pirin by their kids due to concerns it may
cause Reye’s syndrome. But most believe
acetaminophen is safe.

Maybe not, report researchers from New
Zealand participating in the International
Study of Asthma and Allergies in Child-
hood (ISAAC). As part of the ISAAC pro-
gram, two written questionnaires and
one video questionnaire were adminis-
tered to more than 300,000 13- and 14-
year-old children in 113 centers in 50
countries. The children were asked to
quantify their use of acetaminophen —
none, medium (defined as at least
once in the last year), or high (defined
as at least once in the last month) —

along with their asthma, eczema, and allergy
symptoms.

The risk of asthma was 43% higher in
medium users than non-users. High users had
2.51 times the risk of non-users. Similarly, the
risk of rhinoconjunctivitis was 38% higher for
medium users and 2.39 times greater for high
users. For eczema, the relative risks were 31%
and 99%, respectively. “This study has identi-
fied that the reported use of acetaminophen
in 13- and 14-year-old adolescent children was
associated with an exposure-dependent in-
creased risk of asthma symptoms,” study au-
thor Richard Beasley, MD, was quoted as
saying. The study was published in a recent
issue of the American Journal of Respiratory
and Critical Care Medicine. ■
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RT to the 

Rescue

Lynn Feldman enjoys being a part
of her community’s Rescue Squad.

Volunteer fire departments are well
known for delivering vital services in
small towns all across the country. Less
known but equally as important are vol-
unteer emergency services. Made up of
people from all walks of life, these
squads rush to the scene of a medical
emergency to provide lifesaving care
until more definitive emergency services
can arrive on the scene.

In Westfield, NJ, a town of around
29,000 located about 25 miles south-
west of New York City, AARC member
Lynn Feldman, RRT, is well acquainted
with the concept. She’s been serving on
her community’s Rescue Squad for the
past 19 years, most recently as captain.
In fact, it was the Rescue Squad that led
her to become an RT in the first place. A
former teacher and administrator, she
says she’d always had an interest in
medicine; and when she moved to
Westfield in 1991 and found out about
the Rescue Squad, she signed up.
“While going through my emergency
medical technician (EMT) training, I saw
a brochure on respiratory therapy and
returned to school to pursue what has
become a very rewarding career.”

For the past 16 years, she has been
working as an RT at Overlook Hospital in
nearby Summit; but on Fridays, the Res-
cue Squad captures her full attention.
“My official duty period is Friday morn-
ing, 9 a.m.–1 p.m., although I am usu-
ally there by 6 a.m. and stay into the
afternoon hours,” says the AARC mem-
ber. As the 2010 captain of the group

— the position alternates between mem-
bers on a yearly basis — she has other re-
sponsibilities, as well. “I am ultimately
responsible for the daily operation of the
squad, which counts over 100 members,
including scheduling, ambulance mainte-
nance, training, and equipment. I am
grateful for the EMTs who assist me as
lieutenants in those positions.”

Feldman says her respiratory care
training has greatly facilitated her role on
the team. “My background as a respira-
tory therapist is priceless when a patient
is experiencing difficulty breathing,” she
says. “Because the rescue squad is usually
on scene prior to paramedics — they are
advanced life support, we are basic life
support — my assessment skills often
help to diagnose and treat the patient
immediately, particularly if they are
vented/trached patients in our local nurs-
ing facility or suffering from congestive
heart failure or COPD.”

The squad has had its fair share of ex-
citing moments and close calls over the
years too. Feldman remembers one case
in particular involving a two-year-old girl

who was choking on a grape. “When
we arrived moments after the inci-
dent, she was not breathing but had a
pulse,” she says. The crew was not
able to open the child’s mouth, so
they couldn’t look for the object,
which was also not expelled with back
blows and compressions. So Feldman
performed rescue breathing all the
way to the hospital. Upon arrival, the
child finally opened her eyes and
began crying. “What a wonderful
sound!” says her rescuer. ■

Members, Send Us Your
Human Interest Stories

Have you been active in a 
ventilator-dependent kids’ summer
camp? Have you helped an elderly 
patient in need? Have you saved a life
outside of a health care facility? AARC
Times is always searching for stories
from AARC members that relate special
experiences.

If you have a human interest story
to share with our readers, please 
contact AARC Times Editor Marsha 
Cathcart at cathcart@aarc.org. ■
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Strange But True

A Growing Problem: A Massachusetts man who was suffering

from a chronic cough got a big surprise when physicians

looked into his lungs: A pea got stuck there and started

growing. After removal of the inch-and-a-half long plant, the

patient was breathing much better. Would he ever eat peas

again? Yep — they were on the plate served to him post sur-

gery, and he just laughed and ate them.

Follow the Light: Helping patients remember to take their

medications is the goal of a new product called “Glow-

Caps.” The caps, which can be screwed onto any standard

medication bottle, light up when it’s time to take the next

dose.

A Nose for Disease: Tanzanian researchers are using dog-

sized rats to sniff out tuberculosis in sputum samples. In

tests, the rats improved TB detection by 44% over standard

microscopic studies.

Leap Frog: Biochemists from the United Arab Emirates say

frog skin contains natural substances that could be the basis

for powerful new antibiotics, and they’ve been asking col-

leagues from around the world to ship secretions from dif-

ferent frog skins to

their lab for further

testing. Results

have revealed more

than 100 antibiotic

substances so far

— one of which

fights Iraqibacter,

the bacterium re-

sponsible for drug-resistant infections in wounded soldiers

returning from the war in the Middle East.

Brain Freeze! Physicians gave a man who shattered his scull

in more than 10 places a 90–95% chance of dying, but that

was before physicians at McKay-Dee Hospital in Ogden, UT,

decided to use a novel therapy. In a last-ditch effort, they

removed each side of his head, patched up the scull with

micro-screws and plates, and then put it in the freezer. Ac-

cording to the physicians, freezing the scull while the brain

has a chance to recover from the swelling is better than

placing the scull in the abdomen (the previous practice) be-

cause it keeps the calcium from being leeched from the

bone. ■

▲

Paint Away That MRSA

Researchers at the Rensselaer Polytechnic Institute have created a nanoscale

coating for surgical equipment, hospital walls, and other surfaces that safely

eradicates methicillin-resistant Staphylococcus aureus (MRSA). Studies found

100% of MRSA bacteria were killed within 20 minutes of contact with a surface

painted with latex paint containing the coating.

The new coating combines carbon nanotubes with

lysostaphin, a naturally occurring enzyme used by

non-pathogenic strains of Staph bacteria to de-

fend against Staphylococcus aureus, including

MRSA. The resulting nanotube-enzyme “con-

jugate” can be mixed with any number of

surface finishes; and unlike other antimicro-

bial coatings, it is toxic only to MRSA, does

not rely on antibiotics, and does not leach

chemicals into the environment or become

clogged over time. It can be washed repeat-

edly without losing effectiveness and has a

dry storage shelf life of up to six months.

“At the end of the day, we have a very

selective agent that can be used in a wide

range of environments — paints, coating,

medical instruments, door knobs, surgical

masks — and it’s active and it’s stable,” study

author Ravi Kane was quoted as saying. Kane

and his colleagues published their findings in the

July issue of the journal ACS Nano. ■

National Health 
Observances

• Lung Cancer Awareness Month;

November; Lung Cancer Alliance;

(202) 463-2080; www.

lungcanceralliance.org

• COPD Awareness Month; Novem-

ber; AARC, (972) 243-2272,

www.aarc.org; COPD Foundation,

(866) 316-COPD,

www.copdfoundation.org

• World COPD Day; Nov. 17; Global

Initiative for Chronic Obstructive

Lung Disease (GOLD); www.

goldcopd.org

• Great American Smokeout; Nov.

18; American Cancer Society;

(800) ACS-2345; www.cancer.org

• National Handwashing Awareness

Week; Dec. 5–11; Henry the

Hand Foundation; (513) 769-

3660; www.henrythehand.com

• National Influenza Vaccination

Week; Dec. 5–11; Centers for Dis-

ease Control and Prevention;

(800) 232-4636; www.cdc.gov/

flu/nivw
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A Day at the

Races

Attendees at the Day at the Races
event combine continuing education
with fun, food, and fellowship.

Respiratory therapists need continu-
ing education to stay up-to-date in the
profession. But no one ever said you
couldn’t interject a little fun into the
process.

That’s what AARC members from
Sharp Grossmont Hospital in La Mesa,
CA, thought back in 1992 when they
launched the first Day at the Races
event for RTs in their community. Co-
sponsored by the California Society for
Respiratory Care (CSRC), the program
takes place in a sky box at the Del Mar
Race Track, where therapists and other
health professionals gather for a morn-

ing of education followed by an after-
noon watching the ponies run against the
beautiful backdrop of the Pacific Ocean.

“Our skybox is located near the fin-
ish line, which adds to the excitement,
and the racetrack names a race for our
group, the California Society of Respi-
ratory Care, which adds to the fun,”
says Donna Murphy, RRT, who came up
with the racetrack idea along with fel-
low CSRC members Dick Cook, RRT,
Michael West, RRT, Nini Frank, RRT, and
Eddie Costa, RRT. “At the end of the
race we send two people down from
our group to the winners’ circle to
have their picture taken while present-
ing roses and champagne, provided by
the racetrack, to the horse’s owner.”
The event generally attracts 100–120
attendees, with a core group of about
50 RTs who almost never miss it.

This year’s speakers included Dr.
Timothy Morris, respiratory medical di-
rector at the University of California
San Diego (UCSD), who kicked things

The Surfside Race Place at
Del Mar is the site of the annual
CSRC/Sharp Grossmont Hospital
Day at the Races continuing 
education event.
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off with a presentation on “Vent Modes and the Hard-to-Oxygenate
Patient.” Jeri Eiserman, MBA, RRT, FAARC, past president of both the
AARC and CSRC, followed with “High Flow Nasal Cannulas,” and Mike
West, MBA, RRT, offered his take on “Contemporary Issues of Aerosol
Delivery.” Steven McBrayer, CRT, spoke on “Decreasing Floor Transfers
to the ICU.”

Up until this year’s program in August, the event also benefited
greatly from the “master of ceremony” talents of Jeff Henk, RRT. “Jeff
added magic to the day with his humor, background music, and
added videos,” says Murphy. “With his untimely passing last year, it
was a great loss to our event and the whole respiratory community,
and he is greatly missed.”

Murphy says the CSRC offers discount memberships to both the
state society and the AARC during the event, which helps to draw in
new members, and she also believes the event provides a great way
for RTs to network with each other. “This event has been responsible
for building fellowship within the respiratory community as well as
sustaining respiratory relationships by giving people from various hos-
pitals a chance to reconnect and renew friendships,” she says. “Our
vendors also love it because they are invited to attend the education,
as well as bring materials or products to show after the speaker pre-
sentations and stay and network with the therapists in a fun, relaxed
environment.”

The co-sponsorship between Grossmont and the CSRC has spurred
similar co-sponsorships around the state as well. According to Murphy,
UCSD and Scripps Hospitals now have also shared seminars with the
CSRC. ■

Reaching Across Borders To
Help Someone in Need

The AARC recently joined several industry
leaders in reaching across borders to help an
Ecuadorian police lieutenant who was para-
lyzed in the line of duty. The story began when
Lt. Sammy Vinueza was shot while assigned to
the protective detail of the Ecuadorian minister
of justice. His assailants, who were never appre-
hended, stole his firearm and radio as they fled,
leaving him to die.

Lt. Vinueza survived the incident but was rel-
egated to a dilapidated wheelchair and a $300
monthly pension. The National Police Defense
Foundation (NPDF) stepped in to help, contact-
ing Sunshine Medical of California, which
agreed to donate a motorized wheelchair
painted in NYPD blue. Unfortunately, Lt. Vin-
ueza’s condition soon deteriorated to the point
where he required mechanical ventilation.
Without a portable ventilator, which was not
available in his country, he would have had to
leave his new wheelchair behind and spend the
rest of his life in a hospital bed.

Enter AARC Corporate Partner Draeger Med-
ical Inc. When the NPDF called asking for assis-
tance to purchase a state-of-the-art portable
ventilator for the lieutenant, the company gen-
erously agreed to provide the device free of
charge. Knowing Lt. Vinueza would also need
an array of support equipment, AARC member
Ed Coombs, MA, RRT-NPS, CPFT, Draeger’s direc-
tor of marketing for respiratory care systems,
then phoned the AARC to see if the Association
could assist. One call to AARC member Joe
Lewarski, BS, RRT, FAARC, vice president/GM of
the respiratory group at Invacare Corporation,
was all it took. The company quickly added its
name to the list of benefactors, offering to do-
nate airway care equipment for the paralyzed
policeman.

“Lt. Vinueza has been through an extraordi-
nary ordeal — everyone at Draeger and In-
vacare wish him the best as he continues this
life-long hardship,” Coombs and Lewarski
stated. ■
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Extreme

Makeover, 

the Megan

Parker Edition
by Jamie Bickel

Thanks to the new house 
spearheaded by Jamie Bickel (right),
Megan can use her electric wheel-
chair at home as well as at school.

When I started attending North Cen-
tral State College in Mansfield, OH, three
years ago, I didn’t even know what a res-
piratory therapist was. I was determined
to become a registered nurse. Then I
came to know a sweet little girl who
struggles with muscular dystrophy and
as a result became determined to be-
come a respiratory therapist. Now, after
finishing my first year of respiratory
school and entering my second, I 
couldn’t be happier with my decision.

Megan Parker was born with muscular
dystrophy nine years ago. I first saw her
at my daughter’s school, so full of life,

zooming around in her electric wheel-
chair. You always saw a smile on her
face as well as a determination to
keep up with her fellow classmates.

Sadly, she soon became ventilator
dependent as a result of her neuro-
muscular disorder. While she was in
the hospital with her mother at her
side, her father was taking care of her
four brothers and sisters in their sin-
glewide trailer.

After calling the school and asking
what I could do to help this family, I

Jamie Bickel (left) joins Megan in
front of the home Bickel and her
community built for the girl and her
family after Megan began needing
her ventilator for most of the day.
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Nominate an AARC Member for “Success 
Stories” or “Interesting People”

Do you know an AARC member who would be a good choice for one of
our “people” features in “RC Currents”? If so, provide this information to
the editor at the address below: the member’s name, job title, place of
work, city, and state; why you think they should be featured; and their con-
tact information. Send to: Editor Marsha Cathcart, cathcart@aarc.org with
“Success Stories” in the subject line. ■

brought them a prepared dinner. This
is when I saw little Megan sitting in
the middle of her living room, no
longer able to be mobile due to her
reliance on a mechanical ventilator.
Before her surgery she would scoot
around her home on a skateboard
and was a very independent little girl,
but afterwards she was a prisoner to
her ventilator. If her home were big-
ger with wider doorways, she would
be able to move around freely with
her portable ventilator attached to
her electric wheelchair. I left my first
visit with Megan very sad, searching
my heart and mind for a way to help
this sweet little girl.

After much thought and prayer I
became determined to build this little
girl a customized home so she could
regain some of the independence
that was stripped from her when she
became ventilator dependent. My
first thought was to contact “Extreme
Makeover Home Edition,” but after
visiting their website I found they had
already cast the upcoming season. So
I decided to pull our community to-
gether and do our own Extreme
Home Makeover, which we actually
did less than a year later. After much
determination, a lot of fundraisers,
and many hours of hard work, our
wonderfully generous community
built Megan a home that is custom
made for her needs, and at no cost to
her or her family.

My experience with Megan
opened my eyes to the needs of chil-
dren with respiratory disorders and
how important it is to have caring
professionals in respiratory care to
offer them help, hope, aid, and relief.
Upon graduation I hope to work in a
children’s hospital. I feel that I am
meant to take care of children’s 
respiratory needs. ■

Jamie Bickel is a second-year respiratory
therapy student at North Central State
College in Mansfield, OH. This article is 
excerpted from the essay she wrote to
win the Ohio Society for Respiratory
Care’s 2010 Scholarship Award for
Scholastic Achievement in the Field of
Respiratory Care.

Transitions

Ralph Webb, BAS, RRT, has been named the recipient of
the 2010–2011 Keihin Endowed Faculty Chair, the high-
est honor bestowed on faculty at Edgecombe Commu-
nity College in Rocky Mount, NC. Webb is currently
serving as chair and instructor of respiratory therapy at

the school. (Photo 1)

Douglas Masini, EdD, RRT-NPS,
RPFT, FAARC, has published a new book titled “The Prom-
ise of an Accidental Pedagogy” that delves into the
learning experiences of people with catastrophic neuro-
musculoskeletal injury or disease. Masini is the RT de-
partment director at Armstrong Atlantic State University
in Savannah, GA. (Photo 2)

Patrick M. Johnson, Sr., MBA, RRT, has
joined the faculty at Genesse Community College

in Batavia, NY, where he is serving as an instructor/coordinator
of respiratory care/clinical care. Johnson came to the position
from Lakeside Memorial Hospital in Brockport, NY. (Photo 3)

Barry Winn, RRT, retired from his position as professor of respi-
ratory care at Grossmont College this past August. Winn
started the program in 1969 and is also credited with helping to get li-
censure passed in California. He served on the Respiratory Care Board set up
following passage of the licensure act and has also been active with the Cali-
fornia Society for Respiratory Care and the American Lung Association, as
well as the AARC.

Joseph Huff, BS, RRT, CPFT, has been named the first recipi-
ent of the Outstanding Contributor Award established by
the Ohio Society for Respiratory Care. Huff was honored
for his years of service to the state society, including serv-
ing as president in 1989 and significantly improving the
annual state society meeting as program committee
chair. Huff currently serves as coordinator of respiratory
care at Marymount Hospital in Bedford Heights, OH.
(Photo 4)

We welcome news about AARC members. Submit job changes, awards,
and death notices online at www.AARC.org/transitions.  ■

3
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Partnering with

Patients for 

Successful

COPD Care

Patient care coordinator Renee
Bear, RRT, CPFT, with patient

Improving care coordination for
COPD patients is essential to ensuring
these patients have the information and
support they need to stay healthy and
out of the acute care hospital. But in
most hospitals, COPD patients are
treated for their acute exacerbations
and then sent home with little more
than advice to call their physician if 
they have any more problems.

At Crouse Hospital in Syracuse, NY,
that is changing; and respiratory thera-
pists are key players in the paradigm

shift. “The concept we are attempting to
prove is that if respiratory therapists are
positioned to care for patients with
COPD in a primary care, disease manage-

ment model we can improve clinical,
efficiency, and financial outcomes,”
says AARC member Russell Acevedo,
MD, FAARC, clinical professor of medi-
cine at Upstate Medical University and
director of respiratory care at the facil-
ity.

The new program, kicking off now,
is called Lung Partners™ and aims to
utilize RTs in a role traditionally spread
among charge nurses, nurse practi-
tioners, disease managers, and care
coordinators. “RTs have a better un-
derstanding of their patient’s needs
and should be able to better match
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Matthew Ripke, RRT, Linda
Raut, RRT, Edward Veaudry, RRT,
Renee Bear RRT, CPFT, David
Wolfe, MS, RRT, RPSGT, supervisor,
are part of the Lung Partners™
program at Crouse Hospital in
Syracuse, NY.
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medications, devices, and other interventions to
those needs,” continues Dr. Acevedo. “In addi-
tion, the RT will assume the role of a transition
coach upon discharge, following the patient at
home.”

AARC member Robert S. Pikarsky, RRT, CPFT,
administrative director of cardiac and respiratory
care services, says the new program will partner
individual RTs with individual patients, establish-
ing a bond between patient and clinician that
will build trust and give the patient someone to
turn to with questions and concerns. The process
will start in the hospital, where the RT will screen
patients for COPD-related problems, including
anxiety, depression, nutrition, and functionality.
They will also receive education about their dis-
ease, disease triggers, medications, devices, self-
management tools, and action plans. Ongoing
contact after discharge ensures patients have the
care and services they need to minimize the
chance of another exacerbation that could land
them back in the hospital. If the patient does
have to be readmitted, the primary RT continues
to care for the patient.

“This continuity of care will decrease the frag-
mentation seen in inpatient care,” says Pikarsky.
“With the primary RT as the ‘point guard,’ com-
munication between the patients and their physi-
cians and other caregivers will improve.”

Outcomes to be measured include length of
stay, cost per case, readmission rates, medication
error rates, need for stat treatment rates, patient
functioning, and timeliness of treatments. The
group will assess the program’s effect on patient,
RT, and physician satisfaction. Pikarsky credits the
department’s ability to embark on this new initia-
tive in part to a previous plan that implemented
auto-substitution from racemic albuterol and
small-volume nebulizers to levalbuterol and
breath-actuated nebulizers, markedly freeing up
RTs to engage in higher level functions like dis-
ease management and patient education.

“At a recent COPD conference, a speaker
stated that COPD care should be 90% education
and 10% intervention,” Pikarsky says. “We were
nowhere near that.” He and his colleagues be-
lieve the new Lung Partners program will bring
the Crouse numbers more in line with that ideal.
“With the increasing burden of COPD, the respi-
ratory therapist can be positioned to be the
major physician partner in the management of
COPD,” says Dr. Acevedo. “This disease manage-
ment model will demonstrate the value of the RT
in this new role.” ■

New Evidence Shows No Level 
of Smoking Is Safe

What can you say to convince occasional smokers to quit?
Cite findings from a new study out of New York-Presbyterian
Hospital/Weill Cornell Medical Center. Investigators there tested
urine levels of nicotine and cotinine to classify 121 people as ei-
ther nonsmokers, active smok-
ers, or low exposure smokers,
then scanned each person’s en-
tire genome to determine
which genes were either acti-
vated or deactivated in cells lin-
ing the airways. All levels of
nicotine and cotinine corre-
lated with genetic abnor-
malities.

“Even at the lowest
detectable levels of
exposure, we found
direct effects on the
functioning of genes
within the cells lin-
ing the airways,”
study author Dr.
Ronald Crystal was
quoted as saying.
“This means that
no level of smok-
ing, or exposure to
secondhand smoke, is
safe.” ■

Biomarkers May Predict 
Alzheimer’s Disease

Many older patients with chronic respiratory disease also 
suffer from Alzheimer’s disease, so understanding the cognitive
condition is important for respiratory therapists. A new study out
of Belgium finds three biomarkers in the cerebrospinal fluid
could be used to determine whether a clinically healthy person
might suffer from Alzheimer’s or dementia.

The finding is based on cerebrospinal fluid specimens col-
lected from 114 older adults who were cognitively normal, 200
with mild cognitive impairment, and 102 who were diagnosed
with Alzheimer’s disease. Researchers looked for three specific
biomarkers: CSF Aß1-42, total CSF tau protein, and P-Tau181P.
Results showed 90% of those with Alzheimer’s disease had a pro-
file or signature of the three biomarkers. The profile was found in
72% of those with mild cognitive impairment and 36% of those
with normal cognitive function. The study was published in the
August issue of the Archives of Neurology. ■
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Honoring Military RTs

If you are a respiratory therapist currently serving your
country in the military, AARC Times would like to publish a
story and photo about your service or deployment.

Please go online
to www.AARC.org/
go/mm where you
will find an online
form you can fill out
to provide informa-
tion about your de-
ployment. You can
also download your
photo there.

Once we receive
your information, we
may use it to prepare
an “RC Currents”
story about your
service in the mili-
tary. The AARC hon-
ors those who serve,
and we would like to
share your story with
your respiratory care
colleagues here and
abroad. ■

New Technique for Trachea Transplants Uses
Patient’s Own Stem Cells

According to an article published on Intelihealth.com, Italian physi-
cians have successfully transplanted tra-
cheas in two patients, ages 31 and
19, with a new technique that
uses stem cells to allow the
donated trachea to regen-
erate tissue and create
an organ biologically
similar to the original.
The most recent cases
build on a previously
successful trachea-
stem cell transplant car-
ried out in a patient
from Colombia two years
ago.

The physicians note that it
takes about two to three months
for the stem cells to cover the trachea
and create a new organ. While that process is unfolding, the trans-
planted trachea acts as a sort of mechanical windpipe. Since the new
trachea is free from organic substances foreign to the patient, the need
for anti-rejection drugs is eliminated. Both patients were suffering from
tracheal cancer. ■

Read the Rest of the 
Story at AARC.org

• CMS expands smoking cessation as a preventive
measure — www.AARC.org/headlines/10/09/
cms_smoking_cessation.cfm

• Declines in cigarette smoking rates stall —
www.AARC.org/headlines/10/09/smoking_rates.cfm

• HRSA reports scholarship opportunities for RTs —
www.AARC.org/headlines/10/08/scholarships.cfm

www .org

Contribute to
Writer’s Corner

AARC Times is currently consid-
ering poems, essays, and short
stories for publication in the
Writer’s Corner section of “RC
Currents.” AARC members’ sub-
missions should be under 500
words and contain a cover letter
with contact information such 
as phone and fax numbers and 
e-mail address. Send submissions
to cathcart@aarc.org with
“Writer’s Corner” in the subject
line. ■
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New Members

Welcome to the AARC

These individuals have been approved for membership in the AARC. Any member may object to a new
membership by filing a written objection with the Executive Office within 30 days. *Active Members

Brymer, Lara, Birmingham, Al
Bubois, Amy, Birmingham, Al
Colby, Kari, Cullman, Al*
Colley, Katherine, Prattville, Al*
Collier, Canissius, Birmingham, Al
Cooper, Tadashia, Birmingham, Al
Crosby, Joshua, Birmingham, Al
Crumpton, Jason, Birmingham, Al
Darji, Nikita, Birmingham, Al
Diplacido, Stephen, Birmingham, Al
Dunn, Whitney, Birmingham, Al
Dunning, Jazmine, Birmingham, Al
Fall, Devon, Birmingham, Al
Fisher, Kala, Birmingham, Al
Franklin, Casie, Birmingham, Al
Glaze, Ashley, Birmingham, Al
Glover, Brittany, Birmingham, Al
Govada, Elvin, Birmingham, Al
Guy, Courtney, Birmingham, Al
Haas, Amanda, Birmingham, Al
Harris, Tiffany, Birmingham, Al
Huddleston, Rebecca, Birmingham, Al
Jemison, Alexis, Birmingham, Al
Johnson, Emma, Birmingham, Al
Levins, Keyondra, Birmingham, Al
Marshall, Gabriel, Birmingham, Al
Monroe, Kathryn, Birmingham, Al
Moody, Brooke, Birmingham, Al
Mooney, Shayla, Birmingham, Al
Mooris, Tiara, Birmingham, Al
Nelson, Jessica, Birmingham, Al
Reeves, Anna, Birmingham, Al
Robinson, Amanda, Birmingham, Al
Rollins, Justin, Birmingham, Al
Sellers, Paul, Birmingham, Al
Springfield, Kiera, Birmingham, Al
Thomas, Shabreeka, Birmingham, Al
Thomas, Shundale, Birmingham, Al
Turney, Brad, Birmingham, Al
Whitsey, Nykia, Birmingham, Al
Wimbish, Sterling, Birmingham, Al
Wyatt, Justin, Birmingham, Al

Ackley, Joshua, Bryant, Ar*
Alphin, Jessica, Pocahontas, Ar
Beasley, Jonathan, Hermitage, Ar
Black, Minae, Jonesboro, Ar
Brackeen, Melissa, Texarkana, Ar
Brenke, Whitney, White Hall, Ar
Brevard, Amanda, Pocahontas, Ar
Burns, Michael, Jacksonville, Ar
Clopper, Megan, Cabot, Ar
Colvin, John Adam, Evening Shade, Ar
Costa, Cody, North Little Rock, Ar
Curbo, Michael, Batesville, Ar
Finch, Kathryn, Pine Bluff, Ar

French, Heather, Pocahontas, Ar
Gault, Belinda, Benton, Ar*
Gilliland, Richard, Little Rock, Ar
Guilliams, Tifany, Hoxie, Ar
Hanvy, Lauren, Timbo, Ar
Hardy, William Kyle, North Little Rock, Ar
Hart, Kimberly, Little Rock, Ar
Hartness, Katie, Prattsville, Ar
Hensley, Kevin, Conway, Ar
Hughey, Milus, Desha, Ar
James, Drew, Rison, Ar
King, Amanda, Gurdon, Ar
King, Amanda, Texarkana, Ar
Kittany, Mary, Bryant, Ar*
Lott, Kendall, Hackett, Ar
Mai, Phuong, Sharwood, Ar
McMullen, Morgan, Jonesboro, Ar
Medsker, Jacklynn, Paragould, Ar
Mercer, Farron, Warren, Ar
Michelle, Hart, Center Ridge, Ar
Moore, Nathaniel, Trumann, Ar
Morrison, Stephanie, Paragould, Ar
Potter, Sarah, Paragould, Ar
Powell, Karen, Hope, Ar*
Reynolds, Morgan, Sheridan, Ar
Rodriguez, Pablo (Paul), Alexander, Ar
Russell, Stefanie, Jonesboro, Ar
Sandoval, Jeffery, Little Rock, Ar
Sherman, Cody, Conway, Ar
Stecks, Ryan, Sherwood, Ar*
Stone, Stephanie, Brookland, Ar
Story, Joshua, Cabot, Ar
Tammy, Tucker, Star City, Ar
Thompson, Jeff, Pine Bluff, Ar
Todd, Shana, Pocahontas, Ar
Vanwinkle, Kendra, Batesville, Ar
Vinson, Rebecca, Paragould, Ar
Waldrupe, Jessica, Hoxie, Ar
Walker, Melissa, Little Rock, Ar
Wallace, Elizabeth, Conway, Ar
Wharton, Alison, Little Rock, Ar
Williams, Ana, Jonesboro, Ar
Williams, Kyle, Little Rock, Ar
Yates, Melissa, Jonesboro, Ar
Zeledon, Keila, Russellville, Ar

Adams, Stephen, Gilbert, Az*
Aleksandrova, Viktoriya, Phoenix, Az
Andrews, Karen, Mesa, Az*
Baeza, Belinda, Glendale, Az
Bambi, Addrece, Surprise, Az
Bockelman, Connie, Prescott, Az
Bognanno, Jon, El Mirage, Az
Bright, Shawn, Willcox, Az
Bryant, Darrell, Green Valley, Az*
Campuzano, Hector, Tucson, Az
Chief One Salt, Karen, Glendale, Az*
Duistermars, Jan, Phoenix, Az
Gunseth, Sarah, Phoenix, Az
Hanson, Helen, Tempe, Az*
Koenig, Karen, Phoenix, Az
Koerschner, James, Phoenix, Az
Kub, Daniel, Peoria, Az*

Long, James, Tucson, Az
Matchette, Jodie, Phoenix, Az*
Montoya, Charlene, Glendale, Az
Parks, Suzanne, Mesa, Az
Pounders, Vicki, Mesa, Az*
Price, Amon, Glendale, Az
Reaves, Dawn, Scottsdale, Az*
Rome, Lisa, Queen Creek, Az*
Sanchez, Stephanie, Peoria, Az
Smithson, Steve, Bellemont, Az
Sullivan, Donna, Peoria, Az
Tsosie, Marjorie, Page, Az
Vogan, James, Lake Havasu City, Az*
Watzek, Diane, Peoria, Az
Williams, Lorea, Buckeye, Az*
Winter, Julie, Chandler, Az*
Yngelmo, Eduardo, Phoenix, Az

Acosta-Salgado, Nathalie, Tracy, Ca
Adcock, Torrence, Fresno, Ca
Adzhabamyan, Mariana, North Hollywood, Ca*
Aguayo, Martin, Bakersfield, Ca
Alcantara, Ailene, Lawndale, Ca
Alvarez, Jennifer, Ladera Ranch, Ca
Anderson, Thomas, Yucaipa, Ca*
Archuletta, Vanessa, Orange, Ca
Arechiga Jimenez, Carmen, San Diego, Ca*
Bajan, Matthew, Watsonville, Ca*
Baldovino, Dennise, Bellflower, Ca
Bombardi, Vince, Laguna Niguel, Ca
Bono, Tim, San Bernardino, Ca
Broyles, Stacy, Napa, Ca*
Bruce, James, Anaheim, Ca
Bruce, Shane, Anaheim, Ca
Cachero, Rommel, Cypress, Ca
Carman, Jon, Long Beach, Ca
Caro, John, Glendale, Ca*
Casem, Justin, Lakewood, Ca
Chico, Megan, Redlands, Ca
Cornelius, Clay, Garden Grove, Ca
Cosa, Eliazar, Fullerton, Ca*
Cuchon, Dom, La Palma, Ca
Dario, Francis, Harbor City, Ca
Davis, Mark, El Centro, Ca*
Day, Colin, Redlands, Ca
Delaney, Leah, Oceanside, Ca*
Dennis, Sheila, Red Bluff, Ca*
Desmarais, Jennifer, San Bernardino, Ca
Dudhat, Smita, Orange, Ca
English, Ali, Norwalk, Ca
Ford, Carly-Jo, La Habra, Ca
Foss, Holly, Huntington Beach, Ca
Garcia, Anderson, National City, Ca*
Garcia, Brandon, Whittier, Ca
Garcia, Matt, Anaheim, Ca
Garcia, Nicole, Ceres, Ca*
Glaser, Brandon, Banning, Ca
Gonzalez, Cecilia, Highland, Ca
Goodwin, Dan, Lawndale, Ca
Gradney, Chrie, Fontana, Ca
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Guarrasi, Alyssa, Rancho Palos Verdes, Ca
Gutierrez, Jesus, Alta Loma, Ca
Halabi, Bernard, Rancho Cucamonga, Ca*
Hayworth, Nicholas, West Sacramento, Ca*
Hernandez, Joaquin, Roseville, Ca*
Heyman, Joshua, Anaheim, Ca
Hibbert, Linda, Riverside, Ca
Ho, Don, Westminster, Ca
Houdek, Kem, Lincoln, Ca*
Hulse, Lisa, Bakersfield, Ca*
Huynh, Thai, Colton, Ca
Huynh, Tony, Colton, Ca
Imhof-Wood, Gina, Sacramento, Ca*
January, Anita-Angel, Monterey, Ca*
Jose, Jonathan, San Diego, Ca
Keller, Janet, San Bernardino, Ca
Kennedy, Anne, Hillsborough, Ca*
Kinney, Stephanie, Riverside, Ca
Lafleur, Bridgette, Redlands, Ca
Laumer, Lisa, Highland, Ca
Luva, Martha, San Bernardino, Ca
Mann, Harpal, Highland, Ca
Marasigan, Marc, West Covina, Ca
Marini, Vanessa, Holtville, Ca*
Matondang, Bernard, Loma Linda, Ca
McCracken, Brian, Milpitas, Ca*
Mina, Eric, Diamond Bar, Ca
Mitchell, Stacy, Davis, Ca*
Moises, Nagiel, San Diego, Ca*
Mooney, Jonah, Spring Valley, Ca*
Morrison, Stanley, Benicia, Ca*
Nguyen, Erick, Santa Ana, Ca*
Nguyen, Kevin, Fountain Valley, Ca
Nilsen, Elizabeth, Redlands, Ca
Okoye, Christina, Hawthorne, Ca
Ong, Michael, Westminster, Ca
Owen, John, San Diego, Ca
Paredes, Melissa, Long Beach, Ca
Perez, Gino, Anaheim, Ca
Pham, Andrew, Yucaipa, Ca
Phan, Dieuha, Huntington Beach, Ca
Pinera, Giovanni, Fullerton, Ca*
Puente, Andrew, Perris, Ca
Quinton, Lisa, Bakersfield, Ca*
Rabicheva, Bella, Valley Village, Ca*
Ramirez, Alejandra, Rialto, Ca
Ramirez, Cristal, Fontana, Ca
Ramirez, Summer, Redondo Beach, Ca
Rehman, Mohsin, Anaheim, Ca
Reimold, Ronald, Murrieta, Ca
Riggins, Brandon, Bakersfield, Ca*
Rives, Ryan, Redlands, Ca
Rodil, Geoffrey, Torrance, Ca
Rosales, Luz, Corona, Ca
Rosete, Geraldine, Grand Terrace, Ca
Rubio, Sara, Union City, Ca*
Saul, George, Fresno, Ca*
Shagiakhmetova, Alfia, Redlands, Ca
Shah, Tanvi, Placentia, Ca
Shen, Li, Alhambra, Ca*
Sieng, Theany, Redlands, Ca
Sieng, Theavy, Redlands, Ca
Stockton, Derrick, Pinole, Ca*
Suruy, Margarita, Colton, Ca
Tillman, Michelle, Fresno, Ca*
Topalovic, Sanja, Tarzana, Ca*
Tran, My, Garden Grove, Ca
Turpin, Danielle, Redondo Beach, Ca
Vrab, Richard, Downey, Ca
Warner, Matthew, Visalia, Ca*
Wee, James, Anaheim, Ca
Wong, Michelle, Norwalk, Ca
Wood, Heather, San Diego, Ca*
Woodburn, Tyler, Yucaipa, Ca
Woodrum, Rosa, Covina, Ca*
Yi, David, Cerritos, Ca
Zuno, Ariana, Long Beach, Ca

Adler, Ashley, Milliken, Co*
Berger, Catherine, Walsenburg, Co*
Bostrom, Misty, Wesminster, Co
Bryant, Samantha, Aurora, Co
Dutton, Tara, Highlands Ranch, Co*
Gaymon, Danielle, Aurora, Co*
Johnson, Shauna, Loveland, Co
Jolley, Kori, Denver, Co
Neal, Allan, Burlington, Co
Nuxoll, Craig, Littleton, Co*
Obrien, Kaleen, Littleton, Co
Okoye, Lorritta, Aurora, Co
Ramos, Lorraine, Pueblo West, Co*
Schuman, Christina, Bayfield, Co*
Soltis, Victoria, Highlands Ranch, Co
Vigil, Chris, Pueblo, Co*
Walsh, Mary, Littleton, Co*
Zhebrak, Marc, Denver, Co

Brewer, Jeanie, West Hartford, Ct*
Mastarreno, Jessica, Hartford, Ct*
Muskett, William, Chaplin, Ct*

Edwards, Deborah, Washington, DC*

Babcock, Chris, Newark, De
Bhattar, Bharath, Wilmington, De
Carr, Genetha, Newark, De
Ciarlo, Elise, Hockessin, De*
Cipolla, Christina, Wilmington, De*
Comerford, Joan, Seaford, De
Curry, Ryan, Middletown, De
Feldman, Rose, Wilmington, De
Ganster, Katie, Wilmington, De
Hamilton, Jennifer, Wilmington, De
Hughes, Jesse, Smyrna, De
Morris, Robert, Wilmington, De
Munion, Gary, New Castle, De
Peterson, Jeffrey, Wilmington, De
Solomon, April, Wilmington, De
Varghese, Finney, Hockessin, De
Warren, Rachel, Newark, De*
Wilcox, Kenneth, Harrington, De*
Yancey, Whitney, Newark, De

Acosta, Enrique, Miramar, Fl
Andrade, Sherine, Tamarac, Fl
Antignano, Stacey, Orlando, Fl
Ayallore, Matthew, Valrico, Fl*
Baro, Elizabeth, Hobe Sound, Fl
Basden, Veronica, Miami, Fl
Brown, Natasha, Hollywood, Fl
Bruderek, Ernst, Palm Beach Gardens, Fl
Campbell, Kahreem, Lauderhill, Fl
Carroll, Allison, Royal Palm Beach, Fl
Charles, Ruth, Boynton Beach, Fl
Da Costa, Jillian, Boynton Beach, Fl
Del Carpio, Andrea, Boynton Beach, Fl
Delbrun, Daphnee, Miami, Fl
Dennis, Jennifer, Jupiter, Fl
Diaz, Jose, S Miami, Fl
Distasi, Stephanie, Boynton Beach, Fl
Emerson, Katie, Loxahatchee, Fl
Fernandez, Eloy, Fort Lauderdale, Fl
Ferreri, Allison, Coral Springs, Fl
Genovese, Kimberly, Lake Park, Fl
Germaine, Nide, Boynton Beach, Fl
Gray, Janet, Juno Beach, Fl
Gutierrez, Francis Ileana, Tamarac, Fl*
Gutierrez, Liza, Pembroke Pines, Fl

Harverd, Mary, Lauderhill, Fl
Hazelwood, Stephen, Middleburg, Fl
Herman, Robert, Jupiter, Fl
Howard, Debra, Tampa, Fl
Johnson, Karen, Okeechobee, Fl
Joseph, Anise, Lauderhill, Fl
Kaminski, Donna, Palm Beach Gardens, Fl
Kintchen, Shelly, Lauderhill, Fl
Loriston, Marie, Boynton Beach, Fl
Louis, Frandy, Delray Beach, Fl
Manimala, Sebastian, Valrico, Fl*
Marland, Barbara, Bradenton, Fl*
McCulley, Janice, Crawfordville, Fl*
Merced, Salvadora, Hialeah, Fl
Mercier, Nerlande, Lake Worth, Fl
Moeller, Ryan, Jupiter, Fl
Ortega, Silvia D, Pembroke Pines, Fl
Patron, Magaly, Sunny Isles Beach, Fl
Persaud, Cornelius, Miramar, Fl
Pierre Louis, Sherry, Lantana, Fl
Pierre, Alicia, Plantation, Fl
Pierre, Marie, Fort Myers, Fl
Repasky, Debra, St Augustine, Fl*
Rhodes, M, Port Saint Joe, Fl
Riol, Brenda, Loxahatchee, Fl
Salomon, Wadney, Lantana, Fl
St Germain, Jean, Miramar, Fl
Thomas, James, Tampa, Fl*
Trice, Dominique, West Palm Beach, Fl
Voltaire, Benisco, Hollywood, Fl
Walter, Jodi, Riverview, Fl*
Wick, Susan, Tallahassee, Fl*
Wright, Shakiera, Fort Lauderdale, Fl

Ahmed, Maria, Augusta, Ga
Al Sultan, Huriah, Atlanta, Ga
Arienzo, Michelle, Lincolnton, Ga
Armaly, Shamika, Loganville, Ga
Baeza, Ryan, Conyers, Ga
Beliard, Erika, Villa Rica, Ga
Benjamin, Roseline, Augusta, Ga
Borseth, Katie, Martinez, Ga
Boyd, Bevan, Taylorsville, Ga
Brown, Chervarshe, Decatur, Ga
Byrd, Jacob, Tyrone, Ga
Camps, Toni, Cartersville, Ga
Carr, Shaqueena, Atlanta, Ga
Corathers, Angela, Sugar Hill, Ga*
Cox, Emily, Augusta, Ga
Cumbee, Randall, Cartersville, Ga
Davis, Karen, Norcross, Ga
Davis, Tammy, Kingston, Ga
Davis, Travis, Augusta, Ga
Duncombe, Watarsha, Decatur, Ga
Dunn, Keith, Hephzibah, Ga*
Edwards, Rhonda, Grovetown, Ga
Fajardo, Leah, Buchanan, Ga
Fletcher, Lee, Rockmart, Ga
Garrison, Rachael, Hinesville, Ga*
George, Roy P, Snellville, Ga*
Givens, Massandra, Hampton, Ga
Goode, Katiere, Rome, Ga
Griggs, Renee, Augusta, Ga
Griggs, Teonna, Augusta, Ga
Harris, Paul, Valdosta, Ga*
Henderson, Lakisha, Grovetown, Ga
Hogens, Lotshia, Atlanta, Ga
Howard, Felicia, Macon, Ga*
Hussain, Samrina, Martinez, Ga
Johnson, Melissa, Trion, Ga
Jones, Brianica, Augusta, Ga
Jones, Debra, Holly Springs, Ga*
Jung, Youjin, Buford, Ga
Kedir, Sumeya, Augusta, Ga
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King, Sally, Martinez, Ga
Lewis, Stephen, Augusta, Ga
Louis, Anne, Augusta, Ga
Love, Latoya, Atlanta, Ga*
Lovelace, Rita, Tallapoosa, Ga
Mandi, Palvin, Powder Springs, Ga
Matthews, Kyle, Martinez, Ga
McClung, Rachel, Dallas, Ga
McKee, Joe, Dallas, Ga
MeKonnen, Hilina, Decatur, Ga
Meyers, Allisha, Atlanta, Ga
Mirville, Peterson, Warner Robins, Ga*
Moreno, Vanessa, Kennesaw, Ga
Nation, Reanna, Rome, Ga*
Nunnery, Lashunda, Powder Springs, Ga
Osman, Nasra, Clarkston, Ga
Peace, Donovan, Martinez, Ga
Powell, Courtney, Fayetteville, Ga
Riley, Haley, Cedartown, Ga
Riley, Neal, Rome, Ga
Rivera, Catherine, Lilburn, Ga
Roche, Leo, Rome, Ga
Rodriguez, Luis, Griffin, Ga
Ross, Delphine, Lithonia, Ga
Samuels, Nicolette, Augusta, Ga
Schmidt, Jennifer, Statesboro, Ga*
Seawright, Debra, Covington, Ga*
Shaw, Jestine, Canton, Ga*
Soderlund, Mary Beth, Cumming, Ga*
Stephens, Kenyatta, McDonough, Ga
Thompson, Tamesha, Evans, Ga
Williams, Amber, Kennesaw, Ga
Williams, Lillian, Jonesboro, Ga*
Williams, Natalie, Buford, Ga
Williams, Shelliece, Martinez, Ga
Young, Justin, Conyers, Ga

Ballesteros, Lorinda, Honolulu, Hi
Marquez, Alberto, Honolulu, Hi*

Barton, Roger, Mt Pleasant, Ia
Beversdorf, Amanda, Burlington, Ia
Cooper, Hilleary, Burlington, Ia
Flam, Scot, Mt Pleasant, Ia
Goff, Kathy, New London, Ia
Hummell, Tiffany, Burlington, Ia
Johnson, Jeremiah, West Point, Ia
Kay, Jeremy, Burlington, Ia
Kester, Philip, Fort Madison, Ia
Klocko, Pamela, West Burlington, Ia
Lippert, Lindsey, Danville, Ia
Malcom, Julia, Burlington, Ia
Trail, Marisa, West Burlington, Ia
Veldboom, Austin, New London, Ia
Welch, Maria, Burlington, Ia
Wilmesmeier, Hilary, Bonaparte, Ia
Young, Evonne, Argyle, Ia

Beebe, Rachel, Pocatello, Id
Delis, Maria, Burley, Id*
Thomas, Wayne, American Falls, Id*

Adams, Chris, Colusa, Il
Allie, Kristy, Monticello, Il
Beemer, Linda, Alton, Il*
Brown, Amelia, Champaign, Il*
Campbell, Eric, Du Quoin, Il*
Ersery, Leonard, Maryville, Il*
Goepfert, Angie, Keithsburg, Il
Green, Semone, Chicago, Il*
Heiple, Rita, De Soto, Il*
Hogan, Kristin, Naperville, Il

Hudson, Rosemarie, Chicago, Il*
January, Kimberly, Eldorado, Il
Lumley, Kacie, Peoria, Il*
Namayanja, Margaret, Joliet, Il*
Paily, Cherian, Chicago, Il*
Sanders, Judy, Calumet City, Il*
Scott, Janice, Calumet City, Il*
Wheeler, Shantavia, Maywood, Il*

Appler, Joni, Evansville, In
Arthur, Ashley, Evansville, In
Beer, Tricia, Indianapolis, In
Billings, Carissa, Fort Wayne, In
Blaski, Susan, Greentown, In
Boosey, Joseph, Indianapolis, In
Cline Jr, James, Evansville, In
Copeland, Stephanie, Mooresville, In
Corn, Olivia, Clayton, In
Craig, Rosalyn, French Lick, In*
Cruz, Melissa, Indianapolis, In
Cummings, Alana, Indianapolis, In
Dawson, Jennifer, Newburgh, In
Dempsay, Angie, Chesterton, In*
Devlin, Heather, Lebanon, In
Doyle, Justine, Brazil, In
Eversole, Brandy, Indianapolis, In
Fyffe, John, Newburgh, In
Gaines Hintz, Sarah, Noblesville, In
Goebel, Kurtis, Evansville, In
Gough, Andrea, Evansville, In
Hood, Stephanie, Indianapolis, In
Karle, Erika, Crawfordsville, In
King, Steve, Greenfield, In
Kinnett, Nelson, Indianapolis, In
Kissling, Jonathan, Indianapolis, In
Knopf, April, Indianapolis, In
Lahrman, Darren, Silver Lake, In
Lawson, Jessika, Bargersville, In
Layne, Travis, Indianapolis, In
Lewis, Hailey, Westfield, In
Losh, Tammy, Indianapolis, In*
McCutcheon, Ryan, Evansville, In
McKinney, Brandon, Indianapolis, In
Mitchell, Christy, Indianapolis, In*
Molter, Debora, West Lafayette, In*
Nearpass, Lauren, Carmel, In
Nelson, Julie, Indianapolis, In*
Nguyen, Tony, Carmel, In
Nnamuchi, Chizoba, Fort Wayne, In
Patel, Nirali, Indianapolis, In
Patel, Rakhi, Indianapolis, In
Pattillo, Brandy, Indianapolis, In*
Pena, Igmar, Fishers, In*
Reed, Deborah, Fortville, In*
Rush, Samantha, Windfall, In
Saffell, Brian, Rushville, In
Sample, Wendy, Orestes, In
Sanders, Valerie, Evansville, In
Schepers, Natasha, Dubois, In
Schmitt, Jill, Poseyville, In
Schmitt, Joseph, Poseyville, In
Sims, Melissa, Fort Wayne, In
Sitzman, Derek, Huntingburg, In
Smith, Corey, Ft Wayne, In
Steinkoenig, Beth, Columbus, In
Stinson, Erica, Evansville, In
Tapp, Katie, Columbus, In
Terwiske, Gia, Celestine, In
Thomas, Linda, Indianapolis, In
Thurber, Lauren, Fort Wayne, In
Valdivieso, Julia, Munster, In*
Vehslage, Jackie, Lyons, In*
Veirs, Craig, Monrovia, In*
Vester, Megan, Yorktown, In
Walker Hornback, Paula, Greenwood, In
Westenburg, Brittany, South Bend, In*
Whitaker, George, Indianapolis, In

Whitlow, Angela, Indianapolis, In
Willis, Nathan, Shelbyville, In
Witsaman, John, Fort Wayne, In*

Aboud, Briana, Topeka, Ks
Al Duhneen, Abdulhadi, Kansas City, Ks
Al Ghafli, Eman, Lawrence, Ks
Al Jishi, Hala, Lawrence, Ks
Al Jishi, Maha, Lawrence, Ks
Al Kathiri, Hadi, Kansas City, Ks
Al Saleh, Mohammed, Kansas City, Ks
Alsomali, Areej, Lawrence, Ks
Barron, Chelsea, Overland Park, Ks
Barsness, Heather, Wichita, Ks
Beckley, Tatum, Frontenac, Ks
Bolyard, Jennifer, Kansas City, Ks
Bridwell Kahler, Matthew, Independence, Ks
Cailteux-Riley, Cheryl, Manhattan, Ks
Chantivong, James, Lawrence, Ks
Coleman, Kendra, Lawrence, Ks
Demo, Mari, Lawrence, Ks
Desta, Alemayheu, Overland Park, Ks
Dickhaut, Randy, La Crosse, Ks*
Downing, Sarah, Overland Park, Ks
Ellis, Kim, Independence, Ks
Frain, Tina, Kansas City, Ks
Fredrickson, Sunnie, Colby, Ks
Gentry, Rebecca, Wichita, Ks
Gomez, Stephanie, Overland Park, Ks
Grate, Kristi, Wakeeney, Ks
Haake, Mandi, Pittsburg, Ks
Hamilton, Trey, Colby, Ks
Hardin, Pamela, Goddard, Ks
Harris, John, Chapman, Ks
Hayes, Jonathan, Lawrence, Ks
Hines, Bryndalyn, Topeka, Ks*
Hunter, Eric, Overland Park, Ks
Kaberline, Christopher, Lawrence, Ks
Kester Olson, Barb, Parsons, Ks
Ketzner, Tabetha, Bird City, Ks
Koch, Emily, Frankfort, Ks*
Landwehr, Jason, Wichita, Ks*
Lewis, Randa, Goodland, Ks
Ludwig, Dalaynee, Riverton, Ks
Mansfield, Erica, Pittsburg, Ks
McCombs, Hillary, Oswego, Ks
McGlothlin, James, Parsons, Ks
Nelson, Keri, Iola, Ks
Norris, Brenda, Columbus, Ks
O’Brien, Rebecca, Effingham, Ks*
Parker, Naifun, Olathe, Ks
Partridge, Joanie, Goodland, Ks
Partridge, Spencer, Goodland, Ks
Pfanenstiel, Aleena, Wichita, Ks
Queen, Amanda, Oswego, Ks
Robinson, Amanda, Overland Park, Ks
Ruzich, Brian, Lawrence, Ks
Sallas, Katherine, Lawrence, Ks
Shaw, Stephanie, Parsons, Ks
Shepherd, Lauren, Coffeyville, Ks
Stapp, Kaitlyn, Colby, Ks
Strecker, Mindy, Lawrence, Ks
Swart, Wesley, Haysville, Ks*
Thacker, Dustin, Goodland, Ks
Thacker, Hillarie, Goodland, Ks
Thurm, Robert, Prairie Village, Ks
Walker, Waylon, Goodland, Ks
Weiler, Benjamin, Berryton, Ks*
Wendt, Destiny, Goodland, Ks

Back, Heather, Grayson, Ky*
Coffey, Peggy, Dawson Springs, Ky
Diedrich, Phyllis, Louisville, Ky*
Diener, Laura, Louisville, Ky
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More Value and Flexibility to AARC MEMBERS Beginning January 2011

* CRCE is the continuing education accreditation program of the American Association for Respiratory Care. The acceptance of CRCE through the Journal earned credits for the fulfillment of
license-mandated continuing education is dictated solely by the licensure law of each Individual state.

6 CRCE credits per year.

$15 registration fee.

Register and take
the test once a year, 

in August, with questions 
from articles published 
in the September 2009 
through August 2010 

issues of RESPIRATORY CARE.

All Online.

CRCE Through the
Journal 2010

WHAT’S
NEW?

Earn TWICE the number
of credits in a year.

More value for your AARC
membership dues.

Earn CRCEs as you go.

More flexible and 
no waiting.

Take the test while 
the articles are fresh 

in your mind.

Online testing means your
answers are scored right 

away and your CRCE 
credit is added to your 

AARC transcript immediately
upon passing the test.

Up to 12 CRCE 
credits per year.

Register and take a test 
each month, January through

December 2011, with 
questions from articles 
in the current issue of 

RESPIRATORY CARE. Participate 
every month or only for the

months you choose.

Offered Online only.

No registration fee
to AARC Members and

available to Members only.

CRCE Through the
Journal 2011

A continuing education program offered by
RESPIRATORY CARE, the peer-reviewed science journal 
of the American Association for Respiratory Care.

CRCE Through the Journal*

For more details on CRCE Through the Journal 2011, visit www.RCJournal.com
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Forman, Brad, Melbourne, Ky
Kersey, Timothy, Louisville, Ky*
McKenney, Ken, Bowling Green, Ky*
Morton, Sharelle, Lexington, Ky*
Toy, Mary K (Kathy), Paducah, Ky*

Abella, Angela, Belle Chase, La
Chu, Xiao, Baton Rouge, La*
Clark, Chelsea, Vidalia, La
Classen, Henry, Deridder, La*
Comeaux, Christopher, Metairie, La
Deshotel, Donna, Ville Platte, La*
Dobson, Marcey, Ferriday, La
Duplessis, Jonie, Port Sulphur, La
Falgoust, Amanda, Thibodaux, La
Gagnard, Kimberly, Pineville, La*
Hoffman, Barbara, Lafayette, La*
Iserman, Ashley, New Orleans, La
Jamison, Rashida, New Orleans, La
Johnson, Phyllis, Ville Platte, La*
Lemoine, Lacey, Moreauville, La*
Meleen, Jennifer, Houma, La*
Naquin, Christa, Destrehan, La*
Nguyen, Heather, Glynn, La*
Pellegrin, Theresa, Houma, La
Scanio, Sal, Marrero, La*
Tamborella, Shari, Terrytown, La
Theriot, Tricia, Marksville, La*
Velasco, Laura, Shreveport, La
Walker, Quinton, Baton Rouge, La*
White, Sandra, Pineville, La*
White, Zina, New Orleans, La*
Williams, Isaac, Lacombe, La

Abraham, Romel, Everett, Ma
Bachand, Lucille, Worcester, Ma*
Basti, Karima, Malden, Ma
Beck, Priscilla, Pembroke, Ma
Bellomy, Forrest, Bellingham, Ma*
Bradford, Christopher, Danvers, Ma
Brosnahan Jr, Michael, Shrewsbury, Ma*
Carter, Alana, Boston, Ma*
Colas, Junia, Brockton, Ma*
Cybula, Nadine, Oxford, Ma*
Decastro, Dawn, Tewksbury, Ma*
Eager, Jean, North Grafton, Ma*
Edema, Ese, Randolph, Ma
Foley, Kevin, Quincy, Ma*
Fontaine, Maria, Feeding Hills, Ma*
Gagnon, David, Fall River, Ma
Gaskell, Thomas, Swansea, Ma*
Gennigiorgis, Mattheos, Malden, Ma*
Gleason, Joanne, Charlton, Ma*
Gorman, Richard, Gilbertville, Ma*
Grampetro, Lawrence, Worcester, Ma*
Izevbizu, Patricia, Dorchester, Ma
Jeter, Wendy, Peabody, Ma
Johnson, Barbara, Worcester, Ma*
Kolesnik, Theresa, Charlton, Ma*
Leach, Sharon, Peabody, Ma
Lopez-Fradera, Julia, Framingham, Ma*
Lyons, Rob, Peabody, Ma
Matin, Naseem, Southwick, Ma*
McGaw, Naomi, Lawrence, Ma*
McGlinchy, Christine, Brimfield, Ma*
Melanson, Joseph, Revere, Ma
Melendez, Zaida, Worcester, Ma*
Muller, Rebecca, Gloucester, Ma
Murray, Julie, Lynn, Ma
Narain, Nicole, Worcester, Ma*
Nichols, Rebecca, Reading, Ma
Ozhilevskaya, Liliya, Westfield, Ma*
Peterson, Robert, Gardner, Ma*

Plante, Melissa, Three Rivers, Ma*
Putek, Diane, Monson, Ma*
Rennie, Sarah, Pittsfield, Ma*
Robitaille, Alycia, New Bedford, Ma*
Rodriguez, Marny, Shrewsbury, Ma*
Salvucci, Carrie, Methuen, Ma*
Sullivan, Susan, Haverhill, Ma*
Sylvia, Torrey, Weymouth, Ma*
Taylor, Juliet, Mattapan, Ma
Thorne-Cutler, Kimberly, Billerica, Ma*
Tiedmann, Joellen, Southboro, Ma*
Tobalino, Sonia, Revere, Ma
Veber, Lourdes, Southbridge, Ma*
Velazquez, Luis, Roxbury, Ma*
Vidal, Sheryll, Lawrence, Ma
Watkins, Amy, Danvers, Ma
Wright, Jennifer, Leominster, Ma*
Zolla, Jeff, Salem, Ma

Ahmed, Liban, New Carrollton, Md*
Beitzel, Randy, Grantsville, Md
Bennett, Tonya, Cumberland, Md*
Collins, Charlotte, Landover, Md
Drar, Yordanos, Hyattsville, Md
Duncan, Brenda, Frostburg, Md*
Ehizlelen, Jude, Upper Marlboro, Md*
Falls, Sarah, Ashton, Md*
Hughes, Andrea, Hagerstown, Md*
Kariya, Steven, Potomac, Md
Kildea, Linda, Salisbury, Md*
Lybarger, Tara, Cumberland, Md
Marker, Jami, Grantsville, Md
Myers, Kari, Barton, Md
Napper, Jephranel, Clinton, Md
Parsons, Cody, Bloomington, Md
Shipley, C, Cumberland, Md*
Shrout, Tracey, Cumberland, Md
Tillman, Douglas, Upper Marlboro, Md*
Twigg, Kelsay, Frostburg, Md
Twigg, Linda, Frostburg, Md
Vladavsky, Elina, Gaithersburg, Md
Walker, Elizabeth, Frostburg, Md
Willison, Wesley, Oldtown, Md
Zamostny, Anthony, Nottingham, Md*

Abdi, Isnino, Portland, Me
Ahlquist, Carl, Scarborough, Me
Benard, Jonathan, Brunswick, Me
Blancette, Kyla, South Berwick, Me
Brewer, Heather, Brunswick, Me
Bulter, Jeremy, Cape Elizabeth, Me
Crosson, Lee, Portland, Me
Cyr, Samuel, Moro Plantation, Me
Dennis, Paula, Cape Elizabeth, Me
Desjardins, Tom, Portland, Me
Giberson, Kayla, Windham, Me
Grant, Marvin, Portland, Me
Higgins, Katie, Saco, Me
Howard, Robert, West Bath, Me
Keaney, Hannah, Portland, Me
Marnix, Kathryn, Biddeford, Me
Ouellette, Benson, Saco, Me
Ouellette, Michelle, Biddeford, Me
Salzberg, Chris, New Gloucester, Me
Stilphen, Scott, Brunswick, Me
Tomazin, Michael, Portland, Me
Watson, Frank, Sanford, Me
Watts, Alison, Falmouth, Me
Williams, Katherine, Portland, Me

Ambrose, Sheila, Jackson, Mi
Barhoumeh, Rommie, Dearborn Hts, Mi*
Bednarski, Kristen, Jackson, Mi
Bemer, Cheryl, Northville, Mi*
Brighton, Nora, Jackson, Mi
Butler, Jessica, Adrian, Mi
Chanter, James, Jackson, Mi
Cook, Laurie, Hillsdale, Mi
Crow, Danielle, Grand Rapids, Mi*

Cudworth, Meghan, Jackson, Mi
Defouw, Kyle, Zeeland, Mi*
Dillon, Rhonda, Jackson, Mi
Eison, Fhilipa, Jackson, Mi
Faust, Cindy, Britton, Mi
Feldkamp, Kari, Jackson, Mi
Fisher, Jodi, Cadillac, Mi*
Georges, Jami, Jackson, Mi
Grass, Rebecca, Peck, Mi*
Hawes, Cheryl, Jackson, Mi
Hawes, Heather, Jackson, Mi
Hayslip, Gary, Jackson, Mi
Hodge, Keyera, Jackson, Mi
Holbert, Dawn, Jackson, Mi
Huston, Tracy, Pierson, Mi*
Johnson, Andrea, Hillsdale, Mi
Jolly, Melissa, Clawson, Mi
Kalember, Karin, Jackson, Mi
Kellum, Angel, Farmington Hills, Mi*
Kendall, Regina, Jackson, Mi
Kresmer, Susan, Brooklyn, Mi
Kushnier, Laurie, Harrison Twp, Mi*
Leggett, Jennifer, Jackson, Mi
Levy, Babette, Ann Arbor, Mi
Lienhart, Kristina, Jackson, Mi
Lusk, David, Lapeer, Mi*
Main, Ginger, Otter Lake, Mi*
Matthews, Michelle, Jackson, Mi
Maxson, Crystal, Jackson, Mi
Miles, Colleen, Richland, Mi*
Monchilov, Sarah, Essexville, Mi*
Palys, Melissa, Rochester, Mi
Parker, Sarah, Jackson, Mi
Pastrick, Paula, Warren, Mi*
Patton, Todd, Jackson, Mi
Pearsall, Emily, Jackson, Mi
Pifer, Tarrah, Jackson, Mi
Reichel, Terry, Jackson, Mi
Reynolds, Jennifer, Jackson, Mi
Santiago, Katrina, Jackson, Mi
Scouten, Christopher, Jackson, Mi
Serbantez, Crystal, Jackson, Mi
Staley, Tammy, Jackson, Mi
Sullivan, Jessica, Benzonia, Mi
Thomasson, Misty, Jackson, Mi
Thomson, Chad, Jackson, Mi
Webb, Rochelle, Dearborn Heights, Mi*
White, Jennifer, Jackson, Mi
Wilson, Shelly, Jackson, Mi

Anderson, Erin, Winona, Mn
Benitt, Lynette, Lake City, Mn*
Bennek, Katherine, New Brighton, Mn
Bertheaume, Shannon, Plymouth, Mn*
Bjork, Jennifer, Sunburg, Mn*
Bublitz, Ronald, Rochester, Mn*
Dualeh, Idil, Saint Paul, Mn
Evans, Kimberly, Rochester, Mn*
Frank, Kaitlyn, Minneapolis, Mn
Geiger, Scott, Saint Paul, Mn
Haji, Sadiq, Minneapolis, Mn
Hardy, Dave, Dodge Center, Mn*
Hinderscheit, Courtney, Northfield, Mn
Hoover, Robert, Owatonna, Mn
Huang, Anna, Savage, Mn
Kaess, Holly, Oakdale, Mn
Kniefel, Jessica, Saint Paul, Mn
Knudsen, Emily, Saint Paul, Mn
Krueger, Renee, Byron, Mn*
Lee, Mai, Minneapolis, Mn
Lindahl, Jenna, Woodbury, Mn
Marlow, Jessica, Saint Paul, Mn
Mekbeb, Betelhem, Minneapolis, Mn
Meyers, Dori, Dodge Center, Mn*
Mohamed, Sahra, Saint Paul, Mn
Nguyen, Anne, Bloomington, Mn
Nguyen, Mien, Savage, Mn
Scandariato, Summer, Roseville, Mn*
Swenson, Melanie, Roseville, Mn

L

M
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This online course is facilitated by leading
clinicians in respiratory/pulmonary care:

Robert A. Sandhaus MD Phd FCCP
Bill Galvin MSEd RRT CPFT AE-C FAARC

Thomas Kallstrom MBA RRT FAARC
Karen L. Gregory MS APRN-BC CNS RRT AE-C 

Patricia B. Koff MEd RRT
Mary K. Hart BS RRT AE-C

Patrick Dunne MEd RRT FAARC
Heather Driscoll RD MBA 

10 Hours of CE Credit 
Earns CRCE and Continuing Nursing Education Credit

This course earns CRCE credit from the American Association for 
Respiratory Care. Participants must view all modules. No partial credit given. 

This continuing nursing education activity was approved by the Illinois
Nurses Association, an accredited approver by the American Nurses
Credentialing Center’s Commission on Accreditation.

NOW ONLINE! �

With the AARC COPD Educator Course, you will

learn more about diagnosis, assessment, treatment,

oxygen therapy, medication, and disease management.

Plus, you will learn how to teach your patients better

self-management skills.

Course includes a panel discussion with COPD
patients that’ll help you:

• Understand why patient education is important to the COPD
patient.

• Learn how to better communicate with the patient.

• Understand the value you bring from the patients’ perspective.

This course covers:
• Age and cultural-appropriate education techniques. 

• Smoking cessation intervention. 

• Key components of pulmonary rehabilitation. 

• Managing patient care from admission to discharge to the
home environment. 

• Resources available to the educator and patient.

• Proper medication use and dosing, including long-term
oxygen therapy.

WHY IS COPD DISEASE MANAGEMENT IMPORTANT?
� COPD is the fourth leading cause of death in the U.S.

� Reducing rates of rehospitalization has attracted attention from
policymakers as a way to improve quality of care and reduce costs.1

� COPD is the third most frequent reason for hospital readmissions.1

� Research shows that supportive palliative care can reduce 
rehospitalization and increase patient satisfaction.2

� There is a quality deficit in routine care of COPD patients, suggesting that
increased focus on routine management of COPD care is warranted.3

� By teaching patients self management, the clinician can help to decrease
the number of readmissions and emergency department visits.4

American Association for Respiratory Care
9425 North MacArthur Blvd. Suite 100, Irving, TX 75063 
(972) 243-2272   Fax (972) 484-2720 
info@aarc.org

This course is jointly sponsored by the 
COPD Foundation and the AARC.

Enhance Your Skills as a 

Nonmember Price $225 
AARC Member Price $165

Member Savings $60!

COPD EDUCATOR

1. Jencks SF, Williams MV, Coleman EA. Rehospitalizations among patients in the Medicare fee-for-service program.
N Engl J Med 2009;360:1418-28.

2. Brumley R, Enguidanos S, Jamison P, et al. Increased satisfaction with care and lower costs: results of a
randomized trial of in-home palliative care. J Am Geriatri Soc 2007;55:993-1000.

3. Mularski RA, Asch SM, Shrank WH, Kerr EA, et al. The quality of obstructive lung disease care for adults in the
United States as measured by adherence to recommended processes. Chest 2006; 130;1844-1850.

4. Rice KL, Dewan N, Bloomfield HE, Grill J, et al. Disease management program for chronic obstructive pulmonary
disease: a randomized controlled trial. Am J Respir Crit Care Med. 2010 Jan 21.

Visit http://www.aarc.org/education/copd_course/
for more information.

“The speakers were excellent and very engaging. The introduction
by actual patients was great. This will be a course that will be 
offered to my staff.” – Kimberly S. Wiles, BS RRT

“The course was a great in-depth overview of the current concept
in COPD and management.” – Tim Buckley, RRT FAARC

“Really covers all the essentials for being a very good COPD 
Educator.The Panel Discussion provided great insights on the 
patient-provider relationship and how strong this influences and 
impacts real psycho-social needs.” – Kevin Ryan BS RRT

“The inclusion of a dietician, nurse, respiratory therapist, physician,
and patients provides both depth and breadth for this program.”
– Garry W. Kauffman, MPA FACHE RRT FAARC
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Taddese, Hiwot, Chaska, Mn
Thompson, Ashley, Rochester, Mn*
Yang, Kang, Brooklyn Center, Mn

Al Buhayri, Dalal, Kansas City, Mo
Barchak, Erin, Webb City, Mo
Barnhart, Kayla, Joplin, Mo
Bronson, Katie, Lamar, Mo
Clark, Layton, Joplin, Mo
Cope, Wendy, Joplin, Mo
Corum, Daniel, Seneca, Mo
Crook, Kayla, Joplin, Mo
Greenlee, Ashley, Jasper, Mo
Grimes, Katherine, Rogersville, Mo*
Hickman, Ericka, Hannibal, Mo*
Hight, Lindsey, Joplin, Mo
Houston, Denise, Riverside, Mo
Jones, Jasmine, Joplin, Mo
Kenney, Kia, Nevada, Mo
Lane, Theresa, Vichy, Mo*
Marcum, Tim, Joplin, Mo
Martin, Ernest, Steelville, Mo*
Meghan, Roth, Carl Junction, Mo
Munoz, May, Webb City, Mo
Nunnaley, Sarah, Carl Junction, Mo
Perrin, Amber, Nevada, Mo
Price, Jenifer, Monroe City, Mo*
Shrum, Lora, Saint Charles, Mo*
Stapp, Jeri, Joplin, Mo
Stroder, Cindy, Oak Ridge, Mo*
Thompson, Pamela, Cape Girardeau, Mo*
Torres, Jose, Rolla, Mo*
Triplett, Patricia, Carthage, Mo
Woodard, Kimberly, Webb City, Mo
Wright, Alana, Oronogo, Mo

Brown, Johnese, Summit, Ms

Buckner, Fredrica, Tchula, Ms
Burns, Kaylee, Lumberton, Ms
Butler, Brittany, Hattiesburg, Ms
Carr, Bridget, Petal, Ms
Carter, Cherri, Lucedale, Ms*
Clark, Fatima, Union Church, Ms
Cochran, Sofia, Clinton, Ms
Crowe, Kimberly, Hattiesburg, Ms
Davis, Cortney, Petal, Ms
Ellsworth, Adrian, Smithdale, Ms
Elveston, Ashley, Natchez, Ms
Flurry, Kirsten, McHenry, Ms
Gardner, Chatara, Magnolia, Ms
Geary, Stephanie, Pearl, Ms
Glasscock, Rebecca, Carriere, Ms*
Goss, Matthew, Natchez, Ms
Gould, Luke, Foxworth, Ms
Gray, Anitra, Ridgeland, Ms
Guillot, Joann, Hattiesburg, Ms
Hampton, Shavon, Jackson, Ms
Herndon, Lisa, Poplarville, Ms
Hucherson, Sasha, Carriere, Ms
Jernigan, Steven Blake, Hattiesburg, Ms
Johnson, Christine, Picayune, Ms
Johnson, Irene, Picayune, Ms
Johnson, Krystle, Natchez, Ms
Latham, Kayla, Florence, Ms
Leflore, Shateekna, Brandon, Ms
Lewis, Darlene, Brandon, Ms
Locke, Lauren, Petal, Ms
Longstreet, Ranisha, Jackson, Ms
May, Tiara, Terry, Ms
McFarland, Lindsey, Jackson, Ms
Newell, Jodie, Jayess, Ms
Palmer, Nekita, Picayune, Ms
Palmer, Rachel, Sumrall, Ms
Palmertree, Jessica, Pearl, Ms
Perrin, Angela, Natchez, Ms
Peschke, Jennifer, Brandon, Ms
Prestage, Erika, Brandon, Ms
Price, Ashley, Hattiesburg, Ms
Prine, Lyssa, Hattiesburg, Ms
Rawls, Michael, Moss Point, Ms*
Roach, Brittany, Hattiesburg, Ms
Scheurman, Pamela, Picayune, Ms
Schuckman, Laura, Foxworth, Ms
Sellers, George, Brandon, Ms
Serafin, Marlee, Natchez, Ms
Shelby, Freda, Clinton, Ms
Shows, Jamie, Mendenhall, Ms
Singletary, Galina, Pearl, Ms
Southward, Vanita, Tishomingo, Ms*
Stodghill, Brany, Ridgeland, Ms
Thomas, Nakeisa, Jackson, Ms
Tolbert, Rachael, Florence, Ms
Washington, April, Vicksburg, Ms
Wilson, Valencia, Natchez, Ms
Wright, Leslie, Brandon, Ms

Jolliff, Michelle, Polson, Mt*
Weglin, Bonnie, Billings, Mt*

Ails, Kenneth, Julian, NC*
Anderson, Todd, Mills River, NC*
Appiah, Mike, Charlotte, NC
Applewhite, Carlos, Wilmington, NC
Ashton, Ashley, Kinston, NC
Askew, Ashley, Greenville, NC
Austin, Debra, Albemarle, NC
Bailey, Chelsea, Farmville, NC
Baker, Jessica, Ayden, NC
Barbee, Shelli, Albemarle, NC
Beckham, Tammy, Taylorsville, NC
Birchfield, Johnny, Troutman, NC
Bird, Gail, Robersonville, NC
Bishop, Debora, Lenoir, NC

Bouffard, Lynne, Cary, NC
Branch, Elizabeth, Newton, NC
Branch, Gaye, Winsdor, NC*
Brayboy, Olga, Charlotte, NC
Bruggeling, Stephen, Concord, NC*
Bryant, Rebecca, Hickory, NC
Burgess, Callie, Greenville, NC
Chambers, Susan, Albemarle, NC
Cockeram, Amanda, Statesville, NC
Cornwell, Mallory, Stanley, NC
Crouch, Amanda, Granite Falls, NC*
David, Beeje, Albemarle, NC
Davies, Melisa, Albemarle, NC
Dawkins, Lisa, Wilmington, NC*
Day, Victoria, Albemarle, NC
Denmark, Christopher, Greenville, NC
Diaz, Angela, Gastonia, NC
Dillon, Heather, Albemarle, NC
Dotson, Myra, Chapel Hill, NC
Drum, Chad, Newton, NC
Easter, Ashley, Mount Airy, NC
Eberle, Lindsey, Charlotte, NC
Ellis, Charles, Sanford, NC
Faso, Anna, Greenville, NC
Foley, Chelsea, Cornelius, NC
Folger, Jason, Mooresville, NC
Fowler, Carol, Wilmington, NC*
Free, Brian, Hayesville, NC
Gambill, Chadwick, North Wilkesboro, NC
Garcia, Cassandra, Concord, NC
Gardner, Jessica, Winston Salem, NC*
Gibson, Harley, Greensboro, NC
Goetz, Stephen, Taylorsville, NC
Greene, Angela, Albemarle, NC
Hamm, Katherine, Roanoke Rapids, NC*
Harper-Chris, Tina, Charlotte, NC
Harris, Amelia, Albemarle, NC
Hawes, Elena, Indian Trail, NC
Hawkins, Craig, Charlotte, NC
Hernandez, Kristy, Ayden, NC
Heyman, Rachel, Winston-Salem, NC*
Hill, Ashley, Albemarle, NC
Hilliard, Melissa, Winterville, NC
Hinson, Elizabeth, Albemarle, NC
Horn, Watchna, Charlotte, NC
Howell, Krystle, Kinston, NC
Htun, Khine, Fayetteville, NC*
Huneycutt, Sarah, Albemarle, NC
Ingram, Cynthia, Albemarle, NC
Ivy, Jennifer, Albemarle, NC
Jackson, Lauren, Winterville, NC
Jakubowski, Joe, Indian Trail, NC
Johnson, Heather Nichole, Rutherfordton, NC
Johnson, Kayler, Matthews, NC
Kenemer, Deforest, Matthews, NC
Klug, Richard, Sunset Beach, NC*
Lambright, Teddy, Winston Salem, NC*
Lancaster, Sally, Greenville, NC
Lewis, Jamil, Charlotte, NC
Lovings, Ashley, Reidsville, NC
Lowder, Cassandra, Albemarle, NC
McClellan, Michael, Jacksonville, NC*
McNeil, Carletta, Albemarle, NC
Miller, Danny, Catawba, NC
Miller, Melissa, Albemarle, NC
Miller, Scott, Belmont, NC
Monroe, Sharon, Laurinburg, NC*
Mooring, Selena, Warrenton, NC*
Morgan, Whitney, Sims, NC
Morris, Michelle, Charlotte, NC
Nelson, Annamarie, Sneads Ferry, NC*
Ngong, Hilda, Charlotte, NC
Opatosky, Patricia, Boone, NC
Parrish, Kevin, Garner, NC*
Peaden, Lauren, Greenville, NC
Pendergraft, Joshua, Franklinton, NC*
Petty, Steven, Kannapolis, NC
Phillips, Candace, Albemarle, NC
Pinnix, Lila, Jonesville, NC
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www.AARC.org/store.cfm
The Respiratory Catalog

Career Brochures
See Yourself as a Respiratory Therapist!

Reinvent Yourself. Be a Respiratory 
Therapist

Nonmember Price $14.95 pkg of 50
New Member Price $6.95 pkg of 50
Member Savings $8.00!

ITEM BR0013

ITEM BR0012

4 Ways to Order – see page 111
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Poorboy, William, Durham, NC*
Robbins, Kristina, Charlotte, NC
Roberts, Jeffrey, Kannapolis, NC
Roberts, Melissa, Lenoir, NC
Rosa, Jaime, Kernersville, NC*
Russ, Birgit, Lewisville, NC
Russell, April, Greenville, NC*
Russell-Fair, Kira, Fayetteville, NC
Rutledge, Trena, Charlotte, NC
Ryan, Eric, Hickory, NC
Sadler, Benjamin, Ayden, NC
Sadowski, Jason, Newton, NC
Schwartz, Jessica, Morganton, NC
Selimovic, Danijela, Charlotte, NC
Sharpe, Brandy, Taylorsville, NC
Shaw, Susan, New Bern, NC
Smith, Angela, Albemarle, NC
Star, Stacie, Albemarle, NC
Strylowski, James, Albemarle, NC
Stull, Tracy, Lexington, NC
Sullivan, Kristen, Greenville, NC
Sweetser, Todd, Creedmoor, NC*
Szura, Patrick, Charlotte, NC
Tejan Thomas, Sanussi, Charlotte, NC
Thompson, David, Carrboro, NC*
Threadgill, Venus, Albemarle, NC
Tolbert, Tonya, Mount Airy, NC
Turner, Juanita, Lincolnton, NC*
Twumasi, Kofi, Charlotte, NC
Vasquez, Rachel, Pembroke, NC*
Velasquez, Danny, Mint Hill, NC
Walker, Deborah, Mooresboro, NC*
Warren, Lana, Greenville, NC
Watson, Dana, Charlotte, NC
Webb, William, Greenville, NC
Welsch, Penny, Charlotte, NC
West, Richard, Waynesville, NC
Wilburn, April, Millers Creek, NC
Wilhelm, Ashley, Albemarle, NC
Williamson, Jody, Edneyville, NC*
Winkler, Brandy, Icard, NC
Yee, John, Garner, NC*

Buchholz, Jordan, Bismarck, ND
Himmerick, Brian, Bismarck, ND
Moberly, Julia, Bismarck, ND
Nelson, Michael, West Fargo, ND*
Wipf, Mallory, Bismarck, ND

Bellows, Brooke, Cortland, Ne*
Hamilton, Alexandria, Culbertson, Ne

Chaff, Krista, Plaistow, NH*
Condon, Angela, Salem, NH*
Moyers, Yelena, Nashua, NH
Reardon, Sandra, Berlin, NH*
Saulnier, Ginarose, Manchester, NH*
Zubricki, Robin, Newmarket, NH

Bechard, Alfred, Egg Harbor Township, NJ
Braun, Peter, Howell, NJ*
Carroll, Xuping, Paramus, NJ*
Denmark, Daniel, West Orange, NJ*
Jafar, Eman, Clifton, NJ*
Lockett, Audrey, Pennsauken, NJ*
Markey, Mary, Ocean City, NJ*
Moshier, Samuel, Ironia, NJ*
Nada, Mostafa, Paterson, NJ*
Serbay, Denise, Bloomfield, NJ*

Brown, Ruthie, Albuquerque, NM*
Hopkins, Jana, Las Cruces, NM*
Mandril, Rebecca, Albuquerque, NM*
Martinez, Anthony, Albuquerque, NM*
Saavedra, Arnold, Flora Vista, NM*
Valenzuela, Benjamin, Las Cruces, NM*
Watson, Lorrainae, Albuquerque, NM*

Avery, Christie, Las Vegas, Nv
Bagtas, Anthony, Las Vegas, Nv
Bradshaw, Tara, Las Vegas, Nv
Buchmiller, Alan, Henderson, Nv*
Crockett, Braden, Las Vegas, Nv
Gozon, Jason, Las Vegas, Nv
Gustavson, Richard, Las Vegas, Nv*
Heath, Manuel, Henderson, Nv
Hernandez, Maria Sagrario, Pahrump, Nv
Hoerl, Casey, Pahrump, Nv
Kochmann, Candace, Las Vegas, Nv
Mathas, Cassandra, Las Vegas, Nv
Moncrief, Kevin, Las Vegas, Nv
Vanario, Valarie, Boulder City, Nv
Witek, Christopher, Las Vegas, Nv

Abbatiello, Allison, Liverpool, NY
Akther, Nazneen, Baldwinsville, NY
Ayari, Tahar, Sauquoit, NY
Barbero, Sharon, Penfield, NY*
Benvenuto, Antonina, Syracuse, NY
Boyer, Brandon, Syracuse, NY
Bradley, Nick, New York, NY*
Cadiche, William, Brooklyn, NY
Canale, Stephanie, Red Creek, NY
Cappello, Laura, West Hempstead, NY*
Casanova, Cortney, Bridgewater, NY
Cochran, Jonathan, Groton, NY
Colello, Joe, Watertown, NY
Conway, Wendy, Bainbridge, NY
Cordaro, Jennifer, Rochester, NY*
Cramer, Todd, Red Creek, NY*
Damus, Annecy, Brooklyn, NY*
Dipierro, Nicholas, Utica, NY
Drummond, Joseph, Staten Island, NY*
Dunford, Alexis, Fayetteville, NY
Frasciello, Dominick, Clay, NY
Gaffey, Lakesha, Utica, NY
Gagliano, Paul, Syracuse, NY
Geitner, Donna, Attica, NY*
Geri, Joanna, Dryden, NY
Germain, Michele, Manlius, NY
Gibbs, Marva, Saint Albans, NY
Greul, Tom, Clifton Park, NY*
Henry, Astride, Cambria Heights, NY
Herman, Karly, New York, NY
Hill, Marissa, Earlville, NY
Joy, Jency, South Ozone Park, NY*
Khan, Amarish, Mahopac, NY*
Lamothe, Wesly, Uniondale, NY
Larocco, Italia, Utica, NY
Lashchuk, Yuriy, Utica, NY
Lee, Karen, Rome, NY
Leet, Jill, Liverpool, NY
Lentini, Adam, Auburn, NY*
Liberatore, Mark, Frankfort, NY
Mathison, Chelby, Fort Drum, NY*
Matos, Eliana, Utica, NY
Matynka, Carrie, Spencer, NY*
Minocha, Ankit, Hempstead, NY
Mizrahi, Judah, Brooklyn, NY*
Mondrick, Douglas, Utica, NY
Mott, Ralph, Rome, NY
Mujevic, Etna, Utica, NY
Muric, Alisa, Vernon, NY
Myers, Kerry, Ilion, NY
Navarra, Katherine, Watertown, NY
Onanuga, Kafayat, Syracuse, NY
Pena, Dina Marie, Syracuse, NY
Perruccio, Lori, Rochester, NY*
Pierre Louis, Joelle, St Albans, NY*
Ramirez Estrella, Angie, Dolgeville, NY
Raut, Nicholas, Cleveland, NY
Reese, Jennifer, Tully, NY
Restina, Richard, Scotia, NY*
Rock, Sarah, Babylon, NY*
Ruane, Shannon, Oriskany Falls, NY
Rubas, Susan, Dolgeville, NY
Ruest, Cheryl, Massena, NY*

Savarese, Raymond, Ilion, NY
Savilo, Aleksey, Utica, NY
Savilo, Tatyana, Utica, NY
Sawyer, Jordan, Watertown, NY
Scheiba, Debbie, Clifton Park, NY*
Scheidelman, Jason, Whitesboro, NY
Schoff, Ann, Little Falls, NY
Shubich, Igor, Newport, NY
Shulman, Bret, Hicksville, NY*
Simon, Lionel, Far Rockaway, NY*
Smirnov, Nikolay, Syracuse, NY
Smith, Jessica, Cassville, NY
Smith, Joshua, Syracuse, NY
Sokal, Regina, Utica, NY
Song, Jae, East Northport, NY
Spier, James, Cleveland, NY
Steinitz, Jason, Tonawanda, NY
Strough, Shannon, Watertown, NY
Swinton, Karen, Liverpool, NY
Tahar, Ayari, Sauquoit, NY
Terebey, Oleg, Utica, NY
Terebey, Viktor, Utica, NY
Thurheimer, Don, Adams Center, NY
Thurston, Melissa, Troy, NY*
Tsitsyura, Vyacheslav, Utica, NY
Vandresar, Cortney, Sherrill, NY
Vanhorn, Joseph, Yorkville, NY
Wilkerson, Sarah, Livonia, NY*
Williams, Deepti, Hempstead, NY
Yennie, Christa, Auburn, NY

Enhance the value of your attendance at the 2010 AARC 
International Respiratory Congress when you add this 

course to your itinerary.

ALPHA-1 ANTITRYPSIN DEFICIENCY
FOR THE RESPIRATORY THERAPIST

Sunday, December 5, 2010 
Las Vegas Hilton • Las Vegas, NV

View the entire Advance Program for the 2010
AARC International Respiratory Congress at

http://www.aarc.org/go/ha1

This one-day course will 
enhance respiratory therapists’ 
knowledge of this important 
and under-recognized disease.  
Presented by the Alpha-1 
Foundation in collaboration 
with the AARC.

Approved for 
6 hours of CRCE®

credit. Free of
charge to Congress

registrants. 
Pre-registration 

required. 
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Alsip, Abbey, North Canton, Oh
Blust, John, Holland, Oh*
Coyle, Stephanie, Newark, Oh*
Cser, Laura, Twinsburg, Oh
Donnelly, Caleb, Akron, Oh
Dunlevy, Crystal, Columbus, Oh*
Ehrbar, Megan, Broadview Heights, Oh
Fields, Jennifer, Hamilton, Oh*
Frazee, Kelsy, Akron, Oh
Glanville, Karen, Cuyahoga Falls, Oh
Hansing, Isabelle, Portsmouth, Oh*
Honabarger, Chelcee, Coshocton, Oh
Houk, Tim, Avon Lake, Oh*
Hrlm, Colleen, Gahanna, Oh*
Kenniston, Anne, Valley City, Oh
Koeberle, Hannah, Akron, Oh
Lapham, Ronald, Peninsula, Oh
Lee, Emily, Strongsville, Oh
Lemon, Adria, Marietta, Oh*
Linder, Melissa, Akron, Oh
McBride, Jill, Galion, Oh*
McDonald, Megan, Uniontown, Oh
Netherly, Nneka, Akron, Oh
Norman, Laura, Barberton, Oh
Romans, Andrew, Akron, Oh*
Ruggles, Sarah, Cuyahoga Falls, Oh
Rupert, Brooke, Akron, Oh
Schmitt, Gerald, Macedonia, Oh
Simkovich, Stefani, Avon, Oh
Starks, Norma, Akron, Oh
Then, Tara, Willowick, Oh
Walsh, Vanessa, Niles, Oh
Walters, Jarrod, Huron, Oh
White, Roger, Xenia, Oh*

Banks-Moushon, Hilliary, Tulsa, Ok
Borlay, Manjoe, Tulsa, Ok
Bunch, Wanda, Broken Arrow, Ok
Bynum, Jamie, Catoosa, Ok
Campbell, Rebecca, Broken Arrow, Ok
Chong, Ricardo, Tulsa, Ok
Colbert, Terrence, Tulsa, Ok
Cook, Kayla, Skiatook, Ok
Cook, Matt, Tulsa, Ok
Dong, Hanh, Tulsa, Ok
Edwards, Caitlyn, Jenks, Ok
England, Jeanne, Yukon, Ok*
Fairbairn, Tammy, Pryor, Ok
Gillich, Mike, Tulsa, Ok
Haddock, Harry, Edmond, Ok*
Henry, Sidney, Broken Arrow, Ok
Hill, Donnie, Sand Springs, Ok
Howard, Michael, Broken Arrow, Ok
Hudson, Nanette, Tulsa, Ok
Jen, Lian, Broken Arrow, Ok
Kuehn, Beth, S Coffeyville, Ok
Lindsey, Pilkinton, Grove, Ok
Malbrough, Rennie, Tulsa, Ok
Martin, Jesse, Tulsa, Ok
Moore, Brad, Broken Arrow, Ok
Moore, Kelly, Owasso, Ok
Nguyen, Quang, Broken Arrow, Ok
Paganis, George, Tulsa, Ok
Pantelogianis, Lutsia, Tulsa, Ok
Rayon, Chelsea, Bixby, Ok
Reitz, Kasey, Porter, Ok
Richardson, Ron, Collinsville, Ok
Rider, Jennifer, Jenks, Ok
Robertson, Kristin, Tulsa, Ok
Shelton, Megan, Mounds, Ok
Stewart, Marie, Broken Arrow, Ok
Terry, Candace, Coweta, Ok
Thompson, Joseph, Jenks, Ok
Troili, Kourtney, Tulsa, Ok
Webb, Wryan, Cameron, Ok*
Welch, Jennifer, Claremore, Ok

Widowski, Mary, Tulsa, Ok
Zickefoose, Debbie, Tulsa, Ok

Schwab, John, Fairview, Or
Villers, Rachel, Medford, Or*
Woodman, Sarah, Talent, Or*

Adams, Jamie, Kittanning, Pa*
Bartlebaugh, Lacey, Cherry Tree, Pa
Beichner, Hillary, Roulette, Pa*
Bennett, Karen, Hanover, Pa
Bernhard, Aasta, Bedford, Pa
Borrell, Melissa, Annville, Pa
Brewbaker, Danielle, Camp Hill, Pa
Burgess, Rachell, Monroeville, Pa
Burkett, Sarah, Bedford, Pa
Casher, Thomas, Wellsboro, Pa
Colyar, Sarah, Holland, Pa*
Daily, Katherine, McKees Rocks, Pa
David, Erica, Pittsburgh, Pa
Dixon, Michael, Allison Park, Pa
Egbukwu, Udochukwu, Darby, Pa
Eisenhour, Katie, Jonestown, Pa
Engle, Natasha, Meyersdale, Pa
Faure, Stacey, Marianna, Pa*
Ferri, Katie, Delmont, Pa*
Frederick, Connie, Turtle Creek, Pa*
Fries, Sheree, Export, Pa*
Garraty, Lindzey, Pittsburgh, Pa
Grant, Tessa, Buffalo Mills, Pa
Heller, Andrea, Lancaster, Pa
Hoffman, Thomas, Hermitage, Pa*
Hollis, Christine, Bedford, Pa*
Iser, John, Chambersburg, Pa*
Jones, Emilie, Pittsburgh, Pa
Josephson, Nichole, Cranberry Township, Pa*
Konopka, Madeleine, Philadelphia, Pa*
Kopta, Kathleen, Stoneboro, Pa*
Likins, Wendy, Towanda, Pa*
Loos, Ashley, Pittsburgh, Pa
McCall, Tyler, Williamsburg, Pa
McCandless, Maureen, Hummelstown, Pa
Mei, Abraham, Harrisburg, Pa
Melendez, Nicole, Johnstown, Pa
Menichella, Christopher, Easton, Pa*
Mertz, Danielle, Columbia, Pa
Miller, Steffany, Wellsboro, Pa*
Mills, Jr, Glen, Elkins Park, Pa
Monkour, Lam, Harrisburg, Pa
Morder, Toryn, Mount Union, Pa
Olson, Robin, Blue Bell, Pa*
Palmer, Erin, Slippery Rock, Pa
Patel, Bhupendra, Hatfield, Pa*
Pha, Koshua, Leola, Pa
Phillips, Megan, Greencastle, Pa*
Pilgrim, Jessica, Lancaster, Pa
Pincin, Daniel, Alum Bank, Pa
Pluck, Jessica, Berlin, Pa
Poole, Dina, Phila, Pa*
Renninger, Natasha, Annville, Pa
Royle, Christie, Beaver Falls, Pa
Rymarowicz, Gary, North Huntingdon, Pa*
Shanaberger, Christine, Pittsburgh, Pa
Smith, Rachel, Pittsburgh, Pa
Smith, Steven, Bedford, Pa
Sprouse, Jacalyn, Galeton, Pa*
Stanley, Donald, Greenville, Pa*
Stichelbaut, Scott, Dillsburg, Pa
Talada, Robyn, Sinking Spring, Pa*
Thomas, Vijoe, Philadelphia, Pa*
Vaughan, Yvonne, Phila, Pa*
Warburton, Eric, Norristown, Pa

Wenckowski, Shannon, Apollo, Pa
White, Orianna, Philadelphia, Pa
Williams, Alicia, Hanover Township, Pa*
Yungwirth, Jessica, Galeton, Pa
Ziemski, Jordan, North Huntingdon, Pa

Hernandez, Maria, Manati, PR

St Jean, Nicole, Cranston, RI*

Barry, Teri, Lyman, SC
Bell, Paula, Anderson, SC
Bolus, Ashton, Charleston, SC
Bonds, Marshallia, Spartanburg, SC
Bowling, Kathy, Fountain Inn, SC
Bridges, Allison, Greenville, SC
Caldwell, Angela, Greenwood, SC*
Cathcart, Ashley, Woodruff, SC
Cheeks, Karis, Greenville, SC
Cyr, Roxanna, Simpsonville, SC
Decker, Jeremy, Gaffney, SC
Domas, Peter, Spartanburg, SC
Dzhur, Oksana, Inman, SC
Earle, Grace, Honea Path, SC
Egan, Jennifer, Simpsonville, SC
Elwell, Lucy, Greenville, SC
Eubanks, Kadie, Inman, SC
Finley, Megan, Greer, SC
Flemings, Felicia, Taylors, SC
Franks, Tabatha, Anderson, SC
George, Tashia, Spartanburg, SC
Griffin, Christina, Inman, SC
Hamblen, Laurie, Easley, SC*
Hardy, Cynthia, Landrum, SC
Harris, Dawn, Moore, SC
Ivey, Robin, Spartanburg, SC
Johnson, Latasha, Union, SC
Jones, Shannon, Woodruff, SC
King, Brenda, Simpsonville, SC
Knight, Rhonda, Spartanburg, SC
Lawson, Angie, Pauline, SC
Lebby, Iris, Huger, SC
Lewis, Lashawn, Greenwood, SC*
McAtee, Krystin, Easley, SC
McDaniels, Patricia, Nichols, SC*
Morgan, Elizabeth, Roebuck, SC
Moroz, Alla, Chesnee, SC
Morris, Nina, Taylors, SC
Morris, Susan, Belvedere, SC*
Morton, Rhonda, Greenville, SC
Palmer, Christopher, Cowpens, SC
Parks, Latisha, Moore, SC
Patterson, Ashley, Greenville, SC*
Ramsey, Renee, Easley, SC
Scates, Tanlena, Drayton, SC
Schultz, Dale, Winnsboro, SC*
Scroggs, Kristie, Cowpens, SC
Sherrill, Amber, North Augusta, SC
Smith, Robert, Aiken, SC*
Stalnaker, Johnnie, Columbia, SC
Stevens, Sheila, Beaufort, SC*
Tabares, Melinda, Honea Path, SC
Waldrep, Kayla, Greenville, SC
Walker, Brittany, Spartanburg, SC
White, Rachael, Travelers Rest, SC

Divis, Donna, Summerset, SD*
Dykstra, Jordan, Sioux Falls, SD*
Mehlhaff, Susan, Aberdeen, SD*
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Barker, Lindsey, Oak Ridge, Tn
Branum, Kari, Knoxville, Tn
Conrad, Phillip, Harriman, Tn
Cross, Kelly, Columbia, Tn
Dalton, Mindy, Clinton, Tn
Debord, Heather, Crossville, Tn
Deloreto, Danielle, Columbia, Tn
Fain, Daniel, Sweetwater, Tn
Foster, Wendy, Knoxville, Tn
Garner, Ashley, Vonore, Tn
Gollaher-Woodcock, Stephanie, Mount Juliet, Tn*
Gonzalez, Antonio, Portland, Tn*
Herber, Hank, Maryville, Tn
Lawson, Brad, Knoxville, Tn
Leblanc, Alicia, Philadelphia, Tn
Meadows, Jerliz, Knoxville, Tn
Nabors, Deanna, Lakeland, Tn*
Phipps, Eric, Harriman, Tn
Reagan, Fran, Madisonville, Tn
Sims, Aimee, Columbia, Tn
Smith, Amanda, Knoxville, Tn
Smith, Jessica, Collinwood, Tn*
Teaster, Whitney, Sevierville, Tn
Templeton, Paula, Collinwood, Tn*
Terry, Kaneika, Robbins, Tn
Walker, Mara, Powell, Tn

Williamsen, Deborah, Knoxville, Tn
Willis, Bonnie, Knoxville, Tn

Aaron, Sara, Burleson, Tx
Abdel Hamid, Younes, Arlington, Tx
Adesida, Ademola, Angleton, Tx
Admire, Autumn, Azle, Tx
Aponte, Priscilla, Dallas, Tx*
Arnold, Linda, Bastrop, Tx
Aylesworth, Athena, Amarillo, Tx*
Bennett, Paul, Kingwood, Tx
Berger, Margaret, Angleton, Tx*
Braziel, Marcus, Lubbock, Tx*
Breitenstein, Justin, Texas City, Tx
Bruce, Sandra, Angleton, Tx
Buhler, Lesley, Victoria, Tx*
Cammack, Jamie, Lake Jackson, Tx
Carin, Robert, Mission, Tx
Carter, Danna, Burleson, Tx
Clary, Bobby, Mineral Wells, Tx
Cortez, Amber, Alvin, Tx
Cowling, Samantha, Granbury, Tx
Cox, Stacie, Alvin, Tx
Crowley, Emily, Mineral Wells, Tx
Davis, Brandi, Santa Fe, Tx
Douglass, Misty, Wichita Falls, Tx*
Duncan, Nick, Palo Pinto, Tx
Dygert, Kaitlyn, Weatherford, Tx
Farris, Frances, Lipan, Tx

Firmin, Penny, Springtown, Tx
Flagg, Nicole, Missouri City, Tx
Franco, David, San Benito, Tx*
Franklin, Torre, Rosharon, Tx
Gatica, Gabby, Clute, Tx
Hall, Glenda, Houston, Tx*
Hanegan, Kendra, Weatherford, Tx
Harrington, Kayla, Pearland, Tx
Harris, Patti, Kilgore, Tx*
Head, Barbara, Fort Worth, Tx
Hieman, Adam, Rosharon, Tx
Hodges, Caitlyn, Alvord, Tx
Hood, Kristen, The Colony, Tx*
Ishup Pipkins, Danielle, Houston, Tx
Jaime, Jan Oliver, Lake Jackson, Tx
Jameson, Lance, Vernon, Tx*
Jimenez, Beatrice, Haltom City, Tx
Johnson, Margie, Plano, Tx*
Kaiser, Aj, Conroe, Tx*
Keefer, Kelly, Alvin, Tx
Lavelle, Naomi, Azle, Tx
Lewis, Matt, Deer Park, Tx*
Lexie, Jasmaine, Houston, Tx
Lien, Susan, Arlington, Tx
Lloyd, Scarlett, Kosse, Tx*
Macalpine, Jasmin, Pearland, Tx
Marsden, Glenda, Mineral Wells, Tx
Maxcey, Duana, Wimberley, Tx*
McCardell, Jacquelyn, Sugar Land, Tx

T

Order online
with your Visa®, MasterCard®

or American Express®

Shop online and 
then order by fax, 

mail or phone 
with your credit card, purchase 
order*, or check/money order

Shipping & Handling
to domestic U.S. addresses 

(other than AK, HI)

FOR EACH ORDER
IF TOTAL ADD SHIPPING 
PURCHASE IS: CHARGE OF:

$10 or less $4.50

$10.01 – $15 $5.75

$15.01 – $25 $7.00

$25.01 – $40 $8.00

$40.01 – $60 $9.00

$60.01 – $80 $10.00

$80.01 – $100 $11.00

Over $100 See website

• For shipments to AK, HI, PR and
international locations, check the details
online at www.AARC.org/store.cfm

• For shipments to Texas locations, add
sales tax of 8.25% to purchase amount.

Be sure to include your AARC Member Number
to receive the discounted prices!

The AARC Respiratory Catalog is your online source for 
respiratory-themed gifts and educational products. 

All sales revenues are used by the AARC to develop and support educational programs, public relations efforts for growth & 

awareness of the profession, advocacy at the national and state level, the website that is loaded with information, and much more.

ONLINE
www.AARC.org/store.cfm

MAIL
AARC Order Desk
9425 N. MacArthur Blvd.
Suite 100
Irving, TX  75063-4706

PHONE
972-243-2272

Mon – Fri, 8am – 5pm CT

*Hard copy or fax is required for purchase orders.

FAX
972-484-2720

FOR DETAILS ,  V IS IT
www.AARC.org/store.cfm
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McQuade, Susan, Abilene, Tx*
Michel, Lindsay, Waskom, Tx
Miller, Lacey, Paradise, Tx
Minton, Thomas, Ennis, Tx*
Mitchell, Missy, Amarillo, Tx*
Moss, Raylee, Paradise, Tx
Mouton, Christopher, Katy, Tx
Munoz, Veronica, Dickinson, Tx
Nguyen, Nina, Richmond, Tx
Noriega, Dulce, Browsville, Tx*
O’Con, Lydia, Canyon, Tx*
Onwukwe, Kimberly, Houston, Tx
Owens, Jennifer, League City, Tx
Patlan, Jordan, Friendswood, Tx
Perez, Bazzilio, San Antonio, Tx*
Richard, Brien, Little Elm, Tx*
Robinson, Mia, Austin, Tx
Rodriguez, Monica, Harlingen, Tx*
Russum, Beth, Hudson Oaks, Tx*
Salinas, Cindylu, La Marque, Tx
Sanborn, Angela, Springtown, Tx
Schattel, Catheryn, Hitchcock, Tx
Severson, Jennifer, Alvin, Tx
Shealy, Summer, Irving, Tx*
Shelton, Lucinda, Frisco, Tx*
Sisk, Lindsey, Springtown, Tx
Smith, Kristi, Hico, Tx*
Snow-Treider, Bari, Mount Vernon, Tx*
Stir, Lisa, Houston, Tx*
Thomason, Jennifer, Grand Prairie, Tx
Tubbs, Rolanda, Rosharon, Tx
Turner, Tracie, Wichita Falls, Tx*
Velez, Jose, El Paso, Tx*
Veliyathu, Jobin, Stafford, Tx
Weaver, Rolonda, Arlington, Tx*
Weber, Jennifer, League City, Tx*
Wood, Jonathan, Bridgeport, Tx

Baldwin, Lindsay, Salt Lake City, Ut
Forbush, Tyler, Salt Lake City, Ut
Jarvis, Juliet, Salt Lake City, Ut*
Jenson, Calleen, Ogden, Ut*
Kofoid, Kaylee, Salt Lake City, Ut*
Lang, Carol, Layton, Ut
Vanoeveren, Amanda, Ogden, Ut
Wright, Jeffrey, Salt Lake City, Ut*

Arrington, Susan, Waynesboro, Va
Ayers, George, Lynchburg, Va
Bacote, Janet, Midlothian, Va*
Bautista, Jesusa, Bristow, Va*
Bavely, Jeff, Bedford, Va
Bomar, Amber, Rustburg, Va
Burnette, Cheryl, Forest, Va*
Campbell, Tiffany, Concord, Va
Capp, Tim, Charlottesville, Va*
Craig, Jessica, Moneta, Va
Davis, La Treasa, Nathalie, Va
Drechsel, Chelsea, Bedford, Va
Dye, Kristy, Lebanon, Va*
Dye, Michelle, Honaker, Va*
Ellett, Kathy, Midlothian, Va
Fisher, Bruce, Lynchburg, Va
Glass, Jonathan, Forest, Va
Gunter, Debbie, Lynchburg, Va
Hawkins, Robert, Mechanicsville, Va
Hill, Delia, Suffolk, Va*
Holt, Angela, Crystal Hill, Va
Johnson, Bryana, Madison Heights, Va
Johnson, Jennifer, Lynchburg, Va
Jordan, Lorraine, Roanoke, Va
Knight, Jason, Richmond, Va*

McDonough, Patrick, Red House, Va
Mooney, Leslie, Pulaski, Va*
Oler, Kelsey, Thaxton, Va
Omar, Khalida, Williamsburg, Va*
Pascale, Margaret, Forest, Va
Peters, Julie, Forest, Va
Preston, Yvonne, Lynchburg, Va
Roller, Ella, Virginia Beach, Va*
Rose, Jeffrey, Salem, Va*
Rothgeb, Jacob, Bedford, Va
Seal, Belinda, Manassas, Va
Trent, Amanda, South Boston, Va
Waller, Tabitha, Chatham, Va
Wiley, Consuela, Forest, Va
Williams, Kevin, Nathalie, Va
Williams, Matt, Lynchburg, Va
Yoho, Jennifer, Roseland, Va

Perra, Jeanette, Brattleboro, Vt*
Shaw, Jennifer, Newport, Vt*

Anderson, Faynette, Renton, Wa
Barnett, Colleen, Renton, Wa
Barutcu, Buket, Seattle, Wa
Blackburn, Kari, Tacoma, Wa*
Blankenship, Laura, Kent, Wa
Bodily, Miki, Federal Way, Wa
Dang, Thy, Tukwila, Wa
Gadley, Abraham, Covington, Wa
Hawkins, Hannah, Tacoma, Wa
Houlihan, Teresa, Kennewick, Wa*
Jenks, Susan, Redmond, Wa*
Johnson, Brad, Covington, Wa
Ma, Althea, Bellevue, Wa*
McClellan, Natasha, Maple Valley, Wa
Miller Rzonca, Julie, Kent, Wa
Motzer, Scott, Maple Valley, Wa
Nand, Saleshmi, Yelm, Wa
Payne, Bounlai, Pacific, Wa
Rath, Conrad, Seattle, Wa
Robideau, Michelle, Bellevue, Wa
Schoolcraft, Kayla, Bothell, Wa
Tarantola, Adranne, Bellevue, Wa
Teferi, Atakhlti, Auburn, Wa
Towers, Stacy, Issaquah, Wa
Tran, Dat, Seattle, Wa*
Weiss, Amye, Shoreline, Wa
Ziglar, Jason, Port Orchard, Wa

Adow, Abdi, Madison, Wi
Bazan, Joan, Madison, Wi
Denny, Elizabeth, Columbus, Wi
Dimaggio, Julie, Madison, Wi
Disch, Erin, Madison, Wi
Dorshorst, Terry, West Salem, Wi*
George, Jessica, Madison, Wi
Gmeinder, Laura, Madison, Wi
Gorvego, Kebeh, Middleton, Wi
Grant, John, Madison, Wi
Grindle, Alden, Madison, Wi
Heiman, Danielle, Marshall, Wi
Kloes, Ken, McFarland, Wi
Koponick, Deanna, Janesville, Wi
Krueger, Tonya, Madison, Wi
Ley, Crystal, Cambridge, Wi
Marson, Katie, Elmwood, Wi
Millar, Rochelle, Lannon, Wi*
Morrow, Sarah, Arena, Wi
Muckleroy, Jennifer, Fort Atkinson, Wi
O’Brien, Brenda, Madison, Wi*
Reason, Aaron, Madison, Wi*
Reed, Rebecca, Lyndon Station, Wi
Riess, Tonya, Elmwood, Wi
Ropp, Justine, Madison, Wi*

Said, Fadumo, Madison, Wi
Said, Yasmin, Madison, Wi
Schmitz, Joshua, Helenville, Wi
Sendelbach, Miranda, Madison, Wi
Suchomel, Kelli, Barneveld, Wi
Terry, Kim, Ashland, Wi*
Tesfasillasie, Robiel, Madison, Wi
Torgerud, Keith, La Crosse, Wi*
Tran, Hau, Madison, Wi
Virnig, Ryan, Madison, Wi
Von Rutenberg, Kimberly, Waunakee, Wi
Weege, Jeff, Madison, Wi
Yang, Sarah, Stevens Point, Wi*

Adams, Shawna, Chapmanville, WV
Ashton, Robert, Romney, WV
Barnett, Elizabeth, Charleston, WV
Brown, Michelle, S Charleston, WV
Burford, Joshua, Charleston, WV
Casto, Kelsi, Red House, WV
Cooper, Bobbi, Marmet, WV
Crockett, Amy, Huntington, WV*
Cunningham, Chrissa, Martinsburg, WV*
Duvall, Megan, Keyser, WV
Fisher, Scott, Kenna, WV*
Garrison, Tiffany, Drybranch, WV
Gravely, Anthony, Dunbar, WV
Grose, Courtney, Tad, WV
Hanshaw, Kara, Sissonville, WV
Hill, James, Fairmont, WV*
Hill, Kristie, Fairmont, WV*
Hobbs, Joshua, Capon Bridge, WV
Hutchinson, Amberlee, Amherstdale, WV
Jenkins, Nicole, Ridgeley, WV
Jones, Jeffrey, Charleston, WV*
Kimberling, Sasha, S Charleston, WV
Loudermilk, Madelaine, Charleston, WV
Merkle, George, Berkeley Springs, WV
Morris, Tara, Tad, WV
Nichols, Tammie, Looneyville, WV
Parker, Megan, Letart, WV
Pugh, Rachel, Cross Lanes, WV
Rutledge, Clarrissa, Charleston, WV
Smith, Stacy, Sissonville, WV
Stephan, Robbie, Hedgesville, WV
White, Patricia, Charleston, WV

Jensen, Lynette, Riverton, Wy*

Gibbs, Dorjhan, Travis AFB, Ca*

Al Gahtani, Ahmed, Riyadh, Saudi Arabia
Al Otaibi, Adil, Riyadh, Saudi Arabia
Al Otaibi, Osama, Riyadh, Saudi Arabia
Alhaddad, Bothaina, London, England
Alotaibi, Faisal, Riyadh, Saudi Arabia
Castillo, Rodrigo, Santiago, Chile
Contreras Nogales, Guillermo, Lima, Peru
Ge, Hui-Qing, Hangzhou, China
Gmeiner, Micheline, Graz, Austria
Magleo, Allan, Port Coquitlam, BC, Canada
McLaren, Jo, Frankston, Australia
Ogilvie, Michael, Luebeck, Germany
Pon, Robert, Vancouver, BC, Canada
Scott, Randolph, Riyadh, Saudi Arabia
Siqueira de Carvalho, Rafael, Brasõlia, Df, Brazil
Wong, Duane, Vancouver, BC, Canada
Zarembo, Mark, Vancouver, BC, Canada
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Please read the eligibility requirements for each of the classifications to the left, then complete the form. 
All information requested must be provided, except where indicated as optional. See side 2 for more
information and fee schedule. Please sign and date application on side 2 and type or print clearly.
Processing of application takes approximately 15 days.

B E A  P A R T O F T H E A A R C  N O W !

A M E R I C A N A S S O C I A T I O N F O R R E S P I R A T O R Y C A R E

ACTIVE MEMBER
An individual is eligible if
he/she lives in the U.S. or its
territories or was an Active
Member prior to moving out-
side its borders or territories,
and meets ONE of the follow-
ing criteria: (1) is legally
credentialed as a respiratory
care professional if employed
in a state that mandates such,
OR (2) is a graduate of an
accredited educational
program in respiratory care,
OR (3) holds a credential
issued by the NBRC. 

ASSOCIATE OR 
SPECIAL MEMBER
Individuals who hold a 
position related to respiratory
care but do not meet the
requirements of Active
Member shall be Associate
Members. They have all the
rights and benefits of the
Association except to hold
office, vote, or serve as chair
of a standing committee. The
following subclasses of
Associate Membership are
available: Foreign, Physician,
and Industrial (individuals
whose primary occupation is
directly or indirectly devoted
to the manufacture, sale, or
distribution of respiratory care
equipment or supplies).
Special Members are those
not working in a respiratory
care-related field.

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 accredita-
tion from, an AARC-
recognized agency.

SPECIAL NOTICE –– Student
Members do not receive
Continuing Respiratory Care
Education (CRCE) transcripts.
Upon completion of your
respiratory care education,
continuing education credits
may be pursued upon your
reclassification to Active or
Associate Member.

You may apply or renew instantly on-line by going to https://secure.aarc.org/membership/

■■    Active      ■■    Associate (Foreign)       ■■    Associate (Physician)       ■■    Associate (Industrial)      ■■    Special      ■■    Student

Last Name ________________________________________________   First Name ______________________________________________________

Social Security No. (last four digits only) ______________________  Home Address ___________________________________________________   

City ____________________________________________________________   State _____________      ____________    Zip ______________________

Phone No. ( ________ )  _____________________________________       Email Address  _______________________________________________

You are automatically assigned to a state society based on your home address. If you wish to be assigned to a different state society,
please indicate which state that is here: _______________________________________

Work Information: Place of Employment  _________________________________________________________________________________

Address ____________________________________________________________     City _________________________________________________

State _____________   Zip ____________________________________  Phone No. ( _________ ) _________________________________________

Preferred Fax No.( _________ ) _______________________________   Preferred Email Address  _________________________________________

Preferred Mailing Address:    ■■    Home    ■■    Business

Have you ever been or are you currently in the military? ■■    Yes    ■■    No

For Student Member (Required)
School/RC Program _____________________________________________  Address ____________________________________________________

City ____________________________________________________________________   State _____________  Zip ___________________________

Phone No. ( _________ ) ______________________________________      Program Director ____________________________________________

Expected Date of Graduation Month ________    Year ________

Please answer these questions to help us design services and programs that meet your needs.

Primary Job Responsibility (check one only)
■■    Clinical Specialist ■■    Director of Clinical Education ■■    Director ■■    Disease Manager
■■    Diagnostic Technologist ■■    Instructor/Faculty/Professor ■■    Medical Director ■■    Manager
■■    Marketing      ■■    Nurse ■■    Owner ■■    Other
■■    Program Director ■■    Patient Educator ■■    Pulmonary Function Technologist ■■    Product Management
■■    Sales ■■    Supervisor/Coordinator ■■    Sleep Technologist/Polysomnographer  ■■    Sleep Technologist/Specialist
■■    Staff Therapist ■■    Student

Type of Business
■■    DME/HME ■■    Educational Institution ■■    Home Health Agency ■■    Long Term Acute Care/Rehab
■■    Manufacturer/Distributor/Pharma ■■    Military ■■    Hospital ■■    Other
■■    Physician’s Office ■■    Skilled Nursing Facility ■■    Sleep Lab Free Standing ■■    Sleep Lab Hospital Based
■■    Student ■■    Temp ■■    Outpatient Facility

Check the Highest Degree Earned
■■    PhD ■■    EdD ■■    MEd ■■    MBA ■■    MS ■■    MHA ■■    MHS ■■    MPA ■■    MPH ■■    MSEd ■■    MSN
■■    MA ■■    BSRT ■■    BSRC ■■    BS ■■    BHS ■■    BSEd ■■    BSN ■■    BA ■■    AAS ■■    AS ■■    AA

Job Status ■■  Full Time           ■■  Part Time                   ■■  Years in Respiratory Care _____________

Credentials ■■  MD ■■  DO ■■  RRT-NPS ■■  RRT-SDS ■■  RRT ■■  RPFT ■■  CRT-NPS ■■  CRT-SDS ■■  CRT

■■  CPFT    ■■  RN ■■  RPSGT    ■■  AE-C ■■  CTTS ■■  EMT-P ■■  LPN ■■  LVN

Honorary Credentials ■■  FAARC ■■  FACHE ■■  FAACVPR ■■  FCCM ■■  FCCP

Date of Birth _________________ Sex _____________

Membership Application
Your  Membersh ip  Makes  A Di fference 
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Membership Fees (U.S. dollars only) 
Payment must accompany your application to the AARC. Fees are for 12 months. These fees contain the $12.50 new members processing fee.
Renewing members (except students) can deduct $12.50.

Choose One Level of Membership

AARC REGULAR MEMBERSHIP (Receive both AARC Times magazine and RESPIRATORY CARE journal)
■■  Active $102.50     ■■  Associate (Industrial or Physician) $102.50      ■■  Associate (Foreign) $117.50     ■■  Special $102.50     ■■  Student $50.00

NEW! AARC REGULAR MULTI-YEAR MEMBERSHIP ■■  Active or ■■  Associate (U.S. only) or ■■  Special for: ■■  2 years $170 or ■■  3 years $240

Or
AARC CHOICE MEMBERSHIP (Choose one publication)     I want    ■■  AARC Times magazine   or ■■  RESPIRATORY CARE journal
■■  Active $91.00          ■■  Associate (Industrial or Physician) $91.00         ■■  Associate (Foreign) $106.00         ■■  Special $91.00

Or
AARC PLUS MEMBERSHIP (All publications and other special benefits)
■■  Active $137.50       ■■  Associate (Industrial or Physician) $137.50       ■■  Associate (Foreign) $177.50       ■■    Special $137.50
(Includes one free specialty section – please mark your choice below.)

Or
Web-only MEMBERSHIP (Open only to international members) ■■  Foreign $92.50 

*Voluntary PAC Contribution      $                   **Voluntary ARCF Contribution      $                   
* AARCPAC is a separate aggregated fund. Voluntary political contributions by individuals should be written on personal checks. Contributions from corporations are illegal and cannot be accepted. The AARC
will not favor or disadvantage anyone based upon the amounts of or refusal to make AARCPAC contributions. Contributions to a political action committee are not deductible for federal income tax purposes.
** American Respiratory Care Foundation (ARCF) is a not-for-profit organization formed for the purpose of supporting research, education, and charitable activities in respiratory care. Contributions to the
ARCF are tax deductible.

Specialty Sections (Open to all members) E-mail address is required.
Membership in AARC Specialty Sections connects you to others who practice in your area of respiratory care through an electronic mailing list, monthly E-Newsletters, quarterly Section E-Bulletins,
and an information-rich Specialty Section website. Programs created by specialty section members are integral to the AARC Summer Forum and AARC International Respiratory Congress.

■■  Adult Acute Care Section $15.00         ■■  Education Section $20.00        ■■  Neonatal-Pediatric Section $15.00        ■■  Diagnostics Section $15.00
■■  Management Section $20.00              ■■  Transport Section $15.00         ■■  Long-Term Care Section $15.00            ■■  Home Care Section $15.00         
■■  Continuing Care Rehabilitation Section $15.00 ■■  Sleep Section $15.00

Payment Information
Enclosed is a check for the membership fee I selected plus any specialty section fees plus any contributions to AARCPAC or ARCF for the total amount of
$____________.  Please make checks payable to the AARC.
Please charge my dues to:        ■■  MasterCard       ■■  Visa       ■■  American Express

Card Number   _______________________________________  Card Expires ________ /_______   Signature ________________________________________
Send this application and fees to: 
American Association for Respiratory Care
9425 N. MacArthur Blvd., Suite 100, Irving, TX 75063-4706 (if using a credit card)
or P.O. Box 650097, Dallas, TX 75265-0097 (if sending a check)
Fax: 972-484-2720 • Phone: 972-243-2272

THANKS FOR BEING PART OF THE TEAM

PLEASE SIGN
I hereby apply for membership in the American Association for Respiratory Care. If approved for membership in the

AARC, I will abide by its bylaws and professional code of ethics. I authorize investigation of all statements contained
herein and understand that misrepresentations or omissions of facts called for is cause for rejection or expulsion.

A yearly subscription to RESPIRATORY CARE journal and AARC Times magazine includes an allocation of $11.50 from
my dues for each of these publications, if applicable.
NOTE: Contributions or gifts to the AARC are not tax deductible as charitable contributions for income tax purposes.
However, they may be tax deductible as ordinary and necessary business expenses subject to restrictions imposed as a
result of Association lobbying activities. The AARC estimates that the nondeductible portion of your dues   –– the portion
which is allocable to lobbying  –– is 19%.

Signature _______________________________________________   Date __________________________

You may apply or renew instantly on-line by going to https://secure.aarc.org/membership/

AARC AN EX C E L L E N T IN V E S T M E N T
Membership has

many personal and

professional benefits.

The potential savings

from these benefits

go well beyond

the cost of AARC

membership, only a

quarter a day!

Did you remember to give us your
email address on page 1?

Revised May 2010
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RESPIRATORY CARE 2010

An advance look at the program is now online. For details, visit the website at
www.AARC.org/go/cd

Attend the AARC International Respiratory Congress this year. It’s your best bet for increasing both your professional worth and the investment value you can return to your company or institution.  Just check out these numbers!
4 days of Sessions •  250+ sessions •  170+ speakers•  25+ CRCE® credits
3 days of Exhibits•  See all companies in respiratory care •  Purchase onsite – it’s a Buying Show•  View the very latest in industry trends 
4 days of Networking •  Meet industry leaders•  Engage with peers in sessions•  Make contacts in the Exhibit Hall
Special Features•  OPEN FORUMS with 300+ original research projects•  Journal Conference Summaries•  Student-Centered Seminar
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Michigan

Respiratory Therapist Wanted
Advanced Medical Solutions is a durable medical equip-
ment company in southeastern Michigan looking for a
dependable, licensed respiratory therapist to oversee
their respiratory department. Part-time to full-time
hours available; pay based on experience and qualifica-
tions. If interested, please fax resume to Julie at (517)
548-1588 or e-mail amsdme@sbcglobal.net. 

For Sale/For Rent

Ventilators, Pulse Oximeters, and More
Respiratory care and cardiopulmonary equipment for
sale. Featuring Puritan Bennett, Siemens, Bird, Bear, Life-
care, Sechrist, Infrasonics, Dräger, Newport, and other
brand names. Adult, pediatric, infant/neonatal, trans-
port, and home care ventilators. All equipment are fully
remanufactured and warrantied. Lowest prices and best
quality. Nationwide-worldwide shipping. We buy used
equipment. Call for trade-in prices. General Biomedical
Service, Inc., New Orleans, LA, (800) 558-9449. 
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Classifieds
ADVERTISING SECTION

AARC Times Classified Advertising 
Information & Requirements:

Classified Word Advertisements  
AARC Members: $50 for 50 words or less; each ad-
ditional word, $1. Free Internet placement. Non-
members: $60 for 50 words or less; each additional
word, $1.20.  Listings are categorized by state. Fol-
lowing the state listings are United States/Interna-
tional, For Sale/For Rent, Miscellaneous, and
Situations Wanted. All copy should be typed double-
spaced. All ads will be set in 8-point type. To calcu-
late the cost per advertisement, a “word” is
considered to be one or more letters, numbers, or
special characters with a space before and after. 

Ads are featured on the AARC web site for one
month after publication. Ad may only be placed on
the web site with an insertion order for placement in
an AARC publication. Ad is noncancel able after
placement on the web site. NOTE: AARC Times re-
serves the right to refuse any advertisement not di-
rectly relevant to respiratory care. AARC Times does

not endorse any advertiser, its positions, practices,
services, or products. 

We reserve the right  to make editorial changes for
reasons of clarity and consistency. Every effort is
taken to avoid mistakes, but AARC Times cannot
be responsible for clerical or printing errors.
Deadline for Ad Placement/Cancellation  Dead-
line for ad placement and written cancellations for
the next available issue is November 24. Blind ads
available.   For Recruitment Advertising Informa-
tion, Contact Classified Advertisement Anna Bly-
denstein • Alhambra Plaza • 725 N. Highway A1A,
Suite C-106 • Jupiter, FL 33477 • (561) 745-6793
• Fax (561) 745-6795 • AARCAD@aol.com

Recruitment Display Advertisements

For Recruitment Display Ad Rates, go to
http://www.aarc.org/marketplace/media_kit/
2010_recruitment.pdf, or contact Goldsbury and 
Associates, Alhambra Plaza, 725 N. Highway A1A,
Suite C-106, Jupiter, FL 33477, (561) 745-6793,
Fax (561) 745-6795

Circle 40 in Advertiser Index Circle 42 in Advertiser Index

RCP LEAD / CLINICAL EDUCATOR

Commitment. Our motto. Compassion. Our core. 
Children. Our everything. 

Children’s Hospital of Orange County (CHOC) is a 238-bed, state of the art
hospital dedicated to nurturing, advancing, and protecting the health and
well-being of all children. But even our Magnet status does not truly reflect
our tradition of excellence. We are designated one of Leapfrog’s top eight
children’s hospitals nationally and the only California children’s hospital to
ever win the prestigious Silver Level CAPE Award from the California Council
for Excellence. Which is why CHOC’s leadership in advancing the
boundaries of pediatric health extends far beyond the communities of
Southern California.

The RCP Lead / Clinical Educator is accountable for the standards of care;
promoting changes in practice through educational development,
promotion of clinical expertise and patient safety. The position provides
oversight for clinical education and competence of the Respiratory
/Pulmonary Services Department. The position is primarily responsible for
orientation and integration of new Associates and supports the
advancement and development of Associates as well as coordination of the
RCP Fellowship Program.

This position requires:
• BS Degree in health related field (MS preferred) 
• Graduation from an AMA approved Respiratory Care Program
• Current CA RCP License
• Current RRT,NRP, BLS, PALS Credentials
• Current NPS (can be obtained within the first 6 months)
• Minimum 5 years previous experience in Respiratory Care 
• Leadership and teaching experience preferred
We offer an excellent benefits package including competitive
compensation, $10,000 tuition reimbursement, excellent medical, dental,
vision, and a 403 (B) Retirement Plan with eligibility starting the first day of
employment. 

Join CHOC’s multi-disciplinary team and make your mark! For immediate
consideration please send your resume to sgoshen@choc.org or call 714
532-7882. Please visit www.choc.org to learn more about the outstanding
opportunities CHOC has to offer. EOE/AA employer. 

Classified:Layout 1  10/8/10  4:04 PM  Page 116



Circle 45 in Advertiser Index

Classified:Layout 1  10/8/10  3:00 PM  Page 117



Calendar of Events

December 5
Las Vegas, NV
Alpha-1 Antitrypsin
Deficiency for the
Respiratory Therapist
(Pre-Congress Course)
Contact AARC, (972)
243-2272,
www.aarc.org/
education/meetings

December 5
Las Vegas, NV
Current Issues in
Mechanical
Ventilation (Pre-
Congress Course)
Contact AARC, (972)
243-2272,
www.aarc.org/
education/meetings

AARC & State 
Society Programs

October 24–30
Respiratory Care Week
Contact AARC, (972)
243-2272,
www.aarc.org

October 27
Lung Health Day
Contact AARC, (972)
243-2272,
www.aarc.org

October 28
Newark, DE
17th Annual Trends in
Respiratory Care
Conference
Contact www.
Delawarelung.org,
Debbie Marckese,
(302) 651-5117

Submissions for the
next available issue 
are due Nov. 24. 

For information on
submitting calendar
events, contact: Beth
Binkley, AARC Times
9425 N. MacArthur
Blvd, Suite 100, Irving,
TX 75063-4706 
(972) 243-2272  
Fax (972) 484-2720  
E-mail binkley@aarc.org
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December 6–9
(Monday–Thursday)
Las Vegas, NV
AARC International
Respiratory Congress
Contact AARC, (972)
243-2272,
www.aarc.org/
education/meetings

Other Meetings

November 18 
(11–12 EST)
TechEd Live
Pulmonary Function
Webcast Series
Bronchial Challenge
Testing Part 2 —
Mannitol Challenge
Contact Susan
Blonshine, (517) 676-
7018, sblonshine@
techedconsultants.com

SUBSCRIBER LOYALTY Gives
You MORE EXPERIENCED

CANDIDATES
44% of AARC Times subscribers have been
reading AARC Times magazine for more
than 15 years. Long-time subscribers are
more likely to read publications regularly
and respond to advertisements at higher
rates. SOURCE: READEX 2003 RESPIRATORY CARE COMPANION SURVEY

☛ AARC Members save money with lower
recruitment rates than non members.

☛ The lowest recruitment rates in 
respiratory care.

☛ Immediate Internet Exposure with every
recruitment ad insertion on line in the
AARC Career page (posted online within
24 hours of receipt) – seen by 2.2 million
visitors annually. 

☛ Reach candidates in all specialties 
and care settings.

☛ AARC Times magazine and RESPIRATORY

CARE Journal are the only official 
publications of the AARC. 

Everyone is looking for respiratory
therapists, but there is only one place
to find professional, experienced, and
highly skilled respiratory therapists.
You’ll find them reading the AARC’s
AARC Times magazine. Unlike other
magazines, our readers have

demonstrated their
professionalism 
by joining the
American Association

for Respiratory Care.

CALL ANNA FOR SOLUTIONS
FOR YOUR RECRUITMENT 

ADVERTISING.

CALL: (561) 745-6793
EMAIL: anna@aarc.org

FIND PROFESSIONAL, EXPERIENCED, AND SKILLED RTS AT THE AARC
R E S P I R A T O R Y  D I R E C T O R S  /  S U P E R V I S O R S  /  H U M A N  R E S O U R C E  M A N A G E R S
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Advertiser Index

Aerogen 11 27
(866) 423-7643     www.aerogen.com     Booth 510-512

AirGuard 26 60
(800) 967-9727     www.airguardmedical.com     Booth 548

AirGuard 78 86
(800) 967-9727     www.airguardmedical.com     Booth 548

Airon 12 16
(888) 448-1238     www.AironUSA.com     Booth 411-413

Airon 79 86
(888) 448-1238     www.AironUSA.com     Booth 411-413

Airtraq 23 43
(877) 6-Airway     Airtraq.com

Airtraq 80 86
(877) 6-Airway     Airtraq.com

Alere 6 23
(877) 441-7440     www.alere.com     Booth 1024-1026

Alpha 1 Foundation 31 57
(800) 425-7421     www.alpha-1foundation.org     Booth 656

Alpha 1 Foundation 34 79
(800) 425-7421     www.alpha-1foundation.org     Booth 656

ARC Medical, Inc. 10 21
(800) 950-2720     arcinfo@arcmedical.com     Booth 342

B & B Medical Technologies, Inc. 51 16
(800) 242-8778     www.bandb-medical.com     Booth 641

B & B Medical Technologies, Inc. 75 86
(800) 242-8778     www.bandb-medical.com     Booth 641

Banner Health 45 117
(866) 377-5627     www.BannerHealth.com

CareFusion 17 C2
carefusion.com     Booth 417

To advertise, contact: Tim Goldsbury, Advertising Sales, Alhambra Plaza, 725 N. Highway A1A, Suite C -106, Jupiter, FL 33477, (561) 745-6793, 
Fax (561) 745-6795, goldsbury@aarc.org. Or contact Beth Binkley, Advertising Assistant, Daedalus Enterprises, Inc., 9425 N. MacArthur Blvd., 

Suite 100, Irving, TX 75063-4706, (972) 243-2272, Fax (972) 484-2720, binkley@aarc.org.  

Name ______________________________  Title  _____________________ Facility ______________________

Address _______________________ City _____________ State _____  Zip _______ Phone # _____________

FOR FAST PRODUCT INFORMATION FROM THE MANUFACTURERS, circle the corresponding
number on this page and fax this form to (888) 847-6035

or go online to www.aarc.org/resources/ and click on Reader Service Program

Company Name . . . . . . . . . . . . . . . . . . . . . . . . Cir # . . . . . . Pg #

Chad Therapeutics 38 67
(800) 423-8870 x300     www.chadtherapeutics.com

CHOC Children’s 42 116
(714) 532-7882     www.choc.org

Compumedics 3 14
(877) 717-3975     www.compumedics.com     Booth 243

Compumedics 82 86
(877) 717-3975     www.compumedics.com

Covidien Resp & Monitoring Solutions 36 70-71
www.covidien.com/successstories     Booth 401

Dräger Medical 46 C4
(800) 437-2437     www.draeger.com/respiratorycare     Booth 917

DRIVE4COPD 39 81
drive4copd.com/aarc

Electromed, Inc. 25 51
(800) 462-1045     www.SmartVest.com     Booth 102

Electromed, Inc. 77 86
(800) 462-1045     www.SmartVest.com     Booth 102

Epocal, Inc 16 29
(888) 893-6225     www.epocal.com     Booth 735

Fisher & Paykel Healthcare 4 5
(800) 446-3908     www.fphcare.com     Booth 701

Fisher & Paykel Healthcare 9 25
(800) 446-3908     www.fphcare.com     Booth 701

General Biomedical 13 11
(800) 558-9449     www.GeneralBiomedical.com

Great Lakes Orthodontics 98 88
www.greatlakesortho.com

Hans Rudolph, inc. 5 15
www.rudolphkc.com

Company Name . . . . . . . . . . . . . . . . . . . . . . . . Cir # . . . . . . Pg #
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Hans Rudolph, inc. 83 87
www.rudolphkc.com

Hill-Rom 33 61
(800) 426-4224     www.thevest.com     Booth 317

Impact Instrumentation Inc 29 45
www.impactii.com     Booth 301-303

Impact Instrumentation Inc 84 87
www.impactii.com

Invacare 32 59
(800) 333-6900     www.invacare.com     Booth 511

Invacare 95 88
(800) 333-6900     www.invacare.com     Booth 511

Kimberly-Clark 15 19
www.VAP.Kchealthcare.com/CSS     Booth 235

Marsh Affinity Group 18 33
(800) 503-9230     www.proliability.com/47501     Booth 444

Masimo 58 37
(800) 257-3810     www.masimo.com     Booth 201

Masimo 81 86
www.masimo.com     Booth 201

Medical Acoustics 8 52
www.lungflute.com

Medical Acoustics 85 87
www.lungflute.com

Medical International Research, Inc 30 55
(262) 565-6797     www.spirometry.com     Booth 846

Medical Reserve Corps 28 30
www.medicalreservecorps.gov     Booth 1102

MediTrack Products 20 10
(800) 863-9633     www.doser.com

Mercury Medical 35 65
(800) 237-6418     www.mercurymed.com     Booth 428-430

Mercury Medical 86 87
www.mercurymed.com

Methapharm 22 10
(800) 287-7686     www.provocholine.com     Booth 648

Monaghan Medical 14 7
(800) 833-9653     www.monaghanmed.com     Booth 229

Monaghan Medical 87 87
www.monaghanmed.com     Booth 229

Name ______________________________  Title  _____________________ Facility ______________________

Address _______________________ City _____________ State _____  Zip _______ Phone # _____________

FOR FAST PRODUCT INFORMATION FROM THE MANUFACTURERS, circle the corresponding
number on this page and fax this form to (888) 847-6035

or go online to www.aarc.org/resources/ and click on Reader Service Program

Company Name . . . . . . . . . . . . . . . . . . . . . . . . Cir # . . . . . . Pg #

Newport Medical 19 17
(800) 451-3111     www.ventilators.com     Booth 323

Newport Medical 76 86
(800) 451-3111     www.ventilators.com     Booth 323

Oridion 27 13
(888) ORIDION     www.oridion.com     Booth 611

Oxycare 96 88
www.oxycare.edu

Passy-Muir Inc. 88 87
www.passy-muir.com/seminars     Booth 343-345

Philips Respironics 37 77
www.philips.com/123cardiographs     Booth 617

Philips Respironics 93 88
www.respironics.com/123cardiographs     Booth 617

Pulmodyne 41 3
(317) 246-5505     www.Pulmodyne.com     Booth 447

Pulmodyne 89 87
www.Pulmodyne.com

Smith Seminars 92 88
(866) 857-2211     www.SmithSeminars.com

Smiths Medical 52 75
SEE AD      Booth 809

Smiths Medical 90 87
Booth 809

Tri-anim 24 48-49
(800) 874-2646     www.tri-anim.com     Booth 1009

University of Southern Indiana 40 116
www.usi.edu/facultyjobs

Vapotherm 7 9
(866) 827-6843     www.vtherm.com     Booth 449-451

Vapotherm 94 88
www.vtherm.com

Verathon 43 C3
(800) 331-2313     verathon.com     Booth 647-649

Verathon 91 88
(800) 331-2313     verathon.com     Booth 647-649

Vortran 21 39
(800) 434-4034     www.vortran.com     Booth 730

Vortran 97 88
www.vortran.com     Booth 730

Company Name . . . . . . . . . . . . . . . . . . . . . . . . Cir # . . . . . . Pg #
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Circle 43 in Advertiser Index
Visit AARC Booth 647-649 in Las Vegas
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Circle 46 in Advertiser Index • Visit AARC Island 917 in Las Vegas
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