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General Counsel

by Anthony L. DeWitt, JD, RRT, FAARC

about the author…

Anthony L. DeWitt, JD, 
RRT, FAARC, is an attorney 

and Robertson, PC, and 

Zombie Alert

Those who like sausage and legislation should never 
watch either being made. 

— Otto von Bismarck

When Congress passes a bill and the President signs 
it into law, it is sent to the Office of the Law Revision 
Counsel of the House of Representatives, where it is 
“codified.” Medicare, for example, was 
passed in 1965 in the 89th Congress. It 
was then codified into the United States 
Code in Title 42, section 1395. Within 
the United States code, there are 52 
titles and thousands of separate stat-
utes governing everything from federal 
crimes (Title 18), banking and finance 
(Title 31), and social services (Title 42). 
While the United States code tries to 
organize statutes by subject matter, the 
nature of how laws get passed, changed, 
and reorganized means that finding any 
particular statute requires a computer 
search. It also means these statutes are 
constantly changing.

Making matters worse, when 
Congress passes a statute, like the 
Patient Protection and Affordable Care 
Act (PPACA, or Obamacare), it passes 
more than one statute. As has been 
widely reported, the statute was more 
than 2,000 pages long, and it is doubtful 
that any congressman or senator read 
the entire thing. But this also means 
that you won’t be able to go to the 
United States code and find in one place 
all the statutes that were part of the PPACA.

The Trump Administration has said in recent in-
terviews that it would be repealing and replacing the 
PPACA, but that in doing so it would keep certain por-
tions that it believed were valuable, like coverage for 
pre-existing conditions and the ability for young people 
to stay on their parents’ insurance plans. In addition, 

many of the provisions of the PPACA contained statutory 
segments that had nothing to do with providing health 
insurance. For example, inside the PPACA were revisions 
to the False Claims Act that changed certain standards 
for whistleblowers. This is a process that legislators call 
“log-rolling.” A bill that “must pass” like the PPACA is 
saddled with hundreds of amendments. Some of those 

amendments name post offices, some 
provide funding for highway improve-
ments, and some change other laws in 
ways that benefit legislators. Some of 
these amendments are stripped out 
during the legislative process, but 
most are not. Because the PPACA was 
large and unwieldy, it is likely to re-
quire painstaking work to repeal and 
replace it.

Imagine, if you will, a bowl of spa-
ghetti. One strand represents the 
pre-existing condition language, an-
other the ability to stay on a parental 
insurance plan up to a certain age. 
Each strand crosses other strands, 
and in pulling them free, you must 
avoid disturbing the rest of the bowl. 
Sound easy? In repealing and replac-
ing PPACA, Congress will need to sort 
through the morass of code sections 
— the bowl of spaghetti — so as to 
ensure that the unrelated sections of 
code are not unnecessarily affected.

A wholesale repeal of the public 
law wipes out all of these statutes, and 

in the case of naming a post office, it is too little, too late. 
So Congress must painstakingly go through the whole 
code, isolate the code sections that need to be repealed, 
and then repeal them. In terms of the core concept of 
the PPACA, this pertains to the insurance exchanges 
and their federal subsidies, which are the sections most 
likely to get the axe.
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Replacement of the act is another tale altogether. 
President Trump has stated that he favors removing 
the restraints that previously prevented insurers from 
offering plans in more than one state and that he fa-
vors the use of health savings accounts (HSAs) to set 
aside money tax-free to pay medical expenses. 

A law that permitted insurers to compete in offering 
health care plans across state lines might lower costs 
due to increased competition in much the same way 
that having multiple cell phone carriers reduced the 
cost of cell phones. Of course, it might not provide the 
same level of health promotion and disease preven-
tion benefits currently required in the federal health 
care plans. HSAs might work for disciplined investors 
but might fail miserably for persons with chronic con-
ditions. Even HSAs would need to be backed up with 
catastrophic care coverage.

President Trump’s promise to repeal and replace 
the PPACA on the same day is likely to encounter 
serious roadblocks from trade and industry groups. 
Lobbyists and others will want to have their say, and 
some are suggesting that Medicare be revised with a 

“payor support” provision that allows Medicare to con-
tract with private insurance plans, pushing the risk of 
fraud and abuse onto private entities. In other words, 
do not look for the “repeal and replace” to occur before 
the end of 2017.

At this point, it is almost anyone’s guess what will 
eventually be repealed, but, generally speaking, I be-
lieve that provisions that do not cost the federal gov-
ernment money (for example, the requirement that 
employers provide nursing rooms for nursing moth-
ers) or provisions that increase costs only slightly (al-
lowing those over 18 to remain on their parents’ in-
surance) are likely to be retained. Provisions that cost 
the federal government money (health care subsidies, 
insurance exchanges, etc.) will likely be removed. 
Federal funds earmarked for certain health promotion 
activities may be cut, and this could impact therapists.

The replacement is also anyone’s guess, but most 
likely it will focus on HSAs for young and healthy citi-
zens and will result in a markedly diminished level of 
benefits for older and sicker patients.

Health insurance, as we have known it in this coun-
try, is about to undergo a significant change. Initially, 
for therapists, the key is not to panic just because 
change is coming. Not all change is bad. No mat-
ter who is paying for health care, that health care is 
going to be needed for patients with heart and lung 
conditions.

Smart providers who can offer disease manage-
ment for debilitating conditions like lung disease will 
still have a place in the health care system. But this 
place in the system won’t come about magically — it 
will have to be carved out. The AARC and individual 
therapists will have to make their voices heard by 
policymakers in Washington. This is one reason why 
AARC membership (and its accompanying lobbying ef-
forts in Washington) is so important. Without a com-
manding voice telling policymakers the value of re-
spiratory care provided by respiratory therapists, RTs 
could easily be overlooked.

It is common in the United States to sell everything 
as if it were a panacea. Every vitamin supplement will 
make you Superman. Every car on the road will let 
you drive like James Bond. But, at the end of the day, 
we know that marketing just isn’t real life. Although 
President Trump may well believe he can provide a 
better health care insurance system at a lower cost 
and retain the same level of benefits, there are no free 
lunches. Only so much can be saved from fraud and 
abuse. Somewhere, someone is going to have to pay 
more. The real questions are: who will pay, how much 
will they pay, and what will they get for it? 
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Executive Office Update

Positioning the RT for Post-Discharge  
Oxygen Management

by Thomas J. Kallstrom, MBA, RRT, FAARC

about the author…

Thomas J. Kallstrom, MBA, 
RRT, FAARC, is executive 

director of the AARC.

According to the last AARC Human Resource Sur-
vey, approximately 75% of practicing respiratory ther-
apists are employed by acute care hospitals. The re-
mainder of respiratory therapists work as educators 
and in industry, sales, home care, or clinical care post 
discharge. To maintain clinical rele-
vancy, we need to evolve beyond the 
walls of the hospital in this rapidly 
changing health care terrain. For-
tunately, we are seeing this happen 
now. 

Case in point is that respiratory 
therapists are now actively involved 
in hospital-based chronic pulmonary 
disease programs with the goal of re-
ducing readmissions to the hospital. 
Whether it is for COPD, pneumonia, 
or congestive heart failure (CHF) — 
each has been deemed by the Centers 
for Medicare and Medicaid Services 
(CMS) as a measureable outcome if 
readmission occurs within 30 days 
— the hospital is held liable and is  
penalized by reduced Medicare reim-
bursement. As a result, this penalty 
process has brought about some unique programs 
that have been successful in reducing these readmis-
sions.

Many RTs have been successful in chronic pulmo-
nary disease programs that have positively impacted 
the readmission problem. RTs who manage some of 
these COPD programs have shared their protocols and 
experiences online at AARConnect in the COPD Best 
Practices Community. Currently there are approxi-
mately 400 members of this community. I encourage 
you to visit and engage with like-minded profession-
als if this is something that you find of interest. 

There is one common denominator for CHF, pneu-
monia, and COPD — patients with these diseases are 
likely to be hospitalized and on oxygen or discharged 

on oxygen. Our challenge as RTs is to be sure they are 
assessed properly before discharge, that the correct 
delivery device is in place, that the patient and care-
givers understand how to operate and troubleshoot 
the device, and that the patient is assessed post-dis-

charge for the continued need for 
oxygen or changes in settings.

The Long-term Oxygen Treat-
ment Trial (LOTT study) was re-
cently released.1 This long-awaited 
trial has highlighted the need for 
a more engaged clinician who can 
make an assessment for the right 
oxygen prescription and delivery 
device. It has also shown that there 
needs to be a shift in the paradigm of 
prescribing oxygen. According to the 
study, long-term oxygen should not 
be routinely prescribed in patients 
with mild to moderate hypoxemia 
at rest or during exercise. In fact, 
the study notes that patients with 
stable COPD on oxygen did not see 
a significant effect on time to death, 
time to first hospitalization, time to 

first exacerbation of COPD, or measures in quality of 
life, depression, anxiety, or functional status. This cer-
tainly is a change in thinking and will likely make a 
difference in how the discharged patient’s need for 
oxygen will be assessed and prescribed. Who better 
than a respiratory therapist?

The AARC, Rush University, and the University of 
Illinois have recently completed a survey of the respi-
ratory therapist’s practices in pre- and post-discharge 
oxygen usage. This survey again demonstrates a void 
that needs to be filled. For example, the decision of 
which oxygen device a patient goes home on is de-
termined by a variety of players: respiratory therapist 
(17%), social worker (18%), physician (28%), and du-
rable medical equipment (DME) company (16%). Only 
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10% of patients receive a home visit to determine appro-
priate oxygen therapy post-discharge.

I recently had a personal communication with Dr. 
Jerry Krishnan, a lead author on another study (still in 
review) called the DORIC study. This study looked at ox-
ygen use and showed that fewer than 20% of 350 patients 
with COPD in the study who were hospitalized at two 
health centers had an evaluation for supplemental oxy-
gen needs at home before they were discharged from the 
hospital. Again, this shows a void that should be filled by 
respiratory therapists who can perform the evaluations.

This same need has caught the attention of the COPD 
Foundation, which prepared the Second Readmission 
Summit Report in August 2016 (with AARC leadership 
participation). The report noted that RTs should be in-
cluded as central members of the health care team 
for people with COPD while hospitalized and post-dis-
charge. The report goes on to say that organizations 
that have not yet included respiratory therapists in their 
COPD care teams, as well as those that have integrated 
them into their care processes, should make every effort 
to clearly elucidate the role of respiratory therapy and 
therapists at every stage of care.2

Finally, The Lancet published an in-depth analysis of 
the state of COPD management in the United States last 

year.3 This issue included articles by a multidisciplinary 
group of authors, including RTs and several other dis-
ciplines, and it included articles giving the patient’s 
perspective. The analysis recommended that nurses, 
respiratory therapists, and pharmacists be involved in 
multidisciplinary care coordination for both inpatient 
and outpatient care. Seems logical, doesn’t it?

There needs to be more research in post-discharge 
processes regarding the utility of an RT for discharge ox-
ygen needs and ongoing assessment. With decreasing 
numbers of RTs in the DME field today, hospital-based 
RTs should take a more prominent role in the post- 
discharge arena. With the wide variety of devices on the 
market today, it is essential that the respiratory thera-
pist be the expert. 

References
1. The Long-Term Oxygen Treatment Trial Research Group. A 
randomized trial of long-term oxygen for COPD with moderate 
desaturation. N Engl J Med 2016;375:1617–1627.
2. Willard KS, Sullivan JB, Thomashow BM, et al. The 2nd National 
COPD Readmissions Summit and beyond: From theory to 
implementation. Chronic Obstr Pulm Dis (Miami). 2016;3(4):778–790.
3. Han MK, Martinez CH, Au DH, et al. Meeting the challenge of COPD 
care delivery in the USA: A multiprovider perspective. Lancet Respir 
Med. 2016;4(6):473–526.
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Sleep Waves

Sleep and the Neurorespiratory Patient

by Garner Faulkner II, BSRC, RRT, AE-C

about the author…

Garner Faulkner II, BSRC,
RRT, AE-C, is a respiratory
care practitioner for the

department of respiratory
care/pulmonary function

lab and serves as the
clinic liaison for the ALS
and Airway Education

Clinics at UC San Diego
Health System in San

Diego, CA.

To sleep, perchance to breathe…. Maybe that is not 
exactly what Shakespeare wrote, but for many pa-
tients with a neurorespiratory disease, sleep-disor-
dered breathing (SDB) is often a common complexity 
of their disease state. Diseases that affect the cortex, 
brainstem/basal ganglia, spinal cord, motor nerves, 
neuromuscular junction, and muscles have the poten-
tial to cause dysfunction of the respiratory system.1, 2 
These neurological diseases have been often referred 
to with the term neuromuscular dis-
ease (NMD) in literature.2–4 NMDs are 
often notable for progressive muscle 
impairment, which can lead to respi-
ratory muscle weakness and possibly 
death (likely from respiratory compro-
mise).4  NMD in particular has been 
associated with a higher incidence of 
SDB, the most common form being 
nocturnal hypoventilation.1–3,5

Why is this problematic during 
sleep?

Normally during sleep, there is a 
natural loss in muscle tone (atonia) 
of the skeletal muscles (excluding 
the diaphragm), specifically during 
rapid eye movement (REM) sleep.6 
During normal sleep, the tidal vol-
ume is reduced, the respiratory rate 
decreases, there is a reduction in the 
chemosensitivity of the central con-
trol of breathing, a loss of basal drive 
to breathe, and an increase in upper 
airway resistance.5,7 During REM and 
atonia, the rib cage contribution to 
the tidal volume decreases to about 19% from 40% 
while awake.7 Atonia during REM is the body’s nat-
ural defense mechanism to prevent physical harm 
(to self or others) from involuntary dream-induced 
muscle movement.6 During REM sleep, which is the 

restorative type of sleep, ventilation occurs almost 
solely through diaphragmatic operation.8 In many 
NMDs, diaphragm dysfunction is reported to occur.5–7 
Hypoventilation, particularly in NMDs with respiratory 
muscle weakness, often first presents at night during 
REM due to decreased respiratory drive, excess effort 
needed by the diaphragm or associated weakness,  
and increased upper airway resistance during sleep 
atonia.5, 8

Symptoms of SDB
The symptoms that are the first 

indicators of possible SDB can be 
subtle or may be difficult to cor-
relate with poor sleep quality and 
ventilation.6 Due to these subtle-
ties, it is very important to identify 
nocturnal symptoms because SDB 
can lead to significant morbidity 
and may precede daytime ventila-
tory failure.1 The respiratory care 
practitioner (RCP) may play a huge 
role in this step. Orthopnea, day-
time fatigue, daytime sleepiness, 
frequent nightmares, night sweats, 
excessive nighttime urination, 
morning headaches, poor concen-
tration, short-term memory loss, 
irritability, depression, high blood 
pressure, and anxiety are some of 
many symptoms that may be en-
countered.8,9 A questionnaire may 
be beneficial to the RCP/health-
care provider in screening those 
with SDB to determine whether 

further testing or intervention is needed. This may 
be as simple as asking a patient in the clinic what 
symptoms they have during the day or at night. The 
Epworth Sleepiness Scale (ESS) is a quick, easy, self- 
administered, validated questionnaire that can be 
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used to assess sleepiness in patients for whom SDB 
may be a concern.8 Such questionnaires are com-
monly used in sleep clinics and labs to help identify 
those with obstructive sleep apnea; however, it may 
not be specific enough to detect those with NMD-
induced SDB.8,10 Steier et al showed the accuracy of 
using a more specifically derived questionnaire based 
on symptoms to identify patients with NMD at risk for 
SDB.10 In this study, patients answered questions in 
a brief questionnaire, which included the following 
questions:10

waking more, getting up, poor sleep quality)
Most of these questions were rated with a “yes  

10

Diagnostic testing for SDB

can be performed while sitting and while lying down 
11 Studies 

have shown that the decrease in the supine vital ca-

specific for diaphragm weakness.11 In general, the 
greater the fall in vital capacity when the patient is 
in the supine position, the more likely of the patient 
is to have an associated SDB.10 Identifying a decline 
in the supine forced vital capacity may be extremely 
helpful in early identification of NMD patients with 
diaphragmatic weakness and accompanied nocturnal 
hypoventilation.11

Overnight oximetry testing, done at home or in 
a hospital setting, may help determine SDB because 
frequent desaturations can imply nocturnal hypoven-
tilation.
expensive to obtain, although they are less exten-
sive, and they can be used to screen when concerned  

NMD will qualify a patient for Medicare coverage of 
NIV.

-
jective diagnostic method of assessing nocturnal respi-
ratory insufficiency in the NMD patient.8

need to start NIV appears to be controversial.
perhaps due to its cost, its inconsistent availability in 
many demographic areas,10 difficulties participating at 
a sleep center due to generalized weakness and de-
creased mobility, and potential long wait time for ap-
pointments.8 Some NMD patients report symptoms of 
SDB without having objective measurements of mus-
cle decline; it is difficult to assess sleep hygiene in gen-

 
Patients with NMD and associated respiratory muscle 
weakness commonly have reduced total sleep time, 
frequent arousals, and a reduction in REM sleep.5

distinction between “obstructive” and “central” events 
is often difficult in NMD patients because obstructive 
apnea may be classified as central when muscle are 
too weak to move the chest wall.5

Noninvasive mechanical ventilation
NIV has become an integral part of management 

and care of patients with NMDs and of those who 
have SDB associated with it.6

states that the goal of effective treatment with NIV 
is to improve/reduce work of breathing by delivering 
appropriate tidal volumes, decreasing respiratory rate,  
and improving gas exchange.13 Many studies have 
shown that there is improved survival in some  
patients with some types and an improvement in  
quality of life and daytime symptoms in most patients 
with NMD. -
mended to initiate NIV at night for patients as soon  
as symptoms of hypoventilation start to present  
themselves.  

NIV devices in NMD usually are recommended to 
have a backup rate incorporated because central ap-
neas can occur or, more commonly, as the disease 
progresses patients are unable to generate sufficient 
pressure/flow to initiate a breath from the device.

with chronic alveolar hypoventilation on NIV should 
be individualized and based on specific goals in an 
individual patient.13

be reassessed and treatment may need to be modified 
often.13 In general, continuous positive airway pres-

patients with SDB because hypoventilation is the pre-
dominant concern due to muscle weakness.6

-
vide a true understanding of the adequate level of sup-
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port needed.13 With some NMDs, such as amyotrophic 
lateral sclerosis (ALS), evidence is lacking to support 
the routine use of PSG for the assessment and treat-
ment of hypoventilation-driven SDB problems.14 The 
American Academy of Neurology recommends treat-
ment and titration of NIV empirically, initiated and fre-
quently followed up in a clinic or homecare setting by 
RCP’s or physicians who are experienced with the ALS 
population.14

Who ya gonna call, still?
The RCP’s role has been growing and ever expand-

ing. Over the years we have seen a shift away from 
quantitative types of therapies (how many nebs have 
been given) and toward a focus on roles where the RCP 
adds value in the care of the pulmonary patient. The 
fact that patients with NMD are often at higher risk of 
SDB along with respiratory failure and even death4 is 
a huge implication for the value of the role of the RCP. 
It is paramount that the RCP is able to identify NMD 
patients at risk of SDB early on. Thorough assessment, 
follow-up, and treatment of respiratory concerns by the 
RCP and other health care providers can improve both 
quality and length of life for the patient suffering from 
neurorespiratory complications.2 

The RCP plays a vital role in the detection, evalua-
tion, respiratory monitoring, and therapeutic support 
of the NMD patient with SDB. Whether it is performing 
PFTs, performing and scoring PSG testing, performing 
and scoring nocturnal oximetry testing, providing de-
tailed assessment of history and symptoms, performing 
ABG draws, measuring EtCO2 readings, or educating, 
setting up, maintaining, and titrating NIV, the RCP will 
likely be in the thick of it all and will be an integral part 
of ensuring appropriate diagnosis and care of the neu-
rorespiratory SDB patient. 
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To set the stage for a discussion about some of the 
regulatory issues surrounding home mechanical ven-
tilation, it may be helpful to share some thoughts and 
observations regarding clinical practice, technology, 
coverage policy and reimbursement…all variables that 
have influenced the current regulatory 
environment.

-
spite the growth of evidenced-based 
care, there is still much art in the de-
livery of care, especially when treating 
medically complex, co-morbid patients, 

health policy and payment models 
often accelerate changes in clinical 
practice, and a result, clinical practice 
often evolves without the high-level 
evidence we all hope for. This is true for 
much of home mechanical ventilation.

the evidence and practice. Novel de-
vices and approaches to care some-
times enter the market quickly, often 
without an abundance of randomized 
controlled clinical trials, which may 
not be the most practical or appropri-
ate method of evaluating every new 
technology.

models don’t keep pace. With clinical 
practice and technology moving so 
quickly, it is difficult for policymakers 
and administrators to keep up. This 
is especially true in federal and state  
programs, where home care regula-
tions are often rooted in statute and policy developed 
in the 1960s and 1970s.

Home mechanical ventilation
The movement for home ventilation can be traced to 

the 1980s, as the combination of technology and chang-
ing health care economics provided the catalyst to dis-
charge certain technology-dependent individuals to be 

cared for at home.1 The same catalysts 
of technology and economics are still 
driving forces behind home ventilation 
today, with the technology being much 
more advanced and the economic driv-
ers much more complex, including re-
admission reduction programs/pen-
alties, post-acute bundled payments, 
Accountable Care Organizations (ACO), 
and full risk payment models, where 
all of the financial risk is shifted to the 
health care provider or organization.

Home ventilation technology
Until the early 2000s, home me-

chanical ventilation was pretty 
straight forward; there was essentially 
one Healthcare Common Procedure 
Code (HCPCS), E0450, and no national 
or local coverage determination. The 
coverage criterion was respiratory 
failure, which could be the result of 
various diseases and disorders. The 
majority of applications were inva-
sive, via tracheostomy, although there 
were pockets of noninvasive volume 
ventilation being used around coun-
try. Noninvasive applications (mask 
and mouth) were disproportionally 
used with post-polio patients, other 

neuromuscular disorders, and sometimes with obesity 
hypoventilation.1
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Early home mechanical ventilators were primarily vol-
ume-control, life-support ventilators that offered basic 
ventilation modes (control, assist-control, synchronized 
intermittent mandatory ventilation) and minimal features. 
Over the last 15 years, there have been significant advances 
in portable ventilators. Modern portable ventilators incor-
porate turbines and other pressure/flow generators, allow-
ing for more sophisticated modes of ventilation, including 
pressure support, pressure control, flow-by, and flow trig-
gering.2 In addition, some portable ventilator models offer 
spontaneous breathing support modes, including continu-
ous positive pressure (CPAP) and bi-level, with and without 
a back-up rate setting. It is likely these spontaneous modes, 
which are available on various models of bi-level devices, 
referred to as respiratory assist devices (RAD) by Medicare, 
play a role in the current controversy and confusion sur-
rounding home mechanical ventilation.

In 2005, Centers for Medicare & Medicaid Services (CMS) 
introduced four HCPCS codes to recognize the changes in 
ventilator technology and care:

-
port mode, may include pressure-control mode, used with 
invasive interface (e.g., tracheostomy tube)

-
port mode, may include pressure-control mode, used with 
noninvasive interface (e.g., mask)

used with invasive interface (e.g., tracheostomy tube)

used with noninvasive interface (e.g., mask)
The codes were intended to recognize the “basic” versus 

“advanced” home ventilator technologies for both invasive 
and noninvasive applications. There was also an increased 
payment allowable for the advanced pressure-support ven-
tilators, intended to compensate for the higher costs asso-
ciated with the newer and more advanced devices and ac-
cessories. The Medicare 2015 DME fee schedule allowed for 
monthly rental amounts for all four codes as noted below:

In this context, ventilators are classified as frequent and 
substantial serving, which is an uncapped monthly rental as 
long as medical necessity exists.

Why the major focus on home mechanical 
ventilation?

As often happens after the introduction of new technol-
ogies, especially ones with improved features and benefits, 
the market moves in that direction.  In the case of home 
ventilators, utilization shifted away from the older venti-
lators and moved to the newer devices. These technology 
advances and integrations often allow providers to use 
one type of device to meet the needs of a broader scope of 
patients. However, the technology shift alone is not what 

appears to have triggered concern among the regulators; it 
was the rapid increase in the use of noninvasive ventilation 

with it. According to the Office of the Inspector General 
(OIG), “Medicare paid 85 times more claims for noninvasive 
pressure-support ventilators in 2015 than it did in 2009, 
leading to a rapid increase in expenditures.”  The OIG also 

shifted away from neuromuscular conditions to respiratory 

The regulatory focus is on the significant growth in home 

patients in 2015 (Figure 1). This represented an increase in 

million in 2015 (Figure 2). 
This raised concerns within CMS that perhaps there was 

a shift away from using the RADs (bi-level with or without 
a backup rate) to provide NIV in the home, to the more so-

is not supported by any data, and as noted by the OIG, only a 
very small percentage of patients used a RAD or CPAP device 

5

So what happened? In my opinion, there are a number of 
factors in play, but the primary drivers are:

-
age respiratory failure in COPD

-
tions of patients with chronic respiratory failure or insuf-
ficiency (the less defined condition) with COPD

is especially limiting for patients with COPD

home RT follow-up and management of NIV patients

home ventilator technologies

existing, coded devices that are capable some of the same 
or similar modes of non-invasive pressure support (i.e., a 
bi-level device with or without backup rate)

reward or penalize various outcomes, such as the readmis-
sion prevention program, post-acute bundled payments, 
ACOs, and other various value-based care initiatives.

Regardless of the causes, all of the aforementioned data 
have had CMS and its contractors very focused on home 
ventilation over the last few years.

Changing policy language
-

tion for ventilation and the sole medical necessity criterion 
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for a ventilator is respiratory failure, Medicare used a 2001 
CMS non-binding decision memo in 2014 to limit the use of 
NIV. The memo included some very concerning language 
that stated NIV is to be “distinguished from the invasive 
ventilation administered via a securely intubated airway, 
in a patient for whom interruption or failure of respiratory 
support leads to death.”5 This language was highly problem-
atic and was opposed by nearly every clinical and profes-
sional organization. Despite that opposition, this statement 
was used by CMS to guide claims reviews and coverage de-
cisions for use of E0464 devices for nearly two years.

In May 2016, Medicare updated the guidance on coding 
and coverage of ventilators. The new guidance was likely in 
response to myriad communications with the medical and 
clinical community and offered more rational and pragmatic 
coverage language. The new ventilator guidance eliminated 
the stipulation that ventilators and RADs are “covered for 
different disease groups, and that ventilators are not eligi-
ble for reimbursement for any of the non-life-threatening 
conditions described in RAD coverage policy.” This clarified 
that, while the disease categories described in the cover-
age determinations for ventilators and RADs may overlap, 
the “choice of an appropriate treatment plan, including the 
determination to use a ventilator vs. a RAD, is made based 
upon the specifics of each individual beneficiary’s medical 
condition.” This appropriately shifted the treatment and 
device decisions back to the physician/prescriber.6 The new 
rule also requires prescribers and home care providers to 
have all appropriate documentation supporting the specific 
prescribed treatment and technology. Recommended docu-
mentation includes:

-
cific settings, hours of use per day, etc.

documents

that is well documented in the medical record for the ini-
tial set-up, as well continued documentation to support 
the ongoing medical need (chart notes) from follow-up 
care visits

plan and protocol

Changing codes and reimbursement
In January 2016, CMS made significant changes to the 

coding, coverage, and allowed amounts for ventilators. In 
a Joint DME MAC publication, it was stated that “ventila-
tor technology has evolved to the point where it is possi-
ble to have a single device capable of operating in numer-

and bi-level) to traditional pressure and volume ventilator 
modes. This creates the possibility that one piece of equip-
ment may be able to replace numerous and different pieces 

of equipment. Equipment with multifunction capability cre-
ates the possibility of errors in claims submitted for these 
items.”7 The article provides additional guidance regarding 
the medical necessity, documentation, coding, and coverage 

ventilators.
Effective for claims with dates of service on or after Jan-

uary 1, 2016, all products classified as ventilators must be 

-
face (e.g., tracheostomy tube)

interface (e.g., mask, chest shell)
The 2016 Medicare fee schedule allowed amounts for 

E0465 and E0466 range from the ceiling (highest) of $1055.23 
to the floor (lowest) of $896.95.  This represents a payment 
reduction from the prior E0463 and E0464 allowable of ap-
proximately $506 to $664, depending on the state.

Summary
There are a lot of factors that have complicated home 

mechanical ventilation, and to discuss such in detail is be-
yond the scope of this article. As noted earlier, technology 
and practice are moving at a quick pace, and these devel-
opments have resulted in blurred lines regarding the types 
of devices both capable of and used to provide various lev-
els of ventilator support, particularly NIV. New models of 
care, which bring various new incentives (or dis-incentives), 
have also influenced ventilation practices and prescribing 
patterns. The home is going to continue to become the focus 
of the care and treatment of patients with chronic disorders, 
as it provides a better economic alternative, and, if given a 
choice, most people would prefer to be at home. This means 
regulations and policy need to be speedy, dynamic, and rel-
evant—as Bruce Lee said, “Be like water.” 
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A recent report from the U.S. Department of Health 
and Human Services Office of Inspector General 
(OIG) has created quite a stir in the home care 
respiratory community. The Centers for Medicare  
and Medicaid Services (CMS) and its contractors have 
expressed concerns about the recent substantial 
increase in Medicare billing for noninvasive pressure  
support ventilators. The number of 
Medicare beneficiaries using noninva-
sive ventilators increased from 415 in 
2009 to 32,848 in 2014.1 (See Figure 1.)

While claims for noninvasive ven-
tilators (NIV) have skyrocketed, the 
claims for all other types of mechani-
cal ventilators have increased at much 
lower rates or even decreased during 
the same period of time. (See Figure 2.)

What is driving the increase in 
home ventilation?

There are several drivers for the 
transition of long-term ventilator-de-
pendent patients from the hospital to 
the home:
1. The rising costs of hospital care.
2.  The need to decrease the use of 

critical care resources for med-
ically stable long-term ventila-
tor-dependent patients who do not 
need critical care services.

3.  The need to ensure availability of critical care beds 
for critically ill patients.

4.  The desire to decrease the risk of long-term ven-
tilator-dependent patients acquiring nosocomial 
infections.

5.  The increased availability of mechanical ventila-
tors suitable for the home plus a wide variety of 
noninvasive patient interfaces.

6.  Patient desire to improve quality of life by transi-
tioning to where they want to live.2 (See Figure 3.)

These reasons may explain the increase in invasive 
ventilator patients moving to the home, but it doesn’t 
provide an explanation for the dramatic increase specific 
to noninvasive domiciliary ventilator patients. Additional 
drivers for the increase in home noninvasive ventilation 
may include:

1. An increased awareness that 
many neuromuscular diseases 
leading to chronic respiratory 
failure, such as Duchenne muscu-
lar dystrophy, may be optimally 
managed by avoiding the trache-
ostomy. Even patients who are 
completely ventilator-dependent 
may be successfully managed 
with NIV, which avoids many 
of the complications of the tra-
cheostomy, including increased 
secretions, impaired swallowing 
and oral communication, in-
creased risk of aspiration, and the 
bypassing of airway defenses.3

2. An increased use of NIV in the 
acute care setting for managing 
COPD patient exacerbations. 
When inpatient NIV ameliorates 
the patient’s condition, physi-
cians want to extend the therapy 
into the outpatient setting as 
well. This may be particularly 

relevant because hospitals are now penalized for 
COPD patient readmissions that occur within 30 
days post-discharge.4 

3. An increase in DME suppliers billing Medicare for 
a ventilator when a lower cost CPAP or RAD device 
is indicated per the patient’s medical condition. 
The OIG report notes that in 2009, the primary di-
agnosis for an EO464 device was neuromuscular 
disease; by 2015, the primary diagnosis shifted 
to chronic respiratory failure.1 This shift may be 
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noteworthy because chronic respiratory failure diagno-
ses may be treatable with a RAD. (See Figure 4.)

NIV coverage for home care patients
The CMS Medical National Coverage Determinations 

Manual lists clinical conditions that may be treated  
with a ventilator versus a RAD. (See Table 1.) A ventilator 
is appropriate for patients who have a severe condition in 
which the interruption of respiratory support could lead to 
serious harm.5

Ventilators differ from RADs in that they have internal 
batteries and therefore can still be useful during a power 
outage. Ventilators were designed to be able to withstand 
continuous usage, and include a full complement of alarms 
that may be individually adjusted to maximize patient 
safety. Additionally, ventilators typically have more robust 
flow capabilities and additional modes and features that 
may be useful for the more seriously compromised patient. 

The RT’s role in home ventilation
The home care respiratory therapist functions both 

as a therapist and as a case manager when preparing a 
ventilator patient to transition from the hospital to the 
home. A wide variety of tasks must be accomplished, 

generally within a very limited timeframe, before the 
patient can go home on a ventilator safely. Generally, 
invasive ventilation requires significantly more equipment 
and more training than NIV. (See Figure 5.) 

The hospital discharge planner calls or faxes the 
potential home ventilator patient’s information to the 
selected DME company. Typically, the hospital discharge 
planner already has a target date in mind for the patient’s 
discharge to the home. The DME company’s customer 
service personnel verify the patient’s insurance and obtain 
insurance authorization for the required home medical 
equipment. As soon as possible, the home care therapist 
visits the prospective home care patient at the hospital to:

caregiver(s).

accessories (such as heated humidifier, noninvasive 
mask type and size, nebulizer adapter, etc.) Deter-
mine if the patient’s ventilatory needs can be met  
at home. 

what new equipment will be needed. 

prescriptions.

Table 1. Comparison of Medicare Requirements for Home Respiratory Devices
Device Conditions Treated Reasonable and Necessary

Ventilator Neuromuscular disease, thoracic restrictive 
disease, or chronic respiratory failure 
secondary to COPD 

interruption of respiratory support could lead to 
serious harm.

RAD Restrictive thoracic disorders, severe COPD, 
central sleep apnea, complex sleep apnea, or 
hypoventilation syndrome

 

intermittent and relatively short durations of 
respiratory support.
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Figure 2: Claims for EO464 Ventilators Grow Faster Than Those for Other Ventilators.

6

Patient and family education

7

Home ventilator in the hospital?

8

Patient monitoring



A Discussion on Home Ventilation    Chronic Disease Manager

 AARC Times      February 2017    19

use of a home oximeter. Many insurance companies fol-
low Medicare guidelines, but fortunately, Medicaid does 
allow oximeters when medically necessary and ordered 
by the physician. It is important to stress that, when pre-
scribed, oximeters should be used on pediatric patients 
continuously, or at the very least, when the child is not 
visually monitored. Some advanced home care compa-
nies offer capnography, generally on a spot-check basis; 
this is rarely covered by insurance. Additionally, many 
newer home ventilators allow information to be down-
loaded to memory card or USB drive, or even transmitted 
via modem, although none of the devices transmit data in 
real-time as yet. There is some controversy regarding the 
extensive data now captured by some of the newer venti-
lators because there is no reimbursement for the data to 
be reviewed.

Gaps in patient and family education
A retrospective observational study of 228 children 

enrolled in a home mechanical ventilation program over 
22 years was performed. Of the cohort, 47 children died, 
with almost half the deaths being unexpected. There was 
evidence of notable risk from tracheostomy-related events, 
with tracheal bleeding, tracheal obstruction from a mucus 
plug, and incorrect placement of the tracheostomy tube 

Table 2. Suggested Educational Topics by Health Care Discipline
Hospital RN Hospital RT Home care Technician Home care RT

All aspects of enteral 
nutrition program, including 
g-tube care

Trach care and suctioning Home oxygen safety All aspects of home 
ventilator(s), including 
troubleshooting

Medications (purpose, dose, 
route, frequency)

Emergency procedures for 
mucus plug and accidental 
decannulation

Verify home safety, including 
functional smoke detector

Verify that the caregiver can 
hear the vent alarms over 
ambient noise throughout 
home

When to call the doctor 
(temperature >100°F, 
increase in mucus, mucus 
thickening, change in color 
of mucus, bleeding from 
trach)

Use of resuscitation bag to 
the trach and with mask

Verify electrical safety 
including adequate 
grounded outlets

Emergency plans:

Figure 3

Figure 4

Figure 5

Tips For Smooth 
Transitions

tube and cuff syringe in top 
drawer
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into a false tract accounting for almost 20% of the deaths.9 
These data encourage home care therapists to ensure that 
the family education includes managing tracheal emer-
gencies (Table 3).

A Final Note on Safety
One study estimates the accidental death rate for chil-

dren receiving home mechanical ventilation at 27.5%.7 
Another study examined the cause of death for eight 
patients who died while receiving home mechanical ven-
tilation; two of the eight deaths were due to accidental 
disconnection of the ventilator circuit. One of the patients 
had been home on ventilation for 10 years, the other for 
15 years, so presumably the families were well trained 
on proper ventilator management.10 These data should 
encourage the home care therapist to ensure that the fam-
ily can hear the ventilator alarm throughout the home. 
The therapist should also assess whether the patient has a 
means to summon assistance. Finally, the respiratory ther-
apist should serve as a resource for appropriate assistive 
technology to facilitate patient communication. 

A review of the FDA’s Manufacturer and User Facility 
Device Experience (MAUDE) database also reveals patient 
deaths attributed to accidental ventilator disconnection 
and to mucus plugs occluding the airway. Some of these 
deaths reportedly did not trigger a ventilator alarm. It is 
good practice for the home care therapist to verify that a 
low-pressure alarm will sound if the patient decannulates 
with the trach tube or inner cannula remaining affixed to 
the end of the ventilator circuit. It is also good practice to 
verify that the ventilator will alarm in some fashion if there 
is an obstruction. Both of these alarm tests can be per-
formed using the patient’s emergency tracheostomy tube. 

Home RT has the primary responsibility
Home ventilation is growing, especially noninvasive 

ventilation for chronic respiratory failure patients. There 

is some early evidence that home NIV may reduce hospital 
readmissions for these patients.11 Regardless of whether 
the home ventilation is performed noninvasively or inva-
sively, the home respiratory therapist has the primary 
responsibility to ensure that the home environment is 
suitable, that the patient and family have been adequately 
trained, and that the home equipment is clinically appro-
priate and efficacious. 
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Table 3. Family Caregiver Check-Off, Handling a Mucus Plug
Reviewed and 
Demonstrated 

Procedure 

Family Caregiver 
Performed Return 

Demonstration

RT Initials

1.  Quickly check suction pressure and then suction the child. 

2.  Give breaths with resuscitation bag after suctioning while 
listening to the child’s lungs.

3.  If the suction catheter won’t pass, quickly change the 
tracheostomy tube. When in doubt, ALWAYS change the trach 
tube!

4.  After trach tube change, give breaths with resuscitation bag 
until the child is back to normal.

5.  Place the child back on the monitoring equipment.

6.  Call the physician or respiratory therapist to report incident.

Adapted from the Ventilator and Children’s Home Program, Pennsylvania Department of Health, Children’s Hospital of Philadelphia.
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“Time of death: 0821.” Monitors are turned off; 
carts and equipment are pulled from the room. I 
turn off the oxygen and hang the bag on the wall. 
The doctor is in the hall with the social worker, con-
soling a grieving family.

I put all my equipment away 
and then walk down the hall to 
breakfast in a somber mood. As I 
pass others in the hallway, I pick 
my head up and keep moving. It 
is as if nothing has happened —  
I have moved on.

Am I heartless? Do I have no 
soul? Some may agree with that 
sentiment, but, truthfully, I have to 
move forward. There is a Russian 
proverb that says, “The shark that 
does not swim drowns.” 

I have been in health care for 
over 15 years, and every day that I 
go to work I meet someone who is 
having the worst day of their life. 
You empathize with their loss, and 
you empathize with their pain — 
but it is not your own.

It is not a matter of having be-
come jaded or callous. You simply 
have to move forward. Other people still need your 
expertise and care. Other people still depend on you 
to save or sustain another’s life. You have to find 

a way to shut out the sadness, the heartache, and 
the agony, and you must continue to care for others. 
Over the years, I have met people who can do this 
and others who cannot.

You learn to live parallel to the world in which 
your patients and their loved ones 
reside. Some of them find hope, 
relief, and even miracles. Others 
only find loss, regret, and pain. 
You pass along your condolences, 
and you allow them a shoulder 
to cry on, even if only for a brief 
moment.

But inevitably, the pager 
buzzes, or the phone rings, or the 
overhead system calls for your 
expertise. You take a breath, you 
slow down the world around you, 
and then you pick up the call and 
get moving. Not jaded, not callous. 
You found your calling in this 
life. Now someone else is about 
to have their worst day ever, 
and they need you to have your 
best — to BE your best. There is no 
bonus, no reward. No one will sing 
your praises, and they probably 

won’t even know your name — but you found your 
calling, and the battle cannot rage on without you. 
Pick up your head and keep moving. 
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Football great Ickey Woods is 
making sure his son’s death was 

not in vain

Cover Story

By Debbie Bunch



Cover Story
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The Jovante Woods Foundation 

is funding important research 

into better treatments and 

possibly even a cure for asthma.

Former Cincinnati Bengals star running back Ickey 
Woods and his family are no strangers to asthma. Both 
Ickey and his ex-wife Chandra suffer symptoms of the 
disease, and Chandra’s dad had a severe case. So when 
their fi rst-born son, Jovante, was diagnosed at age two, 
no one was all that surprised. Severe episodes struck 
throughout his childhood, nearly claiming his life when 
he was seven and putting him in the hospital when he 
was nine. 

Ickey and Chandra always felt like they were doing 
everything they could to manage Jovante’s condition. His 
physicians had him on preventative treatment, and as a 
responsible young man, Jovante was careful to adhere to 
the doctor’s orders. Trips to the emergency department 
put them in touch with respiratory therapists, who 
educated them on the disease and how to get it under 
control. “They helped us out by giving us tools we could 
use in order to monitor the attacks of asthma,” says 
Ickey. “We wouldn’t know any information about the 
preventative methods and emergency methods without 
them, so having their help was always a gift and a 
blessing.”

So when Jovante came home from football practice 
complaining of shortness of breath one afternoon in 
August of 2010, no one in his family really saw what 
was coming. When that shortness of breath escalated, 
however, into a severe asthma attack that left him 
unresponsive, it was clear something was very, very 
wrong. 

Last act of giving
Jovante’s younger brother Aubry was the one to fi nd 

him, collapsed on the fl oor. He immediately called his 
dad and told him what had happened. Ickey was 15 
minutes away. Call 911, he told his son. Then he hopped 
in the car and raced home, only to fi nd Jovante being 
loaded into an ambulance.

Ickey and Chandra rushed to the hospital to be with 
their son, but in the end, it was already too late. “They got 
his heart pumping, but he had gone 30 minutes without 
any oxygen to the brain,” says Ickey. “That was what 
actually killed my baby.”

The Woods family was shocked, and their sorrow 
was overwhelming. At age 16, Jovante Woods was an 
outstanding young man, and they never saw anything 
but a bright future ahead of him. Like his dad, he loved 
sports, and that fall he was to be a starting cornerback 
on his high school team at Princeton High School in 
Sharonville, OH. With a 3.8 grade point average, he also 
had a keen mind and was especially interested in helping 
others. “Spreading goodness, motivation, and imploring 
others to stand up for themselves are traits of his that 

seemed to always stand out,” says his dad. “This clever 
soul was aspiring to be a lawyer.”

Jovante was also something else most kids his age 
are not: an organ donor. “Most teen drivers are not organ 
donors, but my son checked ‘yes’ on the organ donor 
box,” says Ickey. So after three days of hope and prayer 
in the hospital that ended on August 14, when doctors 
told them their son was brain dead, Ickey and his family 
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decided to take their son off life support and donate his 
organs. This young man’s last act of caring and giving saved 
four lives through those donations, and he touched countless 
other lives through the donation of his tissue as well.

The Jovante Woods Foundation
Ickey and his family are making sure Jovante’s legacy lives 

on. The Jovante Woods Foundation was established to keep his 
memory alive and helps ensure other children with asthma 
have a better chance to survive through the development of 
new and better treatments. Since its inception in 2010, the 
Foundation has donated $100,000 to the Asthma Research 
Division at Cincinnati Children’s Hospital, and Ickey and his 
family plan to continue to support the division through an 
ongoing endowment in Jovante’s name. 

The foundation also works closely with the LifeCenter 
Organ Donor Network to educate the public about the 
importance of the “gift of life” that organ donation is to 
thousands of people every year, and it supports education 
through two annual “3.8 To Be Great” scholarships given to 
a male and female student athlete with a 3.8 grade point 
average or greater. 

The scholarships emphasize Ickey’s stance on sports for 
kids — with or without asthma. “Even certain severities of 
a disease don’t keep a kid from being a kid,” he says. With 
proper monitoring and preventative treatments, he believes 
children with asthma and many other chronic conditions 
can play sports or do anything else they want to do. “Let the 
children do what makes them happy.”

Cover Story

Father and son had a close relationship.

Football fans will remember Ickey 

Woods as one of the great players 

whose career was cut short way too 

soon. During his rookie year with the 

Cincinnati Bengals, Ickey scored 15 

touchdowns and helped the team make 

its way to the Super Bowl. His unique 

touchdown dance — dubbed “the Ickey 

the world. An injury to his left anterior 

cruciate ligament in the second game 

of his second season, however, put 

him on the bench for 13 months, and 

combined with other injuries, ultimately 

ended his career after just four seasons. 

Ickey went on to develop several 

successful businesses, and in 2003 

began coaching the all-female football 

team, the Cincinnati Sizzle, which he 

now coaches and owns. Much of his time 

and energy, however, goes directly into 

the Jovante Woods Foundation and the 

fundraisers it holds throughout the year 

to raise money for the Asthma Research 

Division at Cincinnati Children’s 

Hospital. The foundation also supports 

organ donation and student athletes 

through two annual scholarships. 

Ickey Woods, at 
Glance
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The journey continues
Ickey Woods firmly believes Jovante’s untimely death could not have 

been prevented. “In our eyes, we were doing all that could be done. This 
path was unforeseen; therefore, no amount of medicine or assistance 
would have changed this,” he says. “Our angel was being called home.” 

He also believes his son’s ultimate fate was to make sure more people 
understand the severe turn asthma can take and to help the medical 
community come up with the kind of treatments — and possibly even 
a cure — that could have saved Jovante’s life and could save millions of 
other children’s lives in the future. “Just knowing that 11 kids a day die 
from this disease — it seems so unnecessary,” says Ickey. “The Lord has 
a plan for all of us. It has been an honor to come into the opportunity to 
speak out about asthma and have a better understanding of a situation 
like this. We are thankful to be used as a vessel in this journey to help 
save lives.”

What would Ickey like respiratory therapists to know about their 
role in treating patients like Jovante? “We know that this disease kills. 
Education as a society is key. We need to all continue working to bridge 
the gaps,” he says. “Just to know that the medical team is involved helps 
build onto that bridge of educating all who suffer.” 

Cover Story

Jovante was looking forward to being a starting cornerback 
on his high school team.
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California Society for 

Respiratory Care President 

Mike Madison talks with 

AARC Times about how his 

state society was one of the 

If you’ve been keeping up with the professional planning 
going on at the AARC, you know the top priorities are to move to 
a baccalaureate entry level, promote advanced practice, and sup-
port continuing education for the respiratory therapist. These 
objectives were carefully developed after a series of ground-
breaking conferences identified the knowledge, skills, and at-
tributes respiratory therapists would need to thrive in the 21st 
century.

The conferences brought together not only key stakeholders 
in the respiratory care profession, but also representatives from 
employers and employee groups, foundations, professional as-
sociations, state and federal government agencies, educational 
institutions, and health care delivery systems so that a consen-
sus on the best path forward could be reached among all of those 
with an interest in the future of the respiratory care profession.

Now those efforts are beginning to come to fruition, as 
California, Ohio, and Arizona have passed laws mandating an 
RRT credential as the entry into practice for all newly licensed 

respiratory therapists in the state. In the following interview, 
California Society for Respiratory Care (CSRC) President Mike 
Madison, MBA, RRT, explains how his state became one of the 
first to lead the way.

Please describe the process by which you went about en-
acting this change. How long did the process take?

The CSRC formed an Advanced Practice Commission (APC) 
on September 10, 2005. The APC researched the issue and for-
mulated recommendations for the CSRC Board of Directors. On 
December 11, 2006, the board voted unanimously to accept the 
recommendations and submit a statement requesting a move 
to an RRT license minimum to the California Respiratory Care 
Board (CA RCB). The legislation was introduced in February of 
2014 and signed into law by Governor Jerry Brown on July 23 
of that same year.

Could you elaborate on what research was gathered? Why 
did it take 8 years before the change in legislation?

The commission gathered data on other states’ activities, 
continuing education requirements, status of schools, quan-
tity of candidates produced annually, etc., to see what was 
possible. Our Education Committee also gathered input from 
the majority of the 38 programs in California. Once the CSRC 
decided to submit our request, it all had to be presented to 
the CA RCB. The RCB then commissioned a workforce study, 
which was conducted in 2007. When the RCB had all the infor-
mation it needed, it became a process of getting buy-in among 
RCB members, which took significant time. When a consen-
sus was reached, the formal public comment processes and 
legislative language development began. Once the language 
was drafted, approved and a legislative sponsor was identi-
fied, things began moving quite quickly. The Commission on 
Accreditation for Respiratory Care’s (CoARC) timing on con-
cluding CRT programs on December 31, 2012, also suggested 
to us that the “market had changed,” and we escalated our 
legislative advocacy efforts. 

What impact do you believe the National Board of 
Respiratory Care (NBRC) testing matrix had on making it eas-
ier for new therapists to secure the RRT credential?

In reality, the NBRC adjustment to the testing matrix had 
very little effect on California’s decision to move forward with 
an RRT license minimum. What had a larger impact, in our 
opinion, was that CoARC mandated that all accredited edu-
cational programs in the U.S. produce only RRT-eligible can-
didates. In a similar time frame, the California RCB commis-
sioned a workforce study showing that 54% of educators and 
45% of employers supported the additional requirement of 
an RRT license minimum. After reviewing those factors, it be-
came evident that the market was evolving in favor of a higher 
entry-level credential.

How did you come to the conclusion to grandfather CRTs 
vs. requiring them to secure the RRT credential, and how 
will currently licensed CRTs working outside the state be ad-
dressed should they wish to relocate to California to work?
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We were very careful to propose ample “grandfather” 
language in our amendment to the California License 
Practice Act in our legislative initiative, Assembly Bill 
1972. Any RCP who is a CRT or who was licensed in 
California or held an active license in any other state 
prior to January 1, 2015, is eligible to apply for a license 
and practice in California. We felt — and still feel — that 
the letter of the law should provide for grandfathering 
for existing licensed RCPs while raising the standard 
through new entrants into the fi eld.

How did you come to this conclusion? Is anything 
being done to enhance the perceived knowledge gap of 
existing CRTs?

California has such language in many of its regu-
lations. The legislature is fairly protective of jobs and 
there are strong union infl uences in California. So there 
is always an eye toward what effect proposed legisla-
tion would have on our work force. In addition, the CA 
RCB’s number one charge is to protect the public. If we 
elected NOT to grandfather existing CRTs into the legis-
lation, there would have been a huge defi cit of qualifi ed 
caregivers, which might put our patients at greater risk. 
Therefore, the RCB likely would not have supported that 
approach. We believe RRTs possess a more comprehen-
sive level of training and critical thinking that will make 
them ideal for roles enumerated in Senate Bill 525, such 
as ECMO support, cardio-respiratory education, and con-
scious/deep sedation. 

As for closing any knowledge gaps, the CA RCB has 
doubled our bi-annual continuing education require-
ments from 15 to 30 CEUs. In addition, the CSRC has 
also entered into an agreement with Grand Canyon 
University to provide active members with a 10% tuition 
discount on any course or program (including doctoral 
programs). All in all, the CSRC is focusing on keeping 
CRTs current in their education and on providing safe, 
quality care while opening the ceiling on greater oppor-
tunities for those who want them.

According to the agenda for the CA RCB meeting 
held on March 11, 2016, there were exactly 300 FEWER 
licenses issued in 2015 compared to 2014. In turn, it 
also appeared that there were nearly 300 MORE peo-
ple who sat for the written portion of the exam than 
in 2014. Could you speculate as to why this has taken 
place? 

There are a number of factors at play here. According 
to CoARC, our student capacity is 1,700+ students per 
year. So a drop of 300 new licenses annually is only a 
~17% swing in a workforce of 24,000+ RCPs. Yes, the new 
law has had an impact on the job market. However, I 
can’t help but feel that we are ending up with a work 
force whose baseline knowledge and skill sets are rising. 
I think much of this falls on the schools to implement 

more rigorous admission screening programs and to im-
prove the quality of their curricula. The current CA RCB 
Workforce Study is due to be completed in the fi rst half 
of 2017, so we will hopefully have a better data set and 
a more comprehensive analysis of today’s California job 
market for RCPs. 

Is it your belief that ALL states should make this 
change? In a state like Maine, for example, with only 
2 RT programs, a 25% reduction in graduates unable to 
secure the RRT credential could have a devastating im-
pact on the work force. 

California only saw a ~17% decrease, which is not 
signifi cant (relatively speaking). However, it could be for 
other states, which is why I think that we need to do a 
better job as a profession in distributing our human re-
sources and should support recruitment efforts among 
states with a surplus of RTs to states that may be at a 
job candidate defi cit. 

What advice would you offer to other states want-
ing to make a similar jump to the RRT credential 
requirement?

Do not wait! As was true with California, much of this 
work requires lengthy legislative action. The sooner a 
state affi liate starts the process, the sooner the required 
steps can be completed. The good news is, today all new 
RT graduates are already RRT eligible. Changing state 
licensure to require the RRT credential for new grad-
uates will not preclude new graduates from entering 
the profession. If we have confi dence in the quality of 
our schools and the ability of CoARC to ensure that all 
students receive a quality education, then any impact 
should be minimal. 



Since 1947, the AARC has been leading the effort to 
advance the science and practices of the respiratory care 
profession while promoting the highest quality of care for our 
patients. Collaborating with the respiratory communities at-
large, we have successfully advocated at the federal, state 
and local level for patients, their families, the community, the 
profession and the respiratory therapist.

The collaborative efforts between the respiratory care profession 
and manufacturers in pursuing unique and innovative ways 
to improve both the quality and outcomes of our patients 
makes us natural partners in today’s ever changing healthcare 
continuum.

As health care finances become more strained and patient care 
becomes increasingly more complex, the mutual challenges 
become greater for the profession and its industry partners. 
The inherent synergies of the corporate partner concept are to 
provide an effective and efficient way to address those needs 
utilizing our combined skills and resources.

—   2017  —
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RC Currents
IN THE NEWS

Several recent AARC 
initiatives promote 
bachelor’s degrees for 
respiratory therapists. The 
AARC Position Statement 
on Respiratory Therapist 
Education calls for new 
respiratory therapy 
programs to award a 
minimum of a bachelor’s 
degree.1 This same position 
statement continues to 
support existing respiratory 
therapy programs at the 
associate degree level as 
part of a career ladder. 
Additionally, the AARC 
has set a goal for 80% 
of all therapists to hold 
or be working toward 
a bachelor’s degree by 
2020.2 Thus, respiratory therapists with associate degrees 
should move to the next step on the career ladder and 
complete a bachelor’s degree. 

The issue: Program directors and directors of clinical 
education (DCE) for bachelor’s and master’s degree 
programs must hold a minimum of a master’s degree to 
meet the Commission on Accreditation for Respiratory 
Care accreditation standards.3 Across the country, there is 
a shortage of RT educators with the appropriate academic 

DCEs in bachelor’s and master’s degree programs.

The solution: Respiratory therapists with an interest 
in teaching should advance their education, whether 
their teaching goals are to serve in a clinical department 
or academic setting. In addition to gaining further 

for more career options. As a graduate of an associate 
of applied science degree program, it was clear to me 
that people who advanced in respiratory therapy careers 
had bachelor’s degrees at a minimum. Thus, I pursued a 
bachelor’s degree upon graduation. 

Budding educators 
also need to gain 
teaching experience. 
The easiest way to gain 
this experience initially is 
through volunteerism. It is 
hard to reject a volunteer 
offer, and a willingness to 
volunteer demonstrates 
your commitment to 
teaching. Begin locally. 
Offer to provide an 
inservice to RT colleagues, 
nurses, or physicians. Also 
consider community-
based education initiatives 
offered by local health fairs 
and local advocacy groups 
such as the American 
Lung Association. These 
initiatives may position 

tobacco cessation counselor in your clinical setting.

If you want to work in an academic setting, it is critical 
to have some classroom teaching experience. The best 
way to start is to assist in teaching labs, as laboratory 
teaching is most similar to clinical practice. Next, move 
on to some guest lectures in the classroom. Co-teaching a 
class is another option to pursue. Here you gain exposure 
to classroom management skills such as assisting students 
who struggle with learning, providing feedback on 
academic performance and professional behaviors, and 
testing and evaluation. Build a solid teaching section in 
your resume to be competitive for academic positions.

The resources: The AARC website has a resource 
page for RTs who want to seek advanced degrees.4 It 
describes the issues to consider when selecting a degree 
program. Your current employer may provide you with 
some tuition assistance. Give back by sharing information 
you learn while demonstrating your teaching skills. Join 
the Education Section of the AARC and participate in the 
Education Section Book Club.5 Several times each year we 

Are You Interested in an  
Education Career Pathway?

By Ellen A. Becker, PhD, RRT-NPS, RPFT, AE-C, FAARC



read a book that relates to teaching and learning 
applicable to clinical and academic educators. 
The Education Section also discusses education 
research so that we can better integrate it into 
our teaching practice. You might also enroll in 
the education track of the AARC’s Leadership 
Institute6 or participate in the Pulmonary Disease 
Educator7 course. Lastly, ask an RC educator if you 
need further advice or mentorship. 
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Ellen A. Becker is a professor at Rush 
University in Chicago, IL, and chair of the 
AARC’s Education Section. This article 
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of The Respiratory Tract 2016, published by 
the Illinois Society for Respiratory Care, and is 
reprinted here with permission.

Every therapist has a story to tell about a 
favorite or most memorable patient that may 
interest others in the profession. Maybe it was an 
“aha moment” when you knew you had made the 
right professional decision for that patient. Maybe 

you were making in the lives of that patient and 
family. Or maybe it was just something the patient 
said or did that made you laugh or cry or just be 
inspired to be a better respiratory therapist. Our 
“Storytellers” column is the place to share these 
experiences. Send your story to AARC Times Editor 
Marsha Cathcart at cathcart@aarc.org. 

Tell Your Story

Columbia State Students 
Go All Out for the Great 
American Smokeout

The Great American Smokeout is held every year on the third 
Thursday in November to encourage smokers to kick the habit, 
and last year RT students from Columbia State Community 
College in Columbia, TN, decided to use the day to educate 
everyone on their campus about the dangers of smoking. The 
students set up a display table on campus highlighting what is 
in a cigarette and how those ingredients harm the lungs and 
other parts of the body. They also provided great information on 
how to quit and what quitting can do for a person’s health. 

The Great American Smokeout is only one way students on 
this campus get involved in lung health. They also go out to 
local schools to educate kids about smoking awareness. “The 
students reach out to area schools each year to discuss the 

etc., to promote lung health,” says program director R. David 
Johnson, RRT. “It is common for teachers to call and ask that 
they come back to meet with more classes and to come back 
next year.” 
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Oral pyrazinamide (PZA) has long been a 
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E-cigarettes Also Raise  
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Vitamin D may help patients avoid severe asthma 

Kingdom who looked at seven trials involving 435 
children and two studies conducted among 658 adults, 

showed giving an oral vitamin D supplement reduced 

involving severe asthma exacerbations were conducted 

in all asthma patients or only those with low blood 

The Cochrane Review

Vitamin D Linked to Fewer Severe Asthma Exacerbations

Studies have shown a link between exposure to 

to the allergen 15 days into their pregnancies, 

allergic mothers were hyperactive and had lower 

were also less likely to roughhouse with their 

 

How Maternal Allergies 
May Cause ADHD, 

Autism in Offspring

JAMA Pediatrics  
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Don’t Blame the Hospital
Most of the focus on hospital readmissions 

has been placed on what hospitals are or are 
not doing to keep patients out of the revolving 
door. A new study out of the University of 
Michigan suggests certain patient characteristics 
are just as important and, what’s more, those 
characteristics vary between the types of patient 
in question. For example:

within 30 days were more likely than other 
pneumonia patients to already be having 
trouble with multiple tasks, like getting 
dressed, cooking food, or needing paid help at 
home, before their hospital stay.

mattered the most. Wealthier patients and 
those with adult children were less likely to 
be readmitted, while being African-American 
somehow increased the risk. 

attack, readmission was most likely among 
those who were in a nursing home prior to the 
attack, as well as those treated in hospitals 
with a higher percentage of minority patients. 

place for excessive readmissions. “In many ways, 
hospitals these days are being held accountable 
for the failures of the social safety net,” says 
study author Jennifer Meddings, MD, MSc. “As 

impact of social determinants of health will be 
crucial.” 

The study was funded by the Agency for 
Healthcare Research and Quality and published 
in a recent edition of the Journal of General 
Internal Medicine. 

Pseudomonas aeruginosa is a frequent cause of hospital 

located in the bacterial cell envelope monitors the calcium 
concentration in the environment and transmits this signal 
into the cell. Elevated calcium levels trigger the switch to a 
chronic program. 

calcium because one of the characteristics of the disease is 
deregulated calcium homeostasis. “We assume that elevated 
calcium levels in patients promote the switch from an acute 
to a chronic state of infection,” explains study author Urs 
Jenal, from the University of Basel. “This is of advantage for 
the pathogen, as it may ensure its long-term survival in the 
respiratory tract.” That would explain the lifelong chronic P. 
aeruginosa 
study was published in Nature Microbiology. 

The last thing teens with asthma need is to smoke 
cigarettes, but new research presented at the American College 

habit as their healthy peers.

The study examined more than 3,300 questionnaires from 
adolescents 13–19 years old. Overall, 22% percent of kids with 
asthma reported being smokers vs. just 12% of kids without 
asthma. Teens with asthma who began smoking before age  
11 said they continue to smoke because they believe the habit 
lessens their anxiety and stress.

The survey found curiosity about smoking was the number one 
reason. Knowing that cigarettes were bad for their lungs wasn’t 
a deterrent either, with most kids acknowledging the health 
hazards while still believing smoking wasn’t a problem. 

How Calcium 
Triggers Deadly 
Infection

Asthmatic  
Teens Twice as 
Likely to Smoke



Lab-grown lungs: University of Michigan scientists have successfully 
transplanted lab-grown mini lungs created from human stem cells into 
immunosuppressed mice. The lungs not only survived but matured and 
grew, too, in the end becoming indistinguishable from adult human 
tissue. The researchers hope to use the approach to better study human 
respiratory disease and the treatments developed for it. 

Study tip:
who go for a run immediately following a period of intense learning retain 
more information than those who play video games after the educational 

seen in the video game group. 

Patient performance: Theater arts grads usually dream of making it 
big on the stage or screen—but there’s another option out there, too: 
become a “standardized patient.” Health science centers are increasingly 

health professionals how to deal with the real thing. 

One picture: Researchers from Hong Kong who tested the use of 
pictograms showing patients how to use their prescription drugs found 
these simple images improved adherence to drugs among older patients. 
The pictograms depicted concepts like “take with meals,” “take in the 
morning,” and “do not drink alcohol while taking this medicine.” 

Strange But True…

Children recovering from complex pneumonia are 
often sent home on intravenous antibiotics. That 

researchers who looked at 2,123 children with 
the condition. Antibiotics were delivered via 
a PICC line in 281 of the children, or 13.2%. 
The remainder received oral antibiotics. No 
differences in treatment failure were noted 
between the two groups, but adverse 

PICC line patients. Overall, PICC-related 
complications occurred in 7.1% of the kids 
being treated intravenously while adverse 
drug reactions were seen in only 0.6% of 
children taking oral medication. 

“PICC line complications can be serious, 
resulting in hospital readmission, additional 

procedures, and more medications, as well as 
missed work or school,” notes lead author 
Samir Shah, MD, MSCE, from Cincinnati 

provide compelling evidence to support 
the use of oral antibiotics for children 
with complex pneumonia, will contribute 

to safer care for 
children across the 
country.” The study 
appeared in a 
recent edition of 
Pediatrics. 

Pediatrics Study:
Oral Antibiotics Best for Kids with Complex Pneumonia
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Industry Watch
Illinois researchers 
launch spirometry 
study

Researchers at the 
University of Illinois at 
Chicago have been 
awarded a $1.5 million 
grant from the Agency 
for Healthcare Research 
and Quality to conduct 
a study for reducing 
diagnostic errors to 
improve patient safety 
in COPD and asthma 
(REDEFINE) in 400 adults 
who have a diagnosis 
of asthma or COPD but 
have not had spirometry 
testing. Patients who 
receive spirometry test-
ing will be compared 
to a control group of 
patients who do not re-
ceive spirometry testing. 
The research team will 
follow both groups for 
one year, at which time 
the control group will 
have a spirometry test 

diagnosis. To evaluate 
the effectiveness of 
the REDEFINE program, 
researchers will collect 
data on the prevalence 
of diagnostic errors, 

program’s intervention 
on patient-centered out-
comes, and the cost of 
the program.

FDA approves new 
respiratory panel

The FDA has ap-
proved the FilmArray® 
Respiratory Panel EZ 

detection and diag-
nosis device for use in 
non-laboratory envi-
ronments. Co-funded 
by the Defense Threat 
Reduction Agency’s 
Joint Science and 

BioFire Diagnostics, the 
diagnostic test can be 
administered in minutes 
and can detect 14 viral 
and bacterial patho-
gens associated with 
respiratory infections 
within an hour. The 
device was granted a 
waiver from the FDA’s 
Clinical Laboratory 
Improvement 
Amendments, allowing 
testing of the device 
by everyday users such 

clinics to provide the 
Department of Defense 
and health practitioners 
with real-time force 
protection capabilities 
to detect and diagnose 
diseases that cause pub-
lic health concerns such 

-
mon cold, or whooping 
cough. About 3,000 
FilmArray RP EZ® units 
are in service globally.

Celtaxsys, Inc., an-
nounces publication 
of CF drug study

A second paper de-
tailing the results from 
Phase 1 clinical trials for 

acebilustat has been 
published in Clinical 

and Translational 
Science. Acebilustat 
is a novel once-daily 

drug in development 
for the treatment of 

-
eases. The new paper 
details the effect of 
acebilustat on lung and 

biomarkers in adult CF 
patients. Acebilustat 
doses of 50 mg and 
100 mg demonstrated 
reductions in markers 
of lung and systemic 

15 days of treatment. 
Sputum neutrophil 
count was reduced by 
65% from baseline values 
in patients treated with 
100 mg acebilustat. 
Investigators believe the 
acebilustat treatment en-
hances airway clearance. 

The Joint 
Commission notes 
safety and quality 
are on the rise

America’s hospitals 
continue to make 
strides toward improv-
ing patient safety and 
quality for common 
conditions that put peo-
ple in the hospital, says 
The Joint Commission’s 
2016 Annual Report, 
“America’s Hospitals: 
Improving Quality and 
Safety.” The report 
presents information on 
how well 3,300 Joint 

Commission-accredited 
hospitals performed 
on individual measures 
of patient care during 
2015. Topics covered in 
the report relate to chil-
dren’s asthma, tobacco 
use treatment, inpatient 
psychiatric services, ve-
nous thromboembolism 
care, perinatal care, and 

ALS study gets  
underway at Cedars-
Sinai 

Regenerative medicine 
investigators at the 
Cedars-Sinai Board of 
Governors Regenerative 
Medicine Institute have 
received FDA approval 
to test a combination 
stem cell gene therapy 
developed to stall the 
progression of amyo-
trophic lateral sclerosis, 
or Lou Gehrig’s disease. 
The approval allows 18 
ALS patients to receive 
a new investigational 
drug and will be the 

the safety of this type 
of therapy. Investigators 
are working to improve 
leg mobility in patients 
with ALS. 

Cuban therapy for 
lung cancer to be 
tested in United 
States

A New York State 
trade mission to Cuba 
in 2015 has resulted 
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in the launch of a U.S. 
clinical trial of a Cuban 
immunotherapy for lung 
cancer developed by 
the Center of Molecular 
Immunology. The 
Roswell Park Cancer 
Institute in Buffalo, 
NY, has received FDA 
authorization to begin 
offering the lung can-
cer treatment vaccine 
CIMAvax-EGF® to a lim-
ited number of patients 
through a clinical trial.

Wayne State  
receives grant to 
study asthma in 
African-Americans

Wayne State University 
researchers have re-
ceived a $2.66 million 
award from the National 
Heart, Lung, and Blood 
Institute to test an inter-
vention for asthma with 
192 African-American 
adults with moder-
ate-to-severe persistent 
asthma and low con-
troller medication ad-
herence recruited from 
clinic and emergency 
room settings. “We will 
use a technology-based 

targeting adherence to 
asthma controller med-
ications to determine if 
it improves adherence 
to asthma medications,” 
explains study leader 
Karen MacDonell, PhD.

Corbus 
Pharmaceuticals 
granted Orphan 
Designation for CF 
drug in Europe

The European 
Commission has granted 
Orphan Designation in 
the European Union for 
Corbus Pharmaceuticals 
Holdings’ novel syn-
thetic oral endocanna-
binoid-mimetic drug, 

Resunab. Corbus is cur-
rently testing Resunab in 
both the United States 
and Europe in a Phase 2, 
double-blinded, random-
ized, placebo-controlled 
trial that is evaluating 
Resunab’s safety, tolera-
bility, and potential clini-

by FEV1 and the Cystic 
Fibrosis Questionnaire-
Revised Respiratory 
Symptom scale. The trial 
also will test the impact 
of the drug on bacterial 
load in the lungs and 

-
tion in the sputum and 
blood. 

Researchers receive 
NHLBI grant to study 
lung regeneration

Researchers from Penn 
Medicine, Cincinnati 
Children’s Hospital, and 
Boston University have 
received a $5.2 million, 
seven-year grant from 
the National Heart, 
Lung, and Blood Institute 
to study the cellular and 
molecular mechanisms 
that promote lung cell 
regeneration. The aim of 
the grant is to develop 
treatments for children 
with congenital lung 
diseases and adults 
whose lungs have been 
damaged from smoking, 
genetic defects, and 
acute injury. One of the 
major progenitor cell 
types that investigators 
will target is the alveolar 
type 2 cell. They will 
work to characterize 
AT2 cells at multiple 
levels from mouse and 
human lungs, seeking 
to better understand 
their role in lung func-
tion and repair. This 
information will be used 
to determine whether 
AT2 cells can be target-
ed using gene-editing 

techniques to alter their 
regenerative potential or 
correct disease-causing 
mutations.

GSK seeks FDA  
approval for COPD 
treatment

GlaxoSmithKline plc 
-

tory submission with the 
FDA for the once-daily, 
closed triple combina-

furoate/umeclidinium/
vilanterol (FF/UMEC/VI 
100/62.5/25 mcg) for 
patients with COPD. The 
closed triple combina-
tion therapy is delivered 
once-daily in GSK’s 
Ellipta® dry powder in-
haler. The U.S. regulato-
ry submission is based on 
data from the closed tri-
ple combination therapy 
development program, 
as well as data from 
studies with FF, UMEC, 
and VI either alone or in 

regulatory submission of 
our closed triple therapy 
brings us a step closer to 
providing a once-daily 
treatment in a single 
Ellipta inhaler as an alter-
native option for those 
patients who require 
multiple therapies,” GSK 
Head of Respiratory R&D 
Dave Allen was quoted 
as saying.

Fetal Health 
Foundation funds 
study on CDH

The Fetal Health 
Foundation has allocat-
ed $50,000 for a study 
to prevent congenital 
diaphragmatic hernia 
(CDH), an anomaly that 
disturbs lung develop-
ment during fetal life. 
As many newborns 
die due to respiratory 

-

monary hypertension, 
many others suffer 

disease, according to a 
grant recipient spokes-
man representing the 
Katholieke Universiteit of 
Leuven in Belgium and 
the University College 
of London Institute for 
Women’s Health. The 
scientists plan to inves-

maternally administered 
-

lectively vasodilates the 
pulmonary arteries, to 
prevent pulmonary hy-
pertension in newborns 
with CDH. 

AllerGuarder  
announces support 
for Food Allergy 
Team

AllerGuarder, maker of 
a Bluetooth-powered 
bracelet and app de-
fense system for kids 
with food allergies, 
has joined forces with 
the Food Allergy & 
Anaphylaxis Connection 
Team (FAACT). FAACT’s 
mission is to educate, 
advocate, and raise 
awareness for all indi-
viduals and families af-
fected by food allergies 
and life-threatening ana-
phylaxis. AllerGuarder is 
donating $1 to FAACT 
for each bracelet sold to 
help further the team’s 
mission to bring greater 
awareness to the allergy 
community. 

Brief submissions and 

photos for this column 

may be sent to AARC Times 

Editor Marsha Cathcart at 

cathcart@aarc.org. 
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Brodstone Memorial Hospital, a private non-profit 

critical access hospital, located in South Central 

Nebraska is seeking a qualified Respiratory Therapist 

to join our team.  Experience preferred in the following 

areas:

and non-invasive ventilation

The ideal candidate will work closely in an 

interdisciplinary team.  Candidate must have, or be able 

to obtain licensure in the state of Nebraska.   

New graduates encouraged to apply.  Competitive 

wages with education or relocation benefits negotiable.   

www.brodstonehospital.org,  

 

(402) 879-4432 ext.170 or rpalmer@brodstone.org.  

Brodstone Memorial Hospital is an EEO Employer.

Sunshine Seminar & Annual State Meeting

44th Annual Pacific Northwest Regional Respiratory 
Care Conference and Scientific Assembly

 

Annual IaSRC Respiratory Care Conference

Space Coast Cardiopulmonary Conference

Submissions for the next available issue are due January 22. 

  

 






