




24

00

AARC Times     February 2015      1

AARC Strategic Plan —  
2015–2020 | Page 20
The American Association for Respiratory 
Care has a newly updated Strategic 
Plan effective for 2015–2020. It is also 
available online at www.AARC.org/
member_services/mission/.

AARC Congress 2014: Where 
Challenges Met Opportunity | 
Page 24
The 2014 AARC Congress delivered! Over 
the four-day session, attendees heard 
about everything from Ebola, to the 
new penalties for COPD readmissions, 
to cutting-edge developments in critical 
care.

Everything You Wanted To Know 
and More | Page 26
Respiratory professionals who went 
to Las Vegas hoping to hear the latest 
information on the hottest topics in 
respiratory care were not disappointed. 
Here are some highlights from the 60th 
AARC Congress last December.

Richly Deserved  
Recognition! | Page 38
AARC members who have gone above and 
beyond for their profession received some 
well-deserved recognition by their peers 
during Congress 2014.

Extra Added Attractions Liven Up 
the Meeting | Page 44
While continuing education always takes 
precedence at any AARC Congress, the 
meeting is also a place for attendees to 
address other issues important to the 
profession — and just kick back and relax 
with their peers.

Cover Story: Frank Salvatore Has 
Big Plans for the AARC | Page 56
Our 2015–2016 president plans to 
promote, advance, and advocate his way 
through his two-year term in office. By 
Debbie Bunch

Choose the Cover of AARC Times 
Magazine | Page 60
Now it’s time to select the winning entry 
in our Photo of the Year Contest, which 
will appear on our April AARC Times cover.

Clinical Perspectives | Page 6

Coming of Age | Page 9

Government Advocacy | Page 12

Ventilation for Life | Page 15

General Counsel | Page 18

Industry Update | Page 62

RC Currents | Page 63

Classified Advertising | Page 72

Advertiser Index | Page 72

Calendar of Events | Page 72

Cover photo by Lennie Sirmopoulos, 

Convention Photography, Tustin, CA

24

6 44 56

February 2015
Volume 39, Issue 2Table of Contents



Meet the AARC Staff

Printed in USA

2      AARC Times     February 2015

Introducing the New 
AARC Mission and Vision 
Statement

The American Association for 
Respiratory Care has a new 
Strategic Plan that includes 
its Mission and Vision 
Statements for 2015-2020.

Bookmark this page:
http://www.aarc.org/
member_services/mission/.

Bob Lyons

Accounting Manager
lyons@aarc.org

Editor
Marsha Cathcart, BA

Managing Editor
Douglas Laher, MBA, RRT, FAARC

Assistant Editor
Karen Singleterry, BS

Contributors
Debbie Bunch, BA
Sheila Henegar

Manager of Marketing 
and Production
Jeanette Chawdhury, MBA

Graphic Designers
Joyce Havins 
Kelly Piotrowski

Advertising Rates and 
Media Information 
Contact: phil.ganz@aarc.org
Phil Ganz, 48 Abbey Woods Ln., 
Ste. 100, Dallas, TX 75248
Voice (972) 991-4994
Fax (888) 206-9006

Advertising Materials
Send production materials for 
AARC publications to Binkley@
aarc.org or AARC
9425 N. MacArthur Blvd., Ste. 100  
Irving TX 75063   c/o Beth Binkley  
Voice (972) 243-2272
Fax (972) 484-2720

AARC Times and RESPIRATORY CARE — 
official publications of the AARC

Daedalus Enterprises, Inc. 
9425 N. MacArthur Blvd., Ste. 100 
Irving, TX 75063 
(972) 243-2272 
Fax (972) 484-2720

Director of Business 
Development
Dale L. Griffiths, BA

Publisher 
Thomas J. Kallstrom, MBA, RRT, 
FAARC

Richard Prince

Accounting Coordinator
prince@aarc.org

Erica Coleman

Accounts Payable
coleman@aarc.org

Dian Whitaker

Accounting
whitaker@aarc.org

Linda Drewello

Accounting
drewello@aarc.og





 (USPS 491-930)  (ISSN 0893-8520) is a 
monthly publication of Daedalus Enterprises, Inc., 
for the American Association for Respir atory Care. 
Copyright© 2015 by Daedalus Enterprises, Inc., 9425 
N. MacArthur Blvd., Suite 100, Irving, TX 75063-
4706. All rights reserved. Reproduction in whole 
or part without the express written permission of 
Daedalus Enterprises, Inc., is prohibited. The opinions 
expressed in articles, departments, or editorials are 

views of Daedalus Enterprises, Inc., or the American 
Association for Respiratory Care.

Periodicals Postage:  Paid at Irving, TX, and at 
additional mailing offices. POSTMASTER: Send form 
3579 to , Daedalus Enterprises, Inc., 
9425 N. MacArthur Blvd., Suite 100, Irving, TX 
75063-4706. 

Change of Address:  Six weeks’ notice is required. 
AARC members should include their membership 
number when submitting an address change. 
Nonmember subscribers should provide old mailing 
label and new address. Send changes to , 
Daedalus Enterprises, Inc., 9425 N. MacArthur Blvd., 
Suite 100, Irving, TX 75063-4706. Periodicals postage 
paid at Irving, TX.

Article and Feature Contribution:   
welcomes AARC member contributions of feature 
articles and information for the regular departments. 
All materials should be submitted via email to Editor 
Marsha Cathcart at cathcart@aarc.org. Letters from 
members will be considered for publication if they 
relate to specific articles appearing in  
within the last three months. Editorials may be 
published if they are of interest to the AARC 
membership. The editor reserves the right to edit 
letters and articles without changing their meaning 
in order to suit legal and space requirements.

Subscriptions:  Individual subscriptions are available 
for $90 per year (12 issues) in the United States or 
Puerto Rico; $125 per year in all other countries. 
Airmail postage is an additional $134 per year. 
Non-member Institution subscription $140 per year. 
Member rates available at www.AARC.org. Single 
copies, current and back issues, if available, are 
$11.50. Write , Daedalus Enterprises, 
Inc., 9425 N. MacArthur Blvd., Suite 100, Irving, TX 
75063-4706. Authorization to photocopy items 
for internal or personal use, or the internal or 

Daedalus Enterprises, Inc.

AARC Membership or Other AARC Services:  
American Association for Respiratory Care • 9425 N. 
MacArthur Blvd., Ste. 100, Irving, TX 75063 • (972) 
243-2272 • Fax (972) 484-2720 • www.aarc.org  

Respiratory Therapist Credentialing 
& Registration: National Board for Respiratory Care  • 
18000 W. 105th St., Olathe, KS 66061-7543 • (913) 
895-4900 • Fax (913) 895-4650 • www.nbrc. org  

Accreditation of Education Programs: 
Commission on Accreditation for Respiratory Care • 
1248 Harwood Rd., Bedford, TX 76021-4244 • (817) 
283-2835 • Fax (817) 354-8519 • www.coarc.com  

Grants, Scholarships, Community Projects: 
American Respiratory Care Foundation • 9425 
N. MacArthur Blvd., Ste. 100, Irving, TX 75063 • 
(972) 243-2272 • Fax (972) 484-2720 • www.
arcfoundation.org

AARC Respiratory Therapist Human 
Resource Study 2014 Full Package
(includes all portions of the study: therapist, 
educational and hospital acute care studies)

$120 member price 
$160 non-member price   

or Visit: http://www.aarc.org/resources/tools-software/
aarc-respiratory-therapist-human-resource-study-2014/

Study available in 4 formats:

New AARC Respiratory Therapist 
HUMAN RESOURCE STUDY 2014 

AARC’s Respiratory Therapist 

Human Resource Study 2014 

provides comprehensive 

data that ranges from 

demographics, wages, 

procedures, hours, trends in 

patient care and more. Data is 

based on formal AARC surveys 

of three groups within the 

respiratory care profession in 

the spring of 2014. 

Therapist Data 
Package 

$50 member price 
$65 non-member price  
 

Educational 
Programs Package

$50 member price 
$65 non-member price  
 

Acute Care Hospital 
Employers Package

$50 member price 
$65 non-member price  
 

Survey responses revealed results such as:

• Mean annual salary for respiratory therapists was $59,927

• The number of RTs grew almost 19% since the last survey, from 

146,117 in 2009 to 172,921 in 2014

• On average, each respiratory therapist reported caring for about 6 

patients receiving mechanical ventilation.

• It takes an average of between 4-5 weeks for to orient a new 

employee in an acute care hospital

• Turnover rate in acute care hospitals for both full and part-time 

therapists has not changed since 2009

• Acute care hospitals remain the major employer of respiratory 

therapists; however, this survey identified that more therapists are 

transitioning to long term acute care, from 4.4% in 2009 to 7.6% in 

2014

BONUS! Compensation Calculator

This Excel spreadsheet lets you plug in your own 
demographics for earnings comparison.

To order call 972-243-2272





6      AARC Times      February 2015

Clinical Perspectives

Home Care: No Reimbursement Code for New  
Technology: Does It Prevent Hospitalizations?

by Kimberly S. Wiles, BS, RRT, CPFT

about the author…

Kimberly S. Wiles, BS, RRT, 
CPFT, is vice president 

of respiratory services at 
Klingensmith HealthCare 

in Ford City, PA.

Avoiding hospital readmissions is the primary focus 
of the evolving pay for performance model that is lead-
ing the paradigm shift in health care. This requires for-
ward thinking and a complete transition from the way 
health care has been provided in the past. Health care 
is plagued by models that are driven by reimbursement 
rather than value-added service. With penalties in place 
for 30-day readmissions, neither home care agencies nor 
hospitals can operate status quo. Home 
care entities must position themselves 
to meet the demands of the changing 
system.

CMS reimbursement methodology

Home health agencies: Home care has 
two distinct entities providing services: 
the home health agency (HHA) and 
a durable medical equipment (DME) 
company. HHAs are reimbursed under 
the prospective payment system (PPS). 
PPS pays HHAs a predetermined base 
payment, which is based on a 60-day 
“episode of care” as long as the indi-
vidual meets home-bound status. The 
HHA gets the same payment regardless 
of the number of skilled visits that are 
performed within the 60-day episode. 
Skilled visits include nursing, physical 
therapy, occupational therapy, speech pathology, and 
social services. PPS encourages agencies to continually 
review and improve outcomes and to utilize the most 
appropriate resources for each episode. A respiratory 
therapist is not considered a skilled entity under the PPS 
system. RTs could provide additional staffing flexibility 
when caring for patients with respiratory diseases. Addi-
tionally, RTs can be a resource for staff education in the 
care of patients and be an active member of performance 
improvement groups participating in the processes to 
improve outcomes.1

DME companies: DME companies are reimbursed by 
HCPC codes, which is a standardized coding system for 
describing the specific items and services provided in the 
delivery of health care. Where does the RT’s expertise 
get billed? The short answer to that is it doesn’t. The 
respiratory therapist is required to deliver and educate 
on respiratory equipment, but the company cannot bill 
for the RT’s expertise since it is considered “part of the 

rental payment.” The RT is typically 
used when state licensure mandates it 
but is not used in the capacity that cre-
ates added value — respiratory disease 
management.

Emerging technology
The emergence of new technology 

is crucial to the development of home-
based programs that promote inde-
pendence and self-management. The 
process for manufacturers to secure 
a new HCPC code and payment for 
that code is cumbersome and lengthy. 
In order for the manufacturer to sub-
mit for a new code, the product must 
have approval from the U.S. Food and 
Drug Administration (FDA). Once the 
technology has FDA approval, the pro-
cess for obtaining a code begins. This 
involves a systematic process estab-

lished by the Centers for Medicare and Medicaid Services 
(CMS) through its Council on Technology and Innova-
tion.2 The agency specifically evaluates issues involving 
coverage, coding, and/or payment with respect to certain 
technological advances. The basic analytical framework 
falls into the following three categories.

Coverage: The Council on Technology and Innovation 
has the authority to develop coverage determinations 
for particular items and may choose to develop national 
policy for particular products. Policies are more likely to 
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be developed when CMS sees a spike in utilization of 
a product or when the medical community is divided 
about the merits of an item. An example of this is the 
Respiratory Assist Device (RAD) policy. In the late 1990s, 
physicians began utilizing noninvasive ventilation for 
various respiratory diseases in the home. Utilization in-
creased over a short period of time, which resulted in the 
creation and implementation of the policy in 1999. The 
industry must be cautious when deploying new technol-
ogy without signifi cant studies clearly showing positive 
outcomes or we are forced to live under the confi nes of 
a strict policy.

Coding: Currently, CMS uses the International Classifi -
cation of Disease, 9th Edition, Clinical Modifi cation (ICD-
9-CM) and the Healthcare Common Procedure Coding 
System (HCPCS) for processing claims. Disease states 
are tied to specifi c HCPCS codes. In many instances new 
technologies are adequately described by existing codes. 
If not, a specifi c HCPC may need to be assigned for new 
technology.

Payment: As new technology is used, its relative use will 
be refl ected in payment for the service using the tech-
nology. This can be done by using a miscellaneous code 
for a new product prior to a code being assigned. There 
is no guarantee of payment for either the item or the 
amount that will be reimbursed. Unfortunately, this is 
risky for a DME company; and most tend to shy away 
from this practice. To merit additional payment, the new 
technology must represent substantial clinical improve-

ments relative to existing technologies and meet specifi c 
cost thresholds.3

Unfortunately, the process of securing a new code or 
additional payment of an existing code is a lengthy pro-
cess and may take several years. Is it in the DME compa-
nies’ best interest to provide the product in the interim if 
it clearly shows improvement in self management while 
decreasing readmission? With steep cuts in reimburse-
ment over the past few years, it is extremely diffi cult to 
provide products as part of a program if there isn’t any 
reimbursement for the product. New technology is ex-
pensive; and without payment to support the purchase, 
it is diffi cult to dispense.

We tend to think of CMS as the only payment source 
for home care services. There is a plethora of private 
payer sectors that are also trying to decrease hospital re-
admissions. Think outside the box and begin the discus-
sions with these alternate payer sources, but be armed 
with solid outcomes that drive quality improvement in 
patient care while reducing costs.

Charting a new course
In the two entities, DME and HHA, the missing link 

is the respiratory therapist. The RT is visible in the DME 
company, but as the “equipment” expert. In essence, 
they are the respiratory disease experts — and that is 
the value RTs bring. They have been trained to be inde-
pendent thinkers in critical situations. Why not use the 
RT in the capacity that they have been trained for: man-
aging the respiratory patient? The RT’s expertise needs 
to be deployed where it creates the most value.

Why not utilize the RT 
to determine the risk and 

the need for additional 
therapy regardless of 

the reimbursement 

based on their ability to 

additional therapies?
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CMS has included COPD as one of the conditions that 
hospitals will be penalized for readmission. RTs repre-
sent the single best resource to mitigate penalties for 
readmissions of COPD patients. Due to the readmission 
penalties, neither home care nor hospitals can continue 
operating as they have in the past. Hospitals are deep 
in the trenches of creating effective transition of care 
programs with the goal of transitioning patients effec-
tively to home care providers. Hospitals have a greater 
incentive to partner with providers that have effective 
programs focusing on readmissions prevention and are 

least likely to readmit their patients. For this reason, it is 
imperative for DME companies as well as HHAs to have 
a program with cutting-edge technology, service, and 
patient-centered outcomes for the respiratory patient. 
With that said, is it in the best interest of the company 
to provide the RT as a value-added service and deploy all 
technology available?

Questions to ponder
With health care in a state of transformation, is it time 

to re-vamp the post acute care reimbursement system? 
Instead of assigning HCPC codes or the 
need to determine homebound status 
for skilled care, what if care was pro-
vided based on risk? Consider the con-
cept of categorizing care based on low, 
medium, or high risk with reimburse-
ment coinciding to the risk level. If the 
true intent is to prevent readmissions, 
why not utilize all available resources 
on the highest risk patient? Despite 
all coordinated efforts, populations of 
high-risk patients exist that continue to 
put stress on the health care system by 
repeated readmissions. Why not utilize 
the RT to determine the risk and the 
need for additional therapy regardless 
of the reimbursement qualifications 
but based on their ability to recognize 
the need for additional therapies? This 
hypothetical model would allow the 
RT to take the wheel and be the driver 
down the road of patient-focused respi-
ratory home care. As a profession, we 
can’t be stuck at the intersection and 
be unclear of our direction. We need 
to take the wheel and drive innovative 
models aimed at quality patient care 
and cost reductions to the health sys-
tems. 

REFERENCES
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Safety Considerations When Transitioning  
the Elderly from Hospital to Home

by Mary Hart, MSHCA, RRT, FAARC

about the author…

Mary Hart, MSHCA, RRT, 
FAARC, is the director of 
clinical education and 

assistant professor at the 
University of Texas  

Health Science Center  
San Antonio, in  

San Antonio, TX.

Coming of Age

Elderly patients often leave the hospital with a host 
of discharge instructions, medications, and follow-up 
visits to make after getting home. Ideally, the hospital 
discharge planner will facilitate the care needs for the 
patient and caregiver, offering the patient an uneventful 
transition home. However, not all hospitals are success-
ful in this.

According to Dr. Jennifer Lee, The Transition of Care 
Consensus Policy Statement developed 
by a coalition including the American 
College of Physicians and Society of 
Hospital Medicine emphasizes ac-
countability, communication, and in-
volvement of the patient and family 
members in plans of care. Yet, inter-
ventions to reduce readmissions and 
improve quality and safety of care tran-
sitions remain only modestly and in-
consistently effective.1 To assist health 
care providers, The Joint Commission 
(TJC) offers a wealth of literature that 
is focused on patient safety relat-
ing to transition of care and hand-off 
communication; but even with this 
information, health care facilities still 
struggle.2

In fact, as cost of care rises and frag-
mentation of health care increases, 
care transitions have become critical 
parts of the health care system. The 
hospital health care team of providers 
has the responsibility to communicate to subsequent 
providers, but this communication occurs far less than 
optimal.1

Patients and families or care providers often leave 
the hospital confused about their discharge instructions 
given to them by the discharging nurse. Most elderly 
patients are contending with multiple chronic diseases, 
conditions, and medications. They are often readmitted 
for an adverse event within 30 days of discharge because 

they do not understand or did not follow instructions 
given to them.3 If there is no care coordination across 
the settings, there is often conflicting and confusing in-
formation in the care plan or discharge instructions from 
different providers.5

Care transition programs are being developed to 
help address these issues and to contend with these 
challenges. One initiative empowers patients and their 

caregivers by educating and equipping 
them with tools to manage their own 
care and prepare them for transition-
ing to and from each setting. Many care 
transition models promote care coordi-
nation that begins when the patient is 
first admitted to the hospital. Utilizing 
a comprehensive assessment of the pa-
tient, their support system and home 
environment is crucial to a safe tran-
sition home. The basics of a discharge 
should include an evaluation of the pa-
tient, discussion with the patient and 
caregivers, a plan for the homecoming, 
determination of needed support, re-
ferrals for home care and support or-
ganizations, and an arrangement for 
follow-up appointments or tests.

Safety considerations  
for the home

Care fragmentation impacts many 
aspects of the care continuum, includ-

ing patient safety. Common safety measures to take with 
an elderly chronic patient when discharged home are:

Communication and emergencies: Keeping a list of im-
portant phone numbers in a place in the home where 
they can easily be found and in the patient’s wallet will 
help facilitate care, especially when emergency care is 
needed. The list should include the person to call in case 
of an emergency, physician, pharmacy, durable medical 
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equipment provider, and home care provider. Having a 
list of chronic conditions, medications, and any devices 
(implantable defibrillator or pacemaker), and known 
drug allergies will also help communicate the need to 
health care providers. It is important to keep these lists 
current.

Medication management: Sixty percent of the medica-
tion errors occur during times of transition.5 Chronic 
conditions usually call for many different medications 
and delivery devices being prescribed for the patient. 
Proper training on how to take medications and use med-
ication-delivery devices should occur prior to the patient 
being discharged from the hospital. For using delivery 
devices, hands-on education and a return demonstra-
tion by the patient are more effective than being handed 
a prescription and telling the patient how and when to 
take it. Reconciling medications with each encounter 
is important to prevent duplicating or causing adverse 
events. Being able to afford medications is another issue 
for some patients. The care coordinator and physician 

can assist the patient and family in finding the resources 
to obtain their medications.

Oxygen therapy: Home oxygen is commonly prescribed 
for patients with COPD or other lung diseases. Patients 
and their caregivers should be trained in how to use ox-
ygen according to the physician’s order. Knowing that 
oxygen is considered a medication and the amount or 
liter flow the doctor prescribes are important. Training 
should include oxygen safety in the home and portable 
use for activity or travel. Having a good oxygen provider 
who checks on the patient at home and evaluates the 
home environment to help prevent falls (such as tripping 
over the oxygen tubing) is very important in providing a 
safe patient environment.

Fall prevention: Most falls occur in the bathroom, bed-
room, or stairs due to slippery floors, poor lighting, elec-
trical wires or cords in the pathway, loose rugs, raised 
thresholds, and clutter.

Tips for preventing falls in the home:
-

let area; consider using a shower stool to bathe;  
remove area rugs; and use an elevated toilet seat.

reach without getting out of bed); use a television 
remote, telephone at bedside, and a nightlight in 
the bedroom and hallway.

(books, laundry, etc.); keep stairs well lit; repair bro-
ken or loose steps.

General safety tips:
-

tery regularly to make sure it is working.

electricity goes out.

 
ibility.

fall, or carry a cell phone or lanyard.

Patient safety action plans: Many of the above safety 
tips are general. For patients who are capable of self-
care management, a formal, written action plan could 
be developed outlining values to be measured and mon-

peak flow, oxygen saturation, symptoms, weight, blood 



Safety Considerations   Coming of Age

AARC Times      February 2015     11

pressure, etc. Patient instructions and education would 
include acceptable values for monitoring and actions to 
take when values fall outside the acceptable values. This 
form of preventive action/education empowers the pa-
tient and can help reduce safety issues.

Loss of cognitive ability and motor skills in  
patients with chronic conditions

Elderly patients may have poor eyesight or prob-
lems hearing or understanding that can impact their 
daily lives and alter their ability to care for themselves. 
Studies have shown that COPD patients have cognitive 
deficits in attention, psychomotor speed, verbal and vi-
sual memory, constructional ability, and executive func-
tion.6

Many older patients show signs of depression but 
are undiagnosed because they often believe it is part of 
aging.  Characteristics of depression such as memory 
problems, confusion, or social withdrawal can go undi-
agnosed and create barriers for patients to fully live a 
quality life.7

Performing activities of daily living (ADLs) that are 
learned in early childhood and taken for granted as we 
mature are often impacted by aging and chronic ill-
nesses. These include self-care activities such as bath-
ing, grooming, dressing, preparing meals, shopping, 
driving, writing checks, and getting out of bed. Inactivity, 
increased shortness of breath, and decline in physical 
condition is often seen in patients with chronic lung dis-
ease. This decline can make patients more susceptible to 
injury and play a major role in their quality of life.8 This 
may relate to patient injury through:

-
tions or how to take them, forgetting follow-up care 
visits, loss of ability to manage finances

-
tles, using medication delivery devices, turning on 
oxygen, changing oxygen tanks, carrying portable 
oxygen, driving, ability to cook, clean, dress, bathe 
(self-care).

A good ADL assessment in the home environment 
may help identify ways to modify patient activities, of-
fering a safe environment, self-care, and quality of life.

Safety considerations in the home environment
Respiratory therapists have been patient educators 

throughout their careers. Patients, family members, and 
care providers can benefit from the education RTs pro-
vide for patients transitioning home.

RTs have an exceptional, broad-range set of skills 
where they offer patient assessment, evaluation, and 
treatment in all areas of health care, from hospital to 
home, and even in physician offices. Some of the ser-
vices they provide are: oxygen delivery and safety, pul-
monary function testing, pulmonary medications and 
delivery devices, airway clearance techniques, airway 
management and mechanical ventilation, pulmonary 
rehabilitation, and lung disease and evidence-based 
practice. In addition, RTs perform home assessments for 
patients to identify safety issues. These are discussed 
with the patient and family, solutions are offered, and 
issues are communicated to the other health care team 
members.

In a study by Carlin in Chest about COPD and conges-
tive heart failure, patients requiring oxygen therapy (an 
RT-based patient-centered management program) uti-
lized Discharge, Assessment, Summary at Home (DASH) 
to provide ongoing care and management for the patient 
in the home. Utilizing face-to-face visits with respiratory 
therapists  and phone calls decreased hospital readmis-
sions by 80%.9

As cost of care rises and fragmentation 
of health care increases, care 
transitions have become critical parts 
of the health care system.

(continued on page 71)
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Government Advocacy

How a (Medicare) Bill Becomes a Law…  
at Least in the U.S. Congress

by Cheryl West, MHA

about the author…

Cheryl West, MHA, serves 
as director of government 

affairs for the AARC.

I often get questions from AARC members who ask: 
“Has Congress passed that RT bill that we support yet?” 
or “When do you think Congress will pass that bill we 
want?” And taking the questions literally, the answer 
will be “well no” and “it depends....”

Now before anyone gets too discouraged, read on. 
First, one needs a baseline of the legislative process, a 
bit of a Civics 101 class that reality isn’t quite what you 
learned in high school.

Just the basics
To start, Congress meets for a two-

year session. We’ve just started the 
114th session of the U.S. Congress. 
Legislation introduced at any time 
during a two-year session receives 
a bill number (“HR” for the House of 
Representatives, “S” for the Senate), 
and the bill number is “good” through-
out the remainder of the two-year ses-
sion. However, once Congress adjourns 
(i.e., the end of the two-year session), 
any bill not actually passed by Congress 
will “die,” in the vernacular of Capitol 
Hill. Then, if the members of Congress 
who introduced the bill (i.e., the spon-
sors) are willing, the same exact bill 
can be re-introduced when the new 
Congress convenes for the next session and receive an-
other (different) bill number; and the process of gaining 
congressional co-sponsors and moving toward enact-
ment starts all over again.

The AARC develops a legislative agenda that is based 
upon a number of variables, including:

-
dressed for the betterment of the pulmonary pa-
tient and respiratory therapy profession;

might be willing to actively lobby the issue we are 
focused on (or assess if there will be any outright 
opposition), or

there be an issue for which AARC can take a support-
ive role (working on tobacco-control legislation is an 
example of a secondary but very supportive role).

Quite frankly, whatever the mindset Congress is in 
(which party holds which House), that is what the publi-
cally announced congressional agenda will be. The ma-
jority of AARC’s legislative efforts are aimed at revising 

the Medicare law so that it will better 
address the respiratory therapy profes-
sion in the 21st century and the needs 
of the pulmonary patient as they are 
impacted by the change in how health 
care is delivered (i.e., less acute hospi-
tal care and more alternate-site care).

Precipitating change
When pushing for a Medicare 

change, the focus of any association, 
-

terest group must be on the members 
of Congress who sit on the committees 
of jurisdiction. For Medicare, those 
committees are: the House Energy 
and Commerce Committee, the House 
Ways and Means Committee, and 
the Senate Finance Committee. Once 

introduced, Medicare legislation will be sent to these 
committees to debate, decide, and vote as a committee 
whether a bill should move forward to the full cham-
ber. Clearly, the goal of advocacy groups is to have one 
of the members of the health committees step forward 
and introduce their bill. It is all well and good to have a 
senator or House member who sits on, for example, the 
Armed Services Committee and is willing to introduce 
your Medicare bill; but you don’t really want that. You 
want a member of the Committee of Jurisdiction to be 
the sponsor of the bill and formally introduce the leg-
islation. After that, it’s great if the member of Congress 
who sits on the Armed Services Committee or any other 

(continued on page 14)
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member wants to join in as a co-sponsor; in fact, or-
ganizations want that. The way you move a bill down 
the path toward passing it into law is to show support 
— the more co-sponsors, the more support. There are 
435 House members and 100 senators. Technically, by 
gathering 218 House representatives and 51 senators 
(one more than half), you’ve reached the tipping point; 
and presumably your bill will move forward.

In this past two-year session of Congress, there were 
2,890 Senate bills and 5,617 House bills introduced; and 
those are all separate bills. The number of congressional 
bills has increased exponentially over the last 15 years. 
Realistically, there is simply no way that each bill will 
be separately heard though public hearings — let alone 
be separately voted on in the chambers. So how do bills 
work their way into law? Your organization, associa-
tion, etc., finds a willing congressional member who un-
derstands what the intent of the change to the Medicare 
law will be and why the change is needed. That member 

then directs the House (or Senate) Legislative Counsel’s 
Office (one of the many entities in the congressional 
infrastructure you don’t hear much about) to write up 
your idea or change in legislative language (that is, not-
ing the statute and statute paragraphs and sub-para-
graphs where the bill’s provisions will be inserted into 
current law). The bill is introduced and is assigned a 
bill number, and now the gathering of co-sponsors be-
gins — that is, finding support from other members. If 
the bill is a highly personal issue for the congressional 
member who introduced it, it will be the member’s con-
gressional staff who will contact other offices looking 
for co-sponsors for the bill. However, for bills where 
outside advocates have been the impetus for the bill 
being introduced, more than likely it will be the advo-
cacy groups that become responsible for meeting with 
staff from other congressional offices and requesting 
that those members become co-sponsors. A crucial 
component to get those congressional co-sponsors is 
to generate grassroots’ support from the voters back 
home. If a member (House or Senate) hears from their 
constituents that they want that bill, it goes a long way 
toward gaining co-sponsorship from the congressional 
members.

What happens with individual Medicare bills?
The answer leads back to the opening paragraph. 

Individual health bills, especially Medicare bills, are 
rarely if ever passed as standalone bills. What does 
happen is that usually every year or so there is a “must-
pass” Medicare bill. Over the last five years, that has 
been the “doc fix” that every year must be passed to 
avoid draconian reimbursement cuts to physician pay-
ments under Medicare. The “must pass” bill becomes 
the locomotive engine, and any health- or Medicare-
related bills that have enough co-sponsors (and that is 
the key) are stripped of their bill numbers and just the 
provisions of the bill are simply tacked on (like rail cars 
to a locomotive). There is always the need to closely 
monitor the track of the “must pass” bill that holds 
one’s provisions as somewhere along the way the pro-
visions can be deleted. For the most part, however, once 
“you’re in, you’re in.”

That is why it is accurate to respond with “the  
separate bill AARC wants enacted into law will not  
pass Congress, but the provisions of our legislation 
surely can.” 

The Summer Forum will be heading to Phoenix 
July 13–15, so make plans now to be there for 
this premiere mid-year meeting of managers and 
educators in the profession. 

The Program Committee is already hard at work 
planning an agenda that will cover the topics 
you’re most interested in learning more about, 
and our venue will ensure you and your family can 
team up continuing education with a wonderful 

more, stay tuned through 
our News Now@AARC email 
announcements and www.aarc.
org. We hope to see you there! 

Summer  
Forum 
2015 

Continuing 
Ed Meets 

Family Fun

(continued from page 12)
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Home Care Ventilation for the Child

Ventilation for Life

by Joseph Lewarski, BS, RRT, FAARC, and Angela King, BS, RRT-NPS, RPFT
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There are myriad reasons we provide 
pediatric home mechanical ventilation 
(HMV); but if one wants to consolidate 
these, it seems there are two driving 
forces — clinical and economic.

Clinically, over the last 30 years we 
have experienced improved survival 
rates of premature infants and other 
infants and children with birth 
complications and chronic, progressive 
disorders contributing to respiratory 
failure. Common conditions associated 
with HMV include, but are not limited 
to, bronchopulmonary dysplasia (BPD), 
progressive neuromuscular diseases 
(such as muscular dystrophy and spinal 
muscular atrophy), chronic lung disease, 
and spinal injury.1 Many HMV patients 
have multiple conditions and require 
multiple medical devices and supplies; 
therefore, they are often referred to as 
technology-dependent patients.

The economic drivers are more 
obvious. Since the introduction of 
diagnosis-related groups (DRGs) in the 
mid-1980s, acute care hospitals have 
been searching for ways to transition 
chronic-care, high-need patients to 
lower cost settings. Although the 
push to move complex, technology-
dependent children from hospital to 
home has been a slower process, it 
is growing to become a standard of 
care since the early 1990s as home 
care technology and services steadily 
adapted to meet the demand.

The size of the market
The incidence and prevalence of pediatric HMV is 

a bit elusive.2 In the United States there is no single 

data source for tracking ventilation 
applications in the home, as there are 
various payers with no standardized 
or required reporting. In many cases, 
this is a dynamic process, as patients 
are discharged to home and many 
subsequently weaned without any 
informational trail. Some published 
data from the 1980s suggested the 
prevalence of pediatric HMV was 0.7 to 
2 per 100,000. More recent reports from 
individual states suggest this may be 
higher, such as in Utah, where in 2004 
the prevalence was 6.3 per 100,000.3 
Morbidity and mortality data is equally 
challenging, as objective reporting is 
also lacking.

Past to present
Managing a pediatric home 

ventilator patient is much more 
complex today than it was 35 years 
ago when there were really only two 
ventilators in use at home: the Life 
Products LP Series ventilator and the 
Lifecare PLV 100 Series ventilator. 
Modes of ventilation were limited to 
Volume Assist-Control and Volume 
SIMV used in conjunction with single-
limb, non-heated circuits with active 
exhalation valves. Both the LP and the 
PLV used similar deep-cycle, external 
marine batteries, and all patients who 
required humidity generally used the 
Cascade heated humidifier.

Today, there are at least eight home ventilators 
commercially available in the United States. This vast 
array of ventilators offers different circuit configurations, 
different modes of ventilation, and different features — 
unfortunately, without a standardized nomenclature.
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One of the biggest changes for RTs providing home 
care ventilation that has been recognized over the past 
few years is the expanding variety of ventilator circuits 
available. Besides determining whether an adult or 
pediatric circuit is appropriate, therapists also must 
decide between heated and non-heated circuits, and 
disposable or reusable circuits. Importantly, the RT must 
understand the benefits and limitations regarding the 
selection of the ventilator circuit. Choosing a passive 
exhalation valve circuit, a single limb circuit with an 
active exhalation valve, or a dual-limb circuit with an 
active exhalation valve may have a profound effect 
on the patient’s clinical outcome, although published 
evidence of such is lacking. Experience suggests that the 
circuit, much like other device and supply items, is not 
just a commodity but can impact care and outcomes.

Broad clinical competency
Besides being an expert on the wide variety of 

home ventilators and circuit types, home respiratory 
therapists must be competent with numerous other 
medical devices. The heated humidifier has become a de 
facto standard of care because of the broad availability of 
high-quality systems. As a result, this is a requirement 
for most home pediatric ventilator patients. Many 
patients also require cardiorespiratory monitoring, 
oximetry monitoring, end-tidal or transcutaneous CO2 
monitoring, stationary oxygen, portable oxygen, cool 
or heated mist to the tracheostomy for periods off the 
ventilator, stationary and portable suction equipment, 
nebulizer therapy, cough-assist therapy, intermittent 
percussive ventilator therapy, chest physical therapy, 
and tube feeding via an enteral pump. In many ways, 
the home begins to mirror the neonatal ICU or pediatric 
ICU, without the on-site experts.

The complexity of patient monitoring has also 
increased exponentially. Twenty-five years ago, there 
was no way of “downloading” the ventilator memory, 
or any of the peripheral monitoring equipment. Today, 
most ventilators have proprietary software that allows 
various reports to be generated. Additionally, the 
cardio-respiratory monitors, pulse oximeters, end-
tidal CO2 monitors, and even cough-assist devices can 
all be downloaded. All this data capability requires the 
therapist’s expertise, both to access the information 
and generate reports, as well as to interpret the reams 
of data.

The home often feels like a remote and disconnected 
environment. In the hospital, an RT can access assistance 
from other on-duty therapists or pulmonologists 
if a problem or question occurs. The home care RT 
typically has limited access to clinical and peer support, 

especially when on-call. Because of the complexity and 
array of home care equipment, it can realistically take 
at least a year before an RT with no previous home care 
experience becomes fully proficient in the care of the 
pediatric ventilator patient. In most cases, it will be 
several months before a new home care RT can function 
with confidence independently on-call.

As the equipment complexity has increased, the 
physician and hospital-based RT’s ability to keep up with 
the unique details of each device has been impaired. A 
hospital-based physician and RT can’t be expected to 
know which brand/model of home ventilator has which 
mode, circuit type, and alarm availability. Today, the 
referring physician generally depends on the expertise 
of the home RT to recommend the ventilator, circuit 
type, and mode of ventilation that may best meet the 
patient’s clinical and lifestyle needs. It is also up to the 
home care RT to choose appropriate alarm settings; no 
longer can a simple high- and low-pressure alarm be 
considered adequate to ensure the safety of the home 
pediatric ventilator patient.4

The increased functions and features of today’s 
home ventilators can be both a bonus and a problem 
for families. Today’s home ventilators offer almost ICU-
level patient data and waveforms. The challenge for 
the home care RT is to teach the patient and family the 
essential information initially, gradually providing more 

The modern, progressive  
home care RT is a multi- 
skilled individual who  
is a hands-on clinician, 
educator, diagnostician, 
technical supporter, 
reimbursement  
specialist, and patient 
advocate. 
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information and training as the family becomes more 
comfortable.

Finding supplemental caregivers for the home is 
an ongoing issue for families of pediatric ventilator 
patients. Families of technology-dependent children 
cannot simply employ the typical “teenager next door” 
to babysit their child. Even mature neighbors with 
extensive parenting experience may shy away from 
babysitting for the ventilator-dependent child. Training 
a lay person to provide care for a pediatric ventilator 
patient takes a minimum of three educational sessions: 
one for tracheostomy care, suctioning and resuscitation 
bagging, at least one for the ventilator, and one for 
review and practice. If the patient has a feeding tube, 
a fourth training session may be required. Even the 
home health nurse is not always an option for respite 
care, since there is a shortage of qualified nurses, which 
leads to uncovered nursing shifts for ventilator patients. 
Parents of ventilator-dependent children frequently 
report a sense of hopelessness associated with the 
nursing shortage and the related unfilled nursing shifts 
they themselves must cover.5

Today, again due to the economic drivers, it often 
feels like the home RT is under tremendous pressure to 
get the hospitalized pediatric home-ventilator patient 
discharged home as fast as possible. Often the insurance 
case manager wants the patient moved to home as fast 
as possible due to the lower cost of care per day.6 If there 
is no insurance, the hospital typically wants the patient 
discharged home as soon as feasible to reduce their 
financial exposure. Of course, many families are anxious 
to take their child home as well. The critical element is 
to ensure that the home environment, the family, the 
nursing staff, and the patient are all adequately prepared 
for a safe and clinically effective discharge to the home.

The home care RT must be knowledgeable about 
reimbursement issues, as differing coverage and 
payment policies directly impact technology and supply 
choices and limitations. The health policy and coverage 
around HMV is deficient. Because of archaic legislation 
and outdated regulations, the DME benefit covers only 
equipment; and since a ventilator is “equipment,” 
professional respiratory therapist payment for care 
and management of technology-dependent and HMV 
patients is currently non-existent, it is considered a 
part of the device payment. This, coupled with limited 
standards of care, results in great variability in care 
models. Reforms are needed to address changing health 
care models, technology, and services.

Putting it all together
The modern, progressive home care RT is a multi-

skilled individual who is a hands-on clinician, educator, 

diagnostician, technical supporter, reimbursement 
specialist, and patient advocate. Today’s home care RT 
plays an absolutely crucial role in determining whether 
the complex, technology-dependent HMV pediatric 
patient can be safely and effectively managed in the 
home. 
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General Counsel

Freedom of Speech
by Anthony L. DeWitt, JD, RRT, FAARC
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“Congress shall make no law respecting an 
establishment of religion, or prohibiting the free 
exercise thereof; or abridging the freedom of speech, 
or of the press; or the right of the people peaceably to 
assemble, and to petition the Government for a redress 
of grievances.”

– First Amendment to the Constitution

Recently Carol* called and told me 
that she’d been fired. She had posted a 
picture to her Facebook page involving 
an offensive hand gesture when she 
was inebriated. Taken late on a Friday 
night while still wearing her scrubs, the 
photo would probably not have gotten 
her fired but for the background of 
the photo in which the hospital’s sign 
could be seen clearly. Between sobs she 
wanted to know: Am I not protected by 
freedom of speech?

First Amendment rights
Very few parts of the Constitution, 

and very few of the amendments to 
it, are as expansively interpreted as 
the First Amendment. If you ask most 
people what the First Amendment 
stands for, they will tell you it stands 
for freedom of speech; but few people 
have read the details as fully as they 
should. While the First Amendment 
does provide for free speech, it is both 
broader and narrower than that.

Recently a truck driver flashed his 
lights at an oncoming truck to let the 
driver know that there was a speed trap ahead. A police 
officer witnessed this and issued the light-flashing driver 

a ticket for “unlawful headlight use.” In dismissing the 
ticket, the court looked at the purpose of the ticket — 
to discourage passing along a friendly warning to an 
approaching truck — and found that it violated the First 
Amendment. Even though flashing your lights is not 
“speech,” the First Amendment is designed to protect 
the expression of ideas; and so it must be expansively 
interpreted.

Until the late 1800s the First 
Amendment had only been applied 
to the federal government (“Congress 
shall make no law…”). The Supreme 
Court since that time has interpreted 
the protections for speech and religion 
to apply to state governments as well. 
What many people do not understand, 
however, is that the protections for free 
speech and expression only protect the 
individual from government action.

Mom’s first rule
Emma believes that Sarah Palin is 

a great leader. Frank believes Hillary 
Clinton is a great leader. Both are 
entitled to their opinion because 
opinions are protected under the 
First Amendment. If the state Fire 
Marshall decides to close Frank’s dry-
cleaning business because of Frank’s 
political opinion, the First Amendment 
protects that opinion and prevents 
the government’s action. However, if 
Emma wears a shirt to work at Frank’s 
dry-cleaning business and that shirt 
condemns Clinton and praises Palin, 

the First Amendment offers her no protection when 
Frank says she must change the shirt or lose her job. 
This is because the First Amendment protects from 
governmental action, but not from private action.

_________________________

*The names, locations, and conduct have been changed to 
protect the guilty.
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Lots of employees fi nd this out by violating “Mom’s 
First Rule” on Facebook. “Mom’s First Rule” is “if you 
can’t say something nice, don’t say anything at all.” A 
brief check of Facebook on any given day will reveal 
dozens of people complaining about their boss or saying 
infl ammatory things about other people. AOL even has 
a webpage devoted to the top 10 Facebook fi rings1 that 
details some of the truly unwise things people say online 
about their jobs and bosses. Getting fi red may not be 
the worst thing. Once something is on the Internet, it 
is there to stay; and it could make your next job search 
much more diffi cult if your Facebook page demonstrates 
that you are a complainer or a whiner or someone who 
can’t get along with team members.

Even the National Labor Relations Board (NLRB), the 
federal entity that protects employees from oppressive 
workplace conduct, fi nds social media a real challenge. 
The NLRB released memos in 2011 and 2012 detailing 
the results of investigations into dozens of social media 
cases.

The fi rst report described 14 cases. Four cases involved 
Facebook where the NLRB found that the employees were 
engaged in “protected concerted activity” because they 
were discussing terms and conditions of employment 
with fellow employees. When employees use Facebook 
to organize and communicate about grievances with 
their employer, this is usually protected under labor 
laws.

The NLRB also examined employer policies on social 
media that were in some instances unlawfully broad. 
It examined cases involving discharges of employees 
after they posted comments to Facebook. In one case, 
the discharge was upheld despite an unlawful policy 
because the employee’s posting was not work related. 
Regarding the NLRB and social media, it is important to 
remember:

they prohibit the discussion of wages or working 
conditions among employees.

generally not protected if they are mere gripes.

Some employees do merit protection from their 
employers under the First Amendment. Those include 
public employees (those working at state-owned or 
state-managed entities) and even members of the armed 
forces under certain conditions. Cases like these are 
diffi cult to win. Very few lawyers take them, and they 
take them only when there is a strong fundamental 

right being violated. For more information on the NLRB 
guidelines, see the NLRB website.2

Often people come to me for legal advice, and I wind 
up just giving them the advice their mother already 
gave them. Praise often; criticize gently. Praise in public; 
criticize in private. Never say to others what you would 
not say to a person’s face. You will never regret not 
sending an email or not making a Facebook post. When 
on social media, it is always better to avoid a problem 
than litigate over it later. Remember that it will probably 
feel really good to say that really ugly thing about your 
boss — right up to the point where the security guard 
comes to oversee you cleaning out your locker. 
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AARC Mission Statement
The American Association for Respiratory Care 
(AARC) will continue to be the leading national 
and international professional association for 
respiratory care.

AARC Vision Statement
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 Plan — 
 2015–2020



NOTICE
The American Association for 

Respiratory Care has a newly 
updated Strategic Plan effective for 

2015–2020. It is also available online 
at www.aarc.org/members_area/

resources/strategic.asp.

Objectives and Strategies for Implementation:

AARC Strategic Plan
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Objective 1 — Refi ne and expand the scope of practice for 
respiratory therapists in all care settings.

Description — Promote advanced practice and practice ex-
pansion for respiratory therapists. Assure that the science 
that demonstrates the value and role of the respiratory 
therapist is provided to those stakeholders whose decisions 
and actions need to be guided by that information.

Strategies
1.   Continue to promote the development of specialty tracks 

and/or specialty programs for respiratory therapists (e.g. 
leadership development, case management, and disease 
management).

2.   Collaborate with NBRC and CoARC to expedite the de-
velopment of standards for education, credentialing, and 
avenues for reimbursement for the Advance Practice 
Respiratory Therapist.

3.   Collect and disseminate information that documents the 
costs in dollars, length of stay, and effect on patient lives 
when respiratory care is provided by persons other than 
respiratory therapists.

4.   Assist respiratory therapists in the provision of evi-
dence-based respiratory care.

5.   Increase the access of underserved populations to the 
services of respiratory therapists.

6.   Promote positive models of excellence in respiratory care.
7.   Develop model position descriptions for respiratory ther-

apists in various roles that emphasize quality, access, 
and cost control.

8.   Develop model, evidence-based protocols and respira-
tory care plans for clinical practice, to include disease 
management.

Objective 2 — Advance the knowledge base and educational 
preparation of respiratory therapists to ensure competent 
patient care and to foster patient safety initiatives.

Description — The AARC will promote the continuing de-
velopment of the respiratory care workforce both nationally 
and internationally by promoting formal educational pro-
grams and continuing education in order to ensure compe-
tent, safe, and effective patient care, and to provide for the 
transfer of new knowledge to clinical practice.

Strategies
1.   Support existing educational programs in colleges and 

universities.
2.   Support existing and future articulation agreements be-

tween associate and baccalaureate respiratory therapy 
programs or a health science fi eld.

3.   Expedite the continuing development of baccalaureate 
and graduate degree education in respiratory care with 
the goal of the baccalaureate degree as entry level.

4.   Encourage respiratory therapists to pursue advanced and 
continuing education.

5.   Encourage state licensure acts to include minimal re-
quirements for continuing education.

6.   Actively engage and support state affi liates in the move-
ment toward registered respiratory therapist as entry lev-
el for licensure.

7.   Support the development of new specialty credentials, 
as appropriate, and encourage current practitioners to 
seek and obtain credentials for advanced and specialty 
practice.

8.   Assist educational programs in recruitment of quality 
students by developing materials that will present the 
profession positively and promote the profession.

Objective 3 — Support research and scientifi c inquiry to 
strengthen the scientifi c foundation and promote best prac-
tice for patient care.

Description — Demonstrate the value of the respiratory ther-
apist in providing respiratory care by supporting, conduct-
ing, and publishing research information. Research should 
compare the value of the respiratory therapist to others who 
may provide respiratory care services. Information generat-
ed should consider the needs of employers, legislators, reg-
ulators, other health professionals, and patients. Research 
efforts will, when appropriate and possible, be conducted in 
collaboration with other health care stakeholders.

Strategies
1.   Financially support research that seeks to advance the 

science and practice of respiratory care provided across 
all care sites.

2.   Publish scientifi c information that advances the science 
and practice of respiratory care.
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3.   Work collaboratively with other health professions to 
conduct research to demonstrate the value of allied 
health professionals.

4.   Demonstrate the effectiveness of the respiratory ther-
apist in health promotion and disease prevention.

Objective 4 — Establish professional standards and out-
comes that are supported by scientifi c evidence.

Description — The AARC will continue to develop and 
disseminate position statements, issue papers, consen-
sus conference reports, evidence-based Clinical Practice 
Guidelines and other professional standards that pro-
mote safe and effective care, and provide guidance on 
all aspects of respiratory care.

Strategies
1.   Continue to develop and revise evidence-based Clinical 

Practice Guidelines to refl ect the science of respirato-
ry care and the role of the respiratory therapist.

2.   Conduct scientifi c conferences to advance the science 
and practice of respiratory care.

3.   Develop and publish papers and position statements 
related to respiratory care practice, education, and 
management.

Objective 5 — Advocate for federal and state health care 
policies that enhance patient care, patients’ access to 
care, and professional practice.

Description — Advocate at the federal and state level for 
health care policy that promotes access to appropriate, 
safe, and effective respiratory care for patients and the 
public. Develop and implement promotion/marketing of 
the respiratory therapist targeted to legislators, policy 
makers, and payers. Messages will emphasize the value 
of the respiratory therapist in controlling the utilization 
of services, creating cost savings, improving outcomes 
and patient safety, and increasing access to respiratory 
care as provided by a respiratory therapist.

Strategies
1.   Legislators: Provide information to assist them to ad-

vocate for their constituents with a focus on safety 
and cost advantages of respiratory care provided by 
respiratory therapists.

2.   Regulators: Emphasize regulatory actions that sup-
port the patient with chronic disease and the role of 

the respiratory therapist with a focus on cost savings, 
quality of care, and improved patient safety from uti-
lizing respiratory therapists.

3.   Payers: Emphasize cost effectiveness due to improved 
outcomes and lower cost than other providers.

4.   Decision Makers: Emphasize provision of high-quality 
care by respiratory therapists while controlling costs 
of that care. Focus on the value of respiratory care 
and the respiratory therapist as the best practitioner 
to provide that care, control inappropriate utilization 
of respiratory care, and ensure patient safety.

Objective 6 — Partner with governmental agencies, com-
munity organizations, third party payers, professional 
societies and the public to promote healthy behaviors 
and prevent cardiopulmonary disease.

Description — Promote partnerships with interested 
stakeholders to improve lung health, prevent cardiopul-
monary disease, and identify and maximize the care of 
patients with chronic disease.

Strategies
1.   Participate in consumer, professional, and govern-

mental coalitions to promote lung health.
2.   Support efforts to encourage smoking cessation and 

tobacco control.
3.   Partner in public education efforts to advise the public 

on lung health and cardiorespiratory disease.
4.   Participate in efforts to educate patients, their fami-

lies and the public on the importance of disease man-
agement for chronic respiratory disease (e.g. asthma 
and COPD).

Objective 7 — Broaden consumer and health care pro-
viders’ knowledge and understanding of the value of 
respiratory therapists in providing safe, competent, and 
evidence-based care.

Description — Develop and implement promotion/mar-
keting of the respiratory therapist targeted to health 
care providers, patients, and the public. Educate respira-
tory therapists on the importance of health promotion, 
effective smoking-cessation and tobacco-control pro-
grams, pulmonary health screenings, patient education, 
and disease management.



Objectives and Strategies for Implementation:

AARC Strategic Plan

Strategies
1.   Consumers: Provide information on higher mortali-

ty and increased costs when respiratory care is not 
provided and when it is provided by someone other 
than a respiratory therapist. Promote public aware-
ness of the respiratory therapy profession by focusing 
on quality, safety, and cost issues.

2.   Other Health Professionals: Provide information and 
assistance to assure that respiratory care is provid-
ed by appropriate personnel when such care falls 
outside of the domain covered by the training and 
demonstrated competence of those individuals.

3.   Respiratory Therapists: Provide information to assist 
therapists in developing and maintaining their skills 
as chronic disease educators and experts in tobacco 
cessation.

Objective 8 — Assure the Association has the resources to 
meet the mission and strategic goals of the organization.

Description — Assure that the AARC has the fi nancial, 
volunteer, and staff resources needed to accomplish the 
implementation of the strategic plan of the Association. 
It is necessary to have suffi cient income to support the 
ongoing and new initiatives of the Association if we are 
to accomplish the goals of the AARC. In addition to fi -
nancial resources, it is essential that there be active par-
ticipation of suffi cient numbers of effective leaders and 
an effective and effi cient Executive Offi ce to support the 
efforts to be a leader in health care.

Strategies
1.   Increase the national and international membership 

of the Association.
2.   Increase the diversity of the members of the 

Association by providing information to encour-
age persons who are members of underrepresented 
groups to enter the respiratory care profession and 
actively participate in the AARC.

3.   Develop and increase the revenue sources needed to 
support the activities of the Association.

4.   Participate collaboratively with strategic partners for 
mutual benefi t.

5.  Provide mechanisms to assure a continuous supply of 
interested, qualifi ed leaders.

6.   Increase the involvement of members in the activities 
of the Association.

7.   Ensure the responsiveness of the leadership to the 
rapidly changing environment today and in the 
future.

8.   Educate respiratory therapists about the benefi ts of 
AARC membership.

9.   Provide information to educators and managers to 
encourage active participation of students in the 
AARC and its chartered affi liates and to assure they 
are fully informed of the science of respiratory care.

10.   Align incentives with state affi liates. ■
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Frank Salvatore, Jr., MBA, RRT, FAARC, has spent his 
20+ years in respiratory care working to elevate the 
stature of the respiratory therapist, both on the job at 
Danbury Hospital in Danbury, CT, and Orange Regional 
Medical Center (ORMC) in Middletown, NY, and through 
his volunteer work with the Connecticut Society for 
Respiratory Care (CTSRC) and the AARC. In December, 
all those efforts reached a pinnacle as he was inducted 
as the 2015–2016 AARC president at the International 
Respiratory Convention & Exhibition in Las Vegas.

Setting his life’s journey
Like a lot of people, Salvatore came to the profes-

sion of respiratory care by way of another aspiration 
that didn’t pan out. He planned to go to medical school, 
but when his first-semester grades at the University of 
Hartford in West Hartford, CT, didn’t live up to those ex-
pectations — a fact he credits now to the freedom that 
comes with college life — he looked around for other 
options and found respiratory therapy. “I marched my-
self down to Peter Kennedy’s office; and from that day 
forward, my life’s journey was set,” he told his audience 
at his swearing-in ceremony at the Annual Business 
Meeting.

Graduating with a BS in respiratory therapy, he left 
school well equipped to become a leader in the field; 
and he has lived out that promise throughout his career. 
When he took over as department manager at Danbury 
in 2001, he decreased outpatient insurance denials from 
over $400,000 to under $4,000, grew the sleep center from 
four to six beds, and improved reimbursement for the 
pulmonary rehabilitation program. He also brought re-
spiratory therapists into patients’ homes through a col-
laborative with the Danbury Visiting Nurse Association 
and led a multi-disciplinary team that reduced the ven-
tilator-associated pneumonia rate from the double dig-
its to zero.

In his current position as department director at 
ORMC, he was charged back in 2009 with bringing to-
gether two respiratory departments situated approxi-
mately six miles apart on different campuses. This was 
done in preparation for the two departments coming 

together in August of 2011 in a new hospital building. 
Salvatore is championing therapist-driven protocols at 
ORMC as well. Five protocols have been implemented 
within the department so far, and another three are in 
the approval process. He has also led the way in an effort 
to bring total wound care to the hospital system and has 
worked closely with vendors, helping to cut costs while 
maintaining quality care for the facility.

Salvatore is quick to point out that his ability to take 
on the presidency of the AARC was supported by the 
leadership at ORMC. “I am very grateful for their encour-
agement of leaders being active in their professional or-
ganizations,” he said.

On the volunteer side
On the volunteer side, our new president has served 

the CTSRC in many capacities over the years, receiving 
not one but two of the state society’s leading awards, 
the President’s Award in May of 1998 and the John and 
Louise Julius Award in May of 2013. The latter is especial-
ly poignant because John Julius was also an AARC pres-
ident and, until now, the only president to ever serve 
from the state of Connecticut.

Salvatore’s foray into the national arena began early 
on in his career too, with service on a range of AARC 
committees aimed at furthering the art and science of 
the profession. Many know him best, however, for his 
unwavering support of the Association’s legislative ef-
forts. As the long-time chair of the Government Affairs 
Committee, he has helped to formulate the AARC’s 
agenda in Washington, DC, and has been an active par-
ticipant in the Political Advocacy Contact Team (PACT) 
and our annual treks up Capitol Hill to educate lawmak-
ers about legislation vital to respiratory care and the pa-
tients it serves. Indeed, AARC members who serve on 
the PACT are no strangers to Salvatore’s dogged deter-
mination to ensure the RT’s voice is heard loud and clear 
by those with the power to impact the care they deliver 
and, most importantly, the care their patients receive.

In his presidential address at Congress 2014, Salvatore 
credited his long record of service to his parents, whom 
he said, “instilled in me the desire to serve others.” As 

by Debbie Bunch

Our 2015–2016 president plans to promote, 
advance, and advocate his way through his 
two-year term in office
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our new president, he said he plans to follow in the 
footsteps of his predecessor, George Gaebler, MSEd, RRT, 
FAARC, by focusing on issues and concerns with the po-
tential to make the greatest impact on respiratory ther-
apists and their patients.

“Under George’s direction… the work we did on cre-
ating objectives and strategies toward meeting the stra-
tegic goals of the Association definitely moved us in the 
right direction,” he told his audience. “It has helped me 
to realize that I’m not just going to carry forward pre-
vious goals, but I’m going to look toward ensuring the 
goals are relevant toward meeting our strategic plan.”

Promote, advance, advocate
Salvatore said a three-letter acronym taught to him 

by former AARC president John Hiser, MEd, RRT, FAARC, 
will guide his presidency — Promote, Advance, and 
Advocate. He’ll tackle the first part of that equation by 
promoting public awareness of respiratory therapists 
to what he calls the one person to whom RT services 
really matter — the consumer. “Nothing speaks advoca-
cy more than the patient, caregiver, or another provider 
standing up for us,” he said. Gaining that recognition, 
however, will require the profession to move forward on 
a couple of key fronts.

“Listen, the time has come to advance our education 
once again,” he emphasized to his audience. “I’m not 
saying that it’s the end of the associate degree programs, 
but let’s work together to find ways to bring students 
into the profession and advance them to what I agree 
should be the entry degree of the profession — the bach-
elor’s degree.” Reaching that goal won’t happen over-
night, he warned attendees; but with small and careful 
steps, it can be reached. “If we want it done right, we 
need to take a proactive stepwise approach.”

Part of that stepwise approach may require rethink-
ing the way the Association has advocated for respirato-
ry care in the legislative arena. “We’ve been fighting for 
recognition for many years,” he said. “We need to con-
tinue the fight.”

Advanced Practice Respiratory Therapist
Salvatore plans to increase patient access to RTs by 

advocating for a new category of respiratory therapist as 
well — the Advanced Practice Respiratory Therapist, or 
APRT. With the advent of health care reform, non-physi-
cian providers are going to be essential to meet increas-
ing demands for health care services; and he believes it’s 
time for the AARC, National Board for Respiratory Care, 
and the Commission on Accreditation for Respiratory 

Care to come together to develop the proper education 
and testing necessary to position RTs to fulfill roles sim-
ilar to those filled by advanced practice nurses and other 
providers.

“RTs with proper education and competency testing 
are well suited to be mid-level providers in hospitals 
and possibly alternative care locations,” he told his au-
dience. “The three organizations must work in concert 
with each other to develop this track.”

None of these goals or the others he has set for 
his term in office (see sidebar for a complete list) will 
come to fruition, however, without strong support from 
grassroots RTs; and Salvatore emphasized that means 
growing the AARC — something he will work hard to 
accomplish during his tenure. “It is time for respiratory 
therapists who are not members to step up and realize 
the importance of membership,” he said. “Membership 
in the AARC equals strength both at the state and na-
tional level.”

Supporting the profession means supporting the 
profession’s philanthropic arm as well. Salvatore called 
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on everyone in the audience to contribute to the 
American Respiratory Care Foundation (ARCF), em-
phasizing it is the ARCF that supports many of the 
research projects aimed at solidifying the scientific 
basis of respiratory care.

Building a stronger profession
Salvatore closed out his speech with a tribute to 

his friend and colleague, Jerry Bridgers, CRT, who 
passed away last year. A long-time AARC member, 
Bridgers was known far and wide as a therapist who 
was always willing to give back to his profession.

“I pledge to you beginning today and for the next 
683 days that my work for this profession will be 
done with the same love that Jerry had and has in-
stilled in many of us who are in this room,” he said. 
“We will have our ups and downs over the next two 
years. I only ask that you keep in mind the three 
words that will be the basis of our growth — pro-
mote, advance, and advocate. Together, we can build 
a stronger profession.” 
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The AARC has been collecting photos from 
Association members this year for our photo 
contest. Now it’s time to select the winning 
photo for our April AARC Times cover.

Congratulations to this year’s Photo Contest 

AARC membership renewal!

Go to www.aarc.org now and click on the 
“Photo Contest” button to cast your vote 
for the winning photo. 

Choose the Cover of 

AARC Times  
Magazine

3

2

1
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1. Diane DeClerck, RRT, Ortonville, MI

2. Stephen Olsen, BA, Casper, WY

3. Roy Spierer, BS, RRT, Morristown, NJ

4.  Mohammed AlAhmari, PhD, RRT, 
AlKhobar, Saudi Arabia

4

Start looking for respiratory care “photo ops” for the AARC’s 2015 
Photo-of-the-Year Contest!

The International Fellowship Program is a 

sponsored activity of the American Respiratory 

Care Foundation (ARCF). Since 1990, health 

professionals from more than 63 countries have 

shared experiences, knowledge and developed 

lasting friendships through this exceptional 

program. 

The three-week program takes each 

participant to two host cities in the United 

States and concludes with attendance and 

acknowledgement at the AARC’s International 

Respiratory Congress. Learn more at: 

www.arcfoundation.org/international/fellows/

If you provide respiratory care outside 

of the United States, and would like to 

share and expand your knowledge, please 

consider applying for our International 

Fellowship Program.

For more information contact:

April Lynch

Email: lynch@aarc.org

Phone: 972-243-2272

APPLICATIONS ACCEPTED THROUGH JUNE 1

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

Be Our 
Guest!
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Featuring information on products and equipment from manufacturers
Industry Update

Press releases 
and photos on 

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

Special Advertising Section

Business Transformation 
Process

The ANSWER, from Philips 
Respironics, is a comprehen-
sive business transformation 
process that connects prod-
uct, technology, and work-

sleep and respiratory care 
management. The three-
phase process addresses 
the key aspects in the sleep 
patient’s journey from pa-
tient set-up, to compliance, 
through ongoing resupply. 
The ANSWER provides a 
customer-focused solution 
that enables a home care 
provider to integrate data 
source solutions, automate 
via the SleepMapper mobile 
and Web-based application, 
and differentiate by sharing 
conclusive patient outcomes 
data. www.philips.com

Ebola Intervention Kit

OxySure Systems Inc., along 
with Estill Medical Technol-
ogies, has introduced an 
Ebola Intervention Kit de-
signed to provide caregivers 
with two critical tools for 
the early treatment of Ebola 
patients or anyone showing 
possible Ebola symptoms. 
The kit consists of the  
Thermal Angel Blood and IV 
Fluid Warmer® and the  
OxySure 615 Portable  
Emergency Oxygen System. 

warmer and the emergency 
oxygen solution, caregivers 
now have access to a kit that 
requires no AC power and 
is portable, includes dispos-
ables that can be discarded, 
and is easy to use with 
simple instructions. www.
oxysure.com, www. 
thermalangel.com

Anesthesia Workstation

The Perseus A500 anesthe-
sia workstation from  
Draeger offers unprece-

high-performance ventila-
tion, enhanced ergonomics, 
and automation to support 

-

only anesthesia machine 
in the U.S. to offer airway 
pressure release ventilation, 
which supports continuity of 
care between the ICU and 
OR. The workstation can 
also be combined with the 

for greater monitoring, 
ventilation, and networking 
power. www.draeger.com

PAP Travel Briefcase

Philips Respironics’ PAP 
travel briefcase helps sleep 
apnea users travel with 
ease when carrying their 
sleep therapy system. It 
is the only customized, 
all-in-one luggage option 
that organizes PAP 
equipment, a laptop, and 
small carry-on items neatly, 
securely, and discreetly. 
Two separate bags (one 
for PAP equipment and 
one for a laptop) combine 
into a single carry-on. The 
two bags zip and unzip 
easily from one another so 
either bag can be carried 
separately. The briefcase 
accommodates Philips 
Respironics’ System One 
sleep therapy equipment 
or other PAP systems. www.
philips.com 

Maintenance 
Bronchodilator

Boehringer Ingelheim’s 
Striverdi®Respimat® (olodat-
erol) Inhalation Spray 5 μg 
is a long-term, once-daily 
maintenance bronchodilator 

-
tion in patients with COPD, 
including chronic bronchitis 
and/or emphysema. It is not 
indicated to treat asthma or 
acute deteriorations of COPD. 
The long-acting beta agonist 
is delivered via the Respimat 
inhaler, which provides a 
pre-measured amount of 
medicine in a slow-moving 
mist that helps patients inhale 
the medicine. The Respimat 
inhaler was developed to 
actively deliver medication in 
a way that does not depend 
on how fast air is breathed in 
from the inhaler. www. 
boehringer-ingelheim.
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IN THE NEWS

Check Out Our New 
Members List Online

The “New Members” column can now be accessed at 
www.AARC.org/new_members. Current AARC members 

Association. Any current member may 

a written objection with the AARC 

within 30 days. 

EDUCATORS:
Help Recognize and Reward 
Outstanding Students

The American Respiratory 
Care Foundation (ARCF) 
is accepting applications 

postgraduate Education 
Recognition Awards now 
through June 15 and is asking 
RC educators to help get the 

available awards and then encourage your best and 
brightest students to apply.

enrolled in accredited respiratory care educational 
programs and to respiratory therapists who are pursuing 
an advanced degree. Awards include registration and 

aarc.org. 

Respiratory Care Education 
Annual Call for Papers

Respiratory Care Education Annual

theory in respiratory care education and is listed in 
the Cumulative Index to Nursing and Allied Health 
Literature Ulrich’s Periodical Database.

The AARC Education Section invites educators to 

method. Other topics that may be considered 

established by RESPIRATORY CARE. Abstracts should 

completed manuscripts 

aarc.org. Deadline is 
Feb. 16, 2015. 
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The AARC invites you to submit abstracts for the 
OPEN FORUM at AARC Congress 2015. Considered 
by many to be the premier event at the AARC 
Congress, the OPEN FORUM is your opportunity to gain 
recognition for your research in cardiorespiratory 
care by submitting an abstract for presentation at 
the Congress and having it published in RESPIRATORY 
CARE. We now have three different ways you can 
present your poster at AARC. See https://aarc2015.
abstractcentral.com for more details. The deadline to 
submit abstracts for the OPEN FORUM is May 1, 2015. ■

Call for Open Forum Abstracts 
for AARC Congress 2015

George Garcia, MBA, RRT-ACCS, RRT-SDS, has joined 
Victor Valley Global Medical Center in Victorville, CA, 
as director of cardiopulmonary and rehabilitation ser-
vices. He previously served as regional director of car-
diopulmonary services at Prime Health Care hospitals 
in Garden Grove and Huntington Beach, CA. 

David L. Ellwanger, BSRT, RRT-NPS, has retired from 
his position as a full-time respiratory therapy director 
at Southern Regional Medical Center in Riverdale, GA. 
An RT and AARC member since 1971, Ellwanger plans 
to become a clinical instructor in the Georgia State 
University cardiopulmonary care program and remain 
active with the Georgia Society for Respiratory Care.

Michael Dougherty, 
BS, RRT-NPS, has been 
promoted to the position 
of key application fi eld 
manager for neonatal 
and respiratory care with 
Draeger’s marketing 
team. Dougherty will 
oversee and execute the 
marketing and product 
management of Draeger’s 
neonatal product 

portfolio, including jaundice management, warming 
therapy, and transport devices. He previously 
served as a local respiratory sales executive with the 
company.

You can submit news about AARC members 
“moving on up” by sending to cathcart@aarc.org. ■

J. Brady Scott, MSc, RRT-
ACCS, is now director of 
clinical education at Rush 
University Medical Center 
in Chicago, IL.

Moving on Up

portfolio, including jaundice management, warming 

 passed 

working in the pulmonary 

setting and also teaching 

Boise State University in Idaho. He created and 

Transitions

Tom Gable, RRT, passed 
away last fall. He began 
his career in respiratory 
care in the early 1970s, 
working in the pulmonary 
function laboratory 
setting and also teaching 
pulmonary function 
testing to students at 
Boise State University in Idaho. He created and 
built the Samuel Bloom Pulmonary Function 
Laboratory at St. Luke’s Regional Medical Center 
in Boise, supervised the Idaho Sleep Disorders 
Center, and administered esophageal pH probe 
testing for the hospital’s endoscopy lab. Gable was 
a member of the winning team of the fi rst AARC 
Sputum Bowl, which continued to win it three 
years in a row. He later took on an organizational 
role in the event and was an avid supporter of 
it for many years. A scholarship for respiratory 
care students at Boise State University is being 
developed to honor his memory. ■



Hand Hygiene Suffers as the 
Shift Wears on

Bedside caregivers may be more likely to wash their 
hands at the beginning of their shifts than at the end, re-
port U.S. researchers who looked at hand-washing data on 
4,157 caregivers at 35 U.S. hospitals over three years.

Their study found hand-washing compliance rates 
dropped an average of 8.7% from the beginning of a typ-
ical 12-hour shift to the end. Higher work intensity led to 
lower hand-washing rates while longer times off in be-
tween shifts increased compliance.

“Demanding jobs have the potential to energize em-
ployees, but the pressure may make them focus more on 
maintaining performance on their primary tasks, particu-
larly when they are fatigued,” study author Hengchen Dai 
from the University of Pennsylvania was quoted as saying. 
“For hospital caregivers, hand washing may be viewed 
as a lower priority task; and thus it appears compliance 
with hand hygiene guidelines suffers as the workday pro-
gresses.” The study was published in a recent edition of 
the Journal of Applied Psychology. 

Round 2: Smoking-related 
Cancer Risks Multiply

Having one smoking-related cancer increases the odds 
of developing another, separate smoking-related cancer 
in smokers, report National Cancer Institute research-

cohort studies. Overall, current smoking at the time of 

risk of a second cancer diagnosis when compared to the 
second cancer risk seen in people who had never smoked. 
Current smoking also increased the mortality rate from all 
forms of cancer.

Former smokers had an increased risk of developing 
a second smoking-related cancer as well, but the risk 
decreased with the number of years since smoking cessa-
tion. “Our study demonstrates that health care providers 
should emphasize the importance of smoking cessation to 
all their patients, including cancer survivors,” study author 
Meredith S. Shiels, PhD, MHs, was quoted as saying. The 
study was published in a recent issue of the Journal of 
Clinical Oncology. 
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The importance of research related to respiratory 
care has never been more apparent. As our seasoned 
researchers grow closer to retirement, there are few 
replacements and few respiratory care practitioners who 
are committed to picking up where they leave off.

In August of 2013, staff of the respiratory care 
department at Iowa Methodist Medical Center in Des 
Moines, IA, decided to get serious about understanding 

profession and their responsibility to help contribute. 
Part of UnityPoint Health Des Moines, the department 
also staffs Lutheran Hospital in Des Moines and 
Methodist West Hospital in West Des Moines. We began 
by gathering our clinical leadership team together to 
develop a long-term plan.

First step: Start a journal club. What began as an 
online project where clinically relevant articles were 
chosen and sent to staff by email soon developed into 
an in-person club held in various locations, including the 
occasional off-site meeting at a staff member’s residence. 
“Our Journal Club is mobile,” says AARC member Julie 
Jackson, BAS, RRT-ACCS, department manager at the 
hospital. “One month the meeting will be held in a 
classroom at our education center, and then the next 
month we will have it at someone’s home.” Each 
approach has its advantages. Some like the convenience 
of being able to participate while at work, while others 
like the more relaxed atmosphere of having the meeting 
off campus.

Overall, our journal club has been a resounding 
success. Each meeting, we have a couple more people 
show up and have recently hosted 25 therapists in one 

sitting. Staff members and students and faculty from 
the Des Moines Area Community College (DMACC) 
respiratory therapy program are all invited, and one hour 
of continuing education credit is awarded to those who 
attend. We are also planning to offer remote access to 
outlying facilities that may not have the resources to 
organize such an endeavor.

Second step: Develop a research committee. “We 
wanted good, solid research ideas,” says committee 
member Sejla Hall, RRT. The committee very quickly had 
15 members who initially met every other week. They 
were asked to take over the journal club, which they just 
as quickly made their own. It didn’t take long before the 
committee had a couple of projects underway to answer 
issues that existed within the department. Performance 
improvement was the mission; and as of this writing, the 
department has almost a dozen research projects on its 
plate.

The committee is primarily made up of staff 
respiratory therapists but has also invited participation 

therapy student from DMACC took the challenge. “I am 
really excited to take part in what I think is an incredibly 
important responsibility of all professional RTs,” she says. 
Benhart has been an energetic addition to our team who, 
in addition to contributing to the committee, has also 
presented at our journal club. If she is any indication of 
our profession’s students, our future is bright.

Step three: Hire a data collection coordinator. “With 
so many projects” says Jackson, “we needed somebody to 
help with the daily grind and to keep things organized.” 
AARC member Trevor Oetting, BA, RRT, stepped up 

RT Department Steps Up to Research   by Keith D. Lamb, BS, RRT-ACCS
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to the plate. Previously a shift supervisor, he has been 
instrumental in the department’s rapid shift toward 
practicing according to the evidence and contributing to 
the literature. He and I meet almost daily to discuss how 
to bring all of these projects to fruition. “It’s ambitious,” 
says Jackson, “but we have the right leaders in place to 
make it all happen. We have really grown over the last 
year.”

collaboration with other thought leaders and educators 

develop a curriculum where students could do an elective 
rotation working with us on research projects. Students 

enthusiastic about the enhanced relationship between 

an important component of our profession, and we 
are delighted that our students are a part of this vital 

“We had such a positive response by our students 
when this was offered as a possible collaboration,” says 
Barrett. “We had at least a dozen interested students 

addition of students to our research team has been a 

a project and publish their work, and we get highly 
motivated students who provide invaluable perspective 
and energy helping us with our efforts.

off. We are generating a better understanding of the 
science pertaining to our profession and are using this 
understanding to change local practice and contribute 

ability to better manage our internal data, we have 

embarked on several other initiatives as well. One of the 

We were able to collect and analyze internal data 
pertaining to our severely hypoxemic patient population, 
and this enabled us to get a better perspective on just 

Other protocols have been developed using this 
same approach. “Several protocols are being used to 
help guide and direct our efforts to better manage 

protocols and guidelines has improved the way we take 
care of patients.” 

Keith Lamb, BS, RRT-ACCS, heads up adult critical care and 
critical care research for respiratory care services at UnityPoint 
Health Des Moines in Des Moines, IA, and also chairs the 
AARC’s Adult Acute Care Specialty Section.
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Financial Incentives Boost Quit Rates

PEER TRAINERS IMPROVE ASTHMA CARE FOR KIDS

The best person to encourage parents of children with asthma to follow 

better manage their children’s asthma. Families received an average of 18 

intervention group experienced an additional three weeks without asthma 
symptoms at the one-year follow up, according to their parents. A similar reduction 

PEER TRAINERS IMPROVE ASTHMA CARE FOR KIDS

The best person to encourage parents of children with asthma to follow 
their child’s asthma management plan may be another parent of a child 
with asthma. That’s the take-home message from Washington University 
School of Medicine investigators who looked at outcomes from a peer-
coaching program over a two-year period.

The study involved 948 families with children ages 3–12 who had 
asthma. The families were randomly assigned to either usual asthma 
care from their pediatricians or usual asthma care in addition to regular 
phone calls from peer trainers in which they were taught how to give 
medications effectively, encouraged to take their children to primary 
care physician appointments, and provided with support to help them 
better manage their children’s asthma. Families received an average of 18 
calls over one year.

When compared with children in the usual care group, kids in the 
intervention group experienced an additional three weeks without asthma 
symptoms at the one-year follow up, according to their parents. A similar reduction 
in asthma symptoms was seen in children with Medicaid insurance; these children also had 42% fewer 
emergency department visits and 62% fewer hospitalizations. These reductions were maintained 
throughout the second year of follow-up without any further contact with the peer trainers. ■

Active Asthma Increases Heart 
Attack Risk

Mayo Clinic researchers presenting at the 
American Heart Association’s Scientifi c Sessions 
2014 last fall found that active asthma may increase 
the risk of a heart attack. The study was conducted 
among 543 patients who had heart attacks and 
543 non-heart attack patients of the same age and 
gender. Within the heart attack group, 81 patients 
had asthma and 44 of those patients had active 
asthma, defi ned as any use of asthma medications 
and unscheduled offi ce or emergency visits for 
asthma.

After controlling for traditional heart attack 
risk factors, patients with inactive asthma were 
not at an increased risk of heart attack; but those 
with active asthma had a two-fold higher risk. The 
authors believe these results suggest patients with 
active asthma and a history of symptoms such as 
chest discomfort or shortness of breath should be 
evaluated for potential heart disease.

“Lifesaving medications for acute heart attack 
and asthma attack are different; treatment for 
one potentially can make conditions worse or life 
threatening for the other,” senior author Young 
Juhn, MD, was quoted as saying. “Our study shows 
use of asthma medications to control asthma may 
not seem to be related to the risk of heart attack, 
so clinicians should make an effort to better control 
asthma of patients with active asthma using 
therapeutic and preventive interventions.” ■

Could a money reward 
encourage economically 
disadvantaged smokers 
enrolled in a quit-
smoking program to 
continue abstaining from 
cigarettes? Yes, report 
UTHealth researchers 
publishing in a recent 
issue of the American 
Journal of Public Health.

The investigators 
randomly assigned 
smoking-cessation 

program participants to either usual clinic care consisting 
of an educational orientation session, weekly support 
group meetings, physician visits, and pharmacological 
treatment, or the intervention group, which received 
usual care plus the opportunity to earn a $20 gift card 
for abstinence on the quit date. Patients continued to 
be eligible for gift cards throughout the study, with the 
dollar amount increased by $5 each week, which meant 
participants could earn quite a lot of money over the four 
weeks. Progress was monitored for 12 weeks following 
the quit date.

Results showed 49% of the patients in the intervention 
group were abstinent at four weeks versus 25% of the 
usual care patients. Twelve weeks after the quit date and 
eight weeks after incentives were discontinued, 33% of 
the fi nancial incentives patients were abstinent versus 
14% of those in the usual care group. Women in the 
intervention group had the highest abstinence rates. ■
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Strange But True…
Mask couture: Could the face masks you don at work to protect 
yourself and your patients from aerosolized infections make a fashion 
statement? According to CNN, they did at a recent fashion show in 
Beijing, where air pollution has been reported as out of control. Models 
sported everything from crystal-studded masks to masks that were 

Ferreting out clues: U.S. researchers working on a project funded by 
the National Institutes of Health have sequenced the ferret genome, an 
advance they say could one day lead to new treatments for a range of 

people are much the same as those in ferrets and are transmitted in a 
similar manner.

Catch me if you can: Cancer and other 
conditions may one day be diagnosed 
by a tiny pill that a person swallows, 
reports Time Magazine. The pill is being 
engineered in the Google X research 
facility and would work by unleashing 
tiny magnetic particles into a person’s 
bloodstream, where they would pick 
up the presence of chemicals or cells 
associated with certain diseases.

Bird breath: Scientists have long 

in bird lungs resulted from the high 

appears an unknown forerunner may 
be to blame instead. The same one-

discovered in the green iguana, a 
reptile not known for high-capacity 

researchers believe this suggests the 

years ago in a common ancestor of 
lizards, snakes, crocodiles, and the 
dinosaurs from which birds emerged. 

AARC Times is always looking for good stories from 

profession they have chosen as a career.
Have you advocated for respiratory therapy in your state 

friends have collaborated to build a house with Habitat for 
Humanity. Perhaps you witnessed a lifesaving event outside 

seeing it.
If you have a story to tell, please contact AARC Times 

Editor Marsha Cathcart at cathcart@aarc.org and include 
in the subject line, “Student Member Story.” Be sure to 

RT Student Members: Send Us Your Stories

Contribute to Our 
“Transitions” Column

now be devoted to sharing news about 

You can submit news about your 
colleagues’ recent passing by going 

provide any information about the 
member’s recent obituary so that we 
can share it with the membership and 
pay tribute. 

World Health Organization; www.
stoptb.org/events/world_tb_day

National Health 
Observances



More Patients Are Surviving ARDS

U.S. researchers presenting 
at CHEST 2014 last fall offer 
some good news for any-
one caring for patients 
with acute respiratory 
distress syndrome 
(ARDS). According to 
their analysis of over 
174,000 patients in 
the National Inpatient 
Sample database, mortality 
rates for the condition have 
declined by 14.6% over the past 
decade, going from 46.8% in 1996 to 32.2% in 2011. 
An 8.9% absolute reduction in mortality rates was seen 
from the years 2000 to 2005 alone.

The investigators attribute the decline in ARDS mor-
tality to improvements in critical care medicine — 

“While we cannot prove causation for the decreased 
mortality, we believe that collaborative advances in 
critical care medicine contributed to the overall de-
cline,” study author Jared Radbel, MD, was quoted as 
saying. “We assert that the sudden and sharp decrease 
in mortality from 2000–2005 can be attributed to the 
practice of low tidal volume ventilation.” 

Hand-off Tool Decreases 
Medical Errors

 A new hand-off tool developed by military re-
searchers who collaborated with nine civilian hospi-
tals is helping to keep patients safe. A recent study 
found that the tool reduced injuries due to medical 
errors by 30% across all nine institutions. The I-PASS 
hand-off bundle includes:

verbal mnemonic “I-PASS” (Illness severity, Patient 
summary, Action list, Situational awareness and 
contingency planning, and Synthesis by receiver)

“Patients are at the center of everything we do,” 
Brig. Gen. Jeffrey B. Clark, director of the Walter 
Reed National Military Medical Center, was quoted 
as saying. “By quickly adopting the I-PASS transitions 
of care principles for all health care teams, we simul-
taneously bring state-of-the-art health care to our 
patients and teach the next generation of health 
care team members what right looks like.” He and 

edition of the New England Journal of Medicine. 

Adenotonsillectomy May Improve 
Asthma Outcomes

Children with asthma who have their tonsils and adenoids removed 
end up with better asthma outcomes, according to University of Chicago 
researchers publishing in a recent issue of PLOS Medicine. They looked at 
data on more than 40,000 children between the ages of 3–17 who under-
went removal of their adenoids and tonsils as a treatment for obstructive 
sleep apnea. Asthma symptoms among these children were compared pre- 
and post-surgery and were also compared to 27,012 children with asthma 
who did not have their tonsils and adenoids removed.

Episodes of acute status asthmaticus fell 38% in the year after the 
surgery in the adenotonsillectomy patients versus just 7% in children 
with asthma who did not have the surgery. Acute asthma exacerbations 

pattern.

36% in the surgical patients, and a 26% drop was seen in asthma-related ED 

the children who did not have the surgery. 
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The RT’s role in the continuum of care  
for lung disease patients

Some hospitals are already beginning to see the im-
pact RTs have on managing patients with COPD and 
other lung diseases. Discharge planning is beginning 
earlier in the hospital visit, incorporating RTs to man-
age respiratory care as part of the inter-professional care 
team. Programs are utilizing RTs as asthma and COPD 
navigators or educators. In one program, Lung Partners,9 
RTs are a part of the primary care model. They function 
as transition coaches who provide COPD patients with 
their treatments, assessment for COPD-related issues, 
and education. The coach helps facilitate the discharge 
plan and visits the patient at home after discharge.

With the growing number of elderly COPD patients 
and health care reform challenges, there is a great need 
for RTs to focus on skills that will provide value to the 
patient in the hospital, clinic, and home. Developing ex-
cellent assessment and communication skills will help 
future RTs excel as a valued member of the health care 
team.

New roles are already emerging for RTs, such as care 
coordination. RTs can have a great impact on patient 
safety, reducing hospital readmissions and length of 
stay, and improving patient satisfaction and quality of 
life. While some of these certainly can have a positive 
financial impact for health care institutions, keeping our 
patients safe should be top priority. 
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A SALUTE to Our

CORPORATE
PARTNERS

Since 1947, the AARC has been leading the effort 
to advance the respiratory care profession and promote 
quality respiratory care. Collaborating with our 50 state 
organizations, we have successfully advocated for the 
profession at the federal, state and local level.

The combined efforts between the respiratory care 
profession and manufacturers in seeking ways to 
improve the quality and outcomes of our patients make 
us natural partners in today’s healthcare continuum.

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