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Pulmonary rehabilitation is a place for chronic lung dis-
ease patients to learn more about their conditions and to
exercise under the watchful eye of respiratory therapists
and other health professionals to regain some of their lost
functioning.

But it’s also a place where people gather to support one
another. In most programs, both patients and staff have a
lot of fun in the process. That’s always been the case in
the pulmonary rehab program at McLaren Regional Med-
ical Center in Flint, MI. Launched more
than 32 years ago with one treadmill and
one patient at a time, the program now
enrolls about 60 patients in the full pro-
gram and 50 patients in the maintenance
program. Spouses are welcome to accom-
pany patients to the facility and even
take part in the exercise if they so desire.

For the woman you see on the cover of
this issue, that was her introduction to
pulmonary rehab. “I first met Annie
through her husband Bob,” explains
Lynne Leach, RRT, RPFT, who has been
working as a staff therapist in the pro-
gram since 1998 and took the winning
photo in our 2010 Photo-of-the-Year Con-
test. “Bob was our patient initially be-
cause he had emphysema. As his health deteriorated,
Annie would bring him to our facility.”

When Bob passed away, the AARC member says she
and her colleagues didn’t see Annie quite as often, but she
still stayed in touch through the program’s Breathers Club
support group. Then about three or four years ago, Annie
returned to the program as a referral. “She had a hospital
stay and was diagnosed with COPD and pulmonary hy-
pertension,” says Leach.

While staff members were sorry to hear about her di-
agnosis, they were more than happy to see her smiling
face back in the room. “The first thing you notice about

Annie is her smile and warmth,” says Leach. “She is a
friend to everyone in our program.” At 83, Leach says her
patient is still going strong and serves as an inspiration
to everyone in the program. “She is the tiniest ball of en-
ergy. As a patient, she continues to amaze me. Her
strength and determination are astounding.”

“I met Lynne years ago when my husband Bob was a
patient at pulmonary rehab,” says Annie. “I really got to
know her when I became a patient. Lynne has helped me

in all areas of pulmonary rehab. She has
taught me how to breathe, the importance of
wearing my oxygen, exercise, and just every-
thing. I am so thankful for all the respiratory
therapists here.”

So, how did the winning photo come
about? Leach explains that Annie wears a
forehead probe during exercise rather than
a finger pulse oximeter because she also has
Raynaud’s syndrome. On this particular day,
one of her friends in the program had the
bright idea to dress up the headband with
some feathers, and the rest is history.

Says Annie, “It was all Beverly’s doing.
She is such the instigator! When she brought
in the peacock feathers and wanted Lynne to
put them in the headband, I just laughed

and went along with the joke. Then Lynne got the camera
out because she said that she just had to snap a picture of
me because I was ‘as pretty as a peacock.’ I let her submit
the picture because I never dreamed I would win.”

Now that her photo has taken the top prize, what does
she think about being a “cover girl”? “I really was shocked
that my picture was chosen,” says Annie. “After Lynne
called me with the news, I called family members. They
are so happy for me.” Her friends in the program are
happy for her, too. “I keep being asked for my autograph.
It’s exciting and fun.” ■

On the Cover

Pretty as a Peacock

Winning photo in 2010 contest exemplifies the spirit of pulmonary rehabilitation

on the cover…

Annie

Photo by Lynne Leach

by Debbie Bunch
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Allergies & Asthma

F O C U S  O N

Welcome to the new “Chronic Disease Manager” col-
umn. As the role of the respiratory therapist changes, so
must our focus in the coming years. As the AARC contin-
ues to aggressively pursue Medicare Part B coverage for
the practicing respiratory therapist, we are keenly aware
that disease management of the patient with chronic
lung disease will be crucial and respiratory therapists
need to be at the head of the line. Even today, without
this coverage in place, there are many respiratory thera-
pists who are actively managing patients under the dis-
ease management model in patients’ homes and
outpatient clinics. If you are doing protocols in the hos-
pital, you are already practicing a form
of disease management.

The number of patients who will be
cared for under disease management is
likely to grow exponentially in the com-
ing years. With this in mind, we de-
cided that after 15 years the “Focus on
Allergies and Asthma” column would
be folded in this column. This was a
natural evolution. In fact, over the past
two decades the RT’s role in asthma
and COPD disease-management has
evolved into acute-care settings, pa-
tients’ homes, and the community.
Chronic obstructive lung diseases, in-
cluding asthma and COPD, are ideal for
the disease management paradigm;
and RTs can apply their abilities in
treating and teaching patients in vari-
ous settings beyond the hospital walls.1

What is disease management?
Before we go further, it is important to define what

disease management is. It can best be described as a
comprehensive and coordinated system of care that fo-
cuses on the chronic disease state rather than on just the
acute episode. It includes prevention, treatment, patient

tracking and follow-up.2 Another vital piece of the puzzle
is communication. In order to be successful we must
communicate adequately to the patient, caregiver, fam-
ily, and clinicians who manage that patient. If we do not,
the outlook for the patient will be considerably impaired.

A unique feature of disease management is that con-
trol of chronic disease must focus on the chronic disease
state rather than just the acute episode. Our recent
Human Resources Survey in 2009 found that approxi-
mately 70% of us work in acute care. This does not mean
that we cannot practice disease management in the hos-
pital — in fact, we can utilize the key features of this

model to improve care and expedite the
process of care and hopefully reduce
length of stay in this setting. For many
patients, disease management actually
starts in the hospital.

There is an increasing need for the
disease-management paradigm of
managing chronic diseases, because
chronic respiratory diseases are on the
rise. According to the U.S. Centers for
Disease Control and Prevention, in 2000
over 90 million Americans had a
chronic condition, and chronic condi-
tions accounted for 70% of all deaths.3

It is also estimated by the U.S. Centers
for Disease Control and Prevention
(CDC) that by the year 2020 the number
of Americans with at least one chronic
condition may grow to 157 million. This
is likely due to the baby boomers who
are already entering these ranks of pa-

tients with chronic health problems.

Are you prepared?
Over the next year we will invite experts in various

areas of chronic disease management to address the

New Column: Chronic Disease Manager

about the author…

Thomas J. Kallstrom, MBA,
RRT, FAARC, is associate
executive director and

chief operating officer of
the AARC.

by Thomas J. Kallstrom, MBA, RRT, FAARC

Chronic Disease Manager

(continued on page 62)



Ventilation for Life
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The transport of newborns has been in the published
medical literature for over a century. In 1900 Dr. Joseph
DeLee of the Chicago Lying Hospital was credited with de-
veloping the first mobile incubator for premature infants.
This early device provided the premature infant with
warmth while being transported to the hospital after being
born at home. The “DeLee incubator ambulance,” as it was
known, was a miniature incubator with a circulating hot-
water system heated from the outside by an alcohol lamp.
It was lit by electricity and had a simple
ventilation system.1 These early trans-
port incubator systems were very crude
by today’s standards. Early on, the med-
ical profession was split in its support of
these newly developed transport iso-
lettes. In 1917 a physician even asserted
that “incubators are passé except for
country fairs and sideshows.”2 So much
has changed since then.

Technology and knowledge 
improve neonatal ventilation

During the last two decades, many
new respiratory techniques have been
developed to support the neonate. Al-
though these new techniques have been
extensively researched, many studies
have included only premature infants
with acute respiratory distress syn-
drome. One must remember that the
newborn can suffer from various disease
processes, each with a different underly-
ing pathophysiology and varying impact
on lung function. For instance, a term in-
fant with meconium aspiration syn-
drome (MAS) may have over-distended
lungs with high airway resistance, whereas the surfactant-
deficient lungs of premature infants are atelectatic and
noncompliant. Thus, the concept of “one mode fits all” is

no longer an appropriate respiratory management strat-
egy, evidenced by studies examining the efficacy of venti-
latory modes that have addressed only one type of lung
disorder, leaving management of other conditions in ques-
tion.3

It is clear that neonatal ventilation is not simply venti-
lation of small adults. Assisted ventilation of preterm new-
borns with respiratory failure has traditionally been
accomplished using time-cycled, pressure-limited (TCPL)

devices for decades, primarily because
of the ease of its application and rela-
tive safety.4 As the field of neonatology
knowledge expanded, so did the tech-
nology to help care for the seemingly
ever-diminishing sizes of the patients.
This new technology is offering poten-
tially promising options for mechanical
ventilation of newborns to clinicians
who truly understand the intricacies of
this patient population. Despite the
availability of options of ventilation
modes for the newborn in the neonatal
intensive care unit (NICU) — such as
SIMV with pressure support, volume
guarantee (PSV-VG), high-frequency
ventilation, and airway pressure release
ventilation (APRV) — the goals of venti-
lation remain the same and are clear:
• to maintain adequate, not nec-

essarily normal, pulmonary
gas exchange;

• to minimize lung injury with
the least possible degree of he-
modynamic impairment to
help avoid injury to distant or-
gans; and

• to decrease the patient’s work of breathing and
optimize patient comfort.5,6

Innovations in Neonatal Transport Ventilation

about the author…

Steven E. Sittig, RRT-NPS,
C-NPT, FAARC, is a

pediatric clinical transport
specialist at Mayo Clinic

in Rochester, MN. He also
serves the AARC as chair
of both the Surface to Air
Transport Section and the

Disaster Response
Roundtable and is the
AARC representative to

the CAMTS board of
directors.

by Steven E. Sittig, RRT-NPS, C-NPT, FAARC



Mobile NICU challenges
Today’s modern NICU has an immense amount of

equipment and personnel to support and monitor the
critically ill newborn. On the other hand, neonatal trans-
port systems need to have many items or pieces of
equipment on hand at all times. These teams often are
asked to operate in different travel conditions, from hel-
icopters and fixed wing aircraft to ground ambulances.
A typical neonatal transport team is comprised of spe-
cially trained registered nurses and respiratory thera-
pists. The transport of critically ill neonates is a very
dynamic process, and a multitude of interventions may
occur during a transport. Interventions may include ad-
justments of the ventilator settings such as FIO2, rate and
minute ventilation, glucose control, inotrope support, or
volume boluses.7

Transport of critically ill neonates has evolved into a
highly specialized process. Specific transport training is
widely accepted and essential for staff who will be called
upon to transfer neonatal patients from one location to
another.8 The application of improper ventilator settings
and oxygen level can potentially worsen the patient’s un-
derlying need for transport and result in a higher level of
care. Extreme hypercapnia can lead to pulmonary vaso-
constriction and intraventricular hemorrhage. In
neonates with MAS, persistent pulmonary hypertension
of newborn (PPHN), and certain congenital heart disease
patients who are maintained on an adequate pulmonary

blood flow, pulmonary vasoconstriction is
undesirable. On the contrary, extreme
hypocapnia has been shown to increase the
incidence of periventricular leukomalacia
and cerebral palsy.9

In the past, monitoring neonates during
transport included a “bare bones” approach.
Typical physiologic monitoring would in-
clude pulse oximetry, electrocardiogram,
and blood pressure monitoring. With the
addition of point-of-care testing, the trans-
port team can quickly assess the needed
level of ventilatory support, avoiding the
complications of hypocapnia or hypercap-
nia, as well as valuable electrolytes.10 The
advanced technology of mechanical trans-
port ventilators has also helped improve
this mobile intensive care. The ability to de-
liver consistent tidal volumes along with
point-of-care testing helps the team to ad-
just the mechanical ventilator support

Neonatal Transport   Ventilation for Life
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The “DeLee incubator ambulance,” developed in 1900, was the first
mobile incubator for premature infants.

(continued on page 62)
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Sleep Waves

The following sleep-related studies have appeared in
scientific publications over the past few months.

Rod cells play a role in setting the internal clock
U.S. researchers publishing in a recent issue of Nature

Neuroscience are helping to explain how light coming into
the brain through the eyes sets our internal clocks. Their
study, conducted in a mouse model, found rod cells (one
of three types of photosensitive cells located in the
retina) are solely responsible for setting the internal clock
in low-light conditions. These cells also contribute to set-
ting the internal clock in bright-light conditions, along
with cones and other retinal cells.

The findings run counter to conventional wisdom,
which holds that circadian rhythms can only be set in
bright light. The investigators were also surprised because
research has shown rod cells become ineffective when
exposed to bright light, leading to the original conclusion
that these cells have no role in setting the internal clock.

According to the authors, the study results have im-
plications for people exposed to prolonged periods of dim
or low light at night because such exposure could influ-
ence their internal clocks. Since rod cells are often lost
with age, the findings could also help explain some sleep
problems seen in elderly people.

BIS scale may predict non-adherence to CPAP
A new study out of East Carolina University in

Greenville, NC, suggests the Behavioral Inhibition System
(BIS) scale may be useful in predicting non-adherence to
continuous positive airway pressure (CPAP) among peo-
ple with obstructive sleep apnea (OSA). The investigators
analyzed data from the BIS and other standard measures
in 63 adults with OSA using a binary logistic regression.
Adherence to CPAP was defined as using the device for
more than four hours a night on 70% of nights.

The regression correctly classified 73% of participants
as adherent or non-adherent, and an elevated BIS was
the strongest predictor. Neuroticism was the second
strongest predictor. The authors conclude, “The BIS scale
may be a useful tool for predicting non-adherence and

assist with the development of intervention strategies
that will increase adherence.” The study was published
in the Sept. 28 Epub edition of Sleep & Breathing.

Sleepiness increases risk for 
depression in OSA patients

Do certain OSA factors put patients at higher risk for
depression? Johns Hopkins researchers set out to answer
that question in a study that compared Beck Depression
Inventory (BDI) and Epworth Sleepiness Scale (ESS)
scores, along with polysomnography results, in 53 con-
secutive patients with suspected OSA to those found in a
control group. The OSA patients were all assessed prior to
treatment. Results showed:

• Depression was seen in 35% of OSA patients and
8% of controls.

• A significant correlation was seen between the
BDI and ESS scores.

• The ESS was significantly associated with depres-
sion in a linear regression model that controlled
for race, sex, age, and respiratory disturbance
index (RDI).

• RDI and depression were weakly associated.
• No correlation was seen between BDI scores and

OSA disease severity.

The authors conclude, “These data suggest that OSA
patients with symptoms of excessive sleepiness have the
highest risk of associated depressive symptoms and may
benefit most from depression screening.” They published
their findings in the Oct. 11 Epub edition of Laryngoscope.

Dieters need their sleep
Burning the candle at both ends while dieting isn’t a

good idea, find University of Chicago researchers who fol-
lowed 10 healthy overweight volunteers aged 35 to 49
with a body mass index (BMI) ranging from 25 to 32.

Participants were placed on an individualized, bal-
anced diet, with calories restricted to 90% of what they
needed to maintain their weight without exercise. Each

Recent Sleep-related Articles 
Highlight Latest Research



participant underwent two, two-week sessions in a lab-
oratory setting: one in which 8.5 hours were set aside for
sleep, and one in which 5.5 hours were set aside for sleep.

During the two-week, 8.5-hours-in-bed phase, volun-
teers slept an average of seven hours and 25 minutes
each night. In the 5.5-hour phase, they slept five hours
and 14 minutes. The volunteers lost an average of 6.6
pounds during each 14-day session, but during weeks
with adequate sleep, they lost 3.1 pounds of fat and 3.3
pounds of fat-free body mass, mostly protein. During the
short-sleep weeks, participants lost an average of 1.3
pounds of fat and 5.3 pounds of fat-free mass — a 55% re-
duction in fat loss when compared to the two-week pe-
riod with more sleep.

Getting adequate sleep also helped control hunger.
Average levels of ghrelin did not change when dieters
spent 8.5 hours in bed. However, when they spent 5.5
hours in bed, their ghrelin levels rose from 75 ng/L to 84
ng/L. The study appeared in the Oct. 5 issue of the Annals
of Internal Medicine.

Colorectal adenoma more common 
in short sleepers

Poor quality sleep has been linked to numerous con-
ditions. Here’s another one: Researchers from Case West-
ern Reserve University in Cleveland, OH, find people with
short duration sleep (defined as less than six hours a
night) are significantly more likely to have colorectal ade-
noma.

The study was conducted among 1,240 people prior to
undergoing colonoscopy. All were screened for sleep
problems using the Pittsburg Sleep Quality Index (PSQI).
Adenoma was found in 338 of the patients, or 27.3%.
While overall PSQI scores were similar for patients with
and without incident colorectal adenoma, the presence
of adenoma was significantly associated with PSQI com-
ponent 3, which relates to sleep duration. Overall, 28.9%
of these patients reported sleeping for fewer than six
hours a night, compared to 22.1% of patients without
adenomas.

The authors believe these findings suggest sleep du-
ration may be a novel risk factor for colorectal neoplasia.
The study appeared in the Oct. 8 Epub edition of Cancer.

Anatomical differences in obese children 
with and without OSAS

According to New York investigators publishing in the
Oct. 8 Epub edition of the American Journal of Respiratory
and Critical Care Medicine, anatomical differences may
help explain why some obese children develop obstruc-
tive sleep apnea syndrome (OSAS) and some do not.

Current Research  Sleep Waves
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The Judgment Defense

When I walked along the halls of hospitals in the
1980s I had a stethoscope and a pen, and most of my
work involved carrying out physician orders. Rarely was
I given the discretion to choose between alternative
treatments. Fortunately for the profession of respiratory
care, that has all changed. However, as the writers for the
movie “Spiderman” tell us, “with great power comes great
responsibility.” As therapists working under protocols
who are charged with using their discretion for the ben-
efit of patients, there comes the responsibility to be ac-
countable for preventable error. The key word, however, is
preventable.

The standard that therapists are
held to is one of what is reasonable and
prudent under the circumstances.
Therapists are not required to be om-
niscient or be able to predict the future.
If a therapist gathers the correct infor-
mation, analyzes it properly, and using
her best judgment reaches the wrong
conclusion, most courts hold that is not
negligent. It is error, but error of this
kind is often not preventable.

The key to the judgment defense is
proper patient evaluation (the timely
gathering of the right information to as-
sess the problem) and documentation
of the entire patient-care process. With-
out these two key components a thera-
pist is not entitled to exercise her
judgment.

Consider the case of a 54-year-old
man in the hospital for an exacerbation
of COPD. The therapist is called to the
bedside to evaluate the man after he re-
ports left-sided chest pain and short-
ness of breath following a paroxysmal coughing incident.
The patient is a frequent hospital patient and is well
known to the staff. The therapist sees the patient with
shortness of breath much like what he was admitted

with. She gives him a brief examination with ausculta-
tion, percussion, and observation, and concludes that a
nebulizer will be appropriate. Her documentation reads:

Pt. experiencing SOB. Lungs CTA, though slightly dimin-
ished on L. Nebulizer with Albuterol per protocol. Reassess in 1
hour. J.E.A.

She delivers the therapy and the patient reports he
feels a little better but still has trouble breathing. The
pulse oximeter reads 90. The therapist assures him he’ll
feel better shortly, then moves on to her other patients.
Half an hour later she is called back when the patient is

obtunded and has an oxygen satura-
tion of 77. The physician is called. A
chest radiograph reveals a left-sided
pneumothorax, and the patient expires
in spite of the team’s best efforts. Is the
therapist entitled to the judgment de-
fense if she or her employer get sued?

Logic dictates that a therapist can
only judge a patient’s condition if she
is informed about all the relevant clin-
ical data. It is the therapist’s duty to ac-
quire that data. The charting above is
terrible. Woefully absent is the patient
history. The therapist has charted only
that she listened to lung sounds and
that they were clear to auscultation (a
finding that may be at odds with the
patient’s clinical condition). She does
not record that she did a physical exam
or used palpation and percussion in
her exam. On the record as set out
above, there is insufficient information
to submit a judgment defense. While
the therapist can testify to all of these
things in her deposition, there is a

widely asserted and sometimes believed proposition in
medicine that if it wasn’t charted, it wasn’t done.

The better a therapist’s documentation, the less likely
she is to be sued (or get her employer sued). Proper 
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documentation in an age of protocols should include all
the pertinent patient history: (Patient has a long history of
COPD with frequent flare-ups that respond well to albuterol.)
It would also document a careful examination of the pa-
tient: (Patient had some inspiratory wheezing over the right
lung fields with breath sounds diminished over the left. Mild
use of accessory muscles of ventilation. Percussion notes were
resonant throughout. Chest expansion equal bilaterally. Oxy-
gen saturation on room air was 90.) Factors used in arriving
at the plan of care should be documented: (Patient does
not appear acutely ill. States: “I feel like I pulled a muscle when
I coughed.” Oxygen saturation normal for patient at 90. Will
treat for bronchospasm and re-evaluate in an hour.) The vital
signs and results of therapy
should, of course, also be ap-
pended.

While all of this takes time
and therapists frequently have
very little of it, the time spent
charting pays off handsomely
in the event the therapist or the
hospital is ever sued. Docu-
mentation is the key to proving
that as a therapist you acted as
a reasonable and prudent pro-
fessional under the circum-
stances. While a reviewing
therapist might pick nits over
how things were documented,
if the information appearing in
the record shows you gathered
the right information, then a
judgment defense can be as-
serted successfully.

Here the therapist gathered
all the right information. She
sought an explanation from the
patient, she listened to the
lungs. She percussed the chest
to rule out hyperresonant lung
sounds, and she noted that
chest expansion was bilateral.
Given the patient’s history of re-
sponding well to bronchodila-
tors, a reasonable judgment
under the circumstances was
that the patient had bron-
chospasm that required treat-
ment.

The fact that the patient had
actually developed a pneumo-

thorax — something that the therapist assessed for but
did not find, might still lead to a lawsuit, but it is not a
lawsuit a good lawyer would take because of the chart-
ing. While some would argue that this patient should
have been referred to the attending or house officer
who would have ordered a radiograph, and there is
some merit to that claim, a good malpractice lawyer
would be unlikely to question the therapist’s actions in
this case.

The key takeaway is: No one ever got to court and
said they wished they hadn’t written so much. But they
often get to court and say they wished they had written
a little more. ■
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Government Advocacy

The AARC’s Government Affairs staff, working in
partnership with state societies, patient/consumer as-
sociations and “like-minded” organizations, was active
in 2010 on respiratory therapy issues at both the state
and federal level. State and federal laws, and espe-
cially the regulations/guidelines that detail and inter-
pret the laws, can profoundly impact not only the
requirements to be licensed as a respiratory therapist
but adjust what services and under what circum-
stances you may provide respiratory care services to
your patients.

State issues
Topping the list of important state RC news in 2010

was Hawaii enacting state licensure for the respiratory
therapist and thus becoming the 49th state along with
Puerto Rico and the District of Columbia to require the
profession to be regulated. The efforts of the Hawaii So-
ciety for Respiratory Care cannot be praised enough as
this was a multiple-year effort that
faced much opposition along the way.

State laws and regulations 
affecting the RC profession

Last year most states circulated
and debated numerous legislative bills
and proposed regulations: bills and
regulations that would have or actu-
ally did (when enacted or imple-
mented) impact the profession. Space
limitations of this article permit pro-
viding only a few brief examples of
the types of legislation passed and
regulations revised. These brief and state-specific ex-
amples of laws and regulation changes may not impact
you and your state; however, they can provide a sense
of the trends other states are taking and the possibil-
ity that your state might eventually go down the same
path.

State legislation
In the name of efficiency and consistency among the

laws governing many health professions, state legisla-
tures frequently make changes that impact all or most
licensed health care providers. In doing so, these overall
changes will, of course, impact the licensed respiratory
therapist. Some examples of the changes that states
passed this year include the following:

• Louisiana passed a law that included, among
other practitioners, RTs under the state’s defini-
tion of “health care provider.” This new law now
permits RTs to come under malpractice laws for
state and private services.

• Indiana passed a law that enhanced the authority
of state licensing boards, including the Respira-
tory Care Committee, to issue “cease and desist”
orders for those practicing a regulated profession
without a license.

• Rhode Island passed a law that
will require hospitals to track
hospital-acquired infections in-
cluding ventilator-associated
pneumonia.

• Illinois introduced a bill that
would establish the Long Term
Acute Care Hospital Quality Im-
provement Program. This would
be a voluntary program. However,
hospitals choosing to participate
would have to meet certain man-
dated requirements, including
maintaining on-site respiratory
therapy coverage 24/7.

State regulations: respiratory licensure boards/
committees/advisory councils

Respiratory therapy state licensure boards, commit-
tees or councils have extensive authority to amend and

Government Affairs Year-end Wrap-up 2010
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revise the rules under which RTs are regulated. Most
changes deal with licensing requirements, but occasion-
ally the rule changes address scope of practice issues.
Often even small changes in the regulations have a major
impact on the RT. This is one reason why your state soci-
eties are so actively involved in monitoring and engag-
ing the boards that oversee your profession. Examples of
state regulation changes include the following:

• A Delaware RC regulation specified just how
many continuing education credits for license re-
newal could be taken online versus “live” atten-
dance.

• Kansas clarified its RC license application regard-
ing the questions that must be answered and the
documentation that the RT must provide.

• Maine, North Carolina, Wyoming, and Washington
State all made adjustments (i.e., increased) vari-
ous RC licensing fees.

Federal regulations and other policies

Pulmonary rehabilitation — Jan. 1, 2010, marked the cul-
mination of many years of hard work by RTs and the
AARC to ensure Medicare beneficiaries have access to
pulmonary rehabilitation (PR) programs that can improve
their quality of life. Final regulations are in place and PR
programs are underway in both physicians’ offices and
hospital outpatient settings. For calendar year 2011, pay-
ment rates have been increased, the definition of “direct
supervision” has been revised to remove references to a
physical boundary such as a provider-based department,
and the non-enforcement of direct supervision in criti-
cal access hospitals has been extended another year.

We received many questions from RTs asking for clar-
ification about certain aspects of the new benefit. AARC
has developed a list of “Frequently Asked Questions”
which AARC members can access from our website
(www.aarc.org/advocacy/activities/medicare_pr_faq.asp).

With respect to local coverage determinations (LCDs)
on pulmonary rehabilitation, Trailblazer is the first
Medicare Part A/B Administrative Contractor to issue a
final LCD in its Jurisdiction 4, which covers the states of
Colorado, New Mexico, Oklahoma, and Texas. The provi-
sions took effect Dec. 14, 2010. Other contractors could
decide to use this as a model for future LCDs.

Orders for respiratory care services — Longstanding
Medicare policy required that only a physician (MD/DO)
could write orders for respiratory care. However, if the
physician delegated authority to a licensed non-physi-

cian practitioner such as a physician assistant or nurse
practitioner to write a respiratory care order for his/her
patient and the hospital permitted such arrangements,
in order to comply with Medicare rules this required the
physician to co-sign the order.

Since many state laws have changed over time to per-
mit non-physician practitioners to write orders as long
as it is part of their scope of practice, the Centers for
Medicare and Medicaid Services (CMS) updated its rules
to permit other qualified and licensed practitioners to
write RC orders in addition to the physician as long as
they are:
• responsible for the care of the patient,
• acting within his/her scope of practice under

state law, and
• authorized by the hospital’s medical staff to

order the services in accordance with hospital
policies and procedures and state laws.

The new rule permits hospitals to have flexibility in
developing written policies that are consistent with their
state laws. It does not mean they must adopt the new
policy. This is especially true in the 34 states that still
have respiratory care practice acts that require a physi-
cian to write an RC order. We would expect in those 34
states that hospitals would:
• either continue to have a policy that only per-

mits the physician to write an RC order, or
• require the physician to co-sign the RC order if

the hospital determines that other licensed
practitioners in those states meet the require-
ments laid out by CMS and it wishes to revise
the hospital’s written policies.

Revisions to local coverage policies on CPAP and RADs
— Local coverage policies regarding continuous positive
airway pressure (CPAP) for the treatment of obstructive
sleep apnea and bi-level respiratory-assist devices (RADs)
have been revised. The major CPAP change involves doc-
umentation that must be provided in the medical record
when CPAP proves to be ineffective and the physician
wants to move the patient to a bi-level RAD. Subsequent
revisions to the documentation requirements were made
based on industry concerns that the original provisions
were overly prescriptive. Also noteworthy, the RAD pol-
icy adds hypoventilation syndrome as a new coverage
criterion.

Expansion of national coverage determination on
smoking-cessation counseling — CMS issued a final de-
cision memo to expand smoking-cessation counseling

Government Advocacy  2010 in Review
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for outpatient and hospitalized Medicare beneficiaries
who use tobacco, regardless of whether they have signs
or symptoms of tobacco-related disease. Previous policy
required a diagnosis of a tobacco-related disease or
symptoms consistent with such diseases. AARC sup-
ported the expansion and submitted comments to CMS
to that effect.

Competitive bidding — At press time, CMS continues to
move forward to implement the competitive bidding pro-
gram for certain medical equipment and supplies, in-
cluding oxygen and oxygen equipment, despite grave
concerns from the home medical equipment (HME) in-
dustry, patient advocates, and a significant number of
members of Congress that quality of care and patient ac-
cess will be compromised if the program goes forward on
Jan. 1, 2011. CMS has a dedicated web page (www.cms.
gov/DMEPOSCompetitiveBid) that extensively covers
competitive bid information including the listing of the
HME suppliers that won bids to provide services in the
nine specific geographical areas (e.g., selected Metropol-
itan Statistical Areas or MSAs) of Round 1 of the program.
Suppliers that were not awarded a contract under the
competitive bidding program have the option to continue
serving those beneficiaries to whom they were already
furnishing services at the time the program started if
they agree to meet certain conditions. They are called
“grandfathered suppliers.”

New durable medical equipment supplier standards —
CMS has finalized new enrollment standards designed to
add stronger protections against fraud for those durable
medical equipment (DME) suppliers intending to con-
tract with the Medicare program. With two key excep-
tions, DME suppliers that chose to employ licensed
professionals can no longer contract out their services.
This provision can impact RTs (or nurses for that matter)
who in the past have worked for a DME supplier through
a contractual arrangement. The RT will now have to be a
W-2 employee of the supplier, either on a part-time or
full-time basis, unless “contracting” of personnel is al-
lowed by state law where the licensed services are being
performed or if the DME has been awarded a contract
under the above-mentioned competitive bidding pro-
gram.

New FDA safety requirements for LABAs — The U.S.
Food and Drug Administration (FDA) issued new safety
recommendations regarding long-acting beta agonists
(LABAs) used to treat asthma. The recommendations do
not apply to LABAs that are used to treat COPD. The FDA

emphasized that LABAs should never be used without
the addition of an asthma controller medication such as
an inhaled steroid and stressed that they should be used
only for the shortest period of time required to achieve
control of asthma symptoms and then discontinued. The
recommendations have been incorporated into manu-
facturers’ drug labels.

MDI transition update: final phase-out of CFC MDI in-
halers — The FDA also announced the final phase-out
schedule of seven metered-dose inhalers (MDIs) that use
chlorofluorocarbons (CFCs) as propellants in its efforts to
eliminate products that deplete the ozone layer. You will
recall that albuterol MDIs were the first to be phased out
at the end of 2008. Four of the seven remaining products
are no longer being made. The remaining three — Aero-
bid, Combivent, and Maxair — will be phased-out over
the next few years with final action by Dec. 31, 2013.

Legislative activities and other items of interest

Medicare Respiratory Therapy Part B Initiative — The
midterm elections ushered in change. Divided govern-
ment has now returned to Washington after two years of
purely Democratic control. The Republicans are now the
majority in the House of Representatives and gained a
number of seats in the Senate, which remains controlled
by Democrats.

Our primary legislative champion and sponsor of H.R.
1077, the Medicare Respiratory Therapy Initiative, Con-
gressman Mike Ross (D-AR) held on to his seat in the
midterm elections. The bill remains challenged by an un-
supportable score (cost) from the Congressional Budget
Office, and the legislation will most likely have to be rein-
troduced in the next session of Congress with a techni-
cal amendment that clarifies the bill’s intent. In 2010 we
came very close to crossing the goal line and achieving
success as our bill was included in the initial versions of
both the House and Senate health care reform legisla-
tion. However, when Congressional Budget Office opined
that our legislation would cost billions over 10 years, it
was removed from the final package. We will have to
fight again to get to the goal line.

In the Senate, Blanche Lincoln (D-AR), our champion
and primary sponsor of the companion bill S. 343 to our
House bill, lost her seat to Republican Congressman John
Boozman. This is a loss for the AARC and the Congressional
COPD Caucus, as Sen. Lincoln was a founder and co-chair
of this important caucus. We are, however, very pleased
that our other Senate champion, Mike Crapo (R-ID),

(continued on page 63)
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AARC Representative Update

The National Institutes of Health’s (NIH) National
Heart, Lung, and Blood Institute (NHLBI) initiated the Na-
tional Asthma Education and Prevention Program
(NAEPP) in 1989 to address the growing problem of
asthma in the United States. Since its beginning, the
AARC has been an active member of its coordinating
committee. Thomas J. Kallstrom, MBA, RRT, FAARC (AARC
associate executive director and chief operating officer)
has been the AARC’s representative to this committee for
these 20 years. In September, I attended the meeting with
Tom to accept the AARC representation “baton” in this
relay with the NAEPP.

Goals and achievements
The goals of the National Asthma

Education and Prevention Program in-
clude:
• Raise awareness of patients,

health professionals, and the pub-
lic that asthma is a serious
chronic disease.

• Ensure the recognition of the
symptoms of asthma by patients,
families, and the public, and the
appropriate diagnosis by health
professionals.

• Ensure effective control of asthma
by encouraging a partnership
among patients, physicians, and
other health professionals
through modern treatment and
education programs.

The NAEPP has had several achieve-
ments since the implementation of the committee. They
include:
• Development and implementation of the “Expert

Panel Report: Guidelines for the Diagnosis and
Management of Asthma” (EPR), which has in-
cluded several updates, most recently in 2009.

The EPR is widely published and promoted within
all health care professions.

• Development of companion documents for both
health care professionals and patients including
documents for emergency department personnel,
pharmacists, and nurses. Specialty documents
were also developed for asthma in pregnancy and
asthma in the elderly. One of the publications we
are very proud of is the document titled “Making
a Difference in the Management of Asthma: A
Guide for Respiratory Therapists” published in
2003 (www.nhlbi.nih.gov/health/prof/lung/

asthma/asth_respir.pdf). 
• Development of a program in

schools to address the needs of
children and their environ-
ments, including education for
parents and school personnel.

• Expansion of activities to incor-
porate local asthma coalitions
and support local programs to
deliver performance-based in-
terventions to improve physi-
cians’ management of asthma.

• Launched an interactive website
as a clearinghouse for asthma
information and programs, as
well as a forum for networking
and the exchange of ideas for
practitioners.

• Coordinating a number of
media campaigns to raise
awareness of asthma among
the public, including campaigns

and programs targeting minority populations.

The NAEPP has developed the National Asthma Con-
trol Initiative to demonstrate evidence-based and best-
practice approaches for specific audiences in various

NIH NHLBI NAEPP Coordinating Committee 
Representation — A Changing of the Guard
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Clinical Perspectives

Acute Chest Syndrome and Sickle Cell Disease 
in the Pediatric Patient

Respiratory therapists see a fair amount of acute chest
syndrome (ACS) in pediatric patients with sickle cell dis-
ease. In the winter months, admissions of these patients
increase for many of us. The purpose of this article is to
review its etiology and treatment strategies.

Acute chest syndrome is the leading cause of death in
patients with sickle cell disease. Despite this fact and in-
creasing knowledge of its occurrence, diagnosis is often
delayed, optimal treatment is unknown, and the exact
cause of a crisis is often difficult to
identify. The longer patients with sickle
cell disease live, the more frequently
acute chest symptoms and pulmonary
episodes occur.1 Over time, this can re-
sult in the development of chronic lung
disease.

Diagnosis
In a multicenter study published in

2000, 671 episodes of ACS in 538 pa-
tients with sickle cell disease at 30 cen-
ters were evaluated to determine the
cause of ACS, outcome, and the re-
sponse to therapy.1 One interesting
finding is that nearly half of the pa-
tients were admitted to the hospital for
another reason, with the main symp-
tom being pain.

This finding is consistent with other
published reports of patients with
sickle cell disease, as well. Many of
these patients developed ACS with ra-
diologic changes within three days of
admission. Upon the onset of ACS, pa-
tients experienced hypoxia, decreased hemoglobin lev-
els, and progressive multilobar pneumonia. Thirteen
percent of the patients in this study group required me-
chanical ventilation, and 3% died.1 Symptoms at presen-
tation were age dependent in this study. Wheezing,

cough, and fever were present more often in children
under 10 years old. Adults tended to present more often
with dyspnea and pain in the arms and legs.

The incidence of ACS is reported to be inversely re-
lated to fetal hemoglobin concentration and degree of
anemia. In addition, it is directly proportional to the
steady state white blood cell count.2

Acute chest syndrome is noted as a common compli-
cation for children with sickle cell disease.2 A report from

the cooperative study of sickle cell dis-
ease reports a peak incidence of ACS in
children between two and four years of
age. A higher prevalence of ACS was
also reported during the winter months
in these children.2

Pathogenesis can be complex, and it
is difficult to identify or define a single
cause in an individual case. Some of the
factors that may be present and con-
tribute to ACS are inflammation sec-
ondary to infection or fat embolism,
atelectasis resulting in hypoventilation,
pulmonary edema, bronchospasm, va-
soocclusive crisis and pain involving
the ribs, or the patient receiving exces-
sive opioid therapy.

An additional cause could be en-
dothelial dysfunction resulting in in-
creased platelet and plasma coag -
ulation activation and disordered nitric
oxide metabolism.2 A specific cause or
etiology can be identified in only
around 40% of cases.

Infection is a more common cause
of the condition in children under nine years old. The in-
fection can be either viral or bacterial. In the National
Acute Chest Syndrome Study Group (NACSSG) trial, the
prevalence of specific infectious agents varied with the
child’s age. In children who were age 10–19, 22% of the
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188 episodes were secondary to an infection; 8% were
identified as Chlamydia, 7% mycoplasma, and 1% sec-
ondary to a virus.

In children under nine years old, greater than 35% of
cases were secondary to an infection. In this group, 11%
were related to a virus, 9% were
mycoplasma, 9% were Chlamy-
dia, and 4% were bacteria. In
the adults who were over 20
years old, 26% were secondary
to infections. The breakdown
was 9% Chlamydia, 7% my-
coplasma, and 1% virus.2

Treatment
An additional study re-

ported 26% of children with the
combination of bacteremia and
fever developed ACS.2 Acute
chest syndrome may also de-
velop as a post-operation complication, particularly in
children. This makes appropriate pre-operation transfu-
sion support and aggressive post-operation respiratory
therapy particularly important in this patient population.
Incentive spirometry has been shown to be beneficial in
patients who are able to perform it and is routinely used
in this population by many centers. For small children or
those who cannot perform this effectively, positive expi-
ratory pressure (PEP) therapy and “the vest” are alterna-
tives.

Treatment may be started following diagnosis of ACS
from chest x-ray and laboratory evaluation of hemoglo-
bin and white blood cell count. The patient’s respiratory
status should be closely monitored for the first 48 hours,
as this is where the need for increased support and/or
mechanical ventilation may arise.

If the patient develops hypoxia, he should be given
supplemental oxygen. Monitoring hydration and fluid
status is also important. Excessive hydration may lead to

pulmonary edema and fluid overload. Pain control is im-
portant to prevent thoracic splinting and to enable the
patient to perform effective pulmonary toilet, including
incentive spirometry and/or PEP therapy or alternative
therapies if necessary. All patients with ACS generally re-

ceive antibiotics upon initial
presentation.

Several studies have shown
acute chest syndrome to have a
reactive airway component that
responds to standard bron-
chodilator therapies. This may
be attributed to the high preva-
lence of asthma in the sickle cell
population, despite the fact that
clinical presentation of wheeze
does not always exist. The mean
forced expiratory volume in this
patient is reported as 53% of nor-
mal predicted, and 20% of pa-

tients in the NACSSG trial had clinical improvement
following the administration of bronchodilators. Because
of these findings, recommendations are to treat these pa-
tients with bronchodilators at presentation despite
whether or not wheezing is present. Therapy should be
continued if a response is noted.3

Transfusion for ACS can be controversial but is often
utilized as a treatment strategy. Seventy-two percent of the
patients in the NACSSG trial received some form of trans-
fusion.3 Why this strategy works is still not completely
known, but it is thought to be related to improved oxy-
genation and reduced pulmonary pressures, resulting in
decreased platelet aggregation and improved hemoglobin
saturation.3 In at least one study, corticosteroids have also
been associated with decreased hospital length of stay, al-
though there is concern for rebound effect and increased
need for hospitalization after discharge following their ad-
ministration.3

Prevention is the best strategy
The best management strategy for patients with

sickle cell disease is prevention of ACS. Every event of
ACS puts the patient at an increased risk of death, long-
term injury, and chronic lung disease. Patients with sickle
cell disease who are admitted to the hospital for pain and
other issues should prophylactically be treated for ACS.
Pre-operation and post-operation patients with sickle
cell disease should also be closely monitored, with at-
tention given to pre-operation transfusion, careful care
with anesthesia, and aggressive incentive spirometry
post-operation.
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Despite the fact that acute
chest syndrome is the leading

cause of death in patients
with sickle cell disease, 

diagnosis is often delayed, 
optimal treatment is 

unknown, and the exact cause
of a crisis is often difficult 

to identify.

(continued on page 64)
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The Emergence of Novel Nicotine-based 
Products, Foods, and Beverages

In 1988, the U.S. Surgeon General’s report addressed
concerns of nicotine addiction, concluding that cigarettes
and other forms of tobacco contain the addictive drug
nicotine.1 Over 20 years later, the battle against nicotine
addiction persists. Nicotine is considered a potent psy-
choactive drug that is biphasic in nature, whereby it pro-
duces both relaxation and excitation.2 The pleasurable
effects that are produced along with the negative with-
drawal symptoms (e.g., irritability, anxiety, and weight
gain), contribute to the difficulty in to-
bacco-dependence treatment efforts.3

Recognizing the consequences of nico-
tine use, both nicotine addiction and
nicotine withdrawal have been med-
ically classified as nicotine use diag-
noses in the “Diagnostic and Statistical
Manual of Mental Disorders, Fourth
Edition.”

Although nicotine is available in all
tobacco products, the popularity of cig-
arette smoking among youth has gar-
nered the most attention. A single
cigarette contains approximately 10 mg
of nicotine, of which 1–2 mg are ab-
sorbed into the lungs of a smoker.4 It is
estimated that a teenager has the po-
tential to develop nicotine addiction
after smoking as little as four ciga-
rettes.2

Nicotine replacement therapy
The smoke that tobacco produces

contains over 4,000 chemicals, some of
which are known carcinogens, leading
to lung and oral cancers as well as
chronic lung and heart disease. Nico-
tine is the highly addictive component found naturally
in tobacco and has the propensity to lead to dependence.
In order to combat the negative consequences of tobacco

smoke, yet aid in slowly reducing the nicotine addiction,
smoking-cessation products known as nicotine replace-
ment therapies (NRT) were developed. These products
have been rigorously tested for safety and efficacy and
approved by the U.S. Food and Drug Administration (FDA)
for use. By replacing the nicotine previously obtained
from tobacco, NRTs make it easier for smokers to abstain
from the tobacco smoke inhalation and slowly wean
from the nicotine addiction. NRTs approved in the United

States consist of transdermal nicotine
patches, nicotine gums, nicotine
lozenges, nicotine sprays, and nicotine
inhalers.

Smoking bans are becoming more
prevalent nationwide, and new prod-
ucts are emerging that do not hold to
the rigorous FDA standards and testing
of NRTs, yet make unprecedented
claims. It is important for respiratory
therapists to be aware of these products
when helping/educating patients who
desire to quit smoking. Approved nico-
tine replacement products are safer
than tobacco-derived nicotine but not
risk-free. However, the benefits of these
products outweigh any associated risks.
As respiratory therapists who treat pa-
tients for tobacco addiction, we should
keep current on novel nicotine prod-
ucts (tested and untested) to better in-
form our patients.

Electronic cigarettes
Developed in China in 2004, elec-

tronic cigarettes (e-cigarettes) have
spread in popularity around the globe.

E-cigarettes, marketed as tobacco-free nicotine delivery
devices, are battery-operated devices that vaporize liq-
uid nicotine along with flavorings and other chemicals

by Mary P. Martinasek, MPH, RRT

about the author…

Mary P. Martinasek, MPH,
RRT, is a research

associate for the Florida
Prevention Research

Center and a PhD
candidate in the College

of Public Health,
University of South Florida

in Tampa, FL. She also
serves as associate

director of Chapter 6 of
the Florida Society for

Respiratory Care.



for inhalation. These devices are designed to look and
function in a similar manner as a conventional cigarette.
However, a study by Trtchounian and colleagues found
that compared to conventional cigarettes, e-cigarettes re-
quire a stronger negative pressure on inhalation with
concerns that this may produce adverse human health
effects.5 Because e-cigarettes are tobacco-free, some re-
searchers believe that they are safer than conventional
cigarettes.5,6

Sold in mall kiosks, stores, and on the Internet, e-cig-
arettes are being marketed as potential reduced-exposure
products and weight-loss aids. Although to some extent
these claims may be true, there is a dearth of empirical
literature or rigorous testing to provide scientific validity
to these claims.7 E-cigarette sales lack federal age restric-
tions and appeal to youth with a variety of flavors, such as
chocolate, strawberry, bubblegum, and mint.8 Due to the
lack of federal regulation, these products also contain no
health-warning labels. States can, however, enact their
own regulations to restrict sales, and this offers opportu-
nities for advocacy groups to lobby. For example, New
Hampshire, Arizona, Oregon, Minnesota, and New Jersey
have statewide age restrictions on e-cigarettes.8

In 2009, President Barack Obama signed into law the
Family Smoking Prevention and Tobacco Control Act, giv-
ing the FDA regulatory control over tobacco products. Be-
cause e-cigarettes do not contain tobacco, they do not fall
under the same rigorous testing and control as do 
tobacco-containing products (e.g., cigarettes, cigars, and
smokeless tobacco). Recently, however, the FDA utilized

its power under the Federal Food, Drug, and Cosmetic Act
to halt e-cigarette manufacturers from making false
marketing claims. Additionally, the FDA posted warnings
to consumers about the propensity of e-cigarettes to in-
crease nicotine addiction and potentially be a gateway
for conventional cigarette smoking among our youth.9

The FDA notes there have been no clinical studies
proving the safety and efficacy of e-cigarettes, thus pro-
viding consumers with little knowledge of the dose of
nicotine or other potential harmful chemicals and addi-
tives that are being inhaled.9 As few as three studies have
been conducted on e-cigarette’s aerosol content. The FDA
analyzed two leading brands of e-cigarettes and found di-
ethylene glycol, a toxic chemical found in antifreeze, and
nitrosamine, a known carcinogen.9 In contrast, an e-cig-
arette manufacturer found e-cigarettes to be safer than
conventional cigarettes.6 A third study found no measur-
able levels of polyaromatic hydrocarbons in e-cigarettes.10

These varied results indicate the need for more research
on e-cigarettes. Additionally, there are no studies on rates
of prolonged smoking abstinence using e-cigarettes.11

E-cigarettes are only one area advertising federally
unregulated smoking-cessation aids. An increasing num-
ber of other novel products are beginning to appear in
the United States and warrant further regulation and in-
vestigation into their safety and efficacy.

Dissolvable nicotine
In 2009, R.J. Reynolds launched the sale of Camel Orbs,

Camel Sticks, and Camel Strips, three dissolvable nico-
tine products in the United States.
R.J. Reynolds promotes these as to-
bacco products with the intention
of being used where smoking is
prohibited. Concerns are mount-
ing, however, over the candy ap-
pearance of the packaging and
product. A recent study in Pedi-
atrics alludes to medical concerns
that children may ingest these
products under the pretense that
they are candy, which may lead to
unintentional nicotine poison-
ings.12 The Virginia Foundation for
Healthy Youth conducted a study
among 728 youth and found that
approximately 39% of the youth
mistook Camel Orbs as mints or
gum.13 Camel Orbs contain 1 mg of
nicotine per pellet and come in
cinnamon and mint flavors. Camel
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Strips contain 0.6 mg nicotine per strip. Camel Sticks con-
tain 3.1 mg of nicotine per stick.

Other novel nicotine-based products
A whole host of other unique and novel nicotine-based

products (e.g., nicotine water, lollipops, gel, drinks, and rinse)
are currently available to the public. The safety of these
products is not monitored and may pose deleterious effects
on an individual.

Recently introduced into the United States and sold at
local drug stores is a product called Nicogel.14 Nicogel is pro-
duced in the United Kingdom and is a tobacco-containing gel
that is being marketed as a cigarette replacement. The prod-
uct is dispensed from a 50 mL container, with single-use sa-
chets, and rubbed into the skin for transdermal absorption of
nicotine. Manufacturers report that each container is equiv-
alent to 50 cigarettes.14

Nicotine lollipops, produced
most commonly by com-
pounding pharmacies, con-
tinue to be marketed despite
FDA orders to halt sales. Phar-
macies promote the lollipops
as a nicotine-replacement quit
aid that helps with cravings.15

Nicorinse is a product de-
signed by a dentist with adver-
tisement that the product
removes smoke and tobacco
residue in smokers’ mouths and is an alternative way to
quit smoking.17

Nicotine water, sold under the trade name NICOWATER,
was removed from the market in 2002, by order of the FDA.
The manufacturers advertised the nicotine-containing
water as a smoking-cessation aid similar to the FDA-ap-
proved NRTs. The manufacturer since reformulated the
product and circumvented the FDA regulations by market-
ing the product as a homeopathic remedy.16 According to
the manufacturers, each bottle contains 4 mg of nicotine.18

Media attention has brought the nicotine martini into
the public eye. This martini, known as a nicotini, is an al-
cohol-based drink flavored with tobacco juice. Bars and
restaurants are concocting their own version that, ac-
cording to reports, is produced by steeping tobacco leaves
in vodka and other liquor.15 Bar owners state that they
want their patrons to “stay in the bar when they have a
need for a nicotine fix.”16

Role of respiratory therapists
Respiratory therapists are front-line patient educators

when it comes to tobacco-related issues. Respiratory

therapists should be alert to the risks of tobacco smoking
and nicotine intake and should understand the variable
effects of nicotine, enabling them to assist patients by
providing appropriate tobacco-dependence treatment in-
formation. Additionally, RTs can motivate and encourage
patients to attempt cessation efforts and sustain them
by providing sound advice and proven resources such as
those offered by the AARC at www.aarc.org/advocacy/
federal/smoking_cessation and the American Lung 
Association at http://breathehealthy.org/images/uploads/
NicotineReplacementTherapy.pdf.

Respiratory therapists can also dispel myths about nico-
tine replacement therapies by either developing or provid-
ing accurate information such as that found on
www.smokefree.gov/pubs/MythsaboutNRTFactSheet.pdf.
For example: Myth: The nicotine in cigarettes is the same as the

nicotine found in nicotine replace-
ment therapy products, so I’m just
trading one addiction for another.

Not only should RTs work-
ing with adults be concerned,
but also pediatric RTs need to
be aware that children may be
harmed. With respect to con-
cerns related to unintentional
nicotine poisonings, respiratory
therapists working in the pedi-
atric emergency room should
be aware of signs and symp-

toms of nicotine overdose. Nicotine poisoning is atypi-
cal in the general use of tobacco products that are
smoked or chewed as the user self limits consumption.
However, novel nicotine-laden products with unassum-
ing packaging places the innocent child at risk for nico-
tine overdose. Nicotine has an average half-life of two
hours. A child who inadvertently consumes nicotine
products can present with nausea and vomiting from as
little as 1 mg of nicotine ingestion. With greater nico-
tine ingestion, a child may present with pallor, difficulty
breathing, and seizures. Evaluation of patients exhibit-
ing similar signs and symptoms should include a his-
tory of tobacco-free nicotine products that may be
available in the household.

In summary, RTs should be vigilant of novel nico-
tine products that are becoming increasingly available
on the market as the efficacy of consuming these prod-
ucts is uncertain. These products are untested by gov-
ernmental regulatory agencies; thus, there exists no
evidence to support their claims of being a smoking-
cessation aid. Additionally, these nicotine-enhanced
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E-cigarettes and several
other nicotine-laden products
are untested by governmental
regulatory agencies and they

provide no evidence to 
support their claims of being 

smoking-cessation aids.
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Medical Reserve Corps

Volunteering
with the

Medical
Reserve Corps

Respiratory Care Professionals
Can Make a Difference by

The Medical Reserve Corps (MRC) is a national 

network of local groups of volunteers who assist their

communities in activities that promote and strengthen

public health, emergency response, and community 

resiliency. More than 900 MRC units and 200,000 

volunteers can be found in all 50 states and the District 

of Columbia, Guam, the U.S. Virgin Islands, Palau, 

American Samoa, and Puerto Rico. MRC volunteers 

consist of various medical and public health 

professionals, as well as others 

interested in improving the health 

and safety of their communities.
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by Dagayla Burks

T
he MRC program was developed
in 2002 as a way to pre-identify,
screen, train, and organize vol-

unteers to be able to support their
local community’s public health, pre-
paredness, and response efforts. The
role of the MRC is to augment the
community’s local public health and
emergency response infrastructure.
The program is sponsored by the Of-
fice of the U.S. Surgeon General, and
MRC volunteers serve as ambassadors
of public health for the Surgeon Gen-
eral. Volunteers have been actively in-
volved in supporting past Surgeon
General priorities, such as increasing
health literacy, improving public
health preparedness, eliminating
health disparities, and promoting dis-
ease prevention. MRC units are cur-
rently active in promoting Surgeon
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The key to the success of MRC units is their ability to be 
prepared to respond to any event that may impact their local community.

For more information on

the MRC program and how 

you can become involved,

please visit the MRC website at 

www.medicalreservecorps.gov 

or by email at 

MRCContact@hhs.gov. ■

General Dr. Regina Benjamin’s 
Vision for a Healthy and Fit Nation
and First Lady Michelle Obama’s
Let’s Move! campaign to combat
childhood obesity.

MRC units’ activities
The key to the success of MRC

units is their ability to be pre-
pared to respond to any event
that may impact their local com-
munity. MRC units give volun-
teers the ability to train with
local response partners through
drills and real life exercise 
scenarios that may range from
the simulation of an actual public
health response such as a flu
pandemic to an earthquake dis-
aster exercise. Under the supervi-
sion of MRC units and their
housing organizations, MRC vol-
unteers are designated roles and
assignments during an emer-
gency that support local emer-
gency responders, hospitals,
health departments, and other
community agencies. This basic
preparedness knowledge also
gives MRC volunteers the neces-
sary tools to help their communi-
ties and families prepare for an
emergency.

MRC units have demonstrated
their ability to enhance the re-
siliency of their communities by
assisting with response and recov-
ery efforts to disasters such as
this year’s Gulf Coast Horizon Oil
Spill, Hurricanes Ike and Gustav in
2008, the Southern California
wildfires in 2007, and Hurricanes
Katrina and Rita in 2005. However,
MRC units’ activities have not
been solely devoted to planning
and responding to natural disas-
ters. Many MRC units also partici-
pate in initiatives that strengthen
the overall public health of their
community — such as health 
education and promotion, disease
screening, and vaccination 
activities.

MRC units across the nation
are involved in promoting public
health in their communities that
range from performing routine
health screenings to responding to
a public health emergency. This
past year, many MRC units were
involved in the 2009/2010 H1N1 
influenza response where nearly
50,000 MRC volunteers were 
utilized in over 2,500 activities 
related to H1N1 influenza in 2009.

MRC and respiratory care 
professionals

As MRC volunteers, respiratory
care professionals would be able to
utilize their skills and abilities to
treat and care for patients with
special respiratory needs when an
MRC unit is called to assist their
community. Respiratory care pro-
fessionals would also be able to
share their knowledge and skills to
help their local MRC unit prepare
for and plan to provide respiratory
care in an emergency or other time
of need.
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American Respiratory Care Foundation

In the last decade, the
American Respiratory Care
Foundation (ARCF) has spent just
under $3 million supporting 
research, education, and charita-
ble activities. These activities
ranged from providing scholar-
ships to new students in respirato-
ry therapy schools to supporting
seasoned veterans doing graduate
research. The foundation supports
RESPIRATORY CARE journal confer-
ences that change the care provid-
ed at the bedside, and provides
awards to OPEN FORUM presenters
with a new idea. The funds have
supported asthma camps for hun-
dreds of children and pulmonary
rehabilitation for a single patient.
Yet the vast majority of AARC
members still don’t quite know
what the ARCF’s red, white, and
black logo represents.

For the first 20-plus years of its
existence, the AARC was focused
on establishing a formal system of
education and credentialing for a
profession that had its roots in 
on-the-job training. From those 
efforts came the organizations we
know today as the Committee on
Accreditation for Respiratory Care
and the National Board for
Respiratory Care.

By the late 1960s, Association
leaders started to see the need for
a third group — one that could not
only advocate for education and
scholarship in the profession, but
also provide the funds needed to
back it up. In 1974, that idea bore
fruit with the formation of the
American Respiratory Therapy
Foundation — the organization we
all know today as the American
Respiratory Care Foundation.

Scholarships
A large part of the ARCF’s 

annual activity is related to schol-
arships for undergraduate stu-
dents. “The ARCF was founded 
primarily for the purpose of 

awarding scholarships to enable
bright students to enter the field
and build the profession,” says
ARCF Board of Trustees Vice Chair
Neil MacIntyre, MD, FAARC. The
recipients are recognized by their
program directors as having the
potential to become future leaders.

Students who receive scholar-
ships have been able to complete
their education. Many have gone
on to become leaders in the pro-
fession, paying back the assistance
they received and excelling in 
areas ranging from department
management, to respiratory care
program development, to research
into key modalities used in the
profession.

Scholarships were initially 
established through endowments
provided by respiratory therapists,
physicians, and companies with
an interest in seeing the profes-
sion grow.

AARC Times January 2011 29

About the Author
Steven B. Nelson, MS, RRT, CPFT, FAARC, is an
associate executive director for the AARC in
Irving, TX. He is also a trustee for the
American Respiratory Care Foundation.

The application process for ARCF scholarships, grants, and 

fellowships is fully described on the Foundation website at www.arcfoundation.org/awards



American Respiratory Care Foundation

30 AARC Times January 2011

Research fellowships 
and grants

As the profession and the ARCF
both grew, a need developed to fund
advanced practitioners in the pro-
fession. Grants and fellowships have
led to scientific work that has
markedly improved our understand-
ing of respiratory care and fostered
clinical improvements at the bed-
side. “The Foundation believes that
the only way to move the profession
forward is by awarding grants and
scholarships to clinicians who have
the desire to do the research and
write the papers that continue to
ensure that respiratory care remains
on the cutting edge,” says ARCF
Chair Michael T. Amato, MBA.

Elgloria Harrison, MS, RRT-NPS,
AE-C, from the University of the
District of Columbia, recently re-
ceived a fellowship in recognition of
the work she had done on educa-
tional interventions to manage asth-
ma for inner city children. She notes
that the fellowship allowed her to
finish training to become a Certified
Asthma Educator. “I have done a lot
of work in pediatric asthma in my
community; and since the award, I
have been the “Subject Matter
Expert” on two asthma grants here
in the District of Columbia,” says
Harrison. She believes the ARCF has
been a catalyst to research experts
and novices alike.

Journal conferences
The foundation has sponsored

RESPIRATORY CARE conferences since 1991.
These state-of-the-art journal confer-
ences tackle subjects important to clini-
cians working in the respiratory care
profession, about which relevant pub-
lished information available has been
judged to be lacking, incomplete, or un-
acceptably biased.

Conference participants are selected
based on their recognized expertise in
the subject area. The conference chairs
seek a wide diversity of backgrounds in
credentials, jobs, gender, and geogra-
phy. The authority of the publications
that come out of these conferences is
easily proven, being the most-cited is-
sues of RESPIRATORY CARE. “I think when
you look at the Journal Conferences, the
significant end points are world-class
content, tremendous articles for our
peer-review journal, and in many cases,
material that has been used by other
medical societies and regulatory agen-
cies globally to help set guidelines and
standards for the way respiratory care
is practiced,” says Amato.

Some conferences, such as one on
metered-dose and dry-powder inhalers,
have resulted in updates to the AARC’s
Clinical Practice Guidelines, with a di-
rect improvement in patient care.

Community grants
Recently, the ARCF has ventured

outside of this core mission to touch
the lives of respiratory patients
through its Ventilator 5K competition.

There are many projects in com-
munities that need a little help to get
going. The “Vent 5K” races raise mon-
ey for just such projects. Started four
years ago, Vent 5K races are a way to
gain recognition for the profession by
pushing a ventilator over a 5K course
in a public venue. These have been
done in parks, around lakes, and in
fitness centers. They have drawn
news coverage that gives the racers a
chance to talk about ventilators, lung
disease, and the respiratory care 
profession. The participants raise
money that is set aside to fund small
projects.

One recipient, Teresa Volsko,
MHHS, RRT, FAARC, used a communi-
ty grant to supplement another grant
in order to create a pilot project with
the local Girl Scout Council. “The
funding I received for an asthma edu-
cation project was not sufficient to
support the total budgetary needs for
the project. The community grant
filled that void and will enable our
project to serve the local scouts,” 
explains Volsko.
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Educating clinicians and patients
Over the years, the ARCF has

played a role in many other philan-
thropic efforts, as well. Through a
partnership with the U.S.
Environmental Protection Agency
(EPA), the ARCF has been able to offer
two asthma-related courses to respira-
tory professionals free of charge. “Our
partnership with the EPA has meant
that the Foundation has been in the
position to provide the most current
state of practice in the area of asthma
to many clinicians who otherwise
would not or could not garner the
knowledge and skill set that they need
to provide their patients with state-of-
the-art care,” notes Amato.

The ARCF’s mission also includes
health promotion and disease preven-
tion for patients. The Tobacco-Free
Lifestyle Roundtable recognized a need
to create a tobacco-cessation guide
that respiratory therapists could use to
help hospitalized patients quit smok-
ing. The Foundation sought funding to
have the pocket guide printed and dis-
tributed, and the brochure became
available through the ARCF website in
2010. Part of the funding will be used
to evaluate and report the effective-
ness of the guide.

International reach
In the late 1980s another ARCF

mission was recognized. Respiratory
care was beginning to develop in
other countries and was being pro-
vided by health practitioners in other
disciplines. In 1990, the International
Fellowship Program began. “The
globalization of the respiratory care
profession is a growing reality, and
both the AARC and the Foundation
have taken on leadership roles,” says
Dr. MacIntyre. “The AARC launched
the International Fellowship Program
to encourage communication be-
tween experienced leadership in the
AARC and developing respiratory
care leaders around the world.”

Since its inception, 135 partici-
pants with an interest in respiratory
care from 54 countries have been in-
ternational fellows. They visit respi-
ratory care facilities in two host
cities, providing a variety of experi-
ences, and conclude the program
with attendance at the AARC
International Respiratory Congress.
The participants network with col-
leagues from around the world 
and strategize on the best way to
promote the development of a 

respiratory care profession in their
own countries. AARC International
Committee Chair John D. Hiser, MEd,
RRT, CPFT, FAARC, points to the suc-
cess of the program evident in the 
interviews the international fellows
have provided at the end of their stays.
See their impressions at www.
arcfoundation.org/ international/
fellows/reflections/index.cfm.

The progress made by these profes-
sionals has been nothing short of 
remarkable. Thanks in part to the
International Fellowship Program, 
respiratory care is now taking hold in
nations worldwide. The greater inter-
action among respiratory therapists,
physiotherapists, physicians, nurses,
and other health care workers around
the globe has also helped foster addi-
tional international efforts at the
AARC, including the International
Council for Respiratory Care and its
International Education Recognition
System.

The mark of a true profession
Thanks to the work of the ARCF,

respiratory care has been able to 
extend its reach beyond the bedside
out into the larger world of health care
and into the lives of people living with
lung disease. Dr. MacIntyre says that is
the mark of a true profession: “A scien-
tific profession is distinguished from a
simple trade or occupation in that a
profession encourages the develop-
ment of innovations, adds to the scien-
tific evidence base, nurtures future 
innovators and leaders, and provides
important input into local and national
policy decisions.”

The ARCF has certainly fulfilled 
all of those goals over its 36-year 
history. ■

�
The ARCF is currently taking donations to support its mission.
Go here to see a new way to donate: www.arcfoundation.org/support
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In 2009, the AARC joined five
other leading organizations in
founding the Hospital Care
Collaborative, an initiative to improve
teamwork in the nation’s hospitals.
Along with the American Association
of Critical-Care Nurses, American
Society of Health-System Pharmacists,
Case Management Society of America,
Society for Social Work Leadership in
Health Care, and Society of Hospital
Medicine, the Association agreed to
work toward a new paradigm in
hospitals wherein collaboration,
patient-centered care, accountability,
and information sharing would be 
the order of the day.

The Collaborative began by developing a list of 13 guiding principles to
facilitate the achievement of those, then asked each group to start looking
for high performance teams across the country that epitomize the
objectives. The AARC put out a call to the membership for high performance
teams involving respiratory therapists and received 27 submissions from
across the country. Two of those teams — one from Forsyth Medical Center in
Winston-Salem, NC, and another from Maury Regional Medical Center in
Columbia, TN — were selected by the six founding organizations to be
among seven top teams to present information about their programs to
hospital CEOs, presidents, and other leaders from Collaborative-member
organizations during a special forum held via remote connection in August
of last year.

Now we’re sharing those two teams with you — along with seven other
teams on the AARC list that leaders believe represent excellence in team
building. Take a look at what these teams are doing and consider how you
could implement similar teams in your own facilities.

High Performance Teams
Are a “Win” for Hospitals
RTs are key players on teams designed to increase collaboration among health care providers
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Who:
Forsyth Medical Center

What: 
Rapid Response Team

Where: 
Winston-Salem, NC

Team
members:
Critical care nurses and 
critical care RTs who 
are ACLS-certified, 
with hospitalists called
in as needed.

Team objective: 
To align the organization
with the Institute for
Healthcare Improvement
goals and the 100,000
Lives Campaign by
empowering clinicians
to initiate an immediate
response from qualified
critical care staff when a
patient’s condition
appears to deteriorate.

Rapid Response Team at
Forsyth Medical  

Center in Winston-Salem, NC

Why it was established: 
Due to a bed shortage, many patients were being held in areas in which staff were
unable to adequately monitor and care for deteriorating patients. Leaders decided if
they couldn’t bring the patient to the unit, they would bring the unit to the patient.

Who leads the way: 
A special committee continually addresses barriers to performance and evaluates the
effectiveness of the team, but bedside leadership is shared among the team members.

Organizational support: 
Administrative team, respiratory leadership, nursing leadership, medical staff, and
operational improvement.

Bringing the Unit 
to the Patient

The following two teams were among seven
top teams selected by the six members of
the Collaborative to present their programs
to hospital executives last August.

continued on page 36

The B e s t of  
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Who: 
Maury Regional Medical Center

What: 
Progressive Upright 
Mobility (PUM) team

Where: 
Columbia, TN

Team members: 
Nurses, respiratory therapists,
physical therapists, critical
care nurse practitioners,
intensivists, and members 
of the lift team.

Team objective: 
To improve clinical outcomes
by getting critical care patients
up and moving.

Members of
Maury Regional’s
Progressive
Upright Mobility
Team

High Performance Teams

Getting Patients Up

and Moving
Why it was established: 
The critical care stay in itself can decrease a patient’s physical
conditioning level in a very short period of time, leading to
cardiovascular deconditioning, respiratory infections, skin breakdown,
renal complications, gastrointestinal complications, and neurological
complications. One day of strict bed rest requires two weeks of
reconditioning to return a patient back to baseline. The importance of
early mobility is evident.

Who leads the way:
Team development was led by the service line director of orthopedic/
neuro/post-op services with input from the critical care/pulmonologist
group, critical care assistant nurse manager, respiratory care director,
physical therapy supervisor, a physical therapist, supervisor of the lift
team, and several front-line nursing and RT staff. The protocol is
initiated with an order from the physician or nurse practitioner in
charge of the patient’s care.

Organizational support:
Physicians and senior leadership. continued on page 36

T H E  B E S T



Who does what: 
Nurses drive the PUM process by gradually
raising the patient’s head of bed. Physical
therapists assess the patient’s strength and
ability to mobilize. Respiratory therapists are in
charge of the airway throughout the mobility
process. They place the patient on a portable
ventilator and monitor vital signs when the
patient is ready to ambulate outside of the room.
The lift team provides lifting support.

Training/Development: 
Team members met to develop the protocol, and
all the staff impacted by its implementation were
trained in the process.

Barriers: 
Implementing the protocol on the weekend has
been a challenge due to staffing issues and the
dedication of staff to the process. These issues
continue to be addressed by the team as they arise.

Measures of success: 
Compared to the six months before
implementation, ICU length of stay during the
first five months after implementation dropped
by 1.5 days. For ventilator patients, the mortality
deviation rate went from 9.7 to 3.2, representing
13 lives saved. The morbid complications
deviation rate went from 14.3 to 9.2. These
clinical outcomes are all based on comparisons
of the top 15% of best practice hospitals across
the United States. Financial savings were about
$3,000 per ventilator patient, resulting in a total
savings for 201 ventilator patients of $610,635.
The protocol also saved an average of 8.4 days in
recovery time per patient.

Going forward: 
The physical therapy and nursing departments
have now developed a mobility maintenance
protocol to help keep patients moving after they
are transferred to the floors. ■
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Who does what: 
Team members have all the responsibilities they would
normally have in their working unit, along with the ability
to access and implement all emergency orders. Respiratory
therapists are either trained in intubation or are in training
to develop the skill and can implement any order covered
under the respiratory care protocol. If indicated, team
members may also participate in the transport of the
patient to a higher level of care.

Training/Development: 
RTs and nurses underwent several weeks of training and
education prior to the implementation of the rapid
response team.

Barriers:
Staff in non-critical care areas were initially reluctant to
accept the team, but ongoing training and observation of
the team at work helped to alleviate those fears. The length
of time spent at the bedside and funding for the program
have also presented challenges. At the outset, the team
spent an average of 43 minutes per call, climbing to an
average of 65 minutes. As of March 2010, the average time
at the bedside had stabilized at 40 minutes per call. Part of
the increased bedside time came with the implementation
of the stroke rapid response team, which increased
assessment and documentation times. While 2.5 positions
have been budgeted for the team, existing staff in the
critical care units must also be used to cover the entire 961-
bed facility. Greater funding would alleviate concerns about
leaving the units shorthanded during a call.

Measures of success:
Rapid response team calls increased from 43 in March of
2009 to 80 in March of 2010, and the transfer rate to critical
care went from 63% to 39%. The number of code blue
events in non-critical care units — defined as a cardiac
arrest only, not a respiratory arrest — declined from six to
three. Overall, use of the team increased by 46%, transfers
to critical care decreased by 62%, and the number of code
events in the non-critical care units dropped by 50%.

Going forward: 
The project is now extending into other facilities within
the Novant Health organization. ■

continued from page 34 continued from page 35

Maury Regional Medical Center
Getting Patients Up and Moving

Forsyth Medical Center
Bringing the Unit to the Patient
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The B e s t of
T H E  R E S T

Very Special 
Deliveries

Who: 
Children’s Hospital of
Philadelphia

What: 
The Special Delivery Unit (SDU)

Where: 
Philadelphia, PA

Team members: 
Fetal surgeons, neonatologists,
anesthesia, obstetrics, cardiac,
nursing, respiratory care
services, and engineers.

Special Delivery Unit team at
Children’s Hospital of
Philadelphia

The following teams were selected for their innovation and

applicability to other facilities around the country.

Team objective: 
To plan the physical layout and train
team members for the opening of a new
special delivery unit for mothers and
children who require pre- and postnatal
interventions for birth defects.

Why it was established: 
Locating this special unit in the
children’s hospital would improve 
the care of newborns with known 
birth defects.

Who leads the way:
Leadership is shared among the
multidisciplinary team members. The

core team in the SDU
consists of the
medical director and
the assigned SDU
physician, clinical
nurse specialist, and
NICU respiratory
clinical specialist,
along with an
anesthesia clinician.
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Lowering Length of 
Stay and Costs for

COPD Patients
Who: 
St. Luke’s Episcopal Hospital

What: 
The Pulmonary Lean Team

Where: 
Houston, TX

Team members: 
Respiratory therapists, nurses, social workers,
and pharmacists.

Team objective:
To provide alternatives to ICU care for 
COPD patients.

Why it was established: 
The hospital wanted to address length of stay
(LOS) and cost concerns for its COPD patients,
specifically those who fall into DRGs 88 and 89,
through the development of an acute
pulmonary unit (APU).

Who leads the way: 
The respiratory care department director and
clinical nurse specialist.

Organizational support: 
Hospital administrative staff.

Organizational support:
The board of directors, hospital administration, and
medical staff working for the Center for Fetal and
Diagnostic Testing.

Who does what: 
Physicians worked on consensus guidelines for various
anomalies; and respiratory therapists and nurses
worked on teamwork, equipment/supply, and
organization of the facility.

Training/Development: 
Since different team members had different levels of
experience in the delivery room, training encompassed
both didactic instruction and simulation training. Each
discipline shared knowledge from its area of
specialization, and company representatives provided
in-services on the equipment. They developed a
standard communication system and adapted it to the
unique needs of the team.

Barriers: 
One challenge the team faced was the initial lack of
experience among the health care providers at this
children’s hospital that included delivery room
resuscitation of infants who have known birth defects.
Equipment such as the panda resuscitation bed and
transport system were new to the staff. The
communication system used to share reports, coverage,
and reporting systems presented another barrier.

Measures of success: 
The design of the building and the education of the
personnel were both completed and the unit opened in
June of 2008. The team is measuring its success using
questionnaires, birth data, graphs, simulation training,
and reunion parties.

Going forward: 
The team meets every Friday to discuss and plan for
new opportunities, and it continues to address
challenges and discuss ways to improve and utilize
recertification simulation training. ■

Very Special Deliveries
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Who does what: 
Nursing and respiratory care are responsible for keeping the patient’s care on track
according to the care plan. Social workers start planning for discharge needs upon
patient admission. Pharmacists review and suggest medications for patients who
have other needs not met by the order set. The team also resulted in the
development of a new role for the respiratory therapist as a respiratory clinical
specialist (RCS). The RCS educates patients and coordinates their care, as well as
follows up with patients by phone after they leave the hospital to ensure they are
receiving the help and support they need.

Training: 
Training sessions included lectures by nursing, respiratory care, pharmacy, and
social workers. The care plan was finalized in about six months, and another two
months were spent identifying the designated APUs and disseminating the
information to the pulmonary physicians, emergency department, and bed control.

Barriers: 
Getting patients admitted to the APUs. If there are no beds available on the units,
patients must be admitted to other units where they can still be followed by the
RCS, but with the possibility of less efficiency.

Measures of success: 
In a comparison of DRG 88 patients seen before and after the program went into
operation, LOS decreased by 9% in non-ICU patients and by 27% in ICU patients, and
average net margin/care improved by 33%. Readmission rates remained unchanged.

Going forward: 
The team continues to improve and expand the services of the pulmonary units. ■

Pulmonary Lean
Team from St.
Luke’s Episcopal
Hospital in 
Houston, TX
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Who: 
Children’s Hospital of Philadelphia

What: 
NEAR-4-Kids Pediatric Emergency 
Airway Registry

Where: 
Philadelphia, PA

Team members:
Nursing, respiratory care, critical care
medicine, residency trainees, nurse
practitioners, and research coordinators.

Team objective: 
To create a pediatric tool comparable to
the National Emergency Airway Registry.

Why it was established:
Emergency airway care is a procedure
with moderate volume and risk for harm.

Who leads the way: 
Leadership is shared among the 
team members.

Organizational support: 
Critical care medicine and respiratory
care services.

Who does what: 
Team members share in patient
preparation and documentation; physicians
are responsible for tube placement. RTs
analyze team dynamics and trigger team
debriefing after tube placement.

Improving Pediatric 

Airway Safety
Training: 
Application of “just in time” simulation 
training for airway placement.

Barriers:
No barriers were encountered.

Measures of success: 
Clinical outcomes are being measured, with plans to examine
cultural and operational measures as well. Success is being
measured by successful tube placement, absence of adverse
events including tracheal intubation-associated events, and
full team participation and engagement.

Going forward: 
Plans are underway for multicenter 
participation, the development
of additional indicators for
culture and communication, RC
training to assist therapists in
leading debriefing discussions
and evaluating team dynamics,
and an evaluation of the
feasibility of identifying a
benchmark for successful
pediatric advanced airway
management. ■

High Performance Team members 
at Vail Valley Medical Center
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Who: 
Vail Valley Medical Center

What: 
Vail Valley Medical Center 
Oxygen Kaizen Event

Where: 
Vail, CO

Team members:
Registered nurses, respiratory therapist,
patient care technician, RN discharge
planner, RN clinical IT, physical thera-
pist, RN management, VP of quality,
and an outside consultant.

Team objective: 
To create an efficient and seamless
process for discharging patients home
with oxygen by using the medical
center’s “Lean” initiative.

Smoothing the Way for 

Home Oxygen Patients
Why it was established: 
An assessment determined that there were many problems related to dis-
charging patients on home oxygen. Home oxygen delayed discharge on many
occasions, and the process also caused staff and physician frustration.

Who leads the way: Organizational support: 
The VP-level team champion. The executive team.

Who does what: 
The event champion provided support to the team and participated in every
aspect of the weeklong effort. A team leader selected the team members,
worked with the event champion on the scope and objectives of the team,
and assisted the team during the development process. Team members
brought their clinical expertise to bear on the process and provided a reality
check about the current state of affairs.

Training/Development: 
The team was able to determine that many of the problems associated with dis-
charging a patient home on oxygen were related to the lack of a weaning and
titration process during admission. The team worked with stakeholders and
members of the medical staff to create a protocol for early detection of oxygen
needs, early intervention with advanced therapies, and overall weaning.

Barriers: 
The organization was newly embarking on Lean at the time, and many staff
felt this was an initiative to cut jobs. The team initially grappled with these
concerns as well. However, as the week progressed and the team interacted
with the executive team, these fears subsided.

Measures of success: 
The ultimate goals are to have 45% of all patients on the pulmonary care
unit (PCU) discharged home prior to 11 a.m., 67% of PCU patients discharged
with home oxygen to home prior to 11 a.m., a Four Star Avatar rating for pa-
tient satisfaction related to the discharge process, and 100% room air satu-
ration documentation available to all disciplines after charting. The room air
saturation is now 100% available to all disciplines once documented. The
percentage of patients discharged with home oxygen prior to 11 a.m. has in-
creased from 23% to 41%. The overall percentage of patients discharged
prior to 11 a.m. has increased from 23% to 37%.

Going forward: 
The team continues to meet on a monthly basis and round on the units at least
once a month, joined once a quarter by the executive sponsor. Metrics are
being reported at 60 and 90 days. The team will coach other staff new to the
process and look for ways to improve their outcomes on an ongoing basis. ■
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Team members from St. Alexius Medical 
Center in Bismarck, ND

Who: 
St. Alexius Medical Center

What: 
St. Alexius Regional Children’s Asthma Clinic

Where:
Bismarck, ND

Team members: 
Pulmonary physician, pediatric physician,
respiratory therapists, pharmacists, and
nurses. All patient education staff members
hold the AE-C credential.

Team objective: 
To decrease asthma symptoms and severity
of symptoms and enable patients to have
optimal lung function on as little medication
as possible through the establishment of a
once-a-month asthma clinic.

Why it was established: 
Results for North Dakota children under 
the age of 18 show 9.3% have asthma and
15.4% have had an asthma attack within 
the last 12 months.

Who leads the way: 
The clinic operates in a team atmosphere.

Organizational support: 
The clinic is funded by a grant from North
Dakota’s Children’s Special Health Services
(CSHS) and meets a St. Alexius Medical
Center Administrative Council goal to
explore ways to expand respiratory therapy
services to the outpatient setting. Thanks to
the grant, services are offered free of charge.

Asthma Clinic Meets

Unmet Needs
Who does what: 
The physician takes the medical history and performs the physical
examination. The respiratory therapist conducts pulmonary function
testing and provides asthma education and the asthma action plan,
collects outcomes data and patient/ family satisfaction data,
schedules clinic appointments, and performs home assessments.
The pharmacist provides medication education. The nurse handles
influenza vaccinations and the completion of growth charts. The
patient sees all of the team members during the visit; and at the end
of the clinic day, the team meets to discuss each patient, classify the
child’s disease according to the National Institute of Health’s
guidelines, discuss the plan of care, and decide whether further
recommendations are necessary. An educational DVD mailed to
patients prior to their appointment helps to keep clinic
appointments to a reasonable length.

Training/Development: 
The asthma clinic applies six components of disease management to
the pediatric asthma population: population identification;
evidence-based practice guidelines; collaborative practice models
that include physician and support-service providers; patient self-
management education; process and outcomes measurement,
evaluation, and management; and a routine reporting/feedback loop.

Barriers: 
Since the clinic is limited by grant funding, it has been difficult to
reach all patients in need or explore new avenues of asthma care,
such as exhaled nitric oxide and impulse oscillometry. Also, the lack
of nationally reported indicators for quality of life has made it
difficult to convince third-party payers of the value of the clinic.

Measures of success: 
Measures include, but are not limited to, the number of patients seen
in new and follow-up visits, classification of asthma severity, third-
party payer information, number of patients receiving asthma action
plans, and pulmonary function data.

Going forward: 
The current contract with CSHS ends in June, at which time the
clinic may explore the possibility of fee-for-service reimbursement to
expand the number of patients served. ■
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Who:
Crouse Hospital

What: 
Crouse Lung Partners

Where: 
Syracuse, NY

Team members: 
Respiratory care medical director,
administrative director, managers, and
supervisors; staff respiratory therapists;
nurses; educational services; pharmacy;
information technology; nutritional
services; physical therapy; hospitalist,
psychiatric, and pulmonary physicians;
care coordination; senior services; heart
failure transition coaches; and a master’s
level quality improvement analyst.

Team objective: 
The Lung Partners team was formed to
develop an inpatient primary respiratory
care model that would bring traditional
disease management responsibilities
into the hospital setting.

Why it was established: 
COPD patients were mainly being cared
for by hospitalists; and with each
readmission, the hospitalist would 
likely be different. The discharge
planning process was also fragmented.
It was felt that respiratory therapists
could play a key role in managing the
burden of COPD in a primary care model
that followed the National Asthma
Education and Prevention Program’s
asthma guidelines.

The Lung Partners Team  
from Crouse Hospital in Syracuse, NY

Using Respiratory Therapists in a

Primary Care Model

continued on page 46

Who leads the way: 
A professor in the Whitman School of Management at Syracuse
University, who is implementing it as a major Six Sigma project.

Organizational support: 
Syracuse University and Crouse Hospital administration.

Who does what: 
Respiratory therapists are the transition coaches for COPD patients. The
transition coach administers the patient’s treatments, provides needed
education, and performs assessments for COPD-related problems
(anxiety, depression, mobility, nutritional issues, etc.) to address those
problems. The coach also helps to coordinate the discharge plan, calls
the patient at home in the first 24 hours, and visits the patient at home
in the first 72 hours. Other team members supported the training and
development of the therapists to take on this role and provided
infrastructure support to the program as a whole.
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Who:
Maury Regional Medical Center

What: 
Spontaneous Awakening Trial/
Spontaneous Breathing Trial (SAT/SBT)

Where: 
Columbia, TN

Team members: 
Respiratory therapists, nurses, and 
critical care physicians.

Team objective: 
To help ventilator patients get off the
ventilator sooner.

Why it was established: 
Due to increased risk of infection, the need
was seen to wean ventilator patients at the
earliest possible moment.

Who leads the way: 
The team was initiated and is led by critical
care physicians.

Organizational support: 
Physicians and senior leadership.

Taking a Sedation

Holiday
Who does what: 
Pulmonary/critical care physicians actively
encourage all patients to be weaned from sedation
and mechanical ventilation as quickly as possible
and base their decision for extubation on the
recommendations of the other team members. The
nurse assesses the patient each morning at 7:30 and
initiates the protocol based on established criteria.
Patients who pass the SAT screening will have
sedation turned off by 8 a.m. Patients are then
monitored by the nurse for tolerance to sedation
reduction and results are communicated to the
respiratory therapist. Once the patient meets the
established criteria, the RT will place him/her on a
ventilator rate of 0 with a pressure support of 5 cm
H2O and PEEP of 5 cm H2O. The RT and nurse closely
monitor the patient. If he/she does not tolerate the
SBT, the patient is placed back on the previous
ventilator settings and the physician notified. These
patients are reassessed in 24 hours for the SAT/SBT
protocol. If the patient meets the criteria for
continuation of the SBT, the respiratory therapist
will perform weaning parameters and, following
approximately one hour of acceptable spontaneous

1. The Hospital Care Collaborative (HCC) believes that health
care is a team effort with respect and recognition for the
knowledge, talent, and professionalism of all team members.

2. It supports clear delineation of team roles and
responsibilities with an emphasis on a collaborative 
and non-hierarchical model.

3. It believes in patient-centered care, rather than provider-
centered care, and that the health care team members
should involve the patient, family, and caregiver in
developing care plans and goals of care.

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

5. All members of the team within their licensure and 
scope of practice have a role to play in establishing
organizational policy, and directing and evaluating
clinical care.

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

7. All team members must be as proficient in
communication skills as in clinical skills.

8. Appropriate capacity and staffing of the entire team 
is a requirement for providing the best care.

9. All team members are accountable for their individual
performance as a health care provider, as well as the
performance of the entire team. While this may be
defined by statute or regulation, this also relies on the
clinical judgment of each member of the team.

C o m m o n P r i n c i p l e s f o r t h e H o s p i t a l  C a r e   
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SAT/SBT team from Maury 
Regional Medical Center

breathing, obtain an arterial blood gas sample. The
physician is updated on the patient’s condition and
the test results. If all criteria are met, the team
recommends extubation to the physician.

Training/Development:
In-depth education of both nurses and RTs occurred
prior to implementing the protocol.

Barriers: 
Initial reluctance to the rapid decrease in sedation and
ventilator settings, which declined once staff observed
the positive effects of the protocol, along with some
communication problems between shifts that were
resolved with re-education.

Measures of success: 
A comparison of 131 ventilator patients on the
SAT/SBT protocol (Group 1) to 118 ventilator patients
not on the protocol (Group 2) found the critical care
LOS deviation was 7.2 days for Group 1 versus 11.8
days for Group 2. The mean ventilator days for Group 1
was 6.0 compared to 7.1, and the geometric cost
deviation (in $1,000) was 6.2 versus 7.0.

Going forward: 
The team will continue to employ the SAT/SBT
protocol in the critical care units. ■

10. The HCC understands that to improve quality of 
care, standards and measurement of performance are
important. The measurement should be of the
outcomes of the team rather than of any individual
member of the team.

11. To provide the best care possible, appropriate
information must be readily available to all team
members, at the right point of decision making, 
and in a format that allows for ongoing updating 
and communication to the team.

12. The current undergraduate and postgraduate
professional education of team members is inadequate
to promote true team functions. The HCC calls on the
training institutions for health professionals to adopt
new curricula and experiential models that foster the
competencies and the culture that support team-based
care. It also calls on the professional associations to

likewise function in a team-based manner and develop
creative approaches to “teaching” the professionals
they represent, as well as modeling for other health
care professionals, the skills to be a functioning
member of a health care team. Professional
associations should foster research that demonstrates
the effectiveness of team-provided care.

13. The HCC recognizes that today’s hospital cultures do
not foster true teams of health care professionals. It
calls on all stakeholders (e.g., payers, providers,
administrators, patients) to work together to create a
new hospital culture that nurtures and rewards high-
performing teams. ■

  C o l l a b o r a t i v e
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Training/Development:
Respiratory therapists earmarked as transition
coaches received training in a wide variety of areas in
order to fulfill their responsibilities.

Barriers: 
Since the respiratory therapy department is paper
based and financial constraints prohibited the
acquisition of a commercially available information
system to manage the department, the team worked
with the information technology department to build
Lung Partners into the mainframe system and
develop a clinical data management process to
support the primary RC function. Relative value units
(RVUs) also had to be defined and a productivity
model based on these RVUs developed. Scheduling
was also a challenge because RTs now have a patient
load, and their patients are on different floors. To be

continued from page 43

compliant with the timing constraints of medication
delivery times, a new scheduling process had to be
developed to allow the treatment time to be
individualized and married to the workflow.

Measures of success: 
Metrics include LOS, cost per case, 30-day
readmission rates, medication error rates, need for
stat treatment rates, patient satisfaction, RT
satisfaction, functionality as measured by the SF-36,
and timeliness of treatments.

Going forward: 
The team hopes to continue working together to
model a successful disease management program and
to continue its relationship with the Whitman School
of Management at Syracuse University. ■

Crouse Hospital

Using Respiratory Therapists in a Primary Care Model
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Press releases
and photos on

new products are
welcome. Send to
Marsha Cathcart,
AARC Times 
editor, at cathcart
@aarc.org.

▲
Featuring information on products and equipment from manufacturers

Marketplace

Pole Clamps

The new Venti.Plus Single Pole
Clamp and Venti.Plus Dual
Pole Clamp from B&B Medical
Technologies are strong, se-
cure, and designed to work in
tandem with the Babi.Plus™
Bubble PAP Valve 0–10 cm
H2O and other devices
mounted to standard hospital
I.V. and equipment poles. The
Venti.Plus Single Pole Clamp
supports up to 3 kg devices,
just right for the Babi.Plus
Bubble PAP valve. The
Venti.Plus Dual Pole Clamp
supports up to 10 kg, which
allows for the mounting of
two devices to the same pole.
The Venti.Plus Pole Clamps
are ISO compliant for univer-
sal compatibility and are eas-
ily cleaned between uses.
www.BandB-Medical.com

Airway Secretion
Management

Mergenet Medical says its
Trach-Assist® is the first air-
way secretion management
device of its kind and is de-
signed for use between 
an endotracheal/
tracheostomy tube and a
closed-suction system. The
airway secretions are col-
lected in a special reservoir,
allowing the clinician to
easily remove them with
the installed closed-suction
catheter without breaking
the circuit. Circuit “breaks”
have been identified as
major risk factors of VAP,
lung de-recruitment, and
hypoxemia. It is available
exclusively through Mercury
Medical Inc. (www.
mercurymed.com). 

Special Advertising Section

Stoma Pad
Wear time for B&B Medical Tech-
nologies’ Sil.Flex Stoma Pad has
been extended up to 28 days for
single-patient application, provid-
ing a more economical solution
to pressure relief at the stoma
site for the patient with a tra-
cheostomy. Sil.Flex is a soft, flexi-
ble pad made of medical-grade
silicone that is placed between
the tracheostomy tube and the
patient’s stoma site. The con-
toured surface provides a stable,
comfortable interface between
the flange and the patient’s neck,
and once applied, Sil.Flex is easily
removed for cleaning. 
www.BandB-Medical.com



Discovery Labs
receives orphan
designation for
surfactant CF
treatment

According to Discov-
ery Laboratories Inc., the
FDA’s Office of Orphan
Products Development
has granted orphan drug
designation to the com-
pany’s KL4 surfactant for
the treatment of cystic fi-
brosis. Orphan designa-
tion provides for up to
seven years of U.S. market
drug product exclusivity
for the designated indica-
tion following marketing
authorization.

Discovery Labs’ COO
Dr. Thomas F. Miller notes,
“Previous preclinical and
exploratory clinical stud-
ies suggest that surfac-
tant may improve
mucociliary clearance,
thereby potentially pre-
venting further compro-
mise of lung function.
Our preclinical and recent
clinical experience sug-
gests that CF may be a vi-
able therapeutic target
for our aerosolized KL4
surfactant technology.”

Joint Commission
center establishes
leadership council

The Joint Commission
Center for Transforming
Healthcare has estab-
lished a Leadership Advi-
sory Council to guide

the progress of the cen-
ter as it develops solu-
tions to improve health
care quality and patient
safety. The council will
meet three times a year
and includes executives
from among the cen-
ter’s major sponsors and
CEOs representing par-
ticipating hospitals.

The members will use
a systematic approach
to analyze specific
breakdowns in care, dis-
cover their underlying
causes, and develop tar-
geted solutions. Center
projects include hand
hygiene, wrong-site sur-
gery, hand-off communi-
cations, and the
reduction of surgical
site infections following
colorectal surgery. 
Future projects are 
expected to focus on
preventable hospitaliza-
tions, medication errors,
and other aspects of in-
fection control.

Pharmaxis presents
data on CF drug

Pharmaxis recently
presented the results of
pooled data from two
large-scale six month
Phase III trials of Bron-
chitol (inhaled mannitol)
in people with CF. Addi-
tional results from the
second trial were also
released to supplement
the top-line results re-

ported in June of last
year. “The number of
exacerbations in the
two studies was fairly
low, reflecting the ag-
gressive treatment with
antibiotics that is now
common practice in the
clinic,” says Pharmaxis
CEO Dr. Alan Robertson.
“Despite this, Bronchitol
produced a clinically rel-
evant reduction in exac-
erbations in patients
completing the study,
and together with re-
cent data showed sus-
tained benefit in lung
function out beyond 18
months.”

In other news, the
company announced it
has received FDA ap-
proval to market its 
ARIDOL™ (mannitol 
inhalation powder)
Bronchial Challenge Test
Kit.

Cleveland Clinic
teams up with
Covidien to develop
Risk Stratification
Index

Working with 
Covidien, Cleveland
Clinic researchers have
developed a Risk 
Stratification Index 
they believe will help
patients, regulators, and
hospitals compare pa-
tient outcomes and
quality of care. The tool
was developed and test-

ed using 35 million CMS
records, and validity was
confirmed by applying it
to more than 100,000
Cleveland Clinic
records. The system is
statistically stable to as
few as 5,000 patients,
making it useful for
small as well as large
hospitals, and hospitals
can also adjust for their
patients’ baseline level
of illness and the risk as-
sociated with various
procedures using only
standard billing records,
thus permitting out-
comes such as mortality
to be fairly compared
among hospitals. The
tool is available in the
public domain to any
hospital that would like
to use it.

Novartis drug linked
to reduced mortality
in CF patients with
common infection

A new analysis of data
from more than 12,000
people with CF and
Pseudomonas aerugi-
nosa lung infection in
the Cystic Fibrosis Foun-
dation’s Patient Registry
found the use of 
Novartis’ TOBI®

(Tobramycin Inhalation
Solution USP) was asso-
ciated with a 21% re-
duction in mortality in
the following year. The
finding held true even
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after the results were
adjusted to take into ac-
count CF disease severi-
ty and use of other CF
treatments.

Inspire
Pharmaceuticals
presents positive
results from CF drug
studies

Inspire Pharmaceuti-
cals, Inc. recently pre-
sented data on
denufosol tetrasodium,
an investigational thera-
py for CF. Data from
TIGER-1, Inspire’s first
Phase III clinical trial
with denufosol (a novel
inhaled ion channel reg-
ulator), suggest that de-
nufosol has the
potential to benefit
adolescent patients and
those on minimal con-
comitant therapies. Ad-
ditionally, Inspire’s
research suggests that
denufosol inhibits sodi-
um absorption, stimu-
lates chloride secretion,
and has the potential to
target the small airways
of the lungs where CF
lung disease begins.

Invacare sponsors
bike trip to raise
awareness of COPD

Invacare Corporation
sponsored a bicycle ex-
pedition to raise aware-
ness of COPD and
inspire oxygen users to
live active lives last fall.
Cyclist Mark Junge used
the company’s XPO2™
Portable Oxygen Con-
centrator and SOLO2

®

Transportable Oxygen
Concentrator on a 792-
mile trip that began in
Charleston, SC, in early
October and ended up

in Key West, FL, in mid-
November. A retired his-
torian, writer, and
photographer from
Cheyenne, WY, Junge
has blood clots in his
lungs that cause him to
be oxygen-dependent.
He uses supplementary
oxygen daily to main-
tain his active lifestyle.
This was his sixth bike
trip to raise awareness
of COPD.

Newport Medical
Instruments receives
government
contract

HHS’s Biomedical Ad-
vanced Research and
Development Authority
has awarded a $6.7 
million contract to
Newport Medical Instru-
ments for the develop-
ment of domestically
manufactured, low-
cost, user-friendly, and
flexible next-generation
ventilators that can be
used to provide respira-
tory support for large
numbers of severely ill
patients in the event of
a severe influenza pan-
demic or other public
health emergency. The
contract calls for the
ventilators to be priced
at less than $3,000
each.

United Business
Media acquires
Canon
Communications

United Business
Media has acquired
Canon Communica-
tions, publisher of 24
industry magazines and
the producer of 45
websites and more than
100 e-newsletters per-

taining largely to the
medical device design
and manufacturing and
electronics engineering
markets. The company
produces more than 40
tradeshows in the U.S.,
Asia, and Europe every
year as well.

Teva announces new
study results for
asthma drug

Teva Pharmaceutical
Industries Ltd. recently
announced the publica-
tion of results from a
real-life observational
study of the General
Practice Research Data-
base (GPRD). It revealed
that asthma patients
treated with QVAR® (be-
clomethasone dipropi-
onate HFA), either as
initial therapy or with
an increase in dose, had
a similar or better
chance of achieving
asthma control as pa-
tients who were treated
with fluticasone propi-
onate. Asthma control
was also achieved at
lower doses in the
QVAR population versus
the fluticasone propi-
onate population. The
findings were published
in the September issue
of the Journal of Allergy
and Clinical Immunolo-
gy.

Omni Bio
Pharmaceutical
begins AAT trial in
type 1 diabetics

According to Omni
Bio Pharmaceutical,
Inc., the first patient has
been infused in its FDA-
cleared Phase I/II
human clinical trial of
alpha-1 antitrypsin

(AAT) in recently diag-
nosed type 1 diabetics.
The trial is evaluating
the potential of AAT to
halt or reduce the dete-
rioration of islet beta
cells that causes type 1
diabetes. AAT is an FDA-
approved, off-patent
drug with an almost 20-
year safety track record
as an approved treat-
ment for emphysema in
AAT-deficient patients.

Provista Life
Sciences, Radient
Pharmaceuticals,
announce lung
cancer test results

Provista Life Sciences
and Radient Pharma-
ceuticals Corporation
have announced valida-
tion study results of a
blood test for early de-
tection of lung cancer.
Data generated by the
study, which included
men and women be-
tween 20–76 years of
age, proved consistent
with previous findings
and produced positive
clinical performance
marks of 87% sensitivity,
95% specificity, and an
ROC Accuracy of 0.97.
The study will serve as
the cornerstone to Pro-
vista’s efforts to intro-
duce a new lung cancer
detection assay brand-
ed LC Sentinel™ to mar-
ket. The company says
it expects to seek FDA
registration for LC Sen-
tinel this year. 

Brief submissions and 

photos for this column

may be sent to Marsha

Cathcart, AARC Times

editor, at cathcart@

aarc.org. ■
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RC Week 2010 
Was a Big Hit
Across the Country

AARC members celebrated
National Respiratory Care
Week in late October. From
hosting luncheons and din-
ners honoring RTs, to organiz-
ing in-services to provide
much-needed education to
staff and colleagues, to spon-
soring events to raise aware-
ness of lung health, your
colleagues rose to the occa-
sion and made sure RC Week
2010 was a big success. The
photos running along the bot-
tom of these pages tell the
story. Take a look at the proud
members of your profession
and how they made the most
of our national week. ■

▲

RC Currents
IN THE NEWS

Johns Hopkins Bayview Medical Center,
Baltimore, MD

Forrest Bird 
Halloween
Party

AARC Members Choose New Leaders

AARC elections concluded in early November, and the following will be joining in-
coming AARC President Karen Stewart, MSc, RRT, FAARC, in Association leadership this
year: George W. Gaebler, MSEd, RRT, FAARC, vice president for external affairs; Susan Ri-
naldo-Gallo, MEd, RRT, FAARC, vice president for internal affairs; Linda I. Van Scoder,
EdD, RRT, FAARC, secretary-treasurer. The directors-at-large are Denise Johnson, BS,
RRT; Camden J. McLaughlin, BS, RRT, FAARC; and Harold Frederick (Fred) Hill, Jr., MA,
RRT.

They will be joining those directors who will be continuing
or beginning to serve out their terms. They are: Frank 
Salvatore, BS, RRT, FAARC; Debbie Fox, MBA, RRT; Doug 
McIntyre, RRT; Michael Hewitt, RRT-NPS (Adult Acute
Care), Tony Stigall, MBA, RRT, RPSGT (Sleep);
Greg Spratt, RRT, CPFT (Home Care); and
Lynda Goodfellow, EdD, RRT, FAARC (Education).

Five Specialty Sections also held elections
this year. Elected were: Adult Acute Care,
Keith D. Lamb, RCP, RRT; Diagnostics, Matthew
J. O’Brien, BA, RRT, RPFT; Education, Joseph G.
Sorbello, MSEd, RRT; Management, Bill 
Cohagen, BA, RRT,  FAARC, and Neonatal-
Pediatrics, Cynthia C. White, BA, RRT-NPS, AE-C.  ■
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Education Section Call for Abstracts for
Summer Meetings

The 2011 AARC Summer Forum, scheduled for July 18–20 (Mon-
day–Wednesday) in Vail, CO, offers an excellent opportunity for par-
ticipants to share their scholarly activities with education colleagues
through a research abstract. The submission deadline is March 15,
2011. For more information, log on to www.aarc.org/resources/
summer_forum/index.asp. To request a mentor, volunteer as a men-
tor, or for questions about the education research abstracts, con-
tact: Weissman@palmbeachstate.edu, (561) 207-5068.  ■

West Virginia University
Hospital, Morgantown, WV

University of Missouri, Columbia, MO

Promise Regional Medical Center,
Hutchinson, KS

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

Sam Giordano, AARC Executive Director
• Participating in an oxygen confer-

ence with the National Association
for Medical Direction of Respiratory
Care

Thomas J. Kallstrom, AARC COO 
and Associate Executive Director
• Representing the AARC at an EPA

Asthma Workshop in Washington,
DC

AARC Leaders
Attend Meetings

AARC Times Is
Looking for 
Medical Mission
Stories

We know many AARC members have
reached out beyond our borders to help
people in need of respiratory care treat-
ments and education. Now we’re hoping
you’ll agree to share your stories with the
rest of us through an article here in the
“Respiratory Care Currents” section of 

AARC Times, as we are actively seeking arti-
cles from AARC members.

If you have a medical mission story to
tell, contact AARC Times Editor Marsha 
Cathcart at cathcart@aarc.org and place
“Medical Missions” in the subject line. ■
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When Thomas L. Petty, MD, FAARC,
passed away in December of 2009, he
was in the middle of editing a sequel to
his popular “Adventures of an Oxy-
Phile,” a book he wrote for people living
with supplemental oxygen.

After his death, his long-time associ-
ate, Louise Nett, RN, RRT, FAARC, de-
cided the best way to honor his memory
would be to finish what he had started.
“Adventures of an Oxy-Phile2” was pub-
lished in mid-2010 and has garnered
rave reviews from the patient and
provider communities. In the following
interview, Nett explains what went into
the book and why.

AARC Times: “Adventures of an Oxy-
phile2” is a sequel to Dr. Petty’s first
book on oxygen users, “Adventures of
an Oxy-phile” — why do you think he
decided to do another book, and what
were his hopes for the publication?

Nett: Dr. Petty wanted to do another
Oxy-phile book because he thought
there was a lot of new information that
oxygen patients would like to know
about. The advances in personal oxygen
concentrators powered by newer bat-
tery technology would be of interest to
many. The renewed interest in transtra-
cheal oxygen is another.

Tom was a believer that all patients on
oxygen should have a personal oximeter.

All the patients know that to be true for
themselves and are users. He also wanted
the patients to expand their stories of life
as an oxyphile. We think they did a good
job of telling it like they live life.

Dr. Vlady Rozenbaum explains some of
the challenges of international travel
with oxygen. It is possible to do, but one
must plan ahead. Edna Fiore, a patient
advocate, works tirelessly to represent
COPD patients at meetings — especially
at national meetings, conferences, and in
Washington, DC. I think that almost all
patients will identify with the chapter by
Dr. Gene Schwarz titled, “Living with
COPD.” He is an accomplished writer and
has authored two fiction books.

Lynn Cole, Mike McBride, and Mark
Junge break the mold telling their stories
of adventuring forth with their trusty oxy-
gen supply. Their stories of marathons,
mini-marathons, ALA 47 flight stair climbs,
and biking across the United States while
on oxygen are more than what most “nor-
mal” people will ever be able to tell.

Linda Watson, the current president of
EFFORTS (Emphysema Foundation for Our
Right to Survive), was first diagnosed with
emphysema at age 38. Her struggle to
find information has made her a patient
advocate. Canadian Chris Wigley learned
the value of rehabilitation, not from pul-
monary rehab but because he had a car-
diac condition. He soon learned about the
value of oxygen in his exercise program.

Respiratory therapists will recog-
nize their peers Bob McCoy, John
Goodman, and Mark Mangus as propo-
nents of patient education. They be-
lieve a knowledgeable patient is the
best member of the health team. Mary
Burns, famous for her work with pa-
tient support groups and pulmonary
rehab, talks about her work in Califor-
nia, including their mission to establish
that oxygen-using patients are safe
travelers on cruises.

The chapters from friends Dr. Jan
Zielinski from Poland, Dr. Italo Bram-
billa from Italy, and Kozui Kida from
Japan will let U.S. and Canadian pa-
tients know that oxygen therapy is
now an international therapy as well.

Some parts of the first Oxy-phile
book that Dr. Tom wrote are included
in this book. He also writes about his
need for oxygen therapy due to four

New Book 

a Labor of Love

Spartanburg 

Community College,

Spartanburg, SC

Draeger Medical, Inc.

Read more about RC Week 2010 at
www.AARC.org.
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heart surgeries. Dr. Rich Casaburi
writes about the need for new re-
search in long-term oxygen therapy.

AARC Times: Dr. Petty passed away be-
fore being able to finish the book. Why
did you and your colleagues decide to
take on the project and bring it to
fruition?

Nett: We knew we had to finish the
book because so many people had in-
vested energy and time to write their
chapters. And many people had heard
about the book and were looking for-
ward to seeing more information for
patients receiving oxygen therapy. We
felt we had to complete what Dr. Petty
started because he always worked as a
team leader. When the team leader
can’t finish the job, the rest take over.

AARC Times: The book features real
oxygen users who share their stories
— some of them quite amazing —
about living well despite the need for
supplemental oxygen. How did you re-
cruit them to write chapters for the
book, and what was their reaction to
sharing their stories in this fashion?

Nett: Dr. Petty had talked or written to
all the authors in early fall of 2009. To
a person, they were enthusiastic about
being part of this book. Some of the
authors were well known in patient
circles for their contributions. Dr. Petty
knew many of the authors on a per-
sonal level and some through commu-
nication with them by e-mail.

AARC Times: The authors talk about
everything from what daily life is like on
oxygen to how they’ve accomplished
feats like completing the Boston
Marathon. What do you think these sto-
ries say about supplemental oxygen users
and what they are able to accomplish?

Nett: These stories tell of patients
overcoming their emotions when
learning of the need for oxygen. In-
stead of feeling sorry for themselves,
they decided to make the best of a
tough situation. First they learned as
much as they could from books, the In-
ternet, and health care providers. They
then looked into pulmonary rehab pro-
grams and adopted all the advice of
the group leader or other patients.
They found that exercise was benefi-
cial to their condition. The more they
exercised, the better they felt. With
the support of their loved ones and
friends, they started a new life.

And that is what supplemental oxy-
gen can do — give new life. They
began to take charge of their lives and
their disease. It did not control them;
they became the controller. They
learned about their medications and
became the most important member
of their health team.

We can all learn something from
these patients who overcame adversity
and are living new lives as oxy-philes.
They will all say that walking
marathons, stair climbing, or biking
across the United States are definitely
not for everyone. They know they are
unusual, but they say everyone can do a
little more. They encourage other pa-

tients to make an effort to move —
walk a little today, walk a little more to-
morrow, and then keep it up until you
get to the level you are satisfied with.

AARC Times: How do you believe the
book can help both oxygen users and
the clinicians who care for them better
understand oxygen therapy and what
people can accomplish despite using it?

Nett: The book is written for patients,
but their health care providers will
learn a lot about the ability of a deter-
mined patient. Oxygen is not a hin-
drance unless one lets it be so. For
individuals with a focus on living life to
the fullest, this book will be an inspira-
tion. The patient authors have con-
tributed so much to our knowledge of
what is possible on oxygen.

AARC Times: What do you think Dr. Petty
would say about “Adventures of an Oxy-
Phile2” if he were here to see it today?

Nett: He would say that is what we
were supposed to do — i.e., finish the
book. Tom was a dedicated worker all
his life. He always said, “finish what
you start.” Since he couldn’t finish the
book, it fell to us, his friends, to com-
plete the project. I am sure he is look-
ing down and thanking all who
participated in the book. And he con-
tinues to inspire us to learn more
about this magnificent drug. He is
pushing us to tell others about this
book so that it can be an inspiration to
others who feel devastated by the

Medical University of 
South Carolina, 
Charleston, SC

San Joaquin Valley College,
Bakersfield, CA

Rock Valley College,
Rockford, IL

(continued on page 55)
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Surviving respiratory distress syn-
drome in the United States is the norm
rather than the exception. But for more
than a million infants born each year in
resource-limited nations, the outcome
isn’t so promising. Those infants suc-
cumb to the condition because their
countries can’t afford the high-tech me-
chanical ventilators and CPAP devices
we take for granted — and even if they
could, they don’t have enough medical
professionals trained in their use to
make it a viable treatment option in
most places.

At Seattle Children’s Hospital up in
Washington state, Robert DiBlasi, RRT-
NPS, FAARC, is part of a unique project
aimed at building a ventilator just for
this setting, and he’s being led in the ef-
fort by none other than his hospital
CEO. It turns out Thomas Hansen, MD, is
also a neonatologist and pulmonologist,
and when he took on the CEO role in
2005 it was only with the understand-
ing that he would still be able to pursue
his passion for research. His goal was to

save hundreds of thousands of infants
every year who are born in countries with
limited access to ventilator care.

“Dr. Hansen has always had a goal to
build a neonatal-specific ventilator for re-
source-limited settings,” says DiBlasi. “At
the time that we began designing this
ventilator, Tom and I were doing some
clinical research on ventilated babies. He
approached me and two engineers and
literally said, ‘make me an inexpensive
ventilator that works as well as a micro-
processor-driven vent.’”

So that’s what they did. Working
closely with Dr. Hansen, DiBlasi and his
colleagues came up with a high-ampli-
tude bubble continuous positive airway
pressure (HAB-CPAP) device capable of
providing respiratory support substan-
tially greater than that which is provided
by bubble CPAP (B-CPAP) used in modern
NICUs. Experiments conducted in sponta-
neously breathing, lung-lavaged juvenile
rabbits showed HAB-CPAP lowered work
of breathing and increased PaO2 levels
when compared to treatment with B-
CPAP at identical mean airway pressures.

“The device achieves inflation using a
small water bath and a compressor or gas
cylinder,” explains DiBlasi, an AARC mem-
ber. “During this process, my colleague
and I made the discovery that by tilting the
gas outlet of a standard B-CPAP system,
the pressure oscillations created by gas en-

“Aha” Moments That

May Save Babies

Around the World

Montana State University,

Great Falls, MT

Saline Memorial Hospital,
Benton, AR

Advocate Christ Medical Center,

Oak Lawn, IL

Robert DiBlasi displays the 
ventilation devices he and his 
colleagues believe could help 
resource-limited nations provide
better care for infants with 
respiratory distress syndrome.
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Saint Luke's Northland Hospital,Kansas City, MO

Carroll Hospital Center,
Westminster, MD

tering the water column created a pressure waveform similar
to a high-frequency ventilator. This was our first ‘aha’ mo-
ment.”

From there, Dr. Hansen had the idea to add a second
piece of tubing in the water column to control inspiratory
pressure for intermittent mandatory ventilation (IMV) breaths.
“He added a simple pinch valve to control rate and I-time,
and voila, we had a ventilator.” The inexpensive, simple-to-
operate device — officially called the bubble intermittent
mandatory ventilator but known familiarly as the “Hansen
Ventilator” — functions much like first-generation infant ven-
tilators used in the United States in the 1970s and 1980s.

In addition to providing IMV, the gas bubbling through
the water creates oscillations in airway pressures during the
exhalation cycle. In tests, the Hansen Ventilator outper-
formed other modern mechanical ventilators when ventilat-
ing paralyzed, lung-lavaged juvenile rabbits at identical
ventilator settings, says DiBlasi.

“The interesting thing is that the ventilator combined
with HAB-CPAP has the ability to provide bubble CPAP, con-
ventional ventilation, and a form of high-frequency ventila-
tion that can be applied to assist spontaneously breathing
infants noninvasively using prongs, or invasively with an ET
tube,” explains DiBlasi. “I never thought that we would be
able to capture the energy created by water to ventilate a
very sick preemie’s lungs, but we have done it!”

DiBlasi, Dr. Hansen, and their colleagues published a paper
on the HAB-CPAP device in the June issue of Pediatric Re-
search and another on both devices in the Sept. 1 Epub edi-
tion of the same publication. DiBlasi has also traveled to
Vietnam and India to identify sites to continue the clinical re-
search. The team is applying for a grant to study the devices
in India. ■

knowledge that they need oxygen. Oxygen can be the be-
ginning of the first day of the rest of their lives.

AARC Times: You received the Thomas L. Petty Invacare
Award for Excellence in Home Respiratory Care during the
Awards Ceremony at the AARC International Respiratory
Congress in Las Vegas, NV, this past December. What did
you think about winning the first of this award to be re-
named for Dr. Petty?

Nett: I was pleased to hear about the Thomas L. Petty MD
Invacare Award for Excellence in Home Respiratory Care last
summer. However, I was shocked to hear I was the recipi-
ent. It is quite amazing that work done in the 1960s and
early 1970s is being remembered today.

The award really should go to all the early pioneers in
home care. I am just one of the people who advocated for
getting people out of the hospital and into their homes. Reha-
bilitation was the key, and oxygen was a significant tool in
home care. Tom Petty and I learned a lot about home care
from our friends, Drs. Alvin Barach from New York, and Rueben
Cherniak, then in Winnipeg, Canada. We looked to them for
ideas and help as we established our program of care. We are
all benefiting from their pioneering work in home care.

We had a lot of fun in the early days making home visits
all over the greater Denver area. The patients taught us so
much. They are the ones who really deserve the award. I
am thankful for this honor. I know Tom would be pleased to
learn that his memory is preserved in this home care award.

To order a copy of “Adventures of an Oxy-Phile2,” visit
www.drtompetty.org. ■

(continued from page 53)

A simple and convenient way for you to submit abstracts
online for the RESPIRATORY CARE OPEN FORUM for the AARC Interna-
tional Respiratory Congress is at http://aarc2011.abstract
central.com. Easy online instructions will guide you through
properly submitting abstracts for Respiratory Care 2011 in
Tampa, FL, Nov. 5–8. The deadline for submitting OPEN FORUM

abstracts is June 1.

The OPEN FORUM is your opportunity to gain national and in-
ternational recognition for your work in cardiorespiratory
care. Plus, accepted abstracts will be published in the Octo-
ber 2011 issue of RESPIRATORY CARE and will automatically be
considered for research fellowships from the American Respi-
ratory Care Foundation. ■

Journal Issues Call for OPEN FORUM Abstracts
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Mt. Evans Ascent — 

the Ultimate 

Lung Challenge
by Roxlyn G. Cole

I don’t think any respiratory therapist
or doctor would suggest this ultimate
lung challenge; but my fellow COPD
friend did, and I was amazed once I de-
cided to do it. I have always been grate-
ful for respiratory professionals setting
me on the pulmonary rehab path, and
everyone needs to know it really works
— but few would expect something like
this is possible.

If a patient has the desire to do
more, every encouraging word from
medical staffers, oxygen providers, and
respiratory manufacturers is so appreci-
ated, and it helps more than any could
imagine.

Perhaps Mike McBride (who has mod-
erate/severe COPD) decided he needed
a bigger challenge since having com-
pleted the Boston Marathon while
pulling his oxygen cart — maybe he
could go back and give another try at
mountain climbing. Maybe writing
about his climbs in the recently pub-
lished, “Adventures of an Oxy-Phile2”
made him decide to take this stupen-

dous challenge. This book was written by
Thomas L. Petty, MD, FAARC, and a selec-
tion of other authors, including respira-
tory professionals and eight patients, and
offers hope and encouragement for pa-
tients. For more information about the
book, go to www.drtompetty.org. I be-
lieve it is informative for professionals,
patients, and caregivers.

After considering Mike a bit crazy, I
thought why not? At age 72, my COPD is
mild, mostly defective diffusion. I can
walk half-marathons downward from
10,880 feet of altitude, so why not a
slow upward walk? My husband was a
great help doing multiple test drives up
Mt. Evans (a very scary hairpin, no guard
rails drive) to plot out where we would
start and where on the narrow road he
could pull off and be ready to supply us
with new oxygen tanks without going
over the edge. Gradually, we gained in-

terest from a few others. Nine adven-
turers participated, with the age
range from 18–78, and we all had a
great, if somewhat breathless, time in
the thin air at the ultimate 14,264
feet.

Caire/Chart Industries sent repre-
sentative Crystal Wolf with extra LOX
portables. John More, from American
Medical Sales & Repair also brought
portables, some two-way radios (cell
phones don’t work up that high), and
he even had his daughter Lindsay to
help with the driving. Apria sent Lisa
Tilson up to take some photos. Last
but not least, two friends, Curt Huber
and Andy Mirdik, took the real trail, un-
encumbered with oxygen tanks. They
cheered us from above with the
walkie-talkies.

Starting from 12,830 feet at Sum-
mit Lake, four of us walked the road

Baptist College of Health Sciences,
Memphis, TN

NY DART Symposium

Baxter Regional Medical 
Center, Mountain Home, AR
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Mid-State Technical College,
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Respiratory Care Education Annual
Call for Papers

The AARC will publish Volume 20 of the Respi-
ratory Care Education Annual in the spring of
2011, and the Education Section invites educa-
tors to submit papers for consideration. Deadline
for submission is Feb. 15, 2011. Papers should be
approximately 6 to 10 pages in length with ab-
stracts less than 120 words. For more information
on style and format, contact Dennis Wissing at
dwissi@lsuhsc.edu or visit www.rcjournal.
com/guidelines_for_authors/ to follow author
guidelines used for RESPIRATORY CARE Journal. ■

Self Regional Healthcare,

Greenwood, SC

for 5.3 miles to the top parking lot at 14,130
feet. Then we finally had to hand-carry oxygen
up a rough trail, instead of towing them on oxy-
gen carts.

The total distance was about 6 miles. Several
drove, Lindsay waited at the top to run down for
potential emergencies, and my husband Lou fol-
lowed within sight behind us with our next oxy-
gen tanks. We weren’t sure how long 15–16
L/min would last us, because we couldn’t guess
our walking speed. It turned out to average
about 2 mph. Both Mike and I have TTO oxygen
(transtracheal oxygen delivery in the neck), and I
additionally used Oxy-view glasses to add 4 liters
to my oxygenation with 12 liters via the TTO.

For information on TTO from the patient’s
perspective, folks can write to me “Lyn” (Roxlyn
G. Cole at roxlyngcd@comcast.net) in Littleton,
CO. My “Pulmonary Rehab & After” blog has
more of our adventures at http://pulse.
yahoo.com/_KIEVF7SMPEV62PAF7LWHN3HEWU/
blog. ■

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 informa-
tion 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 contact information. Send to: Editor Marsha Cathcart, 
cathcart@aarc.org with “Success Stories” in the subject line. ■

Read the Rest of the Story at AARC.org
• Second group of Fall Bulletins online — www.aarc.org/headlines/10/

11/bulletins.cfm
• AARC endorses warning label strategy — www.aarc.org/headlines/

10/11/tobacco_labels/
• Benchmarking requirement added to QRCR hospital criteria —

www.aarc.org/headlines/10/11/qrcr/
• CMS final rules show positive gains for pulmonary rehab —

www.aarc.org/headlines/10/11/cms_rules.cfm
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Hickory, NC

Laurel Business 
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Uniontown, PA

Transitions

Lauri L. Leadley, CRT, RPSGT, recently
opened her fifth sleep center in Ari-
zona under the Valley Sleep Center
name. The Chandler clinic joins clin-
ics in Scottsdale, Mesa, Phoenix,
and Glendale. (Photo 1)

Lionel Machado is participating in a
leadership class established by the
Tulare, CA, Chamber of Commerce to train community
leaders of tomorrow. Machado works at Tulare Regional
Medical Center and also serves as an assistant football
coach for the Tulare Youth Athletic Association.

Paul T. Treffeisen, BS, RRT, has been appointed deputy com-
mander for the National Disaster Medical System, Disaster

Medical Assistance Team for South
Carolina, by Dr. Kevin Yeskey, deputy
assistant secretary and director in the
Office of Preparedness and Emer-
gency Response at the Department of
Health and Human Services. Shown
here on a 2010 deployment to Haiti,
Treffeisen is the respiratory care man-
ager for the Greenville Hospital Sys-
tem in Greenville, SC. (Photo 2)

Gloria Morris, RRT-NPS, recently completed the Healthcare
Emergency Management training program offered by the
Center for Domestic Preparedness in Anniston, AL. The cen-
ter is operated by the Department of Homeland Security’s
Federal Emergency Management Agency. Morris is a respi-
ratory therapist at Bridgton Hospital in Bridgton, ME.

Karen Chambly, RRT, has been named director of respira-
tory therapy and neuro-sleep services at La Porte Regional

Health Systems in La Porte, IN. She has
been with the hospital since 1997.
(Photo 3)

Carol Canter is the new director of clin-
ical services for the Solcum-Dickson
Medical Group in New Hartford, NY.
Canter has been with the group since
June of 2009, coming to the position from Mohawk Valley
Home Care in nearby Utica, where she was executive direc-
tor for more than 15 years.

Robert L. Wilkins, PhD, RRT, FAARC, passed away in Septem-
ber after a long battle with lymphoma. He served on the
cardiopulmonary science faculty at Loma Linda University
in Loma Linda, CA, from 1979 to 2006 and was a clinical
professor in the respiratory care program at the University
of Texas Health Science Center at San Antonio at the time
of his death. He wrote several well-known respiratory care
textbooks during his long career.

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

▲

1

2

3

Members, Send Us Your 
Human Interest Stories

Have you been active in a ventilator-dependent kids’ sum-
mer 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 read-
ers, please contact AARC Times Editor Marsha Cathcart at
cathcart@aarc.org. ■
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“Green” Doesn’t Mean “Fragrance Free”

Respiratory patients who are sensitive to scents won’t be
avoiding them by purchasing products that claim to be “green.”
A new study out of the University of Washington on 25 com-
monly used scented products found these products emitted an
average of 17 chemicals each, and most of them were not listed
on the label.

While the scientists drew no conclusions as to the effect of
these chemicals on a person’s health, previous national surveys
found about 20% of respondents reported adverse health effects
from air fresheners and about 10% reported adverse effects from
laundry detergents. People with asthma were twice as likely to
report these problems.

The study was published in the October issue of Environmen-
tal Impact Assessment Review. ■

Contribute to
Writer’s Corner

AARC Times is currently consid-
ering essays and short stories from
AARC members for publication in
the Writer’s Corner section of “RC
Currents.” Submissions should be
under 500 words and contain a
cover letter with the member num-
ber, 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. ■

Study Points to High OSA Risk in Hospital Patients

Loyola University Hospital researchers presenting at the recent CHEST 2010
conference found 81% of hospitalized patients are at high risk for obstructive
sleep apnea (OSA). The study was conducted among 195 patients who were
screened using the eight-question STOP-BANG questionnaire. Among that num-
ber, 157 answered “yes” to at least three questions, placing them in the high-
risk category. Despite this risk, however, only 41 of the patients reported having
been evaluated in an overnight sleep lab. Thirty-one of those patients had been
diagnosed with OSA, but only 18 were being treated.

“Undiagnosed obstructive sleep apnea may be associated with increased risk
of complications in hospitalized patients,” noted study author Dr. Sunita Kumar
and her colleagues. “Screening and evaluation for obstructive sleep apnea in
high-risk patients should be considered as it may help reduce the burden of undi-
agnosed obstructive sleep apnea.” ■
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Strange But True

Tick Tock: Scientists have long known time
passes faster at higher elevations, such as in a
high-flying rocket, but now researchers from the
National Institute of Standards and Technology
have found the phenomenon occurs even a foot
off the ground. While the difference is way too
small to be measured by your wristwatch, the in-
vestigators believe the finding could have practi-
cal applications in geophysics and other fields.

DNA Crimestopper: Police in London are providing a DNA spray to
small businesses to help catch thieves. If a business owner is being
robbed, he simply presses a concealed button that both calls police to
the scene and releases a fine mist that coats everything in the room.
The synthetic DNA contained in the mist lodges in the robber’s nose
and other body cavities and can help identify him as the perpetrator.

Babies Boost Brainpower: Some people believe motherhood turns a
new mom’s brain into mush. However, a researcher at the National In-
stitute of Mental Health has found childbirth to actually increase the
size of the brain in areas linked to motivation and behavior.

No Sponge Left Behind: University of North Carolina at Chapel Hill re-
searchers are working on radio frequency tags that can be implanted
into surgical sponges. Why? The tags can alert surgeons ready to
close up that a sponge still needs to be retrieved.

Healthy Choices: A new video game for smart phones is helping people
make better dietary choices. Georgia Institute of Technology investiga-
tors who tested “Order Up!” in a group of 12 volunteers found playing
the game over a three-week period led to healthier eating when dining
out.

Stormy Weather: Being exposed to a hurricane while in utero can signifi-
cantly increase the risk of fetal distress after birth, report Colorado State
University researchers who compared pregnant women exposed to Hur-
ricane Andrew with similar women not exposed. Exposure upped the
risk by 20% in the second trimester and 26% in the third trimester. ■

▲

New Guidelines Focus on 
Compressions-Only CPR

The American Heart Association (AHA) has issued
new cardiopulmonary resuscitation (CPR) guidelines
that forego mouth-to-mouth resuscitation and instead
recommend chest compressions as the key component
of CPR. The recommendation is based on a landmark
study published in the Oct. 6 issue of JAMA that
showed hands-only CPR applied by bystanders boosted
the survival rate from 18% to 34% and increased the
number of people willing to initiate CPR from 28% to
40%. The guidelines recommend applying chest com-
pressions to a depth of about two inches at a rate of
100 per minute.

According to the AHA, the changes are sorely
needed because less than a third of out-of-hospital sud-
den cardiac arrest victims receive bystander CPR and
less than 8% survive. While effective bystander CPR can
double or triple a victim’s 
chance of survival, 
many people have been 
hesitant to perform CPR 
with mouth-to-mouth 
resuscitation, 
leaving many 
victims without 
the vital help they 
need until 
emergency services 
arrive. ■
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Where There’s Smoke, 
There May Not Be Fire

It doesn’t take a fire in the neighborhood to expose your respiratory
patients to the ill effects of smoke. New research on the way smoke
travels suggests the culprit could be thousands of miles away instead.

The phenomenon has its roots in weather patterns. Scientists have
long known that large wildfires can create or strengthen thunder-
storms, but now they are learning that the clouds generated by these
storms — called pyrocumulonimbus clouds — can also boost smoke
from the fires far into the stratosphere where it can then be picked up
by jet streams and carried to remote sites. Late last summer, for exam-
ple, a dusky shroud hanging over Alaska and Western Canada was
found to originate not in the wildfires that usually strike the area at
that time of year but in massive blazes that occurred 9,000 kilometers
away in Russia in July.

A report on the phenomenon was published in the Nov. 6 edition of
Science News. ■

Dayton Children’s Hospital, Dayton, OH

North Central State College, Mansfield, OH

Illinois Central College, East Peoria, IL

Human Growth Hormone 
May Benefit CF Patients

A new study conducted by Connecticut inves-
tigators and funded by the Agency for Healthcare
Research and Quality (AHRQ) finds human growth
hormone increases height and weight and may
improve lung function and strengthen the bones
of patients with cystic fibrosis. Some evidence
also indicates the treatment can reduce the need
for hospitalization. However, no evidence was
found to suggest the therapy prolongs life or im-
proves health-related quality of life, and use of
the treatment was found to raise blood sugar,
which could put patients at risk for diabetes.

The comparative effectiveness review was
based on an analysis of 53 previous studies on
the effect of human growth hormone on CF pa-
tients and is included in the AHRQ’s Effective
Health Care Program. ■

Diabetes Hurts the Lungs Too

Could diabetes be the next condition linked to lung impair-
ment? Maybe, report Dutch researchers publishing in a recent
issue of CHEST. They looked at pulmonary function data from 40
studies involving 3,182 people with diabetes but no overt lung
disease who were compared to 27,080 healthy controls. Results
showed diabetes was associated with a modest yet statistically
significant impairment in pulmonary function in a restrictive 
pattern.

The researchers believe diabetes-related microvascular dam-
age in the lungs and/or stiffening of the thorax and lungs due to
glycation may be to blame. “Since our results apply to the dia-
betic subpopulation free from overt pulmonary disease, it would
next be interesting to investigate the potential clinical implica-
tions in those patients with diabetes who carry a pulmonary di-
agnosis, such as COPD or asthma,” write the authors. ■



needs and care of patients with chronic diseases. Now is
the time for practicing respiratory therapists to become
comfortable with disease management. It is likely that
our future practice will encompass this on an even larger
scale. Are you ready? ■
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while avoiding the complications of mechanical ven-
tilation. Newer technology such as the portable Sen-
Tec digital transcutaneous carbon dioxide (TcCO2)
monitor has potential implications in transport mon-
itoring, as it stabilizes in about one-fourth the time of
conventional TcCO2 monitors and has been shown to
be very accurate in the ICUs.

The utilization of neonatal specialty teams has
been common practice since the 1970s; and since
those early days, respiratory  therapists have been im-
portant members of these specialty teams. In 1985 the
American Academy of Pediatrics (AAP) published
“Guidelines for Air and Ground Transportation of Pe-
diatric Patients.” This document was the AAP response
to provide standardized guidelines for transporting
critically ill and injured children.11 These guidelines
have been revised twice, in 1993 and again in 2006.12,13

In all three of these documents, respiratory therapists
are mentioned as common members of transport
teams bringing their knowledge and skill to the pa-
tient’s bedside. Just this year the Commission on Ac-
creditation of Medical Transport Services (CAMTS)
released the eighth edition of their standards. This
edition is important in that it now lists advanced cre-
dentials such as RRT, NPS, and C-NPT — again recog-
nizing the contributions respiratory therapists make
to the transport of critically ill children.

As enhanced technology and knowledge in manag-
ing critically ill newborns is applied in the transport
arena, the level of care in this mobile environment
may reach new standards. Acquiring a foundation of

knowledge about newborn pathologies and new tech-
nology will only enhance the need for respiratory
therapists who continue to be valuable members of
transport teams. ■
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Their study compared anatomical features among
22 obese OSAS patients and 22 obese controls. Com-
pared to the controls, the OSAS patients had a smaller
oropharynx and larger adenoids, tonsils, and retropha-
ryngeal nodes. The size of the lymphoid tissues corre-
lated with severity of OSAS but was not modified by the
BMI Z-score.

OSAS subjects also had larger parapharyngeal fat-
pads and abdominal visceral fat, but the size of these
tissues was not correlated with severity of OSAS or
modified by the BMI Z-score.

“Upper airway lymphoid hypertrophy is significant
in obese children with OSAS,” write the researchers.
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“The lack of correlation of lymphoid tissue size with
obesity suggests that this hypertrophy is caused by
other mechanisms.”

Study looks at sleep and driving in the elderly
Yale University investigators who collected self-re-

ported driving patterns and sleep questionnaire re-
sults for 430 older people who reported driving a
median of 17 miles per day find little evidence that
common sleep problems affected their driving ability.

Overall, 26% of the participants reported insomnia,
19.3% reported daytime drowsiness, and 19.9% were
deemed at high risk for OSA. However, none of these
factors were associated with increased risk for a com-
posite I or II driving event over a two-year period.

The authors note other studies have shown that
older drivers tend to self-regulate driving practices.
They suggest future studies should look at whether
sleep disturbances are “more important as a mecha-
nism that underlies driving cessation rather than
compromising driving safety.” The findings appeared
in the October issue of the Journal of the American Geri-
atrics Society.

Study explores PH patients with SDB
Sleep-disordered breathing (SDB) is common in pa-

tients with pulmonary hypertension (PH) and cannot
be predicted by sleep apnea symptoms or diurnal rest
and exercise SaO2. That’s the key finding from New
York researchers who conducted right and left heart
catheterization and polysomnography on 28 patients
referred for dyspnea on exertion and elevated pul-
monary arterial pressure >30 mm Hg on echocardiog-
raphy who were not pre-selected for symptoms of
SDB.

Thirty-two percent of the patients were diagnosed
with idiopathic PH and 68% with PH associated with
other diseases. Most were classified as World Health
Organization Functional class II or III, and the mean
pulmonary arterial pressure (mPAP) was 40.9 ± 15.1
mm Hg. Diurnal resting and SaO2 were 94.9 ± 3.7% and
88.3 ± 8.9%. Among the results:

• The mean apnea-hypopnea index (AHI) was 11.4
± 19.8/h.

• 50% had an AHI ≥ 5/h.
• 30.6 ± 36% of total sleep time was spent with

SaO2 < 90% (T90%).
• 66% with an AHI ≥ 5/h reported snoring.
• 60% noted daytime somnolence but only 29%

had an Epworth Sleepiness Scale ≥ 10.

• Right atrial pressure and mPAP were signifi-
cantly correlated with AHI and T90%.

• The best predictive model relating PH severity to
metrics of SDB was a highly significant associa-
tion between mPAP and a linear combination of
AHI and T90%.

The study was published in the Oct. 7 Epub edition
of Sleep & Breathing. ■

maintained his seat and won a third term in the Sen-
ate. Sen. Crapo is also a founder and co-chair of the
Congressional COPD Caucus.

Repeal of Medicare DMEPOS competitive acquisition
program — Congressman Kendrick Meek (D-FL) intro-
duced a bill (H.R. 3790) to repeal the Medicare com-
petitive bidding program. While there is strong
support in the House of Representatives to repeal the
competitive bidding law altogether, a companion
piece in the Senate has not been introduced. AARC has
submitted letters to Congressman Meek supporting
the Congressional effort to repeal the competitive bid
program. Also be aware that Congressman Meek ran
unsuccessfully for the Florida Senate seat and will not
return to Congress in January. The bill will have to be
re-introduced with a new primary sponsor.

Repeal of Medicare’s 36-month cap on home oxygen
therapy under the DME benefit (H.R. 2373) — This leg-
islation was introduced by Representatives Tom Price
(R-GA) and Heath Shuler (D-NC) and would repeal the
law that now limits rental payments for Medicare
home oxygen equipment and supplies to 36 months.
Forward movement on this legislation has been
stalled while the HME industry determines a way to
offset the costs of repeal (i.e., how to “pay for” the bill).
The AARC opposed the initial legislation that created
the 36-month rental cap that eventually became law.
Without “pay for” provisions, it becomes extremely
difficult to move the legislation through Congress any
time soon.

Conclusion
2010 was a very active year for the AARC govern-

ment affairs staff as we continued to advocate for the
advancement of the respiratory profession through
state and federal legislation and regulations. ■
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community settings. Emphasis is on Guidelines Implemen-
tation Panel (GIP) messages and closing the disparity gap.
The NAEPP selected and funded 13 demonstration projects
around the United States to assist in fulfilling this goal.

What’s next?
Looking toward the future, the NAEPP will be support-

ing programs and research that help to fill some of the
evidence gaps that currently exist. One recognized need
is to develop core asthma outcome measures, including
a validated instrument for measurement to assist in the
standardization of surveillance across all states so that
data can be compared nationwide.

The “Healthy People 2020 Report” continues to focus
on asthma. We’re placing emphasis on gathering infor-
mation on EPR guidelines compliance (conducted by the
Centers for Disease Control and Prevention) and guiding
an asthma severity survey (conducted by the National
Center for Health Statistics). The results of these surveys
will assist the NAEPP in strategic planning to determine
where to go next to ensure appropriate diagnosis and
treatment of asthma and to continue to move toward re-
ducing the burden of asthma.

The AARC has been an active member of the Educa-
tion and Schools Subcommittee of the NAEPP, which
identified a need for asthma information in schools that
gave birth to the AARC Peak Performance USA (PPUSA)
program. PPUSA has reached out to more than 500 ele-
mentary schools and touched over 34,000 children with
asthma. As this program grows, we encourage more
AARC members to take an active role in their community
and enlist a local elementary school into this program. ■

Finally, patients with sickle cell disease should receive com-
prehensive medical care and follow-up on a regular basis.
This will help to prevent and stay on top of new viruses, in-
fections, and changes in clinical symptoms. Some of this
care may include prophylactic antibiotics such as penicillin,
utilized to prevent the incidence of infections.3

The future holds promise for physicians to be able to pre-
dict the development of ACS earlier in its course and prior to
the manifestation of clinical symptoms.3 Earlier treatment
and identification may help to further improve outcomes. ■

EDITOR’S NOTE
This article was previously published in the Fall 2009 issue of the
AARC Neonatal-Pediatrics Section Bulletin.
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products may sustain nicotine addiction and tobacco
use or even serve as a gateway to tobacco use. ■
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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 



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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Welcome to the AARC

New Members

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
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Mayer, Steven, Palmer, Ak*
Stanfill, Carie, Juneau, Ak*

Abrams, Meldotha, Moundville, Al*
Al Joaid, Adel, Mobile, Al
Al Qahtani, Khaled, Mobile, Al
Alharbi, Abdulaziz, Mobile, Al
Alkhathlan, Bedor, Mobile, Al
Burney, Gary, Mobile, Al
Burroughs, Candice, Mobile, Al
Dexter, Tnkysha, Calera, Al*
Eleuterius, Orin, Mobile, Al
Feller, Justin, Mobile, Al
Harrell, Judith, Dothan, Al*
Henry, III, Onesimus, Grove Hill, Al
Henry, Stormi, Montgomery, Al*
Hill, Shawnessy, Mobile, Al
Hughes, Sandy, Slocomb, Al*
King, Felicia, Mobile, Al
McMillan, Pamela, Mobile, Al*
Rugano, Susan, Mobile, Al
Samson, Vivencio, Mobile, Al*
Sexton, April, Mobile, Al*
Shepard, Kourtney, Mobile, Al
Stafford, Cheyon, Warrior, Al*
Stuck, Nathanael, Mobile, Al
Tran, Cecilia, Mobile, Al
Trione, Anne, Daphne, Al*
Williams, Anthony, Birmingham, Al*
Williams, Jr, Kellend, Mobile, Al

Hunter, Tina, White Hall, Ar*
Jones, Denay, Hope, Ar*
Knapp, Noah, Bauxite, Ar*
Lambert, Laura, Conway, Ar*
Morris, Shirley, Little Rock, Ar*
Parker, Stephanie, Beebe, Ar*
Piker, James, Newport, Ar*
Rawls, Heather, Paragould, Ar*
Snow, LaCreasha, England, Ar*

Bartholomew, Angela, Green Valley, Az*
Benitez, Renee, Tucson, Az
Berguin, Joy, Mesa, Az*
Bonkoski, Amber, Mesa, Az
Brock, Shauna, Glendale, Az
Brzezinski, Barbe, Phoenix, Az
Burton, Melissa, Phoenix, Az
Burton, Nicole, Phoenix, Az
Bustamante, Leobardo, Tucson, Az
Cirac, Amber, Chandler, Az
Coen, Lori, Peoria, Az
Cruz, Ched, Mesa, Az
Dermanelian, Michael, Scottsdale, Az
Earhart, Jared, Mesa, Az
Ernst, Amanda, Phoenix, Az

Fernandez, Shelly, Glendale, Az
Greenough, Christopher, Maricopa, Az
Harris, Erika, Mesa, Az*
Hernandez, Martha, Buckeye, Az
Jennings-McGhee, Donna, Peoria, Az*
Laxamana, Raquel, Phoenix, Az*
Lopez, Jose, Phoenix, Az
Maxey, Amy Renee, Tempe, Az
Morgan, Lynn, Scottsdale, Az
Perez, Leah, Mesa, Az
Pimentel, Maria, Glendale, Az
Plante, Connie, Phoenix, Az
Preston, Erica, Chandler, Az
Ramsey, Christen, Prescott Valley, Az*
Robello, Stella, Tucson, Az*
Rodriguez, Corinne, Tucson, Az*
Russell, Jessica, Scottsdale, Az
Sakuma, Danielle, Surprise, Az
Salajan, Mike, Peoria, Az
Scanlon, Krista, Gilbert, Az
Scott, Jeffrey, Tucson, Az*
Smith, Ronald, Buckeye, Az
Westgate, James, Phoenix, Az*
Wieland, Eiko, Phoenix, Az

Akin, Sarah, San Mateo, Ca*
Amare, Leykun, Monterey Park, Ca
Arceo, Ryan, Pasadena, Ca*
Arreguin, Leticia, Los Angeles, Ca
Aspiras, Ace, Milpitas, Ca
Baca, Paul, Los Angeles, Ca
Bacani, Kristelle, Pico Rivera, Ca
Balia, Robert, Northridge, Ca*
Baptist, Nilanky, North Hills, Ca
Barragan, Erica, San Fernando, Ca
Barrera, Josette, Fresno, Ca*
Batmunkh, Uyanga, Santa Monica, Ca
Battungalag, Tusa, Los Angeles, Ca
Bekele, Sophia, Vallejo, Ca*
Bell, Lucas, San Diego, Ca*
Berryessa, Lee Ann, Rocklin, Ca*
Bertram, Daryl, El Cajon, Ca*
Bingham, Nancy, Arcadia, Ca
Borre, Michael, Burbank, Ca
Bove, Sean, Elk Grove, Ca*
Bowman, Lawrence, Oakland, Ca*
Brabant, Joseph Mathieu, Los Altos, Ca*
Braggs, Lorena, Los Angeles, Ca
Brown, Timothy, Sherman Oaks, Ca
Bulawin, Milaney, Vallejo, Ca*
Burns, Gregory, Walnut Creek, Ca*
Cabarrubias, Alma, San Diego, Ca*
Callaghan, Matthew, Palo Alto, Ca
Canaveral, Randy, Walnut, Ca
Carcamo, Tatiana, Los Angeles, Ca
Cardin, Elissa, San Jose, Ca
Carnu, Traian, Los Angeles, Ca
Carrasco, Caesar, Canyon Country, Ca
Castro, Gabriel, Los Angeles, Ca
Cate, Marigrace, Los Angeles, Ca

Chan, Khin Chaw Su Win, San Jose, Ca
Chau, Michael, El Monte, Ca
Chen, Ke Ying, Alhambra, Ca
Ciftici, Naile, Santa Monica, Ca
Citizen, Dave, Los Angeles, Ca
Cody, Linda, Modesto, Ca
Colmenar Jr, William P, San Diego, Ca*
Contreras, Veronica, Pico Rivera, Ca
Cortez, Sarah, San Diego, Ca
Cosa, Mariana, Fullerton, Ca*
Cuaresma, Jerald, Alhambra, Ca
Cuevas, Angelo, Gardena, Ca
Cunningham, Bryan, San Diego, Ca*
Dacosta, Sharon, Los Angeles, Ca
Dedman, Robert, Pleasanton, Ca*
Dich, Thang, Rosemead, Ca
Dizon, Roman Angelo, Fontana, Ca*
El Basiouni, Ragai, Rowland Heights, Ca
Emnetu, Senbetu, Los Angeles, Ca
Enad, McWayne, San Francisco, Ca*
Engelhaupt, Daniel, Madera, Ca*
Espejo, Doris, South Pasadena, Ca
Espejo, Jerry, Richmond, Ca*
Feng, Jing Fa, Los Angeles, Ca
Fernandez, Melanie, Modesto, Ca
Flores, Bernice, Los Angeles, Ca
Fong, Connie, Rosemead, Ca
Frank, Lanae, Cottonwood, Ca
Frazier, Judd, Los Angeles, Ca
Garcia, Erika, West Covina, Ca
Garcia, Jason, Duarte, Ca
Garcia, Louis, Whittier, Ca
Gardiner, Chris, Bakersfield, Ca
Gelfand, Marc, Diamond Bar, Ca*
Gil, Anthony, Los Angeles, Ca
Giles, Fabiola, Pico Rivera, Ca
Gill, Navjot, Simi Valley, Ca*
Gilmore, Jeffrey, Temecula, Ca*
Gines, Alexander, San Jose, Ca*
Gonzales, Gina Lynn, Valencia, Ca*
Gonzalez, Michael, San Ysidro, Ca*
Gourgy, Anne, Monterey Park, Ca
Graffeo, Nichol, Chino Hills, Ca
Greco, Brittany, La Jolla, Ca*
Greenawalt, Michelle, Los Angeles, Ca
Gustin Regan, Karina, Half Moon Bay, Ca*
Gutierrez, Karla, South Gate, Ca
Hairai, Jade, La Palma, Ca
Hallgren, Jessica, San Francisco, Ca*
Hallyburton, Monica, Los Angeles, Ca*
Haro, Aileen, Pico Rivera, Ca
Harriston, Marsheela, Los Angeles, Ca
Hoang, David, Westminster, Ca*
Holmes, Kenneth, Campbell, Ca*
Hopper, James, Hanford, Ca*
Hormozi, Ornin, Riverbank, Ca
Hoxha, Artur, San Diego, Ca*
Hoyle, Dani, Upland, Ca*
Hsiao, Chi-En, Chino, Ca
Huang, Hunter, Pomona, Ca
Huynh, Qui, Rosemead, Ca
Hwang, In Kyung, Glendale, Ca
Hynds, Ryan, Moorpark, Ca

C

U.S. Members
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Jiang, Bin Hua, Rancho Cucamonga, Ca
Jimenez, Erica, Los Angeles, Ca
Johnson, Lynn Dee, Los Angeles, Ca
Jones, Teresa, Whittier, Ca
Juengst, Dawana, Bakersfield, Ca*
Ketteringham, Megan, Escondido, Ca
Kim, Soojin, Harbor City, Ca
Kirts, Lynn, Redondo Beach, Ca
Kokologiannakis, Danielle, Modesto, Ca
Kruser, Kim, Clovis, Ca*
Lagmay, Anthony, Chula Vista, Ca*
Lam, Tuong, Los Angeles, Ca

Lamaro Jr, Efren, Sylmar, Ca
Langstaff Morrison, Christina, Camarillo, Ca
Lazar, Helen, Victorville, Ca*
Le, Long, Van Nuys, Ca
Leclere Hendy, Connie, Santa Monica, Ca
Lee, Karen, San Francisco, Ca*
Lim, Heng, Monterey Park, Ca
Lim, Keang Leng, Long Beach, Ca
Lim, Kineta, Long Beach, Ca
Loomas, Bryan, Los Gatos, Ca
Lopez, Michelle, Los Angeles, Ca
Loreto, Lorena, Los Angeles, Ca

Lou, Ka Long, Temple City, Ca
Ma, Lena, Los Angeles, Ca
Mabin, Starla, Compton, Ca
Madrigal, Diosdado, Lancaster, Ca*
Maldonado, Cynthia, South Gate, Ca
Mamuad, Maria Charmina, Spring Valley, Ca*
Mance, Christian, Chula Vista, Ca*
Mance, Marga, Chula Vista, Ca*
Martin, Hope, Corona, Ca
Matalon, Donna, Tarzana, Ca*
Maurino, Maria Angeles, Long Beach, Ca
McWilliams, Sean, San Diego, Ca*
Meas, Michelle, Monterey Park, Ca
Medina, Fabian, Downey, Ca
Medina, Ismael, Maywood, Ca
Mendelsohn, Stuart, Topanga, Ca
Mendoza, Brian, Lynwood, Ca
Molano, Katrina, Hawthorne, Ca
Moltzner, John, Elk Grove, Ca*
Monasky, Michael, Elk Grove, Ca
Monson, Jake, Villa Park, Ca
Mora, Quiruben, Chula Vista, Ca*
Moreno, Marcos, Norwalk, Ca
Morrison, Judith, Los Angeles, Ca
Moss, Brenda, Ontario, Ca*
Murrow, Garret, North Hollywood, Ca
Nair, Shane, Bellflower, Ca
Navales, Ryan, San Diego, Ca*
Ngoy, Tong Na, Daly City, Ca
Nguyen, Duy, Westminster, Ca
Nguyen, Nhu-An, Torrance, Ca
Nguyen, Quynh Anh, Torrance, Ca
Nguyen, Vinh, Porter Ranch, Ca
Norales, Kenia, Los Angeles, Ca
Ntumba, Chriss, Los Angeles, Ca
Nwaogu, Romanus, Torrance, Ca
Padilla, Javier, Murrieta, Ca*
Pastrallo, Michael, Menifee, Ca*
Patel, Vaishali, Corona, Ca
Patterson, Kevin, Altadena, Ca
Pen, Lyven, Los Angeles, Ca
Perez, Christopher, Oceanside, Ca*
Perez, Gabriela, Los Angeles, Ca
Perez, Raedan, Pico Rivera, Ca
Peters, Iris M, San Jose, Ca*
Petrova, Dilyana, Montrose, Ca
Phoeng, Kai, Los Angeles, Ca
Polyak, Eugene, Hayward, Ca*
Ponciano, Charliemagne, Los Angeles, Ca
Poserio, J Word, Santa Clarita, Ca
Powell, Karen, Upland, Ca
Purisima, Jason, Los Angeles, Ca
Quiambao, Rose, Los Angeles, Ca
Quintero, Mariela, South Gate, Ca
Ramirez, Brenda, Santa Monica, Ca
Ramos, Cintia, Los Angeles, Ca
Rangel, Salvador, Santa Monica, Ca
Ransom, Cynthia, Campbell, Ca*
Raposo, Isolina, Encino, Ca
Razzaqui, Tanveer, Chino Hills, Ca
Reed, Amber, Bakersfield, Ca*
Reid, Randy, Tracy, Ca*
Rhines, Charles, Laguna Niguel, Ca*
Rhyner, Mike, Modesto, Ca*
Riazzo, Rick, Thousand Oaks, Ca*
Robinson, Joanne, Chico, Ca*
Robinson, Michael Mark, Simi Valley, Ca*
Robles, Elizabeth, Fullerton, Ca
Rodriguez, Evangelina, Los Angeles, Ca
Rodriguez, Maria, Camarillo, Ca*
Rosales, Yovana, Oxnard, Ca*
Ross, Dave, Culver City, Ca
Runas, Lairessa, Harbor City, Ca
Salazar, Cesar, Lynwood, Ca
Sandra, Yucaipa, Ca*
Seo, Angie, La Crescenta, Ca
Shi, Bing Bing, Alhambra, Ca

The International Fellowship Program is a sponsored

activity of the American Respiratory Care Foundation

(ARCF). Since 1990, health professionals from more than 50

countries have shared experiences, knowledge and developed

lasting friendships through this exceptional program. 

The three-week program takes each participant to two host

cities in the United States and concludes with attendance and

acknowledgement at the AARC’s International Respiratory

Congress. Learn more at:

www.arcfoundation.org/awards/international

If you provide respiratory care

outside of the United States, and

would like to share and expand your

knowledge, please consider applying

for our International Fellowship

Program.

For more information contact:

Kris Kuykendall

Email: kuykendall@aarc.org

Phone: 972-243-2272

APPLICATIONS ACCEPTED JANUARY 1 – JUNE 1

APPLY AT:
www.arcfoundation.org/international/fellows/app.cfm

Be Our
Guest!

Be Our
Guest!
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Shiina, Yayoi, Monterey Park, Ca
Soriano, Cherry, Glendale, Ca
Stankova, Rumyana, Glendale, Ca
Stimpson, Alisha, Camarillo, Ca
Stout, Wendy, Lancaster, Ca*
Svistelina, Irina, Malibu, Ca
Tawfik, Steve, Temple City, Ca
Teng, Weisheng, Temple City, Ca
Thompson, Maria Jinky, Chula Vista, Ca*
Thrasher, Maria, Hesperia, Ca*
Tibule, Justin, Rocklin, Ca
Tracy, Jennifer, Burbnak, Ca*
Tran, Jim, Buena Park, Ca
Tran, Nikki, Rosemead, Ca
Tran, Robertson, San Gabriel, Ca
Tran, Sherry, Westminster, Ca*
Tran, Tom, Alhambra, Ca
Trujillo, Salvador, Whittier, Ca
Truong, Anna, San Gabriel, Ca
Tsaturyan, Ashot, Glendale, Ca
Valdespino, Carlos, Sunnyvale, Ca*
Van Kirk, David, Folsom, Ca*
Vartapetian, Irena, Sherman Oaks, Ca*
Vega, Amanda, Cerritos, Ca*
Verkler, Theresa, Chino Hills, Ca*
Villafranca, Aimee, Northridge, Ca*
Vuong, Mimi, San Gabriel, Ca
Waktole, Zeleke, Santa Monica, Ca
Walsh, Carina, Los Gatos, Ca
Widick, Debra, El Cajon, Ca*
Willis, Danette, Sacramento, Ca*
Wilson, Rubi, West Covina, Ca
Witkowicz, Christopher, Fremont, Ca*
Woolbert, Leslie, Riverside, Ca*
Xue, Baoru, Arcadia, Ca
Yao, Mingzhong, Alhambra, Ca
Yim, Maryellen, Redondo Beach, Ca
Yu, Kimberly, Arcadia, Ca
Zarate, Ruth, Los Angeles, Ca
Zelaya, Karen, San Pedro, Ca

Button, Linda, Lafayette, Co
Cruz, Shamayne, Pueblo, Co*
Frost, John, Henderson, Co
Giordano, Kathleen, Pueblo, Co*
Henthorn, Melissa, Woodland Park, Co*
Holland, Jackie, Littleton, Co*
Luther, Cynthia, Arvada, Co*
Seiter, Jennie, Colorado Springs, Co*
Solano, Brenda, Pueblo, Co*
Thomas, Michelle, Longmont, Co*

Boyd, Carol, Milford, Ct*
Brown, Natalie, East Hartford, Ct
Coletta, Lauren, Wethersfield, Ct
Dixon, Joanne, Jewett City, Ct
Dutchin, Georgette, Windsor, Ct
Eighmy, Stephanie, Manchester, Ct
Getahun, Eskedar, Vernon, Ct
Heald, Cammy, Tolland, Ct
Kilroy, Tom, Manchester, Ct
Knybel, Lisa, Vernon, Ct
Luis, Kevin, Broad Brook, Ct
McGuire, Allyson, Glastonbury, Ct
Miller, Kaleleak, New Britain, Ct
Moreno, Carissa, East Hartford, Ct
Moriello, Terri, Naugatuck, Ct*
Onions, Amy, New Britain, Ct
Paul, Melody, Uncasville, Ct
Rouleau, Chantelle, Avon, Ct*
Saraceno, Vincenzo, Farmington, Ct*
Withee, Jaymie, Colchester, Ct

Hu, Yush, Washington, DC
Richardson, Kristy, Washington, DC*

Clark, Rozelle, Bear, De*
Hallgren, Carl, Wilmington, De*
Miller, Kristy, Wilmington, De*

Archilla, Maria, Orlando, Fl*
Armstrong, Marie Florence, Palmetto Bay, Fl
Ashby, Lee, Orlando, Fl*

Baltazar, Rafaela, Avon Park, Fl
Barrett, Andrew, Litha, Fl*
Bello, Eliseo, Tampa, Fl*
Berg, Marsha, Orange Park, Fl
Counihan, Jean Pierre, Palm Harbor, Fl*
Eberhardt, Pauline, Lithia, Fl*
Fine, David, Cocoa, Fl
Gamero, Lucas, Cocoa, Fl
Gomez, Miguel, Miami, Fl

D

F

AARC/ARCF 
International
Fellowship 

Program

Show off your city and your hospitality skills to an exciting group of respiratory
professionals from around the world through the International Fellowship Program.
You can provide the visiting Fellows with a quality educational experience and give
them the opportunity to observe respiratory care in a wide variety of settings. If you
are located in a city or metropolitan area (an area within a 60 mile radius of a major
city) and want to become involved in this exciting program, visit:

www.arcfoundation.org/awards/international/

Applications Accepted January 1 thru June 1

www.arcfoundation.org/international/fellows/city_host/app.cfm

Be Our Host!

FOR MORE
INFORMATION
CONTACT:

Kris Kuykendall

Email: kuykendall@aarc.org

Phone: 972-243-2272
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Guzman, Monica, Miami, Fl*
Hardcastle, Jimmy, Appollo Beach, Fl*
Harris, Barbara, Lantana, Fl*
Julien, Myrtha, Miami, Fl*
Karas, Christine, Miami, Fl*
Kotei, Christina, Jacksonville, Fl*
Layer, Derrick, Orlando, Fl
Manecci, Louis, Winter Park, Fl*
Monti, Tracy, Port Charlotte, Fl*
Munoz, Robert, Valrico, Fl
Myrtle, Shaun, Parrish, Fl
Nevrincean, Valerie, Holiday, Fl
Nugent, Francisco, Brandon, Fl*
Oakley, Sherry, Jacksonville, Fl*
Peguero, Belsy, Plantation, Fl*
Puskarik, Nancy, Deltona, Fl*
Shaffer, Jensen, Palm Bay, Fl
Silva, Isabel, Orlando, Fl
Stanton, Christine, Parrish, Fl*
Steidle, Francine, Deltona, Fl
Stepp, Bryan, Ormond Beach, Fl*
Strandburg, Cassandra, Gainesville, Fl*
Thomas, Elaine, Fort Pierce, Fl*
Tovar, Heidi, Lakeland, Fl*
Wayne, Howard, Sunrise, Fl*
Webster, C, New Port Richey, Fl*
White, David, West Palm Beach, Fl*

Adedeji, Cleopatra, Ellenwood, Ga*
Bagley, Gina, Nicholls, Ga*
Bell, Jessica, Waycross, Ga*
Brown, Daphne, McDonough, Ga*
Brumfield, Crystal, Hoschton, Ga*
Cantrell, Sandra, Sharpsburg, Ga*
Conklin, Omi, Atlanta, Ga*
Cunningham, Adrienne, Fairburn, Ga*
Davis, Candice, Covington, Ga*
Dillard, Jerry, Ellenwood, Ga*
Dowdell, Lanecia, Stockbridge, Ga*
Franklin, Angela, Atlanta, Ga*
Free, Jeff, Marietta, Ga*
Hicks, Timothy, Rossville, Ga
Holcomb, Joseph, Commerce, Ga*
Ismaeil, Taha, Atlanta, Ga
Larson, Elizabeth, Snellville, Ga*
McCants, Latoya, Snellville, Ga*
McDowell, Rosalind, Waycross, Ga*
Poole, Jonathan, Athens, Ga*
Prusator, Amanda, Savannah, Ga*
Riddle, Amanda, Waycross, Ga*
Stewart, Yolonda, Lawrenceville, Ga*
Taylor, Kelley, Atlanta, Ga*
Tidwell, Willie, Decatur, Ga*
Walker, Marvin, Savannah, Ga*
Wilde, Stacie, Richmond Hill, Ga*
Williams, Amanda, Waycross, Ga*

Acain, Rowena, Wahiana, Hi*
Angel, Patrick, Pearl City, Hi
Fedusiv, Stefan, Honolulu, Hi*
Fontes, Dino, Kaunakakai, Hi*
Melendez, Michelle, Kapaa, Hi*
Nielsen, Gail, Kamuela, Hi*
Schumaker, Vincent, Honolulu, Hi*

Arvola, Katie, Cedar Rapids, Ia
Banks, Lorna, Marion, Ia
Bargar, Steven, Johnston, Ia*
Barkalow, Alyssa, Cedar Rapids, Ia
Barkdoll, Ashleigh, Cedar Rapids, Ia

Brauer, Alicia, Marion, Ia
Caughey, Amanda, Walker, Ia*
Corkery, Amy, North Liberty, Ia
Fann, Craig, Coralville, Ia
Ferguson, Chelsea, Cedar Rapids, Ia
Feuerbach, Jason, Coralville, Ia
Forbes, Rebeka, Cedar Rapids, Ia
Franks, Tim, Cedar Rapids, Ia
Frerichs, Jason, Cedar Rapids, Ia
Hambright, Jonathon, Iowa City, Ia
Horne, Quiana, Hiawatha, Ia
Inyani, Charles, Cedar Rapids, Ia
Jacobmeyer, Sara, Cedar Rapids, Ia
Kopke, Jennifer, North Liberty, Ia
Lee, Kelly, North Liberty, Ia
Meier, Jessie, Ely, Ia
Mensah, Frank, North Liberty, Ia
Mugemuzi, Jean-Paul, Cedar Rapids, Ia
Mulugeta, Kifletsadik, Iowa City, Ia
Nelson, Elizabeth, Cedar Rapids, Ia
Norman, Sybil, Solon, Ia
Petrick, Kayla, Anamosa, Ia
Puerto, Stephen, Cedar Rapids, Ia
Rafferty, Sarah, Cedar Rapids, Ia
Rajeev, Arjun, Cedar Rapids, Ia
Saylor, Jennifer, Marion, Ia
Scott, Leslie, Cedar Rapids, Ia
Steffens, Nichole, North Liberty, Ia
Thompson, Lacie, Cedar Rapids, Ia
Williams, Ilia, Altoona, Ia
Wolf, Joshua, North Liberty, Ia
Wulf, Erin, Coralville, Ia
Yousuf, Anwar, Marion, Ia

Martin, Teten, Lewiston, Id*
Rabey, Ben, Boise, Id*
Vaughan, Kevin, Meridian, Id*

Bailey, Carol, Tinley Park, Il*
Barnes, Gerri, Lockport, Il*
Barwock, Jennifer, Posen, Il*
Bass, Molly, Cobden, Il*
Baumann, Debra, Addison, Il*
Burdette, Kelly, Chillicothe, Il
Carico, Judy, Mahomet, Il*
Cibich, Kristine, Bartlett, Il*
Comer, Michael, Chicago, Il*
Cristofano, Danielle, Chicago, Il*
Cruz, Claudette, Bloomingdale, Il*
Ellis, Sharae, Chicago, Il*
Fleming, Kellianne, Oak Park, Il*
Friedrich, Vicki, Sterling, Il*
Fudala, Magdalena, Chicago, Il*
Grozdic, Daniella, Barrington, Il*
Gualdoni, Dorice, Johnston City, Il*
Hattan, Lindsay, Chicago, Il*
Hayes, Mareus, Lynwood, Il*
Kulach, Chris, Romeoville, Il*
Lemmenes, Brian, Orland Park, Il*
McElheny, Patricia, Oak Lawn, Il*
O’Reilly, Dionne, Naperville, Il
Panicker, Rajan, Chicago, Il*
Rickey, Patricia, Peoria, Il*
Roach, Thomas, Libertyville, Il*
Ruhel Rodrigues, Lori, Lockport, Il*
Travis, J T, Chicago, Il*
Varghese, Podimattathil, Addison, Il

Boxell, Mark, Indianapolis, In*
Clontz, Delmar, Hartford City, In*
Geier, Ronald, Indianapolis, In*
Hartzog, Hayley, Noblesville, In*
Leighty, Jordon, Vincennes, In*
Meehan, Paula, West Terre Haute, In*
Overley, Cathy, Zionsville, In*
Shih, Daniel, Munster, In*
Williams, Tiffany, Coatesville, In*

Baker, Rashell, Kansas City, Ks
Bartley, Jennifer, Williamsburg, Ks
Bedell, Tichelle, Kansas City, Ks
Biruk, Milke, Shawnee, Ks
Boyce, Nadia, Kansas City, Ks
Carney, Lakeisha, Kansas City, Ks
Coulter, Lakendra, Shawnee, Ks
Davis, Tonya, Fort Leavenworth, Ks
Dryden, Linda, Caney, Ks*
Edwards, Sara, Olathe, Ks
Greene, Talesia, Olathe, Ks
Haile, Aida, Lenexa, Ks
Jones, Angela, Independence, Ks
Kelly, Maureen, Lenexa, Ks
Khalil, Marina, Lenexa, Ks
Morani, Almas, Overland Park, Ks
Okoth, Victor, Shawnee, Ks
Payne, Deadra, Gardner, Ks
Pierce, Haley, Leavenworth, Ks
Pittman, Carey, Shawnee, Ks
Puett, Jason, Meriden, Ks
Pulido, Laura, Olathe, Ks
Reed, Julie, Savonburg, Ks*
Risenhoover, Tiesha, Wichita, Ks
Scaife, Linda, Lenexa, Ks
Sharp, Nicki, Kansas City, Ks
Smith, Chimere, Olathe, Ks
Tabbese, Surafel, Olathe, Ks
Thompson, Rachael, McLouth, Ks
Young, Rachel, Kansas City, Ks

Anderson, Angela, Jamestown, Ky*
Bastianelli, Elizabeth, Lexington, Ky*
Burton, Shelia, Olive Hill, Ky*
Carpenter, Donna, Lexington, Ky*
Croley, Kimberly, Corbin, Ky
Gailey, Heather, Crestwood, Ky*
Guillian, Denise, Louisville, Ky*
Harris, James, Corbin, Ky*
Hazelwood, Mary, Louisville, Ky*
Horn, Tonya, London, Ky*
Hurst, Abigail, Pineville, Ky*
Ingram, Janice, Berea, Ky*
Jeffers, Diana, Lexington, Ky*
McFerron, Shana, Crab Orchard, Ky*
Merrell, Deanna, Irvine, Ky*
Miracle, Sarah, Mount Vernon, Ky*
Oates, Sharon, Greenville, Ky*
Patton, Chastity, Hagerhill, Ky*
Powell, Tammy, Paint Lick, Ky*
Risner, Patricia, Lexington, Ky*
White, Lisa, Lexington, Ky*

Brumfield, Bryan, Monroe, La*
Dalby, John, Shreveport, La*
Duplantis, Cynthia, Thibodaux, La*
Ferguson, Latonya, Shreveport, La*
Legrand, Terry, Shreveport, La*
Morris, Ashley, Shreveport, La
Rabalais, Casey, Mansura, La*
Revader, Michon, Boutte, La*
Tran, Hahn, Denham Springs, La
Weller, Laura, Madisonville, La*

Doten, Kevin, Braintree, Ma*
Doten, Lisa, Braintree, Ma*
Fernandes, Jamison, New Bedford, Ma
Killip, Jennifer, Middleboro, Ma
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Every year the American

Respiratory Care Foundation

(ARCF) joins with sponsors

from the health industry to

award up to $29,000 to

respiratory therapists and

physicians through its

education recognition,

fellowships, grants and

awards programs.

ACCESS  ARCF  ONLINE AT
WWW.ARCFOUNDATION.ORG

For more information, or to

apply for one of these awards,

contact the ARCF Executive

Office, 9425 N. MacArthur

Blvd., Suite 100, Irving, TX

75063-4706, (972) 243.2272,

fax (972) 484-2720, 

e-mail arcf@aarc.org.

Award
Programs

Award
Programs

American Respiratory
Care Foundation

Grants, Awards, and
Fellowships
Undergraduate Student Awards
The ARCF has several award programs 
available to students currently enrolled in ac-
credited respiratory care education 
programs.

Postgraduate Student Awards
Two award programs are available to 
respiratory therapists who hold a Baccalaure-
ate degree and seek an 
advanced degree.

Research Fellowships/Abstract Awards 
Fellowships are awarded to researchers 
having quality abstracts accepted for 
presentation at the AARC International Respi-
ratory Congress.

Achievement Awards
The ARCF presents these prestigious awards
to professionals in recognition of their 
dedication and commitment to respiratory
care.

Literary Awards
All papers submitted in the science journal
RESPIRATORY CARE are automatically 
considered for these awards.

Research Grants
Research funds are available to qualified in-
vestigators in the field of respiratory care.

International Fellowships
Sponsored by the ARCF, fellowships are 
available from the AARC to health care 
professionals from outside the U.S. who ex-
hibit a profound interest in respiratory care.

Community Grants
Community grants are made from funds
raised through the annual Ventilator 5K
events. These support a wide variety of 
community events to raise awareness of lung
diseases, educate the public and assist pa-
tients.

Other Funding Sources
These are sources that we are aware of that
also offer funds and grants to researchers
and students.



Rausen, Michelle, Newton, Ma
Smith, Abigail, Boston, Ma*

Botchway, Edward, Frederick, Md*
Brown Hoff, Lisa, Odenton, Md*
Burnett, Emily, Salisbury, Md*
Dolly, Kate, Manchester, Md*
Eglseder, Nancy Lynn, Eldersburg, Md*
Hajnik, Krista, Baltimore, Md*
Hindle, Tracy, Trappe, Md*
Hulcher, Michelle, Annapolis, Md*
Mankin, Merry, Severna Park, Md*
Nedyalkov, Martin, Pikesville, Md
Nyangwara, Lenard, Owings Mills, Md*
Orr, Rhys, Port Deposit, Md
Tura, Suleyman, Columbia, Md*

Albee, Amanda, Scarborough, Me*
Choquette, Diane, Fryeburg, Me*
Dumond, Mathieu, South Portland, Me*
Liechty, John, Portland, Me*
Martell, Paul, Gray, Me*
Michaud, Garry, Cumberland, Me*
Roy, Patricia, Acton, Me*
Staszak, David, Lewiston, Me

Gibson, Renee, Clyde Twp, Mi*
Gillette, Brian, Dearborn, Mi
Grifka, Michelle, Grand Rapids, Mi*
Hamilton, Lakecia, Farmington Hills, Mi*
Hays, Cynthia, Sterling Heights, Mi
Kern, Susan, Holland, Mi*
Louwers, Mary, Livonia, Mi*
Pirolo, Terry L, Paradise, Mi*
Robinson, Raymond, Royal Oak, Mi*
Scanlon, Lawrie, Galesburg, Mi
Schultz, Sarah, Big Rapids, Mi
Simon, Nicholas, Lansing, Mi
Syfert, Lindsey, Davison, Mi*
Thomas, Charmaine, Southfield, Mi*
Whitcomb, Lois, Holly, Mi*
Young, Todd, Lansing, Mi

Abdi, Ahmed Nur, Burnsville, Mn
Ali, Fadumo, Saint Paul, Mn
Anya, Meshac, Burnsville, Mn
Ballard, Lauren, Oakdale, Mn
Bao, Tony, Blaine, Mn
Bourns, Dylan, Saint Paul, Mn
Brinkhaus, Elissa, Fridley, Mn
Castonguay, Nicole, Columbia Heights, Mn
Diaz, Julese, Oakdale, Mn
Doyamo, Mekonnen, Inver Grove Heights, Mn
Duff, Amanda, Isanti, Mn
Gadbois, Bridget, Saint Paul, Mn
Gillham, Katie, Saint Paul, Mn
Hanson, Marcus, Saint Paul, Mn
Harun, Mahamednur, Rochester, Mn*
Kawo, Abu, Circle Pines, Mn
Kohler, Kaitlan, Blaine, Mn
Lelugas, Hannah, Blaine, Mn
McCarthy, Lydia, Maplewood, Mn
Mussehl, Kelly, St Paul Park, Mn
Negash, Negus, Columbia Heights, Mn
Norgren, Darren, Minneapolis, Mn
Paulson, Joshua, Hermantown, Mn
Sauer, Lori, Saint Paul, Mn
Sharpless, James, Columbia Heights, Mn
Swanson, Kristine, Shoreview, Mn
Tamba, John, Brooklyn Park, Mn
Tischleder, Brian, Eagan, Mn
Tsamchoe, Lhakpa, Richfield, Mn
Wacker, Sheila, New Ulm, Mn*
Woldearegay, Rihana, Minneapolis, Mn
Wondalem, Hiwot, Saint Paul, Mn

Aljishi, Hala, Kansas City, Mo
Anderson, Diane, Blue Springs, Mo*
Closs, Joy, Theodosia, Mo*
Elges, Caryn, Clinton, Mo*

Escobar, Hugo, Kansas City, Mo*
Fitchpatrick, Catinna, Vanduser, Mo*
Hensley, Burt, Ft Leonard Wood, Mo*
Hohnsbehn, Jessica, St Peters, Mo*
Juenger, Lorri, Saint Louis, Mo*
Koehn, Krystal, Kansas City, Mo*
Martin, Pamela, Delta, Mo*
Mettenburg, Mary, Fair Play, Mo*
Palacios, Ashley, Lees Summit, Mo
Payne, Marie, Kansas City, Mo*
Perrey, Elyse, Barnhart, Mo
Rockhold, Audrey, Mooresville, Mo
Schnepp, Sarah, Saint Joseph, Mo*
Wasim, Melissa, Hazelwood, Mo
Wolfe, Lyndsy, Pleasant Valley, Mo*

Doan, Andy, Diberville, Ms
Everett, Mary, Biloxi, Ms*
Hayes, Donald, Biloxi, Ms*
Johnson, Bobby, Olive Branch, Ms*
Phang, Christopher, Biloxi, Ms
Slaughter, Cedric, Vicksburg, Ms*
Wooten, Tiffany, Lucedale, Ms

Chiavaras, Marcella, Great Falls, Mt
Matteson, Josh, Cascade, Mt
Morton, Katie, Great Falls, Mt
Morton, Priscilla, Great Falls, Mt
Nelson, Bradley, Great Falls, Mt
Perez, Riza, Great Falls, Mt
Polensky, Jennifer, Belt, Mt
Stone, Harrison, Great Falls, Mt
Swanson, Jaylene, Great Falls, Mt
Sweat, Cody, Great Falls, Mt
Van Hook, Ryan, Great Falls, Mt
Wootan, Erica, Monarch, Mt

Almazan, Brooke, Havelock, NC
Cook, Dakia, Winston Salem, NC*
Corey, Staci, Morehead City, NC
Cumming, Sarah, Durham, NC
Cummings, Anita, Pinebluff, NC*
Devries, Heather, Mooresville, NC*
Donner, Sylest, Fayetteville, NC*
Drumright, Rebecca, Newport, NC
Eskins, Sherry, Raleigh, NC
Fields, Jessica, Fayetteville, NC*
Garrett, Michael, Mebane, NC*
Gilley, Marissa, Lawsonville, NC*
Griffin, Jessica, Beaufort, NC
Griffiths, Jesse, Newport, NC
Guthrie, Shawn, Gloucester, NC
Holston, James, Beaufort, NC
Ireland, Timothy, Kenly, NC*
Johnson, Megan, Harkers Island, NC
Kenton, Tammy, Aberdeen, NC*
Kerntke, Angela, Havelock, NC
King, Alexis, Maysville, NC
McCabe, Jacquelyn, Cape Carteret, NC
Michaels, Vicki, La Grange, NC*
Morton, Donna, Walnut Cove, NC*
Neal, Kara, Newport, NC
Riggs, Kaselun, Morehead City, NC
Roe, Scott, Newport, NC
Runyon, Melissa, Goldsboro, NC*
Skinner, Ashly, Charlotte, NC*
Staub, Mitchell, Rockingham, NC*
Trotter-Berkley, Crystal, Fayetteville, NC*
Turner, David, Durham, NC
Vance, Jessie, Candler, NC*
Walker, Theresa, Swansboro, NC
Waun, Jillian, Jacksonville, NC
Wilson, Stacy, Atlantic Beach, NC
Wilson, Yolanda, Raleigh, NC*
Wojtyna, Albert, Black Mountain, NC*

Haustveit, Erin, Jamestown, ND*

Schutt, Timothy, Cedar Bluffs, Ne*
Valdez, Jill, Omaha, Ne*

Carignan, Denise, Rindge, NH*
Degan, Paul, Whitefield, NH*
Desgroseivllier, Paula, Deerfield, NH*
Fountain, Jessica, Gilford, NH*
Hall, Laurel, Derry, NH*
Pifalo, Lisa, Derry, NH*
Powers, Jacqueline, Brookline, NH*
Von Kannewurff, Patrick, Newbury, NH*

Anovert, Gerald, Englewood, NJ*
Baler, Nancy, Berkeley Heights, NJ
Fox, Brian, Mantua, NJ*
Goco, Rene, Bloomsbury, NJ*
Jones, John, Palmyra, NJ*
Lawson, George, Union, NJ*
Philip, Tony, Cherry Hill, NJ*

Baker, Linda, Albuquerque, NM*
Chavez, Fernando, Albuquerque, NM*
Cortez, Deserii, Artesia, NM*
Duncan, Melissa, Bloomfield, NM*
Evans, Angel, Clovis, NM*
Friestman, Gerald, Sandia Park, NM*
Marquez, Donna, Rio Rancho, NM*
Oleson, Rick, Albuquerque, NM*
Sandoval, Lisa, Albuquerque, NM*

Broadus, Kristine, Las Vegas, Nv
Clay, Henry, Las Vegas, Nv
Cruz, Vanessa, Las Vegas, Nv
Iacopinelli, Laura, Las Vegas, Nv
Marvel, Ruth, Sparks, Nv*
Swain, Diane, Sparks, Nv*
Toro, Fernando, Las Vegas, Nv*
Walters, Leroy, Las Vegas, Nv

Aafedt, Megan, Walden, NY*
Anwer, Sheela, Latham, NY*
Au-Yeung, Choi-Fong, Brooklyn, NY*
Barry, Doreen, Huntington, NY
Bhajan, Mohanie, S Ozone Park, NY
Blanchard, Elizabeth, New York, NY*
Boerem, Paul, New York, NY*
Bogwicz, Christopher, Liverpool, NY*
Boyle, John, Rockville Centre, NY
Chen, Ling, Mattituck, NY
Cinquemani, Robert, Tuckahoe, NY
Coyne, Michelle, Syracuse, NY*
Das, Joel, Nanuet, NY
Deng, Teresa, Flushing, NY
Dormer, Leighton, Bronx, NY*
Dowd, Caitlin, Smithtown, NY
Doyle, Kristina, Lockport, NY
Fallon, Brian, Orchard Park, NY*
Flemmig, Dietrich, Hopewell Jct, NY*
Gast, Kyle, Tonawanda, NY*
Gnedkovska, Oleksandra, Deer Park, NY
Hoffman, Andrea, Walworth, NY*
Hossain, Afronza, Bronx, NY
Hutchinson, Sean, Brooklyn, NY
James, Jennifer, Flushing, NY
Kacmarcik, Lawrence, Warwick, NY*
Kamruzzaman, Mohammed, Brooklyn, NY
Khan, Rakhuzzaman, Jamaica, NY
Lee, Jolin, Carle Place, NY
Leslie, Brett, Clifton Park, NY*
McIsaac, Megan, Bellerose, NY
Mistry, Komal, Plainview, NY
Morley, Kaitlan, Clayton, NY
Mulvihill, Daniel, New Hartford, NY*
Munoz, Luis, Yonkers, NY
Nachman, David, Brooklyn, NY*
Narzabal, Paul, West Nyack, NY
Niedbala, Maria, Lake View, NY*
Olah, Catherine, Cold Brook, NY*
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Raffe, Diane, Morris, NY*
Reyes, Elizabeth, Mount Sinai, NY
Richards, Erin, Stratford, NY*
Romain, Emmanuela, Brooklyn, NY*
Sanchez, Matthew, Staten Island, NY
Sharkey, Patricia, Bronx, NY*
Short, William, Saugerties, NY*
Speights, James, New Rochelle, NY*
Talukder, Anm Azizul, Jamaica, NY
Tan, Ziying, Brooklyn, NY
Tong, Theody, Bohemia, NY
Tunod, Cindy, Levittown, NY
Uro, Ahmed, Poughkeepsie, NY
Vasilakos, Kerri, Wantagh, NY
Voytovich, Timofey, Utica, NY*
Way, Yi Ting, Brooklyn, NY
Wen, Jason, Great Neck, NY*
Yeboah, Vincent, Bay Shore, NY

Ball, Tarisha, Mentor, Oh
Biggs, Keith, Euclid, Oh*
Boris, Tambra, Toledo, Oh
Charlton, Judi, Castalia, Oh
Collins, George, Springfield, Oh*
Garcia, Joshua, Toledo, Oh
Haines, Danielle, Massillon, Oh*
Harness, La Donna, Mechanicsburg, Oh*
Harvey, Molly, Brunswick, Oh*
Ireland, Vicky, Xenia, Oh
Irwin, Larry, Perrysburg, Oh*
Martinez, Jennifer, Chesterland, Oh
May, Robert, Toledo, Oh
Molina, Caroline, Avon Lake, Oh*
Parker, Stephanie, Toledo, Oh
Philip, Princy, Oxford, Oh*
Rasor, Angela, Lima, Oh*
Seidowski, Steve, Brooklyn, Oh*
Spacek, James, Toledo, Oh*
Woodworth, Jacquelyn, Chardon, Oh*
Young, Vicki, Franklin, Oh*
Zink, Jason, Alliance, Oh*

Allen, Willard, Salina, Ok*
Bone, Natalie, Wilson, Ok
Burkhart, Kristin, Ardmore, Ok
Cooper, Brandy, Broken Arrow, Ok*
George, Shaji, Oklahoma City, Ok*
Hopkins, Charlotte, Bartlesville, Ok*
Kephart, James, Cushing, Ok*
Mahan, Thomas, Stratford, Ok
Murray, Ronald, Oklahoma City, Ok*
Reid, Adrienne, Lawton, Ok
Smith, Brandi, Wagoner, Ok*
Unkelsbay, Christina, Del City, Ok*
Van Fleet, Robert, Mounds, Ok*
Williamson, Adrian, Moore, Ok*
Zeier, James, Sulphur, Ok

Bernal, Stephen, Portland, Or
Biedak, Barak, Ashland, Or
Boettcher, Paul, Tualatin, Or*
Bordyug, Natalya, Gresham, Or*
Chan, Phillip, Klamath Falls, Or
Crownover, Ben, Klamath Falls, Or
Del Prete, Danielle, Klamath Falls, Or
Delp, Ashley, Eugene, Or
Deter, Mindy, Keno, Or
Dinsmore, Hannah, Klamath Falls, Or
Dungey, Stephen, Central Point, Or
Earnest, David, Klamath Falls, Or
Frostad, Anndee, Portland, Or*
Gero, Tiara, Klamath Falls, Or
Glenn, Charlene, Klamath Falls, Or
Gonzales, Anna, Klamath Falls, Or
Grenvik, Pamela, Klamath Falls, Or
Hannah, Melody, Klamath Falls, Or

Hill, Amanda, Klamath Falls, Or
Kindgren, Randi, Klamath Falls, Or
Lipnyagova, Yekaterina, Portland, Or*
Matheny, Matthew, Klamath Falls, Or
Morrow, Elliott, Klamath Falls, Or
Navarro, Galeno, Klamath Falls, Or
Nguyen, Ha, Klamath Falls, Or
Olson, Rebecca, Klamath Falls, Or
Richards, Wesley, Troutdale, Or
Rodriguez Pound, Tina, Klamath Falls, Or
Stevenson, Stacy, Eugene, Or
Troxel, Jeanette, Merrill, Or
Wanner, Frank, Klamath Falls, Or
Wilson, Amanda, Klamath Falls, Or
Zuniga Escobedo, Juan Carlos, Talent, Or

Anderson, Randy, Greenville, Pa
Antipin, Andrew, Philadelphia, Pa*
Armstrong, Shawn, Lower Burrell, Pa*
Arnold, Wade, Lititz, Pa*
Bartlow, Elizabeth, Lancaster, Pa*
Beam-Embick, Jennifer, Lykens, Pa*
Benton, Holly, Dover, Pa*
Boob, Jack, Clearfield, Pa*
Brandt, Miranda, Bainbridge, Pa
Breighner, Rachel, New Oxford, Pa
Brenner, James, Holland, Pa*
Budney, Melissa, Lancaster, Pa*
Bush, Patricia, Lansdowne, Pa*
Chieppor, Denise, Lititz, Pa*
Clancy, Michael, Glen Rock, Pa*
Clouser, Lisa, Coaldale, Pa*
Colarusso, Carmen, West Pittston, Pa*
Crooks, Diana, Uniontown, Pa
David, Allan, Perryopolis, Pa
Dodd, Christopher, West Leisenring, Pa
Engle, Corrina, Uniontown, Pa
Felix, Herve, Uniontown, Pa
Files, Timothy, New Cumberland, Pa
Flowers, Arthur, Middletown, Pa*
Flynn, James, Philadelphia, Pa*
Fonseca, Sergio, Philadelphia, Pa*
Friend, Howard, Youngwood, Pa
Gable, Kathy, Stewartstown, Pa*
Gallagher, John, Brookhaven, Pa*
Ganz, Rifka, Philadelphia, Pa*
Geary, Lauren, Havertown, Pa*
Glazenski, Edward, Nanticoke, Pa*
Gruber, Ryan, Horsham, Pa
Guions, Gregory, Lansdowne, Pa*
Guthrie, Rebekah, McClellandtown, Pa
Haupt, Tiphany, Mount Pleasant, Pa
Holeva, Cynthia, Meadville, Pa
Holeva, Timothy, Meadville, Pa
Hyduk, Veronica, Philadelphia, Pa*
Kaminski, Lisa, Philadelphia, Pa*
Kennedy, Jaclyn, Springfield, Pa*
King, Linda, Philadelphia, Pa*
Kipp, Stacey, Wyalusing, Pa*
Koshy, Seena, Philadelphia, Pa*
Lane, Ashley, Pittsburgh, Pa
Lang, Marguerite, Lincoln University, Pa*
Linden, Tonya, King Of Prussia, Pa
Lowry, Sarah, Dunbar, Pa
Lynch, Katherine, New Kensington, Pa*
Marx, Kristin, Dallas, Pa*
Mathew, Bincy, Philadelphia, Pa*
McDonald, Amanda, Brownsville, Pa
McIntyre, Kathleen, Philadelphia, Pa*
Miller, Jackie, Springfield, Pa*
Mitzel, Michael, York, Pa
Moskala, Michelle, Fayette City, Pa
Mowry, Sandra, Greenville, Pa
Nanz, Meghan, Transfer, Pa
Neff, Kathryn, Lancaster, Pa
O’Brien, Robert, New Oxford, Pa

Pabon, Jennifer, New Oxford, Pa
Pietras, Beverly, Erie, Pa*
Porterfield, Lynn, Clifford, Pa*
Reichert, Kim, Dillsburg, Pa*
Ringwala, Rajesh, Bethlehem, Pa*
Sapp, Joshua, Smithfield, Pa
Schwarz, Amy, Vanderbilt, Pa
Smith, Walter, Dawson, Pa*
Stewart, Justin, York, Pa
Stoak, Tiffany, Newville, Pa*
Tedrow, Kenneth, Jefferson, Pa
Turtzer, Jonathan, Smithfield, Pa
Wells, Danielle, York, Pa
Wern, Jesse, Bradfordwoods, Pa*
Wheeler, Katherine, Erie, Pa*
Williams, Susan, Orwigsburg, Pa*
Womer, Joanne, West Middlesex, Pa
Wright, Christopher, Lenhartsville, Pa*
Yadeski, Christine, Erie, Pa*
Zickar, Marc, Mercer, Pa

Andreozzi, Robert, Johnston, RI
Broccoli, Justin, Cranston, RI
Cayard, Nicole, Providence, RI
Counts, Erin, Rumford, RI
Curtin, Madison, Cranston, RI
Fernandez, Kristy, Pawtucket, RI
Glaudin, Francoise, Providence, RI
Hancock, Jeffrey, Warwick, RI
Hernandez, Diana, West Warwick, RI
Machado, Angel, Pawtucket, RI
Marchesseault, Gary, Warwick, RI
Mayette, Amy, Warwick, RI
Medieros, Glenn, Pawtucket, RI
Parra, Fastima, Providence, RI
Plante, Cheri, Warwick, RI
Raymond, Pauline, Providence, RI
Regine, Matthew, Cranston, RI
Reynolds, Jesse, Warwick, RI
Simpson, Lela, Riverside, RI
Sutton, Kenneth, Pawtucket, RI
Tobin, Kelly, Providence, RI
Vieira, Fernanda, Manville, RI
Walker, Carrie, Lincoln, RI

Anderson, Vanesse, McCormick, SC
Bates, Frances, Laurens, SC*
Bloniarz, Tiffany, Prosperity, SC
Bongiorno, Jon, Charleston, SC
Carmichael, Megan, Lugoff, SC*
Crawford, Ashley, North Augusta, SC
Dailey, Audrey, Batesburg, SC
Davis, Alicia, Clinton, SC
Dorn, Kay, Edgefield, SC
Gaines, Elizabeth Ann, Greenville, SC
Gillman, Joshua, Myrtle Beach, SC*
Herlong, Tiffany, Columbia, SC*
Hernandez, Evan, North Augusta, SC
Hickson, Betty, Florence, SC*
Johnson, Barry, Greenwood, SC
Johnston, Kelli, Leesville, SC
Longshore, Dekeela, Greenwood, SC
Lovejoy, Kimberly, Waterloo, SC
Marcengill, Ben, Greenwood, SC
Martin, Lacy, Abbeville, SC
Maurkesha, Drew, Greenwood, SC
Miles, Thomas, Anderson, SC
Morrison, Wade, Ninety Six, SC
Moss, Sherri, Calhoun Falls, SC*
Mykols, Julie, Daniel Island, SC*
Palmer, Lucy, Beaufort, SC*
Phillips, Drew, Mount Pleasant, SC*
Satterfield, Kristi, Donalds, SC
Scott, Dianne, Ninety Six, SC
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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

The AARC COPD Educator Course has
been accredited by the International
Education Recognition System (IERS)
and Continuing Respiratory Care
Education (CRCE).
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New Members

Seigler, Consuela, Abbeville, SC
Small, Scott, Anderson, SC*
Staed, John, Anderson, SC
Thompson, Maryann, Newberry, SC
Verdeflor, Northelyn, Greenwood, SC
Williams, Barbara, Anderson, SC
Wooten, Tianna, Honea Path, SC

Merkel, Brenda, Leola, SD*
Stennes, Courtney, Rapid City, SD*
Welch, James, Rapid City, SD*

Beraud, Michelle, Ripley, Tn*
Booker, Sherry, Thompson Station, Tn*
Delmotte, Sandra, White House, Tn*
Elliott, Lora, La Vergne, Tn*
Fuller, Jimmy, Talbott, Tn*
Fuller, Kathryn, Cordova, Tn*
Hennings Williams, Vanessa, Cane Ridge, Tn*
Holt, Jennifer, Newport, Tn*
Lee, Lucinda, Nashville, Tn*
Lopez, Jennifer, Mount Carmel, Tn*
Scantland, Edna, Gainesboro, Tn*
Stovall, Shane, Winchester, Tn*
White, Karen, Trade, Tn*

Armstrong, Angela, Austin, Tx*
Asghar, Abdul, Cypress, Tx*
Ayala, David, Corpus Christi, Tx
Barlow, Coreen, Wylie, Tx*
Bazmjow, Jamila, Corpus Christi, Tx*
Bentley, William, Bulverde, Tx*
Bourque, Marlea, Houston, Tx*
Cantrell, Gramelda, Plano, Tx*
Carlos, Mary, Austin, Tx
Carson, Rebecca, McKinney, Tx*
Cavazos, Armando, Corpus Christi, Tx
Charles, Chad, Corpus Christi, Tx*
Cherian, James, Sugar Land, Tx*
Colas, Garry, McAllen, Tx
Covarrubias, Lorenzo, Mercedes, Tx*
Dostal, Julie, Largo Vista, Tx*
Eubanks, April, Douglassville, Tx*
Fusello, Jane, Sugar Land, Tx*
Garcia, Erin, Corpus Christi, Tx
Garcia, Julio, Corpus Christi, Tx*
Gault, Todd, Fort Worth, Tx*
George, Suma, Sunnyvale, Tx*
Hamrick, Gina, Arlington, Tx
Hill, Darjon, Corpus Christi, Tx
Hood, Jeff, The Colony, Tx*
Justiniano, Julio, Houston, Tx*
Kelley, Bridget, San Antonio, Tx*
Kirchner, Edward, Corpus Christi, Tx
Kolberg, Wayne, McAllen, Tx*
Lampton, Hollie, Houston, Tx
Lopez, Kimberly, Portland, Tx
Lovett, Kevin, Allen, Tx*
Lujan, Malcolm, Corpus Christi, Tx
Lundy, Jonathan, Cibolo, Tx
Luther, Danny, Ingleside, Tx
Merrill, Matt, Azle, Tx
Miller, Brian, Houston, Tx*
Mingoia, Keanoeka, Houston, Tx*
Montes, Joseph, Schertz, Tx*
Napitupulu, Lorina, Plano, Tx*
Nichols, Lauren, Buda, Tx*
Nunez, Amanda, Fort Worth, Tx
Ochoa, Anita, Schulenburg, Tx*
Pickens, Kenysha, Corpus Christi, Tx
Piper, Sherry, Brownwood, Tx*
Price, Allen, San Antonio, Tx*
Ray, Jennifer, Lakeside, Tx*
Reyes, Esther, Corpus Christi, Tx
Robison, Amy, Rockwall, Tx*
Saenz, Erica, Odem, Tx
Schneider, Christa, Pflugerville, Tx*
Schwalm, Rosemary, Sugar Land, Tx*
Shade, Michael, Austin, Tx*

Shumock, Charles, Leander, Tx*
Sifuentes, Omega, Corpus Christi, Tx
Sisson, Leoria, Sudan, Tx*
Taylor, Tracey, Breckenridge, Tx*
White, Clifton, Houston, Tx*
Ybarra, Ruben, Corpus Christi, Tx
Yeargin, Nick, Corpus Christi, Tx
Zbranek, Jamie, Katy, Tx*

Bonnett, Joseph, Springville, Ut*
Chavez, Juan, Kearns, Ut
Crezee, Emily, Ogden, Ut*
Dickemore, Patrick, Harrisville, Ut
Duckworth, Michael, West Haven, Ut
Griffiths, Lisa, American Fork, Ut
Jenks, Andrea, Ogden, Ut
King, Leslie, Ogden, Ut
Longhurst, Nicole, Bountiful, Ut
Packer, Jerica, Ogden, Ut*
Sabin, Benjamin, Roy, Ut
Williams, Mandy, Layton, Ut

Al-Zaiem, M Adib, Woodbridge, Va*
Berhane, Abeba, Annandale, Va*
Boardwine, Emily, New Castle, Va
Brown, Jessica, Bassett, Va*
Callahan, Allyson, Manassas, Va*
Clarke, Linda, Charlottesville, Va*
Coleman, Kim, Virginia Beach, Va*
Coppen, Shawne, Hampton, Va*
Croson, Samantha, Roanoke, Va*
Dehaven, Maryann, Fincastle, Va
Delio, Jennifer, Blue Ridge, Va
Dinh, Steven, Woodbridge, Va*
Dixon, Tim, Fredericksburg, Va*
Doyle, Gina, Vinton, Va
Epperly, Crystal, Elliston, Va
Fieri, Teresa, Salem, Va
Ghiringhelli, Lori, Boones Mill, Va
Gochenour, Daniel, Luray, Va
Green, Debora, Palmyra, Va*
Gross, Jonathan, Roanoke, Va
Harber, Robert, Vinton, Va
Henderson, Tisha, Chesapeake, Va*
Kortmulder, John, Lexington, Va
Lawrence, Tiffani, Collinsville, Va
Lawson, Maria, Pulaski, Va*
Mabry, Teresa, Emporia, Va*
McCormack, Brandi, Covington, Va
Milligan, Kyla, Lexington, Va
Minnick, Ashley, Goode, Va
Pahl, Adam, Radford, Va
Palmer, Amy, Salem, Va
Parker, Ashley, Henry, Va
Patel, Bansari, Harrisonburg, Va
Reese, Robin, Danville, Va
Saunders, Jane, Java, Va
Shelor, Adrienne, Roanoke, Va
Smith, Anthony, Covington, Va*
Smith, Cyndi, Roanoke, Va
Toms, Jessica, Vinton, Va
Whitaker, Katelyn, Roanoke, Va
Wilson, Nancy, Roanoke, Va*
Wolfrey, Michael, Springfield, Va*
Young, James, Galax, Va*

Galuszka, Christine, Saint Albans, Vt*
Galuszka, David, Saint Albans, Vt*
O’Brien, Rhonda Lynn, Brookfield, Vt*
Plante, Megan, Swanton, Vt*
Roy, Hannah, Milton, Vt*
Tomlinson, Kelley, Saint Albans, Vt*
Weld, Erika, Windsor, Vt*
Young, James, Rochester, Vt*

Bacon, Janeen, Vancouver, Wa
Baldwin, Maggie, Auburn, Wa*

Bell, Sherry, Spokane, Wa*
Carlson, Yekaterina, Kent, Wa*
Gordon, Wayne, Kirkland, Wa*
Hardy, Deborah, Gig Harbor, Wa
Holt, Lisa, Tacoma, Wa
Interlichia, Jason, Yacolt, Wa
James, Nissy, Kent, Wa*
Leinweber, Toby, Clarkston, Wa*
Lewis, Rosanne, Milton, Wa*
Lux, Loren, Yakima, Wa*
Mahoney, Margaret, Puyallup, Wa
Neal, Heather, Spanaway, Wa*
Nguyen, Trong, Tacoma, Wa*
Robinett, Alicia, Vancouver, Wa*
Russo, Rebecca, Camas, Wa*
Streiff, Michelle, Bothell, Wa*
Tran, Tien, Seattle, Wa*
Varco, Katie, Kent, Wa
Wallace, Mason, Seattle, Wa*

Adamich, Rick, Waukesha, Wi*
Allen, Karen, La Crosse, Wi*
Ambrose, Brittany, Mondovi, Wi
Annoye, Samuel, Green Bay, Wi*
Becker, Heather, Waunakee, Wi*
Biebl-Yahnke, Mary, Madison, Wi*
Bishop, Christine, Chippewa Falls, Wi
Clement, Nikki, Waukesha, Wi*
Cook, Shannon, Waukesha, Wi*
Crowe, Dallas, Barron, Wi*
Dreier, Candace, Mazomanie, Wi*
Goettl, Samantha, Bloomer, Wi
Hagen, Sherry, Spencer, Wi
Hanna-Hammond, Nanci, River Falls, Wi
Holbrook, Kirsten, Eau Claire, Wi
Klinger, Marietta, Glenwood City, Wi
Klinkhammer, Jacklyn, Cecil, Wi
Leidal, Jana, Menomonie, Wi
Lynde, Bonnie, Middleton, Wi*
Mattison, Brittney, Eau Claire, Wi
McDonough, Tonya, Mondovi, Wi
Pedrick, Nicole, Cambridge, Wi*
Staberg, Travis, Amery, Wi
Wilson, Melita, La Crosse, Wi*

Abel, April, Grafton, WV
Danley, Eric, Morgantown, WV
Weekley, Janice, Wellsburg, WV*

Jimenez, Gustavo, APO, AE
Tien, Joseph, Travis AFB, Ca

Al-Bloushi, Bassima, Riyadh, Saudi Arabia
Al-Filfil, Fatima, Riyadh, Saudi Arabia
Al-Hossein, Ahmed, Riyadh, Saudi Arabia
Al-Ismael, Hossein, Riyadh, Saudi Arabia
Almaskeen, Kholood, Riyadh, Saudi Arabia
Al-Moslim, Huda, Riyadh, Saudi Arabia
Anselmo, Leylane, Singapore, Singapore
Coutts, Michael, Calgary, Ab, Canada
Janzen, Douglas, Riyadh, Saudi Arabia
Kawai, Shunsuke, Koube, Japan
Lo, Priscilla, Riyadh, Saudi Arabia
Macaraeg, Jr, Nestor, Doha, Qatar
Muhtaroglu, Musa, Lefkosa, Turkey
Ordinario, Ariel, Abu Dhabi, United Arab Emirates
Putnam, Tara, Riyadh, Saudi Arabia
Salat, Majed, Riyadh, Saudi Arabia
Tomomi, Ichiba, Tokyo, Japan
Wai Yi, Tsang, Tai Po, Hong Kong
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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   

The AARC Asthma Educator
Certification Preparation
Course has been accredited
by the International
Education Recognition
System (IERS) and
Continuing Respiratory
Care Education (CRCE).

American Association for
Respiratory Care

9425 North MacArthur
Blvd. Suite 100

Irving, TX 75063 
(972) 243-2272

Fax (972) 484-2720 
info@aarc.org



78 AARC Times      January 2011

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 website 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 website. NOTE: AARC Times reserves the right to
refuse any advertisement not directly relevant to res-

piratory care. AARC Times does not endorse any ad-
vertiser, 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 January 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/
recruitment.pdf, or contact Tim Goldsbury and 
Associates, Alhambra Plaza, 725 N. Highway A1A,
Suite C-106, Jupiter, FL 33477, (561) 745-6793,
Fax (561) 745-6795

For Sale/For Rent

Oakes’ Books Now on Cell Phones — and More!
Oakes’ Books (in expanded format) are now avail-
able online via hospital computer, tablet, and
smartphone. Fully searchable, topically-indexed,
objective-driven tutorials, forums, and more. Take
the tour at www.RespiratoryUpdate.com and then
use the code AARCMEMBER to receive a special in-
troductory discount. 

Ventilators, Pulse Oximeters, and More
Respiratory care and cardiopulmonary equipment
for sale. Featuring Puritan Bennett, Siemens, Bird,
Bear, Lifecare, Sechrist, Infrasonics, Dräger, New-
port, and other brand names. Adult, pediatric, in-
fant/neonatal, transport, and home care
ventilators. All equipment are fully remanufac-
tured 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. 

Respiratory
Care 2011

57th AARC 
International

Respiratory 
Congress

November 5-8, 2011
(Saturday through Tuesday)

Tampa, Florida

Save the Dates for
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Other Meetings

May 13–18
Denver, CO
American Thoracic
Society International
Conference
Contact ATS International
Conference Department
at (212) 315-8658 or 
conference@thoracic.org 

AARC & State 
Society Programs

June 1–3
Oak Brook Terrace, IL
Illinois Society for
Respiratory Care’s 43rd

Conference and
Exposition
Contact www.isrc.org
or Kelli DeBerry at
(847) 981-3581 or
deberryk@Alexian.net 

July 18–20
(Monday–Wednesday)
Vail, CO
AARC Summer Forum
Contact AARC, (972)
243-2272,
www.aarc.org/
education/meetings

October 23–29
Respiratory Care Week
Contact AARC, (972)
243-2272,
www.aarc.org

October 26
Lung Health Day
Contact AARC, (972)
243-2272,
www.aarc.org

November 5–8
Tampa, FL
AARC International
Respiratory Congress
Contact AARC, (972)
243-2272,
www.aarc.org/
education/meetings

Submissions for the
next available issue 
are due Jan. 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

Calendar of Events

AARC 
Summer

Forum
July 18-20, 2011

(Monday through Wednesday)
Vail, Colorado

Save the Dates for
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Advertiser Index

ARC Medical, Inc. 9
(800) 950-2720     arcinfo@arcmedical.com

Covidien Respiratory and Monitoring Solutions 3
www.covidien.com/successstories

Dräger Medical C2
(800) 437-2437     www.draeger.com/respiratorycare

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.  

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

Hans Rudolph, inc. 11
(800) 456-6695     (913) 422-3337 Fax     www.rudolphkc.com

Masimo C4
(800) 257-3810     www.masimo.com

Medical College of Georgia 78
www.mcg.edu/rtt

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

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



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. 




