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AARC Strategic Plan 
AARC Vision/Mission Statement: The
American Association for Respiratory Care
(AARC) will continue to be the leading national
and international professional association for
respiratory care. The AARC will encourage and
promote professional excellence, advance the
science and practice of respiratory care, and
serve as an advocate for patients, their
families, the public, the profession, and the
respiratory therapist.

AARC Strategic Objectives 
• Validate the science of respiratory care and
the value of the respiratory therapist (RT) in
providing respiratory care by supporting, con-
ducting, and publishing research information.

• Promote respiratory therapists as the best
providers of respiratory care by assuring that
the science that clarifies the value and role of
the RT is provided to those stakeholders
whose decisions and actions need to be
guided by that information.

• Promote respiratory therapists and the Amer-
ican Association for Respiratory Care by devel-
oping and implementing promotion and
marketing campaigns targeted to unique audi-
ences.

• Assure the Association has the resources to
meet the needs of its members and that the
AARC has the needed financial, volunteer, and
staff resources needed to accomplish the im-
plementation of the strategic plan of the Asso-
ciation.

The complete version of the Association’s Strategic
Plan is available to Association members online at
www.aarc.org/members_area/resources/strategic.asp.
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Sleep Waves

The function of sleep remains one of the greatest bio-
logical mysteries of all time. Sleep deprivation studies
have shown that sleep is necessary for survival. Sleep
deprivation not only causes sleepiness, but it also affects
performance, vigilance, attention, concentration, and
memory. Research has shown that lack of appropriate
sleep even affects immunity. Sleep deprivation, excessive
daytime sleepiness (EDS), or insomnia in patients with
sleep-disordered breathing can affect multiple organ sys-
tems.1

Approximately 50–70 million Ameri-
cans suffer from various conditions that
prevent them from attaining adequate
restful sleep, known as sleep disorders.2

Commonly observed sleep disorders in-
clude insomnia, obstructive sleep apnea
syndrome (OSAS), restless leg syn-
drome, and narcolepsy — all having
classifiable symptoms causing sleep
deprivation.3 Not all sleep disorders are
typical in presentation. Atypical presen-
tation may be discovered through sleep
evaluations and treated by targeting
physical conditions inducing inade-
quate sleep.4

Atypical presentation 
of sleep disorders

Studies are demonstrating more fa-
miliar behavioral conditions that induce
abnormalities in macro- and micro -
structures of sleep. Autism has been ob-
served to be a significant cause of sleep
deprivation. Studies comparing adults
with autism spectrum disorder (ASD) phenotype to
adults without ASD have confirmed autism’s contribu-
tion to relative disturbances in sleep structure. Measure-
ment of various sleep factors shows that adults with ASD
have lower sleep efficiency, more frequent nocturnal

awakenings, longer sleep latencies, decreased non-REM
sleep and slow-wave sleep, and less rapid-eye movement
during REM sleep. These abnormalities in sleep structure
can contribute to loss of restful sleep, causing fatigue and
affecting functionality of adults with ASD during the day-
time. Further investigation is required to determine a re-
lationship between autism in children and their sleep
architecture. Behavioral treatments through individual
counseling are commonly conducted for patients with
ASD, especially children.5

Obstructive sleep apnea syndrome
can be associated with a series of day-
time and nighttime signs and symp-
toms that may not be obvious during an
initial evaluation. The daytime symp-
toms include EDS so severe that school
authorities suggest medical consulta-
tion, and abnormal daytime behavior
ranging from aggressiveness and hy-
peractivity to pathologic shyness and
social withdrawal. Children may exhibit
more subtle symptoms, including inat-
tention, daytime fatigue, learning prob-
lems, morning headaches, frequent
upper airway infections, failure to
thrive, and obesity. Nocturnal symp-
toms seen at all ages include difficulty
breathing while asleep, heavy snoring,
apneic episodes, restless sleep, noctur-
nal sweating, nightmares, and slow
wave sleep parasomnia (i.e., sleep ter-
ror or confusional arousals). Absence of
normal growth or failure to thrive can
be seen at most ages. Adenotonsillar

hypertrophy is commonly observed in children, and treat-
ment with adenoidectomy may alleviate OSAS. Some chil-
dren may have craniofacial abnormalities causing OSAS.6

Symptoms of attention deficit hyperactivity disorder
(ADHD) have been positively associated with sleep-

Identification and Management 
of the Atypical Sleep Patient
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disordered breathing in children. Chervin et al showed
that children diagnosed with ADHD had a threefold in-
crease in snoring compared with controls.7

The association between
seizures during sleep and vio-
lence has long been debated. It
is plain that, on occasion,
seizures may result in violent,
murderous, or injurious behav-
iors.8 Of particular note is the
frantic and elaborate nocturnal
motor activity that may result
from seizures originating in the
orbital, mesial, or prefrontal re-
gion of the brain. Episodic noc-
turnal wanderings, a condition clinically indistinguishable
from other forms of sleep-related motor activity such as
complex sleepwalking but that is responsive to anticon-
vulsant therapy, has also been described.9 Aggression and
violence may be seen pre-ictally, ictally, and postictally. As
with disorders of arousal, OSA may masquerade as noc-
turnal seizures. The patient may benefit from neurologi-
cal evaluation in these cases.10

Anxiety-related sleep disorders are also demonstrat-
ing causation of sleep deprivation.11 The panic attacks
can be diagnosed as panic disorder, which is character-
ized by daytime attacks associated with spontaneous
feelings of intense anxiety.12 Nocturnal arousals in these
patients typically occur within the first third of a pa-
tient’s sleeping period, yet the case studied showed
arousals during a later time period in the patient’s sleep.
The patient’s left hemispheric EEG showed abnormali-
ties, possibly caused by left hemispheric atrophy, which
may contribute to dysfunction in specific areas in the
brain involving sleep and emotion. Management and
treatment of patients of similar scenarios include ad-
ministering anticonvulsants or anti-anxiety medicines.

Abnormal sleep behavior or sleep parasomnias
Sleep-related eating disorders are common in women

between the ages of 20–30 and consist of recurrent
episodes of involuntary eating and drinking during par-
tial arousals from sleep. Sometimes the patient displays
strange eating behavior (e.g., consumption of inedible or
toxic substances such as frozen pizza, raw bacon, and cat
food). The episodes cause sleep disruption with weight
gain; occasionally injury has been reported. The condi-
tion can be either idiopathic or comorbid with other
sleep disorders (e.g., sleepwalking, restless leg syndrome/
periodic limb movements in sleep, OSAS, narcolepsy, ir-
regular sleep-wake circadian rhythm disorder) and with

use of medications such as triazolam, zolpidem, and
other psychotropic agents.

Bruxism, or teeth grinding, often presents between ages
10–20, but it may persist
throughout life, often leading to
secondary problems such as
temporomandibular joint dys -
function. Both diurnal and noc-
turnal bruxism may be also
associated with various move-
ment and degenerative disor-
ders such as
oromandibular
dystonia and
Huntington’s

disease. It is also commonly noted in
children with mental retardation or
cerebral palsy. Nocturnal bruxism is
noted most prominently during
Stages 1 and 2 non-rapid eye move-
ment (NREM) sleep and REM
sleep. The episode is character-
ized by stereotypical tooth
grinding and is precipitated by
anxiety, stress, and dental dis-
ease. Patients may benefit
from dental guard appliances.

Hypertension,13 conges-
tive heart failure, stroke,
coronary artery disease,14-16

and atrial fibrillation17 are
the leading causes of mor-
tality in the elderly popula-
tion strongly associated or
caused by OSAS. Since pa-
tients may not commonly re-
port disturbed sleep to their
physicians, the focus of evaluation
remains on diseases other than OSA.
Clinicians should think of OSA when
evaluating patients with the above
disorders. This may be an atypical
presentation of OSAS. Treatment
with continuous positive airway
pressure or other methods may sta-
bilize or alleviate these disorders.

Sleep evaluations needed
Formal sleep evaluations can

help to diagnose causes of sleep
deprivation in individuals with

Atypical Patients  Sleep Waves
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symptoms of a sleep disorder with atypical presentation.
Whether a patient has disturbed sleep, EDS, or lack of
sleep at night (insomnia) depends on causes or condi-
tions from which sleep deprivation originate. Sleep eval-
uations are helpful, preliminary tools in indicating a
direction for treatment of atypical sleep patients.4 ■
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Am I Covered?

One of the most common questions asked by readers
is whether it is advisable to have personal malpractice
insurance. The availability of such insurance is one of the
many benefits of AARC membership, and the cost is both
reasonable and affordable. The question for many is, “do
I really need it?” I’ll let you decide.

Insurance is a contract
Insurance policies are contracts. Every insurance con-

tract has a “declarations page” that establishes, among
other things, who the “named insured”
is. The named insured is the entity that
is protected by the insurance. If you are
not a named insured, the policy does
not provide protection to you.

Every hospital has both a primary
malpractice policy (designed to cover li-
ability between $1 and about $3 million)
and an umbrella policy meant to cover
exposures greater than the primary pol-
icy. The “named insured” on most hos-
pital liability policies reads like this:
“XYZ Hospital and its officers and di-
rectors.” Importantly, the policy does
not say “its employees.” Hospital offi-
cers are corporate officers duly ap-
pointed by the corporation (i.e., vice
president, president, etc.). Directors are
those individuals currently serving on
the board of directors. If the hospital, or
its officers or directors are sued, the in-
surance policy protects them.

Vicarious liability
A hospital, of course, acts through its

employees. When an employee commits
a negligent act, the employee has personal liability to the
patient. But under the law of respondeat superior, the hospi-
tal is also accountable for the negligent acts of its employ-
ees. This is also called vicarious liability. In most cases the

plaintiff sues the hospital because the hospital is more
likely to have assets than the employee, and the hospital’s
policy provides coverage to the corporation for the negli-
gent acts of its employees. But if the patient sued only the
employee and did not sue the hospital, the hospital’s in-
surer would provide no coverage to the employee. While
this is rare, it can and does happen, particularly where the
patient has a personal grudge or doesn’t use a lawyer.

Then there are the issues of indemnity and contribu-
tion. Indemnity provides that where a master pays for the

wrongs of his servant under respondeat
superior, the servant must indemnify (or
repay) the master. Most hospital insur-
ance policies provide for the insurer to
seek indemnity from any liable em-
ployee. Thus, if the hospital pays
$300,000 to settle a claim arising from
the negligence of a therapist, the insur-
ance company can sue the therapist for
indemnity to recover what it paid. Again,
while rare, this does occur.

Contribution is a separate doctrine
and arises where, for example, the
physician and not the hospital is sued
for negligence. Suppose the physician
settles a claim for $300,000 and alleges
that had the therapist communicated
the blood gas values to him, the harm
would not have ensued. He can sue the
therapist for contribution and force him
to pay all or a part of the amount he paid
in settlement. Contribution rules vary by
state. But again, if a therapist was sued
individually for contribution, the hospi-
tal’s policy would not protect him.

Bad advice
Often a well-meaning but poorly informed hospital

administrator will tell employees that they do not need
their own insurance policy because the hospital policy

by Anthony L. DeWitt, JD, RRT, FAARC
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protects them. This is inaccurate because the hospital’s
policy only protects the named insured, and the hospital
cannot expand the coverage on its own to include its em-
ployees. What the hospital really means when it gives
this advice is that the hospital is covered for the thera-
pist’s negligent acts.

What that means is that the hospital’s lawyer is not
your lawyer. If you ask that lawyer whom he represents
and he is honest, he will tell you that he represents the
hospital. He may provide you with legal advice and may
help defend your case; but he is duty-bound to protect
the hospital, not you.

Insurance provides counsel
Most people think of malpractice insurance as a fund

of money to cover any judgment, but it is far more than
that. Insurance provides legal representation in two sep-
arate instances:
• When a claim is made regarding negligence
• When the state board investigates a licensure issue.

Without malpractice insurance, even a successful de-
fense of a claim could cost $80,000 in legal fees. In one
case a nurse paid more than $35,000 over three years to
lawyers to defend his license against the state board.
Malpractice insurance essentially means you get protec-
tion from the costs associated with defending your rep-
utation. Having a lawyer who is loyal solely to you is

important because sometimes there are conflicts that
arise in a case that disadvantage individual employees.

For example, where a nurse fails to restrain a patient
known to be prone to extubation, and a therapist is re-
quired to do an emergency reintubation because of this,
the therapist’s defense might require pointing the finger
at the nurse. To the hospital lawyer, this is of no conse-
quence because the hospital is going to be liable no mat-
ter which of the workers is at fault. But to the therapist,
who would have to report any settlement to the National
Practitioner Data Bank, who is at fault is very important.
While a hospital lawyer might try to avoid this conflict
in order to protect the hospital, the therapist’s lawyer
would be honor bound to defend his client zealously. This
is, in my view, the best reason to have malpractice in-
surance. Every therapist has worked with a nurse or
other practitioner whom they did not view as completely
competent. You should not be forced to partner in a law-
suit with someone you may not trust.

Sometimes therapists will ask if having a policy of in-
surance makes it more likely they will get sued. If there
was some way for lawyers to find out whether you have
insurance, that might be the case. But there is no central
registry of therapists who have insurance, and insurance
companies will rarely confirm coverage exists. The only
way a lawyer finds out is if they ask during a deposition,
and by that time it is often too late to sue the therapist
individually. ■

Insurance General Counsel
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State respiratory care issues
In 2011, state governments will continue to struggle to

balance their budgets with less revenue while the demands
for state services increase. With this as a backdrop, state
legislatures, most of which came back into session in Janu-
ary, must again deal with providing more with less. This is
the similar hand that has been dealt to the state govern-
ments over the last two years. The states will no doubt re-
spond as they have over the last two years: implementing
a variety of cost-saving measures ranging from cutting back
on state services (including traditional Medicaid), possibly
requiring mandatory state employee furlough days, in-
creasing tuition at state colleges, and raising all manner of
fees and taxes.

Specifically for the respiratory therapy profession, do not
be surprised to see an increase in your state respiratory
therapy licensure fees, something that
has already occurred in several states
over the last two years. Fee increases cer-
tainly won’t be exclusive to the respira-
tory therapy profession; no doubt most
licensed professions will be affected. The
key is to make sure what is being pro-
posed is fair and equitable. That will re-
quire continuous monitoring of rule or
law changes that are being proposed ei-
ther by the state legislature or through
the respiratory therapy licensing boards
or committees.

Assuming this new U.S. Congress does
not repeal all of the provisions of the Pa-
tient Protection and Affordable Care Act (i.e., the health care
reform law), there should be money coming into the states
to fund new programs enacted under the health reform law,
provisions that actually had nothing to do with “health
and/or insurance reform” but which specifically addressed
state Medicaid programs. For example, most Medicaid pro-
grams have in the past only paid for smoking-cessation
drugs for pregnant women. The new law requires state Med-
icaid programs to cover both smoking-cessation drugs and

counseling for pregnant women, a potential opportunity for
respiratory therapists to provide these services. The health
reform law also created and will fund a variety of new Med-
icaid demonstration programs. For example, the law cre-
ates a health home provider demonstration program that will
provide services for those with certain chronic diseases,
and the law specifically includes asthma as one of the qual-
ifying chronic conditions. Grants will also be made avail-
able to states for a new program called “Incentives for
Prevention of Chronic Diseases in Medicaid.” While details
are not available yet, this new program certainly is one
worth watching by the respiratory therapy profession.

Assuming these provisions created under the health
care reform law stay intact, over the next several years as
new Medicaid programs and demonstration projects go
“live,” state respiratory societies and individual RTs should

closely watch the rollout of these new
initiatives as there certainly will be 
potential for respiratory therapists to
participate.

The challenges to the profession on
the state level will be there as well. The
profession and your state society must
continue to monitor legislation and reg-
ulations being proposed — not just for
the respiratory therapy profession but
also for other professions and occupa-
tions that cross over with aspects of 
respiratory care. Health care is a big 
tent that covers many professionals,
providers, services and procedures —

there is room in the tent for everyone. But what you do not
want to find out after the fact, either through a law or a reg-
ulation, is that the profession of respiratory therapy has
been legally “escorted” out of the tent and will be, by law,
prevented from continuing to provide the services you have
always been legally able to provide. Vigilance and coopera-
tion is necessary to ensure that this does not happen.

While there will always be challenges, there will also
be opportunities for the respiratory therapist. These new
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Medicaid demonstration and grant programs are but one
example where the respiratory therapy profession can
position itself to participate in areas where they have not
been able to do so previously. This is one of the critical
reasons for a state respiratory society to make sure their
government or legislative committees are well organized.
We encourage all RTs to become involved with your state
society because the stronger a state society is, the greater
the impact the respiratory therapy profession can have at
the state level.

Federal legislative issues
As you know, the midterm congressional elections

ushered in big changes in Washington, DC. Divided gov-
ernment 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. Speaker of the House John
Boehner (R-OH) has a full legislative agenda, including
bringing down the debt by addressing contentious issues
such as Medicare, Social Security, and defense spending,
while also focusing on stimulating the sluggish economy.

The AARC will continue to push our legislative agenda
with the new Congress. The AARC’s Government Affairs
staff has already been making courtesy calls on new
members of Congress and new committee staff. It’s im-
portant early on in the legislative session to ensure the
respiratory agenda is put on the members’ radar screens.
The same can be said for state respiratory societies. We
urge all societies to contact their new members of Con-
gress — House and Senate — at their local “home” office.
They can’t help us if they don’t know we exist. This early
contact with members will help your state Political Ad-
vocacy Contact Team (PACT) members as they head to
Washington, DC, in early March for the AARC’s 11th an-
nual “Hill Lobby Day.” You can find your state respiratory
therapist PACT representatives at www.aarc.org/
advocacy/pact/pact_leaders.asp.

Key to our legislative agenda is to continue pushing
Congress to enact the Medicare Respiratory Therapy Part
B Initiative. We came close to having this important bill
passed last year during the health care reform debate,
and we’ll continue our efforts to enact this important pa-
tient access bill. We have a bit more of a challenge this
year as our champion and primary sponsor of the Senate
version of our bill, Sen. Blanche Lincoln (D-AR) lost her
seat to Republican Congressman John Boozman. Since
our bills will have to be reintroduced in the new Con-
gress, we expect to make a technical change in the lan-
guage to add “in the physician’s practice” so it is very

clear to the Congressional Budget Office as to the scope
of the benefit if and when they are asked to come up
with a new cost estimate.

We will also keep a close eye on other legislative ini-
tiatives that we expect will be reintroduced in the new
Congress, such as repeal of Medicare’s competitive bid-
ding program, repeal of the 36-month rental cap on
home oxygen equipment, and changes in supervision re-
quirements for pulmonary and cardiac rehabilitation.
Some of the sponsors of these bills also lost in the mid-
term elections, so the process will start again to find new
sponsors to reintroduce the bills.

AARC is a long-time partner of the U.S. COPD Coali-
tion. In 2010, the Coalition developed draft language for
a bill that would designate a COPD program at the Cen-
ters for Disease Control and Prevention in their chronic
disease division. The legislative language also includes
provisions that address the need for a comprehensive re-
sponse to COPD across all federal agencies. The Coalition
is now actively seeking House and Senate members to
sponsor and introduce the bill.

Federal regulatory issues
Respiratory therapists play a large role in the care pro-

vided to the approximately 47 million Medicare benefici-
aries in this country. Given the fact that this number will
rise to almost 62 million over the next decade as baby
boomers age into the program, it’s no surprise that the
AARC’s Government Affairs team pays particular atten-
tion to policies, both national and local, that impact this
segment of the nation’s population.

Annual Medicare Payment Updates: As most of you
know, each year the Centers for Medicare and Medicaid
Services (CMS) publishes calendar-year payment updates
to (among other providers and facilities): the physician
fee schedule, the hospital inpatient, and the hospital out-
patient prospective payment systems (PPS). It is within
these regulations where most of the issues impacting
RTs can be found. For example, the provisions to imple-
ment the new pulmonary rehabilitation benefit were
contained in the annual updates to the physician fee
schedule and the hospital outpatient PPS. The changes
to the Hospital Conditions of Participation on who can
order respiratory care services were contained in the an-
nual hospital inpatient PPS update.

While 2010 was a busy year on the regulatory side, we
most likely will see less action in 2011 that has a direct
impact on respiratory therapists. We do not anticipate
any big issues next year coming out of the Medicare in-
patient hospital regulations. And now that the Medicare
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pulmonary rehabilitation benefit has a year under its
belt, future changes to the program outside of the annual
physician and hospital outpatient payment updates
should be minimal. One area that we will monitor — and
one that we expect to see some changes in — is the level
of supervision of outpatient therapeutic services, includ-
ing those performed in critical access hospitals. CMS has
already made some concessions to the hospital industry
by removing references to a physical boundary (e.g., a
provider-based department) under its new definition of
“direct supervision.” We expect to see Medicare regula-
tions in 2011 that will take the supervision level one step
further by creating a process whereby an independent
technical advisory committee will assess the clinically
appropriate supervision level for any given outpatient
service. Such a change could mean some services could
be lowered to “general supervision,” whereby the physi-
cian would not need to be physically present and imme-
diately available when the service is being performed.

Local Coverage Determinations: Medicare contractors are
always updating, revising, or adding new local coverage de-
terminations (LCDs) throughout the year. AARC will keep an
eye out for any local policies of interest to the respiratory
therapy profession. Thus far, only one Part A/B Medicare Ad-
ministrative Contractor (i.e., Trailblazer) has issued an LCD
with respect to the new pulmonary rehabilitation benefit. We
could see other contractors use it as a model for future LCDs.

Fraud and Abuse: We expect to see a lot of activity with re-
spect to Medicare fraud and abuse in the coming year as
there are a number of audit contractors that have been
hired by CMS to conduct pre- and post-payment reviews to
ensure that proper Medicare payments are made. The home
medical equipment (HME) industry is expected to be hard-
est hit by these activities as more stringent enrollment rules
and standards emerge and CMS continues to crack down
on documentation requirements for covered services.

Competitive Bidding: As noted in the January year-end
wrap-up article, Medicare’s controversial competitive bid-
ding program became effective at the beginning of 2011.
It’s anyone’s guess as to what will happen to the program
over the course of the year, especially as affected Medicare
beneficiaries come to grips with the change in how they
receive their durable medical equipment, including oxygen
and oxygen equipment. The HME industry continues to as-
sess the flaws in the program, and once implementation
takes hold they will pay particular attention to issues that
may impact patient access. AARC expects to keep close
tabs on the situation as well. Expansion of the program to
other states is supposed to be launched in 2011, but as of
this writing it is unclear when or if it will move forward.

Tobacco Regulations: The U.S. Food and Drug Adminis-
tration continues to carry out its authority to regulate the
sale, distribution, and marketing of tobacco products, es-
pecially to youths, with the focus of its regulations aimed
at manufacturers of tobacco products. Health and Human
Services Secretary Kathleen Sebelius announced new to-
bacco prevention efforts in November 2010 as the Ad-
ministration continues its work to dramatically reduce
tobacco use, which is the leading cause of preventable
death. Since CMS has now extended Medicare coverage
of smoking-cessation counseling to include beneficiaries
who have not been diagnosed with or do not have symp-
toms associated with use of tobacco products, we expect
no further action on this topic from the Medicare pro-
gram. But, as noted above, activities in this area will pick
up on the Medicaid side. These combined efforts can
mean increased activities for RTs who are part of these
beneficial programs.

Health Care Reform: It would be nice to have a crystal
ball to know how RTs will be impacted by health care re-
form in the coming year. A lot is at stake now that the
midterm elections are over and the possibility of either
repeal of the law or major revisions to it take the head-
lines. Of course, any major changes will take time to be
worked out. In the interim, provisions of the new law are
being implemented, especially with respect to the
Medicare program. A new CMS Council on Technology
and Innovation, responsible for improving health care
quality and efficiency by testing new payment and serv-
ice delivery models as a way of reducing health care
costs has already been established. Regulations to ex-
pand a value-based purchasing program as a means to
enhance quality outcomes could also be implemented.
Tracking readmission rates for certain high-volume or
high-cost conditions is scheduled to take effect in 2012.
To meet that deadline, new regulations that set up fi-
nancial incentives for hospitals as a way of encouraging
them to undertake the necessary steps to reduce pre-
ventable readmissions could be proposed and/or final-
ized this year (2011). Respiratory therapists may likely
play a role in these activities as they relate to chronic
conditions.

Overall, as quality of care and reducing health care
costs become more prevalent in federal regulatory ac-
tions, we see increased opportunities for respiratory
therapists to be included in the mix of health care pro-
fessionals who will play an instrumental role in the suc-
cess of these activities.

AARC’s Government Affairs staff will continue to
monitor, assess, and respond to state and federal legis-
lation and regulation on behalf of you our members and
the patients whom we serve. ■
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In the October 2010 issue of AARC Times there is an ex-
cellent article on ventilator-associated pneumonia, or VAP,
the widely used acronym for this serious iatrogenic com-
plication.1 The article effectively showed how VAP is, in fact,
part of a much larger nationwide initiative — a concerted
effort to reduce the incidence of all health care-associated
infections (HAIs) in our nation’s hospitals. It is now widely
accepted (no longer estimated) that HAIs claim approxi-
mately 100,000 American lives each year; and according to
the U.S. Department of Health and
Human Services, HAIs add a staggering
$28–$33 billion to the nation’s annual
health care expenditures.

Medicare’s no-pay policy
It should come as no surprise that

the majority of these increased costs
are due largely to the added care re-
quired when a patient contracts an HAI,
and the offsetting reimbursement from
third-party payers. However, this all
changed in October 2008 when the Cen-
ters for Medicare and Medicaid Services
(CMS) announced it would no longer re-
imburse hospitals for the costs associ-
ated with the added care for Medicare
beneficiaries acquiring one of the top
three HAIs. This so-called “no pay” pol-
icy in essence now forces hospitals to
shoulder the entire brunt of additional
costs when a patient contracts one of
the three HAIs.

Two of the top three no-pay HAIs are
classified as device-related: central line-
associated bloodstream infections and catheter-associ-
ated urinary tract infections. The third, surgical site in-
fections, is classified as procedure related. Of note is that
the fourth leading cause of HAIs is another device-re-
lated problem, our profession’s newest nemesis, VAP. As

the AARC Times article points out, VAP has not yet been
added to the no-pay list, but it is no longer a question of
“if” but “when.” Furthermore, history has repeatedly
shown that whatever direction CMS takes — especially
in matters of reimbursement and payment policy —
other health care payors, private and governmental alike,
soon follow. Given the enormous adverse financial im-
pact soon to be associated with each case of VAP, respi-
ratory therapists will have another unique opportunity

to demonstrate that, in addition to pro-
viding quality patient care, we can also
be a highly valued resource to the hos-
pital body politic in this era of health
care transformation. But to be success-
ful, we will need to become much more
aware of the larger issue of HAIs and
more visible in our respective institu-
tion’s VAP prevention practices.

Since that article was written and
published, other events continue to re-
inforce even more just how huge the
issue of HAIs has become. Notwith-
standing the billions of dollars a year
in unnecessary (and largely preventable)
costs, HAIs have become a rallying
point for the entire patient safety/
provider accountability debate. The
Centers for Disease Control and Pre-
vention (CDC) waded into the foray a
few years back by establishing the 
National Healthcare Safety Network
(NHSN). The NHSN was originally
formed as a voluntary, Internet-based
surveillance system to collect data to

permit valid estimation of the magnitude of adverse
events. However, at this writing, 27 states have passed
laws mandating the reporting of HAIs, with the remain-
ing states sure to follow. What began as a voluntary un-
dertaking is steadily becoming a required practice for all

Respiratory Therapists Should Be THE Experts 
in VAP Prevention: Making the Case!
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hospitals, no doubt much to the chagrin of many hospi-
tal administrations.

This shift in purpose is due in large part to the efforts
of the Safe Patient Project, a new Consumers Union cam-
paign aimed at reducing medical harm by raising public
awareness and requiring public disclosure of hospital in-
fection rates at the state level (www.safepatientproject.
org/about.html). The premise of the Safe Patient Project,
which explains why there is such a groundswell of grass-
roots support at the state level, is that consumers have
the right to know how well their local hospitals fare in
providing care that is both safe and effective. However,
now that NHSN provides the vehicle for such reporting,
one can only assume that sooner or later CMS will inte-
grate such reporting data into its own Quality Measure-
ment Reporting Requirements. 

Since The Joint Commission evaluates most CMS pa-
tient-related initiatives at the
institutional level, respiratory
care departments may eventu-
ally be held accountable during
accreditational visits for sus-
tained adherence to infection
prevention practices as per-
tains to our defined scope of
patient care. That means, for
better or worse, VAP prevention
efforts may eventually become
our sole responsibility, notwith-
standing the fact that multiple
providers often come into contact with our at-risk venti-
lator patients,  often without our direct knowledge. More-
over, some of the accepted elements of the VAP bundle,
such as performance of periodic oral hygiene or main-
taining head-of-the-bed elevation, are typically the
purview of nursing. Evidence has demonstrated un-
equivocally that to successfully prevent VAP, sustained
adherence to all elements of the VAP bundle is required
100% of the time; however, such adherence may not al-
ways happen when certain elements are left to other care
providers, in spite of all good intentions.

A formidable challenge
Being held responsible for something over which we

have limited control is indeed troubling and presents a for-
midable challenge. Nonetheless, we have no choice, and
we have a lot of work to do in a relatively short amount of
time. For example, in a recent AARC survey on the subject,
only 28% of responding managers indicated that their hos-
pital’s RC department was responsible for the VAP preven-
tion program. In the same survey, 15% of responding

clinicians indicated they were unsure of who was respon-
sible for their hospital’s VAP prevention program.

So, given the potential adverse impact even a single
case of VAP will eventually have on any hospital, these
numbers raise a red flag. I therefore make the case that
RTs should become THE recognized VAP experts in their
respective institutions. In fact, I’ll even go a step further
and state that RTs must become the leaders of each hos-
pital’s VAP prevention efforts, and this should happen
sooner rather than later. Thus, at a minimum, every RT
should know with 100% certainty where ultimate re-
sponsibility lies for the VAP prevention program in their
respective institution. Further, all RC departments should
be highly visible in their institution’s VAP prevention pro-
gram — if not chairing the initiative then, at the very
least, co-chairing.

What has separated VAP from other HAIs (and a pri-
mary reason for its temporary
exclusion from the no-pay list)
is that making the diagnosis of
VAP is considered to be less ob-
jective, frequently relying on
clinical judgment alone. How-
ever, it won’t be too long before
the uncertainty of making an
accurate diagnosis of VAP will
be addressed with published
guidelines that will blend clini-
cal criteria with laboratory and
radiographic evidence. As such,

the practice of using the less-onerous diagnostic term
“respiratory infection” will no longer suffice, especially
when, in fact, there may be a full-blown episode of VAP.

The above-referenced AARC VAP survey revealed that
in many institutions, the VAP prevention program is the re-
sponsibility of nursing, an infection control committee, a
medical staff committee, or some other non-RT entity.
Clearly the best approach would be to have the RC depart-
ment responsible for the entire VAP prevention program in
all settings where mechanical ventilation is provided.
However, it is a fact that institutional policies (and perhaps
more often, internal politics) dictate where ultimate re-
sponsibility for VAP prevention will reside, and it may not
be directly the purview of the RC department for many dif-
ferent reasons. Nonetheless, RC departments can easily
argue why they should be at least sharing leadership re-
sponsibility. In a sense, VAP prevention is nothing more
than an extension of our preeminent position as advocates
for lung-protective ventilation in acute lung injury.

It is essential that RTs be actively involved at all lev-
els and clearly visible on a 24/7 basis whenever mechan-

VAP prevention efforts may
eventually become our sole 

responsibility, notwithstanding
the fact that multiple providers
often come into contact with
our at-risk ventilator patients,

often without our direct
knowledge.
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ical ventilation is provided via an endotracheal tube. Per-
haps more importantly, when a case of VAP is detected,
RTs must seize the opportunity to immediately improve
efforts to prevent additional cases of VAP, regardless of
who dropped their vigilance or the reasons that not all
elements of the VAP prevention bundle were consistently
attained. In the words of Peter Pronovost, MD, PhD, a crit-
ical care specialist and a leading patient-safety re-
searcher at Johns Hopkins School of Medicine,
“collaboration rather than competition should be the
hallmark of HAI elimination efforts.”

An excellent new resource is a White Paper titled
“Moving Toward Elimination of Healthcare-associated In-
fections: A Call to Action,” published this past November
in the journal Infection Control and Hospital Epidemiology.2

Another important resource would be a copy of what
many consider to be the gold standard for VAP preven-
tion: The Society for Healthcare Epidemiology of Amer-
ica’s (SHEA) 2008 guidelines for VAP prevention entitled
“Strategies to Prevent Ventilator-associated Pneumonia
in Acute Care Hospitals.”3 Copies of both can be down-

loaded at no cost by visiting the SHEA website
(www.SHEA-online.org).

As the title of the White Paper suggests, a goal (and
challenge) is being set for the eventual elimination of all
HAIs, based upon the assumption that HAIs are largely
preventable, especially when proven strategies are im-
plemented and sustained on a 24/7 basis. Central to the
argument is that in the past concerted efforts directed at
other infectious diseases (e.g., polio, tuberculosis,
syphilis), have resulted in significant success, and there
is no reason to doubt equally compelling results can be
achieved with HAIs.

The VAP strategies document also includes a discus-
sion of the issues that must be addressed when multiple
providers are involved, directly or indirectly, in the care of
ventilator patients. No doubt this applies to anyone who
even touches a ventilator patient, the ventilator circuit,
or even the ventilator. While most assume this to mean
nursing personnel and/or physicians, I would add to the
list all visitors, laboratory/radiology/rehabilitation 
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Caring for aging pulmonary patients is a complicated
and costly task. But what happens when these patients
also suffer from Alzheimer’s disease or another form of
dementia?

In a recent report, the Alzheimer’s Association notes
that nearly 10% of Medicare beneficiaries have some
form of dementia and that average annual costs of care
for these patients (not counting long-term care, which
Medicare does not pay for) nearly triple, from $4,454 to
$13,207.1 Comorbid conditions understandably add to the
problem and, unfortunately, are all too common among
these patients. According to the report, 95% of all de-
mentia patients suffer from one or more comorbid con-
ditions.

When the problem is COPD
The Alzheimer’s Association estimates COPD affects

about 17% of people with the condition, and this chronic
lung disease is common in other people with dementia
as well. Caring for these patients is clearly a challenge for
respiratory therapists and will require a greater under-
standing of how COPD affects cognition. Several studies
from the medical literature shed some light on the
process.

In a study that appeared in the April 2010 issue of the
European Respiratory Journal, British researchers reviewed
the scientific literature on COPD and cognitive dysfunc-
tion, looking specifically at the mechanisms of injury and
dysfunction to the brain, methods used to evaluate cog-
nition, and evidence on the nature and level of cognitive
impairment in COPD.2 They came up with seven key find-
ings that can help care for these patients:

1. There may be a pattern of cognitive dysfunction
specific to COPD.

2. Cognitive function is only mildly impaired in pa-
tients without hypoxemia.

3. The incidence of cognitive dysfunction is higher in
hypoxemia.

4. Hypoxemia, hypercapnia, smoking, and comorbidi-
ties (e.g., vascular disease) are unlikely to account
for all of the cognitive dysfunction seen in COPD.

5. There is weak or no association between cognitive
function and mood, fatigue, or health status.

6. Cognitive dysfunction may be associated with in-
creased mortality and disability.

7. There is limited evidence for a significant effect of
treatment on cognitive function.

Another study out of Austria compared 60 COPD pa-
tients with 60 healthy controls to see how COPD might
be affecting cognition.3 All underwent the Attention Net-
work Test to evaluate tonic and phasic alertness, orient-
ing, and executive attention, along with the Standard
Progressive Matrices and the Verbal and Nonverbal
Learning Test to assess for logical thinking and learning,
respectively. In a regression analysis, the researchers
found significant correlations for age and blood carbon
dioxide levels in reaction time, along with a correlation
between age and orienting, and between age and blood
carbon dioxide values and performance in logical think-
ing. The report was published in the Jan. 2010 edition of
Respiratory Medicine.

Italian investigators provided provocative evidence
that cognitive functioning in COPD could be linked to
medication adherence in a 1997 issue of CHEST.4 In this
case, researchers evaluated overall cognition and verbal
memory in 42 ambulatory COPD patients with hypox-
emia and hypercarbia, 27 normal subjects of comparable
age and educational level, 31 patients with Alzheimer’s
disease, and 26 older normal subjects. They found verbal
memory declined in parallel with overall cognitive func-
tion in people with COPD and attributed the decline to
an impairment of both active recall and passive recogni-
tion of learned material. Since poor adherence to the
medication regimen was significantly associated with an
abnormal delayed recall score, they believe medication
adherence could be playing a role in the process.

Caring for the Pulmonary Patient with Dementia





When the problem is sleep apnea
Of course, COPD patients aren’t the only pulmonary

patients affected by Alzheimer’s disease or other forms
of dementia. In fact, these conditions may be even more
prevalent in people with sleep apnea. Two studies in the
Journal of the American Geriatric Society found a strong cor-
relation.

According to University of California, San Diego re-
searchers who studied 235 nursing home patients in the
early 1990s, 70% of the patients had five or more respira-
tory disturbances per hour of sleep, and 96% of that
group showed signs of dementia.5 In patients without de-
pression, severe sleep apnea and severe dementia ap-
peared to go hand-in-hand. A 2010 study based on 151
geriatric patients in Norway and another 420 taking part
in an aging study at the Mayo Clinic found 71% of sub-
jects with dementia had sleep disturbances.6 Patients di-
agnosed with Lewy body dementias were more likely to
suffer from sleep disturbances than those diagnosed
with Alzheimer’s disease.

The good news for these patients is that treatment
with continuous positive airway pressure (CPAP) can help.
Again, much of the research is coming from the Univer-
sity of California, San Diego. In one study published in a
2008 edition of the Journal of the American Geriatrics Society,
investigators compared 52 men and women with mild-
to-moderate Alzheimer’s disease and obstructive sleep
apnea (OSA) who were randomized to receive six weeks
of therapeutic CPAP versus three weeks of placebo CPAP
followed by three weeks of therapeutic CPAP.7 A complete
neuropsychological test battery was administered before
treatment, at three weeks, and at six weeks. While no sig-
nificant improvements in cognition were seen in the ther-
apeutic CPAP patients versus placebo CPAP patients at
three weeks, significant improvements in cognition were
noted in both groups when pre- and post-treatment neu-
ropsychological test scores were compared after three
weeks of therapeutic CPAP.

In a second study, researchers looked at the long-term
effects of CPAP treatment in 10 Alzheimer’s patients with
OSA who had previously participated in a randomized
clinical trial for CPAP and Alzheimer’s disease.8 Five of
the patients continued with CPAP following the trial,
while five did not. The mean use of sustained treatment
was 13.3 months. People who continued to use CPAP
demonstrated less cognitive decline and had a signifi-
cant improvement in subjective sleep quality. Depressive
symptoms and daytime somnolence also stabilized, and
sleep was better among the caregivers of those who con-
tinued with CPAP as well. The study appeared in a 2009
edition of the Journal of Clinical Sleep Medicine.

Seeking solutions
In the first nationally representative, population-

based study of dementia in America, U.S. researchers
publishing in a 2007 edition of Neuroepidemiology esti-
mated about 3.4 million Americans age 71 and older
suffered from dementia in 2002, and about 2.4 million
suffered from Alzheimer’s disease.9 Dementia preva-
lence increased as people got older, climbing from 5%
of those between the ages of 71 and 79 to 37.4% of
those age 90 or older. As the nation continues to age,
the absolute numbers of people with Alzheimer’s dis-
ease and other forms of dementia is certain to grow,
and many of them will be suffering from pulmonary-
related comorbidities.

In its report on Alzheimer’s disease, comorbidities,
and the Medicare system, the Alzheimer’s Association
calls for a targeted care coordination benefit for bene-
ficiaries with complex chronic conditions, a limited
home visit benefit for beneficiaries in that group
deemed at risk for an acute care crisis, and an afford-
able prescription drug benefit combined with effective
medication management to prevent over- or under-uti-
lization of drugs and adverse drug interactions.1 With
the right disease management skills, respiratory ther-
apists can be poised to play a key role in delivering
these much needed services to dementia patients with
pulmonary problems. ■
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Since 1947, the AARC has been leading the effort to advance the
respiratory care profession and promote quality respiratory health
care. Working with our 50 state organizations, we have successfully
advocated for the profession at the federal, state and local level.

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

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

The American Association for Respiratory Care has
representatives appointed to many organizations in
which they share common goals. The Commission on Ac-
creditation of Medical Transport Services (CAMTS) is one
of these organizations. CAMTS is a peer-review organiza-
tion dedicated to improving patient care and transport
safety by providing a dynamic accredi-
tation process through the development
of standards, education, and services to
fulfill this vision. CAMTS was initially
formed in the late 1980s in response to
ever-increasing air medical accidents.
This new agency began to develop stan-
dards to help programs improve safety
and the care they provide to their pa-
tients. The inaugural meeting of CAMTS
was held on July 13, 1990, in Kansas City,
MO.

The AARC’s first representative to
the CAMTS Board of Directors was
Cathy Peterson, RRT. She developed the
first computerized application tool,
which has evolved over the years from
her basic design. CAMTS membership
now includes 20 member organizations
that meet three times a year to deliber-
ate transport programs which have ap-
plied for accreditation and to conduct
normal business. Board members are
busy prereviewing programs’ informa-
tion prior to sending out site surveyors
to physically examine such items as
training records, policies, and proce-
dures to ensure they comply with the CAMTS standards.

In addition to a respiratory therapist representative
on the CAMTS board, there are two RTs who are site sur-
veyors for CAMTS. They are past board member Jerry
Focht, RRT, and Sheila Calvert, RRT.

What is the benefit of the AARC’s 
liaison with CAMTS?

There are many RTs who are on transport teams
across the country. The need for safety both for the pa-
tient and the transport team members are common goals
of both organizations. Representation on the board also

helps represent and promote the pro-
fession. The 20 board members’ com-
mon vision is to ensure that the
patient is transported safely and by
trained, competent staff.

As of Oct. 9, 2010, there are 151
CAMTS accredited programs, including
six international programs. In addition
to accrediting transport programs,
CAMTS is offering educational pro-
grams on safety and Just Culture. The
phrase “just culture” was popularized
in the patient safety lexicon by a report
by JT Reason that outlined principles
for achieving a culture in which front-
line personnel feel comfortable dis-
closing errors — including their own —
while maintaining professional ac-
countability.

When the CAMTS board meets, all
deliberations on accreditation are com-
pleted under strict rules; and any board
member, who may have a conflict of
interest such as working for a program
applying for accreditation, leaves the
room so as not to bias any accredita-
tion decision.

During this past meeting in Ft. Lauderdale just prior
to the Air Medical Transport Conference, the CAMTS
board approved and released the eighth edition of the
CAMTS standards. In this latest edition, transport RTs are
now listed with advanced credentials including RRT, NPS
and C-NPT similar to other transport professionals. Our
representation is also an important help to the board

The Commission on Accreditation 
of Medical Transport Services
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when considering mechanical ventilators, neonatal/
pediatric issues, and oxygen concerns.

Last year the board met in Dallas, TX, and I invited
AARC Executive Director Sam Giordano, MBA, RRT,
FAARC, to stop in to meet the board. Sam did come to
meet the entire board, and I am proud to say he has been

the only executive director of any
sponsoring organization to attend a
CAMTS board meeting. He says, “It
was a very interesting visit. I was im-
pressed with the thoroughness of the
reports. The board makes every effort
to assure avoidance of potential con-
flicts of interest. What impressed me
most was the appreciation they have
for respiratory therapists and the
AARC.”

Linking with the FAA and NTSB
In addition to accrediting transport

programs, CAMTS may also work with
the Federal Aviation Administration
and the National Transportation
Safety Board on matters related to
medical transport. One can see how
important the relationship between
the AARC and CAMTS is for the safety

of RTs who are members of transport programs, but also
for the safety as well as the level of care for patients
transported across the country.

Additional information on the CAMTS organization
and a list of all member associations can be obtained on
the CAMTS website: www.camts.org. ■
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AARC representatives to the CAMTS board include (from left) Jerry Focht, RRT;
Cathy Peterson, RRT, and Steven Sittig, RRT-NPS, C-NPT, FAARC. Not shown is
Thomas Cahill, BA, RRT, RPFT.
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Observations

Let’s Get Coordinated

Last December the Centers for Disease Control and
Prevention (CDC) through its National Center for Health
Statistics (NCHS) issued a report entitled “Deaths: Pre-
liminary Data for 2008.” The report identifies COPD as the
third leading cause of death and states that mortality
rates result from chronic lower respiratory diseases:
which we know as chronic bronchitis,
bronchiectasis, and emphysema. Ac-
cording to the report, these deaths in-
creased by 7.8%, which moves COPD to
number three among chronic disease
mortality rates.1 Previous reports iden-
tified stroke as the number three cause;
it is now receding to number four since
deaths due to stroke fell by 3.8%.

I know I’m preaching to the choir
when I say we as individuals of the
health care system and the public in
general must do more to prevent COPD
as well as provide more effective care for
the over 20 million persons with COPD
who are both diagnosed and undiag-
nosed. Now bear in mind these numbers
are preliminary; however, COPD has
never reached this infamous milestone
in prior reports issued by the CDC.

We’ve stressed the need to screen
our national population for the disease
by targeting those 35 and older and utilizing the popula-
tion screener. We will continue this effort relentlessly.

COPD coordinators
In recent years, treatment options have expanded for

those who have been diagnosed: running the gamut from
pulmonary rehabilitation, expanded medication options,
a wider variety of aerosol delivery devices, and more so-
phisticated oxygen delivery systems that allow our pa-
tients to live a more active life. All of these things are
magnificent; but in all too many instances, we’ve failed to

achieve the synergy of coordinating these resources and
coupling that coordination with a more empowered
COPD patient through education. Treating lung disease is
what we do, but we can improve if we look at some of the
other diseases. We may learn some valuable lessons. Let’s
consider stroke, for instance. It’s not uncommon to have

a stroke coordinator in many acute care
facilities. I can’t say the decrease in
stroke mortality is due to the coordina-
tor, but I dare say the coordinator has
contributed to the lower death rate.

Isn’t it time for us to establish COPD
coordinators in all of our acute care fa-
cilities? We’ve heard throughout our
careers of the disappointment, illness,
and death that results from ineffective
care, noncompliance with evidence-
based guidelines, and lack of proper co-
ordination and follow-up of the wide
variety of resources that must be put in
place in order to effectively serve our
COPD patients. You treat patients, re-
solve exacerbations, and do your best
to position your patients to succeed
post discharge. But close coordination
of resources with a heavy dose of pa-
tient education that allows them to
more effectively manage their disease

to avoid exacerbations is often lacking. Your expertise
represents a confluence of skills:

• You understand oxygen therapy and its impact on
patients, but you also understand the devices avail-
able to deliver the therapy.

• You understand medical management of our pa-
tients, but you also understand the nuances of
drug delivery via aerosol devices.

• You’re aware of the importance and value of pul-
monary rehabilitation, but you also will work to 
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educate patients so they are able
to continue their conditioning an
ward off exacerbations long after
the rehabilitation program has
run its course.

Change the future
How many patients with COPD

would not experience at least two ex-
acerbations a year? How many pa-
tients with COPD would be able to
live an active life with a much higher
respiratory quality of life if their care
were fully coordinated? And, yes,
how many patients would be alive
today if all the tools, resources, and
interventions we use are fully under-
stood by our patients who can be ad-
equately followed post discharge
through physician practices?

We can’t revise history, but we can
certainly learn from it. I say, if you’re
willing to step up and be a COPD co-
ordinator, many of our patients will
benefit. We can’t change history, but
we sure can change the future. Now
that COPD is the third leading cause
of death in our country, let’s work to
ensure that it goes no higher first,
and then that it goes much lower. We
can do this if we’re willing to step up.
Indeed, we must do this for our 
patients. ■
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The U.S. health care system is seriously flawed in its
approach to health care management and reimburse-
ment as it is designed to provide acute care rather than
to prevent or manage chronic disease. In this country,
health care delivery currently costs approximately 17%
of the Gross National Product and is estimated to be ap-
proaching $2 trillion per year, making American health
care the seventh largest economic undertaking in the
world. With the U.S. population projected to grow an ad-
ditional 20% by 2025, it is imperative
that the country shift management
strategies and its health care dollars
from acute disorders treatment to
chronic disease and disability.

Chronic respiratory conditions
More than 22 million U.S. citizens

are estimated to have asthma, and an
additional 16–20 million have either
been diagnosed or will be diagnosed
with COPD. Most health care experts
agree that current and future chal-
lenges posed by these two chronic con-
ditions create a basic need for
concerted action as both significantly
contribute to the economic burden as-
sociated with long-term medical man-
agement and disability-related costs.

Two of the top 10 diagnoses for pa-
tients hospitalized in the United States
today are chronic respiratory diseases:
asthma and COPD. Asthma is a chronic
inflammatory disorder of the airways
that is characterized by intermittent
airflow obstruction and bronchial hy-
perreactivity. COPD is an umbrella
term, internationally adopted in the
early 1960s to describe a group of conditions that may be
better known by the public as chronic bronchitis or em-
physema.

Both of these diseases run the risk of being under-
diagnosed. Individuals who are at significant risk for de-
veloping lung diseases fall within a broad range. Those
who are at lowest risk (or potentially undiagnosed) present
as either well and not currently exposed to the triggers or
do not have the underlying genetic and other factors
known to cause lung disease. Those in the middle layer
are individuals who are exposed to the agents that cause
lung disease or have the other underlying factors that can

cause lung disease but are not experi-
encing any symptoms. People at great-
est risk are those who are exposed to the
agents or have the underlying inherent
factors that cause lung disease and are
experiencing symptoms, but they have
not yet been seen by a health care pro-
fessional and thus are undiagnosed.

A shift in management strategies
from acute to chronic

In order to move away from the cur-
rent “reactionary” models of care, it will
be critical for health care to develop an
organized, proactive, multidisciplinary
approach to managing chronic respira-
tory diseases that includes both chronic
and acute care. One should be able to as-
sume that such a structured approach to
managing chronic respiratory disease
(CRD) would produce some of the bene-
fits previously seen in other chronic
conditions, such as diabetes and heart
failure. The core values of those chronic
care models were developed and de-
signed to ensure that people are man-
aged in an anticipatory “preventive”
manner and are educated with appro-

priate skills and expertise to co-manage their conditions.
Disease management can be defined as a systematic,
population-based approach to identify patients at risk,
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intervene with specific programs, and measure out-
comes.1 Early onset of disease management of CRD
symptoms will, over time, enable the natural history of
the disease in these populations to be changed and a pre-
ventive and more holistic approach to care to be taken.

A chronic disease care model developed by Wagner
identified four essential elements in a structured disease
management model that should be expected to deliver
major impact on quality, effectiveness, and efficiency of
care:2

• Evidence-based support for decision-making
• Use of clinical guidelines
• Promotion of self-management
• Comprehensive system to support clinical manage-

ment.

Evidence has found that the
presence of at least two of these
components is associated with
improvement in outcomes, par-
ticularly with respect to un-
scheduled care.2 A key factor is
that the development of evi-
denced-based guidelines for
both asthma and COPD are at-
tainable.

Optimal disease manage-
ment of respiratory diseases re-
quires a partnership between the person with CRD and
the health care professional associated with regular re-
view, adherence and compliance to treatment, good
communication, and exchange of information. In order
for the objectives of early identification and prevention
to be met successfully, the contributions of a wide range
of participants in health and social care need to be de-
livered in a coordinated way. The central aim is for pa-
tients with chronic respiratory diseases to interact
productively with health and social care professionals
and that patients be seen as partners in managing their
own condition. While health and social care profession-
als have access to up-to-date information, decision sup-
port, and the resources needed to deliver high-quality
care, patients should also have the information, skills,
and confidence needed to make decisions about their
health in order to better manage their condition and be
motivated to do so.

Patients with CRD should have their treatment opti-
mized to control and/or minimize symptoms and ensure
that they can play an active part in everyday life. Ensur-
ing optimal care and treatment are provided at the right

time requires CRD to be managed within a similar ap-
proach that embraces all elements of pharmacological
and non-pharmacological treatment according to pub-
lished guidelines.

Disease management programs
There is a cadre of mounting evidence that early iden-

tification of these respiratory conditions combined with
effective treatment and intervention benefits people and
lightens the burden of their care. Success in delivery is
dependent on the use of appropriate preventive strate-
gies and on integrated services planned and delivered
around individual needs — from maintaining health and
well being, to diagnosis, and eventually to end of life.

Various disease management projects have shown
the ability to provide significant savings in medical

claims expenses for patients
with chronic diseases. Over the
past few decades the ability to
properly evaluate disease man-
agement program results has
been fairly challenging. Med-
ical cost savings from disease
management programs must
be critically evaluated using a
“pre-post” design. This analytic
design allows one to aggregate
cost changes over time in a
population and then to confi-

dently answer critical questions about “what happened?”
This prospective, analytical design is consistent with
guidelines and recommendations from the industry
trade organization, the Disease Management Association
of America (DMAA), now called the Care Continuum Al-
liance.3,4

In addition to the globally recognizable measure-
ments that concentrate on treatment, management, and
financial outcomes, is the need to also direct focus on pa-
tient-specific outcomes. Patient-reported outcome meas-
ures are a vital necessity to measure the impact of
diseases or conditions on individuals since they are
measures of an individual’s health-related quality of life.
They frequently are comprised of short, self-completed
questionnaires that measure health-related quality of
life at a single point in time, using items that have been
validated as important to those people who suffer with
the diseases or conditions in question.

Why is disease management important to the RT?
There is a considerable scope for improving the qual-

ity of care and support in CRD within this overarching

It is critical for health care
to develop an organized,

proactive, multidisciplinary
approach to managing

chronic respiratory diseases
that includes both chronic

and acute care.
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chronic disease management framework.
Its introduction will rely on the efforts of
various agencies and health care
providers alike. However, at present, com-
prehensive guidance on disease manage-
ment services for people with CRD does
not exist — nor are the number of diag-
nostic, assessment, treatment, monitor-
ing, or personal self-management plans
routinely used to help people manage
their conditions.

In the AARC’s “2015 and Beyond” proj-
ect, an essential skill set of the future res-
piratory therapist is to grasp the
knowledge, skills, and attributes of dis-
ease management.5 This is not a new con-
cept, as it has been described in
peer-reviewed literature in the distant and
recent past.1,6

Good clinical leadership will also be
needed to ensure uptake across care sec-
tors and agencies and to reduce duplica-
tion in care provision. Respiratory
therapists are in the only profession that
receives specialized dedicated education
and training on the diagnosis, manage-
ment, and education of patients with res-
piratory diseases. This positions RTs at the
front of the disease management line for
patients with CRD. It is time for the respi-
ratory therapist to rise to the disease man-
agement challenge for patients with
chronic respiratory diseases. ■
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Clinical Perspectives

Treatment Options for the Alpha-1 Patient

Alpha-1 antitrypsin deficiency (alpha-1) is the major
identified genetic cause of chronic obstructive pul-
monary disease (COPD) in the United States, and undi-
agnosed alpha-1 accounts for about 1% of those
diagnosed with COPD.1 It is a hereditary condition that
can result in destructive lung and liver disease. The gene
for the protein alpha-1 antitrypsin
(AAT) is on chromosome 14, and indi-
viduals inherit one allele of this gene
from each parent. Two abnormal alleles
lead to a severe deficiency of AAT pro-
tein in plasma. This plasma deficiency
can lead to breakdown of lung connec-
tive tissue by the body’s own white
blood cells, producing emphysema,
chronic bronchitis, and/or bronchiecta-
sis. The liver is the major site of syn-
thesis of the AAT protein; and in the
most common form of alpha-1, the
plasma deficiency is due to misfolding
and aggregation of AAT within liver
cells, preventing the protein’s transport
from the liver to the blood.2 In some in-
dividuals, this aggregated AAT protein
can lead to liver injury and scarring,
otherwise known as cirrhosis.

While alpha-1 is an important cause
of COPD, it is important to recognize
that individuals with alpha-1 may
never display disease of any sort during
their lives. The number of individuals
with alpha-1 who remain healthy is not
known since the most common reason people are tested
for alpha-1 is the presence of unexplained lung or liver
disease. Based on somewhat limited data, it is estimated
that there are more than 100,000 individuals with severe
alpha-1 (two abnormal genes for AAT) in the United
States3 and a similar number in Europe. In the United
States, less than 10,000 of these individuals have been
identified.

Diagnosis
Treatment of alpha-1 depends, first and foremost, on

accurate diagnosis. When alpha-1 was first described in
1963,4 it was identified as causing early onset emphy-
sema among family members. Thus, most current health
care professions are under the impression that testing

for alpha-1 should be limited to young
adults with family history of emphy-
sema. Unfortunately, this approach has
led to the dramatic underdiagnosis of
alpha-1.5,6 We now know that alpha-1
can lead to the development of emphy-
sema in adults of virtually any age and
that individuals with alpha-1 can pres-
ent with chronic bronchitis or bron -
chiectasis as the predominant lung
disease. Since some individuals with
severe alpha-1 can remain healthy
through most of their lives and then de-
velop liver or lung disease, testing of
family members is recommended for
this genetic condition so that routine
monitoring can be provided and risk
factors can be avoided in those af-
fected.

So who should be tested? One could
argue that everyone should be tested
for alpha-1 once in their lives and, in
fact, work is moving forward to con-
sider adding alpha-1 to the newborn
screening panels in several states. For
now, we tend to rely on “targeted de-

tection.” Targeted detection refers to testing individuals
in a target population likely to be affected by alpha-1.
This has led to the recommendation that all individuals
with a diagnosis of COPD be tested for alpha-1. After an
individual is identified with alpha-1, testing of immedi-
ate family members is recommended.

There are a variety of testing methods available to
identify individuals with alpha-1. Most hospital labs are
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able to perform a quantitative plasma or serum level of
AAT protein. This is a relatively inexpensive method for
identifying severely deficient individuals. Even more cost
effective can be the use of free test kits provided by var-
ious companies and organizations with an interest in
identifying those with alpha-1. These free test kits re-
quire only a few drops of blood from a finger stick to per-
form a genotype and level. The downside is that results
might not be available for several weeks. There is also a
confidential research and home testing program funded
by the Alpha-1 Foundation (www.alphaone.org) that al-
lows individuals to stick their own fingers and send their
dried blood spots to the Medical University of South Car-
olina for testing.

A recent study, funded by the Alpha-1 Foundation and
the AARC, used respiratory ther-
apists and pulmonary function
technicians working in aca-
demic pulmonary physiology
laboratories to identify, consent,
enroll, and test individuals for
alpha-1 whose pulmonary func-
tion testing met Global Initiative
for Chronic Obstructive Lung
Disease (GOLD) criteria for
COPD. This study was extremely
successful, enrolled over 3,400 patients in a matter of
months, and confirmed the prevalence of undiagnosed
alpha-1 in this population. The Alpha-1 Foundation has
also initiated a family testing program that provides in-
formation to family members of those diagnosed with
alpha-1 along with a mechanism for facilitating the test-
ing of family members.

Family-based genetic counseling can be extremely
helpful in putting in perspective the risks for family
members of newly diagnosed patients. Family testing
often identifies a number of relatives who are carriers of
a single abnormal allele for the alpha-1 gene, along with
a normal allele. The risks to these carriers are still being
studied, but the best evidence to date is that individuals
who carry a single abnormal allele have a much lower
risk of lung and liver disease than severe alpha-1 pa-
tients, although the risks may be slightly higher than for
people with two normal alleles.7

Treatment of lung disease due to alpha-1
The treatment of lung disease due to alpha-1 is based

on the usual treatments of COPD related to cigarette
smoking. This means that the initial treatment is the re-
moval of environmental risk factors, most importantly
avoidance of tobacco smoke by cigarette smoking cessa-

tion. In alpha-1 related COPD, secondhand cigarette
smoke and occupational dust and fume exposures ap-
pear to be significant risk factors, as well.8 Preventive
therapy with vaccination against pneumococcal infec-
tion and influenza is recommended. In addition, because
of the risk of liver disease, it is often recommended that
all individuals with alpha-1 be immunized against hep-
atitis A and B.

Respiratory medications are the same as those used
in more usual smoking-related COPD, although it should
be noted that most clinical trials leading to the approval
of medications for the treatment of COPD excluded pa-
tients with alpha-1. The presumption, in the absence of
direct evidence, is that these drugs will have the same
effects in alpha-1 related COPD as in usual COPD. As in

usual COPD, the primary use of
chronic bronchodilator and in-
haled steroid therapy is the
prevention of exacerbations,
although many with alpha-1
COPD do have a reversible
component to their airway ob-
struction (as do many usual
COPD patients). Similarly, the
benefits of pulmonary rehabil-
itation are presumed to carry

over from usual COPD to alpha-1 related COPD.
Many individuals with COPD due to alpha-1 require

supplemental oxygen. This is because most alpha-1 pa-
tients have significant lung destruction by the time they
are diagnosed. Another variation of usual therapy is that
it is generally recommended that exacerbations be
treated early and aggressively with antibiotics.1 The ra-
tionale for this recommendation is that since white
blood cells are called into the lungs in response to infec-
tion and white blood cells contain the connective tissue-
degrading enzymes that cause the lung destruction in
alpha-1, it is reasonable to limit the severity and dura-
tion of infection in the lungs as much as possible.

There is one aspect to the treatment of alpha-1 re-
lated COPD that is unique to this genetic condition: ad-
ministration of augmentation therapy. Augmentation
therapy refers to increasing the amount of circulating
AAT protein by intravenous administration of purified
human AAT protein from healthy donor plasma.9 There
are four such products currently on the market in the
United States. Each of these products is administered in
a similar manner at a dose of 60 mg/kg body weight each
week. Augmentation therapy should only be used to treat
individuals with documented alpha-1 and emphysema.
The goal of this therapy is to reduce or prevent further

It is estimated that there
are more than 100,000 

individuals with severe alpha-1
in the United States, but less

than 10,000 have been 
identified.



Alpha-1  Clinical Perspectives

AARC Times      February 2011 35

decline in lung function.10,11 Lung tissue already lost to
emphysema is lost forever (or at least until a lung growth
stimulating therapeutic is devised).

More screening needed
The treatment of lung disease due to alpha-1 depends

on our understanding of the treatment of usual COPD
with additions that are unique to those with alpha-1. At
the present time, the unique treatment is augmentation
therapy, which supplements the body’s meager supply of
AAT protein through the intravenous administration of
purified AAT. Additionally,
aggressive management of
exacerbations and monitor-
ing for other manifestations
of alpha-1 such as liver dis-
ease are important in this
patient population. Finally,
more must be done to detect
those with this common ge-
netic disorder in the general
population. ■

REFERENCES
1. Silverman EK, Sandhaus RA.
Clinical practice. Alpha1-antit-
rypsin deficiency. N Engl J Med
2009; 360(26):2749-2757. 
2. Lomas DA, Evans DL, Finch JT,
Carrell RW. The mechanism of Z
alpha 1-antitrypsin accumulation
in the liver. Nature 1992;
357(6379):605-607.
3. Silverman EK, Miletich JP, Pierce
JA, et al. Alpha-1-antitrypsin defi-
ciency. High prevalence in the St.
Louis area determined by direct
population screening. Am Rev
Respir Dis 1989; 140(4):961-966.
4. Laurell C-B, Eriksson S. The elec-
trophoretic alpha-1-globulin pat-
tern of serum in alpha-1
antitrypsin deficiency. Scand J Clin
Lab Invest 1963; 15:132-140.
5. Campos MA, Wanner A, Zhang G,
Sandhaus RA. Trends in the diag-
nosis of symptomatic patients
with alpha1-antitrypsin deficiency
between 1968 and 2003. Chest
2005; 128(3):1179-1186.
6. Stoller JK, Sandhaus RA, Turino G,
et al. Delay in diagnosis of alpha1-
antitrypsin deficiency: a continuing
problem. Chest 2005; 128(4):1989-
1994.
7. Hersh CP, Dahl M, Ly NP, et al.
Chronic obstructive pulmonary
disease in alpha1-antitrypsin PI

MZ heterozygotes: a meta-analysis. Thorax 2004; 59(10):843-849.
8. Mayer AS, Stoller JK, Vedal S, et al. Risk factors for symptom onset in
PI*Z alpha-1 antitrypsin deficiency. Int J Chron Obstruct Pulmon Dis
2006; 1(4):485-492.
9. Gadek JE, Klein HG, Holland PV, Crystal RG. Replacement therapy of
alpha 1-antitrypsin deficiency. Reversal of protease-antiprotease im-
balance within the alveolar structures of PiZ subjects. J Clin Invest
1981; 68(5):1158-1165.
10. The Alpha-1-Antitrypsin Deficiency Registry Study Group. Survival
and FEV1 decline in individuals with severe deficiency of alpha1-antit-
rypsin. Am J Respir Crit Care Med 1998; 158(1):49-59.
11. Chapman KR, Stockley RA, Dawkins C, et al. Augmentation therapy
for alpha 1 antitrypsin deficiency: a meta-analysis. COPD 2009;
6(3):177-184.

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



36 AARC Times February 2011

2010 International AARC Congress Keynote Address

Making the
Right Thing

the Easy
Thing To Do

by Carolyn M. Clancy, MD

EDITOR’S NOTE: Agency for
Healthcare Research and Quality 
Director Dr. Carolyn Clancy delivered
an inspirational keynote address at
the 56th AARC International 
Respiratory Congress in Las Vegas,
NV, in December. The following 
synopsis of her presentation speaks
volumes about AHRQ’s dedication to
improving patient safety and quality
— and the important role Dr. Clancy
believes respiratory therapists can
play.
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“When we looked across our database of over 800
funded projects, we found very few on respiratory conditions, and none were
submitted by respiratory therapists. So, I’m thinking that we can’t hear you
now, and maybe we should be hearing from all of you much more often.”                         

– Carolyn M. Clancy, MD

I’m sure that all of you deal with
personal idiosyncrasies like this all
the time. And you’re to be com-
mended for the role you play to de-
liver the best possible care for every
patient. At the Agency for Healthcare
Research and Quality (AHRQ), our
mission is to support independent re-
search that’s informed by the needs of
the people providing and receiving
care so that people all across the
country can make a wide range of in-
formed choices and, hopefully, we can
build a system that makes the right
thing the easy thing to do. In many
ways, we are at the epicenter of the
activity being generated by language
about patient-centered outcomes re-
search — also known as comparative
effectiveness research — included in
both the Recovery Act of 2009 and the
Affordable Care Act signed into law
last March.

Patient-centered outcomes re-
search compares the effectiveness of
different ways to treat an illness or
condition. For many situations in
modern medicine — diagnosis, treat-
ment, ongoing management, and so
forth — we have two or more options.
What we don’t have is a good source
of comparative information that helps
us apply all of this fabulous knowl-
edge with more precision to the care
of individual patients. Getting there
requires rigorous evaluations and
studies of multiple approaches to

A
s an advocate for patients
and families, the public, and
the profession of respira-

tory care, the American Association
for Respiratory Care is consistently
on the cutting edge in achieving its
mission to educate and promote
lung care initiatives. Of course, all
of us tend to work within our own
confines — all with the best of in-

tentions — to figure out how we can
make the health care where we’re
working better for patients. But none
of us can do this alone. So, it’s really
a pleasure and honor for me to be
here today to talk to you about a
number of issues, not the least of
which are the roles that can emerge
as we begin to transform our health
care system into one that meets the
needs of the 21st century — a system
that’s focused on patients and where

you, as providers, have all
the information you need
exactly when you need it.

Patient-centered 
outcomes research

All of us know that this is deeply
personal for the people we serve. My
father died fairly recently of a respi-
ratory condition, so I have some very
recent experience with the great
work that all of you do and the diffi-
cult challenges you face. Dad en-
countered all of the usual issues that
come with his condition. He was 82
and he had severe emphysema. He
was on home oxygen. He was con-
stantly thinking that if he worked re-
ally hard, he wouldn’t need that
oxygen anymore. So he would test
himself. He’d remove his oxygen and
watch the color of his hands. When
they turned blue again, then he knew
it was time to put the oxygen back
on.



treatments, which can include drugs, devices, tests, sur-
gery, or ways to deliver health care.

AHRQ is the first agency to have a legislatively man-
dated center for conducting patient-centered outcomes
research. Since 2005, we have received about $129 million
from Congress for this kind of work and have published
more than 50 different types of products. Some of these
are research reviews for clinicians.

A big project we are funding that just got off the
ground is looking at the effectiveness of long-acting beta
agonists in patients who tend to have a higher risk of side
effects. We’re trying to figure out more effective strate-
gies for those patients. The Recovery Act included $1.1
billion for comparative effectiveness, or patient-centered
outcomes research, so there’s a lot of really good news
coming, both from the National Institutes of Health (NIH)
and from other parts of the government.

The Affordable Care Act
This past March, the Affordable Care Act became law.

In terms of patient-centered outcomes research, the law
builds on the work started by the Recovery Act. Specifi-
cally, there will be a new Center for Innovations run by
Medicare and Medicaid, where we’re going to test practi-
cal applications of better ways to provide care. There are
also provisions that strongly encourage various agencies
in the federal government to work together on quality
and provisions built around developing better quality
measures, getting smarter about data collection and pub-

lic reporting, and linking quality of care with efforts to
reduce and ultimately eliminate disparities in care asso-
ciated with patient characteristics.

There is even a provision addressing the need for a
“science of improvement” — ways to translate science to
the benefit of the patient — because right now we pump
out a lot of information and assume that it magically
trickles down in precisely the right way for each individ-
ual receiving care. The problem is, it’s not working so
well. The law also established the Patient-centered Out-
comes Research Institute. This is a private sector insti-
tute that will be working very closely with my agency and
NIH. It’s funded by a combination of public and private
sector funds. Of the 21 people on the board of governors,
most are there because they represent patients’ needs,
specific health care professionals, those who pay for care,
and others. This is really a new idea that’s also called
“stakeholder governance.”

Another key component in the law is the National
Health Care Quality Strategy. How many of you have pe-
rused websites looking for information that you needed
on quality of care? It would be hard to imagine that
“strategy” has been a key idea behind many of these in-
credibly well-intentioned efforts.

The idea is to have a strategy that begins to integrate
and align the efforts of the federal government, the
states, and all of these private sector initiatives. Some of
you may be working in hospitals right now that are being
required to report on the same condition with slightly
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different specifications. I’m sorry, but this is not helping
us keep our eyes on the ball. This is all about just chasing
measurement and record keeping. We can do a whole lot
better than that. That’s why I’m so excited about the
strategies, so we can make it easy for people to do the
right thing.

Leveraging the best evidence
The one home run that I can point to in health care is

the Michigan Keystone Project. This project was funded
by AHRQ and conducted by a team from Johns Hopkins
led by Peter J. Pronovost, MD. They tested it at home first,
then they went to the state of Michigan where they
worked in very strong partnership with the Michigan
Blue Cross Blue Shield Association and the Michigan Hos-
pital Association. They used a fairly simple tool, the
checklist, to reduce the occurrence of, and mortality
from, serious bloodstream infections associated with
central lines in ICU patients. The genius of this checklist
was that it was pretty adaptable. So, small rural hospitals
could use it as well as ICUs at the University of Michigan.

Now, long after the grant ended, they have sustained
the dramatic improvements in care that resulted from
their efforts. But we need a lot more projects like this one
to improve health care quality. Donald M. Berwick, MD,
MPP, who’s now running the Centers for Medicare and
Medicaid Services, once said, “In the end, only those who
provide care can improve that care.” That’s why, when I
say that we’re very serious about providing you with the

best possible information, I mean it from the bottom of
my heart because all of this has to take place at the front
lines of care. It’s about leveraging the best possible evi-
dence and information at the bedside and making sure
patients understand what they need to do to control their
conditions after they’ve been discharged or when they’re
on to the next phase of disease.

We’ve all seen uncertainty in the eyes of people who
are dealing with respiratory illness, whether it’s the pa-
tient or a family member. My stepmother was nothing
short of fantastic in caring for my dad. She made it pos-
sible for him to continue living at home. Last June she
went to visit her daughter, who lives in Washington state,
for two weeks; so Dad went to stay with my sister. I had
been trying to educate my siblings about chronic illness
and what was going on with our father, but they were not
listening to a word. So I talked to a physician friend who
said, “don’t call your sister till day two,” which is what I
did. What was she the most freaked out about? The oxy-
gen, right? Once they got it home and could get it work-
ing, she was fine. But that initial encounter can be pretty
traumatic for everyone.

It’s extremely important for respiratory therapists to
become more engaged in coming up with strategies to
improve the patient’s experience. It’s very likely that
plans, programs, and approaches you currently use
would be helpful to colleagues in other settings and geo-
graphic locations — if they know about them. But when
it comes to figuring out what works, the only thing we



know for sure is that there’s no real way to know for sure
unless we’re actually measuring and checking our
progress.

Early in my career I was working in Richmond, VA, jug-
gling teaching, research, seeing patients, and being med-
ical director at a primary care clinic where the vast
majority of patients were uninsured. Our aspirations and
intentions were beyond magnificent. Our delivery of care
was not. We had very few resources. Most of the physi-
cians didn’t really understand where most of the people
in our clinic lived in any sense of the word. And a third of
the patients came from rural areas. So the idea of mak-
ing an appointment or follow-up diagnostic test didn’t
have a lot of meaning. Patients came in when they could
get a ride.

Interestingly enough, we also had a home care team,
and I occasionally went out with them to make visits. I’ll
never forget the gentleman on oxygen who had a “no
smoking” sign outside his house that was misspelled. It
very quickly dawned on me that it didn’t really matter
that the “m” was missing in “smoking” or that this was
not a terribly elegant sign. It worked. No one with a lit
match was going to go through his door. It’s these unique
kinds of experiences that cause us to become interested
in creating policies and practices that create consistency
and quality of care.

Research project proposals needed
Patient-centered outcomes research is currently get-

ting a lot of attention. But it’s only one of the topics that
my agency is engaged in. We have funding for a variety of
research projects. So, the possibilities, for those of you
who are interested, range from small conference grants
for training and education to studying the effectiveness
of treatments for complex patients or creating and eval-
uating different applications of health information tech-
nology. All of the projects that we have funded are on our
website (www.AHRQ.gov), but when we looked across our
database of over 800 projects, we found very few on res-
piratory conditions, and none were submitted by respi-
ratory therapists.

The Institute of Medicine released a top 100 list of pri-
orities for comparative effectiveness research about a
year and a half ago. Again, respiratory conditions were
not very prominent on that list.

So, I’m thinking that we can’t hear you now, and
maybe we should be hearing from all of you much more
often. Because I would guess that each of you could put
together your own list of research questions and projects
that you’d like to see. For example, I can’t help but think
about all the people out there who don’t know how to use
their inhalers. Or how many don’t have asthma manage-

ment plans. When we report on this in our quality report,
50% is about the high water mark. We can do a whole lot
better than this.

I’m sure that many of you have used the National
Guideline Clearinghouse, which has no less than 
250 guidelines related to respiratory conditions. The
clearinghouse is also on the AHRQ website at
www.guideline.gov. The American Association for Respi-
ratory Care maintains four guidelines in the database,
and there is a variety of quality measures in a related
clearinghouse.

More work from AHRQ
One of the big issues confronting health care right

now is hospital discharges. We all know how this plays
out: It’s time for the patient to go home. The people who
are picking him up were told to get there at 8 in the
morning and it’s now going on 11:30 and they’re getting
really impatient and threatening to sign out against med-
ical advice. Not exactly the perfect setting for having a
calm, thoughtful conversation about what to do once you
go home. So we funded a project at Boston Medical Cen-
ter called the Reengineered Hospital Discharge Project,
or Project RED, for short. It uses a virtual nurse, or avatar,
named Louise, who takes the patient through 11 rein-
forcing steps that are shown to improve the discharge
process and decrease readmissions.

We also have a DVD to help health care professionals
who are not respiratory care specialists provide care dur-
ing a mass casualty. This project, which was produced for
us by a team from Denver Health, is called the Cross
Training Respiratory Extenders for Medical Emergencies
project, or Project XTREME, for short. There are six train-
ing modules that cover topics like infection control, res-
piratory care terms and definitions, manual ventilation,
and mechanical ventilation.

One older study that I also want to mention is the 
National Emphysema Treatment Trial. Back in the mid-
1990s, the Medicare program noticed that a lot more peo-
ple were having lung volume reduction surgery. The
tough part was that some patients did dramatically, un-
believably better. They went from being virtually bed-
chair-bound, and tethered to oxygen, to running around
town, golfing, and so forth, which was fantastic. But it
was really hard to predict who was likely to have that
kind of response. So we suggested a randomized trial.
The study compared patients who received maximal
medical therapy, including the best, state-of-the-art pul-
monary rehabilitation, versus maximal medical therapy
plus lung volume reduction surgery.

Two interesting things happened. One was, within the
first year or two of patient enrollments, there was a group
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of high-risk patients who were actually
likely to die faster with surgery. So the
eligibility criteria for the trials had to be
changed. The other thing that we
learned from almost all of the sites was
that many patients had never had pul-
monary rehabilitation like they were
getting now. Some of them felt so good
that when it came time to be random-
ized, they said, “Are you kidding me, I
feel great, I’m out of here.” So again, it’s
a reminder about the gap between our
aspirations and what happens for 
patients every day.

Two important things
Ultimately, this is all about trying to

provide the best possible care to pa-
tients wherever they show up, and it’s
about making sure they’re armed with
information and tools to avoid a return
trip. So information is important. But
I’ve learned two things in my own ca-
reer that I think are even more impor-
tant. The first is the importance of read
back. Early on in my career I was seeing
patients at the free clinic a couple of
nights a month. One night I heard the
pharmacist next door instructing a pa-
tient about the medicines he needed.
Then I heard him say something I’d
never said to a patient and I’d never
heard a medical doctor say — “tell me
what you heard.” I didn’t know the

name for this, but I knew it was incred-
ibly important. Nothing could be more
important than “tell me what you
heard.”

The second important thing is infor-
mation is helpful but not the end game.
What matters is if patients believe that
what they do makes a difference. Like
the no smoking sign that was mis-
spelled. That patient knew what to do
— so what if he misspelled it?

Making a difference
In closing, I have some ideas that I

think might benefit you, your patients,
and possibly the health care system
overall. First, I think all of us need to be
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even more proactive than we already
are. In the current environment, the
people at the bedside are the ones who
can move the needle significantly by
leveraging and applying the best possi-
ble evidence-based medicine more ef-
fectively. Secondly, this means that you
need to speak up and ask questions. If
you think an order is unnecessary, you
should find the evidence that supports
your recommendation and let the team
know that there are alternatives. If you
don’t have the research you need, or if
you have an idea for a project that
would help you serve the patients bet-
ter, check the AHRQ website and see if
you can find an opportunity to help get
it done — or if you’re not comfortable
doing a project yourself, let us know
about the idea and we’ll try to get it
done.

Your involvement and vigilance as
respiratory therapists — professionals
on the front lines of care — will be so
important in ensuring that we all make
the most of the resources and tools we
currently have to make the system bet-
ter. Together we can make a dramatic
difference in the lives of our patients
and begin to close the gap we confront
all too often between what we aspire to
for our patients and what actually hap-
pens in everyday life because of the sys-
tems that we’re trapped in today. Again,
in the end, only those who provide care
can improve that care. ■
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As an active duty respiratory therapist for the past five years in the U.S. Army,

I have served in a variety of settings — from stateside medical treatment facilities

to overseas battlefield austere conditions. I have worked in the burn ICU at the

Institute of Surgical Research Burn Center at Fort Sam Houston, TX, and 

performed aeromedical evacuations on a Special Medical Augmentation Response

Team–Burn (SMART-B) for over three years. 
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Current ventilator capabilities
Currently the mission of the 31st CSH Role 3 at Camp

Dwyer, which is located in Afghanistan’s Southern
Helmand Province, is to support the U.S. Marine Corps in
current military operations by providing far-forward
medical care on the battlefield. The ICU is a 12-bed unit
with 12 Impact Eagle 754 ventilators and four in reserve.
Each bed must be equipped with a ventilator in case of a
mass-casualty situation, which may present itself at any
moment. This provides us with the ability to care for all
intubated patients that present to the CSH.

During the initial hospital construction, the respira-
tory therapy department received eight Pulmonetic
Systems LTV 1000s; we have since switched to using the
LTV as our primary ventilator of choice. During a mass-
casualty scenario, we are able to use additional

ventilators/equipment from the U.S. Air Force Patient
Movement Item System (PMI). This PMI equipment is
stored within our facility to support injured coalition
troops for inflight care. We have recently requested the
order of six Dräger Evita XLs, which will give us addi-
tional options and modes of ventilation for higher acuity
patients who may present with ventilation and/or oxy-
genation difficulty (including those suffering from lung
contusions, major thoracic surgery, crush injuries, and
severe trauma to the lungs).

In comparing the two types of ventilators, it has been
our experience that the LTV has been the most versatile.
The Impact 754 has the capability to easily maneuver in-
tubated patients within the facility with options such as
assist control, synchronized intermittent mandatory ven-
tilation, or continuous positive airway pressure. The LTVs

I am currently deployed to Afghanistan in support of
Operation Enduring Freedom with the 31st Combat
Support Hospital (CSH) along with four other active duty
RTs. Our respiratory therapy department is responsible
for supporting all respiratory-related care to a 42-bed in-
patient Role 3 CSH (which provides advanced medical,
surgical, and trauma care, similar to a civilian trauma
center). We are also responsible for supporting a six-bed
trauma emergency treatment room and occasionally a
ventilator for one of three operating room suites.
Combined, we have 30 years of experience among the
five of us, ranging from adult, pediatric, burn, and
neonatal care. Additionally, we have accumulated 12
years of flight status ranging from rotary wing (heli-
copter) to fixed-wing (airplane) assets.



Blood gas sampling
Within our department, we are able to analyze blood

gas samples with Abbott Point of Care’s i-STAT Blood
Analysis System using various cartridges and adjusting
ventilator settings accordingly. Due to the austere con-
ditions of deployment, environmental conditions play a
role in the instrument’s proper operation. During the
summer months in southern Afghanistan, the temper-
ature can reach as high as 130° F. In our tent
environment, our ICU ward is generally 20° cooler than
the outside temperature, requiring the i-STATs to be
closely monitored to maintain adequate operating tem-
perature range. The devices are charged during the
night when it is cooler and are frequently stored in the
overhead air-conditioned tubing during the day. If the 
i-STATs become unreliable due to the heat, we have the
additional option of using our laboratory department to
run the sample. So far, we have been able to safely and
accurately analyze every blood gas sample obtained.

Portable oxygen generation systems
Currently, we use two portable oxygen systems to

maintain an adequate supply of medical grade oxygen to
our patients throughout the CSH. The first is O2N2 SITE
Gas Systems’ Portable Oxygen Generation System (POGS),
which provides U.S. Pharmacological (USP) 93% oxygen
purity +/- 3%. The compressor portion of the system is
located outside the tent beyond patient care, while the
POGS itself is collocated in the ICU. Air is moved through
the compressor to the POGS where nitrogen and other
trace gases are filtered out by a sieve tank. POGS allows
the RTs to connect lines directly from the system to one
or more ventilators, attach flowmeters, or refill D, E, and
H tanks. POGS has the additional capability to deliver
medical grade air if needed. Currently, we have four
POGS, two for each ICU unit, that are used in conjunction
with bedside H tanks. Again, temperature plays a large
factor with the POGS compressors. We generally try to
utilize the systems during the cooler hours of the night
and switch over to H tanks during the day to avoid over-
heating the compressors.

Another system in use is PCI’s Expeditionary
Deployable Oxygen Concentration System (EDOCS),
which mirrors the functions of the POGS but on a larger
scale. It fills tanks faster and provides 120 L/min flow
whereas the POGS generates only 33 L/min. The EDOCS
can produce the equivalent of 800 H tanks in three
months, eliminating the need to resupply the CSH with
outside resources. Our daily consumption rate for oxy-
gen has been four H tanks per day and 360 tanks every
three months, depending on the patient workload.
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provide the same settings as the Impact 754 but with
the additional options of pressure-controlled ventila-
tion, pressure-support ventilation, and noninvasive
capabilities. Our department has used every mode of
ventilation in the ICU available to us in the treatment
of 122 ventilated patients since the initial operating
date of the CSH in June of 2010. The CSH respiratory
therapists are the sole operators of ICU ventilators.



Patients
Our primary mission for this deployment is to provide

medical care as far forward on the battlefield as possi-
ble for Marines, soldiers, and numerous other coalition
forces in the southern region of Afghanistan. We have
also provided care to Department of Defense personnel,
Afghan National Army, Afghan National Police, contrac-
tors, local population, and enemy prisoners of war. The
care plan for our deployed American and coalition forces
is to stabilize and prepare for movement to a facility of

higher care. Injured patients on the battlefield or within
villages are brought to us by medical evacuation teams
on rotary wing (and occasionally fixed-wing) aircraft.
American forces who require higher levels of care are
evacuated on fixed-wing aircraft by the Air Force Critical
Care Transport Team (CCATT). CCATT is an Air Force
team consisting of a physician, nurse, and RT that cares

for patients throughout the flight. Once loaded onto the
aircraft, patients may head to numerous facilities in
Afghanistan prior to their final flight out of the country
headed to Landstuhl Regional Medical Center in
Germany. Landstuhl provides a higher level of care the
patient needs until they are stable; lastly, they will be
transported stateside for continued definitive care. Local
forces, Afghan National Forces, and the local populace
are kept with the CSH until the patient is ready for dis-
charge or until a local hospital accepts responsibility to

care for them. There are limited
options for injured Afghan sol-
diers and local nationals. Many
of the facilities do not have ad-
equate space, supplies, or
resources to support these pa-
tients.

Injuries encountered within
the CSH are like those the Army
has witnessed for decades —
from penetrating gunshot
wounds to the more severe
blast injuries. Improvised explo-
sive devices (IEDs) inflict some
of the most catastrophic and
horrific injuries one could
imagine on the human body,
and no person is immune from
the constant danger. Soldiers,
local nationals, and children are
all affected in some devastating
ways. Other traumas witnessed
include routine injuries such as
snake bites, motor vehicle acci-
dents, and knife injuries.
Regardless of their nationality,
prisoner status, or age, it is with
great honor and pride that we
care for these patients as equals
and provide them the best med-
ical care possible. As health care

professionals, we believe in providing world-class med-
ical care to all who come through the doors of the 31st
Combat Support Hospital. ■

DISCLOSURE
Gabriel R. Wright is not affiliated with any of the products or companies
mentioned in this article.
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The Portable Oxygen Generation System filters nitrogen and other trace gases from
room air and connects to ventilators, flowmeters, and D, E, and H tanks.
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Congress news,
visit our website
at www.aarc.
org/education/
meetings

▲

2010 was a challenging
year for the health care indus-
try, as hospitals and other 
facilities continued to struggle
with the economic downturn
while ramping up efforts to
prepare for changes coming
their way due to the passage
of the Patient Protection and
Affordable Care Act back in
March. Respiratory therapists
who attended the 56th Inter-
national Respiratory Congress
in Las Vegas in December
found themselves immersed
in lectures and presentations
aimed at bringing them up to
speed on all the latest devel-
opments.

The significance of the
AARC Congress was evident in
the number of RTs and other health professionals who
traveled to Vegas for the sessions. Attendance was one of
the strongest we’ve seen in years, reflecting the commit-
ment health care organizations have to educating their 
RC managers, educators, and frontline clinicians on every-
thing from cutting-edge new technology and patient man-
agement strategies to bread-and-butter topics like
mechanical ventilation, aerosol therapy, pulmonary 
function testing, home oxygen, and more.

“The 2010 program was designed to provide attendees
with hands-on information they could put to work in

their own facilities,” said 2010 
Program Committee Chair
Michael A. Gentile, RRT, FAARC.
“With more than 250 sessions on
current topics in respiratory care,
Congress attendees were able to
enhance their knowledge in areas
that will truly make a difference
in their organizations back home.”

The quality of the faculty
added to the value. Attendees
heard from some of the leading
experts in respiratory care from
here in the United States and
around the world, and the 170+
speakers made themselves avail-
able after the sessions as well,
giving Congress attendees the 
opportunity to tap into some of
the brightest minds in the busi-
ness. The more than 300 original

research projects presented in the 17 OPEN FORUMS

delivered great ideas that have worked in other places
and sparked new ideas for future study, and the three-day
AARC Exhibit Hall capped off the event, with displays
from all the leading companies in the industry.

Highlights from the 2010 Congress appear on the 
following pages. Take a look and we think you’ll agree —
the 56th Congress was packed with the kind of informa-
tion and events that continue to make this meeting 
the best return on investment of any respiratory care
meeting all year. ■

Attendees of the recent AARC Congress took
home a wealth of information they could put
to use in their hospitals and other facilities
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A Broad-based Education

Dr. Stephen I. Rennard, Phil Kittredge 
Memorial Lecturer

Adapting to the changing health
care environment requires a broad 
education in new ways of providing
care, new ways of delivering services,
and new ways of thinking about the
role of the respiratory therapist in the
health care system. The AARC Congress
provided a great overview of the latest
techniques and strategies, and gave
everyone a chance to think outside the
box about how they will fit into the
new paradigm being created by health
care reform. Here are a few of the 
highlights:

■ Ken Tegtmeyer, MD, tackled the
tricky question of whether the arterial
PCO2 really makes a difference in the
care of patients with acute lung injury,
zeroing in on a review of the medical
literature on permissive hypercapnia
and how it can be best applied at the
bedside.

■ Bruce K. Rubin, MD, MEngr, FAARC,
and Brian K. Walsh, RRT-NPS, RPFT,
FAARC, debated the appropriate clear-
ance method for children whose air-
ways are plugged with mucus, looking
at new mucolytics on the market plus
the dramatic rise in the number of se-
cretion devices available to address the
problem.

■ Ruben D. Restrepo, MD, RRT, FAARC,
updated attendees on the activities of
the Clinical Practice Guidelines (CPG)
Committee, including an overview of
the CPGs published in 2010.

■ Stephen I. Rennard, MD — author of
the famous “chicken soup study” pub-
lished in a 2000 edition of CHEST — ad-
dressed COPD heterogeneity in the Phil
Kittredge Memorial Lecture, explaining
new research on specific phenotypes
and the role they are likely to play in
classifying patients into distinct prog-
nostic and therapeutic subgroups in
the future. 

■ Neil MacIntyre, MD, FAARC, took
on the topic of invasive mechanical
ventilation, emphasizing both the
life-saving aspects of this technol-
ogy and the need for more research
to provide this support with less
risk for lung injury, less need for
sedation, less risk of infection, and
lower costs.

■ Douglas Laher, MBA, RRT, and
Naresh A. Dewan, MD, addressed
ways to stop the revolving door for
COPD, with Laher looking at the
business side of the equation and
Dr. Dewan sharing results from a
VA study that found a disease man-
agement program utilizing RTs as
case managers resulted in a 41%
decrease in hospital admissions
and emergency department visits.

■ A number of leading physicians
and RTs took the podium to debate
the best ways to provide lung-
protective ventilation, looking at
airway pressure release ventilation,
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the role of higher PEEP in manag-
ing ALI-ARDS, setting PEEP using
esophageal pressure measure-
ments, and high-frequency oscilla-
tory ventilation.

■ David A. Gourley, MHA, RRT,
FAARC, and Timothy W. Buckley,
RRT, FAARC, examined risk reduc-
tion strategies for the home care
RT, delving into common safety
risks, emergency preparedness,
and what to do when patients
won’t cooperate with patient
safety instructions.

■ Representatives of the Commit-
tee on Accreditation for Respira-
tory Care brought educators
up-to-speed on the more perplex-
ing components of the new accred-
itation standards, providing
everyone with a better under-
standing of the new standards and
their impact on programs and fu-
ture graduates.

■ David Pierson, MD, FAARC,
Charles G. Durbin, Jr., MD, FAARC,
and David M. Wheeler, RRT-NPS,
covered the latest evidence-based
thinking on key modalities in res-
piratory care and how “knowledge
translation” is essential to putting
them to work at the bedside.

■ RESPIRATORY CARE editors shared
their take on the most important
papers published in the journal

last year and also provided an update on
the recent Journal Conferences on 
“Patient-Ventilatory Interactions” and
“Neonatal/Pediatric Respiratory Care.”

■ Steven Nelson, MS, RRT, FAARC, filled
everyone in on the impact that the Mo-
bile Spirometry Unit — a COPD Founda-
tion program that utilized AARC
members to provide testing and device
and medication instruction at health
fairs and other events across the country
— has had on COPD detection. 

■ Attorney Anthony DeWitt, JD, RRT,
FAARC, drew on his background as a res-
piratory therapist to address the hidden
traps in the law and procedural land-
mines RTs can face if they are brought
up on a disciplinary charge by their state
respiratory care board.

■ The New Horizons Symposium
covered acute respiratory distress
syndrome, with leading physi-
cians and RTs addressing areas
ranging from preventing ARDS to
pediatric ARDS.

■ Randal S. Blank, MD, PhD, and
Charles G. Durbin, Jr., MD, FAARC,
delivered take-home information
about one-lung ventilation and
why RTs need to be well versed in
this less frequent, yet vital, venti-
lation strategy.

■ Shawna Strickland, PhD, RRT-
NPS, AE-C, reviewed the current
literature on the use of noninva-
sive ventilation at the end of life,
with a special emphasis on the
ethical issues that invariably
come up in these situations.

■ Sairam Parthasarathy, MD, out-
lined the key factors involved in
sleep-disordered breathing in
congestive heart failure patients
and explained how the condition
can be treated and why it is im-
portant for respiratory therapists
to help identify patients who
could benefit from therapy.

■ Daniel Grady, MEd, RRT, FAARC,
reviewed the steps involved in in-
venting, analyzing, developing,
and protecting new product ideas
and also explained how to ap-
proach manufacturers with new
concepts. ■

“Not everything we learn is in a textbook or in our

day-to-day work. The building blocks that the AARC

Congress provides me include the networking of health

care professionals (and inviting them to connect with

me on AARConnect so we can share best practices), get-

ting help in weak areas, and my being able to help a

colleague with an area in which I can be a resource to

them. The vendors in the Exhibit Hall give me the

knowledge I need to enhance my career. So, what does

the Congress experience mean to me? One word —

priceless!”
– Michael Nibert, BSRT, RRT, Nibert  
Consulting, College Station, TX

▲

Steven Nelson

Anthony DeWitt, JD
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The Association’s 2011 officials were
installed during the AARC Annual Busi-
ness Meeting on Tuesday. New Board
members include Susan Rinaldo-Gallo,
MEd, RRT, FAARC, vice president of inter-
nal affairs; George Gaebler, MSEd, RRT,
FAARC, vice president of external affairs;
Linda Van Scoder, EdD, RRT, FAARC, 
secretary-treasurer; and directors at large
Fred Hill, Jr., MA, RRT; Denise Johnson, BS,
RRT; and Camden McLaughlin, BS, RRT,
FAARC.

These Specialty Sections also held
elections for their chairs this year, and

these individuals were elected: Keith
Lamb, RRT, Adult Acute Care; Matthew
O’Brien, BA, RRT, RPFT, Diagnostics; Joseph
Sorbello, MSEd, RRT, Education; William
Cohagen, BA, RRT, FAARC, Management;
and Cynthia White, BA, RRT-NPS, AE-C,
Neonatal-Pediatrics.

New House of Delegates officers 
include Billy M. Lamb, BS, RRT, FAARC,
speaker; Karen Schell, MHS, RRT-NPS,
RPFT, speaker-elect; Sheri Tooley, BSRT,
RRT-NPS, CPFT, secretary; and William 
Pupanek, BA, RRT, treasurer. 

▲

▲

AARC Installs 2011 Officials

Zenith Awards Recognize Top Performing Companies

The AARC Zenith Award,
which recognizes respiratory
care manufacturers, service 
organizations, and supply 
companies for their quality, 
accessibility, responsiveness,
service, truth in advertising, and
support of the profession, went
to these five companies this
year: CareFusion, Covidien,
Dräger, Kimberly-Clark, 
and Masimo. Company 
representatives accepted the
awards during Congress 
opening ceremonies.
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AARC President Karen J.
Stewart, MS, RRT, FAARC, gave
her inaugural address to the
membership at the annual
business meeting on Dec. 7.
She focused on her goals for
the Association during 2011
and 2012:

1. Continue to promote the
patient’s and family’s needs
by being the advocate for
those patients with respira-
tory disorders.
2. Promote patient access to
respiratory therapists as 
medically necessary in all
care settings through appro-
priate vehicles at local, 
regional, and national venues.
3. Increase and enhance activ-
ities to raise public awareness
of respiratory therapists and
their role in the treatment of
respiratory disorders.
4. Continue to develop and 
execute strategies that will 
increase membership and
participation in the AARC
throughout the world.
5. Continue to advance the

AARC’s international respira-
tory care community presence
through activities designed to
address issues affecting edu-
cational, medical, and profes-
sional trends in the global
respiratory care community
and to advance RC advocacy
for the patient.
6. Evaluate the transitional
needs to meet the competen-
cies necessary to develop the
“Respiratory Therapist for
2015 and Beyond,” based on
the expected needs of respira-
tory care patients, our profes-
sion, and the evolving health
care system.
7. Promote the access of high-
quality continuing education
so as to develop and enhance
the skill base of current clini-
cians and meet the future
needs of our profession.
8. Maintain and expand 
relevant communication and
alliances with key allies and
organizations within our 
communities of interest.
9. Expand efforts to obtain 
research funding. ■

President Stewart outlines 
2011–2012 goals

Karen J. Stewart



2010 Award
The American Association for Respiratory Care, American 

Respiratory Care Foundation, National Board for Respiratory Care, and

Committee on Accreditation for Respiratory Care recognized top 

performers for their contributions to the profession. Congratulations to:

■ Jimmy A. Young Medal: Margaret F. Traband, MEd, RRT,
FAARC 

■ Morton B. Duggan Jr. Memorial Education Recognition
Award: Meredith G. Wood

■ Jimmy A. Young Memorial Education Recognition Award:
Sade Adepoju

■ NBRC/AMP William W. Burgin Jr. MD Education Recognition
Award: Josh Oye, RRT

■ NBRC/AMP Robert M. Lawrence MD Education Recognition
Award: Amber Lynn Galer, RRT

■ William F. Miller MD Postgraduate Education Recognition
Award: Mary P. Martinasek, MPH, RRT-NPS, RPFT

■ NBRC/AMP Gareth B. Gish Memorial Postgraduate Education
Recognition Award: Cynthia C. White, BA, RRT-NPS, AE-C 

■ Charles W. Serby COPD Research Fellowship: Brian W. Carlin,
MD, FAARC, FCCP 

■ Monaghan/Trudell Fellowship for Aerosol Technique Devel-
opment: Susan A. Roark, BS, RRT-NPS

■ Philips Respironics Fellowship in Non-Invasive Respiratory
Care: Jerry R. Lang, RRT

■ Philips Respironics Fellowship in Mechanical Ventilation:
Matthew Callaghan, MD

■ CareFusion Fellowship for Neonatal and Pediatric Thera-
pists: Cynthia C. White, RRT-NPS, AE-C

■ Forrest M. Bird Lifetime Scientific Achievement Award: Ira M.
Cheifetz, MD, FAARC
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Dr. Ralph L. Kendall, Dr. David Bowton, and Dr. Michael Prewitt

Sam Giordano and Margaret Traband

Education Recognition Awardees: Meredith Wood, Josh Oye, Mary Martinasek, Amber Lynn Galer, Cynthia White, and Sade Adepoju



Louise Nett

Winners
■ Thomas L. Petty, MD, Invacare Award for Excel-
lence in Home Respiratory Care: Louise Nett, RN,
RRT, FAARC 

■ Ikaria Literary Award: Kathy L. Johnston, RRT;
Khalid Aziz, MA, FRCPC, FRCPCH

■ Dr. Allen DeVilbiss Literary Award: Ken Thigpen,
BS, RRT, FAARC; Scott P. Davis, MD; Roberta Basol, RN,
MA, NE-BC; Peggy Lange, RRT; Sanjeep S. Jain, MD;
John D. Olsen, MD; Bernard R. Erickson, MD; Timothy
N. Schuchard, MD; Tom P. Aufderheide, MD

■ Albert H. Andrews Jr. MD Memorial Award (NBRC):
Richard L. Sheldon, MD, FAARC 

■ Dr. Ralph L. Kendall Outstanding Site Visitor
Award: Ralph L. Kendall, MD, FCCP; Michael Prewitt,
PhD, RRT 

■ Héctor León Garza MD Achievement Award for
Excellence in International Respiratory Care: Stefano
Nava, MD 
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Dr. Brian Carlin

Dr. Ira M. Cheifetz

Cynthia C. White

ARCF Fellowship Awardees: Jerry Lang, Susan Roark, Dr. Matthew Callaghan, and Cynthia White

Ken Thigpen

Dr. Richard L. Sheldon

Dr. Stefano Nava
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■ Zenith Awards: Care
Fusion, Covidien, Dräger,
Kimberly-Clark, Masimo. 

■ Life Membership:
William H. Dubbs, MEd, RRT,
FAARC; Toni Rodriguez,
MEd, RRT

■ Outstanding Affiliate
Contributor: Donald 
Carden, BS, RRT, CPFT,
Kansas 

■ Delegate of the Year:
Karen Schell, MHS, RRT-NPS,
RPFT, Kansas 

■ Summit Award: Michigan
Society for Respiratory Care 

■ International Fellows:
Major Adil Al Otaibi, MSrc,
RRT, Saudi Arabia;
Guillermo C.C. Nogales, MD,
Peru; Hui-Qing Ge, RT, BM,
China; Micheline Gmeiner,
MD, Austria ■

2010
Award
Winners

(Continued)
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Specialty Practitioners 
of the Year:
Adult Acute Care
Daniel D. Rowley, RRT-NPS,RPFT,  FAARC 
Continuing Care and Rehabilitation
Sidnie Hess, RRT, AE-C 
Diagnostics
Jo Ann Ikehara, RRT, CPFT (not pictured)
Education
Thomas A. Barnes, EdD, RRT, FAARC
Long-Term Care
Carrie Hylton, BSRT, CRT
Management
Ken Thigpen, BS, RRT, FAARC 
Neonatal-Pediatric
Lee Williford, RRT 
Sleep
Sheri Tooley Peters, RRT-NPS, AE-C 
Surface and Air Transport
Tommy Warr, RRT-NPS, EMT-P 

Patricia K. Blakely, RRT, FAARC
Edgar Delgado, RRT, FAARC (not pictured)
Gerilynn L. Connors, RRT, FAARC 
Robert M. DiBlasi, RRT-NPS, FAARC 
Donna D. Gardner, MSHP, RRT-NPS, FAARC
Mary K. Hart, RRT, AE-C, FAARC 
Bradley A. Kuch, RRT-NPS, FAARC 
Melvin G. Martin, MS, RRT, FAARC 
Patricia M. Munzer, DHSc, RRT, FAARC 
Scott Reistad, RRT, FAARC 
Earnestine Thompson, MS, RRT, FAARC 
Cynthia C. White, RRT-NPS, AE-C, FAARC 
Gary Wickman, RRT, FAARC 
Joseph Hylton, RRT-NPS, FAARC ■▲

▲

AARC Fellows:

Donald Carden

Summit Award: Michigan Society

Karen Schell



AARC members around the country hosted
Ventilator 5K events in 2010, and the Univer-
sity of Maryland Medical System took home
the top prize — a brand new ventilator 
donated by Dräger. You can see how their
award-winning event played out in this video
the group posted on YouTube:
www.youtube.com/watch?v=YKtAul2_wM0. ■

University of Maryland 

Medical System Wins 

American Respiratory Care

Foundation’s 2010 Vent 5K

▲
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AARC Salutes 2010 and 2011
Corporate Partners

AARC Corporate Partners work with the Association to ad-
vance the respiratory care profession and promote quality respi-
ratory health care. The AARC thanks its Corporate Partners for
2010, CareFusion, Masimo, Covidien, Monaghan, Philips
Respironics, Dräger, and GE Healthcare; and welcomes its 2011
Corporate Partners, CareFusion, Masimo, Covidien, Monaghan,
Philips Respironics, Dräger, GE Healthcare, Maquet, Ikaria, 
Kimberly-Clark, and Tri-anim. ■

The Congress bills itself as an “international”
meeting, and that moniker definitely fits. Last
year the conference drew attendance from coun-
tries all around the globe, and some of the lead-
ing speakers were from other nations as well.

Chief among these international visitors were
our latest international fellows (pictured on page
58). Fresh off of visits to respiratory care facilities
in two cities each, these fellows had the chance
to take part in all the Congress sessions and were
also honored at a special reception along with
the winners of the Héctor León Garza Award and
the Koga Medal.

Strong International
Presence at Congress

The International Council for Respiratory Care met on Dec. 8.



In addition to learning more about the
latest developments in respiratory care in
the lectures and symposiums, Congress
attendees had the opportunity to get an
up-close and personal look at cutting-edge
respiratory equipment and technology in
the Exhibit Hall. With booths representing
all of the top companies in the profession,
the hall was the place to see what’s avail-
able from whom — and thanks to the 
Buying Show concept, which enables 
attendees to make deals right on the 
Exhibit Hall floor, and the RC Solutions
Showcase, featuring short presentations
by manufacturers, there was added value
all around. ■

The AARC Exhibit Hall Had It All

Respiratory Care 2010
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Fostering new ideas is a primary goal of
the AARC Congress, and this year’s 17 OPEN

FORUMS delivered on that promise with more
than 300 original research projects geared
specifically to the hands-on problems faced
by respiratory therapists in hospitals across
the country and around the world. From a
look at one hospital’s experience with neu-
rally adjusted ventilatory assist with severe
obstructive physiology, to another’s under-
standing of pulse oximetry evaluation in
hypo-perfused ICU patients, to another’s take
on the financial impact spreadsheet for 
comparing the total cost of aerosol drug 
delivery systems, the forums drilled down to
the topics RTs deal with every day on the job.

Attendees heard brief presentations on
these topics from their colleagues and were
also able to visit with the presenters after the
sessions to pick their brains about how they
could implement similar strategies in their
own facilities. With forums devoted to every
specialty area in the profession — from man-
agement and education to neonatal-pediatrics
and sleep — there was something for every-
one, and attendees who took advantage of
these great sessions went a long way toward 
increasing their professional worth. ■

OPEN FORUMS: Presenting New Research in Respiratory Care
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The four-day AARC Congress was
packed with the kind of information RTs
need to improve patient care and man-
age the bottom line back in their own
facilities this year. But the value didn’t
end there — in fact, it began even before
the Opening Ceremonies with two pre-
Congress sessions designed to bring at-
tendees up-to-date on two important
topics in the profession.

Attendees registering for the Con-
gress had the opportunity to participate
in either an “Alpha-1 Antitrypsin 
Deficiency for the Respiratory Therapist”
or “Current Issues in Mechanical Venti-
lation” course the day before the official
session began. The former was pre-
sented in conjunction with the Alpha-1
Foundation and covered all the bases
when it comes to the diagnosis, treat-
ment, and ongoing management of this
under-diagnosed, chronic lung condi-
tion. The latter presented the current
concepts of mechanical ventilation for
both pediatric and adult patients, zero-
ing in on state-of-the-art strategies and
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Pre-Courses, Breakfast
Symposia, Offer Extra
Added Value

practical application of recent ad-
vances.

The added value continued during
the AARC Congress itself, with several 
Breakfast Symposia aimed at deliver-
ing new information about key modal-
ities in the profession. Sessions
covered:

■ Factors Influencing Ventilator
Length of Stay, presented by 
Maquet

■ Navigating the Respiratory Care
Pyramid of Care, presented by Teleflex

■ Implementing an AATD Testing
Program: A Manual for Respiratory
Laboratories, presented by Baxter

■ Respiratory Challenges in the ICU,
presented by Covidien

■ Lung Expansion and Secretion
Clearance, presented by Hill-Rom

■ Practitioner’s Edge — The Role of
the Respiratory Therapist in the 
Management of Asthma, presented 
by Sunovion. ■

“As a first-time AARC Congress attendee, I

felt like a lit torch that was turned into a 

blazing forest fire! I was right at home. From

the leadership speakers to the acute care 

sessions, I was impressed on how much

knowledge I was able to absorb. There’s 

nothing like receiving information straight

from the horse’s mouth.”

– Ray Frausto, RRT-NPS, Presbyterian   
Intercommunity Hospital, Chino Hills, CA

25+ years membership breakfast

“I was a first-time presenter and attendee of the AARC Congress... and as nervous as I

was, I presented two abstracts in the manager’s forum on the first day. I enjoyed the

experience immensely. Being at the AARC Congress really opened my eyes to respira-

tory care as a whole, not just my hospital or the other hospitals in the San Diego

area, but to a global perspective. I have made it a goal to submit an abstract every

year and present as much as possible. Respiratory care is what I love, and it was won-

derful to see that many other people around the nation and world feel as passionate

about it as I do.”

- Trista Kallis, RRT, UCSD Thornton Hospital, LaJolla, CA

Photos by Beth Binkley



In the Facebook and Twitter world we live
in today, people expect not only to receive 
information but to give it as well, and the
AARC Congress met those expectations with
several sessions allowing for audience 
participation through the Association’s new
Audience Response System (ARS) technology.
With remote controls in hand, each audience
member in presentations dealing with 
clinical neonatal-pediatric cases, process 
improvement tools, and puzzling clinical
scenarios had the chance to vote on topics or
answer questions posed by the speaker, with
the results displayed instantly on the screen
for all to see.

“The ARS allows us to create an interac-
tive learning environment, and it also helps
confirm audience understanding of key 
presentation points,” says 2010 Program
Committee Chair Michael Gentile, RRT,
FAARC. “Instead of just listening to a lecture,
the audience gets to be part of the lecture.” ■

Interactive Sessions Get
Audience in on the Act
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AARC Booth Helps 
Members Get Connected

The AARC booth in the center of the 
Exhibit Hall is always a big hit, and the 2010
display was no exception. But visitors found
more than just the usual array of informa-
tion last year — they had the chance to “get
connected” by participating in our Twitter
Board and getting their pictures taken and
uploaded onto the Association’s new 
AARConnect social networking website.

Launched in mid-year, AARConnect is
now home to all of the Association’s 
discussion lists and has expanded the power
of connectivity to allow member-created
content such as blogs, communities, and
more. Every AARC member has a “profile” 
on the site where he can share as much (or
as little) information as he chooses, as well
as manage all his incoming and outgoing 
e-mail, discussion lists, communities, 
libraries, and more. ■

Attendees connected at the Cyber Cafe.



Robert McCoy

Honoring 
Dr. Tom Petty

When Thomas L. Petty, MD,
FAARC, passed away in December
of 2009, respiratory care lost a
giant in the profession. Known 
far and wide as the father of long-
term oxygen therapy, a pioneer in
ARDS research, and founder of
the first pulmonary rehabilitation
program in the country, Dr. Petty
was a true friend and supporter
not just of respiratory care but,
most importantly, of respiratory
patients.

Congress attendees learned
more about this legend during a
special symposium featuring
many of his friends and col-
leagues, who reminisced about
his impact on COPD, ARDS, 
medical education, the respira-
tory care profession, and more. 

“Dr. Petty’s passion for people
was his hallmark,” says Robert
McCoy, RRT, FAARC, one of the
presenters during the session. “He
had a contagious enthusiasm for
everything he did, and it was al-
ways fun to be around him. His
legacy will live on in all of us who
knew him.”  ■

The AARC took the lung health message out
of the convention center and out to the citizens
of Las Vegas during the Congress, setting up
free pulmonary function screenings and device
and medication education stations at the
Boulevard Mall. Volunteers who staffed the
event reported packed crowds around the
AARC display, as shoppers lined up to take the
DRIVE4COPD population screener, have their
lung function measured, and learn more about
their asthma and COPD medications from
qualified RTs. “We were pleased to be able to
offer this great program to the Las Vegas com-
munity,” says AARC COO Thomas Kallstrom,
MBA, RRT, FAARC. ■

Your Lung Health
Program Gives Back
to the Community

Photos by Beth Binkley
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National Sputum Bowl
First Place: 
Colorado

Second Place: 
Louisiana 

Third Place: 
Michigan and 
Pennsylvania

Students Sputum Bowl
First Place:
California

Second Place: 
Maryland-DC

Third Place: 
Michigan and Ohio 

Student Sputum Bowl Champions: California
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Congratulations to
the 2010 Sputum
Bowl Winners!

As they do every year, Congress
attendees flocked to the Covidien
Sputum Bowl competition, pack-
ing the aisles for the Finals Com-
petition on Wednesday evening.
Who came out on top in this 
national college bowl-type con-
test? Here are the 2010 winners:

Colorado won the National Finals.
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U.S. COPD 
Coalition: A
Meeting of the
Minds

AARC leaders gathered with
their colleagues from other groups
and organizations on the first day
of the Congress as the Association
hosted the U.S. COPD Coalition
business meeting in the Las Vegas
Hilton. The four-hour meeting gave
representatives the chance to 
discuss ways to raise awareness of
COPD and work on a map to fill the
gaps in scientific knowledge
needed to address prevention, di-
agnosis, treatment, and manage-
ment of the condition.

Founded in 2001, the U.S. COPD
Coalition brings together patient
foundations and organizations,
health professional organizations,
individuals, and government 
agencies to promote the interests
of individuals affected by COPD,
their family members, physicians,
and scientists. The goal of the 
members/partners of the Coalition
is to improve COPD patient needs
with a keen eye to the future. ■

Congress attendees probably didn’t
expect to see a Space Shuttle-like vehicle
at the meeting, but that’s what they
found when they ran into the COPD
Foundation’s “COPD Shuttle: Journey to
the Center of the Lung” attraction. Using
the same technology you see in motion
simulators at amusement parks, the
COPD Shuttle provides a virtual ride
through the human lungs, complete
with the effects of environmental factors
and genetics. The Foundation has been
showing off the attraction at health fairs
and other events around the country,
and attendees at the Congress were 
excited to get a first-hand look. ■

To the Lung and Back

AARC Congress Provides 25+ CRCEs
and IERS Accreditation

The respiratory therapists who
came to the meeting with the hopes
of earning continuing education cred-
its for their state license weren’t dis-
appointed. The meeting was approved
for 25+ CRCEs — more than enough,
in most cases, to meet state licensure
requirements for the whole year.

For the first time, the Congress was
also accredited by the International
Education Recognition System (IERS),
ensuring quality content for atten-
dees from around the world. “The In-

ternational Council for Respiratory
Care (ICRC), representing 29 nations,
developed the International Education
Recognition System to attest to the
quality of program faculty and con-
tent for respiratory care seminars
around the world. It is fitting that the
AARC 56th International Congress,
the largest RC meeting in the world,
exceeded the IERS guidelines and
achieved full approval,” said ICRC
President Jerome Sullivan, PhD, RRT,
FAARC. ■
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Mel Welch, MPH, RRT, has a saying he often
uses with his students at Santa Monica College
in Santa Monica, CA: “Treat respiratory therapy
like a profession, and it will treat you like a pro-
fessional.” Over the years, he has believed one
of the best ways to instill professionalism in
students is to have them attend the AARC Con-
gress. That’s why he brought more than 75 stu-
dent members of the AARC with him to the
meeting in Las Vegas. All of the students came
from the consortium program between East Los
Angeles College and Santa Monica College.

“Seeing literally thousands of enthusiastic
professionals leaves an imprint in their minds
that truly can affect their vision of the future in
their chosen career,” said Welch. ■

The DRIVE4COPD cam-
paign kicked off in 2010 with
the lofty goal of screening
one million people for COPD
using a simple, five-question
population screener. As a key
partner in the effort, the
AARC turned to its member-
ship for help, asking every-
one to screen 10 people
apiece. To make it interest-
ing, the Association also

sponsored a little friendly
competition among the state
societies to see which one
could bring in the most
screeners. West Virginia and
Pennsylvania took top 
honors. They were rewarded
for all their hard work when
AARC COO Thomas 
Kallstrom, MBA, RRT, FAARC,
revealed the winners during
the Awards Ceremony. ■

The Ultimate “Field Trip” Drive4COPD State 
Winners Announced

▲

▲



“Just got back from the 56th

AARC Congress, and I feel

recharged. I heard a lot of new

ideas, as well as made several

new connections to network

with. This yearly trip is always

good for the soul, and I hope that

those of you who were there got

recharged, as well.”

– Bill Cohagen, BA, RRT, FAARC, 

Cancer Treatment Centers of 

America, Phoenix, AZ

▲
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Thank You,
2010 Congress
Sponsors

■ Dräger

■ Covidien

■ Tri-anim

■ Ikaria

■ Roche Diagnostics

■ Teleflex

■ Pharmaxis

■ GEICO

■ Monaghan

■ GE Healthcare

■ Kimberly-Clark

■ Alpha-1 Foundation

The AARC Congress benefits
every year from the generous 
support of those in the industry
who help fund many of the 
programs, as well as everything
from the Sputum Bowl to the
printed version of the Congress
Gazette. Thank you, 2010 sponsors!

If you had to miss this year’s Congress,
you can still catch up:

■ All of the abstracts presented 
during the 2010 OPEN FORUM — and 
dating back to 1995 — are available on
www.rcjournal.com.

■ Most of the lectures are available, as
well, for download from the Sound 
Images website at www.siattend.com.

The 2010 Congress has only been over
for a couple of months, but the AARC Pro-
gram Committee is already busy planning
the 2011 meeting in Tampa, FL, to be held
Nov. 5–8, (Saturday –Tuesday). 2011 Pro-
gram Committee Chair Cheryl Hoerr, MBA,
RRT, FAARC, notes that if you’re wonder-
ing how you can get your next meeting at-
tendance covered by your organization,
turn to the article on page 72 in this issue
for some great tips from RTs who are 
frequent Congress attendees.■

OPEN FORUM Abstracts
Online Now, Lectures
Available

AARC Congress
Heads to Tampa 
in 2011



This year’s Egan Lecture reviewed the 
history of mechanical ventilators and cov-
ered not only their physical development but
described the clinical decisions that have in-
fluenced changes in them. We took the lis-
tener from the initial mechanical ventilator
to the sophisticated ventilators available
today and speculated on the future develop-
mental needs of the mechanical ventilator.

The mechanical ventilator is the single
most identifiable piece of equipment or ther-
apy that is associated with respiratory care.
In fact, the continued development and 
refinement of the mechanical ventilator has
been the basis for the development and 
refinement of the profession of respiratory
therapy.

In the beginning, mechanical ventilators
were very simple mechanical devices 
that essentially provided only controlled 
mechanical ventilation. Today’s sophisticated
microprocessor-controlled ventilators barely

37th Donald F. Egan Memorial Lecture:

“The Mechanical Ventilator:
Past, Present, and Future”

by Robert M. Kacmarek, PhD, RRT, FAARC,
2010 Egan Lecturer

resemble their ancestors. The venti-
lator of today can provide virtually
any mode of ventilation imaginable.
It is able to monitor numerous func-
tions of the patient and the ventila-
tor itself, and its gas delivery
systems are markedly improved over
that of earlier generations of me-
chanical ventilators. However, there
is still room for improvement.

The ventilator of the future needs
to address a number of important 
issues. It will be capable of providing
ventilation to patients of all ages
equally as well and be capable of
providing invasive and noninvasive
ventilation with equal efficacy. It will
provide decision support at all levels.
When an alarm sounds, the ventila-
tor will be able to define the poten-
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tial causes of the alarm and outline steps that
should be taken to correct them.

The ventilator of the future will not simply
present line after line of unrelated data; 
instead, it will provide the clinician with 
information that can be used to improve the
process of mechanical ventilation. If the air-
way pressure is slowly increasing over time
and the compliance is slowly decreasing, the
future ventilator will plot this data illustrating
the detrimental trend and provide the poten-
tial actions needed to reverse or correct the
trend. Emphasis during gas delivery will focus
not just on lung protection but on patient-
ventilator interaction. The ventilator on an 
ongoing basis will identify the level and type 
of asynchrony and automatically adjust gas
delivery where possible to improve synchrony.
Modes of ventilation will focus on improving
synchrony, since we will increasingly discover
that asynchrony has a markedly negative 
impact on patient outcomes.

The singular word that will be used to 
describe the ventilator of the future is smart! 

Robert M. Kacmarek, PhD, RRT, FAARC, is director 
of respiratory services at Massachusetts 
General Hospital in Boston and a professor 
at Harvard Medical School.

The 2010 Congress has just
ended, but the AARC Program
Committee is already plan-
ning the 2011 Congress to be 
presented in Tampa, FL, this 
Nov. 5–8 (Saturday–Tuesday). The
Program Committee requested
members’ lecture proposals for
Congress 2011 at the recent 
Congress and on AARC.org, and
those proposals are now being
considered at our program 
planning session this month.

This Congress was a huge
success. Through the ideas 
obtained from members’ 
feedback, the 2011 Congress in
Tampa, FL, will be another great
annual meeting. Attendees can
expect relevant topics to address
current health care issues. Em-
ployers who allocate resources
for their staff to attend can ex-
pect another great return on
their investment with clinicians
and managers armed with infor-
mation to impact clinical out-
comes.

Be sure to plan early this year
— so you will have already 
secured the funding — to attend
the 2011 Congress in November
and experience the thrill of
learning more about and 
contributing to the respiratory
care profession.  ■

“This year was my first AARC Congress. I had some pretty high 

expectations and was extremely excited for the opportunity to 

present an abstract at an OPEN FORUM. I walked away from the 

experience with the Congress way exceeding my expectations. I was

truly impressed with the large variety of topics in the OPEN FORUMS.

I went to six of the OPEN FORUMS and was truly motivated by the im-

pressive work that was done by a wide variety of people. I left Las

Vegas with a thirst for more and truly inspired to do more, taking

home many great ideas… Some things sparked thoughts of how we

can apply or adjust them for our facility. As a manager, I have shared

my experiences with our staff, hoping that more people will take the

opportunity to see what is being done outside of our four walls, as

well as share what we do with the nation. I look forward to attend-

ing many more congresses in the future!”

– Garner G. Faulkner II, BSRC, RRT, 

UCSD Medical Center, San Diego, CA

We Invite You to the 2011 AARC
Congress in Tampa
by Program Committee Chair Cheryl Hoerr, MBA, RRT, FAARC
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2011 promises to be a year of challenges for

the health care system. The AARC meetings

can help you meet those challenges head on

— but first you have to get there. Four AARC

members tell how they do it and why.

Why Now 
Is the Time To

Plan Your 
Attendance

Turn to our 2010 AARC 
Congress coverage in this issue
of AARC Times and you’ll get a great
idea of the events and activities that make
the Congress the gold standard of respira-
tory care meetings. But understanding the
value of the Congress — and our annual
Summer Meetings (including the Summer
Forum), which take place every summer
and are especially geared to educators and
managers in the profession — isn’t the
same as experiencing these meetings for
yourself.

Why should you plan to attend, and how
can you convince your facility to cover at
least some of the cost of your trips? We
asked three long-time attendees, plus this
year’s Program Committee chair, to explain
what keeps them coming back to the
meetings year after year and to share their
strategies for funding.

at the 2011 AARC 
Summer Meetings
and International 

Respiratory Congress

by Debbie Bunch
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■ AARC International 
Respiratory Congress
Saturday–Tuesday
November 5–8
Tampa, FL

Lynda T. Goodfellow, EdD, RRT,
FAARC, associate professor and
program director at Georgia State
University in Atlanta, is also a regu-
lar at the Summer Meetings and
says she’s been to nearly every
Congress held in the past 30 years.
“I attend the Summer Forum be-
cause this meeting is geared to
managers and educators. These
two groups of respiratory thera-
pists are really the leaders in our
profession, and the networking is
outstanding, generally due to the
smaller number of attendees,” says
the AARC member.

She sees the Congress as the
place not only to learn more about
her chosen specialty of education,
but also to stay current in all the
other areas of the profession. “This
is the meeting where I can learn
the latest and greatest in our pro-
fession in terms of technology, re-
search, and industry. I also listen to
and participate in as many OPEN

FORUM sessions as I possibly can be-
cause this gives me a sense of
where the next changes in our pro-
fession will be coming from.”

Natalie Napolitano, MPH, RRT-
NPS, an RCP IV at Inova Fairfax
Hospital and Inova Fairfax Hospital
for Children in Falls Church, VA, at-
tended her first Summer Meetings
event this past year, but attends
the Congress every year. “My top
reasons for going are to see what
everyone is doing in terms of re-
search and to learn what’s new in
the profession, to network and
see people I rarely get the oppor-
tunity to see during the year, and
to earn CRCEs,” says the AARC
member. “I always come back
from the Congress rejuvenated,
with a list of ideas to implement.”

2011 AARC Meetings

■ Education, networking 
opportunities

“I have attended the Summer Forum since
1984 when I became the program director
for the respiratory care program at Gwynedd
Mercy College,” says William F. Galvin, MSEd,
RRT, FAARC, who still serves in that capacity
at the Gwynedd Valley, PA, school today. “I
attended my very first AARC Congress in
1977 when I took my oral registry exam and
have consistently attended every one since
about 1982.” For him the meetings are
about the educational opportunities for sure.
But they’re also about reconnecting with
professional colleagues. “Many an evening
we will sit around late into the night trying
to ‘solve the problems of the profession,’”
says the AARC member. “We are able to dis-
cuss our common concerns; and on many oc-
casions, these sessions have proven to be as
helpful as the formal lectures attended
throughout the day.”

■ AARC Summer 
Meetings
Monday–Wednesday
July 18–20
Vail, CO
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■ Practical information
These AARC members will tell

you that learning something that
can then benefit their organiza-
tions is a key reason for atten-
dance. Napolitano recalls the help
she received when she was start-
ing a new patient education pro-
gram. “I attended a lecture on
health literacy that helped me de-
velop appropriate patient educa-
tion materials for our patients as
well as pass on the information to
the therapists in the department
so that they could change how
they speak to and educate their
patients.”

Galvin cites a lecture he heard
from Sr. Madeleine, a pioneer in
the TIPS Program (a train-the-
trainer program), that provided
him with a template for the clini-
cal competency system he uses to
this day. “I remember wrestling
with trying to assure inter-rater
reliability between five different
clinical affiliates,” he says. “All five
had their own system and were
quite successful in their own way
but employed some unusual and
nontraditional approaches. Sr.
Madeleine provided the template
of what we — and most others —
use to address this issue.”

Dr. Goodfellow says she’s
come home with a wealth of
practical information over the
years, particularly tips to help en-
gage students through critical
thinking in the classroom. “I have
incorporated those strategies into

my own teaching and have found
them to be engaging and enter-
taining, too.”

■ 2011 meetings will 
deliver the goods

Cheryl A. Hoerr, MBA, RRT,
FAARC, director of respiratory
therapy and the sleep center at
Phelps County Regional Medical
Center in Rolla, MO, is this year’s
AARC Program Committee chair
and says attendees at the 2011
meetings can be assured of learn-
ing more “take home” informa-
tion they can put right to work in
their facilities. “Health care re-
form is a moving target these
days, and much uncertainty still
remains regarding implementa-
tion and outcomes. The Program
Committee is committed to being
proactive in keeping our member-
ship up to date on the changes
that will potentially have the
greatest impact on the services
we provide,” she says.

While it’s still too early to pre-
dict what will end up on the final
program, Hoerr says the pace of
change in health care guarantees
the need for continuing educa-
tion, and respiratory therapists
have an obligation to their pa-
tients to “continually improve
and refresh their skills to provide
the best care possible.” She be-
lieves the AARC Congress provides
a stellar opportunity for RTs to 
ensure quality of care for their 
patients and a bright future for

themselves by immersing them-
selves in a great learning 
environment.

“The AARC Congress gives
therapists access to recognized
experts in respiratory care and
facilitates a vendor exhibit that
allows therapists to conve-
niently evaluate multitudes of
products,” says the AARC mem-
ber. “All of these opportunities
combined in one place make
the AARC Congress an efficient
way to obtain important infor-
mation on every aspect of the
practice of respiratory care.”

Certainly, the AARC Summer
Meetings and International Res-
piratory Congress are the best
places all year long for RTs to
get up to speed on the latest
developments in the profession
and gather the tools they need
to add value to their organiza-
tions back home. But getting to
these meetings in what contin-

ues to be a sluggish economy is
a challenge. 

To Dr. Goodfellow, the
surest path to meeting funding
is through the presentation of
an abstract at the OPEN FORUM.
“The best strategy is to submit
your research or small study,”
she says. “If accepted for pres-
entation, this brings attention
to your facility in a positive
way. Most bosses want to say
to their boss that someone in
their department did a small in-
vestigation and found a way to
save the department money
and now the data is being pre-
sented and published.”

When Napolitano asks for
funding, she cites the ability
the Congress gives her to talk
with people who have already
developed some of the same
projects and programs being
considered at her facility. She
also volunteers to share her

For more information about
the AARC Meetings throughout
2011, log on to
www.aarc.org/education/meetings/

�
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“This is the meeting where I can learn the

latest and greatest in our profession in terms

of technology, research, and industry.”

– Lynda T. Goodfellow

To see coverage of the recent 2010 AARC
International Respiratory Congress, visit
www.aarc.org or turn to the article in this issue.

�

■ William F. Galvin, MSEd, RRT, FAARC

2011 AARC Meetings

■ Cheryl A. Hoerr, MBA, RRT, FAARC

■ Natalie Napolitano, MPH, RRT-NPS ■ Lynda T. Goodfellow, EdD, RRT, FAARC

new knowledge when she gets back.
“The Congress has so much great infor-
mation and a lot of people to talk with
about pending or current projects,” she
says. “This all benefits the department
and the patients we serve.”

Galvin agrees that sharing informa-
tion once you get back to work is a
great way to let everyone in your or-
ganization know about the value of the
AARC meetings. “I can honestly say that
my colleagues will often stop me in the
hall or shoot me an e-mail asking for in-
formation related to a session that I at-
tended,” he explains. Faculty members
at his school also regularly share meet-
ing information with the entire college
community through conferences and a
monthly correspondence posted on the
college website, and he always dis-
cusses his attendance with his program
faculty. “My institution sees the value in
continuing education and provides sup-
port as best it can,” notes Galvin. “But
you need to demonstrate value.”
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AARC Meetings: 
Where Continuing 
Education Meets a 
Little R&R

The AARC Summer Meetings and
International Respiratory Congress
are first and foremost about contin-
uing education. In fact, most respira-
tory therapists can earn all of the
CRCEs they need to maintain their
state license to practice simply by
attending one or more of these an-
nual events. But they have some 
personal advantages as well. Every
year, many attendees team up the
meeting with a great vacation for
their families.

“I always try to take a couple days
before or after a meeting to explore
the city that the meeting is in, if I
have not been there before,” says 
Natalie Napolitano, MPH, RRT-NPS.
“In 2004, the Congress was in New
Orleans, and I was able to go about
five days ahead of time to see the
city. I had never been there, 
and I am happy I was able to 
experience it before Hurricane Kat-
rina struck in 2005.”

“My family and I have used the
Summer Forum as part of our 
vacation every summer,” says
William F. Galvin, MSEd, RRT, FAARC.
“My kids grew up around a lot of 
my professional friends and still tell 
stories of their times swimming 
in the hotel pool at the Don CeSar,
on the beach in Naples, and on 
the mountaintop in Vail. They 
have created wonderful memories
for us.” ■

“The Congress has so much great information and a lot of people to talk

with about pending or current projects. This all benefits the department and

the patients we serve.”                                 – Natalie Napolitano 

As incoming Program Committee
chair, Cheryl Hoerr has given a lot of
thought to how RTs can acquire fund-
ing for their meeting attendance and
shares these tips that just about any-
one can use to “sell” the meetings to
their superiors:

■ Make sure your administrator or

manager knows that you consider

these meetings critical to successfully

accomplishing your departmental

quality goals.

■ Ensure your administrator under-

stands the importance of evidence-

based practice in respiratory care and

give concrete examples of how the

AARC Congress and Summer Meet-

ings help. For example, talk about the

opportunity the meetings and OPEN

FORUM give you to network with peers

and discuss best practices.

■ Tell them that new research is 

presented at the Congress and that

you would like to take advantage of

the opportunity to talk directly with

the study investigators about ques-

tions you have.

■ Point out that the vendor exhibits 

at the Congress will allow you to see,

evaluate, and even purchase, show-

priced equipment that will allow you

and your colleagues to perform their

jobs more efficiently and effectively.

■ Show the 2010 AARC meeting 

programs to your administrator as an

example of the types of topics and

speakers that are featured at these

meetings. Highlight the benefits of

the information for your organiza-

tion. Follow up with the 2011 

programs when they become 

available to reinforce the value of this

year’s events.

■ Offer to conduct a presentation

upon your return to educate both the

staff and your administrator about

the improvements you can make as a 

result of the information you 

obtained at the meeting.

■ Offer to pay for part of your trip 

as a way of demonstrating that you

are willing to invest in your own 

development.

■ Float the idea of taking a staff

member with you as a way of 

improving employee engagement

and enhancing employee 

development.

■ If “the budget” is given as a reason

for not allowing you to attend the

Congress or Summer Meetings, ask if

there are approved ways of raising

funds for the trip outside of the

budget process.

■ Do it today
As the comments from these

long-time attendees illustrate, the

AARC meetings deliver new and

often cost-saving strategies to

health care organizations. So, 

use this information to help you

acquire approval for your 

attendance at the 2011 AARC

Summer Meetings and 

International Respiratory 

Congress. ■
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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

Portable Life Support
Ventilator
The Trilogy 202 portable life
support ventilator from
Philips Respironics is designed
for use in subacute and tran-
sitional care settings and is
both a volume-control and
pressure-control ventilator for
invasive and noninvasive ven-
tilation. The versatile breath
delivery and setup options
help to free clinicians from
burdensome equipment ex-
changes and provide greater
continuity of care. The device
also has a unique ability to
compensate for leaks in both
pressure and volume control
modes. www.philips.com 

Automatic Oxygen
Controller
The new Closed Loop Controller
of Inspired Oxygen system, or
“CLiO2™,” from CareFusion
noninvasively and continuously
measures the oxygen level in a
newborn’s blood using Masimo
SET® Measure-Through Motion
and Low Perfusion pulse oxime-
try technology to provide accu-
rate and reliable oxygen
saturation measurements, even
under challenging clinical condi-
tions. The CLiO2 system
processes blood oxygen satura-
tion levels by a computer algo-
rithm that then anticipates
trends and modifies the amount
of oxygen delivered. If necessary,
adjustments can be made on a
second-to-second basis. 
www.carefusion.com 

Special Advertising Section

Hemoglobin Monitoring
Masimo’s breakthrough nonin-
vasive and continuous hemo-
globin (SpHb™) monitoring
technology is the first to re-
ceive FDA 510(k) clearance.
Available for widespread com-
mercial adoption, SpHb is part
of the Masimo Rainbow SET
Pulse CO-Oximetry patient
monitoring platform — the
first upgradable technology
platform capable of continu-
ously and noninvasively meas-
uring multiple blood
constituents and helping to
predict fluid responsiveness in
patients previously requiring
invasive procedures.
www.masimo.com 



Stethoscope cover
reduces HAIs

Richard H. Ma, MD, chair
of the hospitalist depart-
ment at Massachusetts-
based Saints Medical
Center, has received a
patent for a lightweight
plastic cover for stetho-
scopes that will dramati-
cally reduce hospital-
acquired infections
(HAIs). Stethguard is a V-
shaped clear plastic
cover that protects the
head of the stethoscope
up to its neck, where
most of the germs and
bacteria are located.
Saints Medical Center will
be the first hospital in the
country to put 
Stethguard into practice.

FDA recalls products
for safety issues

The FDA has issued a
Class 1 recall for 
Micromedics Inc.’s 
Surgical Sealant 
Dispenser, Nasal Septal
Button, and Otological
Ventilation Tubes, noting
that these products are
contained in sterile
pouches that have weak
or open seals. The prob-
lem could potentially
lead to contamination of
the products due to com-
promise in sterility. The
products were distrib-
uted between Feb. 15,
2010, and Mar. 4, 2010.
Customers are advised to

contact the company’s
customer service to re-
turn any affected prod-
uct for replacement at
(800) 624-5662.

O2Delivery.net
provides access to
resources and
services

A new website called
O2Delivery.net is a direc-
tory service enabling oxy-
gen-dependent patients
and their caregivers to lo-
cate resources and serv-
ices critical to their care
whether they are at
home or traveling. The
website’s comprehensive
directory of oxygen
providers is patient
friendly, with large, easy-
to-read fonts, a very sim-
ple search form, and
geographical mapping
display, according to the
directory service. 
O2delivery.net also
serves as a professional
directory for oxygen
providers, complete with
geolocation markers,
contact information, and
clear door-to-door direc-
tions from any listing. In-
ternational listings are
expected to be available
by this summer.

Dräger to donate
used medical
equipment

Draeger Medical Inc.
has teamed up with the

global humanitarian
health care agency 
International Aid to 
donate used medical
equipment to hospitals
and clinics in develop-
ing countries. As part of
the agreement, Draeger
will donate previously
used anesthesia ma-
chines, ventilators, 
infant warmers, and in-
cubators to the organi-
zation, which will then
collect and recondition
these items and redis-
tribute them to health
care facilities in eco-
nomically developing
countries that have lim-
ited medical resources.
International Aid will
also provide education
and product support to
help local hospitals suc-
cessfully deploy the 
donated equipment.

Masimo joins new
CO awareness
campaign

Masimo is joining the In-
ternational Association of
Fire Fighters and the In-
ternational Association of
Fire Chiefs in sponsoring
“The Silent Killer” educa-
tional campaign to raise
awareness of the duty-
related dangers of car-
bon monoxide poisoning
and to reduce the known
risk factors that unneces-
sarily kill or injure fire
fighters each year. The

campaign includes a six-
minute video that high-
lights the immediate,
long-term health risks as-
sociated with CO expo-
sure and the emotional
impact these risks can
have on fire fighters and
their families. It also ad-
vocates for proper pre-
vention strategies. The
video can be viewed on-
line at www.thesilent
killer.net, and DVDs will
be widely distributed to
fire departments
throughout the world.

New drug to treat
radiation exposure

Cleveland BioLabs Inc.’s
CBLB502, a drug under
development to treat
exposure to radiation,
has been granted Or-
phan Drug status by the
FDA for prevention of
death following a poten-
tially lethal dose of total
body irradiation during
or after a radiation dis-
aster. CBLB502 is a bio-
engineered derivative of
a microbial protein that
potentially reduces in-
jury from acute stresses,
such as radiation and
chemotherapy, by mobi-
lizing several natural cell
protective mechanisms,
including inhibition of
programmed cell death,
reduction of oxidative
damage, and induction of
regeneration-promoting
cytokines.
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Teva announces
Phase III study
results

According to Teva 
Pharmaceutical Industries
Ltd., a Phase III study of
QNAZE™ (beclometha-
sone dipropionate) HFA,
a nasal aerosol corticos-
teroid in development
for the treatment of sea-
sonal allergic rhinitis,
demonstrated that the
drug delivered signifi-
cantly greater symptom
relief compared to place-
bo. The results, present-
ed at the 2010 annual
meeting of the American
College of Allergy, Asth-
ma & Immunology,
showed that the non-
aqueous formulation
met all primary and sec-
ondary efficacy end-
points and that the
product demonstrated
safety similar to placebo.
In addition to the Phase
III SAR trial, Teva is also
evaluating the safety and
efficacy of QNAZE in the
treatment of perennial
allergic rhinitis.

Tomophase receives
new patent

Tomophase Corporation,
developer of the nonin-
vasive Optical Coherence
Tomography Imaging
System and other de-
vices, has received a new
patent that describes a
novel method for meas-
uring blood in the lungs
at two different wave-
lengths. Measuring blood
at different spectral
bands will allow optical
differentiation of oxy-
genated and de-oxy-
genated blood. The new
technology will be ac-
complished with the OCT
Imaging System, which

includes an imaging con-
sole and disposable, sin-
gle-use, fiberoptic
catheter. The company is
currently pursuing FDA
regulatory clearance for
the technology.

Sepracor is now
Sunovion
Pharmaceuticals

Sepracor Inc. is now
Sunovion Pharmaceuticals
Inc. The name change 
occurred on approximate-
ly the one-year anniver-
sary of the acquisition of
Sepracor by Dainippon
Sumitomo Pharma Co.
Ltd., an Osaka, Japan-
based pharmaceutical
company. Sunovion
spokesmen say that it in-
tegrates under one brand
the distinct competencies
of Sepracor and the for-
mer Dainippon Sumitomo
Pharma America Inc., the
two U.S. operations of
DSP. “This is an exciting
time for Sunovion Pharma-
ceuticals Inc., and we are
poised to deliver on our 
vision to become a lead-
ing global pharmaceutical
company known for scien-
tifically advanced prod-
ucts that improve the lives
of patients,” Sunovion
President and CEO Mark
Iwicki was quoted as say-
ing. “The meaning of
Sunovion combines the
strength of the sun with
innovation and, for us,
represents the start of a
great new company.”

Breathe
Technologies
welcomes Lawrence
A. Mastrovich

The board of directors
at Breathe Technolo-
gies, a manufacturer of
devices for respiratory

insufficiency, has ap-
pointed Lawrence A.
Mastrovich as the new
president and CEO.
“Larry brings to us a
phenomenal wealth of
experience and strate-
gic guidance,” says
Chairman John Miclot.
“He has played a highly
visible and instrumental
role in building value
within the home care
industry, and we be-
lieve his expert insight
will be paramount as
the company approach-
es commercialization.”
Prior to joining Breathe,
Mastrovich was presi-
dent and CEO of Apria
Healthcare. He also
served as president and
CEO of TechRx, a phar-
macy technology com-
pany, from 2001 to
2002.

Talecris
Biotherapeutics
publishes combined
studies

Talecris Biotherapeutics
has announced the pub-
lication of combined
data from two studies
demonstrating that aug-
mentation therapy with
Alpha1-Proteinase In-
hibitor (Human) signifi-
cantly reduces lung
tissue loss in patients
with emphysema related
to alpha-1 antitrypsin
deficiency. The random-
ized, double-blind,
placebo-controlled clini-
cal trials investigated the
effect of A1PI therapy on
emphysema progression
using change in lung
density as a measure.
Although the two stud-

ies used different IV dos-
ing regimens, they were
comparable in treat-

ment duration, patient
characteristics, and the
use of CT to study lung
density. The similar char-
acteristics of the studies
allowed the pooling of
the individual patient
data, with results of the
integrated analysis
demonstrating a mean
change in lung density
from baseline to the final
CT scan of -4.082 g/L
for the treatment group
and -6.379 g/L for the
placebo group, a statisti-
cally significant differ-
ence of 2.297. The
studies were published
in the November issue of
Respiratory Research.

Positive results
reported for PAH
drug

According to United
Therapeutics Corpora-
tion and Lung Rx LLC,
new data from clinical
research on Adcirca®

(tadalafil) Tablets in pa-
tients with pulmonary 
arterial hypertension was
presented at the Ameri-
can College of Chest
Physicians meeting. The
presentations included
long-term data from the
pivotal PHIRST-1 trial and
PHIRST-2 extension study.
During the PHIRST-2 ex-
tension study, the ≥40
meter six-minute walk
improvement milestone
was maintained at 52
weeks in 79% of patients
taking Adcirca who had
reached the ≥40 meter
improvement milestone
by week 16.

Brief submissions and
photos for this column
may be sent to Marsha
Cathcart, AARC Times
editor, at cathcart@
aarc.org. ■

Industry Watch
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Help Your Patients Quit Smoking with
New AARC Guide

Members of the AARC Tobacco-Free Lifestyle Roundtable
have created a patient guide to tobacco cessation: “Why Quit
Using Tobacco?” The American Respiratory Care Foundation,
with the assistance of an unrestricted
patient education grant from Pfizer,
has published the booklet and is dis-
tributing it free to AARC members in
the United States who order it 
online at www.aarc.org/resources/
tobaccocessation/.

This booklet is intended to be
used in the hospital to assist in-pa-
tient smokers to quit, but it may
also be used on an outpatient
basis. Contents include a 10-step
plan for becoming tobacco-free,
the top five reasons for quitting,
understanding nicotine and its
effects, and types of medica-
tions to help you quit.

It is not intended to be
handed out at large events,
since the recipient cannot re-
ceive the full benefit of being
instructed on how to prop-
erly use it to quit. It is the first part of a program
that will include a clinician’s guide to helping patients be 
successful. ■

AARC Renews Commitment to
COPD Awareness

The AARC renewed its commitment to raise
awareness and promote early detection of COPD
in the wake of news from the Centers for Disease
Control and Prevention (CDC) that it is now the
third leading cause of death in the United States.

Stroke dropped to the fourth leading cause of
death, moving chronic lower respiratory diseases,
including COPD, into the third position. Heart dis-
ease and cancer remain the No. 1 and 2 causes. Of
the top three, COPD is the only disease that is 
increasing in prevalence rather than decreasing.

“This news just reinvigorates our efforts to edu-
cate the public about this largely preventable
cause of death,” says AARC President Karen 
Stewart, MSc, RRT, FAARC. “As respiratory thera-
pists, we want to continue to push for early detec-
tion programs and then to educate COPD patients
that it is possible to help them decrease and con-
trol symptoms.”

The number of Americans with COPD is esti-
mated at 24 million, but only half of them have
been diagnosed with the disease. There is one
death every four minutes, more than breast cancer
and diabetes combined.

“It is disappointing that we have not made
more progress, but this unfortunate shift in preva-
lence for lung disease may help focus more atten-
tion and resources on COPD,” said Stewart.   ■

▲

RC Currents
IN THE NEWS

UMMC’s First-ever Vent 5K Is a Winner

AARC members from the University of Maryland Medical Cen-
ter (UMMC) decided to host an ARCF Ventilator 5K competition
for the first time during National Respiratory Care Week this past
October, thinking it would be a fun addition to their other RC
Week activities.

Little did they know that just a couple of months later they’d
be in the winner’s circle at the AARC International Respiratory
Congress in Las Vegas, accepting an oversized check from
Dräger Medical Inc. for a brand new ventilator for winning the
2010 competition. Overall the UMMC Vent 5K raised $1,800,
which, like all of the funds raised during Vent 5Ks this year, went
to the American Respiratory Care Foundation to be allocated
back to communities around the country to support local lung
health programs.

Read the rest of the story at www.aarc.org/headlines/10/
12/vent_5k/, where you can also watch a YouTube video of the
competition and see photos of the event. ■
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Respiratory Care Education
Annual Call for Papers

The AARC will publish Volume 20 of the
Respiratory Care Education Annual in the
spring of 2011. This refereed journal is com-
mitted to providing a forum for research and
theory in respiratory care education and is
listed in the “Cumulative Index to Nursing and
Allied Health Literature.”

The AARC Education Section invites educa-
tors to submit papers for consideration. Prefer-
ence will be given to papers that emphasize
original research, applied research, or evalua-
tion of an educational method. Other topics
that may be considered include interpretative
reviews of literature, educational case studies,
and point-of-view essays. Submissions will be
reviewed based on originality, significance and
contribution, soundness of scholarship (de-
sign, instrumentation, data analysis) generaliz-
ability to the education community, and
overall quality of the paper.

Papers should be approximately 6–10
pages in length and should follow the guide-
lines in the “Uniform Requirements for Manu-
scripts Submitted to Biomedical Journals,”
fifth edition (1997). These may be found at
www.rcjournal.com/guidelines_for_authors/
preparing_the_manuscript.cfm. Abstracts
should not exceed 250 words. For more infor-
mation, contact Dennis Wissing, PhD, RRT,
FAARC, editor, at dwissi@lsuhsc.edu or (318)
573-9788. Completed manuscripts should be
sent to Bill Dubbs at dubbs@aarc.org. Dead-
line is Feb. 28, 2011. ■

Education Section Calling for Abstracts for
Vail, CO, 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, contact:
Weissman@palmbeachstate.edu, (561) 207-5068. ■

Journal Issues Call for 
OPEN FORUM Abstracts

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

FORUM abstracts is June 1.
The OPEN FORUM is your opportunity to gain national and inter-

national recognition for your work in cardiorespiratory care.
Plus, accepted abstracts will be published in the October 2011
issue of RESPIRATORY CARE and will automatically be considered 
for research fellowships from the American Respiratory Care
Foundation. ■
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Second Program

Receives the

AARC’s ASME

Certification

Paige Warren, RRT, CPFT, 
performs spirometry on six-year-old
Caroline during her visit to the 
Asthmania Academy.

In February of 2009, the AARC
launched an Asthma Self-Management
Education (ASME) certification program
aimed at helping respiratory therapists
take advantage of CPT codes that can
now be used to bill third-party payers for
asthma self-management education by
non-physician health care professionals
operating a program that is certified by a
professional organization.

That was perfect timing, as far as
Michael Shoemaker, RRT-NPS, AE-C, and
his colleagues at AnMed Health Women’s
and Children’s Hospital in Anderson, SC,
were concerned. They had been working
on an outpatient asthma education pro-
gram for pediatric patients in their com-
munity throughout 2008 and had just
opened their doors in January of 2009.

“It just so happened that many of the
standards that were important to the
AARC were also important to Asthmania
Academy and to AnMed Health,” says the
AARC member. “We both were focused
on doing what is right for people with

asthma.” Shoemaker and his group de-
cided to apply for the certification,
and Asthmania Academy has now be-
come the second program in the na-
tion to receive it. (The AH! Asthma
Health Program in Portland, ME, was
the first.)

So, what does an ASME-certified
program look like? The Asthmania
Academy receives referrals from both
the hospital and local physicians; and
staff includes RRTs with the AE-C cre-
dential, plus an RRT who is also a CPFT,
all of whom work closely with physi-
cians to provide a comprehensive pro-
gram. Kids come to the clinic for a
1.5–2 hour appointment during which
time they undergo diagnostic testing
and receive in-depth asthma educa-
tion. Each child and family also re-
ceives an asthma action plan plus an
assessment of goals and how to reach
them. “Every patient leaves with 
e-mail/phone contact information to
reach an asthma educator, and the pa-
tient’s primary care provider always
gets a report that includes an assess-
ment of asthma severity or control,
spirometry results, and EPR-3 Guide-
line-based recommendations for the
patient,” says Shoemaker.

Michael 
Shoemaker and
his colleagues
use this graphic
to illustrate the
fact that the
Asthmania 
Academy is 
both based on
national asthma
guidelines and
certified by the
AARC’s ASME 
certification 
program.
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Transitions

Beth Ann Zick, RRT, has been promoted to
respiratory services director at Sauk Prairie
Memorial Hospital & Clinics in Prairie du Sac,
WI. In her new role she is responsible for the
overall operation of both respiratory services
and sleep studies. (Photo 1)

Daniel D. Rowley, RRT-NPS, RPFT, FAARC, has accepted
a gubernatorial appointment to the Commonwealth
of Virginia Board of Medicine’s Respiratory Care Advi-
sory Board. Rowley is the respiratory therapy supervi-
sor at the University of Virginia Medical Center in
Charlottesville. (Photo 2)

Anthony Alexander, BS, RRT, has been promoted to di-
rector of respiratory care services at Northeast Geor-

gia Health System in Gainesville, where he will oversee the sleep
lab, pulmonary rehabilitation, the pulmonary function testing lab,
and the respiratory care department. An employee of the health
system since 1998, he has recently led several highly successful Six
Sigma performance improvement projects.

Ashly Skinner, BS, RRT, has joined Griffin Home Health Care in Char-
lotte, NC, as a respiratory therapist. A graduate of Edison State Col-
lege in Florida and the State University of New York-Fredonia,
Skinner brings a wealth of experience in hospital care to the posi-
tion.

Melvin Welch, MPH, RRT, retired from his position as professor of
respiratory care at Santa Monica City College in Santa Monica, CA,
at the end of December. In addition to serving for 10 years in the
AARC House of Delegates and for seven years in CoARC, including
as chair of the committee the year the associate’s degree was es-
tablished as the minimum entry level for the profession, Welch is a
well-known author of respiratory texts.

Shelley Kates-Wilson, CRT, passed away suddenly on Nov. 9. A long-
time volunteer with the Maine Society for Respiratory Care (MSRC),
she served as both president and treasurer, and
at the time of her death was on the ballot for di-
rector at large on the 2011 MSRC Board of Direc-
tors. Kates-Wilson was also known in Maine for
helping to coordinate a golf scramble every year
to raise funds for RT scholarships, and the state
society has voted to name the annual respiratory
therapy scholarship in her honor. (Photo 3)

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

▲

1

3

He and his colleagues are tracking outcomes
too, looking specifically at pediatric ED and
minor care visits, hospitalization rates, and
length of stay (LOS) for patients who are hospital-
ized. Since the Asthmania Academy went into op-
eration, pediatric visits to the ED and the minor
care facility have declined, and benchmarking
data indicates a downward trend in the hospital-
ization rate for pediatric asthma compared to
all admissions. LOS also looks favorable. The
range for average LOS during the reporting
period for 2009 was 1.0–3.37 days at the
benchmark facilities. AnMed Health’s average
LOS for pediatric asthma was 1.77.

Shoemaker and his colleagues believe their
ASME certification will help their program im-
prove even further on these outcomes by mak-
ing it easier to partner with physicians in the
community, and it will also assist with third-party
reimbursement as more and more payers recog-
nize the costs that can be saved by educating
people in proper asthma management. “In a pro-
gram like Asthmania Academy, where there is a
big focus on partnering with physicians in the
community to share the task of providing guide-
line-based care, ASME certification lends credibil-
ity,” he says.

Shoemaker says getting reimbursement is only
a matter of time because payers will realize the
benefits from a program like his. “It is clear that
payers — public or private — are spending an
outrageous amount of money paying for their
clients to visit the ED or to be hospitalized for
asthma. It is a worthwhile investment if they can
spend a little to have someone help the patient
truly gain control of their asthma.” ■

2

Nominate an AARC Member 
for “Success Stories” or 
“Interesting People”

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

Skin Transfusion? Canadian researchers have successfully made
human blood from human skin, a discovery they believe could one
day make it possible for physicians to create a blood transfusion for
a patient from a patch of his or her own skin. The process appears
to work despite the age of the patient. (November issue of Nature)

Go for It: Food may taste better if you have to work hard to get it.
That’s the key finding from Johns Hopkins researchers who con-
ducted a study in mice. When the mice had to
press a lever multiple times to access a
food, they later showed a preference for
it — even if it was a low calorie, health-
ier option.

Breath Gives It Away: Protecting
ports and ships from divers carry-
ing explosives has been a problem
for the military. Now researchers
at Stevens Institute of Technology
are using a diver’s own breath to
get the job done. Using what’s
known as “time-reversal acoustics”
they’ve been able to detect a diver’s
breathing via sonar and then amplify
it back on the diver, in effect turning
the diver into a “self-disclosing acoustic
beacon.”

Learning Curve: Georgia Tech researchers are
“teaching” medical websites to understand
slang often used by consumers when searching
for medical information on the Web. For example, the system is
able to read the word “gunk” and know that the searcher is most
likely seeking to find out about an unwanted “discharge.” ■

▲

AARC Times is always looking for good stories from
AARC student members that relate special experiences
and give the RT student perspective on the respiratory
care profession they have chosen as a career. We have
published the stories of several student members in 
AARC Times this year, and we continue to encourage you
to share your experiences.

Have you volunteered at a summer asthma camp or
helped organize the DRIVE4COPD program in your state?
Have you advocated for respiratory therapy in your state
capitol or on Capitol Hill? Maybe you and your RC student
friends have collaborated to build a house with Habitat

for Humanity. Perhaps you witnessed a lifesaving event
outside the hospital setting or experienced something
that took your breath away. Whatever the story, we
would like to review it.

If you have a story to tell, please contact AARC Times
Editor Marsha Cathcart at cathcart@aarc.org and include
in the subject line, “Student Member Story.” Be sure to
give us your full name, AARC member number, a brief de-
scription of the story subject, and why you would like to
have it published. Then attach a Word document of the
story. We hope to hear from you soon! ■

RT Student Members: Send Us Your Stories and Editorials

COPD Patients May Be Missing
a Quarter of Treatments

North Carolina researchers presenting at the
recent CHEST conference report unacceptably
high rates of missed nebulized medication doses
among hospitalized COPD patients. They believe
the problem could be solved by using RTs to
oversee a protocol aimed at converting more pa-
tients to metered-dose inhalers (MDIs) with
valved holding chambers (VHCs).

The study involved a retrospective chart re-
view of all patients hospitalized with a COPD ex-
acerbation at two academic health centers in
2007 and 2008. While 11,422 nebulized med-
ication doses were scheduled for these patients,
2,775 (24.3%) were missed. The rate of missed
treatments was 23% for nebulized albuterol, 26%
for ipratropium, and 21.3% for the long-acting
beta agonist arformoterol. Further analysis re-
vealed that 81.1% of the patients could have
been switched to an MDI with a VHC. ■

Contribute to Writer’s Corner

AARC Times is currently considering brief sto-
ries from AARC members for publication in the
Writer’s Corner section of “RC Currents.” Sub-
missions should be under 500 words and con-
tain a cover letter with the member number,
contact information such as phone and fax num-
bers, and e-mail address. Send submissions to
cathcart@aarc.org with “Writer’s Corner” in the
subject line. ■
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Increased Staffing in the MICU 
Leads to Better Survival

Could more ICU patients be saved if staffing lev-
els were increased? Yes, report University of Mary-
land researchers who compared mortality rates in
one MICU two years before and two years after the
facility transitioned from a 10-bed MICU to a 29-
bed state-of-the-art facility with larger patient
rooms. As part of the move, the MICU also adopted
24-hour critical care physician coverage, assigned
clinical pharmacists to evaluate patients at the bed-
side on a daily basis, and added RTs to decrease the
therapist-to-patient ratio from 1:24 to 1:10. Nurs-
ing staffing, which was already at a low 1:1.7, re-
mained unchanged.

The retrospective, observational study com-
pared outcomes for 1,263 patients treated be-
fore the move with 2,424 patients admitted
after the changes. In addition to higher survival
rates, the changes in MICU staffing resulted in
substantial decreases in daily doses of sedatives
for patients receiving those medications, along
with a smaller proportion of patients receiving
mechanical breathing assistance for one or more
days and a significant increase in ventilator-free
days among those who required a ventilator.

Length of stay in the MICU did increase slightly
after the changes, from a median 2.4 to 2.7 days,
but there was no change in total hospital LOS.
While the investigators could not ascertain what
caused the longer stay, they suggest the reduc-
tion in deaths may have resulted in patients who
would have previously died with a short length of
stay are now surviving with a commensurately
longer stay. MICU costs rose after the changes as
well, from a median of $4,071.10 per patient ad-
mission to $6,232.20. Total per admission hospi-
tal variable costs also increased from a median of
$11,819.90 to a median of $13,178.90.

“With improvements in the staffing model, we
were able to implement major changes in clinical
practice,” says study author Carl Shanholtz, MD.
“On the sedation front, for example, we in-
creased the number of critical care physicians
who know the need to reduce sedation, clinical
pharmacists to create drug algorithms and proto-
cols, respiratory therapists to help wean patients
from ventilation, and coupled that with a great
nursing staff and modern physical plant. A lot of
folks can take credit for this important clinical
care package.” The study was published in a re-
cent issue of Critical Care Medicine.  ■

Cigarette Smoking, by the Numbers

A recent report from the Centers for Disease Control and Pre-
vention highlights the latest statistics on cigarette smoking among
U.S. adults age 18 and older:

• In 2009, an estimated 20.6% (46.6 million) of U.S. adults were
current cigarette smokers; of these, 78.1% (36.4 million) smoked
every day, and 21.9% (10.2 million) smoked on some days.

• Prevalence of current smoking was higher among men (23.5%)
than women (17.9%).

• Among racial/ethnic groups, Asians had the lowest prevalence
(12.0%), and Hispanics had a lower preva-
lence of smoking (14.5%) than non-His-
panic blacks (21.3%) and non-Hispanic
whites (22.1%).

• Adults reporting multiple races had the
highest prevalence (29.5%), followed by
American Indians/Alaska Natives (23.2%).

• Smoking prevalence was highest among
adults who had obtained a General Educa-
tion Development, or GED, certificate
(49.1%) and generally declined with increas-
ing education, being lowest among adults
with a graduate degree
(5.6%).

• The prevalence of cur-
rent smoking was
higher among adults
living below the federal
poverty level (31.1%)
than among those at or
above this level (19.4%).

• Smoking prevalence did not vary signifi-
cantly for adults aged 18–24 years (21.8%),
25–44 years (24.0%), and 45–64 years
(21.9%); it was lowest for adults aged 65 or
older (9.5%).

• Regionally, smoking prevalence was higher
in the Midwest (23.1%) and South (21.8%),
and lowest in the West (16.4%).

• The proportion of U.S. adults who were current cigarette smok-
ers was 20.9% in 2005 and 20.6% in 2009, indicating no signifi-
cant difference in smoking rates over the period.

• No significant changes in current smoking prevalence for U.S.
adults were observed during the five-year period overall and for
each of the four regions: Northeast, Midwest, South, or West.

• By state, the prevalence of current smoking ranged from a low of
9.8% in Utah to a high of 25.6% in Kentucky and West Virginia.

• States with the highest prevalence of adult current smoking
were clustered in the Midwest and Southeast regions.

The report was published in a recent issue of the CDC’s Morbid-
ity and Mortality Weekly Report. ■
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CPR at Night May Result in Worse Outcomes

University of Pennsylvania researchers who studied 173 cardiac ar-
rests that occurred in non-intensive care settings over the course of two
years at three urban teaching hospitals found poorer outcomes for CPR
during the night shift.

The investigators monitored resuscitation efforts via a device that
tracks compression depth and rates during CPR and the duration of
pauses during defibrillation attempts. Results showed that mean chest
compression rate was lower during resuscitations that took place be-
tween 11 p.m. and 7 a.m., compared to those during the day — 102
compressions per minute, with rates varying between 86 and 118, versus
107, with variance between 100 and 114. Staff members also appeared
to move slower when alternating between chest compressions and defib-
rillation during night resuscitations, stopping compressions for a mean of
15.8 seconds before shocking patients at night, versus 11.9 seconds dur-
ing the day, and for 4.6 versus 2.8 seconds after shocking patients.

The authors suggest the variability in CPR quality between night and
day may be due to fatigue, lower staffing levels, and lack

of supervision from supervising physicians, who are less
likely to be present during overnight resuscitations.

However, they believe many of these issues could
be resolved with interventions such as more

widespread use of cardiac arrest simulated
event drills, devices that monitor CPR quality

and provide real-time feedback, staff de-
briefings following resuscitations, and

more supervising physician in-
volvement in cardiac arrest

care.
The study was pre-

sented during the recent
American Heart Associa-
tion meeting.■
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Predicting Postop Pulmonary Complications

A new study out of Spain sheds light on common risk factors for post-
operative pulmonary complications (PPCs). The investigators analyzed a
random sample of more than 2,400 surgical patients from 59 participat-
ing clinics and hospitals, identifying seven independent risk factors for
their predictive index: low preoperative arterial oxygen saturation, acute
respiratory infection (including flu) during the previous month, age, pre-
operative anemia, upper-abdominal or intrathoracic surgery, current sur-
gical duration of two more hours, and whether the surgery was an
emergency.

The research also found smoking more than a pack a day for 40 years
tripled the risk of PPCs and increased the risk of death by five times. The
study appeared in the December issue of Anesthesiology. ■

Survey Says…

In the most comprehensive asthma 
survey conducted in the past 10 years, 
researchers found:

• 73% of patients experienced asthma
symptoms or an asthma attack in the
past 12 months.

• 63% are affected by asthma through-
out the year.

• 41% believe their asthma interferes
with their life.

• An average of one out of 10 school-
aged children has asthma, and 13 mil-
lion school days are missed each year.

• Asthma accounts for about 10.1 million
missed work days for adults annually.

• About 70% of asthmatics also have 
allergies.

Authors of the Asthma Insight and
Management Survey conclude that, “de-
spite the availability of asthma manage-
ment guidelines and effective asthma
treatments, asthma care is inferior, under-
scoring the need for improved patient ed-
ucation and the use of written action
plans.” They presented their results at the
recent meeting of the American College
of Allergy, Asthma and Immunology. ■
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Highly Graphic Warnings 
Influence Intentions To 
Quit Smoking

Will the new and more graphic warnings
scheduled to appear on cigarette packages this
year really make smokers think twice about con-
tinuing to smoke? Researchers from the Univer-
sity of Arkansas, Villanova University, and
Marquette University surveyed 511 adult smokers
to help government officials better understand
what types of pictorial warnings are most effec-
tive. They suggest the answer is yes — if the
warnings are graphic enough. Their survey found
highly graphic images, such as those showing se-
vere mouth diseases featuring disfigured, black-
ened, and cancerous tissue, evoked fear about
the consequences of smoking and influenced
smokers’ intentions to quit.

Participants in the survey viewed four different
types of warnings. The first three included three
levels of pictorial warnings — low graphic, mod-
erate graphic, and highly graphic — along with a
written message stating “Warning: Smoking
Causes Mouth Diseases.” The fourth warning con-
sisted of the written message alone. The warnings
covered approximately 40% of the cigarette pack-
age.

Both the moderate and highly graphic warn-
ing outperformed the written warning with an in-
creased intention to quit, with the highly graphic
warning being the most effective. The low
graphic warning was not effective in strengthen-
ing smokers’ intentions to quit when compared
to the written warning alone. The study appeared
in the fall issue of the Journal of Public Policy &
Marketing. ■

CF Drug Shows Promise

The investigational drug VX-770 appears to improve function
of the CFTR gene responsible for cystic fibrosis. In a study involv-
ing 39 patients with the CFTR mutation, researchers found the
drug led to improvements in lung function, nasal potential dif-
ference measurements, and sweat chloride levels.

“Patients with CF have a defective protein in chloride chan-
nels in lung cells that, in effect, causes a door to shut too
tightly, ultimately leading to severe infections in the lung” study
author Steven M. Rowe, MD, MSPH, from the University of Ala-
bama at Birmingham, was quoted as saying. “The data suggest
that the drug seems to improve the function of the protein, so
that the door opens and closes more properly.” The research
was published in the Nov. 18 edition of the New England Jour-
nal of Medicine.

VX-770 is currently in Phase 3 clinical trials. Pending data
from these studies, the developer plans to submit a new drug
application to the FDA in the second half of 2011. ■

Honoring Military RTs

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

Please go online at www.AARC.org/go/mm where you will find an on-
line form you can fill out to provide information about your deployment.
You can also download your photo there.

Once we receive your information, we may use it to prepare an “RC
Currents” story about your service in the military. The AARC honors those
who serve, and we would like to share your story with your respiratory
care colleagues here and abroad. ■
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Pitts, Kim, Anchorage, Ak*

Blackmon, Kelly, Alabaster, Al*
Butler, Marcus, Montgomery, Al*
Fickbohm, John, Fultondale, Al*
Robbins, Michael, Gadsden, Al*
Watts, Hannah, Birmingham, Al*

Davis, Kimberley, North Little Rock, Ar*
Downs, Rachel, Texarkana, Ar*
Gaines, Deborah, Hot Springs Village, Ar*
Mitchell, Jessica, Alexander, Ar*

Anderson, Jennifer, Tucson, Az
Barron, Maria, Tucson, Az
Brewster, Staci, Tempe, Az*
Brink, Scott, Oro Valley, Az
Brito, Dolora, Tucson, Az
Brown, Alex, Tucson, Az
Clanton, Jessica, Phoenix, Az
Cornidez, Elia, Tucson, Az
Cota, Kimberlee, Oracle, Az
Davila, Abeny, Tucson, Az
Dean, Rosali, Tucson, Az
Dotson, Mary, Tombstone, Az
Drew, Paul, Vail, Az
Durbano, John, Glendale, Az*
Eidson, Amy, Buckeye, Az
Foley, Krista, Tucson, Az
Fox, Paula, Benson, Az
Furno, Christine, Buckeye, Az
Garcia, Rosalinda, Phoenix, Az
Garibay, Jr, Victor, Tucson, Az
Gonzalez, Ricardo, El Mirage, Az
Hamman, Kristin, Gilbert, Az*
Hentz, Gregory, Avondale, Az
Hunter, Joe, Phoenix, Az
Jazayeri, Jennifer, San Tan Valley, Az*
Larkin, Seth, Peoria, Az
Leahy, Jennifer, Glendale, Az
Lewis, Justin, Goodyear, Az
Lewis, Nicole, Glendale, Az
Li, Jie, Tucson, Az
Lopez, Luis, Avondale, Az
McMurry, John, Sahuarita, Az*
McShea, Zachary, Tucson, Az*
Messerschmidt, Eric, Tolleson, Az*
Montemayor, Nicole, Anthem, Az
Morales, Lindsay, Tucson, Az
Murillo, Monica, Phoenix, Az
Norzagaray, Marina, Tucson, Az
Olivas, Stephanie, Tucson, Az
Ortiz, Crystal, Tucson, Az
Palumbo, Jordan, Glendale, Az
Pongos, Melissa, Surprise, Az
Pratoomratana, Christina, Tucson, Az

Quintero, David, Tucson, Az
Ramirez, Cynthia, Buckeye, Az
Rowe, Alex, Tucson, Az
Samaniego, Armando, El Mirage, Az*
Trudeau, Amanda, Tucson, Az
Velasquez, Jenny, Surprise, Az
Vidal, Michael, Tucson, Az
Watson, Charnelle, Avondale, Az
White, Jacqueline, Glendale, Az
Williams, Leonard, Surprise, Az
Wilson, Roman, Phoenix, Az
Wise, Corintia, Phoenix, Az*
Youkhanna, Shatha, Avondale, Az

Aldaoud, Aysar, Victorville, Ca
Allen, David, Huntington Beach, Ca
Allison, Lea, Oakley, Ca
Alvarado, Alexis, Saugus, Ca*
Alvarez, Frank, North Hollywood, Ca
Ananina, Naira, Burbank, Ca
Anderson, Lucas, Vallejo, Ca*
Apsay, James, Northridge, Ca*
Arias, Lorena, Ontario, Ca
Atanacio, Marites, Folsom, Ca*
Avila, Vanessa, Chino Hills, Ca
Awad, Mayer, Huntington Beach, Ca
Bailey, Kristen, Playa Del Rey, Ca
Behen, Malia, Upland, Ca*
Bingham, Curtis, Manteca, Ca
Bose, Sherleen, Yucaipa, Ca
Boyle, Vicki, Riverside, Ca*
Buck, Tiffany, Mission Viejo, Ca*
Bui, Linhda, Canoga Park, Ca
Cabrillos, John, Burbank, Ca
Canlas, Kimberly Jean, Los Angeles, Ca*
Capraro, Ronda, Apple Valley, Ca*
Cardona III, Elmer, Glendale, Ca
Cervantes, Joy, Santee, Ca*
Contreras, Melanie, Fresno, Ca
Dailey, Ryan, Irvine, Ca*
De Los Santos, William, Walnut, Ca
Dissanayake, Tharanga, Chula Vista, Ca
Duong, Nho, Sacramento, Ca*
Enslow, Heather, Anaheim, Ca
Finley, Constance, Riverside, Ca
Floros, Michael, West Hills, Ca*
Flowers, Walt, Sacramento, Ca*
Fortuna, Jan, San Diego, Ca
Garcia, Samuel, El Cajon, Ca
Gatchalian, Sean, Long Beach, Ca
Gauthier, Hannah, Chula Vista, Ca
Getz, Gary, North Hollywood, Ca
Grasu, Marcela, Sherman Oaks, Ca
Grecia, Neil, Walnut, Ca
Guerrero, Daniel, La Mirada, Ca*
Guevarra, Joseph, Long Beach, Ca*
Gutierrez, Mayra, Pacoima, Ca
Hallmark, Joseph, Fresno, Ca*
Hayes, Robert, San Diego, Ca*
Herrian, Jasmine, Vallejo, Ca*

Hokenson, John, Chino, Ca*
Isaeff, Peter, Roseville, Ca
Jasumback, Danine, Redding, Ca*
Jocson, Alvin, Diamond Bar, Ca
Juarez, Jose, West Hills, Ca*
Karger, Farzad, Orange, Ca
Kaufer, Nicole, Placentia, Ca
Kelly, John, Mill Valley, Ca*
Khalifa, Abubakr, Lancaster, Ca*
Kim, Angie, Irvine, Ca
King, Nolan, Foothill Ranch, Ca
Knowles, Kristian, Bakersfield, Ca
Kramer, David, Modesto, Ca
Kwiatkowski, Keith, Los Angeles, Ca
La, Linh, Monterey Park, Ca
Lee, Shawn, Glendale, Ca
Lim, Kenneth, Paramount, Ca
Llorin, Fitz, Long Beach, Ca
Loeffler, Hongmei, Sherman Oaks, Ca
Lopez, Carlos, Los Angeles, Ca
Lopez, Luis F, San Francisco, Ca*
Madatian, Marieta, Canoga Park, Ca
Magbanua, Vally, Daly City, Ca*
Malson, Shane, Bakersfield, Ca
Manassian, Marylanni, Granada Hills, Ca*
Martinez, Juan, Hacienda Heights, Ca
Mejia, Bernard, Hesperia, Ca*
Mendoza, Christopher, Riverside, Ca
Morales, Sandra, Bellflower, Ca*
Mullen, Steven, Glendale, Ca
Nassar, Ermelinda, Redlands, Ca*
Nguyen, Long, San Jose, Ca*
Nguyen, Pat, Carlsbad, Ca
Nguyen, Thao, Chino, Ca
Olson, Paul, San Francisco, Ca*
Pacillo, Earnesto, Garden Grove, Ca
Page, Nicholas, Bakersfield, Ca*
Pan, Shaun, Anaheim, Ca
Paredes, Jasper, Porter Ranch, Ca
Pepa, Dianne, San Diego, Ca
Perez, Naomi, Gilroy, Ca*
Pham, Van, Santa Ana, Ca
Phung, Ngoc Linh, Los Angeles, Ca
Poe, David, Torrance, Ca*
Price, Haemee, Baldwin Park, Ca
Ramirez, Alfredo, Canoga Park, Ca
Ramos, Morena, Reseda, Ca
Rodriguez, Michelle, Avalon, Ca
Ronquillo, Martin, Compton, Ca
Ross, Peggy, Magalia, Ca*
Roumeliotis, George, Upland, Ca
Sagucio, Mervyn, San Diego, Ca
Sahakian, Artin, Glendale, Ca
Serrano, Blas, Chatsworth, Ca
Sharapova, Yelena, Los Angeles, Ca*
Sharp, Ian, Ventura, Ca
Sikora, Wendy, Temecula, Ca*
Silva, Miriam, Compton, Ca
Simon, Vicki, Seaside, Ca*
Sison, Paolo, Los Angeles, Ca
Sofranko, David, San Diego, Ca*
Solomon, Yamrot, Valley Village, Ca
Sosa, Jonathan, Bellflower, Ca*

C
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Tarona, Kevin, Buena Park, Ca
Tatum, Andrew, Santa Cruz, Ca*
Tomuta, Darius, Stanton, Ca*
Torres, Oswaldo, Alhambra, Ca*
Triukose, Peace, Canyon Country, Ca
Urbayan, Kevin, Walnut, Ca
Villalon, Andre, Glendale, Ca
Weber, Daryl, Lake Elsinore, Ca
Yurchenko, Olena, Sherman Oaks, Ca
Zakeri, Nasrin, Northridge, Ca
Zhang, Lin, Sherman Oaks, Ca

Adal, Hailemariam, Denver, Co
Archuleta, Erica, Aurora, Co
Capetillo, Jose, Thornton, Co*
Connelly, Irene, Denver, Co*
Cousins, Michael, Aurora, Co
Davis, Klarissa, Englewood, Co
Dichter, Joel, Denver, Co
Fitch, Joseph, Aurora, Co
Flannery, Colleen, Denver, Co*
Goitom, Ermias, Aurora, Co
Grajeda, Hector, Thornton, Co*
Hightower, Brett, Denver, Co
Hudson, Linda, Superior, Co
Kirkos, Inku, Aurora, Co
Liu, Samantha, Aurora, Co
Maskie, Cynthia, Denver, Co*
Reploeg, Christelle, Aurora, Co
Rounsville, Tikila, Aurora, Co
Schomberger, Gayle, Aurora, Co
Stanhope, Alexandria, Elbert, Co
Tesfaye, Bezawit, Aurora, Co
Trinh, Chuong, Thornton, Co
Wright, Melissa, Montrose, Co

Blaschke, Amanda, Southington, Ct*
Florian, Vanessa, Milford, Ct*
Tomasiello, Jill, Wolcott, Ct*

Priego, Victor, Washington, DC

Rogers, Kevan, Townsend, De*

Deshields, Robert, Tampa, Fl*
Dunbar, Junon, Riverview, Fl*
Gupta, Ram, Hilliard, Fl*
Johnson, Robert, Tlnttion, Fl*
Joseph, Clothilde, Windermere, Fl
Koedel, Roy, Riverview, Fl*
Langer, Kathy, Gainesville, Fl
Malgeri, Vince, Miami, Fl
Moore, Phily, West Palm Beach, Fl*
Sanchez, Caridad, Jupiter, Fl*
White, Janice, Lynn Haven, Fl*
Worrell, Pauline, Port Saint Lucie, Fl*
Yoney, Amy, Cocoa, Fl
Zirpolo, Mark, Wellington, Fl*

Alexander, Vicky, Senoia, Ga
Anis, Guerline, Lithonia, Ga
Bell, Auriesheaua, Valdosta, Ga*
Boampong, Thomas, Austell, Ga*
Brewington, Juliet, East Point, Ga*
Bruce, Jeremy, Gainesville, Ga
Cofresi, Danielle, Dunwoody, Ga
Cummings, Cheryl, Nicholson, Ga*
David, Kizzel, Lithonia, Ga
Derezil, Josee, Lawrenceville, Ga
Harrison, Queena, Lithonia, Ga

Hawley, Afton, Dacula, Ga*
Henderson, Latanzia, Gainesville, Ga*
Iriele, Ifeoma, Atlanta, Ga
Jackson, Vanessa, Martinez, Ga*
Johnson, Jonquil, Atlanta, Ga
Lee, Gloria, Conyers, Ga
Lo, John, Forest Park, Ga*
McKinney, James, Atlanta, Ga*
Mercek, Jennifer, Covington, Ga
Morris, Shelley, Lawrenceville, Ga*
Piper, Kersha, Hoschton, Ga
Ramji, Imran, Lilburn, Ga
Resta, Curtis, Ray City, Ga*
Scott, Randolph, Sparta, Ga*
Sheetz, Michelle, Stockbridge, Ga
Tsivoglou, Charlotte, Statham, Ga
Whitaker, Lakeshia, Lithonia, Ga
Wilson, Patricia, Powder Springs, Ga*

Kirbis, Robert, Kaneohe, Hi*
McManus, Tommy, Honolulu, Hi

Krebs, Kris, Maxwell, Ia
Marilim, Pia, Clinton, Ia
Wurtz, Matt, Grimes, Ia*

Alcantara, Gershon, Chicago, Il*
Almatiin-Cotton, Cheryl, Bolingbrook, Il
Ambattu, Bindu, Carol Stream, Il*
Arroyo, Jacqueline, Skokie, Il
Atieh, Ayman, Palos Hills, Il
Bagia, Vrati, Skokie, Il
Blakey, Fay, O Fallon, Il*
Bowman, Chelci, Effingham, Il
Cameron, John, Chicago, Il
Dapkus, Julianne, Chicago, Il
Dilworth, Adah, Rockford, Il*
Duski, Michael, Waukegan, Il
Edwards, William, Watseka, Il*
Finley, Alana, Broadview, Il
Flores, Ginger, Chicago, Il
Grabowski, Anne, Crestwood, Il
Grogan, Claire, Belleville, Il*
Holland, Floyd L B, Orland Park, Il*
Jendral, Kyle, Lockport, Il
Kim, Michael, Joliet, Il
Labitoria, Maria, Hanover Park, Il*
Manaila, Denis, Chicago, Il
Mayar, Sohrab, Gurnee, Il
Mekonnen, Girmachew, Chicago, Il
Merritt, Steve, Chicago, Il
Nguyen, Xuan, Rockford, Il
Nickola, Victoria, Addison, Il
Patel, Ankeet, Des Plaines, Il
Patel, Archana, Chicago, Il
Podgorak, Toni, Chicago, Il*
Saiyed, Kaynat, Chicago, Il
Sajor, Michael, Naperville, Il
Sloan, Christina, Rantoul, Il
Soni, Jhanvi, Winfield, Il
Stephenson, Susan, Gurnee, Il
Sukhotski, Stanislau, Mount Prospect, Il
Thomas, Leslie, Chicago, Il
Vallejo, Ana, Channahon, Il
Wells, Lynn, Normal, Il*

Ayangade, Sunday, Indianapolis, In*
Barnett, Amy, Fort Wayne, In
Blakely, Karemia, Terre Haute, In*
Bowley, Tonya, Fort Wayne, In*
Crosby, Brad, Portage, In
Curry, Donald, Greenwood, In*
Dale Reed, Deeni, Indianapolis, In*

Daniel, Cynthia, Indianapolis, In*
Danner, Teresa, Zionsville, In*
Davis, Jennifer, Fishers, In*
Drummy, Erin, Indianapolis, In*
Felders, Debbie, Portage, In*
Finch, Patricia, Matthews, In*
Flitcraft, Darren, Fort Wayne, In*
Gilley, Debora, New Albany, In*
Gray, Melissa, Evansville, In*
Hatfield, Hannah, Oaktown, In*
Jones, Christopher, Anderson, In
Kabaria, Jayesh, Carmel, In*
Keister, Pamela, Demotte, In*
Kemp Davis, Carla, Anderson, In*
Oppong, Solomon, Fort Wayne, In
Rogers, Rae, Sullivan, In*
Romero, Richard, Fishers, In*
Scherschel, Matthew, Indianapolis, In*
Scott, Michelle, Lafayette, In*
Simmonds, Todd, Indianapolis, In*
Smith, Denise, Indianapolis, In*
Stancavage, Lacey, Ft Wayne, In
Terrill, Rhonda, Portage, In*
Thirkles, Patricia, Gary, In*
Vasquez, Valerie, Yoder, In
Wallace, Lisa, Indianapolis, In*
Wicker, Suzanne, Pendleton, In*
Wilke, Anna, Crown Point, In
Wilks, Carol, Lawrence, In*
Worth, Mary, Indianapolis, In*

Claypool, Kevin, Liberal, Ks
Cullimore, Marla, Wichita, Ks
Davis, Laura, Douglass, Ks
Duncan, Danyell, Wichita, Ks
Egan, Joey, Wichita, Ks
Evans, Ashley, Wichita, Ks
Fraizer, Kirsten, Wichita, Ks
Graves, Bailey, Liberal, Ks
Hankerson, Alyxis, Circleville, Ks*
Harding, Adam, Wichita, Ks
Keith, Kary, Haysville, Ks
Luna, Diane, Wichita, Ks
Ly, John, Andover, Ks
Madison, Cynthia, Augusta, Ks
Parks, Tyler, Liberal, Ks
Rittscher, Andrew, Kismet, Ks
Rohlman, Jacob, Wichita, Ks
Tietgen, Richard, Lenexa, Ks*
Watt, Victoria, Kismet, Ks
Wilkerson, Rachelle, Wichita, Ks

Cassity, Tim, Louisville, Ky*
Halsey, Scotty, Jeffersonville, Ky*
Huffman, David, Louisville, Ky*
Jackson, Bruce, Hebron, Ky*
Jaggers, Angela, Greensburg, Ky*
Nicholson, Jack, Crestwood, Ky*
Poweleit, Al, Florence, Ky
Shaw, Carolyn, Nortonville, Ky*
Wallace, Mary, Morganfield, Ky*
Worthington, Aimee, Louisville, Ky*

Alford, David, Covington, La
Ammerman, Stephanie, Bossier City, La*
Bovie, Brandy, Ponchatoula, La
Brewer, Kenny, Sidell, La
Clary, Cary, Covington, La
Hughes, Melissa, New Roads, La*
Mayeaux, John, Hammond, La
Morales, Rome, Covington, La
Ordoyne, Tammy, Thibodaux, La*
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Pellegrin, Joseph, Covington, La
Perrodin, Robin, Ville Platte, La*
Petrescu, Matei, New Orleans, La
Pierce, Katherine, Shreveport, La
Reynolds, Manson, Shreveport, La*
Serpas, Michale, Abita Springs, La
Spadoni, Earl, Abita Springs, La

Forman, Andrea, Quincy, Ma*
Njuguna, Martin, Melrose, Ma*

Dela Paz, Abraham, Fort Washington, Md
Hall, Trashana, Baltimore, Md*
Hampton, April, Columbia, Md*
Houser, John, Westminster, Md*
Kilgore, Monnie, Millersville, Md*
Leber, Anna, Frederick, Md*
Noble, Stephen, Columbia, Md*
Rich, Stephanie, Chesapeake Beach, Md*
Steele, Maurice, Bel Air, Md*
Williams, Sheila, Baltimore, Md*

Baran, Ryan, Wyandotte, Mi*
Bowdish, Jeffrey, Bay City, Mi*
Burchett, Jeffery, Clio, Mi*
Hagerman, Judith, Carleton, Mi*
Iott, Andrea, Deerfield, Mi*
King, Josie, Big Rapids, Mi*
Krueger, Ralph, Grand Blanc, Mi*
Madole, Patrick, Holland, Mi*
Marcus, Ellen, Royal Oak, Mi*
Ng, Deborrah, Ann Arbor, Mi*
Pereira, Gretchen, Allen Park, Mi*
Rings, Susan, Alpena, Mi*
Snyder, Susan, Fenton, Mi*
Warner, Kelly, Corunna, Mi*
White, Alice, Grand Rapids, Mi*

Brown, Adam, Columbia, Mo*
Fulks, Patti, Kansas City, Mo*
Linville, Kathy, O Fallon, Mo*

Adair, Jeanette, Utica, Ms*
Carnes, Leflore, Jonestown, Ms*
Chandler, Tammie, Corinth, Ms*
Holder, Shiela, Madison, Ms*
Holland, Kirk, Southaven, Ms*
Mays, Dennis, Aberdeen, Ms*
Wash, Yvonne, Jackson, Ms*
Williams, Bobbie, Jackson, Ms*

Ayers, Karen, Jamesville, NC*
Sharp, Kelly, Whittier, NC*

Graff, Abigail, Fremont, Ne
Gray, Michaela, Fremont, Ne
Haines, Patrick, Omaha, Ne*
Hinkle, Brian, Fremont, Ne
Moen, Coral, Fremont, Ne
Schartz, Anne, Fremont, Ne
Zurek, Megan, Fremont, Ne

Coy, Dacia, Woodsville, NH*

Anderson, Elizabeth, Marlton, NJ*
Barone, Anthony, Pennsville, NJ*
Bitsikas, Angela, Bellmawr, NJ*
Bomhoff, Joanne, Bridgewater, NJ*
Jacobson, Alice, Mendham, NJ
Johnson, Danelle, Oaklyn, NJ*
Leonidas, Rossane, Orange, NJ*
McCabe, Leo, Matawan, NJ*

Miller, Brian, Sicklerville, NJ*
Taylor, Jacqueline, Sicklerville, NJ*
Wallack, Ann Marie, Marlton, NJ*

Arenas, Jessica, Albuquerque, NM*
Espinola, Liliana, Rio Rancho, NM*
Haley, Kevin, Albuquerque, NM
McConnell, James, Las Cruces, NM*
Neis, Pat, Albuquerque, NM
Wegner, Elizabeth, Ruidoso, NM*
Woods, Amber, Las Cruces, NM*

Ablaza, Racquel, Las Vegas, Nv
Abuan, Christiana, Henderson, Nv
Beshah, Abiy, Las Vegas, Nv
Castleforte, Jason, Las Vegas, Nv
Centeno, James Mario, Henderson, Nv
Chandra, Manna, Las Vegas, Nv
Crosby, Janine, Las Vegas, Nv
Debary, Barbara, North Las Vegas, Nv*
Dejesus-Olson, Susan, Las Vegas, Nv
Ferede, Tibebu, Las Vegas, Nv
Foley, Lisa, Las Vegas, Nv
Gonzalez, Amanda, Las Vegas, Nv
Harris, Marvin, Henderson, Nv
Keiser, Diane, Henderson, Nv
Lacuesta, Geraldine, Las Vegas, Nv
Lawrence, Keisha, Las Vegas, Nv
Lewis, Patrick, North Las Vegas, Nv
McGillivray, Jeannette, Las Vegas, Nv
Mendoza, Emmanuel, Las Vegas, Nv
Murga, Leo, Las Vegas, Nv
Perrotti, Joseph, Las Vegas, Nv
Pullman, Haley, Mesquite, Nv
Rossi, Carolyn, Las Vegas, Nv
Selma, Ariel, Las Vegas, Nv
Sims, Irish Hiloree, Las Vegas, Nv
Sipps, Kriestel, Las Vegas, Nv
Witt, Jonathan, Las Vegas, Nv

Andersion, Peter, Saratoga Springs, NY*
Bovino, Jennifer, Baldwin Place, NY*
Cibotari, Mariana, North Tonawanda, NY
Denobile, Alyssa, Mahopac, NY
Gocool, Jennifer, Ozone Park, NY*
Gocool, Lisa, Ozone Park, NY*
Hyatt, Nichole, Corona, NY*
Kogan, Roman, New York, NY*
Marbid, Filipinas, Brooklyn, NY*
Mulakkalkaravattu, Nisha, New City, NY*
Noncent, Yolette, Elmont, NY*
Reyes, Yacaira, NY, NY*
Roberts, Sara, Queensbury, NY
Smith, Nancy, North Tonawanda, NY*
Thadal, Regine, Cedarhurst, NY*
Thomas, Maureen, Montauk, NY*
Verity, David, Lockport, NY*

Anthony, Brittany, Wapakoneta, Oh
Brickner-York, Jennifer, Columbus, Oh
Brieck, Rachel, Columbus, Oh
Burns, Jenny, Columbus, Oh
Busch, Teresa, Cincinnati, Oh
Chinnock, Jenna, Groveport, Oh
Cortes, Aaron, Columbus, Oh
Curtis, Abigail, Perrysburg, Oh*
Dalessandro, Chelsea, Columbus, Oh
Dennler, Ron, Cincinnati, Oh*
Diaz Rodriguez, Jose Manuel, Concord Twp, Oh
Funches, Briana, Toledo, Oh
Gilley, Jennifer, North Lima, Oh*
Glade, Tina, Cleveland, Oh
Hall, Kevin, Columbus, Oh
Hickey, Ryan, Columbus, Oh

Leisenheimer, Grace, Hilliard, Oh
Lickteig, Tina, Celina, Oh*
Maxwell, Abigail, Columbus, Oh
McCleese, Ian, Granville, Oh
Nye, Patricia, Hicksville, Oh
Parise, Mary, Columbus, Oh
Rice, Jared, Cleveland, Oh*
Scovil, Marci, Dayton, Oh
Shirdon, Sophia, Dublin, Oh
Smaith, Amanda, Columbus, Oh
Smith, Shawn, Norwalk, Oh
Uhlir, Jennifer, Strongsville, Oh
Van Dergriend, Brianne, Columbus, Oh
Wagner, Danielle, Celina, Oh
Anderson, Kathy, Morris, Ok

Ball, Laura, Washington, Ok
Charlebois, Julian, Oklahoma City, Ok
Guevara, Jennifer, Oklahoma City, Ok
Harris, Jeremiah, Claremore, Ok*
Hunteman, Jillian, Moore, Ok
Kennedy, Rachelle, El Reno, Ok
Ortiz, Paco, Turpin, Ok
Reason, Danyelle, Mid West City, Ok
Ross, Kyla, Yukon, Ok
Stenseng, Tonya, Norman, Ok

Casey, Delana, Eugene, Or
Evoniuk, Chad, Salem, Or*
Garcia-Colin, Gillian, Grants Pass, Or*
Gleason, Eric, Redmond, Or*
Heath, Gretchen, Gresham, Or*
Heltborg, Jeff, Portland, Or*
Nguyen, Honganh, Portland, Or*
Shaw, Sharon, Troutdale, Or*

Abee, Catherine, McKees Rocks, Pa*
Allegretto, Emily, Pittsburgh, Pa*
Barkhymer, Lisa, Pittsburgh, Pa*
Baum, Tammy, Kittaning, Pa*
Benish, Kathleen, Pittsburgh, Pa*
Blalock, David, Catasauqua, Pa
Bohrer, Jess, Butler, Pa*
Borck, Michael, Sinking Spring, Pa
Braham, Nancy, Milton, Pa*
Bridges, Elisha, Moon Twp, Pa*
Carter, Gemma, Reading, Pa
Cornman, Thomas, Kittanning, Pa*
Crowe, Gordon, Pittsburgh, Pa*
Dezort, Donald, Pittsburgh, Pa*
Dobitsch, Julius, Clifford, Pa*
Eash, Sarah, Johnstown, Pa*
Evans-Ferrara, Jennifer, Phila, Pa*
Fox, Stephen, Pittsburgh, Pa*
Gray, Daniel, Pittsburgh, Pa*
Grier, Katie, Wyomissing, Pa
Groff, Sharon, Pittsburgh, Pa*
Hallett, Mary Anne, Verona, Pa*
Hernandez, Jessica, Reading, Pa
Hodges, Jeffrey, Harleysville, Pa*
Hook, Jennifer, Mercersburg, Pa*
Ibach, Jay, Reading, Pa
Johnson, Shelly, Philadelphia, Pa*
Kanter, Harry, Rehrersburg, Pa
Kasaba, Rae Marie, Plains, Pa
Kennedy, Brian, Devon, Pa*
Kuprionas, Alyse, Dallas, Pa
Lauricia, Karen, Export, Pa*
Laws, Henry, Yeadon, Pa*
Lowry, Adam, Dunbar, Pa*
Malter, Rachel, Monroeville, Pa*
Masarik, Marie, Greensburg, Pa*
May, Jessica, West Lawn, Pa
Mills, Kathy, Mercersburg, Pa*
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New Members

Morgan, Beth, Reading, Pa
Mull, Morgan, Fleetwood, Pa
Murphy, Brian, Clarksburg, Pa
Paffhausen, Michelle, West Lawn, Pa
Pearson-Johnson, Marcella, Huntingdon Valley, Pa*
Plummer, Leslie, Reading, Pa
Prowell, Diana, Shermans Dale, Pa*
Purdy, Shannon, Phila, Pa*
Puthenvilayil, Binumon, Philadelphia, Pa*
Ray, Roger, Apollo, Pa*
Rinehimer, Lisa, Wapwallopen, Pa*
Smith, Jamie, Quakertown, Pa
Spencer, Chermara, Reading, Pa
Sweeney, Sara, Reading, Pa
Sweigart, Sherri, Elverson, Pa
Thompson, Natasha, Philadelphia, Pa*
Waldman, Daniel, Philadelphia, Pa*
West, John, Camp Hill, Pa*
Winterton, Lisa, Northampton, Pa
Witt, Colleen, Monroeville, Pa

Jimenez, Arturo, Bayamon, PR*

Ott, Gina, Branchville, SC
Ranck, Allison, Anderson, SC*
Vickers, Johnathan, Taylors, SC*
Williams, Mahalia, Santee, SC

Kraayenbrink, Joel, Harrisburg, SD*

Brooks, Jodi, Gallatin, Tn*
Desbiens, Sara, Germantown, Tn*
Jackson, Sherita, Memphis, Tn*
Lawrence, Johnetta, Knoxville, Tn*
Phinnessee, Charlotte, Brownsville, Tn*
Salih, Asia, Memphis, Tn*

Adkins, Corey, Converse, Tx
Anderson, Alana, Dallas, Tx*
Arellano, Felipe, San Marcos, Tx
Arredondo, Tomasina, Corpus Christi, Tx
Barrera, Ariel, Corpus Christi, Tx
Barthen, Caroline, Weatherford, Tx*
Batenhorst, Jamie, Dalhart, Tx*
Beaumont, Ruth, Friendswood, Tx*
Bibbs, Tashani, Fort Worth, Tx*
Carrillo, Yvette, Corpus Christi, Tx
Channette, Michael, Humble, Tx
Clements, Sheli, Fort Worth, Tx*
Cofer, Amber, Houston, Tx
Conner, Brooke, Wichita Falls, Tx*
Constance, Okereke, McKinney, Tx*
Coronel, Izzy, Corpus Christi, Tx
Cortez, Angela, Houston, Tx
Dabbs, Adriana, El Paso, Tx*
Dalton, Lisa, Sherman, Tx*
Emerson, Shannan, Corpus Christi, Tx
Escobedo, Mona, Corpus Christi, Tx
Escobedo, Selma, Kingsville, Tx
Flores, Martha, Farmers Branch, Tx*
Flores, Sonia, San Antonio, Tx*
Gallagher, Richard, Terrell, Tx*
Galvan, Rhonda, Temple, Tx*
Garza, Alexis, Kyle, Tx
Gomez, Suzzane, Amarillo, Tx*
Gonzalez, Cynthia, San Antonio, Tx
Haverland, Tiffany, Hutto, Tx
Hay, Sabra, San Antonio, Tx*
Hernandez, Richard, Weslaco, Tx*
Holliday, Vicki, Corpus Christi, Tx
House, Kassidi, Amarillo, Tx*
Huffman, Joan, El Paso, Tx*
Jacob, Benny, Dallas, Tx*
Jacob, Melissa, Victoria, Tx*

Jenkins, Christie, Corpus Christi, Tx
Josselyn, Linda, Houston, Tx*
Judie, Erica, Wichita Falls, Tx*
Klein, Amber, Corpus Christi, Tx
Landeros, Victor, Temple, Tx*
Largent, John, San Antonio, Tx*
Litteken, Melissa, Wichita Falls, Tx*
Market, Karen, Del Valle, Tx*
Moon, Melissa, Richmond, Tx
Moore, Mark, Corpus Christi, Tx
Motschenbacher, Chad, Tyler, Tx
Mouton, Amanda, Pearland, Tx
Mueller, Paul, Waxahachie, Tx*
Nunez, Yvette, Brownsville, Tx*
Olvera, Samantha, Corpus Christi, Tx
Perez, Monica, Corpus Christi, Tx
Pittman, Jennifer, Hico, Tx*
Pruitt, Jeannie, Amarillo, Tx*
Regan, Marcia, Amarillo, Tx*
Richard, Carly, Corpus Christi, Tx
Richardson, Melissa, Odessa, Tx*
Robinson, Quanita, Houston, Tx
Rodriguez, Cynthia, Corpus Christi, Tx
Rogers, Rachel, Wichita Falls, Tx*
Rozario, Milinda, Amarillo, Tx*
Sabuncu, Sefik, Corpus Christi, Tx
Salas, Adrianna, Corpus Christi, Tx
Schmidt, Jenna, Austin, Tx*
Shrestha, Nancy, Sugar Land, Tx*
Villegas, Erica, Houston, Tx
Wade, Dustin, The Woodlands, Tx*
Wisdom Hoffman, Julie Dawn, Canyon Lake, Tx*

Call, Kara, Layton, Ut
Conner, Josh, Saint George, Ut
Cooke, Alice, Hurricane, Ut
Garcia, Guadalupe, Hurricane, Ut
Hulet, Jennie, Cedar City, Ut*
Porter, Brad, Sandy, Ut
Scholes, Thomas, Parowan, Ut
Stone, Scott, West Valley City, Ut*
Warner, Russell, Hurricane, Ut
Warren, Vance, Saint George, Ut

Abbott, Mark, Lynchburg, Va*
Anderson, Rhonda, Abingdon, Va*
Baggett, Michelle, Virginia Beach, Va
Bales, Nicholas, Windsor, Va
Dualan, Juanito, Virginia Beach, Va
Eakes, Melissa, Virginia Beach, Va
Elliott, Michelle, Virginia Beach, Va
English, Nicole, Norfolk, Va
Estrada, Melissa, Chesapeake, Va
Gameli, Angela, Woodbridge, Va*
Gates, Cleveland, Virginia Beach, Va*
Gerezgher, Habtom, Lorton, Va*
Hall, Marjorie, Winchester, Va*
Hess, Christa, Montpelier, Va
Huges, James, Virginia Beach, Va
Jacobs, Richard, Norfolk, Va
Jamieson, Parker, Chesterfield, Va*
Jordan, Christopher, Chesapeake, Va
Koonce, Chelsea, Virginia Beach, Va
Lindsey, Dawn, Virginia Beach, Va
McCormick, Erin, Virginia Beach, Va
Niles, Ronald, Chesapeake, Va
Sawicki, Pamela, Virginia Beach, Va
Shankar, Venkat, McLean, Va
Tran, Huy, Annandale, Va*
Tudor, David, Chesapeake, Va
Waldrup, Kelly, Virginia Beach, Va
White, Rose, Virginia Beach, Va

McPhee, Hannah, Rutland, Vt*

Brown, Denise, Seattle, Wa*
Brown, William, Shoreline, Wa*
Caswell-Deen, Randa, Auburn, Wa*
Duran, Claudio, Seattle, Wa*
Epstein, Tracy, Tacoma, Wa
Farkov, Elisama, Tacoma, Wa
Field, Crystal, Marysville, Wa*
Fitzpatrick, Katelyn, Puyallup, Wa
Fraissinet, Debra, Kent, Wa*
Guyo, Ibrahim, Seattle, Wa*
Hensley, Dorothy, Kennewick, Wa*
Khann, Sokchea, Snohomish, Wa*
Origenes, Miguel, Seattle, Wa*
Pantsulaya, Inga, Everett, Wa*
Schwankl, Erika, Olympia, Wa
Smith, Kaleigh, Eatonville, Wa
Stjern, Courtney, Everett, Wa*

Bartel, Jo, Franklin, Wi
Belstner, Tracey, Ellison Bay, Wi*
Breiter, Janet, Sun Prairie, Wi*
Erickson, Tracy, Cambridge, Wi*
Folmer, Holli, Hazel Green, Wi*
Krause, Angie, Germantown, Wi*
Maher, Karrina, Plymouth, Wi*
Olinger, Lauren, Mount Horeb, Wi*
Swiderski, David Joseph, New Berlin, Wi

Hammond, Tamara, Glen Dale, WV*

Ahmed, Hibaq, Toronto, On, Canada
Brunner, Dominique, Lausanne, Switzerland
Fujie, Tatsuro, Kobe, Japan
Ismaiel, Yassin, Riyadh, Saudi Arabia
Kinoshita, Akio, Ichikawa-Shi, Japan
Lopez Delgadillo, Jose Eduardo, Guadalajara, Mexico
McFadyen, Ronald, Drayton Valley, Ab, Canada
Sabbagh, Marie-Helene, Montreal, Qc, Canada
Shao, Li, Nantau, Taiwan
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Membership
Saves You $10
On Webcast
CRCE

Discover how AARC 
Membership saves money
— use the Member Savings
Calculator http://www.
aarc.org/member_
services/calculator/
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Classifieds
ADVERTISING SECTION

AARC Times Classified Advertising 
Information & Requirements:

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

Ads are featured on the AARC 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 February 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 available online via hospital
computer, tablet, laptop, and smart-
phone. Fully searchable, topically in-
dexed, objective-driven tutorials,
forums, and more. Take the tour at
www.RespiratoryUpdate.com. 

POSITION: Clinical Operations Manager

Responsible for the management of respiratory therapy
clinical/operational education, programming, and

quality improvement initiatives. Supports the GRS area
leadership team in the successful development and

operation of respiratory therapy services.

RESPONSIBILITIES/ACCOUNTABILITIES:
1. Supports Area Directors and the business

development department in labor contracts and fee-
for-service contract development including
assessment, pro forma development, business
planning, and managing the start-up process.

2. Provides support for census development and
account maintenance in cooperation with the Area
Director and Program Manager.

3. Ensures compliance with GRS/RHS standards of
practice by overseeing quality audits, improvement
plans, and outcomes measures.

4. Ensures the successful implementation of clinical
programs and education/training initiatives.

5. Performs other related duties as required.

For immediate consideration, please e-mail your resume
to  jason.jones@genesishcc.com or fax to 610.347.6261.

For additional information, please call Jason H. Jones at
866.486.5852.

QUALIFICATIONS:
The Manager of Clinical Operations-RT must possess a

minimum of an Associate's Degree in Respiratory
Therapy along with a minimum of five years experience
in respiratory, two of which have been in management

and administration.

ARE YOU ONE IN A MILLION?

At Children’s Mercy Hospitals and Clinics you can
be more than a Respiratory Therapy Clinical

Specialist, you can be a reason we’re among the
nation’s best children’s hospitals and a reason
parents continue to choose Children’s Mercy.
Come to work here, where you’re not just an

employee, you’re a reason.

RESPIRATORY THERAPY 
CLINICAL SPECIALIST

As a Respiratory Therapy Clinical Specialist you
will be responsible for the overall coordination

and delivery of respiratory care, provide
educational development, student experiencial
rotations, research, quality improvement and

assurance. You will act as a liaison with medical
staff and all other hospital staff. These specialists
provide technical support for respiratory care and

assist the Director and the clinical service
leadership with staff development, quality

management and performance improvement
activities of the Respiratory Care Service.

Be a reason. 
Visit childrensmercy.org/careers to apply today.



Join our award-winning team at University of
Washington Medical Center (UWMC) in Seattle, WA.
Among the top medical centers in the United States as
rated by U.S. News & World Report 2010 "America's
Best Hospitals", UWMC prides itself on compassionate
patient care as well as its pioneering medical advances.
UWMC is operated by the University of Washington
(UW) and serves as a training site for UW's School of
Medicine. The University of Washington is proud to be
one of the nation's premier educational and research
institutions. Our people are the most important asset in
our pursuit of achieving excellence in education,
research, and community service. Our staff not only
enjoys outstanding benefits and professional growth
opportunities, but also an environment noted for
diversity, community involvement, intellectual
excitement, artistic pursuits, and natural beauty.

UW Medical Center's Respiratory Care department has
an outstanding opportunity for a full-time day shift
Respiratory Care Specialist. The Respiratory Care Specialist
will assume an active leadership role in the development,
competencies, coordination of services and continuing
quality improvement of Respiratory Care Services.
Function competently as a Registered Respiratory Care
Practitioner (RCP) in providing safe and therapeutic
patient care and services under the general direction of
the RCS department manager and medical director. 

Some of the responsibilities include but are not limited to: 

* Provide staff (RCPs, RNs, Residents) with education
surrounding new equipment, guidelines and
standards, as well as critical reviews of existing
standards. Collect, evaluate and share associated
feedback. 

* Provide regular competency assessment and review
high-risk or low frequency procedures 

* Coordinate orientation of newly hired personnel and
monitor progress 

* Share expertise and information through formal and
informal publication, presentation or community
activities 

* Conceive, develop, implement and follow through
Respiratory Care patient-driven protocols 

* Research, update and advance RCS guidelines for
patient care as indicated by current scientific
evidence 

* Make independent and authoritative clinical
decisions in complex clinical situations 

* Identify patient care issues, act toward resolution and
communicate issues to the service area manager 

* Meet TJC mandatory education standards (e.g., fire,
safety, workplace violence) 

Requirements:
Education/Experience
* Completion of a respiratory care program approved

by the State of Washington Dept of Health 
* Three years of respiratory care therapy experience 

Certification/Registration/Licensure
* Registered Respiratory Therapist (RRT)
* Maintain licensure as a Respiratory Care Practitioner

(RCP) in the State of Washington

Skills or Special Abilities
*  Registered respiratory care practitioner (RRT) 
*  5 years of recent Adult Critical Care RCP experience
*  3 years of demonstrated leadership experience

Desired
* BA/BS in Respiratory Care or closely related field

preferred
* Strong written and verbal communication skills
* Basic computer skills including: email, Windows

Operating Systems, Microsoft Office System

To review a full job description, outstanding benefits, and
to apply for this position, please visit
www.washington.edu/jobs – click on "Staff Jobs",
choose the "External Candidates" option and enter
requisition #69983 in the "Req Search" field.  For
information, please contact: Kathleen Torchia, Healthcare
Recruiter, UW Medicine Health System at 206-598-6504
or torchiak@uw.edu.
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personnel, housekeeping, or even chaplains. Unfortu-
nately, effective infection control practices do not allow
for any exceptions at any time of the day or night.

Becoming THE experts in VAP prevention
To summarize, the evidence is well established that

a full range of preventive interventions, when consis-

tently applied, can lessen the occurrence of HAIs in
general and VAP in particular. Given that the eventual
elimination of all HAIs has now been set as a national
patient safety goal, RTs have an opportunity to as-
sume an important leadership role in helping their
hospital employers tackle this formidable challenge.
While VAP might be listed as the fourth leading cause
of HAIs, VAP is the leading cause of death from an HAI.
The VAP mortality rate is estimated to range between
24–50% of confirmed cases, and may go as high as 76%

in certain high-risk pa-
tients, such as the eld-
erly.4 It is not only a
potentially deadly com-
plication, but an expen-
sive one as well. It is
estimated that a single
case of VAP can in-
creases hospital length
of stay by as much as
nine days and increase
hospital costs by more
than $40,000.4 Is there
any doubt then that RTs
need to lead the parade
and assume their right-
ful role as THE experts in
VAP prevention? ■

REFERENCES
1. Bunch D. Ventilator-associ-
ated pneumonia. AARC Times
2010; 34(10):57-63.
2. Cardo D, Dennehy PH, Halver-
son P, et al. Moving toward elim-
ination of healthcare-associated
infections: A call to action. In-
fect Control Hosp Epidemiol
2010; 31(11):1101-1105.
3. Coffin SE, Klompas M, Classen
D, et al. Strategies to prevent
ventilator-associated pneumo-
nia in acute care hospitals. In-
fect Control Hosp Epidemiol
2008; 10(Suppl.):S31-S40.
4. Kollef MH. What is ventilator-
associated pneumonia and why
is it important? Respir Care
2005; 50(6):714-724.
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Ventilation for Life
(continued from page 19)

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!



Calendar of Events

AARC & State 
Society Programs

March 28–29
Birmingham, AL
Alabama Society for Respiratory Care’s Annual
Conference and Exhibits
Contact www.alsrc.org 

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

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 

Submissions for the next available issue are due Feb. 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

The Respiratory Catalog

www.AARC.org/store.cfm

Shipping & Handling
to domestic U.S. addresses 

(other than AK, HI)

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

$10 or less $4.50

$10.01 – $15 $5.75

$15.01 – $25 $7.00

$25.01 – $40 $8.00

$40.01 – $60 $9.00

$60.01 – $80 $10.00

$80.01 – $100 $11.00

Over $100 See website

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

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

Be sure to include your
AARC Member Number

to receive the 
discounted prices!

ONLINE
www.AARC.org/store.cfm

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

PHONE
972-243-2272

Mon – Fri, 8am – 5pm CT

*Hard copy or fax is required for purchase orders.

Order online
with your Visa

®

, MasterCard
®

or American Express
®

Shop online and 
then order by fax, 

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

FAX
972-484-2720



96 AARC Times February 2011

Advertiser Index

Airtraq 17
(877) 6-Airway     Airtraq.com

ARC Medical, Inc. 19
(800) 950-2720     arcinfo@arcmedical.com

B & B Medical Technologies, Inc. 21
(800) 242-8778     www.bandb-medical.com

Children’s Mercy 92
childrensmercy.org/careers

Dräger Medical C4
www.draeger.com

GE Healthcare C2
(866) 281-7545     www.gehealthcare.com/respiratorycare

Geico 15
(800) 368-2734     geico.com

Genesis Health Care 92
(866) 486-5852     jason.jones@genesishcc.com

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 #

Independence University 93
(855) 477-1022     www.independence.edu

Maquet C3
(888) 627-8383     www.maquetusa.com

Masimo 3
(800) 257-3810     www.masimo.com

Medical College of Georgia 93
www.mcg.edu/rtt

Oridion 29
(888) ORIDION     (781) 453-2722 Fax     www.oridion.com

Tri-anim 9
(800) 874-2646     www.tri-anim.com

University of Washington Medical Center 93
(206) 598-6504     www.washington.edu/jobs

Verathon 5
(800) 331-2313     glidescope.com

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






