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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

* Refine and expand the scope of practice for
respiratory therapists in all care settings.

» Advance the knowledge base and
educational preparation of respiratory
therapists to ensure competent patient care
and to foster patient safety initiatives.

« Support research and scientific inquiry to
strengthen the scientific foundation and
promote best practice for patient care.

« Establish professional standards and
outcomes supported by scientific evidence.

* Advocate for federal and state health care
policies that enhance patient care, patients’
access to care and professional practice.

* Partner with governmental agencies,
community organizations, third-party payers,
professional societies and the public to
promote healthy behaviors and prevent
cardiopulmonary disease.

* Broaden consumer and health care providers’
knowledge and understanding of the value of
respiratory therapists in providing safe,
competent and cost-effective care.

The complete version of the Association’s Strategic
Plan is available to AARC members online at
www.aarc.org/members_area/resources/strategic.asp.
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Earn your CRCE by DVD. DVD programs include
handouts and a continuing education packet.
Each program meets licensure and Joint
Commission continuing education requirements.
Earns each participant one CRCE per program.

Continuing Education that Provides the Latest Information
from Internationally Recognized Experts

PROGRAM 1:
Disease Management, the ACA, and the RT

By Patrick Dunne, MEd, RRT, FAARC and Thomas
Kallstrom, MBA, RRT, FAARC

PROGRAM 2:

Management of the Difficult Airway

By William Hurford, MD, FCCM and Douglas Laher,
MBA, RRT, FAARC
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Extracorporeal Membrane Oxygenation: Not Just for
Neonates Anymore

By Ira Cheifetz, MD, FCCM, FAARC and Timothy Myers,
MBA, RRT-NPS, FAARC

PROGRAM 4:
Pediatric Emergencies

By Dana Evans, MHA, RRT-NPS and Shawna
Strickland, PhD, RRT-NPS, AE-C, FAARC
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Non-Invasive Ventilation

By Dean Hess, PhD, RRT, FAARC and Timothy Myers,
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Mechanical Ventilation Waveform Analysis
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Non-Invasive Monitoring in the ICU

By Brady Scott, MS, RRT-ACCS and Shawna
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Guidelines-Based COPD Management

By Byron Thomashow, MD and Thomas Kallstrom,
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For complete descriptions, enter item # PR2014S online at: store.aarc.org or call 972-243-2272

PROGRAM SERIES (8 DVDs)

BEST
Order Item #PR2014S RAELE

Member $1,420 Non-member $1,605
(Members Save $185) Plus shipping and handling

INDIVIDUAL PROGRAMS

Member $265 Non-member $295
(Members Save $30) Plus shipping and handling

Delivery dates and order of shipping to be determined.
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When? December 9-12, 2014.
What? Get excitement, continuing
education, networking, and cutting-edge
respiratory ideas wrapped up all-in-one
on the Vegas Strip. Stay at the premier
convention hotel Mandalay Bay Resort &
Casino, an unmatched luxury hotel.

Amenities:

e Beautiful Mandalay Beach

e Respiratory-friendly, state-of-the-art
ventilation system

e Onsite Shopping Mall

e Full Service Casino

e SharkReef Aquarium

e World-famous chef restaurants

Register online at:
http://tinyurl.com/congress2014
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Surfactant therapies have evolved...

SURFAXIN®, the only available
synthetic alternative to animal-derived
surfactants approved by the FDA

Y 'I"

; ;| 4 0‘
| a

Join the Therapeutic Evolution / www.SURFAXIN.com

INDICATION
SURFAXIN® (lucinactant) Intratracheal Suspension is approved by the FDA for the prevention of respiratory distress syndrome (RDS) in premature
infants at high risk for RDS.

IMPORTANT SAFETY INFORMATION

SURFAXIN (lucinactant) Intratracheal Suspension is intended for intratracheal use only. The administration of exogenous surfactants, including
SURFAXIN, can rapidly affect oxygenation and lung compliance. SURFAXIN should be administered only by clinicians trained and experienced with
intubation, ventilator management, and general care of premature infants in a highly supervised clinical setting. Infants receiving SURFAXIN should
receive frequent clinical assessments so that oxygen and ventilatory support can be modified to respond to changes in respiratory status.

Most common adverse reactions associated with the use of SURFAXIN are endotracheal tube reflux, pallor, endotracheal tube obstruction,
and need for dose interruption. During SURFAXIN administration, if bradycardia, oxygen desaturation, endotracheal tube reflux, or airway
obstruction occurs, administration should be interrupted and the infant's clinical condition assessed and stabilized. Overall the incidence of
administration-related adverse events did not appear to be associated with an increased incidence of serious complications or mortality relative to the
comparator surfactants.

SURFAXIN is not indicated for use in acute respiratory distress syndrome (ARDS).

For more information about SURFAXIN, please visit www.SURFAXIN.com and see accompanying brief summary
on the next page.

| Surfaxin.
DiscoveryLabs’ (lucinactant)
Inspired Innovation MK-100A Intratracheal Suspensuon



Surfaxin.

(lucinactant)

Intratracheal Suspension
BRIEF SUMMARY OF PRESCRIBING INFORMATION

Please see package insert for full prescribing information.
INDICATIONS AND USAGE

SURFAXIN® is indicated for the prevention of respiratory distress syndrome (RDS) in
premature infants at high risk for RDS.

CONTRAINDICATIONS

None.

WARNINGS AND PRECAUTIONS
Acute Changes in Lung Compliance

Administration of exogenous surfactants, including SURFAXIN, can rapidly affect lung
compliance and oxygenation. SURFAXIN should be administered only by clinicians trained and
experienced in the resuscitation, intubation, stabilization, and ventilatory management of
premature infants in a clinical setting with the capacity to care for critically ill neonates. Infants
receiving SURFAXIN should receive frequent clinical assessments so that oxygen and
ventilatory support can be modified to respond to changes in respiratory status.

Administration-Related Adverse Reactions

Frequently occurring adverse reactions related to the administration of SURFAXIN include
bradycardia, oxygen desaturation, reflux of drug into the endotracheal tube (ETT), and
airway/ETT obstruction.

Increased Serious Adverse Reactions in Adults with Acute Respiratory Distress
Syndrome (ARDS)

Adults with ARDS who received lucinactant via segmental bronchoscopic lavage had an
increased incidence of death, multi-organ failure, sepsis, anoxic encephalopathy, renal failure,
hypoxia, pneumothorax, hypotension, and pulmonary embolism. SURFAXIN is not indicated for
use in ARDS.

Clinical Trials Experience

The efficacy and safety of SURFAXIN for the prevention of RDS in premature infants was
demonstrated in a single randomized, double-blind, multicenter, active-controlled, multi-dose
study involving 1294 premature infants (Study 1). Infants weighed between 600 g and 1250 g
at birth and were 32 weeks or less in gestational age. Infants were randomized to received
1 of 3 surfactants, SURFAXIN (N =524), colfosceril palmitate (N=506), or beractant
(N = 258). Co-primary endpoints were the incidence of RDS (defined as having a chest x-ray
consistent with RDS and an FiO; = 0.30) at 24 hours and RDS-related mortality at 14 days.
The primary comparison of interest was between SURFAXIN and colfosceril palmitate with the
intent of demonstrating superiority. Beractant served as an additional active comparator.
Compared to colfosceril palmitate, SURFAXIN demonstrated a statistically significant
improvement in both RDS at 24 hours and RDS-related mortality through Day 14, A second
multicenter, double-blind, active-controlled study involving 252 premature infants was also
conducted to support the safety of SURFAXIN (Study 2). Infants weighed between 600 g and
1250 g and were less than 29 weeks in gestational age. Infants received 1 of 2 surfactants,
SURFAXIN (N = 119) or poractant alfa (N = 124).

The safety data described below reflect exposure to SURFAXIN administered intratracheally to
infants at a dose of 5.8 mL per kg (up to 4 doses) in either 4 aliquots (Study 1) or 2 aliquots
(Study 2) in 643 premature infants.

Comparator surfactants colfosceril palmitate and beractant were administered at the
recommended doses (5.0 and 4.0 mL per kg, respectively) while the first dose of poractant alfa
administered (2.2 mL per kg) was less than the recommended dose of 2.5 mL per kg. Any
subsequent doses of poractant alfa were at the recommended 1.25 mL per kg dose.

Overall, the incidence of administration-related adverse reactions was higher in infants who
received SURFAXIN compared to other surfactants (Table 1) and resulted in a greater
proportion of infants treated with SURFAXIN who experienced administration-related oxygen
desaturation and bradycardia. For Study 1, oxygen desaturation was reported in 17%, 9%, and
13% and bradycardia for 5%, 2%, and 3% of infants treated with SURFAXIN, colfosceril
palmitate, and beractant, respectively. For Study 2, oxygen desaturation was reported in 8%
and 2% and bradycardia in 3% and 2% of infants treated with SURFAXIN and poractant alfa,
respectively. These adverse reactions did not appear to be associated with an increased
incidence of serious complications or mortality relative to the comparator surfactants (Table 2).

Manufactured by Discovery Laboratories, Inc.
Warrington, PA 18976
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Table 1. Administration-Related Adverse Reactions in SURFAXIN Controlled Clinical
Studies?

Study 1¢ Study 2¢
SURFAXIN | Colfosceril | Beractant | SURFAXIN | Poractant
(N =524) palmitate | (N=258) (N=119) alfa
(N = 506) (N=124)
Total Doses 994 1038 444 174 160
Administered
Total Number of Events (Events per 100 Doses)
ETT Reflux 183 (18) 161 (16) 67 (15) 47 (27) 31(19)
Pallor 88 (9) 46 (4) 38(9) 18 (10) 7(4)
Dose 87(9) 46 (4) 30(7) 7(4) 2(1)
Interruption
ETT 55 (6) 21(2) 19 (4) 27 (16) 1(1)
Obstruction

» Table includes only infants who received study treatment.
»  Study 1 doses were administered in 4 aliquots.
¢ Study 2 doses were administered in 2 aliquots.

Table 2. Common Serious Complications Associated with Prematurity and RDS in
SURFAXIN Controlled Clinical Studies Through 36-Weeks Post-Conceptual Age (PCA)

Study 1 Study 2
SURFAXIN | Colfosceril |Beractant | SURFAXIN | Poractant
(N =527) palmitate | (N=258) | (N=119) alfa
% (N =509) % % (N=124)
% %
Apnea 52 52 46 66 75
Intraventricular
hemorrhage, all grades 82 i o4 i R
-Grade 3/4 19 18 21 13 8
Periventricular
leukomalacia 10 10 12 ol 9
Acquired sepsis 44 44 44 45 52
Patent ductus arteriosus 37 35 37 43 44
Retinopathy of
prematurity, all grades a % % 32 i
-Grade 3/4 6 7 6 5 9
Necrotizing
enterocolitis, all grades v 7 ¥ 1 19
-Grade 2/3 6 8 14 8 8
Pulmonary air leak
through Day 7, all types 15 17 14 9 7
-Pulmonary interstitial
emphysema 9 10 10 3 5
-Pneumothorax 3 4 2 4 1
Pulmonary hemorrhage 10 12 14 6 9

All-cause mortality through 36-weeks PCA was similar regardless of which exogenous
surfactant was administered.

Adverse reactions reported in the controlled clinical studies through 36-weeks PCA occurring in
at least 10% of infants were anemia, jaundice, metabolic acidosis, oxygen desaturation,
hyperglycemia, pneumonia, hyponatremia, hypotension, respiratory acidosis, and bradycardia.
These reactions occurred at rates similar to the comparator surfactants,

No assessments for immunogenicity to SURFAXIN were performed in these clinical studies.

Follow-up Evaluations

Twelve-month corrected-age follow-up of 1546 infants enrolled in the 2 controlled clinical
studies demonstrated no significant differences in mortality or gross neurologic findings
between infants treated with SURFAXIN and those treated with the comparator surfactants
(colfosceril palmitate, beractant, or poractant alfa).

OVERDOSAGE
There have been no reports of overdose following the administration of SURFAXIN.

HOW SUPPLIED/STORAGE AND HANDLING

SURFAXIN (lucinactant) Intratracheal Suspension is supplied sterile in single-use,
rubber-stoppered, clear glass vials containing 85 mL of white suspension
(NDC 68628-500-31). One vial per carton,

Store SURFAXIN in a refrigerator at 2° to 8°C (36° to 46°F) and protect from light until ready
for use. Do not freeze. Vials are for single use only. Discard any unused portion of SURFAXIN.
Discard warmed vials of SURFAXIN if not used within 2 hours of warming.

To report SUSPECTED ADVERSE REACTIONS, contact Discovery Laboratories, Inc. at
1-877-SURFAXN (877-787-3296) or FDA at 1-800-FDA-1088 or www.fda.gov/medwatch.

DiscoverylLabs’
Inspired Innovation

Copyright © 2012 Discovery Laboratories, Inc
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Clinical Perspectives

Medicare Penalty for COPD Readmissions

by Stephen F. Jencks, MD, MPH

The Patient Protection and Affordable Care Act (PPACA)
created the Medicare Readmissions Reduction Program
(MRRP), under which hospitals are penalized for “excess”
readmissions for certain diagnoses or procedures. “Ex-
cess” means that all readmissions within 30 days after
discharge (except those likely to have been planned) ex-
ceeded an expected number. As of Oct.
1, 2014, chronic obstructive pulmonary
disease (COPD) is one of the conditions
for which readmissions are counted,

about the author...

an all-payer readmission reduction program, reports sim-
ilar results. A second change is that many hospitals are
asking practitioners and providers to whom they refer
patients to join them in reducing readmissions. Never-
theless, hospital response to the MRRP is highly variable.!
Hospital leadership usually understands that the MRRP is
a potential game-changer — but that
can lead to avoidance rather than en-
gagement, especially if the hospital is
committed to building new beds or

and the penalty is up to 3% of Medicare
revenues.

The MRRP can be seen as just an-
other effort to reduce Medicare pay-
ments, but it is a paradigm shift in two
ways. Holding a hospital accountable
for readmissions within 30 days after
discharge makes it accountable for the
effectiveness of the care to which it dis-
charges the patient and creates a sub-
stantial incentive for the hospital to
work closely with other providers in the
community. Possibly even more porten-

reverses a fundamental premise of hos-
pital management: that an admission
is a source of revenue.

We now have some experience with
the MRRP and longer experience with \

Stephen F. Jencks, MD,
MPH, is a consultant in
health care safety and

tous, penalizing “excess readmissions” quality, a senior fellow at

the Institute for
Healthcare Improvement,
and a former assistant
surgeon general of the
United States.

conflict exists with its medical staff.

2. Words and ideas matter. For exam-
ple, the term “preventable readmission”
has regularly been misinterpreted to
mean that a medical error was made in
inpatient care or that the emergency
room erred in readmitting the patient.
The term “unplanned” might be better.

“Noncompliant” is also troublesome
because it is regularly used to blame
the patient and avoid asking how the
care team might have worked with the
patient to create a care plan that was
understood, feasible, and followed. An-
other problem word is “discharge” be-
cause it reinforces the problematic
model that a hospital’s responsibility
J stops when the patient leaves. In Eng-

readmissions pilot programs. The fol-
lowing lessons may be helpful to some
providing respiratory care for whom MRRP is relatively
new.

1. Change is happening. The MRRP has been accompa-
nied by a decrease in both readmission rates and overall
admission rates. The result is a reduction in the number
of readmissions that is significantly larger than the re-
duction in the rate per discharge. Maryland, which has

land, a new mother leaving a National
Health Service maternity hospital is
told that she is going home but that she will not be dis-
charged for a month because the hospital staff still feels
its responsibility for her.

3. Patients at high risk for readmission tend to be frail
and have multiple serious diseases. It is uncommon for
a patient sick enough to be readmitted to have a single
major diagnosis. This is the reason that patients are so
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often readmitted for a condition other than the one that
caused the index hospitalization. Two-thirds of Medicare
fee-for-service medical discharges are readmitted or
dead within a year.? The result is that both system-wide
and disease-specific approaches are needed to reduce
readmissions. Disease-specific approaches to system-
wide problems (e.g., medication availability) are ineffi-
cient, and ignoring other diseases weakens any
discharge plan. On the other hand, disease-specific clin-
ical leadership, expertise, and connections to community
specialists are easier, and the patient’s disease obviously
requires disease-specific management.

4. Reducing readmissions requires building a system
that encompasses inpatient care, non-hospital care,
and communications between them. When the MRRP
started, transition from acute hospital to post-acute care
in most communities was neither understood by partic-
ipants nor reliable enough to be considered a system at
all. Useful system change rests on clearly defining what
we hope we are doing, documenting how often and well
we are doing it, and making the system changes to as-
sure that what we intend to do is done regularly. Devel-
oping improvements then becomes testable and
potentially useful. Improving our plans has limited value
until we are actually doing what we plan to do, whether
that is sublingual suctioning to prevent ventilator-asso-
ciated pneumonia (VAP) or communicating with the res-
piratory therapy program that will see the patient after
discharge. Meticulous adherence to protocols can im-
prove care beyond what we imagined possible, as it has
with VAP and central line-associated bloodstream infec-
tion.

5. Educating patients is always a challenge, but it is a
special challenge in the hospital where complexity of
message, patient anxiety and desire to get home, and se-
rious impairment by drugs, illness, and disorientation
make learning extremely difficult. Even when patients

Meticulous adherence to protocols
can improve care beyond what we
imagined possible, as it has with
VAP and central line-associated
bloodstream infection.

Make Your Voice Heard
in Washington at
www.AARC.org/

Advocacy
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give evidence of understanding, they may remember lit-
tle a day or two later.

6. A readmission is a failed transition. Some preventa-
ble readmissions result from inpatient problems (occult
infection, medication errors) and instability at discharge,
and some result from insufficient information and re-
sources in the emergency room; but most appear to re-
sult from failure in planning and execution of the
transition from hospital to community. Specific defi-
ciencies appear to increase the risk of readmissions, al-
though the evidence is not clear that these specific
problems are the most important. Hospital issues include
inadequate understanding of and access to medications,
lack of an emergency phone contact point or under-
standing of “red flags” that should prompt contact, and
lack of prompt follow-up appointment with an appropri-
ate care source. Community issues include failure of
communication between hospital and community, lack
of community capability to provide follow-up services,
and impractical follow-up assumptions about trans-
portation, co-pays, and living situation.

Above all, the planning process needs to encompass
both the hospital and the community. No quarterback,
however skillful, can complete passes without downfield
receivers with whom he has trained; and no receiver can
catch a pass from a quarterback who does not know how
and when to throw. Patients are not footballs, but team-
work is teamwork. W

REFERENCES

1. Brock J, Mitchell J, Irby K, et al. Association between quality improve-
ment for care transitions in communities and rehospitalizations
among Medicare beneficiaries. JAMA 2013; 309(4):381-391.
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PRESCRIBE LIQUID GLASSIA TODAY.

INDICATION FOR GLASSIA [ALPHA -PROTEINASE INHIBITOR (HUMAN)]

GLASSIA is indicated for chronic augmentation and maintenance therapy in individuals with emphysema due to congenital
deficiency of alpha,-proteinase inhibitor (Alpha,-Pl), also known as alpha,-antitrypsin (AAT) deficiency.

¢ The effect of augmentation therapy with GLASSIA or any Alpha -P| product on pulmonary exacerbations and on the
progression of emphysema in Alpha -P| deficiency has not been demonstrated in randomized, controlled clinical trials.

¢ Clinical data demonstrating the long-term effects of chronic augmentation and maintenance therapy of individuals with
GLASSIA are not available.

* GLASSIA is not indicated as therapy for lung disease in patients in whom severe Alpha,-PI deficiency has not been established.

DETAILED IMPORTANT RISK INFORMATION FOR GLASSIA

GLASSIA is contraindicated in immunoglobulin A (IgA) deficient patients with antibodies against IgA. Patients with selective
or severe IgA deficiency and with known antibodies to IgA have a greater risk of developing severe hypersensitivity and
anaphylactic reactions.

GLASSIA is contraindicated in individuals with a history of severe immediate hypersensitivity reactions, including anaphylaxis,
to Alpha,-PI products.

Monitor vital signs continuously and observe the patient carefully throughout the infusion. If anaphylactic or severe
anaphylactoid reactions occur, discontinue the infusion immediately.

GLASSIA is made from human plasma and may carry a risk of transmitting infectious agents, such as viruses, and theoretically,
the Creutzfeldt-Jakob disease (CJD) agent.

GLASSIA should be administered at room temperature at a rate not greater than 0.04 mlL/kg body weight per minute,
Administer GLASSIA within 8 hours of entering the vials.

Safety and effectiveness in patients over 65 years of age have not been established.

In the clinical studies, one subject experienced a treatment emergent serious adverse reaction (infective exacerbation of COPD),
considered possibly related to treatment with GLASSIA due to its temporal association. The most common adverse reactions
deemed possibly related to GLASSIA administration (>5%) were headache and dizziness.
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Please see Brief Summary of Full Prescribing Information on the adjacent page.
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GLASSIA [Alpha -Proteinase Inhibitor (Human)]

Brief Summary of Prescribing Information. Please see package insert
for full prescribing information.

INDICATIONS AND USAGE

Alpha,-Proteinase Inhibitor (Human), GLASSIA is indicated for chronic
augmentation and maintenance therapy in adults with emphysema due to
congenital deficiency of alpha,-proteinase inhibitor (Alpha,-Pl), also known
as alpha,-antitrypsin (AAT) deficiency.

* The effect of augmentation therapy with GLASSIA or any Alpha,-Pl product
on pulmonary exacerbations and on the progression of emphysema in
Alpha -PI deficiency has not been demonstrated in randomized, controlled
clinical trials.

¢ Clinical data demonstrating the long-term effects of chronic augmentation
and maintenance therapy of individuals with GLASSIA are not available.

* GLASSIA is not indicated as therapy for lung disease in patients in whom
severe Alpha,-Pl deficiency has not been established.

DOSAGE AND ADMINISTRATION

¢ For Intravenous Use Only.

* Use aseptic technique for all preparation and administration steps.

¢ Inspect the vial of GLASSIA. The solution should be clear and colorless
to yellow-green and may contain a few protein particles. Do not use if the
product is cloudy.

¢ Administer GLASSIA alone; do not mix with other agents or diluting solutions.

¢ Administer product brought to room temperature within three hours of
entering the vials.

Treatment of Congenital Alpha, -Proteinase Inhibitor Deficiency

The recommended dosage of GLASSIA is 60 mg/kg body weight
administered once weekly by intravenous infusion. Dose ranging studies
using efficacy endpoints have not been performed. The recommended
dosage of 60 mg/kg takes approximately 60-80 minutes to infuse. The
infusion rate should not exceed 0.04 mL/kg body weight per minute.

CONTRAINDICATIONS
GLASSIA is contraindicated in immunoglobulin A (IgA) deficient patients with
antibodies against IgA.

GLASSIA is contraindicated in individuals with a history of severe immediate
hypersensitivity reactions, including anaphylaxis, to Alpha -Pl products.

WARNINGS AND PRECAUTIONS

Hypersensitivity to IgA

GLASSIA may contain trace amounts of IgA. Patients with selective or severe
IgA deficiency and with known antibodies to IgA, have a greater risk of
developing severe hypersensitivity and anaphylactic reactions. Monitor vital
signs continuously and observe the patient carefully throughout the infusion.
IF ANAPHYLACTIC OR SEVERE ANAPHYLACTOID REACTIONS OCCUR,
DISCONTINUE THE INFUSION IMMEDIATELY. Have epinephrine and

other appropriate supportive therapy available for the treatment of any acute
anaphylactic or anaphylactoid reaction.

Transmissible Infectious Agents

Because this product is made from human plasma, it may carry a risk

of transmitting infectious agents, such as viruses, and theoretically, the
Creutzfeldt-Jakob disease (CJD) agent. The risk of transmitting an infectious
agent has been minimized by screening plasma donors for prior exposure to
certain viruses, by testing for the presence of certain current virus infections
and by inactivating and removing% certain viruses during the manufacturing
process (see Description [11]in full prescribing information for viral reduction
measures). Despite these measures, such products may still potentially
transmit human pathogenic agents. There is also the possibility that unknown
infectious agents may be present in such products.

The physician should weigh the risks and benefits of the use of this product
and discuss the risks and benefits with the patient.

All infections thought by a physician possibly to have been transmitted
by this product should be reported by the physician or other healthcare
provider to Kamada Ltd. at 1-866-GLASSIA or FDA at 1-800-FDA-1088 or
www.fda.gov/medwatch.

No seroconversions for hepatitis B or C (HBV or HCV) or human
immunodeficiency virus (HIV) or any other known infectious agent were
reported with the use of GLASSIA during the clinical studies.

ADVERSE REACTIONS

The serious adverse reaction observed during clinical studies with GLASSIA
was exacerbation of chronic obstructive pulmonary disease (COPD).

The most common drug-related adverse reactions considered by the
investigator to be at least possibly related to GLASSIA administration observed
at a rate of >5% in subjects receiving GLASSIA were headache and dizziness.

Adverse Reactions' Occurring in > 5% of Subjects
During the First 12 Weeks of Treatment

GLASSIA Prolastin
No. of subjects: 33 No. of subjects: 17

Adverse Event (AE) No. of subjects with | No. of subjects with

adverse reactions’ adverse reactions’

(AR) (percentage of | (AR) (percentage of

all subjects) all subjects)

Cough 3 (9%) 4 (24%)
Upper respiratory tract
infection 3(9%) 0:(0%)
Headache 3 (9%) 3 (18%)
Sinusitis 2 (6%) 1 (6%)
Chest discomfort 2 (6%) 0 (0%)
Dizziness 2 (6%) 0 (0%)
Hepatic enzyme %
increased 2(6%) 0(0%)

'An adverse reaction is any adverse event which met any of the following criteria:

(a) an adverse event that began within 72 hours following the end of product infusion,
or (b) an adverse event considered by either the investigator or sponsor to be at least
possibly related to product administration, or (c) an adverse event for which causality
assessment was missing or indeterminate.

Postmarketing Experience
The following reactions have been identified during postmarketing use of
GLASSIA in clinical practice. Because they are reported voluntarily from

a population of unknown size, estimates of frequency cannot be made.

The reactions, which have been chosen for inclusion due to either their
seriousness, frequency of reporting, possible causal connection to GLASSIA,
or a combination of these factors, include: Headache, Dyspnea, Fatigue

and Nausea.

USE IN SPECIFIC POPULATIONS
Pregnancy
Pregnancy Category C

Animal reproduction studies have not been conducted with GLASSIA. Itis

also not known whether GLASSIA can cause fetal harm when administered

to pregnant women or can affect reproductive capacity. GLASSIA should be
given to a pregnant woman only if clearly needed.

Nursing Mothers

Itis not known whether Alpha,-Pl is excreted in human milk. Because many
drugs are excreted in human milk, caution should be exercised when GLASSIA
is administered to a nursing woman.

Pediatric Use

Safety and effectiveness in pediatric patients have not been established.

Geriatric Use
Clinical studies of GLASSIA included 11 subjects of 65 years of age or

older. This number of subjects was not sufficient to determine whether they
respond differently from younger subjects. As for all patients, dosing for
geriatric patients should be appropriate to their overall situation, Safety and
effectiveness in patients over 65 years of age have not been established.

PATIENT COUNSELING INFORMATION

¢ Inform patients of the early signs of hypersensitivity reactions, including

hives, generalized urticaria, chest tightness, dyspnea, wheezing, faintness,
hypotension, and anaphylaxis. Advise patients to discontinue use of the
product and contact their physician and/or seek immediate emergency care,
depending on the severity of the reaction, if these symptoms occur.

¢ Inform patients that GLASSIA is made from human plasma and may contain

infectious agents that can cause disease (e.g., viruses and, theoretically,
the CJD agent). Explain that the risk of GLASSIA transmitting an infectious
agent has been reduced by screening the plasma donors, by testing the
donated plasma for certain virus infections, and by a process demonstrated
to inactivate and/or remove certain viruses during manufacturing (see
Warnings and Precautions). Symptoms of a possible virus infection include
headache, fever, nausea, vomiting, weakness, malaise, diarrhea, or, in the
case of hepatitis, jaundice.

* Inform patients that administration of GLASSIA has been demonstrated to

raise the plasma level of Alpha -Pl, but that the effect of this augmentation on
the frequency of pulmonary exacerbations and on the rate of progression of
emphysema has not been established by clinical trials.

Baxter is a registered trademark of Baxter International Inc.

Glassia is a registered trademark of Kamada Ltd.

Baxter Healthcare Corporation, Westlake Village, CA 91362 USA
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Palliative Care for the Patient

with Chronic Pulmonary Disease
by Shawna Strickland, PhD, RRT-NPS, FAARC

Many respiratory therapists currently work in the in-
tensive care unit (ICU) or have worked in the ICU at some
point in their careers. We have cared for a great number
of patients at various stages of their lives with varying
outcomes. In the United States, one in five people die in
the ICU.' Approximately 30% of all Medicare expenditures
occur within the last year of a patient’s life.? These facts
demonstrate that many of our patients face a potentially
painful end-of-life experience. Even those who survive
their ICU admission may be at risk for a lower quality of
life than they enjoyed prior to their ICU
experience.’ While we work diligently
to reverse disease processes, we must

about the author...

There are several perceived barriers to palliative care
from many perspectives: that of the patient, that of the
family, and that of the health care team.? The patient
and/or family might not be ready to face the diagnosis or
may not completely understand the situation. The health
care team might be unsure of the prognosis or not have
a complete understanding of the principles of palliative
care. These barriers may result in a delay of initiation or
complete lack of palliative care for those who need it.

When should palliative care
be initiated?
A common myth about palliative

also assist our patients with chronic
pulmonary diseases to live their lives as
comfortably as possible. As clinicians
caring for patients in the ICU con-
fronting these painful experiences, we
must be prepared to function as part of
the care team providing palliative care.

What is palliative care?

Palliative care is the application of
care strategies to alleviate the patient’s
suffering. Many times, palliative care is
confused with hospice care. Hospice
care is the shift in care goals from cur-
ative to comfort only. Patients qualify
for hospice care when their life ex-

Shawna Strickland, PhD,
RRT-NPS, FAARC, is the
AARC'’s associate
executive director of
education.

care is that it is constrained to terminal
diagnoses only and should only be ini-
tiated when death is imminent. In fact,
palliative care can positively impact pa-
tients whose disease processes are not
terminal.* Many symptoms can cause
discomfort. These include physical
pain, thirst, insomnia, anxiety, hunger,
depression, shortness of breath, and
suctioning of the endotracheal tube or
tracheostomy.* Evidence suggests that
effectively controlling physical and
emotional distress can affect the pa-
tient’s health outcomes, most notably
shorter duration of time spent on me-
chanical ventilation.>® This evidence

o
pectancies fall to six months.>*

Palliative care is the addition of comfort measures re-
gardless of life expectancy, treatment plan, or whether
the patient’s disease process is terminal or not. Indeed,
palliative care can be an important adjunct to curative
therapy. The core components of palliative care include
the alleviation of symptoms, communication with pa-
tients and family about care goals, alignment of inter-
ventions with the patients’ unique values and goals,
transitional planning, and family support.®

supports not only the initiation of pal-
liative care upon ICU admission but also the early evalu-
ation of all patients for potential palliative interventions.

How is palliative care associated with chronic
pulmonary disease?

Chronic pulmonary diseases are just that: chronic.
That means that patients live with the disease and its as-
sociated symptoms for an extended period of time. They
have periods of relatively good health and periods of ex-

AARC Times  April 2014
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acerbation. Regardless, the disease process is not curable.
Persons diagnosed with chronic obstructive pulmonary
disease, cystic fibrosis, and amyotrophic lateral sclerosis,
to name a few, must face the reality of this eventually
terminal diagnosis. Even so, the patient’s health care can
be managed in such a way as to promote the best qual-
ity of life within the context of the disease process.
Symptom assessment and management is a cornerstone
of palliative care.

Persons with chronic lung disease experience a great
deal of discomfort in a variety of ways. Physical pain is
common among patients with long-term diseases.
Symptom assessment and management is a major com-
ponent of palliative care. Using various assessment
methods, pain assessments should be frequently per-
formed to ascertain the type, location, and severity of
pain.’ The World Health Organization advocates a three-
step pain management ladder that begins with non-
opioid analgesics and steps up to opioid analgesics de-
pending on the level of pain experienced by the patients.
It is reasonable for patients to expect that their pain can
be managed safely and effectively.”

Assessment of dyspnea and cough should also be per-
formed on a regular basis.* Clinical practice guidelines
recommend correcting any reversible pathology while
also providing therapies such as bronchodilators and
supplemental oxygen, when indicated. When a patient
has a chronic cough, opioid cough suppressants are rec-
ommended to control cough and relieve the associated
pain.’

Interestingly, pain associated with endotracheal or
tracheostomy suctioning was
found as a leading source of
pain in the ICU.! This invasive
procedure is performed on a
regular basis by various health
care providers but is usually
performed without sedation
or analgesia and, many times,
without warning.

Why should the RT be
involved in palliative
care?

Researchers have shown
that respiratory therapists
may have a poor understand-
ing of palliative care princi-
ples® and may not be prepared
for these chronic disease and
end-of-life issues.® However,

12 AARCTimes  April 2014

the fact remains that RTs are engaged in the care of these
chronically ill patients throughout the disease trajectory.
Many experts advocate an interdisciplinary team ap-
proach to palliative care,"** and guidelines recommend
“that clinicians who care for patients with chronic or ad-
vanced respiratory diseases and/or critical illnesses
should be trained in, and capable of, providing a set of
recommended basic competencies in palliative care.”
The respiratory therapist is a vital member of the health
care team and can be a powerful advocate for more ef-
fective pain and dyspnea control, as well as other pallia-
tive measures, to enhance the patient’s quality of life. ®
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Chronic Disease Manager

Home Oxygen Equipment:

It Is Not Hos

pital Wall Oxygen

by Kent L. Christopher, MD, RRT, FAARC

Our beginnings in respiratory care were as oxygen
technicians — but that was, oh, so many decades ago. I
remember schlepping large H-cylinders around hospital
wards. It then became “magic” when we could plug our
backpressure compensated flow meters into ICU wall
outlets delivering at 50 psi. Mysteriously, oxygen emerged
from a gigantic liquid reservoir behind the hospital. We
used the little bouncing ball on the flow meter to deliver
2 L/min of oxygen via a nasopharyngeal catheter and,
later, by a “revolutionary” nasal cannula. Mask delivery
was reserved for the very sick. Looking back, it certainly
was not rocket science.

Utilization of massive liquid reservoirs to deliver
oxygen via 50 psi wall outlets remains essentially un-
changed. We continue to transport or
ambulate patients around the hospital
using E-cylinders with regulators op-

Home oxygen equipment: past and present
In the 1950s, Alvan Barach, MD, shared his outpatient
ambulatory oxygen vision with Thomas L. Petty, MD, who
made it a reality. Well over 30 years ago, Dr. Petty supplied
home liquid reservoirs to patients to transfill ambulatory
units; he then led the charge for the multi-center,
prospective and randomized Nocturnal Oxygen Therapy
Trial.' Consequently, we now know 24/7 ambulatory long-
term oxygen therapy (LTOT) is best for survival and bet-
ter health. LTOT patients with severe pulmonary disease
have potential to reach realistically set quality-of-life
goals. That may be a simple trip to the mailbox, ventur-
ing out into their community to visit family or attend re-
ligious services, or simply enjoying some of what they
cherished before becoming chronically

about the author... ill.

Though some liquid systems origi-

erating at 50 psi. Fixed orifice flow
meters do not compensate for back-
pressure but are used for sources that
may need to be tipped from side to
side during patient transport. The hos-
pital is occasionally used to surgically
create the transtracheal oxygen pa-
tient’s tract and initiate therapy. In pa-
tients with hypoxemia refractory to
standard nasal or mask oxygen deliv-
ery, relatively new specialized heated
and humidified “high flow” nasal can-
nulas may be helpful, although use
outside of the hospital is quite limited.
Arterial blood gas analysis is still very
important, but the pulse oximeter is
the RT tool of the trade for proper sat- K

Kent L. Christopher, MD,
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the University of Colorado
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Denver, CO.

nally operated at 50 psi, the newer,
more lightweight systems utilize pres-
sures in the 20s. Smaller, compressed
gas ambulatory oxygen cylinders (oper-
ating at 50 psi) and stationary molecu-
lar sieve bed concentrators operating
with internal pressures at around 20 psi
began to replace the transfilling liquid
system. Intermittent flow (IF), or pulse-
dose oxygen technology, was developed
to conserve oxygen by limiting delivery
to inspiration. Clinical goals were to in-
crease ambulatory source duration
with decreased weight and bulk. The IF
financial goal was to decrease oxygen
supplier delivery cost for cylinder re-
/ placement and liquid refills, which was

uration measured via pulse oximetry

(SpO2) monitoring and titration of supplemental oxygen.
Over all, the status quo prevails for oxygen delivery by
the hospital-based RT.
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driven by the decreasing home oxygen
reimbursement and rising operational costs. Intermittent
flow has become the delivery “standard” for ambulatory
devices; it is used with portable liquid vessels, traditional
compressed gas cylinders, including those transfilled
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with oxygen from stationary concentrators, with
portable oxygen concentrators, and with newer high-
pressure “composite” gas cylinders. Unfortunately, there
are no established manufacturing “dosing” standards for
IF. Therefore, a setting of “2” on an IF device does not de-
liver a flow of 2 L/min and, as a result may not achieve
the equivalent SpO, as that achieved with an oxygen
flow of 2 L/min. Some IF devices may meet an individ-
ual’s rest, exertion, and sleep requirements; others may
not. In the hospital setting, we have embraced pulse
oximetry for both monitoring and managing hypoxemia
through dose titration. Unfortunately, that appropriate
use of pulse oximetry has not been either embraced or
reimbursed for LTOT management. We have summarized
the current status of home oxygen therapy elsewhere.?
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Role of the RT in home oxygen therapy

Here is a question: Are you a hospital-based or a
home-care based RT? If you work for a durable medical
equipment (DME) supplier, you are fully aware of the chal-
lenges you face. Though you are very familiar with LTOT
delivery devices and patient education in their use, you
(and your DME employer) realize that payors for DME will
not reimburse for patient clinical education, monitoring,
and management that you have been trained to provide.
You can’t function in your role as a respiratory disease
manager. Job security is threatened as DME reimburse-
ment continues to decline, especially due to Medicare-
capped rental and competitive bidding regulations. The
AARC is trying to help watch your back, but it is a tough
situation. Health care reform needs to position you to be
valued for the care of the respiratory patient that you can
bring into the home, and not just the equipment.

If you are a hospital-based RT and are unaware of the
dilemma your colleagues face, you should be. At least for
now, much of the weight they are not allowed to carry
must fall upon you. Hopefully, your medical director, pre-
scribing physicians, and administrators have given you
a substantial role in identifying and documenting hy-
poxemia and qualifying patients for home oxygen ther-
apy prior to discharge. With the shrinking workforce of
DME provider-based RTs, you may need to play a major
role in both selecting the appropriate LTOT system to ad-
dress overall patient needs and documenting that the
system meets SpO, requirements during prescribed use
(e.g., rest, exertion, sleep). Finally, as a respiratory disease
manager, you should ensure that the patient under-
stands hypoxemia and the importance of correcting it.
You have an opportunity to initiate the process of patient
self-empowerment in their care.

As a medical doctor, I have learned that many physi-
cians require more education in managing home oxygen
therapy; and greater physician participation in the hospital
and outpatient environment is required to achieve optimal
outcomes. I have also learned that a number of respiratory
therapists have embraced the disease manager role and are
very effectively caring for patients with chronic hypoxemia.
For all of you, keep up the excellent work! m

DISCLOSURE

The author licensed patents on transtracheal oxygen therapy to
Transtracheal Systems Inc. in the past and may possibly receive finan-
cial gain in the future.
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Ventilation for Life

High-frequency Oscillatory Ventilation
for ALI and ARDS

by Paul F. Nuccio, MS, RRT, FAARC

Acute lung injury (ALI) and acute respiratory distress
syndrome (ARDS) have become the topic of daily discus-
sion in most intensive care units. This has been the case
since the publication of clinical trials that demonstrated
a survival benefit from using a low tidal volume strategy
(6 vs. 12 mL per kilogram of predicted body weight).! This
type of lung protective strategy is intended to limit the
amount of alveolar distension, open or recruit collapsed
alveoli, and prevent derecruitment. Despite a reduction
in the number of patients who develop
lung injury from ventilation, the mortal-
ity rate in patients with ARDS continues

about the author...

forts are made to minimize lung injury rather than sim-
ply attempting to normalize arterial blood gases.’

Recent findings

Although HFOV had been used primarily in neonatal
and pediatric populations, a systematic review and meta-
analysis was published in 2010 that selected randomized
controlled trials of HFOV compared with conventional
ventilation in adults or children with ALI/ARDS. These
studies included a total of 419 patients;
and the results of the meta-analysis
showed a significant reduction in mor-

to be high.? For those patients who could
not be managed effectively using the
previously mentioned strategy, some
centers began using high-frequency os-
cillatory ventilation (HFOV). This novel
method of mechanical ventilation uses
very small tidal volumes, usually less
than the anatomic dead space, and very
high frequencies in the range of 120-900
breaths per minute (bpm) in an effort to
provide adequate gas exchange.?
Patients who theoretically would be
most likely to benefit from HFOV use
would be those who have ARDS and are
refractory to conventional mechanical
ventilation strategies (low tidal volume,
high frequencies, high positive end-
expiratory pressure) and have recruitable K
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tality in the HFOV group, suggesting
that the use of HFOV may be beneficial
with this subset of patients.® These re-
sults have recently been called into
question with the publication of two
large clinical trials of the use of HFOV
with ARDS.

In the first study, known as OSCIL-
LATE, researchers had planned to ran-
domize 1,200 patients with ARDS,
spread over 39 intensive care units in
five different countries, to either HFOV
or conventional ventilation using a low
tidal volume and high PEEP strategy.
The trial was stopped early after ran-
domizing only 548 patients because of

a higher in-hospital mortality rate (47%
/ vs. 35%) in the HFOV group as com-

lung units. Initial frequency settings typ-
ically begin at a rate of 300 bpm, with a
mean pressure setting at approximately 5 cm H,0 above
pressures used with conventional ventilation. The power
setting, in conjunction with hertz, controls carbon dioxide
clearance; and the FiO, control, in combination with the
mean pressure setting, will control oxygenation.*

Other methods and strategies have also been de-
scribed. Users must remain cautious to ensure that ef-
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pared to the control group. The re-

searchers concluded that the early
application of HFOV does not reduce — and may actually
increase — mortality.’

In the second study, known as OSCAR, 795 patients
were randomized to receive either HFOV or conventional
ventilation. Their results showed a primary outcome
(mortality) of 41.7% in the HFOV group and 41.1% in the
control group. The researchers concluded that they “were



unable to find any benefit or harm from the use of HFOV
in adult patients with ARDS.”®

Response to the literature

Much discussion has ensued since the publication of
these two studies. Some have questioned the validity of
the OSCILLATE study, particularly the high levels of air-
way pressure utilized in the HFOV group. Comparing an
HFOV strategy using mean airway pressures that most

HFOV \ Ventilation for Life

cue strategies such as HFOV for treating patients in the
event they develop severe respiratory failure.

Conclusion

Survey results were recently presented at the AARC
Congress OpeN ForuMm that suggested some institutions
have already experienced a reduction in HFOV use and an
increase in proning, ECMO, and airway pressure release
ventilation (APRV) directly as a result of these publica-

would consider dangerous (up to 38 cm H,0)
to a lung protective ventilation strategy using
low tidal volumes and low plateau pressures
(< 30 cm H,0) may not be a fair comparison.
Others have questioned the differences be-
tween sedation strategies used in the two
groups studied. Questions were raised about
differences in illness-severity scores at ran-
domization between the two studies. In the
OSCAR trial, the use of a non-standardized
tidal volume strategy may have impacted
outcomes related to the control arm, thus
clouding the possible benefit in the HFOV
strategy group. Also in the OSCAR trial, pa-
tients who received HFOV required higher
doses of sedatives and greater use of neuro-
muscular blocking agents compared to those
in the conventional ventilation group. This
was also true in the OSCILLATE HFOV pa-
tients. Other questions have been raised re-
lated to time of initiation of HFOV and level
of experience with the use of HFOV technol-
ogy. Protocol variations have also been ques-
tioned.’

What about HIN1?

Many perhaps recall the increased use of
HFOV to treat patients who developed severe
ARDS due to the HIN1 flu pandemic in 2009.
HFOV and extracorporeal membrane oxy-
genation (ECMO) were both used as salvage
techniques for treating profound hypoxemia,
along with prone positioning, inhaled va-
sodilators, and recruitment maneuvers. At
that time HFOV was considered successful as
a rescue strategy for severe respiratory fail-
ure.”’ A recent health advisory to clinicians
from the Centers for Disease Control and Pre-
vention describes “Early Reports of pHIN1-
Associated Illnesses for the 2013-2014
Influenza Season.”** This news will likely
rekindle the questions related to using res-
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tions.™ Is this an overreaction? Following evidence-based
practice is always the right thing to do whenever possible.
We must pay close attention to the methods we use to
ventilate every patient by considering the following:

1. When using a low tidal volume strategy, apply this
concept correctly.

2. Adjust the ventilator to provide for more patient
synchrony, without requiring heavy sedation and
neuromuscular blocking agents.

3. Follow established protocols.

4. Provide newer techniques at the appropriate time.

5. Have documented competencies for staff that
demonstrate knowledge of the subject and
competency of application.

Following these suggestions may help us as health
professionals to provide our patients with optimal care
and ensure that we “do no harm.” m
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CoARC Communiqueé

Emerging Accreditation Pathways
in Respiratory Care Education

by Tom Smalling, PhD, RRT, FAARC

New and innovative pathways to formally educate
respiratory therapists for an increasingly complex and
challenging health care environment have emerged in re-
cent years. As the Commission on Ac-
creditation for Respiratory Care (COARC)
undergoes the process of revising its ex-
isting accreditation standards and de-

about the author...

practice of respiratory care. COARC encourages all asso-
ciate’s degree respiratory therapists to continue their ed-
ucation in programs that grant baccalaureate, master’s,
and doctoral degrees. CoARC further
recognizes that RTs with advanced ed-
ucation are needed in large numbers to
serve as educators, researchers, man-

veloping new sets of standards for
educational programs beyond that of
entry into the profession, it is important
for those involved in the profession to
understand how these emerging path-
ways relate to each other and the role
that the CoARC has in ensuring quality.

Post-entry pathways in respiratory
care practice

Completing pre-professional require-
ments and graduating from an accred-
ited entry into respiratory care pro-
fessional practice degree program are
only the first steps for therapists wish-
ing to advance in their field and main-
tain the competency needed in this

Tom Smalling, PhD, RRT,
FAARC, is the executive
director of the
Commission on
Accreditation for
Respiratory Care in
Bedford, TX.

agers, clinical specialists, and leaders
throughout the health care delivery
system.’

While most post-entry into the pro-
fession programs have some type of
focus or concentration (i.e., research,
education, or advanced clinical prac-
tice), all programs aim to advance the
skill set of the practicing therapist so
that the graduate can assume both ad-
ditional or new roles and responsibili-
ties within the profession. Further,
many of these programs are offered
online or in a blended online/on-cam-
pus format in an effort to accommo-
date the varying work schedules of
many practitioners.

ever-changing health care environment.
Interest in post-entry into the profes-
sion’s programs is running high among current practi-
tioners wishing to add to their existing skill level. CoARC
defines a post-entry into the profession degree program
as “an educational program designed to provide gradu-
ates of entry into respiratory care professional practice
degree programs with enhanced knowledge and compe-
tencies necessary to meet their professional goals along
with current and future expectations for respiratory care
practice.” CoARC is a strong supporter of academic pro-
gression through formal, degree-granting programs and
lifelong learning experiences to enhance the science and
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Degree advancement programs

CoARC Policy 12.03 defines a Degree Advancement
Program as “an educational program designed especially
to meet the needs of the practicing respiratory therapist
who, having already completed an accredited respiratory
care program with an earned entry into respiratory care
professional degree is returning to school to obtain an
advanced degree.” Degree advancement programs focus
on teaching professional skills at an advanced, intensive
level. Degree advancement programs do not include
coursework designed to prepare graduates to be eligible
for the National Board for Respiratory Care (NBRC), CRT,



or RRT examinations as such coursework should already
have been covered in the entry into respiratory care pro-
fessional practice degree program.? Degree advancement
programs provide an essential pathway for associate’s de-
gree- and baccalaureate degree-prepared therapists who
wish to expand and enhance previous knowledge and ad-
vance in their careers. Associate-to-baccalaureate and
baccalaureate-to-master’s degree programs build on
entry knowledge and competencies with course work to
enhance professional development, prepare for a broader
scope of practice, and provide a better understanding of
the cultural, political, economic, and social issues that af-
fect patients and influence care delivery.

Currently, COARC does not provide accreditation serv-
ices for degree advancement programs, but many of these
programs obtain accreditation with their institutional
(i.e., regional or national) accreditor. According to a recent
CoARC survey conducted in June 2013, approximately 67
of the 318 institutions that responded offer a degree ad-
vancement program with an additional 96 institutions in-

Phases of Academic Progression in
Respiratory Care

Pre-Professional Phase
* Program Prerequisites
and Gen Ed requirements

Professional Phase
* Respiratory Care Coursework
(Didactic, Laboratory, Clinical)

Post-Entry into Professional Phase
* Advanced Credentials
* Degree Advancement
» Advanced Practice (APRT)
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dicating plans to offer this type of program in the future.
Given this recent growth and interest, COARC has begun
the process of developing accreditation standards for
these types of programs that should be available by the
end of 2014.

The Advanced Practice Respiratory
Therapist (APRT)

In an effort to proactively address the growing preva-
lence of post-entry into the profession programs and the
implications it may have for accreditation, the CoARC
Board in March 2011 established an ad hoc committee
that reviewed the educational models and accreditation
pathways of other health professions in an effort to:

¢ identify the similarities and differences as com-
pared to current career pathways and academic
progression in respiratory care practice; and

e develop an accreditation pathway that is based on
current and future needs for an advanced, mid-
level practitioner that can be integrated into
CoARC’s accreditation review process.

This post-entry into the profession program is envi-
sioned to provide an experienced respiratory therapist
with advanced knowledge, clinical skills, and professional
behaviors, usually in a specific specialty practice area —
such as critical care, education, research, or leader-
ship/management. The working title for this type of prac-
titioner is the Advanced Practice Respiratory Therapist
(APRT). APRTs would function as mid-level providers who
assess patients, develop care plans, order and provide
care, and evaluate and modify care based on the patient’s
needs and response to therapy. The APRT would provide
and direct care under the guidance of a supervising physi-
cian, often directed by clinical protocols.

This past year the AARC endorsed, in principle, the de-
velopment and implementation of standards for the ac-
creditation of educational programs to train APRTs. In
addition, a workgroup was formed with representatives
from the AARC, NBRC, and CoARC to review the APRT
concept and make recommendations for further devel-
opment and implementation. With input from the APRT
workgroup, CoARC recently published the first draft of the
“Standards for Accreditation of Advanced Practice Pro-
grams in Respiratory Care.” The APRT workgroup con-
tinues to work on defining the emerging roles and re-
sponsibilities, educational requirements, expected com-
petencies, practice act, and reimbursement implications
of this mid-level practitioner with input from the AARC,

AARC Times  April 2014 23




CRCE

(CONTINUING RESPIRATORY
CARE EDUCATION

BONUS OFFER

Purchase the

For

Asthma Educator
Certification Course

at the Regular Price in
2014 and Receive

Member Price: $165
Non-member Price: $225

N ASSO. -
Ko Oc,

Cipn

%

o U,
4 o)
< Z
* *
i

X &
i’ &

Ia

Order Online at the AARC Store:
WWW.aarc.org

. o L

24  AARCTimes  April 2014

It is incumbent on the profession to clarify the
evolving role of entry into professional respiratory
care practice and post-entry into the profession
programs, as well as to specifically define and
differentiate the competencies of expected
graduates from both types of programs.

NBRC, collaborating physician or-
ganizations, and other stakeholders
in respiratory care.

Concluding remarks

Education after entry into pro-
fessional practice in the form of de-
gree-advancement programs is
proliferating at the baccalaureate
level and at the master’s level; how-
ever, formal review and approval of
such programs are provided, in
some cases, by either a state educa-
tion agency and/or institutional ac-
creditor rather than by CoARC. This
creates a lack of clarity for practi-
tioners and the public and poses
challenges for the profession in re-
sponding to the needs of consumers
of respiratory care services. The
clarity is also further compromised
by the fact that in degree advance-
ment programs, the varied expecta-
tions for prerequisites in the under-
graduate degree likely contribute to
varied levels of professional compe-
tency among graduates. Further, the
varying quality of degree advance-
ment programs indicates that edu-
cation after entry into professional
practice is driven as much by mar-
ket need as by any consistent set of
expectations developed by the pro-
fession or enforced through the ac-
creditation process.

It is incumbent on the profession
to clarify the evolving role of entry
into professional respiratory care
practice and post-entry into the
profession programs, as well as to
specifically define and differentiate
the competencies of expected grad-
uates from both types of programs.
Although commonly understood
definitions and established compe-

tencies will provide greater clarity,
the CoARC Board has determined
that the most appropriate way to
maintain consistency and ensure
academic quality for post-entry into
the profession programs is to offer
accreditation services since accred-
itation is a process of peer review
meant to ensure and improve the
quality of educational programs.
This accreditation review process
will recognize the “value added”
above and beyond the entry into
professional respiratory care prac-
tice degree, so the accreditation
standards and guidelines will un-
derstandably be more rigorous. It is
important to point out that more
rigorous accreditation requirements
will not be driven by CoARC but
rather developed in response to de-
mands by professional organiza-
tions, testing and regulatory
agencies, and employers. The devel-
opment of accreditation standards
beyond that of entry into the pro-
fession is a natural process in the
evolution of this profession as with
other similar professions.

Inquiries regarding this article
can be addressed to CoARC Execu-
tive Director Tom Smalling, PhD, RRT,
FAARC, tom@coarc.com, 1248 Har-
wood Rd., Bedford, TX 76021-4244. m
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Executive Office Update

Honoring Our Past and Preparing for the Future

by Thomas J. Kallstrom, MBA, RRT, FAARC

The profession of respiratory care will be celebrating
its 67th anniversary April 15 of this year. Through the
years dating back from the days of the “oxygen orderlies”
and “respiratory technicians,” we have steadily gained re-
spect from our patient partners, hospital administrators,
lawmakers, government agencies, as well as other med-
ical associations. One thing that we all have in common
is that our focus is to provide the best care to our patients
while being an advocate for them. This will continue to
be part of our mission in the years to come.

Over the past 67 years we have seen change, and we
have also witnessed an explosion of technology — as well
as best practices — in uses of this technology in patient
care. Since the time that I entered respiratory care in the
mid-1970s, I can only attest and marvel
at how much better and advanced the
provision of care is today compared to

about the author...

the beginning. Each of these areas will have their own
area in the museum, which will house a timeline along
with pertinent documents, audio and visual recordings,
and photos pertinent to the topic.

In early 2014, construction of our virtual museum
began. The official launch of the effort began at the AARC
Congress 2013’s American Respiratory Care Foundation’s
fundraiser. It was there that “seed money” was raised for
the construction of the museum. With a generous grant
from Teleflex Medical and members making donations
by purchasing a “virtual brick,” we got off to a good start.

Of course, that was just the beginning. You also can
become a part of this by going to www.arcfoundation.
org/news/museum/.

There you can view a video proto-
type of the museum and purchase a
virtual brick for $25 or a block for $100.

those early days. Our profession’s his-
tory has been written about for poster-
ity in several books, but I am pleased to
tell you that we will soon have another
way to highlight our profession. It is
called the AARC Virtual Museum. Con-
struction has already begun.

AARC Virtual Museum

Once completed, the Virtual Mu-
seum will provide a way for practicing
and retired respiratory therapists and
friends of the profession to memorial-
ize and honor our history. In 2013, AARC
President George Gaebler, MSEd, RRT,
FAARC, formed an ad hoc committee \

Thomas J. Kallstrom, MBA,
RRT, FAARC, is executive
director and chief
executive officer of the
AARC.

Both allow you to have your name af-
fixed to the museum wall where you
will be able to write a message that will
be attached to the virtual brick. Many
have used this as a means to honor col-
leagues, patients, family, and friends.
Once purchased, the virtual brick will
forever be a part of the museum with
the donor and message there for oth-
ers to see.

The last AARC Human Resources
Survey completed in 2009 identified a
trend that is not surprising given the
aging demographics of today’s work
force. The survey uncovered that over
/ the next 10 years, approximately 30%

chaired by past AARC President Trudy
Watson, BS, RRT, FAARC, who has iden-
tified five areas that will be highlighted in the first wave
of construction. They include: oxygen, mechanical ven-
tilation, legends and leaders, aerosol therapy, and history
of associations/agencies. Not a bad start, but that is only

of the then current workforce would be
retirement age and that in another 10
years 60% of the 2009 work force would be in that cate-
gory. As this large contingent of RTs get ready to “hang
up their hats,” this is yet another way to support this liv-
ing history museum and forever memorialize their ef-
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forts. I can’t think of a better way to support the
construction of the museum and at the same time
give back to the profession in a way that memorial-
izes all who were associated with it. I urge you to
check out our website, buy a virtual brick, and be
part of our museum.

Preparing for the future

In early April, a team of Political Action Contact
Team members descend on Washington, DC, for our
annual Hill Day event. As in past years, we will have
representation from our state affiliates along with
patients and industry partners who will be there to
support our efforts to secure more support for H.R.
2619. This bill, once it becomes law, will allow Reg-
istered Respiratory Therapists with a bachelor’s de-
gree or higher to be eligible to work in physicians
practices and provide disease management to pa-
tients and families.

This important legislation would amend
Medicare Part B to add coverage of pulmonary self-
management education and training services when
furnished by qualified RTs in the physician practice
setting to Medicare patients who have been diag-
nosed with COPD, asthma, pulmonary hyperten-
sion, pulmonary fibrosis, and cystic fibrosis. If
enacted, this new benefit will not only enhance pa-
tient access to respiratory therapists, it will also
provide pulmonary patients who receive Medicare
with the tools they need to lead healthier lives
through self-management of their disease.

Now more than ever this bill needs to become
law, and I urge you to help us make this happen. To
learn more about this and how you can help, go to
http://capwiz.com/aarc/issues/.

Once there you will be walked through the easy
process of writing and emailing your congressional
representative and senators. Please take time to
learn more about this bill and support our profes-
sion as we become more accessible beyond the
walls of the hospital.

Honoring our past and
positioning RTs for the future

The Virtual Museum and H.R. 2619 are just two
important initiatives that the AARC is working on
today. We are a member organization and, as such,
we need member support. Both will require the sum
of the efforts of many to be successful. The Virtual
Museum honors our past, and H.R. 2619 will posi-
tion us for the future. Join us as both of these efforts
move forward. @
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Document Retention
by Anthony L. DeWitt, ID, RRT, FAARC

How do you know you're about to be sued? One good
indication may be the receipt of a letter from a lawyer
that goes something like this:

We represent Mrs. X who was a patient of yours in the ICU
on January 7, 2014. We are investigating a potential wrongful
death claim. This letter is to put you on notice that you should
suspend all document destruction policies
regarding email, documents, policies, proce-
dures, clinical protocols, and similar items

about the author...

dinary circumstances.”* The duty to preserve evidence
begins when litigation is “pending or reasonably foresee-
able.”> Thus, “[s]poliation refers to the destruction or ma-
terial alteration of evidence or to the failure to preserve
property for another’s use as evidence in pending or rea-
sonably foreseeable litigation.” Courts employ an objec-
tive standard, asking not whether the party in fact
reasonably foresaw litigation, but
whether a reasonable party in the
same factual circumstances would

of evidentiary value that were available as
of this date.

Usually the letter is sent by certified
mail so that an attorney can later prove
in court that it was received and who
received it.

A document retention letter is de-
signed to serve notice on potential de-
fendants that if they destroy emails,
documents, policies, or procedures after
receipt of the letter that they may face
court sanctions for “spoliation of evi-
dence.” Those sanctions can be as se-
vere as making the defendant pay legal
fees, to an instruction that a particular
defendant is negligent.

Courts do, indeed, from time to time
sanction companies when they destroy
evidence. In Micron v. Rambus, the Fed-
eral Circuit Court of Appeals dealt with \
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and numerous legal

journal articles. This
article is not a substitute

for legal advice. J

have reasonably foreseen litigation. If
that makes your head spin, the simple
translation is this: If a reasonable per-
son in your position would know that
a lawsuit is likely, then it is not a good
idea to destroy records (and that in-
cludes policies and procedures).

Sweet v. Sisters of Providence

In at least one case from Alaska,
spoliation had the effect of turning the
normal principles of proof (that the
plaintiff had to prove the case) inside
out. In “Sweet v. Sisters of Providence”
in Washington, an infant with a local-
ized infection was admitted to the hos-
pital and over the course of the first
night began to experience “stiffening
spells,” which apparently both the
nurses and the physician regarded as
seizures. IV antibiotics were haphaz-

a claim that Rambus — a company that

engaged in “shredding days” — had pur-

posefully deleted evidence that was needed in litigation.
The U.S. Supreme Court has noted that document re-

tention policies are sometimes created “to keep certain

information from getting into the hands of others” but

has also said that it is not wrong for an employee “to

comply with a valid document retention policy under or-
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ardly administered by nursing because

the nurses had a hard time keeping an

IV line open. At 1:00 a.m. the child “crashed,” coded, and

even though this “crash” was addressed quickly, the in-
fant suffered severe brain damage.

When the child was in the neonatal ICU — indeed,

during the child’s entire hospitalization — the records of

the nursing notes during the critical period prior to the



“crash” were in the chart. After litigation was filed, the
records of the nursing notes for the evening when the
crash occurred went missing. They were never found.

It is not uncommon for a client to think that if they
remove the evidence of their own negligence that there
will be no “hangman’s noose” crafted from it. All too
often, however, the omission of documents that should
be in the file points the finger of guilt directly at the par-
ties accused. Worse, it cannot be explained to a jury.

As is common in tort litigation, when the hospital
could not produce the missing records, the judge told the
jury that there was a presumption that the missing
records would indicate that the hospital was negligent;
but that was as far as the judge went. He did not tell the
jury that they could presume that the negligence of the
hospital caused the brain damage — a subject about
which the experts disagreed. The plaintiffs appealed to
the Alaska Supreme Court.

The Alaska Supreme Court let providers everywhere
know that destruction of records would not be tolerated
when it said:

As discussed above, Judge Shortell shifted the burden of
proof to Providence on the issues of its duty and breach on the
Sweets’ medical negligence claim. However, the court refused to
shift the burden of proof as to causation. The burden remained
on the Sweets to establish that medical negligence was the
legal cause of Jacob’s injuries. The Sweets argue that Provi-
dence should have borne the burden of proving that Jacob’s in-
juries were not caused by the hospital’s negligence. We agree.

Just as the missing records may have impaired the Sweets’
ability to prove medical negligence, they would in the same way
impair the Sweets’ ability to prove a causal connection between

General Counsel

any negligence and Jacob’s injuries. It is for this very reason
that a number of courts in other jurisdictions have created a
rebuttable presumption shifting the burden of persuasion to a
health care provider who negligently alters or loses medical
records relevant to a malpractice claim.

The Court then went on to cite a number of cases
where courts had imposed sanctions for missing records.
It then concluded:

Applying these observations to the present case, we hold
that the trial court should have adopted a rebuttable pre-
sumption that Providence was medically negligent in treating
Jacob and that this negligence legally caused Jacob’s injuries,
absent a jury finding that Providence’s failure to maintain
Jacob’s records was excused.

Always secure your records

The Sweet case is important because it underscores
the need to keep records safe and secure and to always
ensure that records do not go missing in the mistaken
belief that a case cannot be defended. It is always easier
to explain the truth than try to manufacture an explana-
tion for a lie, and that’s what missing records are: they're
a lie. If the records existed at one point but do not exist
now, it’s like a written confession that you deviated from
the standard of care. Trust your lawyer. She can explain
bad documentation — she can’t explain no documenta-
tion! m
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underscores the need to keep records safe
and secure and to always ensure that
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belief that a case cannot be defended.
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Government Advocacy

Hill Day 2014

by Cheryl West, MHA

In just a few weeks the 15th annual respiratory therapy
Capitol Hill Lobby Day (“Hill Day”) will once again take place
in Washington, DC. This joint AARC and state respiratory
care societies event sends to DC well over 100 respiratory
therapists who have made the long-term commitment to
be their state’s Political Advocacy Contact Team (PACT) rep-
resentatives. These RT PACT representatives are appointed
by their state society leadership and have volunteered to be
the “point persons” and lead contacts for federal and state
health policy issues impacting the pro-
fession and pulmonary patients. For the
2014 Capitol Hill Lobby Day, PACT repre-

about the author...

quests to a congressional office. We’re pretty proud of the
fact that for the 2013 Hill Day we had over 322 confirmed
meetings, and we’re right on track for the same number
this year. Your PACT representatives are armed with fact
sheets and supporting documents that make the case for
supporting H.R. 2619. The background information shows
why passing this bill fits seamlessly into the new direc-
tion health care services are taking: reducing excess hos-
pital readmissions, improving care transitions, and
lowering costs. Respiratory therapists
are perfectly aligned to provide all of
these as long as outdated Medicare

sentatives will meet with their members
of Congress to garner support for H.R.
2619, the Medicare Respiratory Therapist
Access Act.

When enacted, H.R. 2619 will change
the Medicare law to permit qualified
respiratory therapists to provide self-
management and education services in
a physician’s office to Medicare pul-
monary patients. In addition to making
it easier for physicians to hire RTs to
provide in-office self-management and
education services to pulmonary pa-
tients during their physician visits, the
bill will increase the recognition of res- K

Cheryl West, MHA, serves
as director of government
affairs for the AARC.

provisions can be revised to permit RTs
to do so.

Other team members

Your RTs will not be going up to Capi-
tol Hill alone to deliver this important
message. We've been most fortunate to
partner with pulmonary patient organi-
zations, most recently from the COPD
Foundation. Typically we have over 20
patient advocates who have joined us on
our Hill Day. We welcome support and
participation from other patient organi-
zations as well, including the Allergy &
j Asthma Network Mothers of Asthmatics

piratory therapists in the Medicare
statute — a significant step forward for
all RTs whether working in a physician’s office or not.

It is important to emphasize that your PACT repre-
sentatives going to Washington don’t just make “cold
calls” on Congress members (i.e., dropping by congres-
sional offices and hoping there will be someone available
to discuss our issues). For our Hill Day, every visit the RTs
make is for a scheduled and confirmed meeting. Before
coming to DC, your PACT representatives personally set
up the meetings — which is not an easy task, often re-
quiring dogged and persistent multiple contacts and re-
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(AANMA), the Alpha-1 Foundation, and

the Pulmonary Hypertension Associa-
tion. Plus, some state respiratory therapy societies have
found the resources to sponsor a patient advocate from
their state to accompany their own state PACT represen-
tatives.

In addition, over the last several years, regional respi-
ratory therapy societies have arranged to have RT students
from respiratory education programs around the Wash-
ington metro area to attend Hill Day. (It should also be
noted that last year both the New York and Pennsylvania
societies joined in and brought in a student RT as well.)



The AARC Virtual Lobby Week webpage
(www.aarc.org/advocacy/lobby_week/)

makes it easy to email your members of

Congress and encourage them to
support H.R. 2619.

We can'’t think of a better way to showcase to our fu-
ture therapists the respiratory care profession and the
value of the AARC and RC state societies than to have
students see firsthand what the profession is doing (be-
yond the “clinical” aspect) not only for them but for the
patients that they will serve one day.

Virtual Lobby Week

As much as your PACT representatives do in preparing
and delivering the message to members of Congress,
they cannot do it alone. You, too, can provide a huge
boost to the impact of the message your RT PACT repre-
sentatives will be delivering to members of Congress on
Hill Day. The AARC has set up a Virtual Lobby Week web-
page (www.aarc.org/advocacy/lobby_week/) that makes
it easy for you and other supporters to email your mem-
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bers of Congress and let them know that you want them
to support the issue the RTs will be delivering March 21
through April 2 — that you want them to support H.R.
2619. In 2013, using our Virtual Lobby Week site, we had
over 10,000 email messages delivered to members of
Congress by the time the PACT representatives got to
Capitol Hill. With your help, we can exceed that this year.

The Virtual Lobby Week page explains what the legis-
lation is all about and provides a simple link to our Capi-
tol Connection page where respiratory therapists, RT
students, pulmonary patients, physicians, etc., can send
an editable email to their House of Representatives
member and their two senators. As this is an election
year, you will find that members of Congress who are up
for re-election (the full House of Representatives and
one-third of the Senate) tend to listen to their con-
stituents a bit more closely than in other years.

Follow the AARC’s main webpage (www.AARC.org) to
keep up with the latest developments on our Hill Day ef-
forts. Furthermore, please gather your colleagues, pa-
tients, friends, family, and respiratory therapy supporters
and use the Virtual Lobby Week feature to send out mes-
sages of support to Congress. Your voices will increase
the impact of the message your RT PACT representative
will be delivering in person to Congress on April 1. @
At
o
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The View From Here

Pulmonary Rehabilitation:
Helping One Patient at a Time

by Lynda Ferris, MS, RRT, CPFT, AE-C

If at first you don’t succeed, try again! This phrase cer-
tainly applies to Laurie Trifeletti, a proud recent graduate
of Rome Memorial Hospital’s pulmonary rehabilitation
program in Rome, NY. Her story is proof that determina-
tion and a positive attitude can help overcome obstacles
that may have prevented successful completion of the
program the first time around.

Laurie was first diagnosed with COPD in 2000 when
she was still in her 40s and working. She had started
smoking at the age of 15 and by the time of her diagno-
sis was smoking up to two packs a day.
By 2001, she was unable to work any
longer, and by 2011, she was on oxy-

about the author...

After a few more health setbacks, Laurie was finally
able to start the program in March 2013. She arrived to
her first appointment in a wheelchair because she felt
too weak and short of breath to walk much distance.
However, this time Laurie had an added incentive for
completing the program. Her daughter Dawn, after 16
years of trying to get pregnant, had just announced that
she was expecting a baby in the fall. Laurie wasn’t sure
she would be able to make the trip to her daughter’s
home in New Jersey when the baby arrived, but she was
determined to try.

“At my first session I was full of self-
doubt and fear, along with feeling a

gen.

Originally referred to the pul-
monary rehab program shortly after it
started in the summer of 2008, Laurie
was only able to attend seven sessions
due to other health issues, including a
history of fibromyalgia, degenerative

Lynda Ferris, MS, RRT,
CPFT, is the coordinator
of the pulmonary
rehabilitation program
at Rome Memorial
Hospital in Rome, NY.

great deal of hopelessness,” Laurie said.
“By the end of that first session, I felt
much better. The program'’s therapists
are such compassionate and caring peo-
ple. I felt like a weight was lifted off my
shoulders. Even though I had many
needs, I had more hope that I was going

disk disease in her back, anxiety disor-
der, severe adrenal insufficiency, and
pancreatic disease.

Hospitalized at least twice a year for her COPD, Laurie
became increasingly frustrated by her situation. She
wanted to return to the rehabilitation program but did
not feel that she could get through it because she was al-
most completely bedridden.

Finally, in September 2012 she asked her physician to
again refer her to the rehab program. Although she was
anxious to return, problems from other health issues
again prevented her from starting.

Laurie was admitted to Rome Memorial Hospital in
January 2013 and spent more than two weeks there for
an exacerbation of her COPD. During her hospitalization,
therapists from the pulmonary rehab program visited her
and discussed her concerns about returning to the pro-
gram. She explained that she had anxiety about attend-
ing an outpatient program three days a week, but the
therapists assured her that the program could be started
very slowly and increased as she improved.
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to get better.”

Because Laurie had been mostly
bedridden for many years, her initial exercise capacity
was very low. At her first session, she was encouraged to
try using a walker with wheels and a seat instead of a
wheelchair when coming to the program. She was also
advised to walk slowly and take as many rests as needed
on her way in to exercise. She found she was able to walk
with much greater confidence using the walker, since she
had something to hold onto and support her upper body
while walking. She was able to place her oxygen tank in
the basket attached to the walker, which lightened her
load, and knowing that she could stop at any point and
sit in the attached seat helped lessen her fear of having
to stop because of shortness of breath.

Laurie started coming to the program two days a week;
but as her confidence grew, she decided she could attend
three days. By the time she graduated, she no longer
needed the walker or any type of assistance when coming
to the program. Once she completed the program, she en-
rolled in the optional maintenance portion and continues



to attend on a regular
basis. “The pulmonary
rehab program is inspi-
rational and uses a ho-
listic approach that
helped me greatly,”
Laurie says. “Not only
does the program in-
clude physical exercise,
I also learned tech-
niques for controlling
my breathing, was
given a wonderful edu-
cation on COPD, and re-
ceived  consultations
with other specialty
caregivers tailored to my
needs. Every patient has
different needs and
goals, and the program
takes that into consideration.”

All patients enrolled in the pulmonary rehab program
are asked to set personal goals to work toward during the
program. In addition to being able to travel to see her new
grandchild, Laurie’s goals included being able to cook a
meal, go to the grocery store, increase her strength and
endurance, and decrease anxiety. As she slowly pro-
gressed in the program, her confidence grew. She started
venturing out of the house more frequently and proudly
told of taking a walk outside with her husband and dogs
for the first time in years.

“I'm thrilled to say I can now cook a meal for my
hubby and me, walk the entire supermarket, and so
much more, without being in a wheelchair or using a
walker,” she reports. “My husband is thrilled and so
proud of me.” With each goal she achieves, Laurie sets
new ones. She was aiming for her trip to New Jersey to be
at the end of October when her grandchild was due, but
she was feeling so good she decided to make the trip in
September to attend her daughter’s baby shower. It was
a good thing that she had worked so hard in pulmonary
rehab too because the same day she got home, they re-
ceived a call that Dawn was in labor. The couple turned
right around and made the five and a half hour trip back
to be there for little Joey’s birth, the Trifeletti’s first grand-
child. Although he was born about a month early, Joey is
doing just fine and Laurie couldn’t be prouder. “He is
such a little miracle, and he is just the most beautiful
baby,” Laurie said. “And I am not just saying that because
I am his grandmother. Everyone thinks so.” She now has
a portable concentrator and is becoming a seasoned trav-

The View from Here

“I had been housebound and
isolated for many years without
much socialization, and | really am
grateful to be able to be sociable
once again. It has been quite a
journey and a lifesaver for me.”

— Laurie Trifeletti

eler to see her grandson, most recently spending time
with him during the holidays. One of her next goals is to
resume driving (something she has not done in seven
years) so that she can become even more independent.

Laurie is very grateful to the respiratory therapists in
the pulmonary rehab program. “They have been so good
to me and helped me so much,” she says. “I cannot say
enough about the benefits of the pulmonary rehabilita-
tion or even find the words to express how joyful and
thankful I am for this wonderful program. I am so grate-
ful to have been able to complete the program.I had been
housebound and isolated for many years without much
socialization, and I really am grateful to be able to be so-
ciable once again. It has been quite a journey and a life-
saver for me.” M
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The free
clinic is housed
in space leased

from a local
high school.

by Debbie Bunch Despite the access to health insurance created by the
Affordable Care Act, millions of Americans are still
going without health care. The only price they can

afford is free, and Florida RTs are helping them find it.
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Back in January of 2012, Florida Hospital’s adminis-
trative director of respiratory care, Edward Fluker, MBA,
RRT, sat down with their director of the respiratory care
department, Thomas Berlin, DHSc, RRT, to come up with
a multi-part plan to help respiratory therapists better
care for their patients after discharge from the hospital.

On the agenda: a respiratory case manager position
to assess inpatients for their discharge needs, expansion
of the pulmonary rehabilitation program, and respiratory
care visits in the home — all topics being discussed in
other RT departments across the nation. However, these
AARC members took it one step further by considering
the development of an outpatient clinic where under-
served post-discharge patients could be seen by a respi-
ratory therapist and nurse practitioner within just a few
days of discharge.

The reasoning behind the clinic was simple: Too many
patients were leaving the hospital with prescriptions for
medications they could not afford, with the upshot being
a greater likelihood of return emergency department (ED)
visits and readmissions. Thanks to their vision — and the
unprecedented willingness of nearly a third of the 300+
RTs who work at the Orlando-based hospital to volun-
teer their services — the Apopka Community Lung Clinic
opened in July of last year.

Acquiring grant dollars

Fluker and Dr. Berlin got the ball rolling by contacting
an organization in the Orlando area called the Commu-
nity Health Impact Council. The organization provides
seed money for ideas deemed to be of great benefit to the
community; and after a second proposal, the free clinic
was approved for grant dollars. “Getting the grant dollars
was the first of several barriers,” says Fluker. “Next was
finding space that was suitable and affordable.” He and
Dr. Berlin began searching for a location; and six months
later struck a deal with Apopka High School for a rea-
sonably priced space. In the meantime, Fluker also began

Cover Story

Edward Fluker and Sherri Ferguson, ARNP,
at Apopka Community Lung Clinic.

the groundwork that would have to be completed in
order to use RT volunteers to deliver services.

“I took us through the process of partnering with the
Florida Department of Health to secure protection under
the state’s Sovereign Immunity Statute for our clinic,
which is essential to provide liability protection for vol-
unteer health care workers,” he explains. While the clinic
would be open just one night a week to start, Fluker knew
he would need a healthy list of therapists willing to do-
nate their time in order to ensure adequate staffing.

He had nothing to worry about on that score. “I am
blessed to be associated with a team of over 300 very ded-
icated respiratory therapists at the eight Florida Hospital
campuses in the Orlando area, and already 105 have be-
come clinic volunteers,” he says. Nearly 100 non-clinical
volunteers have also been recruited to serve as inter-
preters and help with office functions; and two part-time
ARNPs (advanced registered nurse practitioners) who
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Volunteers Elisa Gonzalez, RRT, and Ed Fluker see
patients at the clinic.

work under the guidance of the department’s medical di-
rector, Jorge Hernandez, MD, round out the roster.

Daily report

Before opening day on July 22, 2013, Fluker and his col-
leagues provided multiple training sessions for the vol-
unteer staff to ensure everyone was up to speed on clinic
operations; and they also held several practice clinic
nights, using test patients to ensure everything would
run smoothly once real patients began coming in. “Be-
tween July 22 and December 17 we saw 85 patients,” says
Fluker. “The majority were post-discharge patients, but
we also saw walk-up patients from the community.”

He identifies patients who can benefit from the clinic
by working closely with case managers at the hospital. “I
receive a daily report of all inpatients who are uninsured
with a pulmonary diagnosis who live within 19 targeted
zip codes that are within a reasonable distance to the
clinic,” he says. “I provide the daily report to case man-
agement, and they visit the patient and provide infor-
mation on the clinic.” He has also met with case
managers from other facilities, and they are now refer-
ring their underserved patients to the clinic as well.

In addition, AARC member Kathy Cirilo, RRT, RN, vol-
unteers her time to meet with patients at the hospital
who qualify for clinic referrals to share with them how
the clinic can help and make appointments for them be-
fore they are discharged.

Thanks to the work of this team in spreading the
word about the clinic, plus the increased need that oc-
curred with the advent of the winter season, attendance
at the clinic picked up; and by the first of the year,
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Fluker was ready to expand clinic serv-
ices to encompass a second night of the
week.

Partnership pays off

RTs who volunteer their time at the
clinic provide an extensive list of serv-
ices. The visit begins with an initial as-
sessment of the patient that includes
vital signs and a health history. RTs per-
form spirometry, provide aerosolized
nebulizer treatments as needed, and ed-
ucate patients on the use of their in-
haled medication devices. Since one of
the biggest reasons for starting the clinic
was to ensure patients would have greater access to the
medications they need to treat their conditions, Fluker
has also worked closely with GlaxoSmithKline (GSK) to
provide medications free of charge. “From July 22
through the end of the year, we were able to connect pa-
tients with over $160,000 in meds at no cost to them,
specifically Advair® and Ventolin® HFA,” he says. “With
GSK providing these expensive meds, we can then bet-
ter use our grant dollars for other meds and needs the
patients may have, such as nebulizer compressors and
oxygen concentrators.”

Fluker says the full year of medications provided to
patients through the arrangement with GSK gives them
a good chance of really getting a handle on their respira-
tory conditions. “When we follow up with the patient in
two weeks, we almost always see a remarkable change.”
Feedback from patients themselves has been over-
whelmingly positive. Fluker recalls one Spanish-speak-
ing woman who stopped at the door on her way out one
evening and expressed her gratitude in her native lan-
guage. “Our interpreter that night told us she said the
clinic was like a gift from God.”

I View a video of Apopka
Community Lung Clinic here:
www.youtube.com/
watch?v=K5b5fnviZ34
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Volunteers Daniel Ward, RRT, and Selina Richardson, RRT, go the
“extra mile” for patients.

Outcomes back up those senti-

ments. Fluker says he’s been tracking
readmissions for post-discharge pa-
tients seen at the clinic, particularly
30-day readmissions; and in the first
four months of clinic operation, only
two of 51 patients were readmitted.
“During 2012, 21.2% of our COPD dis-
charges were readmitted within 30
days,” says the manager. “Though
this sample of 51 patients is small, it
represents a readmission rate of only
4%, which is well below the 21.2%
readmission rate that we had previ-
ously seen.”

Going the extra mile

While the free clinic is only officially open a couple
nights a week, Fluker and his colleagues have gone above
and beyond to help patients who could not make it to the
location on the given nights. One 62-year-old man who
was in remission from lung cancer and also suffered
from COPD, for example, could not find transportation,
so Fluker and one of the nurse practitioners agreed to
meet him at the clinic on another night. “He only had
four puffs of albuterol left in his inhaler and had a bag
with at least eight different empty containers of sample
medications,” says Fluker. “He could not get the medica-
tions he needed anywhere because, although he had
Medicaid, he could not afford his monthly share of the
cost.”

They gave him an aerosol treat-
ment at the clinic, and then Fluker
called GSK and was able to qualify
the patient for a year’s worth of Ad-
vair and Ventolin MDIs, free of
charge. The prescriptions were ready
for him to pick up at a nearby phar-
macy as soon as he left the clinic. “If
we had not seen him at the clinic
that night, his only alternative would
have been to go to the Florida Hospi-
tal Apopka emergency department,”
says Fluker. “He still would have been
discharged with prescriptions that he
would not have been able to fill.”

Services are expanding

Now that he’s gotten a handle on providing free med-
ication to clinic patients, Fluker is expanding the opera-
tion to include disease management and pulmonary
rehabilitation as well. The grant received has allowed
him to start a pulmonary rehabilitation program at
Florida Hospital Apopka that provides free pulmonary re-
habilitation to the clinic patients who qualify based on
spirometry results, explains Fluker. The RT-run program,
which kicked off in January, is also open to any patient in
the community referred by a local physician, with pay-
ment based on income and insurance coverage. “Because
our time is limited with our patients at the clinic, the pul-
monary rehab program is providing us the real opportu-
nity to perform disease management beyond the

Volunteers Kathy Cirilo, RRT, RN, and Neysa Miller, RRT,
volunteer their time to serve the underserved.
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Volunteers Talyna Garcia, RRT, and Michael Carter, RRT, RN,
provide disease management.

education we are able to provide at the clinic,” says the
manager.

Fluker and his colleagues are also looking at how they
can incorporate asthma action plans into the clinic serv-
ices, though he admits they are facing some barriers on
that front, such as time available to spend with each pa-
tient during the clinic visit, cost of the peak flow meters
they would need, and difficulty in following up with pa-
tients. “We schedule return visits for most patients but
have many no shows,” he says. He is hopeful that the new
pulmonary rehabilitation program will facilitate follow
up but notes that not all asthma patients will be taking
part in the program.

However, clinic patients are getting a chance to get
some help with their smoking addictions. “We started a
smoking-cessation program based on the American Lung
Association’s Freedom from Smoking curriculum in Feb-
ruary,” says Fluker. The eight-week program is being led
by RTs, and patients are encouraged to sign up during
their clinic visit. Like the other services provided by the
clinic, the smoking-cessation program is offered at no
cost to clinic patients.

Ongoing need

The Apopka Community Lung Clinic has already come
a long way since it opened last July, and Ed Fluker has big
plans for the enterprise going forward, too. Noting that
the need in Florida is not likely to subside even under the
Affordable Care Act (Florida was one of several states that
opted not to expand its Medicaid program, thus forgoing
billions of dollars in federal assistance), he wants to even-
tually open other locations as well. “Our grant dollars will
run through the winter of 2015, but it is our intention to
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gain the support of our hospital based on
our outcomes to not only continue this
clinic but to expand it to two additional
locations within the central Florida area,”
he says. By continuing to collect read-
mission outcomes on post-discharge
and walk-in patients alike, Fluker be-
lieves he can provide the data needed to
convince hospital executives.

“My plan is to demonstrate how inex-
pensively we can operate this clinic and
the benefit to the community — both in
the health benefits provided and the re-
duction of hospital resources that these
patients will require, such as ED visits
and readmissions,” says the manager.
“My prayer would be that someday free clinics like this
would not be needed, but we are nowhere close to that
yet” W

Two for the “Price” of One

Why would the woman pictured at the Apopka
Community Lung Clinic along with AARC member
Edward Fluker, MBA, RRT, on this month’s cover be
wearing hospital bracelets? According to Fluker,
she came to the clinic directly from the hospital.

“Her mother picked her up at discharge from
Florida Hospital Orlando and drove her straight to
our clinic after an eight-day admission,” says the
administrative director of respiratory care. “She
had been intubated at our ED in a near fatal
asthma incident and had been on a ventilator.” He
and his colleagues were able to provide her with
the medications she needed without even missing
a dose following discharge.

They were able to help her mom as well. “While
the woman was being seen... I noticed that her
mother, who was sitting in our waiting room, ap-
peared very short of breath,” he says. “In talking to
her, I discovered she had been discharged herself
three weeks earlier with emphysema, could not
afford her medications, and was not doing well.”

The free clinic staff stepped in again to evalu-
ate her, then get her set up for a year with Advair
and Ventolin. ®
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groups so you can select similar departments or investigate
what differences exist. METRICS ARE UPDATED BY THE 15TH OF EACH MONTH.

+ Once you learn there is some variation in your performance -
finding out why is a click away or you can email the respiratory
care “consultants” within the group.

RENEWALS ARE OFFERED EXCLUSIVE PRICING AT $395

ONE-YEAR 6-MONTH
SUBSCRIPTION SUBSCRIPTION

Nonmember Price: $600 Nonmember Price: $350
AARC MEMBER PRICE: $500 AARC MEMBER PRICE: $300
Member savings $100 Member savings $50

Cost Effective Internal System Benchmarking:
Add any hospital within your healthcare system for only $199 more.

“The impact of this tool has opened for us great opportunities to utilize our resources to improve

patient care and respiratory care practice”

— Mohammed AlHejji, MSRC RRT NPS CCT
Head of Respiratory General Care Section
King Fahad Medical City, Saudi Arabia, Riyadh



OPEN FORUM

New format for 2014 offers three
ways to share original research

While the AARC Program Committee met in Every year hundreds of researchers
February to develop plans for Congress — veteran and novice alike — flock
2014, the RESPIRATORY CARE staff were busy
in their own right finalizing changes to the

RESPIRATORY CARE OPEN FORUM that will offer

to the AARC International Respiratory
Convention and Exhibition to present
their findings in the RespIRATORY CARE

OpeN ForuM. Armed with results

some interesting new ways to present and on bread-and-butter issues in respira-
experience research. Attendees at this year’s  tory care ranging from aerosol
AARC Congress in Las Vegas will be able to therapy, to mechanical ventilation, to
pick and choose between Editors’ Choice, neonatal and pediatric care, to educa-

. . tion and management, and eve
Poster Discussions, and Posters as they make J v

their way through the Open ForRuMm.

other mode of practice in our profes-
sion, they have been allotted two to
three minutes to deliver a summary
about their poster and then take

questions from the audience.
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OPEN FORUM

This year’s OpeN ForumM, coming up at AARC Congress 2014
In Las Vegas, Dec. 9-1 2, will add two additional formats for researchers to

present the results of their investigations. RespIrRATORY CARE Editor in Chief Dean R. Hess, PhD,

RRT, FAARC, and Managing Editor Ray Masferrer, RRT, FAARC, explain the changes in this Q&A.

For the last 20 years or so,
the OPEN FORUM has been
using the poster discussion

format only. What prompted
the decision for changes
in 2014?

Dr. Dean Hess: Early in its
history, all abstracts were slide
presentations. More than 25
years ago, when | first presented
at the OpeN ForumM, some
abstracts were slide presenta-
tions and others were posters.

Ray Masferrer: To follow-up
on Dean’s comment, our format
this year captures the best of
what we have done over the
years — slide presentations,
poster discussions, and poster
presentations. We have attended
sessions at other professional
meetings that have also
informed the possibility of improving the way
that we manage the Open Forum. The changes
for 2014 reflect the feedback we have
gotten at the AARC Congress and what other
societies are currently doing. We feel certain
the changes in the 2014 Open Forum will
result in greater participation by researchers
and attendees.

The new OPEN FORUM will
offer three formats for

presentations. Explain a little
more about each of these.

Dr. Hess: The three categories are Editors’

Choice, Poster Discussions, and Posters. Authors

in the select group of Editors’ Choice will
prepare a poster for prominent display during
the first two days of the Congress. On the third
day of the Congress, each Editors’ Choice
presenter will give a 10-minute slide presenta-
tion, followed by 10 minutes of audience
questions and discussion.

Masferrer: Authors in the Poster Discussion
group will prepare a poster of their work to be
presented in a session grouped by topic. This is
exactly the same as the sessions that have

occurred in the recent past. A brief oral presen-

tation and audience questions and discussion
allow presenters to expand on the work
featured on the poster. The majority of
accepted abstracts will fall into this category.

Dr. Hess: For the Poster category, authors
will prepare a poster to be displayed during
Exhibit Hall hours on an assigned day. Presen-
ters are required to stand beside their posters
between 12 noon and 1 p.m. that day to
discuss their work with Congress attendees.

Deadline
Approaching!
The deadline for
submitting abstracts
for consideration for
the 2014 RESPIRATORY
CARE OPEN FORUM is
June 1. All abstracts
should be submitted
online at
http://aarc2014.
abstractcentral.com.
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OPEN FORUM

From the descriptions of the
three categories, it looks like you
are assigning more weight to

some abstracts than others. How
will you decide which abstract is
assigned to which category?

Dr. Hess: At the time of submission, authors can
request that their abstract be considered only for the
Poster category. It remains to be seen, but | would not be
surprised if many authors will select that option. First-
time presenters often experience considerable anxiety
about the abstract presentation. This format might be
less intimidating, especially for first-time presenters.

Masferrer: Al Open Forum abstracts are peer-reviewed

by at least five reviewers. The results of the peer-review

process will help decide which abstracts are assigned

to each category. This process determines the final

decisions about which abstracts are accepted and,
as the name implies, those that are selected for

Editors’ Choice.

April 2014

Will the introduction of these
three categories mean more

people will end up having
their abstracts accepted?

Dr. Hess: Abstracts are accepted based on
their merit, and that will not change. However,
these three categories will provide some flexibil-
ity on how abstracts are presented. In recent
years, some of the sessions have become
crowded with presenters, which diluted the
ability of all authors to discuss their work in the
allotted time.

Masferrer: we feel confident that the new
Oren Forum formats should result in more submis-
sions, higher acceptance of abstracts, a better
learning experience for novice researchers, and
more attendees at the AARC Congress. This has
been the case at other medical society meetings,
and we see no reason for us not to duplicate
those results.



OPEN FORUM

What will the new format for the OpEN
FORUM mean to people who attend the

C > How do you believe it will
ongress: How do you believe 1tiwl How do you believe having

these three different
categories - or levels of

facilitate their abilty to learn more
about the scientific evidence presented

h h ?
LIS presentation - will help build

the OPEN FORUM for the future?

Dr. Hess: We expect this to enhance the experience of the
Congress attendees. Because the new Poster Discussion sessions
may be less crowded than in recent years, it will allow more inter-
action with the authors. The Posters are beneficial because atten-
dees can study the posters at their leisure.

Dr. Hess: we expect that this could
make the Open ForRum more inviting
for presenters. For the first-time
presenter, there is the opportunity to
present one’s abstract in a less intimi-
dating format. For the seasoned

Masferrer: The Editors’ Choice presentations will allow review-
ers and attendees to recognize those abstracts that reflect the

most important science and have high potential for translation
into practice. As an attendee of the Congress myself, | look for
variety; and the variety of the Open Forum should enhance the
experience of every attendee.

investigator, there is the opportunity
to have one’s work recognized as an
Editors’ Choice presentation.

OPEN FORUM authors are asked to comply with
specific guidelines to avoid conflict of interest,
similar to authors of manuscripts submitted to

RESPIRATORY CARE. Will these guidelines also apply
to the new formats in the OPEN FORUM?

Dr. Hess: indeed, as in RespiRATORY
CaRg, abstracts submitted by industry
or their representatives will not be
considered. All authors must disclose
industry relationships for the previous
two years. Abstracts will not be
accepted if ghost written or if the
study was conducted solely by indus-
try employees.

ties to commercial entities related to
products, services, or other aspects of
the abstract, either at the time of
submission or previously. We do not
consider such potential conflicts of
interest to be unethical. However,
failure to disclose such potential
conflicts is unethical. For more
information on what constitutes a

RESPIRATORY CARE
Assistant Editor Sara
Moore, BA, contributed
to this article. As the
logistical onsite and
support person, she
provides help to
researchers interested
in presenting their
work at the OPEN
FORUM. All abstracts
should be submitted

conflict of interest, see the informa- online at
Masferrer: it is expected that some  tion for authors on our website, http://aarc2014.
authors will have financial and other ~ Www.rcjournal.com. M abstractcentral.com
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COPD Foundation

Back in 2004, most people had no
idea what “COPD” even was. Thanks
to John Walsh and his fellow patients,
today many of them do.

Celebrating a Decade of

by Debbie Bunch

44 AARC Times

Patient Advocacy

The COPD Foundation marks its 10th anniversary

Ten years ago, COPD was barely on the
radar screen of policymakers, and the gen-
eral public knew even less about the condi-
tion. Over the past decade, COPD has gained
a lot of respect, not only from health care
providers but also from Congress and others
in charge of making decisions that impact
people with the condition.

The AARC has always played a role in
championing early diagnosis and treatment
for the disease and continues to help it earn
the respect it deserves. AARC Executive Di-
rector and Chief Executive Officer Thomas J.
Kallstrom, MBA, RRT, FAARC, is currently
leading AARC’s effort to promote vital knowl-
edge about COPD. Celebrities like Danica
Patrick and Leonard Nimoy (who recently an-
nounced that he has the disease) have also
helped raise awareness. But a lot of credit
must also go to patient-driven organizations
whose missions are to further the COPD
cause.

April 2014

The leading organization in that category
is turning 10 this year, and we thought now
would be a great time to look back at how it
formed and all that it has accomplished.

On a mission

The COPD Foundation (www.
copdfoundation.org) was born back in 2004,
brought to life by John Walsh, a successful
businessman in the telecommunications
industry — who, along with his twin
brother Fred, was diagnosed with the ge-
netic form of COPD, alpha-1 antitrypsin de-
ficiency (AATD), in 1989 when they were 40
years old. While the brothers had lost their
mother to what was then called “early
onset emphysema” when they were just 13,
like most people at the time, they knew lit-
tle or nothing about chronic lung diseases
like alpha-1 or COPD. However, unlike many
of their fellow patients, they made it their
mission to find out.
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COPD Foundation

“We immediately joined a Na-
tional Institutes of Health (NIH) Nat-
ural History Study of AATD,” says
Walsh. “We wanted to find out every-
thing there was to know about alpha-
1, and the experts had very little
information and there were no pa-
tient education materials available.”
He and Fred decided they would do
what they could to change that for
the better; and when the NIH decided
not to continue the alpha-1 research
project in 1994, they gathered some
other Alphas they had met and to-
gether formed the Alpha-1 Founda-
tion.

A few years later, Walsh was ap-
proached by COPD investigators who
asked him to apply his alpha-1 expe-
rience to the development of a na-
tionally focused organization devoted
to COPD as well. The businessman in
him knew it was the right way to go.
“It was very strategic for both alpha-1
and COPD to benefit from our alpha-
1 experience,” he says. By taking ad-
vantage of a resource-sharing
platform, operating costs would be
significantly reduced; and with
$500,000 seed money in hand, the
COPD Foundation was off and run-
ning.

AARC a key partner

Walsh describes the Foundation
as a unique hybrid “voluntary health
association” or “patient advocacy or-
ganization” that’s a true partnership
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between the patient community and
scientific and clinical community.
“Expanding and adapting on the
Alpha-1 model of establishing our
scientific credentials, building the in-
frastructure to support research, and
taking an entrepreneurial approach
to launching initiatives to accelerate
growth and respond to the actual
needs of the community built the
momentum to move from a start-up
to a maturing organization,” says the
president and founder. “Our board of
directors is comprised of an incredi-
bly committed group of individuals
who have dedicated themselves to
helping the Foundation establish
strategic relationships with govern-
ment, industry, and the global scien-
tific community.”

The AARC has been a key partner
from day one. Walsh notes that since
inception, the COPD Foundation has
recognized the critical role that respi-
ratory therapists play in early diag-
nosis: improving health outcomes,
educating the individual with COPD
about the importance of taking direct
responsibility to participate in our
care, and the value that they provide
to the broader health care system as
physician extenders, researchers, and
coaches to our patient community.
“The leadership of the AARC has set
the example of patient-centered care
and has created a collaborative envi-
ronment to work with organizations
like ours and be our allied health

“The leadership of the
AARC has set the
example of patient-
centered care and has
created a collaborative
environment to work
with organizations like
ours and be our allied
health partner in the
truest sense of the
word.”

— John Walsh



partner in the truest sense of the word,”

says Walsh.

He cites the key projects and pro-
grams the two groups have worked on
over the years as shining examples of
this collaboration:

e the Mobile Spirometry Unit, which
utilized AARC members to provide
spirometry testing at health fairs and
other events;

e the Case Finding Validation Study,
which validated the use of a risk
screener and electronic peak flow prior
to spirometry and paved the way for
the next phase funded by the National
Heart, Lung, and Blood Institute
(NHLBI); and of course,

e the DRIVE4COPD campaign, which has
screened more than 3 million people
for COPD to date.

Thomas Kallstrom serves as a mem-
ber of the COPD Foundation’s Medical
and Scientific Advisory Committee.
Many of the paid members of the Foun-
dation staff are respiratory therapists
who have been active in the AARC for
many years. In addition, Foundation
members always support the AARC’s
Capitol Hill Lobby Day by attending
our Political Advocacy Contact Team’s
annual trip to Washington, DC, to pro-
mote legislation important to respiratory
patients and the respiratory care profes-
sion.

“We view RTs as on the front lines,
focused on helping patients, and com-
mend the AARC leadership for promot-
ing the professionalism and creating an

environment of collaboration, compas-
sion, and community service,” Walsh
emphasizes.

Amazing growth

The growth experienced by the COPD
Foundation over the past 10 years has
been nothing short of amazing. In addi-
tion to its advocacy and research efforts,
the organization has developed a wealth
of educational materials for patients,
including the “COPD Big Fat Reference
Guide,” and supports a COPD Information
Line to offer patients one-on-one assis-
tance from fellow patients. Next month
the Foundation will launch its own jour-
nal as well, Chronic Obstructive Pulmonary
Disease: The Journal of the COPD Foundation.

COPD Foundation

COPD SHUTTLE:

This 20-seat, state-of-
the-art mobile motion
simulator has helped
bring COPD up close
and personal for those
who have stepped
inside, including many
AARC members at the
AARC Congress and
other events. The
Foundation estimates
more than 10,000
people have taken the
ride so far.
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COPD Foundation

The next 10 years and beyond will
allow the COPD Foundation to
reaffirm its commitment to
making a difference in the COPD
community in communities
around the world.

Other major accomplishments include:

Learn More, Breathe Better: Sponsored by the

NHLBYI, this ongoing campaign was founded in 2007 to
increase the public’s knowledge of COPD. The COPD
Foundation took the lead from the beginning, working
alongside the AARC and other groups to spread the
word about the condition so that more people could be
tested and diagnosed in the early stages of the disease.

The COPDGene Study: Initially funded by a $37 million
grant from the NIH, this study was spearheaded by the
Foundation to identify key genes other than alpha-1
that are involved in COPD so better treatments can be
developed for patients with specific genetic markers. A
successful Phase 1 project has now led to another $30
million grant to further the research.

COPD Coalition and Congressional COPD Caucus: The
Foundation played a major role in the creation of these
entities. The first brought together key organizations in-
volved in COPD advocacy, while the second is made up
of members of Congress who have pledged to support
COPD patients and COPD research through their legisla-
tive efforts.

COPD Advocacy Driver’s License: Foundation members
can watch a 30-minute video to get informed on ways
to raise COPD awareness, improve diagnosis for the
condition, and advocate for greater funding for COPD
research.
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‘COPD:

Are You At Risk?
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COPD Research Registry: This confidential database of
COPD patients and those at risk for COPD serves as a
resource for investigators around the world who are
looking for patients to include in their studies.

COPD Employer Toolkit: With this resource, companies
can learn more about COPD and help their workers find
out if they are at risk for the condition.

More to come

Clearly, the COPD Foundation has come a long way
since its inception 10 years ago. However, Walsh says
the organization isn’t ready to rest on its laurels. As he
looks to the next 10 years and beyond, he says the focus
will be on growing the COPD community and building
upon the successes to date.

“We will continue to offer resources, programs, and
educational information that will help those living with
COPD, and their friends, family, and caregivers achieve
their highest quality of life,” says Walsh. “We are proud
of the progress that we’ve made and are so grateful to
the many individuals and organizations who are also
dedicated to bringing hope to everyone affected by
COPD. The next 10 years and beyond will allow the
COPD Foundation to reaffirm our commitment to mak-
ing a difference in the COPD community in communi-
ties across the nation and around the world.” ®

COPD

FOUNDATION

www.copdfoundatses.org




Adamis
Pharmaceuticals
acquires 3M
intellectual property

Adamis Pharmaceuticals
Corporation has ac-
quired from 3M Compa-
ny and 3M Innovative
Properties Company in-
tellectual property and
assets relating to 3M’s
Taper Dry Powder In-
haler technology under
development for the
treatment of asthma and
COPD. Adamis reports it
intends to utilize the as-
sets to develop a dry-
powder inhaler device
for the treatment of
asthma and COPD to
deliver the same active
ingredients as Glaxo-
SmithKline’s Advair
Diskus®. The intellectual
property includes
patents, patent applica-
tions, and other intellec-
tual property relating to
the Taper assets.

Masimo expands
to India

Masimo is opening of-
fices across India to
meet the health de-
mands of the burgeon-
ing Indian market.
According to Jon Cole-
man, president, Masimo
Worldwide Sales, “We
have found that India is
an important market for
several reasons — the
most important is that

the penetration of high-
technology devices is
very low, a factor that
could lead to thousands
of avoidable instances of
death and illness.” The
company notes it is cur-
rently working with
India’s top medical and
nursing practitioners to
raise greater awareness
of the clinical and cost
challenges that Masimo’s
innovative technologies
can solve.

Nonin product
named a finalist

According to Nonin
Medical Inc., its 3230
Bluetooth® Smart finger
pulse oximeter was se-
lected as one of 12
finalists for the 2014
Bluetooth Breakthrough
Awards Program. The
award, which is spon-
sored by the Bluetooth
Special Interest Group
(SIQ), recognizes prod-
ucts launched in 2013
that are innovative, easy
to use, convenient, reli-
able, and have a large
market appeal. Blue-
tooth SIG reports it re-
ceived more than 200
entries.

NY city council bans
e-cigarettes

The New York City
Council has voted to
prohibit the use of elec-
tronic cigarettes in

Industry Watch

indoor public areas
where smoking regular

cigarettes is also banned.

The measure, which was
backed by Health Com-
missioner Thomas Farley
and Council Speaker
Christine Quinn, is the
latest in a series of initia-
tives by the city to curb
tobacco use.

UVA Health System
wins video award

The University of
Virginia Health System
(UVA) has been selected
as one of four winners
in the Robert Wood
Johnson Foundation
“Voices of Quality”
video contest. The con-
test aimed to highlight
how hospitals and
health care providers
use performance data
to improve quality. The
video is based on the
work of an interdiscipli-
nary UVA team — in-
cluding nurses, doctors,
respiratory therapists,
and performance im-
provement experts —
to redesign the care
toolkit for asthmatic
children. Within nine
months, 100% of chil-
dren with asthma
admitted to UVA Chil-
dren’s Hospital received
all of the treatments
and the home care plan
outlined in the toolkit.

ATS Foundation, ALA
team up to fund
research

The American Thoracic
Society Foundation and
the American Lung Asso-
ciation are co-funding an
$80,000 grant that will
support research into
the mechanisms underly-
ing Hermansky-Pudlak
syndrome (HPS), a rare
inherited disease that
affects a number of or-
gans, including the
lungs. The two-year
grant will fund research
being performed by
Souheil EI-Chemaly, MD,
MPH, assistant professor
in the division of pul-
monary and critical care
medicine and the clinical
director of the Center
for LAM Research and
Clinical Care at Brigham
and Women’s Hospital.
Understanding HPS,
which causes fibrosis of
the lungs, may acceler-
ate the discovery of ther-
apies for more common
lung diseases such as
cystic fibrosis and idio-
pathic pulmonary fibro-
Sis.

Revive Therapeutics
initiates proof-of-
concept study

According to Revive
Therapeutics Ltd., its
Phase 2a proof-of-con-
cept study of REV-001
(tianeptine) for the pre-
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Industry Watch

vention of opioid-
induced respiratory de-
pression is well under-
way. The study is being
conducted at the Leiden
University Medical Cen-
ter in The Netherlands
and is a placebo-
controlled, double-blind,
randomized, two-way
crossover trial in healthy
adult subjects. Investiga-
tors are evaluating the
effect of an oral dose of
tianeptine on alfentanil-
induced respiratory
depression and anti-
nociception.

Vital Connect
seeking FDA
approval

Vital Connect is seeking
FDA approval for its
HealthPatch MD, which
the company believes is
the next generation of
patient monitoring tech-
nology. A small, non-
obtrusive device that
looks like an adhesive
bandage, the Health-
Patch MD is the first
biosensor of its kind ca-
pable of measuring, cal-
culating, and storing
clinical grade readings of
vital signs and other
health indicators, Vital

Connect says.
HealthPatch MD can
monitor heart rate, heart
rate variability, respirato-
ry rate, body position,
etc., and use that infor-
mation to calculate sec-
ondary health indicators
such as stress, likelihood
for hospitalization, and
other parameters.

Phase 2a study of

RSV medication

Alios BioPharma Inc. has
initiated a Phase 2a
study designed to evalu-
ate the safety, pharma-
cokinetics, and antiviral
activity of multiple doses
of AL-8176 against respi-
ratory syncytial virus
(RSV) infection in a virus
challenge model. The
clinical trial follows the
successful completion of
a Phase | clinical trial on
the drug, which is an
orally delivered, struc-
turally novel anti-RSV nu-
cleoside analog being
developed as a treat-
ment for RSV in infants.

EKOS announces
study results

According to the EKOS
Corporation, results of its
Ultrasound Accelerated

The AARC Helps
You Save Money

Thrombolysis of Pul-
monary Embolism (PE)
trial, or ULTIMA, have
been published in Circu-
lation. They note the
study is the first prospec-
tive, randomized, con-
trolled trial of patients
with submassive PE
treated with either
standard-of-care intra-
venous anticoagulation
or the EKOS EkoSonic®
Endovascular System,
which uses ultrasound to
accelerate the action of
clot-dissolving drugs and
rt-PA. Patients treated
with the EKOS system
demonstrated a statisti-
cally significant reduc-
tion in right heart strain
within 24 hours with no
adverse effects from the
catheterization. Those
treated with the antico-
agulant heparin alone
showed no significant
improvement according
to EKOS.

PF Foundation
selects sites for new
program

The Pulmonary Fibrosis
Foundation (PFF) has se-
lected nine pilot sites for
its newly established
Care Center Network
and the PFF Patient Reg-
istry program. Included
in the sites are the Uni-
versity of Louisville, Uni-
versity of California San
Francisco, University of
Chicago, University of
Michigan, National Jew-

ease, we need a multi-
disciplinary approach by
teams of expert medical
professionals, we need
more data, and we need
to track the natural his-
tory of the disease,”
Daniel M. Rose, MD, CEO
and board chair of the
PFF, was quoted as say-
ing. “The PFF Care Cen-
ter Network and Patient
Registry will provide
these critical corner-
stones for improved pa-
tient care and progress
toward a cure.”

Forest Laboratories
acquires Aptalis

Forest Laboratories Inc.
reports it has entered
into a definitive agree-
ment to acquire Aptalis,
a privately held U.S.-
based specialty gastro-
intestinal (Gl) and cystic
fibrosis company.
“Aptalis is an excellent
strategic and financial fit
for Forest because of its
strong product offerings
in two therapeutic fran-
chises that are comple-
mentary to Forest — Gl
in the U.S. and Canada
and cystic fibrosis in Eu-
rope,” Forest CEO and
President Brent Saunders
was quoted as saying.

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

It only takes a few purchases
from the AARC for savings to
add up. Discover just how much
with the Member Savings
Calculator at

Vg http://www.aarc.org/
'—l A1 member_services/calculator/

ish Health, University of aarc.org. W
Pittsburgh, Vanderbilt

University, University of

Washington, and Yale

University. “To make

progress with this dis-
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AARC & State
Society Programs

April 2
Topeka, Kansas

Kansas State Society
Seminar

Contact: Suzanne Bollig,
(785) 623-5376

April 3

Ogden, Utah

Utah State Society
Seminar

Contact:

utahsrc@gmail.com,
(801) 626-7141

April 9-11
Big Sky, Montana

Annual Montana State
Respiratory Therapy
Conference

Contact: Pattie Stefans,
(406) 559-6482,
www.msrcmt.com

April 13-15
Spokane, Washington

The Respiratory Care
Society of Washington’s
41st Annual Pacific
Northwest Regional
Respiratory Care
Conference and
Scientific Assembly

Contact: Garth Arkell,
mlungs@yahoo.com;
Patti Martin,
bapjmartin82@hotmail.
COM; WWW.rcsw.org

AV

Calendar of Events

April 23-25
Baton Rouge, Louisiana

LSRC 44th Annual
Educational Meeting &
Exhibits

Contact: Raymond
Pisani, www.LSRC.net/

April 24
West Des Moines, lowa
IaSRC Lung Conference

Contact:
kimberlydkuiper@gmail
.com, (605) 595-5333

April 30 - May 2
Vail, Colorado
2014 State Conference

Contact:
www.colosrc.org

May 1-3

Scottsdale, Arizona
AARC’s and the
American Sleep &
Breathing Academy’s
Sleep & Wellness 2014:
A Conference for
Professionals

Contact:
www.americansleepand
breathingacademy.com

May 5-6

Minot, North Dakota
North Dakota Society
for Respiratory Care

Annual Spring
Convention

Contact: Cherri S.
Larson, www.ndsrc.org

May 14-15

Portland, Maine
Maine Society for
Respiratory Care’s
annual conference
Contact: Amanda S.
Albee, amandaalbee@
gmail.com,
WWW.Mmesrc.org

May 28-30

Oak Brook Terrace,
lllinois

46th Conference &
Exposition, Respiratory
Care

Contact: www.isrc.org
or Audrea Hardwicks-
Williams, (773) 827-
5855

July 15-17
(Tuesday-Thursday)

Marco Island, Florida
AARC Summer Forum

Contact AARC, (972)
243-2272, www.aarc.
org/education/
meetings

July 29
Bedford Heights, Ohio

Ohio Society for
Respiratory Care’s
State Meeting

Contact:
jgh578@aol.com

December 9-12
(Tuesday-Friday)

Las Vegas, Nevada
AARC Congress 2014

Contact AARC, (972)
243-2272, www.aarc.
org/education/
meetings

Other Meetings

May 1-2
Columbus, Ohio

5th Annual Pediatric
Asthma Conference

Contact: Nationwide
Children’s Hospital,
(614) 355-0676,
www.Nationwide
Childrens.org/courses-
conferences

May 16-21
San Diego, California

ATS 2014: Pulmonary,
Critical Care, and
Sleep Medicine

Contact:
http:/ [ conference.
thoracic.org/2014/

Submissions for the
next available issue
are due April 17.

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

AARC Times  April 2014 51



RC Currents

IN THE NEWS

AARGC Participates in
National Science Festival Drive4COPD Events

Coming Up

The AARC is proud to be The Drive4COPD initiative
an official partner of the third SCI EN CE has ramped up quickly this year.
USA Science & Engineering In partnership with PepsiCo, we
Festival, to be held April 24— &EN G I N EER I N G will be participating in 15
27 in Washington, DC. Over events across the country. We’'ll
250,000 K-12 students and E=MC? Q announce the exact times and
parents, 5,000+ teachers, % & Cgoy .; places later. If you live or work
and more than 3,000 sci- e near one of these cities, just be
£ C. r\ aware that a Drive4COPD event

ence, technology, engineer- % } *
ing, and math (STEM) %\ k ' will occur near you in 2014: San
professionals will experience . Fernando, CA; Mesquite, TX;
the largest celebration of Piscataway, NJ; Albany, NY; Las
STEM at the festival. 6 \ Vegas, NV; Baldwin Park, CA;
“We’re very excited to Aliso Viejo, CA; Buena Park, CA;
participate for the first time Denver, CO; Hayward, CA;

this year,” says Shawna Strick- Tolleson, AZ; Atlanta, GA; Stone
land, PhD, RRT-NPS, FAARC, associate executive director of educa- Mountain, GA; San Antonio, TX;
tion. “What a perfect venue for us to meet children, teens, and their and Carson, CA.
families and introduce respiratory therapists to them as health care For more information, con-
professionals and as a potential career choice.” tact Jason Moury at

The AARC will be an exhibitor alongside organizations such as moury@aarc.org. H

NASA, the National Science Foundation, Johns Hopkins University,
and the National Institutes of Health. The festival will also host sci-
ence celebrities Bill Nye the Science Guy, Mike Rowe of the Discov-
ery Channel’s “Dirty Job” series, and David Pogue of PBS’ NOVA
“ScienceNow” series. For more information about the festival, visit
www.usasciencefestival.org. B

AARC “New Members” Column Now Online

The “New Members” column can now be accessed
at www.AARC.org/new_members. Current AARC mem-
bers are encouraged to check this site on the first of each
month to view the names of individuals who have been
approved as “Active Members” of the Association. Any
current member may object to a new membership by fil-
ing a written objection with the AARC Executive Office at
info@aarc.org within 30 days. B
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COPD Foundation Launches Online Community

As key clinicians in the care of COPD patients, respira-  guidelines from the Global Initiative for Chronic Obstruc-

tory therapists are being invited to join a new online tive Lung Disease, American Thoracic Society, European
community established by the COPD Foundation Respiratory Society, American College of Physicians, and
(COPDF) to promote greater understanding of COPD American College of Chest Physicians, the card and app
treatment guidelines and give clinicians a place where provide a quick overview of diagnosis and treatment
they can network with one another about best prac- recommendations and are designed to be easy to use
tices. for busy clinicians.

The Pocket Consultant Guide Community is an off- Both are limited by their formats, however; and Scott
shoot of the Foundation’s Pocket Consultant Guide Cerreta, BS, RRT, director of education at the COPDF,
(PCG) card and mobile phone app. Based on the says that’s where the new community comes into play.

latest COPD “The PCG community brings together a cadre of lung
health professionals in a secure social collaboration
community,” he says. “Respiratory therapists, among
others, will have the opportunity to learn, share ideas,
and pick the brains of top COPD experts and physicians
in the world.” Well-recognized thought leaders in COPD
treatment and research will lead the discussion.

Cerreta urges RTs to download the PCG card and/or
app (available in the iTunes app store), and then log
on to the site (http:/[pocketconsultantguide.
copdfoundation.org) and request to become a regis-
tered user of the community. B

Educators: Help Recognize Outstanding Students

The American Respiratory Care Foundation (ARCF) is ac- fare to attend AARC Congress
cepting applications for its undergraduate and postgradu- 2014, to be held Dec. 9-12in Las
ate Education Recognition Awards now through June 15 Vegas, NV.
and is asking RC educators to help get the word out to To see all of the awards be-
their students. So check out the list of available awardsand  stowed by the ARCF every year, go
then encourage your best and brightest students to apply. to the Foundation’s Grants, Awards

The ARCF offers awards to students who are currently  and Fellowships page at www.

enrolled in accredited respiratory care educational pro- arcfoundation.orgfawards|. For
grams and to respiratory therapists who are pursuing an more information, contact April
advanced degree. Awards include registration and air- Lynch at lynch@aarc.org. @

National Health Observances

National Asthma and Allergy Air Quality Awareness Week; April World No Tobacco Day; May 31;
Awareness Month; May; Asthma 28-May 2; National Oceanic and WHO Tobacco Free Initiative;
and Allergy Foundation of America; ~ Atmospheric Administration; (301) www.who.intftobacco/wntd/en
(800) 727-8462; info@aafa.org 713-1867; www.airquality.

noaa.gov
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Alabama Member
Breaking New Ground

With nine years of experience as an EMT/
paramedic under his belt, AARC member
Darrell Fixler, RRT, EMT-P, knew his way
around an ambulance well before he ever de-
cided to expand his skill set by enrolling in
the RT program at Pickens Tech in Aurora,
CO. So it was no surprise after graduation
that he went right to work in critical care
transport at the University of Alabama at
Birmingham.

That was eight years ago, and this former
Marine has been expanding his skills ever since. Today he
serves as a firefighter-respiratory therapist for the U.S. De-
partment of Veterans Affairs Fire Department, where he’s
working closely with VA facilities in his area to develop a
new ambulance service that will transport patients from
one VA facility to another.

To top it all off, he says he’s also training to become
the first respiratory therapist on a SWAT team.

The VA-specific ambulance service has been planned for
awhile now. “Chief Jay Longerbeam had a vision that he
brought from up north from another VA hospital,” explains
Fixler. “He wanted to start an internal ambulance transport
service for VA hospitals to other VA facilities.” Fixler was en-
listed to help the VA hospital in Tuskegee write policies
governing the new service, as well as teach classes in ad-
vanced cardiac life support and cardiopulmonary resuscita-
tion, and assist with teaching intraosseous infusion to
physicians and RTs. The service is expected to be up and
running by October, if not sooner. “It will be a ground unit,
but will work with local air units — if a veteran needs to be
flown, we can get them that service.” The VA believes that
by having its own ambulance service, it can “provide
higher standards, faster service, and better customer serv-
ice to our nation’s heroes,” explains Fixler.

His involvement in the SWAT arena came about after
the VA police chief asked him to attend a SWAT training
course. The chief felt having an RT on the VA SWAT team
could be beneficial in a situation involving an active
shooter, or even in incidences occurring out in the com-
munity. He has since been asked to be a part of the U.S.
Marshals, and the Montgomery County Sheriff’s Tactical
Team is also considering his participation.

“My specific role on the tactical team is to be an oper-
ator first,” says Fixler. “I'm trained the same way a police
officer is trained. My second duty is to carry a medical

»' -
FIRE DEPARTMENT

Darrell Fixler says he is training to be the first RT on a VA SWAT team.

bag and provide medical support to the team.” Most tac-
tical teams now include MDs and RNs, but to his knowl-
edge, he is the first-ever respiratory therapist to get
involved. So far, he’s attended a week-long training
course in Anniston, AL, the only program in the country
that provides Basic SWAT and Medical Course certifica-
tions in one course, and the only one that offers Peace
Officer Standard and Training certification.

Fixler says the concept of including medical personnel
on SWAT teams is relatively new, spurred in part by a
white paper published by the National Tactical Officer’s
Association calling for these teams to page medical sup-
port when they are activated. Part of the job involves
acquiring information on area hospitals, finding out what
kinds of patients they can take, putting a helicopter on
standby, and being well trained on the treatment of in-
juries that could occur at the scene — including any that
may be incurred by police dogs.

“We also train and qualify in shooting,” says Fixler,
though he notes that not all medical personnel are armed
during raids. “Some may sit outside or down the street,
but all are trained to the same standard.”

While Fixler has yet to participate in an actual SWAT
raid, he notes that the training he received in Anniston
included some simulation exercises that gave him a good
idea of what he might face. “In school, we had a hostage
situation. We came in two stacked, so some of the officers
peeled off to search rooms and | moved up from last spot
to now third,” he recalls. A woman came screaming down
the hallway, covered in blood. One of the officers took her
outside to await help, as Fixler’s primary duty was to be
there to provide immediate medical care to the team in
case of need. He kept moving with the rest of the team,
which eventually encountered the suspect, who was then
shot with dummy rounds. “It was then that | could start my
RT skills to save a life,” he says. B

J
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CALL FOR OPeEN FORUM ABSTRACTS
FOR AARC CONGRESS 2014

The AARC invites you to sub-
mit abstracts for the Open
Forum at AARC Congress
2014. Considered by many
to be the premier event at
the AARC Congress, the OpPen CONGRESS 2014
Forum is your opportunity to
gain recognition for your re-
search in cardiorespiratory care by
submitting an abstract for presentation
at the Congress and having it published in RespIRATORY
Care. New in 2014: three different ways you can pres-
ent your poster at AARC. See http:/frc.rcjournal.
com/sitefopen_forum/20 14_call_for_abstracts.xhtml
for more details. The deadline to submit abstracts for

the Open Forum is June 1. B S

Enter the 2014 AARC
Photo Contest

AARC Times is looking for creative AARC
members to enter our annual AARC Photo
Contest. Finalists will receive a free one-
year membership renewal and have their
photo entered into our Photo-of-the-Year
Contest with the chance of it being chosen
and featured on the cover of AARC Times.
For information on how to enter, select the
AARC Times icon on www.AARC.org and
click on the “Photo-of-the-Year Contest”
link. Deadline to submit photos is Nov. 14,
2014. 1

A "
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Read the Rest
of the Story at www.AARC.org

¢ Lifesaving moment for AARC member —
www.aarc.org/headlines/14/02/ballif.cfm

» RTs have concerns about changes to
coding edits — www.aarc.org/headlines/
14/02/coding.cfm

* AARC applauds CVS Caremark —
www.aarc.org/headlines/14/02[cvs

» OSHA launches new website on hospital
worker safety — www.aarc.org/
headlines/14/01/safety

. (11143
e Q\!QGQQ“
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AARC Leaders Attend Meetings

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

George Gaebler, AARC President

« Attending the Canadian Society of Respiratory
Therapists’ educational conference and trade show on
May 22.

Thomas J. Kallstrom, AARC Executive Director/CEO

= Speaking on The Affordable Care Act and Opportunities
in Respiratory Care at the Michigan Society for
Respiratory Care’s spring conference on April 8.

= Attending the Louisiana Society for Respiratory Care’s
convention on April 23.

* Attending the Canadian Society of Respiratory
Therapists’ educational conference and trade show on
May 22.

Cheryl West, AARC Director of Government Affairs

» Speaking on state and federal updates of legislation and
regulation issues at the Louisiana Society for Respiratory
Care’s convention in April.

AARC Times April 2014 55




RC Currents

RT Student
Members: Send
Us Your Stories
and Editorials

AARC Times is always
looking for good stories
from AARC student mem-
bers that relate special ex-
periences 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 recently, and
we continue to encourage
you to share your experi-
ences.

Have you volunteered at a
summer asthma camp or
helped organize the
DRIVE4COPD program in
your state? Have you advo-
cated 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 life-
saving event outside the hos-
pital setting or experienced
something that took your
breath away. Whatever the
story, we are interested in
seeing it.

If you have a story to tell,
please contact AARC Times
Editor Marsha Cathcart at
cathcart@aarc.org and in-
clude in the subject line, “Stu-
dent Member Story.” Be sure
to give us your full name,
AARC member number, a
brief description 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! B
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Total Smoking Bans Foster
Quitting, Says Study

Total home smoking bans, as well as compre-
hensive smoking bans in cities, were more likely
to lead people to quit smoking, note investiga-
tors at the University of California San Diego.
But the effectiveness of the strategies varied
among groups, according to their study pub-

lished in a recent online issue of Preventive
Medicine.

In the survey of 1,718 current smokers identi-
fied as a representative sample of the adult popula-
tion in California, the investigators found:

» Total home smoking bans were significantly associated with reduced consump-
tion and successful quitting while partial bans were not.

* Smokers who reported that smoking is broadly banned in their city were more
likely to attempt to quit and succeed than those in places where smoking is not
banned.

» Total home bans were more effective in reducing smoking among females and
people 65 years and older.

* City smoking bans were significantly associated with quit attempts in males,
but not females.

» Total home bans were more effective in households without children, suggest-
ing the ultimate goal was cessation rather than primarily reducing children’s
secondhand smoke exposure.

* Links between total home bans and smoking reductions were not affected by
race or income. ®

ARCF Now Accepting
Applications for the
2014 International
Fellowship Program

If you provide respiratory care out-
side of the United States and would like
to share and expand your knowledge,

please consider applying for our Inter- —

national Fellowship Program.

The International Fellowship Pro-
gram is a sponsored activity of the ARCF. Since 1990, health profes-
sionals from more than 50 countries have shared experiences, knowledge, and 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 AARC Congress
2014 to be held Dec. 9-12 in Las Vegas, NV.

Learn more and apply by June 1 at www.irccouncil.org/fellowship/. For more infor-
mation, contact April Lynch at lynch@aarc.org. B



Combo Therapy for Nicotine Addiction Increases Abstinence Rates

Combining two common stop-smoking drugs could
help more people quit. That’s the take-home message
from Mayo Clinic researchers publishing in the January

edition of JAMA.

They randomized smokers to 12 weeks of vareni-
cline and bupropion SR or varenicline and placebo, with
follow-up through 52 weeks. Combination therapy was
associated with significantly higher prolonged smoking
abstinence rates at 12 (53% vs. 43.2%) and 26 (36.6%
vs. 27.6%) weeks compared with varenicline alone.
However, those on the combined therapy reported
more anxiety and depressive symptoms, 7.2% vs. 3.1%,
and 3.6% vs. 0.8%, respectively. The beneficial effects of
combination therapy were stronger in heavier and

more dependent smokers. ll

RC Currents

.

International Fellowship
Program Looking for City
Hosts

Every year the ARCF sponsors an
International Fellowship Program
that brings physicians, therapists,
and nurses from other countries to
our shores to learn more about
American-style respiratory care in
two cities. It can’t happen without
city hosts in each of the localities,
and now is the time to step up and
volunteer.

Learn more about the program
and apply by the June 1 deadline at
www.irccouncil.org/fellowship/. The
fellowships take place in the fall just
prior to AARC Congress 2014, sched-
uled this year for Dec. 9-12 in Las
Vegas, NV. For more information,
contact April Lynch at
lynch@aarc.org. @

STRANGE BUT TRUE...

Toxic halitosis: Hornworm caterpillars have found a good use for
the tobacco plant: eating it produces such bad breath that
predatory spiders take off running.

Who knew? Investigators from Missouri and lowa have proven
that odor sensors in the lungs cause the release of hormones
leading to airway constriction when faced with noxious sub-
stances such as cigarette smoke. The study was published in the
March issue of the American Journal of Respiratory Cell and
Molecular Biology.

Smart bottle: Adhering to oral medications D S
may get easier as early as next year. Inven- N e
tor Emil Jovanov, PhD, of the University of
Alabama has developed a smart pill bottle
capable of reminding people to take their
meds, and it could be on the market in
2015. The bottle would send automatic re-
fills to the pharmacy, letting physicians
know how well the patient is complying
with his prescriptions.

Copy that: It may not be long before physi-

cians will be able to use 3D printers to make

exact copies of their patients’ organs, including the lungs. The
Cardiovascular Innovation Institute suggests scientists will be
capable of printing fully functional hearts from a patient’s own
cells within the next decade. @
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24-Hour Visitation? E-CIGARETTE
CONCERNS ABOUND
Should your patients be able to receive visits Researchers from the University
from friends and family whenever they want? Yes, of Michigan C.S. Mott Children’s
report investigators from Morristown Medical Hospital recently found that adults
Center in New Jersey who reviewed patient satis- in the general population are con-
faction scores before and after the implementa- cerned about e-cigarettes since
tion of a 24-hour visitation policy at their facility. they entered the market. In a poll
In the first eight months of the new policy the conducted last November among
medical center had 14,444 visitors between 8:00 2,124 adults age 18 and over, they
p.m. and 5:00 a.m., but there was no increase in found:
the number of complaints by patients or visitors.
A security officer greeted after-hours visitors at a * 44% worry e-cigarettes may en-
reception desk, and every patient had the right courage children to try the
to determine who may or may not visit. Two visi- smoking habit; that figure rises
tors were allowed in a room at a time. Patient to 48% among parents.
satisfaction survey scores rose after the open visi- * 65% believe e-cigarettes should
tation policy went into effect, and family mem- carry health warnings similar to
bers expressed positive comments about being those required for tobacco ciga-
able to visit their loved one before going to work. rettes and nicotine products.
“Supporting patients in a way that allows = 88% think manufacturers should
them to be with family and loved ones can be an be required to test e-cigarettes
important component of the healing experience for safety.
and may reduce the anxiety and social isolation » 86% favor prohibiting the sale of
associated with illness,” notes David J. Shulkin, e-cigarettes to minors.
MD, FACP, president of the hospital. B e 71% support restricting the mar-
keting of e-cigarettes on social
networking sites.

All of the participants in the sur-
vey were first informed of the cur-
rent pros and cons of e-cigarettes
before being asked to answer the
questions. Overall, 86% said they
had heard of the products (up from
just a third in a similar study three
years earlier), but only 13% had
ever tried them. B
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Influenza Drug Target Identified

\

According to researchers from McGill Univer-
sity an enzyme called clAP2 may one day lead to
new treatments to stop tissue damage in the
lungs resulting from infection with influenza.

In a mouse model, they found clAP2, which
functions by modifying and activating survival fac-
tors in the cell, steers the body away from an in-
flammatory and auto-destructive process known

as necrotic death, in effect making it a
gatekeeper of cell death. When
clAP2 is absent, a harmful form of
cell death is induced. clAP2 not
only protects the infected

cells from dying, but also
protects uninfected neigh-
boring cells in the same tis-
sue, thus increasing the
resistance of the lung to in-
fluenza infection and associ-
ated pathology, according to
the researchers, who published
their findings in a recent issue of
Cell Host & Microbe. B

/

Study: Use of Fever Reducers
May Help Spread the Flu

Patients are advised to use fever-reducing medications
when they have the flu, but new research out of McMaster
University in Canada suggests treating influenza with fever
reducers could help spread the disease. Investigators ar-
rived at that conclusion after assembling information from
experiments on human volunteers and ferrets (considered
the best animal model for human influenza) and other
sources. From there, they used a mathematical model to
determine how the increase in the amount of virus given
off by people taking fever-reducing drugs would increase
the overall number of cases in a typical year.

Results showed that fever suppression increases the
number of annual cases by approximately 5%, correspon-
ding to more than 1,000 additional deaths from influenza
in a typical year across North America. The study was pub-
lished in the Jan. 21 edition of the Proceedings of the
Royal Society B. @

a
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Dual-eligible Patients Pose a
Readmissions Problem

The Hospital Readmissions Reduction Pro-
gram appears to be hitting hospitals that treat
more seniors on both Medicare and Medicaid
the hardest. According to a recent study in
Health Services Research, these dual-eligible
beneficiaries are significantly more likely to have
excessive numbers of hospital readmissions lead-
ing to monetary penalties from the government.

The authors note hospitals that treat these
patients are more likely to be in areas with fewer
or lower-quality primary care resources, which
could help explain why more of their patients
come back to the hospital within 30 days of dis-
charge. In fact, they believe the communities in
which dual-eligible patients live may explain
more of the reason for readmissions among this
group than the care they actually received dur-
ing their inpatient stay.

“The hospital can do everything right and yet
these patients will still come back,” noted
Bradley Flansbaum, DO, MPH, a hospitalist at
Lenox Hill Hospital in New York City, who com-
mented on the research. &

New Drugs Hold Promise
for Mesothelioma
Patients

Working with a colleague in Italy, researchers
from the Sbarro Health Research Organization in
Philadelphia, PA, have made two discoveries
that could one day lead to new treatments for
mesothelioma, an aggressive cancer associated
with the inhalation of asbestos.

In the first study, the investigators found a
drug called RITA caused mesothelioma cells,
but not healthy cells, to undergo apoptosis, or
programmed cell death. The drug also ap-
peared to work in synergy with the chemother-
apy drug cisplatin, which is currently the main
treatment for mesothelioma.

In the second study, a new drug called MK-
1775 was tested in combination with cisplatin.
Results showed MK-1775 selectively sensitized
mesothelioma cells to the genotoxic action of
cisplatin.

The first study was published in the journal
Cell Cycle; the second appeared in a recent on-
line issue of Cancer Biology and Therapy. W
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Special Advertising Section

Industry Update

Featuring information on products and equipment from manufacturers

MADULY C'

SERVO-i
Ventilators
with NAVA®

Empowering
Human Effort

MAQUELT

GETINGE GROUP

888-627-8383
www.maquetusa.com

The pNeuton" mini
infant transport
ventilator with nCPAP

is MRl compatibleto 3 T.

6 Airon

AironUSA.com

HUDSON RCI

MANAGING
HUMIDIFICATION...

o

...ONE PATIENT AT
A TIME.

Learn more at
activehumidification.com

Meleflex

Reqgistered trademarks of Teleflex Incorporated.
©2013 20131782

'
Ui
Introducing
Rainbow
Acoustic
Monitoring”
Respiration Rate Monitori;\g

That Works Where and
When You Need It

www.masimo.com
800-257-3810

© 2011 Masima Corporation, Al rights reserved

Blom Tracheostomy Tube System
is an innovative solution for the
tracheostomized patient. Our
Standard,  Subglottic  Suctioning,
Speech and LPV Inner Cannulas are
used with our Blom Tracheostomy
Tube to provide better patient care

»  Subglottic Suctioning Cannula is
a Disposable Inner Cannula for
suctioning the secretions above
the cuff of the Blom Trach Tube

+  Blom Speech Cannula is designed
to allow speech for ventilator
patients that require a fully inflated
cuff
LPV™ (Low Profile Valve) allows
non-vented patients to speak
without the use of finger occlusion

Visit www,Pulmodyne.com for more
information.

d]Pulmodgne'
o oo . bringing change to life®

AeroEclipse® Il
Breath Actuated Nebulizer (BAN)

The AeroEclipse® || Breath Actu-
ated Nebulizer (BAN) means “Fast,
Assured Delivery”. Our BAN sus-
tains aerosol output while continu-
ing to deliver high, effective
respirable dose with faster treat-
ment times. The AeroEclipse® ||
BAN creates aerosol in precise re-
sponse to the patient's inspiratory
maneuver — meaning much less
medication waste, higher drug de-
livery efficiency, effective clinical
dose and safer working environ-
ments for clinicians. The AeroE-
clipse® || BAN is designed to meet
all your needs throughout the hos-
pital.

"

a’

@ monaghan.
www.monaghanmed.com
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smartvest

Electromed, Inc. presents its
patented SmartVest* Airway
learance System that uses
HFCWO proven to clear the
lungs of excess mucus, improve
lung drainage and reduce lung
infection. The SmartVest” is
portable, programmable, and multi-
positional, assuring patient ease
and convenience. Electromed, Inc
has earned The Joint Commission’s
Gold Seal of Approval. P

@

—

S

ELECTROMED, INC.

INNOVATIVE

AIRWAY CLEARANCE

1-800-462-1045

www.SmartVest.com

Use the new
aerosolized
medication
system inline!

RTC25-C

Inline Aerosol Tee Adapter
adapts an Aerosolized
Medication Delivery System
having an elliptical mouthpiece
toaventilator circuit.

Instrumentation

Industries, Inc.

1-800-633-8577
wwwi.iiimedical.com
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p Press releases and photos on new products
are welcome. Send to Marsha Cathcart,
AARC Times editor, at cathcart @aarc.org.
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For ventilated patients,

AGITATION
IS COMMON®

EVALUATE
BEFORE YOU
SEDATE

Learn more at
ICUSedation.com

E3J covipieN

positive results for life

The gold standard
for ventilator
management
training and testing ...
neonatal to adult.

INGMAR
MEDICAL

Respiratory
Simulation
Specialists

Pediatric Mask Kits

AG Industries now offers Pe-
diatric Mask Kits in large
and small sizes. Each kit in-
cludes two sizes of inter-
changeable, ergonomically
designed mask cushions de-
signed to provide a variety
of fits for growing faces.
Uniquely designed frames
adjust to 4 possible angles
to ensure a comfortable
seal. Kits also include 5-
point adjustable headgear,
which paired with the mask
frame and cushions, pro-
vides a highly customizable
fit. An extended AG Flex
Tube reduces torque on the
mask for restless little sleep-
ers. www.agindustries.com

Full Face PAP Mask

Circadiance’s SleepWeaver®
Anew™ is designed espe-
cially for CPAP users who
breathe through their
mouths while sleeping. It
features a dual interface de-
sign that seals around both
the nose and mouth, with
only soft cloth touching the
skin, allowing the skin to
breathe without moisture
accumulating between the
mask and the user’s skin.
The unique loose fit pro-
vides added comfort and
eliminates strap marks, and
the open-face headgear
design accommodates eye-
glasses and allows virtually
unrestricted vision. The
mask is available in three
sizes.
www.circadiance.com

Disposable Infant
T-Piece Resuscitator

ical is the first and only dis-
posable infant T-Piece
resuscitator with a color-
coded manometer on the
tee for immediate viewing
of airway pressures. The de-
vice is flow-controlled,
pressure-limited, and offers
the ability to measure PIP
and PEEP. Neo-Tee provides
more consistent pressure
than either the self-inflating
or flow-inflating bag, and
the clinician is not subject
to hand fatigue. It can also
attach to a face mask, en-
dotracheal tube, or laryn-
geal mask airway.
www.mercurymed.com

Neo-Tee from Mercury Med-

EtCO2 Monitor

Prefense™ — Early Detec-
tion and Notification Sys-
tem™ from Nihon Kohden
America enables hospitals
to monitor at-risk post-
surgical patients on opioid
drips for end tidal CO»
(EtCOy). The system also al-
lows medical personnel to
monitor and track trends on
vital statistics on a continu-
ous basis during ambulation
via a wireless transmitter.
Prefense monitors four out
of the seven key triggers
(respiration rate from EtCO»
or impedance, oxygen satu-
ration, heart rate, and
blood pressure) that are
early indicators of patient
deterioration. www.
nkusa.com/monitoring

Bedside Monitor

Covidien’s Capnostream®
20p bedside monitor with
Microstream® technology
features the Apnea-Sat
Alert™ algorithm, which
measures and reports recur-
ring apnea and oxygen de-
saturation events. The
Apnea-Sat Alert feature de-
tects apneas per hour and
oxygen desaturation fluctu-
ations, displaying the values
on the Capnostream 20p
monitor screen without re-
quiring additional equip-
ment or clinical workflow
changes. The monitor is fur-
ther differentiated by the
Microstream-enabled mi-
croMediCO>™ module
measurement bench. It of-
fers easy integration into
host monitor configura-
tions. www.covidien.com

Rechargeable Digital
Transmitter

Innovo, a rechargeable digi-
tal transmitter from the
ScottCare Corporation, in-
corporates an intelligent
power-save mode that puts
the unit to sleep after 5
minutes of inactivity, help-
ing to conserve battery
power and reduce operat-
ing costs. The Innovo also
extends battery life and sim-
plifies use by adding an
on/off switch and is more
than 30% smaller and
lighter. The unit is compati-
ble with all ScottCare digital
telemetry systems and still
features both 3-wire and 5-
wire leads to meet cus-
tomer needs.
www.scottcare.com
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Classifieds

ADVERTISING SECTION

| For Sale/For Rent

ET-CARE Endotracheal Tube

Fixation Device

The new ET-CARE™ Endotracheal Tube Fixa-
tion Device — no tape, built-in bite block,
sliding track for oral hygiene, includes NG-
tube holder. The firm fixation with ET-CARE
lessens excessive x-rays, decreases the po-
tential for VAP, reduces accidental extuba-
tion. Manufactured in USA (patent pending)
by IPI Medical Products Inc. (561) 330-
7820, www.ipimedicalproducts.com.

AARC Times Classified Advertising
Information & Requirements:

Classified Word Advertisements

AARC Members: S50 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. Following the state listings are United
States/International, For Sale/For Rent, Miscella-
neous, and Situations Wanted. All copy should be
typed double-spaced. All ads will be set in 8-point
type. To calculate 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 website with an insertion order for placement in
an AARC publication. Ad is noncancelable after
placement on the website. NOTE: AARC Times re-
serves the right to refuse any advertisement not di-
rectly relevant to respiratory care. AARC Times does
not endorse any advertiser, its positions, practices,
services, or products.

We reserve the right to make editorial changes
for reasons of clarity and consistency. Every effort
is taken to avoid mistakes, but AARC Times cannot
be responsible for clerical or printing errors.
Deadline for Ad Placement/Cancellation Dead-
line for ad placement and written cancellations
for the next available issue is April 17. Blind ads
available. For Recruitment Advertising Infor-
mation, Contact Classified Advertisement
Andrea Conté < 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 www.
aarc.org/marketplace [ media_kit/ media_
planner_2014.pdf, or contact Tim Goldsbury and
Associates,Alhambra Plaza, 725 N. Highway A1A,
Suite C-106, Jupiter, FL33477,(561) 745-6793,
Fax (561) 745-6795

@ CHRISTIANA CARE
HEALTH SYSTEM

Respiratory Care Educator

Christiana Care Health System is currently recruiting for a
full time (12 month) instructor for Respiratory Care Program.
In this role you will instruct and supervise Respiratory Care
students in the didactic, laboratory and clinical phases of
their education.

Requirements: Bachelor’'s degree completed or in progress.
Graduate of a CoARC approved respiratory therapy
program, be a registered respiratory therapist through the
NBRC, and licensed to practice in Delaware. A minimum of
four years of recent experience as a licensed Respiratory
Therapist required. Previous teaching or education
experience preferred.

Previous Minimum of 2 years teaching experience within a
Respiratory Care education program required.

Christiana Care Health System is an equal opportunity
employer whose staff is representative of its community
and considers qualified applicants for open positions
without regard to race, color, gender identity or expression,
religion, sex, sexual orientation, national origin, age, marital
status, disability, or genetic information.

Apply Link: http//careers.christianacare.org/job/Newark-
Respiratory-Care-Educator-Job-DE-19702/42186300/
?utm_source=nicheboard&utm_campaign=R-PB
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Unlimited Archived

Wehbcasts Available.
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Advertiser Index

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.

CompanyName...........coiiiiiiiiienenencncnnnns Pg # CompanyName...........c.iiiiiiiiiiiiinnnnnnnn Pg #
Airon 19 Discovery Labs 5,6
(888) 448-1238 www.AironUSA.com www.surfaxin.com

Baxter 9,10 Discovery Labs 15
SEE AD (855) AERO-RX1  www.afectair.com
Children’s Medical Center 13 Masimo c4
www.childrens.com (800) 257-3810 www.masimo.com
Christiana Care Health System 62 Teleflex c2
http://careers.christianacare.org/job/ SEEAD www.teleflex.com
Newark-Respiratory-Care-Educator-Job_

DE-19702/42186300/?utm_source= Tri-anim c3
nicheboard&utm_campaign=R-PB (800) 574-2646  www.tri-anim.com

RESPIRATORY DIRECTORS / SUPERVISORS / HUMAN RESOURCE MANAGERS
FIND PROFESSIONAL, EXPERIENCED, AND SKILLED RTS AT THE AARC

@ AARC Members save money with lower SUBSCRIBER LOYALTY Gives Everyone is looking for respiratory
recruitment rates than non members. You MORE EXPERIENCED therapists, but there is only one place

@ The lowest recruitment rates in CANDIDATES to find professional, experienced, and
respiratory care. 44% of AARC Times subscribers have been highly skilled respiratory therapists.

reading AARC Times magazine for more

@ Immediate Internet Exposure with every than 15 years. Long-time subscribers are

You'll find them reading the AARC's

'r:pc\:étngent ad inser(tiontozlintle'in th?th' more likely to read publications regularly AARC Times magazine. Unlike other
SNES [P (Pt @i WA and respond to advertisements at higher ;
24 hours of feceipt) —seen by 2.2 million rates. SDU’:CE READEX 2003 RESPIRATORY CARE COMPANION SURVEY & magaZIneS' our readers have
visitors annually. xS demonstrated their
oSS0, ol
- j i ialti q rofessionalism
Reach candld.ates in all specialties CALL TIM FOR é;é 2 p 93¢
and care settings. SOLUTIONS EOR YOUR Z 7 by joining the
B *
@ AARC Times magazine and RESPIRATORY RECRUITMENT ADVERTISING. 'é? g American Association
CaRe Journal are the only official %&PIRATO‘?:& for Respiratory Care.

publications of the AARC.

EMAIL: goldsbury@aarc.org

»{ CALL: (561) 745-6793
A

AARC Times  April 2014 63



¥ Ram
(Cognelgilse) S250lezitoey Gzira Selijoziijor))

o .‘\\ .
N [ :
4 y J - o -
/ ' ' ‘ LRUE

216 51
Total Hours of CRCE Hours that
CRCE Available on are FREE to AARC
the AARC Website Members

3 LIVE* 107 So08E
21 wirss ON AARC WEBSITE

* Live courses are required by some
state boards and are those in which

15 you have the opportunity to interact
NON-TRADITIONAL with the presenter. Non-traditional
COU RSES courses are self-directed.

216 online CRCE Credits Available Through AARC Website

+

144 15 7 6
CLINICAL ADULT CRITICAL NEONATAL PULMONARY  PATIENT SAFETY SLEEP ETHICS EDUCATION MANAGEMENT
PRACTICE CARE PEDIATRICS FUNCTION

Renewal Period
annual

Numbers compiled on Jan. 1, 2014.

American Association for Respiratory Care
9425 N. MacArthur Blvd.

Irving, TX 75063

info@aarc.org * www.aarc.org




curaplex

Disposable Fiber Optic Laryngoscope
Blades and Handle

Curaplex® disposable fiber optic laryngoscope blades are all metal for increased durability

and have a secure locking system for improved performance. They are ideal for use
with the Curaplex GreenlLine®/D™ disposable handle which features LED illumination.
These single-use blades and medium size handle help reduce the risk of cross-contamination

and help eliminate the cost and time associated with decontaminating blades.

+ Low profile improves visualization
+ Beaded tip helps reduce tissue trauma

* Flexible, coated fiber optic bundle provides cool, white illumination

« Ten sizes of blades available in Macintosh and Miller

» Handle is a complete, fully-contained unit

° L] ®
For more information about how switching to disposables can reduce & Trl_anlm

your total cost of care, please contact your Tri-anim Account Manager. 800-874-2646 | www.trianim.com



Immediate Capnography at the
Point of Patient Contact

Small, Portable Capnograph -
at Your Fingertips £

EMMA™ is a fully self-contained mainstream capnograph that requires no routine

calibration and virtually no warm up time." With rapid measurement of end-tida h
carbon dioxide (EtCO2) and respiration rate, EMMA provides confirmation and

ontinuous monitoring of cheal tube placement providers guide

ent tion rat | ctl or | f m
Now with continuous carbon dioxide (CO2) waveform.

l‘M '
800-257-3810 | www.masimo.com V ASlMO



