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Chronic Disease Manager

How the RT Can Help Home Oxygen Patients  
Prepare for Emergencies and Electrical Outages

by Cynthia Gray, BS, RRT-RPFT

about the author…

Cynthia Gray, BS,  
RRT-RPFT, has worked 
in hospitals and home 
care for over 30 years. 

She currently serves 
as an accreditation 

corporate surveyor for the 
Accreditation Commission 

for Health Care.

The recent natural disasters have increased the need 
to be fully prepared to assist patients with their medi-
cal need for oxygen. Accrediting agencies with Medicare 
deemed status have created specific standards to address 
emergency preparedness. Emergency plans are created 
for the company’s specific area of vulnerability. Plans are 
practiced yearly with an evaluation to demonstrate effec-
tiveness in caring for the company’s patient population. 

 How prepared are you and your staff 
for an emergency? As an RT, preparing 
for the emergency that you hope never 
happens is the key to your patients’ 
success. Begin by determining what 
emergencies are most likely to occur in 
your service area: tornados, hurricanes, 
ice storms, flooding, frequent power 
outages, fire, snow, earthquakes, and so 
on. Anything that could interrupt ser-
vice for your patients should be consid-
ered. The next thing you should know 
is whether utility companies in your 
area have a list of priority clients that 
are serviced first. If so, how do patients 
get on that list? Assisting your patients 
with the paperwork for priority utility 
service as early as possible in the event 
of service interruption is crucial. Con-
tact your local utility companies for 
information on the priority list.

If the home medical equipment 
(HME) provider’s office is destroyed or inaccessible, what 
plan does your organization have in place to service 
patients?1 A list of all patients who require around-the-
clock oxygen should be easily accessible to all on-call 
staff. Ensure the organization has an emergency call tree 
or other means to contact all staff and HME providers. In 
addition to your primary HME partners, there should be 
contracts with distributors or other HMEs for emergency 
oxygen when needed. The organization should conduct 
mock drills at least annually to test the plan and deter-

mine any improvements that could be made. Preparation 
is the key to success in an emergency. 

Preparing your patient
Everyone hopes that an emergency will never happen, 

especially your patients. Most patients are inundated 
with information the day they are discharged from the 
hospital. They are instructed on medications, follow-up 

visits, and medical equipment. Most 
oxygen patients are exhausted by the 
time you arrive at their home to com-
plete the medical equipment setup. 
For this reason, it is extremely import-
ant to have a family member present 
while educating the patient. Talk with 
your patients to find out what kind of 
support they are likely to have in the 
event of an emergency. Education on 
the equipment is just the beginning. 
Your patients should have a plan in 
case their electrical power is out for an 
extended length of time. Generators 
may be the best alternative in areas 
where frequent outages are possible. 
If possible, prior to discharge, fill out 
paperwork to put your patients on a 
priority list for faster repair of electri-
cal service. Waiting until your patients 
need electrical service is too late.2,3,4

Providing oxygen tanks for a short 
amount of time is reasonable. Most home medical equip-
ment (HME) companies provide the patient with three 
times the maximum response time. When a power out-
age is extended to days, weeks, or even months, alterna-
tive plans must be initiated. RTs can be a key resource 
for patients if that should occur.  Patients and their care-
givers can plan ahead and be prepared for alternative 
living arrangements if extended outage is a possibility. 
This allows them the opportunity to evacuate quickly if 
needed and to contact their HME company to arrange 
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equipment delivery to a new location. Consider helping 
patients document this emergency plan. In an emer-
gency, a documented plan is easier to follow than trying 
to remember what was discussed. If your patients have 
a portable concentrator, stress the importance of always 
keeping it fully charged. In the event of a probable disas-
ter, consider contacting your HME provider for the use 
of a portable concentrator. Multiple alternatives should 
be considered. Large power outages will drain recourses 
quickly. 

RTs have a great opportunity to help patients under-
stand that early action is imperative. If your institution 
is alerted about an impending disaster, act early. If the 
power outage isn’t expected to be lengthy, request addi-
tional oxygen tanks for your location. Patients who need 
oxygen are not able to move quickly and need time to 
rest between actions. If you receive an alert that may 
require evacuation of current residents, oxygen tanks 
should be loaded into vehicles to be ready ahead of the 
evacuation order. If early notification is given, the HME 
company must be notified to set up equipment at the 
alternate living location. Ensure the new address is given 
to the HME company.

What exactly is a “ready bag”? Patients should have a 
bag that is always packed and ready with all the infor-
mation that would be needed if a patient needs to leave 
their home with little notice. RTs can help patients get 
their ready bag prepared. What is needed in a ready bag?

Copies of all prescriptions for all medications, 
including HME equipment.

• A few days’ supply of medication
• List of all current medications
•  Copies of all prescriptions for all medications, 

including HME equipment
• Emergency contact information of family/friends
• Emergency contact information of HME provider
• Physician and caregiver contact information
Several disasters in recent years have left patients 

without the supplies and equipment they needed due 
to failure to prepare and act early. Planning for disasters 
is imperative, not only for the HME company but also for 
the patient. Begin preparations as early as possible — 
don’t wait until it is too late. ■

References
1.Advance Healthcare Network. Preparedness for Oxygen Users. 
Available at: https://respiratory-care-sleep-medicine.advanceweb.com/
SharedResources/Downloads/2011/011711/RS01711_OxygenUsers_
PatientPrimer.pdf (Accessed June 18, 2018).

2.American Thoracic Society. How to Prepare for an Emergency or 
Disaster When You Have Lung Disease or a Sleep Disorder. Available 
at: https://www.thoracic.org/patients/patient-resources/resources/
emergency-or-disaster.pdf (Accessed June 4, 2018).
3.Oxygen Users Disaster Evacuation Planning Guide (6/2/18) http://
adapresentations.org/doc/9_10_15/Oxygen_Disaster_Plan_US_handout.
pdf (Accessed June 2, 2018).
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living-with-copd/pulmonary-rehab/emergencies/ (Accessed June 2, 2018).
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General Counsel

Disaster Planning

by Anthony L. DeWitt, JD, RRT, FAARC

about the author…

Anthony L. DeWitt, JD, 
RRT, FAARC, is an attorney 
and a partner in the firm 

Bartimus, Frickleton, 
and Robertson, PC, and 

resides in Opelika, AL. He 
has also published two 
books and numerous 

legal journal articles. This 
article is not a substitute 

for legal advice.

No battle plan survives first contact with the enemy.
—Helmuth von Moltke

Disaster plans are things that every hospital has 
but hopes never to have to use. It is tempting to think 
that because your hospital has planned out what might 
happen in any disaster, you don’t need to worry about it. 
Everything is ready to go! Nothing could be further from 
the truth.

Every hospital plans for emergen-
cies. Every hospital drills for mass casu-
alty events. But no one ever thinks it 
will happen there. It is always another 
town. It is always another hospital. Yet 
the hospitals in Joplin, MO, know that 
it isn’t always another town, and it 
isn’t always another hospital.1 When a 
disaster strikes is not the time to start 
planning for an emergency. All ther-
apists need to plan in advance for the 
possibility that their community may be 
hit by weather, terror, disease, or other 
emergency. Not only should they know 
the plan, they should know that the 
plan may not survive first contact with 
the disaster, and have back up plans. 
Even more importantly, they should 
know that the disaster may hit while 
they are at work. Their family members 
may be at home, at school, or at a little 
league ballgame. They may not be there 
for the ones they love. The need to take 
care of family is powerful, but a thera-
pist cannot abandon patients to tend to 
family in a disaster. A therapist has to ensure that his 
family can make it without him, if the need arises. Even 
if you’re lucky enough to be home when disaster strikes, 
you’re going to be needed quickly at the hospital. Recog-
nizing this reality and planning for it is the difference 
between surviving the experience and a bad outcome.
But, nothing ever happens here, right?

Let’s think about the statistics. There are 100 nuclear 
reactors in the United States. While accidents are 
rare, they do happen. And a Fukushima-type event as 
a result of earthquake, plane crash, or act of terror is 
not unthinkable. Similarly, there are nearly 8,100 major 

earthen dams in the United States, 
and many of these are in critically 
bad shape, requiring only a heavy set 
of spring rains to cause them to fail. 
Google “Johnstown Flood” or “Johnson 
Shut-Ins Flood” and view the photos. 
It can happen in the blink of an eye.

Of the more than 40,000 chemicals 
in commercial use, most are subject 
to accidental spills or releases. Chem-
ical spills and accidents range from 
small to large and can occur anywhere 
chemicals are found. Tornadoes, 
hurricanes, blizzards, heavy rains, and 
other weather events can cause equal 
amounts of damage and destruction. 

The good news is that when a 
company causes environmental 
damage or other peril, they are 
responsible for the clean-up and for 
damages. You may be able to sue if 
your home or property is damaged. 
But in order to collect damages, the 
first thing you have to do is to survive 
the event. If you have not thought 
about and planned for emergencies, 

then you’re not only letting your hospital down, you’re 
letting your family down.

In a community emergency, you are going to be 
needed at the hospital. For that reason, you need to 
have an emergency plan so that you can be confident 
that your family is safe and protected. You cannot give 
your full attention to mass casualties if your mind is 
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wondering whether the next patient around the bend will 
be a loved one.

Every family should have a portable adult-sized back-
pack that is filled with three days of food and water for 
every member of the family. It should be located where 
any family member can find it in an emergency. It gener-
ally takes three days for federal and state resources to 
mobilize, so your family, particularly in your absence, 
needs to be able to survive for three days without help. In 
addition to food, a week’s worth of prescription medicine 
needs to be in the backpack, along with a small thumb 
drive with your basic medical information saved in PDF 
format (allergies, blood type, medication sensitivities, 
etc.). A small stash of cash money ($50 per family member) 
should be included, along with at least one credit card. 
Rounding out the survival bag should be a first aid kit, 
flashlight, and commercially available survival blankets 
to keep people warm and dry in an emergency.

Disaster planning for your family should include 
plans to meet at specific points in your city, and in one 
distant city. I travel a lot for my job. I may not be home 
when an emergency strikes. We have planned ahead for 
this eventuality. For example, our family has emergency 
rally points in Auburn, AL, as well as in Montgomery 
and Destin, FL. If we’re separated, we know that we will 
always know where to find each other, even if commu-
nications break down. As an amateur radio operator, I 
always have communications available.

It is also important to plan for things to do, particularly 
if you have children. Small children are unlikely to be of 
much help during an emergency, but even teen civilians 
without any medical training can bring water and offer 
comfort in an emergency as volunteers. It is a good idea to 
discuss with your hospital’s emergency coordinator what 
the hospital’s policy is on sheltering family members 
during a disaster. The hospital may allow it, or it may 
not, depending on its mission, size, and resources. If your 
children are not volunteering at the hospital, shouldn’t 
they be?

A communication plan should rely on something other 
than cell phones. In a natural disaster, cell phones may 
be knocked offline. In a terror emergency, phone towers 
are often taken off-line to prevent cell phone use by radi-
cals. For this reason, your family should have pre-defined 
places to go where there are land-line telephones avail-
able for use in an emergency. Knowing your family is safe 
will free you to treat patients without the nagging worry 
about their wellbeing.

Disaster planning requires you to be a good science-fic-
tion writer. Science-fiction writers imagine alternative 
realities and place their characters in them. You need 
to imagine what might happen in a flood, earthquake, 
tornado, terror attack, or other disaster. What roads might 

be blocked? What bridges might be unsafe? Is there a 
chemical plant or nuclear reactor that might cause prob-
lems in a flood or earthquake? Where will your family 
find support while you take care of patients?

It isn’t enough to plan a disaster response. You have 
to practice it. You have to hold drills, just like fire drills, to 
ensure that you’re ready. You have to check your emer-
gency supplies once a year and rotate out old food and 
supplies. You have to have confidence that in an emer-
gency your family will follow the plan.

You also have to develop ingrained habits, like never 
letting your car go below half a tank of gas (in an emer-
gency, gas pumps may not have power). You should 
know that banks and credit cards may not work in an 
emergency and be ready to pay for things with cash. 

In short, you have to prepare in advance, because once 
the tornado siren starts to wail, it is too late to wonder 
where you put the flashlight and matches. For more infor-
mation on disaster planning, see https://www.ready.gov/
make-a-plan. ■

Reference
1. Bunch D. When the going gets tough, RTs get going. AARC Times 
2011;35(11):34–39.
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You Are What You Practice

From the President’s Desk

by Brian K. Walsh, PhD, RRT, RRT-NPS, RRT-ACCS, RPFT, AE-C, FAARC

about the author…

Brian K. Walsh, PhD, RRT, 
RRT-NPS, RRT-ACCS, RPFT, 
AE-C, FAARC, is president 

of the AARC.

In 1862, Sarah Lockwood Pardee married William Wirt 
Winchester of the famous Winchester Repeating Rifle 
Company. The couple’s life together was happy, and 
they moved in the best of New England’s high society. 
However, in the late 1800s, disaster struck when Mrs. 
Winchester lost both her infant daughter 
and husband prematurely. This loss sent 
her into a deep depression, from which 
some said she never fully recovered. She 
ultimately sought help from a spiritualist. 
Mrs. Winchester believed that angry Civil 
War and American Indian spirits of peo-
ple killed by Winchester’s rifles who had 
caused the deaths of her daughter and 
husband. Valuing her own life above all 
others, she set sail on a journey to try to 
please the spirits by building a sprawling 
mansion containing something like 160 
rooms, 2,000 doors, 10,000 windows, 47 
stairways, 47 fireplaces, 13 bathrooms, and 
six kitchens.

You are likely wondering where I am 
going with this — I see bits of our pro-
fession in Mrs. Winchester’s eccentricity  
(a nice word for craziness). When speaking 
at your state societies and sharing my vision for the future 
of our great profession, some of you have come to me with 
concerns that if we reduce our workload by providing appro-
priate therapy to the appropriate patient at the appropriate 
time, there may not be a need for as many RTs, and we may 
work ourselves out of a job. In the analogy of the Winchester 
story, this is crazy. Think of all the time and money put into 
a belief that was sold for pennies on the dollar as soon as 
she died. Not to mention all the laughs and loss of credibil-
ity created by her strange behavior. While I can’t promise 
all RTs will always have the job of their dreams or that we 
will even have the same number of respiratory therapists 
across the country as we do today, I envision a health care 
environment with many respiratory therapists — but only 
if we are thoughtful and rational now.

As successful businessman Philip Green stated, 
“You’ve got to love what you do to really make things 
happen.” We — yes, I said WE and not me or your boss — 
must create value by investing in our profession. We do 
this, not by investing in perceived value like all the win-

dows and doors that Mrs. Winchester 
created, or like those therapies for 
which there is no indication or bene-
fit to the patient, but by increasing our 
standard and quality of care. When one 
therapy is proven not to be helpful, we 
devote less attention and effort to that 
therapy and invest our time and effort 
in therapies or arenas of practice that 
increase our value to health care and 
— much more importantly — to the 
patient. Today we have a wonderful 
opportunity to invest in areas like dis-
ease management and prevention, ICU 
and pulmonary rehabilitation, patient 
education and training, and — hope-
fully in the near future — telemedicine. 

If you don’t know how to create 
valuable respiratory care, then educate 
yourself. Yes, I am calling you out. It’s 

not my job or somebody else’s job to conduct a needs 
assessment of your level of knowledge and education. 
It’s your professional responsibility! Please take the time 
to evaluate your practice needs. There are resources all 
around you, if you choose to make a real difference. The 
AARC as well as your state societies and employers pro-
vide great educational opportunities. Very few RTs take 
advantage of the free continuing respiratory care edu-
cation offered by the AARC. It’s the simplest things that 
make the biggest impact in our patients’ lives. You’ve 
heard it’s the weakest link that breaks the chain. So, let’s 
get started. Don’t be the weakest link. Help us grow to 
practice at the top of our license, not the bottom. Make a 
difference today. ■ 
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Advocacy at Its Best: Grassroots in Action

Government Advocacy

by Anne Marie Hummel and Frank Salvatore, RRT

about the authors…

Anne Marie Hummel is 
an executive associate 

director of the AARC and 
specializes in advocacy 
and government affairs.

Frank Salvatore, MBA, 
RRT, FAARC, is the AARC’s 
immediate past president 
and chair of the Advocacy 

and Government Affairs 
Committee.

Advocacy can take on many forms. As a national pro-
fessional organization, AARC is committed to advocate 
for respiratory therapists (RTs), their patients, and the 
profession as a whole. As Associate Executive Director 
for Advocacy and Government Affairs, 
it is my job to carry out that mission.

One of the most visible forms of 
advocacy, of course, is federal legisla-
tion that includes respiratory thera-
pists. We completed our 2018 annual 
Capitol Hill Advocacy Day on May 1, 
and it was a huge success. As you have 
read in AARC News Now and on the 
AARC website, we asked for support of 
pilot legislation that would include RTs 
as telehealth practitioners to provide 
certain disease management services 
to Medicare beneficiaries with chronic 
obstructive pulmonary disease (COPD). 

Thanks to the outstanding commit-
ment of our Political Action Contact 
Team (PACT) representatives, who held 
approximately 300 meetings to make 
our case, and to the many state advo-
cates who sent thousands of emails 
to congressional leaders in advance 
of the face-to-face meetings, we had 
word by the end of the day that legis-
lative counsel was drafting the legis-
lation and a bill would be introduced 
by Congressmen Mike Thompson (D/
CA) and Mike Kelley (R/PA) by late May 
or early June. Of course, we know how 
deadlines go on the Hill, especially 
since we were also informed that the 
bill could be delayed because of the 
Administration’s priority to pass timely 
legislation to address the opioid crisis. 
Hopefully, when you read this article, 
the AARC will have a bill number and will be in the midst 
of another virtual lobby campaign to gain co-sponsors.

At the national level, advocacy isn’t just about leg-
islation. It’s also about tracking federal rules and poli-
cies that can impact the profession. Keeping RTs at the 
forefront of the minds of federal policymakers through 

comments on relevant topics helps 
reinforce the value that RTs bring to 
the health care system. Issues we have 
addressed include discharge planning, 
pulmonary rehabilitation, mechanical 
ventilation, chronic care management 
and care coordination, pediatric tele-
health procedures, hospital readmis-
sions, and skilled nursing facilities — 
to name just a few.

The AARC is also a member of two 
large coalitions — one that addresses 
telehealth and remote patient mon-
itoring, and another that addresses 
tobacco issues that impact public 
health and especially individuals who 
suffer from chronic respiratory condi-
tions. We have partnered with orga-
nizations committed to similar goals, 
and as such, the AARC signs on to joint 
comments that carry weight with pol-
icymakers. As of Jan. 1, 2018, Medicare 
began paying separately for remote 
patient monitoring, an integral part 
of telehealth communications. This 
was a big win for the telehealth coa-
lition, who had advocated strongly for 
separate payment in numerous com-
ments to the Centers for Medicare and 
Medicaid Services. It is also a signifi-
cant win because our pilot legislation 
covers remote patient monitoring for 
individuals with COPD.

But advocacy doesn’t end there. 
The everyday efforts and commitment 

of the AARC state societies to work diligently for RTs 
and their patients are the heart and soul of advocacy. 
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Grassroots efforts at the state level come in many 
forms. One recent effort by the Connecticut Society 
for Respiratory Care (CTSRC) is an example of how 
folks came together and worked diligently behind 
the scenes to push forward significant legislation to 
improve the scope of respiratory practice in that state. 
And who better to tell that story than our immedi-
ate past president and chair of AARC’s voluntary-led 
grassroots advocacy committee and member of the 
CTSRC, Frank Salvatore, MBA, RRT, FAARC. Take it 
away, Frank!

The grassroots picture
I can’t tell you how immensely proud I am to be 

a member of the Connecticut Society because what 
occurred in a short legislative session year was 
nothing short of a miracle. This is the story of how 
state legislation goes through ups and downs during 
the course of a legislative session and how the use of 
a lobbying firm, along with active state leadership, can 
move the ball. 

What happened in Connecticut is what we’ve 
been describing on a national level when it comes 
to the plethora of bills we’ve advocated for nation-
ally in the past. The bill in Connecticut this year was 
Senate Bill 403 — An Act Concerning Respiratory Care 
Practitioners. The bill, which had the support of the 
Department of Public Health and looked like it was 
going to make it through the short session, ended up 
being opposed by the nursing and perfusionist organi-
zations. It quickly looked like a bill not only in trouble, 
but one that would die in committee.

In fact, the bill didn’t make it past the public 
comment period in the Public Health Committee. But 
that’s where the behind-the-scenes work of the CTSRC 
lobbyists and leadership took on another dimen-
sion. They found a supporter in one of the senators 
who was a co-chair of the committee. There were con-
ference calls by the CTSRC leadership with the senator 
and with the parties who opposed the bill, facilitated 
by the CTSRC lobbyist firm to work out the issues.

While SB-403 on its own was dead on the com-
mittee floor, the language from within the bill took 
on new life. After the hard work of the CTSRC lobby-
ists, the senator, and CTSRC leadership, the language 
emerged inside an amendment to the Public Health 
Omnibus bill, House Resolution B-5163. From there, 
it passed the House on May 5, 2018, with only four 
days left in the legislative session. The CTSRC lobby-
ists really worked hard in the background, and much 
of their work wasn’t seen by the CTSRC membership, 
but on the last day of the legislative session (May 9, 

2018) — after all the behind-the-scenes work — the bill 
passed the Senate. The bill was signed into law June 
14, 2018, by the governor.

Inside this tale of the ups and downs of SB-403, 
which emerged from life support as language in the 
larger HR-5163 bill and was passed by both chambers 
of the Connecticut legislature in record time, is the 
message that we’re trying to get to our membership...
the grassroots. As members of AARC, it is important 
to understand how legislation works, both at the state 
level and at the federal level. We can’t be disheartened 
by the inevitable “downside” of the legislative process 
because at some point there will be the “upside.”

I want to congratulate the CTSRC leaders who per-
severed and learned how the wheels of legislation 
don’t take a break on weekends or holidays. Don’t get 
me wrong — this wasn’t a perfect application of state 
legislative communications, but my own state affiliate 
has seen how hard it is to engage those on the grass-
roots level, even when the legislation will affect every 
licensed respiratory care practitioner in Connecticut. 
They had to find alternative ways of communication 
to get messages to key legislators, and they did. If it 
weren’t for the leadership of the CTSRC and their lob-
byist staying on top of things, there could have been a 
very different ending and moral to this story. 

“Thorough communication” was a key lesson 
learned when broadening the Connecticut respira-
tory care scope of practice to bring it up to date and 
to add changes, according to CTSRC President Jason 
Wright, MBA, RRT, ACHE. He elaborated, “It is the most 
crucial element in introducing change, by getting ALL 
of your state society involved, making phone calls, 
and sending emails to senators and representatives to 
influence and support the changes.”

In the end, the CTSRC’s legislative story should be 
a shining example of our state affiliates’ efforts on 
behalf of our membership and why legislative advo-
cacy is not only necessary federally, but on the state 
level as well. ■
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Ready To Roll 
AARC members explain how they’re  

involved in disaster response
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by Debbie Bunch

When disaster strikes, the 
outcome depends heavily on the 
preparation that went on before the 
event ever occurred. That’s evident 
throughout society, but nowhere is 
it more critical than in health care, 
where hospitals and other providers 
rely on their ability to quickly 
implement plans formulated in 
advance and government agencies 
train special teams that can rapidly 
deploy to augment overwhelmed 
local services. 

You’ll find respiratory therapists playing key roles 
in both of these arenas. Five AARC members share their 
stories here.

On guard
Hurricane Harvey made landfall in Texas on August 

25, 2018, bringing with it torrential rains that devastated 
the Houston metropolitan area. Wadie Williams, Jr., MS, 
RRT, CerAT, MEMS(S), and his staff in the respiratory 
care department at Houston Methodist Hospital were on 
guard. “When it appears something is about to happen, I 
begin working my ‘countdown clock’ from awareness of 
the possibility or event to zero hour and start bringing in 
additional resources and pre-positioning them,” says the 
manager of respiratory care and dermatology therapeutics.

As a member of the Texas State Guard, Williams draws 
on his military training — he’s a senior-level military 
emergency-management specialist — to make sure his 
department is prepared for any eventuality. With Harvey, 
that meant taking in two deliveries prior to the storm 
and bringing on additional medical gas stores. He then 
positioned supplies and cylinders in each of the patient care 
buildings on the Houston Methodist campus in advance 
of the hurricane to ensure staff would have what they 
needed in case travel between buildings proved impossible. 
“Medical gas supplies are crucial, so we keep 250E O2 
and 100 air cylinders in reserve year-round for disaster 

response, in addition to a week’s 
worth of critical supplies — vent 
circuits, etc. — in our department’s 
internal disaster storeroom,” says 
Williams. 

Staffing is critical to success 
in these incidents as well, and he 
makes sure his people are ready. 
“We give the staff early warnings 
to take care of their homes and 
families, get their go bags in order, 
etc., so they can mobilize when 

called.” Since Harvey struck a little earlier than expected, 
staff already in the hospital were stuck there and became 
de facto members of the hospital’s “Rideout Team” simply 
because members of the Rideout Team couldn’t make it in.

Nearly half of the RTs he had on hand that day had 
never worked a hurricane or other major disaster. Says 
Williams, “I have long been an advocate of making Basic 
Disaster Life Support a required competency for all medical 
personnel so there’s a basic, rudimentary knowledge and 
understanding of how the disaster/emergency response 
process works.”

Disasters often come 

with little or no warning. 

That’s why preparation 

is so important. 

Wadie Williams (left) discusses tactics with Captain Wayne Hogard at a recent 
Texas State Guard annual training exercise. 
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Adrenaline junkie
A self-described “adrenaline junkie” who worked as a 

transport therapist early in her career, Janet Stephens, BS, 
RRT, RRT-ACCS, was long aware of the National Disaster 
Medical System and its Disaster Medical Assistance Teams 

(DMATs). But it wasn’t until she got actively involved with 
her regional trauma advisory council after she moved to 
Wisconsin that she joined a DMAT herself. The critical 
care and education coordinator at Froedtert Hospital in 
Milwaukee started training with the WI-1 DMAT in 2013 and 
became an official member of the team in 2015.

Her first deployment came last year when WI-1 was 
called into action for the impending arrival of Hurricane 
Irma. Her team was flown to Atlanta on Sept. 6, where they 
staged with teams from Massachusetts and Hawaii. On  
Sept. 9, the entire group was bussed to Orlando, FL, to stage 
on Disney property. The resort had shut down prior to their 
arrival, and her team quickly received its first assignment: 
head to a large shelter in a regional high school in Wesley 
Chapel that was already overwhelmed with people seeking 
refuge from the storm.

“We were initially told that there were approximately 
1,000 people in the shelter, with about 50 requiring special 
medical needs,” says Stephens. “Truth be told, they were 
housing about 2,000 people, including well over 250 clients 
with special needs.” She quickly joined forces with another 
respiratory therapist from Arizona who deployed with 
her team and began assessing the oxygen situation. “One 
whole room, likely a meeting area, was wall-to-wall oxygen-
dependent patients.”

They asked health department representatives who 
were onsite to bring in oxygen cylinders to back up the 
liquid system currently in use. That was a good idea. The 
next morning, the liquid system did indeed break down, and 
she spent the day shuffling tanks, helping clients take their 
home therapies, and assessing clients along with the team 
physician. She also pitched in whenever and wherever other 
help was needed, such as assisting clients to the restroom. 
“Whatever was needed, was what I did,” says Stephens.

While she was busy at the Wesley Chapel shelter, about 
half her team was shipped out to assist at another shelter, 
and they all stayed put as Irma made landfall on Sept. 10. 
After the storm passed, many of the Wesley Chapel clients 
were able to return home safely or were transferred to the 
other shelter at Hudson, and Stephens and her fellow WI-1 
team members at Wesley Chapel headed to Hudson to help 
there. She says they transferred several acutely ill patients 
to the hospital at both shelters, including one man at Wesley 
Chapel who had suffered a heart attack during the height 
of the storm. 

Up for the challenge
Joel Livesay, MS, RRT, RVT, says his interest in disaster 

response was born on 9/11. He started out by volunteering 
with a local Community Emergency Response Team, and 
when a friend approached him about joining a DMAT, he 
was up for the challenge. “I think this is a perfect fit for a 
respiratory therapist, with the many responsibilities and 

Janet Stephens (right), with her interim commander (left) and a caregiver at the 
high school shelter in Wesley Chapel after Hurricane Irma.

Janet Stephens and her fellow team members on WI-1 participate in annual Patriot 
Training exercises with the Air National Guard and U.S. Army. This photo was taken 
at the 2017 event.
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situations we have to deal with,” says the respiratory care 
department chair at Spartanburg Community College in 
Spartanburg, SC. 

As a member of the SC-1 DMAT, Livesay deployed to 
help after Super Storm Sandy and, most recently, after 
Hurricane Maria devastated much of Puerto Rico last year. 
“We initially staged in San Juan until we were given a mis-
sion in Fajardo,” he says. “The conditions were austere, 
with two tents sleeping 30-plus team members and lim-
ited bathroom and shower facilities.”

The team set up a base of operations in the rear parking 
lot of a local hospital, where they provided medical care 
to people with a range of issues. They also evaluated the 
hospital to find out what they needed in terms of staff-
ing support and medical supplies, and after determining 
that the hospital was in fairly good shape, they extended 
their mission out into the community. “As you know the 
electrical grid was knocked out on the whole island,” says 
Livesay. “One hospital had a total failure of their backup 
generators, and after one night of air conditioning, we 
gave up our portable generators along with our AC units 
to permit that hospital to set up a portable ICU for venti-
lator-dependent patients.” Temperatures inside the ICU in 
that facility had risen to more than 100 degrees, making it 
paramount that patients be relocated.

Livesay emphasizes it can take some outside-the-box 
thinking to make sure people get what they need in these 
kinds of situations. For example, many of the patients he 
came in contact with had nebulizers, but without electric-
ity they were useless. “We had to be creative and make 
improvised suggestions for effective medication delivery,” 
he says. “When we ran out of spacers for the MDIs, I found 

a plastic bottle cut in half worked well for a short-term 
alternative.” 

Making do with such rudimentary solutions is a wake-up 
call for health professionals such as himself who are accus-
tomed to having the best of everything at their fingertips. 
“It is always a humbling experience,” he says.

Additional duty
Fred Scharf, BA, RRT, had extensive training in biologi-

cal and chemical warfare prior to being deployed with the 
300th Field Hospital to Saudi Arabia for Desert Storm, and 
he brought that knowledge with him into his position as 
emergency management coordinator (EMC) at University of 

 Joel Livesay pays his respects at the 9/11 memorial in New York City.

Joel Livesay (left) with a physician working at the Puerto Rican hospital where his 
DMAT was deployed. 
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Pittsburgh Medical Center (UPMC) Susquehanna in Sunbury, 
PA. “With my military background and the knowledge that 
90% of biological and/or chemical  attacks were going to 
require extensive respiratory therapy involvement, I felt that 
I had no choice but to take a leadership role in emergency 
management,” says Scharf.

He began working with emergency management in his 
hospital after 9/11 and the anthrax scares that followed, and 
when the previous EMC left the hospital in 2005, he took 
on the position as an “additional duty” to his primary role 
as supervisor of respiratory therapy. His role as EMC spans 
four phases of emergency management — mitigation, pre-
paredness, response, and recovery. He’s 
also involved in local, regional, and state-
wide preparedness committees and 
organizations. “Success in this business 
is directly dependent on relationship 
building with those whom you meet and 
work with across the many disciplines 
involved in preparedness,” says Scharf.

His hospital was recently acquired by 
UPMC in Pittsburgh, and he says that’s 
given him a big boost in his EMC position. 
“This health system has a very robust 
Emergency Management Program, with 
a tremendous amount of resources and 
expertise that I am now able to tap into.”

While his hospital hasn’t faced any 
large-scale emergency situations since 

he took on the EMC role, Scharf says they have experienced 
a couple of limited hazardous-material incidents that 
required the decontamination of some patients. A regional 
flood resulting from Tropical Storm Lee in September 2011 
also put his processes to the test. “We were in response-
and-recovery mode for several days,” says Scharf. “The 
training and planning that was utilized during that time 
period ensured that patient care was never compromised.” 

A full plate
As emergency preparedness coordinator at Saratoga 

Hospital in Saratoga Springs, NY, Charlie Friderici, RRT, is 
responsible for maintaining emergency operations plans 
for both the hospital and its offsite locations. He is also 
charged with planning, conducting, and evaluating exer-
cises; maintaining documentation for the Centers for 
Medicare and Medicaid Services and Joint Commission reg-
ulatory requirements; and providing training on all of the 
facility-wide plans. At the regional level, he chairs a work-
group that’s been tasked with coordinating mass-gather-
ing event planning among hospitals, emergency medical 
services (EMS), state and county health departments, and 
the state office of emergency management. Part of their 
mission is to create a regional radio plan that will allow for 

shared voice and data between all the hos-
pitals and EMS agencies within a 17-county 
area. 

Friderici serves on the Local Emergency 
Planning Committee in his county as 
well, which works to address hazardous- 
material incidents, and he is a mem-
ber of the state Emergency Management 
Association and its regionally affiliated 
group. He shares his expertise by serv-
ing as an instructor for the Certified 
Hospital Emergency Coordinator basic and 
advanced courses, and he teaches courses 
on clandestine drug and explosive lab 
chemical awareness.

“Locally we collaboratively plan for 
the Saratoga horse-racing season — this 

SC-1 team members gather for a group shot.

Charlie Friderici, RRT

Disaster Response Resources from the AARC

Interested in learning more about the RT’s role 

in disaster response? Join the Disaster Response 

Community on AARConnect to network with therapists 

who are already actively involved and those who want 

to know more. 
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The AARC Disaster 
Relief Fund

AARC members are on the front 

lines of disaster preparation and 

recovery. But sometimes they are 

in the crosshairs, too. The AARC 

established the Disaster Relief 

Fund more than two decades 

ago to assist members in 

federally declared disaster areas 

who have lost their property due 

to one of these events. The fund 

has been activated following 

hurricanes in Florida and the 

volcano in Hawaii, earthquakes 

and fi res in California, fl ooding 

in the Midwest, tornadoes in 

numerous areas of the country, 

and in many other disasters.

AARC members keep this fund 

going. You can go online at 

AARC.org or call AARC Customer 

Service at (972) 243-2272 to 

learn how you can help.

The Joint Commission has published a new Quick Safety 

advisory that can help health care organizations ensure their 

facilities are ready for any disaster that comes their way. The 

advisory provides organizations with risk factors to consider when 

preparing for a disaster, along with safety recommendations and 

research on how to continue operations during an emergency 

situation.

Noting that a disaster can disrupt a facility’s ability to operate 

for days or weeks following the initial crisis, the advisory outlines 

best practices in continuity of operations planning. Among the 

essential elements recommended by the publication –

•  Continuity of facilities and communications to support 

organizational functions.

•  A succession plan that lists who replaces the key leader(s) 

during an emergency if the leader is not available to carry 

out his or her duties.

•  A delegation of authority plan that describes the decisions 

and policies that can be implemented by authorized 

successors.

The advisory suggests health care organizations implement 

these safety actions when planning for disaster situations  –

•  Document leadership succession and delegations of 

authority.

•  Identify the essential functions, capabilities, and assets that 

must be protected to survive a disaster.

•  Prioritize likely risks and how the organization will invest in 

and implement mitigation activities.

•  Work with local emergency management, service 

providers, and contractors to establish processes for 

effective communications, recovery, and restoration.

• Identify alternate care sites, if needed. 

The Quick Safety advisory is available on www.jointcommission.

org and may be reproduced if credited to The Joint Commission.

planning involves law enforcement and federal and state 
agencies, as well as the hospital and EMS systems,” says 
Friderici. In any activation, he responds to his hospital 
command center and serves as a liaison to outside part-
ners. “Depending on the scope of an incident, I also deploy 
to the county or state operations center and act as a liaison 
back to the hospitals in the region,” he says.

This full plate keeps him busy, but he knows it will all 
pay off should his area be struck with a large-scale emer-
gency situation.

Kudos to these RTs
Whether they are working with state and local agen-

cies to plan for natural or manmade disasters, making 
sure their own hospitals and departments are ready for 
any eventuality, or serving on the front lines of disaster 
response via the federal government’s DMATs, respiratory 
therapists are bringing their expertise to bear on the med-
ical care available to citizens when the worst occurs. We 
should all applaud their efforts. ■

Disaster Prep Resource 
from The Joint Commission

Disaster Stories
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Photo courtesy of the Strategic National Stockpile Communications 
Team, Centers for Disease Control and Prevention

A partnership between the AARC and the Centers for 
Disease Control and Prevention helps get RTs up to speed on 
the ventilators that will be called into action in the event of a 

large-scale national disaster by Debbie Bunch
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The Strategic National Stockpile

CDC Partners with the AARC

In 1999, the federal government established the 
National Pharmaceutical Stockpile to ensure the nation 
would have access to the medical supplies it would need 
to combat potential agents of bioterrorism like botulism, 
anthrax, smallpox, plague, viral hemorrhagic fevers, 
and tularemia. The 9/11 attacks that took place just two 
years later made it abundantly clear that bioterrorism 
wasn’t the only thing we needed to be worried about. 
In 2003, the National Pharmaceutical Stockpile was 
renamed the Strategic National Stockpile (SNS) and 
placed under the direction of the Department of Health 
and Human Services. Today the stockpile includes more 
than $7 billion worth of medical supplies and equipment, 
including antibiotics, chemical antidotes, antitoxins, 
vaccines, antiviral drugs, personal protective equipment, 

ventilators, and more. All these items are strategically 
placed in various locations around the country to ensure 
quick access in times of need. 

In addition to chemical attacks, the SNS can respond 
to outbreaks of bacterial and viral diseases, pandemic 
influenza, radiation and nuclear emergencies, and 
natural disasters. Products that go into the stockpile are 
those that are not available to the general public, may not 
be available in the timeframe for which they are needed, 
or may not be available in the required amounts. 

AARC is a key partner with CDC
Managing this large array of medical supplies and 

equipment requires a coordinated effort on the part of 
government at all levels, the private sector, and non-
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CDC Partners with the AARC

governmental organizations. The Centers for Disease 
Control and Prevention (CDC) has set up partnerships 
with a number of clinically related organizations deemed 
essential to the process, and the AARC is its key partner 
when it comes to the SNS ventilators.

“Several meetings involving AARC members have 
been convened to discuss ventilator requirements, as 
well as ancillary equipment including suction catheters, 
HMEs,  circuits, etc.,” says Richard Branson, MS, RRT, 
FAARC, a professor of surgery emeritus at the University 
of Cincinnati who has played an integral role in the 
AARC’s SNS activities. The goal has been to define the 
capabilities the ventilators in the stockpile should have, 
but Branson emphasizes the AARC does not select the 
devices themselves. “CDC makes the decision when 
manufacturers submit products, and CDC compares the 
requirements to the function of the devices,” he says. 

The AARC plays a significant role in training respiratory 
therapists and other providers in the use of the ventilators 
chosen by the CDC. Regular sessions are held on the three 
mechanical ventilators currently in the stockpile — the 
Impact 754, the LP 10, and the LTV 1200. Branson says 
the workshops address the very real concern that many 
clinicians don’t have the experience with the devices in 
the stockpile they will need during an emergency. “If you 
have a situation where you have an influx of critically 
ill patients requiring ventilation, having a bunch of 
ventilators dropped off that your staff has never seen is 
unlikely to be helpful,” he says. “Training eliminates this 
concern.” 

Disseminating knowledge
The AARC has offered the SNS 

workshop at the AARC Congress 
and state society meetings across 
the country, and it has always 
been free for the respiratory thera-
pists and other health care provid-
ers who attend. Over the past few 
months alone, the Association has 
taken the training workshop to 
the Nebraska Society conference, 
the California Society conference, 
the Illinois Society conference, the 
Georgia Society conference, and 
the New Jersey Society conference. 
SNS Program faculty include Chris 
Blakeman, MS, RRT, John Inkrott, 
RRT-ACCS, Shawna Strickland, 
PhD, RRT, RRT-NPS, RRT-ACCS, 
AE-C, FAARC, Lewis Rubinson,  
MD, PhD, and Dario Rodriquez, 
MSc, RRT.

The workshop not only provides therapists and other 

health care providers with the information they need 

to familiarize themselves with these ventilators, but 

also provides the opportunity to work with them on a 

hands-on basis to see how they will function in a real-

world situation. Ventilator-specific information from the 

manufacturers ensures the education is valid, and respi-

ratory therapists are also instructed in the cross-training 

of respiratory therapy extenders for medical emergencies.

“Even if we can only train a few champions, the 

‘train the trainer’ model disseminates knowledge,” says 

Branson. “The sheer number of ventilators on the market 

and their nuances make it difficult for RTs to be proficient 

in all products.” He notes that state stockpiles often give 

the ventilators to hospitals at no cost as well so they can 

individually train their staff on their use. Staff members 

use the ventilators during non-emergency situations and 

thus become familiar with their operation and mainte-

nance. 

The time is now
Thankfully, our nation has yet to experience a natural 

or manmade disaster requiring large-scale use of the 

mechanical ventilators in the Strategic National Stock-

pile. But other respiratory-related equipment in the SNS 

has been called into action — the most recent instance 

was the deployment of oxygen concentrators during Hur-

ricane Harvey last year. According to the CDC, SNS staff 

members arrived at the shelter set up in the George R. 

Brown Convention Center to find 

that Houston was running out of 

oxygen. The strike team began 

setting up their concentrators, 

with local providers connect-

ing patients as fast as the team 

members could hand over the 

oxygen lines. 

Respiratory therapists don’t 

need extra training to know how 

to place a patient on oxygen. But 

they do need extra training to 

know how to operate the specific 

mechanical ventilators that they 

will have to rely on in the event 

of a large scale disaster — natural 

or manmade — that consumes 

the existing supply of ventilators 

in their hospitals or their com-

munities. The AARC partnership 

with the CDC ensures respiratory 

therapists have the opportunity 
to acquire that knowledge before 
disaster strikes. ■

Your hospital has 

enough ventilators to 

handle its usual demand 

and even a little more. 

It doesn’t have enough 

ventilators to cover 

a major respiratory 

emergency. That’s 

where the Strategic 

National Stockpile 

comes in.
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Disaster Planning 

101
 Florida therapist offers good advice for 

respiratory care departments
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Respiratory care departments 
are essential to the operation of any 
hospital, and this means that they 
need to carefully plan for emergency 
situations. As director of the Florida 
Hospital Association, John Wilgis, 
MBA, RRT, has a firm take on what 
departments need to do to get ready. 
He shares his insights with us here.

Why is it important for 
respiratory care departments to 
have a disaster plan in place?

Plans are important for many 
reasons, primarily so that everyone 
understands their specific role and 
responsibilities during an emergency 
event or incident. A department’s plan 
is part of the larger hospital emergency 
operations plan, but still an important 
piece. The plan should address how 
the department will respond to any 
situation with personnel, equipment, 
and medications, along with any changes to how therapists 
would care for a patient throughout the incident.

What do RT managers need to know about their 
hospital’s emergency management plan before 
embarking on their department-level plan and 
why?

Managers need to have a general 
understanding of what their hospital 
emergency operations plan is and 
how their department responds 
within that plan. Hospitals are 
required to do risk-based planning for 
their facility and in conjunction with 
the risks across their community. 
Department leaders should know 
those risks and hazards and the 
potential impact they may have on 
the hospital’s ability to provide care 
to the community. Knowing this 
allows a department to be better 
prepared to respond. For example, 
if your hospital is in a state that 
is prone to hurricanes, there’s a 
strong possibility for power loss and 
emergency generator use. How do 
you protect patients and staff under 
these circumstances? How do you 
maintain the standard of care?

What are the key components that RT managers 
need to include in their department-specific plan, 
and why are these components essential?

Every plan is a little different — there’s no cookie-
cutter approach. That said, there are three primary areas a 
department-specific plan should focus on: staff, stuff, and 
space.
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Planning for personnel can be very 
challenging on a day-to-day basis, and it is 
even more so during a crisis. A primary 
consideration for staff planning is 
safety. How does a plan support 
the safety of the patient and of the 
workforce? Certainly issues like 
shift scheduling, downtime and 
breaks, and release to go home are 
considered. But other issues like 
staff family support and childcare are 
important, too. Managing resources is 
also challenging because hospitals, and 
departments, work with a just-in-time 
inventory. A department plan should address 
how material resources are going to be obtained 
and conserved. Hospital accreditation and regulations 
speak to having adequate resources on hand to respond and 
maintain a safe environment, and a good plan should look 
at how to provide resources for up to and over a week.

Space is a precious commodity in health care. You 
need space for regular patient care, and space to shelter 
individuals, staff, their family, and possibly pets. Plus, you 
need places to put all their stuff. Managing the physical 
environment can be just as challenging as all the rest — not 
to mention the challenge that would arise if the situation 
were catastrophic or created an evacuation scenario. 
Working in an austere environment poses many challenges.

What do RT managers need to include in their 
department-specific plan when it comes to RT 
equipment?

In my experience, I’ve learned that the equipment 

planned for is not much different from what we use every 

day, with a few exceptions. As respiratory therapists, 
we are still going to need the basics — nasal cannulas, 
oxygen, nebulizers, and other therapy-delivery devices. The 
questions turn to portability and maintaining a standard 
of care during the disaster. Issues like medical gas become 

more complex. Mechanical ventilation, along 

with complex therapies like extracorporeal 

membrane oxygenation, nitrous oxide 

ventilation, and others, pose significant 
challenges to creating a disaster plan. 
Evacuation is another matter that 
changes the dynamic of delivering 
care to patients.

We learn many lessons from real-

world events that help us address 

equipment-related issues in a disaster. 

The AARC, working with the Centers 

for Disease Control and Prevention, has 

also taken steps to provide information and 

support for therapists who may be confronted 

with using ventilators from the Strategic National 

Stockpile or a state’s cache of ventilator resources. Managers 

should ensure that their plans address these issues and that 

their staff members have a clear understanding and can 

demonstrate competency in activating their plan.

What should managers be looking at specifically in 
terms of planning for staffing during an emergency?

Managing personnel across many care areas is a challenge 

during an emergency. Direct considerations should be:
•  Ensuring your staff members have a personal plan and a 

family plan for disasters;

•  Ensuring they understand their role, responsibilities, and 
the hospital/department expectations should they be 
activated to work during a disaster;

•  Providing notification to all staff of the event and a 
platform that supplies continuous updates on the 
situation;

•  Ensuring they bring adequate supplies for their personal 
care during the time they work;

•  If available, ensuring the activation of disaster pay 
differentials;

As an RT from the state that sees more hurricanes 

than any other, John Wilgis is no stranger to natural 

disasters. The director of the Florida Hospital 

Association knows how to handle them, too. 
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•  Capturing all hours worked by staff within the finance 
department’s pay code for the disaster for possible cost 
recovery;

•  Developing and using a call schedule or a “Team A” 
and “Team B” approach that provides adequate staff 
coverage for all patient care areas;

• Providing areas for downtime, breaks, and rest;

•  Providing a mechanism to allow staff to assess the 
impact of the event to their personal lives (e.g., property, 
family, pets, etc.) and supporting them to address the 
impacts;

•  Having a system in place to assess signs of stress, 
fatigue, and psychological trauma from the event;

•  Providing crisis counseling to help individuals cope 
with the event and its personal and professional 
impacts;

•  Ensuring there are staff available to backfill and provide 
relief capacity (e.g., “Team C”);

•  Considering the use of volunteers — how they would 
help, what they would do, where they would work, and 
how they would make a difference;

•  Considering the implications of allowing staff to have 
their family shelter within a facility; and

•  Considering the implications of sheltering pets within 
your facility.

What do managers need to do to ensure their staff 
are properly trained  to handle disaster situations?

In addition to the aforementioned AARC/CDC course 
on the ventilators in the Strategic National Stockpile, 
there are formal training courses like Advanced Disaster 
Life Support and hazardous materials training for chemi-
cal, biological, radiological, nuclear, and explosive events. 
There are other trainings like “Stop the Bleed” that focus 
on simple bleed control from incidents like active shoot-
ers. Not all employees need this level of training, but cer-

tainly, if someone shows an interest, the manager should 
encourage and support their professional development.

The most important thing managers/directors need 

to do is ensure their staff members understand their role 

in a disaster. Are they going to work outside their normal 

functions? Most likely not, but if they are expected to do 

something different, what does that entail and what edu-

cation do they need to support them in that role? It is often 

more about task-oriented work that can be supported using 

checklists.

How do communications figure into disaster 
planning, and what recommendations do you 
have for RT managers to ensure an open line 
of communications with staff, other providers, 
emergency management services, etc., in a  
disaster situation?

Communication is everything! It can also be a major 

point of failure. Managers should remember the basics of 

communication — with whom are you communicating, 

what are you communi d the other person’s role and 

responsibility within that plan.

Is there anything else RT managers should 
consider when they plan? If so, what is it,  
and why is it important?

I always say the most important thing is ensuring your 

staff members have personal and family plans for disasters. 

If you aren’t prepared, or you don’t have a plan that pro-

vides for your family’s safety, I, as a manager, can’t expect 

you to come to work when needed and perform effectively.
The second thing I say to my colleagues is to get involved 

with your hospital emergency preparedness committee. 
This is the group that knits everything together — plan-
ning, prevention, response, recovery, and mitigation. Being 
engaged with this group helps ensure that the depart-
ment’s role is integrated into the success of the hospital’s 
response. ■
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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 health care 
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.

—   2018  —
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Affordable cough- 
assist device may 
aid underdeveloped 
countries

Working with engineer-
ing students at Grand 
Valley State University 
in Allendale, MI, Bassel 
Salman, MD, a pedia-
trician with Beaumont 
Health, also in Michigan, 
has invented a cough- 
assist device that doesn’t 
require electricity. After 
the tubing and mask 
are fitted to the patient 
and connected to the 
device, the caregiver 
places his foot on the top 
of the machine, and like 
a bellows, pushes down 
to generate positive 
pressure while watching 
the pressure manometer 
to assure a safe pres-
sure. The caregiver then 
releases his foot, creating 
negative pressure, which 
dislodges and removes 
secretions from the respi-
ratory tract.
The entire project, 

including 3-D printing, 
costs just under $800. 
The prototype costs less 
than $300. “I am hopeful 
this device will impact 
patient care by offering 
patients worldwide a 
better quality of life by 
decreasing the cost of 
more intensive therapy,” 
explained Dr. Salman.

ZOLL Medical 
receives FDA 
approval for AEDs

ZOLL Medical 
Corporation has received 
FDA approval for its 
ZOLL® AED Plus® auto-
mated external defibril-
lator (AED) and Fully 
Automatic AED Plus®. 
The devices use two mul-
tifunction defibrillation 
electrodes to measure 
the electrical activity of 
the heart. If an abnormal 
heartbeat is detected, 
the user is advised that a 
high-energy shock is nec-
essary. The user interface 
provides voice and text/
icon prompts to guide 
the user through the 
rescue process, includ-
ing CPR. The devices 
are intended for use by 
minimally trained users 
to initiate the rescue pro-
cess until first responders 
arrive.

Scripps Research 
Institute receives 
grant to study 
vaccines

Scientists at The Scripps 
Research Institute 
have received a $12 
million grant from 
the Bill & Melinda Gates 
Foundation to improve 
flu and malaria vaccines. 
With the funding, the 
team will expand their 

studies of antibodies 
that can neutralize many 
strains of malaria and 
influenza. Past Scripps 
Research studies have 
shown these “broadly 
neutralizing antibodies” 
can serve as guides for 
designing promising vac-
cine candidates against 
influenza, AIDS, and 
other diseases.

ATS Foundation, 
ResMed team up on 
new fellowship

The ATS Foundation 
has announced a new 
ATS Foundation/ResMed 
Research Fellowship 
in Sleep-Disordered 
Breathing and Positive 
Airway Pressure (PAP) 
Therapy. The award will 
provide funding for two 
years in the amount of 
$100,000, provided by 
ResMed, a global leader 
in connected health 
with more than four 
million cloud-connected 
PAP devices monitoring 
patients every night. 
“When 85% of peo-
ple with sleep apnea 
still aren’t diagnosed, 
ResMed is proud to sup-
port any research effort 
to accelerate finding, 
testing, and treating 
them so they can enjoy 
a full night’s rest, better 
overall health, and a 
significant reduction of 

life-threatening risks,” 
noted ResMed CMO 
Carlos M. Nunez, MD.

BI, HealthPrize 
Technologies expand 
RespiPoints program

Boehringer Ingelheim 
and HealthPrize 
Technologies have 
expanded the RespiPoints 
digital support program 
to include anyone taking 
one of several Boehringer 
Ingelheim medicines, 
including select med-
icines available in the 
Respimat inhaler. The 
RespiPoints program is 
a free web- and mobile-
based program that 
engages and rewards 
patients through educa-
tion about their condition 
and support to take their 
medicines daily as pre-
scribed by their health 
care provider. Activities 
include reporting daily 
medicine taking, verifying 
monthly refills, reading 
educational information 
and insightful tips, and 
completing weekly quiz-
zes and surveys. Eligible 
patients can sign up at 
www.MyRespiPoints.com.

National Cancer 
Institute grant to 
establish lung cancer 
screening center

Researchers from 
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the Perelman School of 
Medicine at the University 
of Pennsylvania, the 
Institute for Health 
Research at Kaiser 
Permanente Colorado, 
Kaiser Permanente 
Hawaii, the Henry 
Ford Health System in 
Detroit, and Marshfield 
Clinic Health System in 
Wisconsin, have received 
a five-year, $15.5 mil-
lion National Cancer 
Institute (NCI) grant to 
improve lung cancer 
screening. The funding 
will establish the Center 
for Research to Optimize 
Precision Lung Cancer 
Screening, one of three 
specialized cancer 
screening research 
centers under the 
Population-based 
Research to Optimize the 
Screening Process II ini-
tiative by the Healthcare 
Delivery Research 
Program at NCI. The cen-
ter will develop a lung 
cancer screening data 
repository to conduct 
research on developing 
and testing ways to pre-
vent underuse, overuse, 
and misuse of screen-
ing for lung cancer 
nationally.

Royal Philips 
announces new data 
supporting HOT plus 
HMV for hypercapnic 
COPD patients

According to Royal 
Philips, new data suggest 
that combining home 
oxygen therapy (HOT) 
with home noninvasive 
mechanical ventilation 
(HMV) as a treatment for 
chronically hypercapnic 
COPD patients is more 
effective and less expen-
sive than HOT alone. 
In a comparison of the 

accumulated costs of 
devices, doctor visits, 
medication, and hospi-
talizations, HOT-HMV 
exhibited an average 
annual cost savings of 
$3,927 per patient 
vs. HOT alone. “These 
findings support the 
use of oxygen paired 
with noninvasive ven-
tilation in the home to 
improve the patient 
experience and pave the 
way for more cost-ef-
fective care,” said Dr. 
David White, chief 
medical officer, Philips. 
The new data were pre-
sented at the American 
Thoracic Society’s 2018 
conference. 

Technion launches 
new wearable 
monitors

Researchers from the 
Wolfson Faculty of 
Chemical Engineering 
at the Technion-Israel 
Institute of Technology 
have developed an 
integrated system for 
the early diagnosis of 
diseases using wearable 
monitors. The energy 
required for the opera-
tion of the monitors is 
derived from the wear-
er’s body movements 
and body heat, and the 
devices are made of 
advanced self-healing 
materials that allow 
for automatic repair 
in case of a scratch or 
cut. Precise sensing and 
advanced analysis tools 
are also included. 

New mode of  
proton therapy for 
lung cancer

Researchers from 
the Beaumont Proton 
Therapy Center have 
invented a new mode of 

proton therapy for lung 
cancer. The continuous 
proton arc treatment 
can significantly reduce 
the adverse effects of 
respiration-induced 
motion during lung 
cancer treatments and 
is expected to result in 
a better and lower dose 
of radiation to adjacent 
organs as well. The team 
presented their findings 
on the new treatment 
at the recent European 
Society for Radiotherapy 
and Oncology meeting 
in Barcelona.

ProterixBio reports 
on blood biomarker 
studies in COPD

According to 
ProterixBio, Inc., three 
clinical studies on the 
use of blood biomarkers 
to develop algorithms 
aimed at informing the 
care of COPD patients 
were presented at 
the recent American 
Thoracic Society confer-
ence. The first found that 
blood biomarker-based 
algorithms can predict 
future exacerbations, 
indicating that advanced 
molecular assessments 
may improve the 
characterization of a 
patient’s disease activity 
in advance of potentially 
avoidable events. The 
second presentation 
provided evidence that 
algorithms based on 
combinations of blood 
biomarkers may help 
identify early-stage 
patients on the basis of 
their disease activity. The 
third found that algo-
rithms utilizing blood 
biomarkers showed 
potential for identifying 
the frequent severe 
exacerbator phenotype. 

Prometic Life 
Sciences reports new 
clinical data on IPF 
drug

New clinical data 
assessing the effect of 
Prometic Life Sciences 
Inc.’s lead small mol-
ecule candidate, 
PBI-4050, on blood 
biomarkers for the 
treatment of idiopathic 
pulmonary fibrosis 
(IPF) were presented at 
the recent American 
Thoracic Society confer-
ence. “Our evaluation of 
the effect of PBI-4050 
on blood biomarkers 
linked to the fibrotic 
process in IPF patients 
has shown the positive 
impact the drug can-
didate has on antifi-
brotic pathways,” Lyne 
Gagnon, PhD, Prometic’s 
vice president of R&D 
Preclinical, was quoted 
as saying. “These most 
recent data demon-
strated that PBI-4050 
was well-tolerated when 
given alone or in combi-
nation with nintedanib 
or pirfenidone, two mar-
keted IPF treatments. In 
addition, PBI-4050 given 
alone, as well as in com-
bination with nintedanib, 
showed promise in 
stopping the decline in 
lung function, something 
that current treatments 
have been unable to 
achieve.”■

Brief submissions 
and photos for this 
column may be sent 
to AARC Times Editor 
Marsha Cathcart at 
cathcart@aarc.org.
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IN THE NEWS

Understanding Ebola
The Ebola epidemic that swept through Liberia, 

Guinea, and Sierra Leone from late 2013 to early 2016 
was caused by the Makona strain of the virus (EBOV-
Makona). Early on in the epidemic, scientists thought the 
genetic diversity of this strain would result in more severe 
disease and greater disease transmissibility than prior 
strains. The epidemic was severe, but new research from 
the National Institutes of Health suggests that genetic 
diversity was not the reason why.

Using two different animal models, the investigators 
determined that certain mutations stabilized early on 
during the epidemic and did not alter Ebola disease 
presentation or outcome. The finding supports previous 
results from molecular sequencing that also showed the 

diversity of EBOV-Makona did not significantly impact the 
course of disease. The researchers call for more study on 
non-viral factors such as population mobility, available 
health care, and virus persistence in survivors, which 
could explain the increased case numbers and fatalities 
in the 2013–2016 outbreak. The study results were 
published in a recent edition of Cell Reports.■

Data Shows Proximity to 
Roadway Affects Childhood 
Asthma

In a study published in the Journal of Allery and 
Clinical Immunology, Boston researchers found 
long-term exposure to traffic-related pollution 
significantly increases the risk of pediatric asthma.

The investigators reached that conclusion after 
analyzing data from 1,522 Boston-area children 
born between 1999 and 2002 whose mothers 
had enrolled in a long-term study to learn how 
behavioral and environmental factors impact 
children’s health. Using mapping technology, they 
determined the distance between the children’s 
homes and the nearest roadway, then linked those 
findings to satellite-derived atmospheric data to 
determine exposure to fine particulate matter, 
which originates from fuel combustion. 

Their study results showed that living near a 
major road increased the risk for childhood asthma 
in all age ranges. Specifically, children living less 
than 100 meters from a major road had nearly 
three times the odds of current asthma by 7–10 
years of age compared with children living more 
than 400 meters from a major road. ■

AARC member Linda Ann Rhines passed away. 
She served as a respiratory therapy instructor at 
Orange Coast College in Costa Mesa, CA, as well as 
a supervisor at Queen of the Valley Hospital in West 
Covina. She had also worked at Mission Hospital 
alongside her husband, Charles Rhines (also an RT). 
In San Diego, she worked for Vencor managing 
multiple facilities. Charles has established a respi-
ratory therapist scholarship in her name, which is 
awarded to a second-year student at the college.■
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Share Your Wisdom 
The AARC Times “Reflections” column highlights the 

careers of AARC members who have recently retired from 
the profession. We’d like you to look back at your life in 
the respiratory care profession and tell us what it meant 
to you and why. Start brainstorming some ideas and then 
submit your story to AARC Times Editor Marsha Cathcart 
at cathcart@aarc.org. ■

Canadian Study Challenges Liberal 
Oxygen Administration

Liberal administration of oxygen to patients who are 
acutely ill may be doing more harm than good, report 
Canadian researchers who conducted a meta-analysis 
involving 25 randomized controlled trials encompassing 
more than 16,000 adult patients with sepsis, stoke, 
trauma, emergency surgery, heart attack, or cardiac 
arrest.

Compared to conservative use of oxygen 
administration, liberal administration increased in-hospital 
death by 21% and the more supplemental oxygen patients 
were given, the higher their risk was for death. The 
researchers estimated one additional death for every 71 
patients treated with a liberal oxygen strategy. However, 
no link was seen between the liberal administration of 
oxygen and other factors, such as infections or length of 
hospital stay.

“Our findings are distinct from the pervasive view 
that liberal oxygen therapy for acute illnesses is, at worst, 
harmless,” explained study author Waleed Alhazzani, MD, 
MSc, FRCPC. The study was published in a recent edition 
of The Lancet. ■

Members: Tell Your Story
Every therapist has a story to tell about a 

favorite or most memorable patient that would 
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 it was when you first realized 
how much difference you were making in the 
lives of that patient and her 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 RT. Our “Storytellers” column is the place 
for AARC members to share them. Share your 
story by contacting AARC Times Editor Marsha 
Cathcart at cathcart@aarc.org. ■

The AARC “Transitions” column is devoted to 
sharing news about the passing of AARC members. 
You can submit news about your colleagues’ recent 
passing by going to http:c.AARC.org/transitions. 
Please provide any information about the mem-
ber’s recent obituary so that we can share it with 
the membership and pay tribute. ■ 

Contribute to Our 
“Transitions” 

Column



34      AARC Tımes      August 2018

RC Currents

New Asthma Treatment May  
Be on the Horizon

Through a study that examined more than 6,000 
compounds, researchers from Rutgers New Jersey 
Medical School who were working 
with investigators in China 
identified a drug known 
as TSG12 that could be 
a new treatment for 
asthma. 

The study began 
with the discovery that 
the metallothionein-2 
(MT-2) protein relaxes 
airway smooth muscle 
cells and opens the airways, allowing patients to 
breathe. However, the presence of MT-2 in asthmatic 
lung tissue was more than 50% lower than in normal 
lung tissue, and mice without the MT-2 protein were 
twice as susceptible to asthma. Treating the mice with 
MT-2 improved breathing difficulties related to asthma. 

Developed from the MT-2 protein, TSG12 relaxes 
the airway smooth muscle cells, expands the 
pulmonary airways, reduces pulmonary resistance, 
and, in this study, was more effective than current 
treatments approved by the Food and Drug 
Administration, including the bronchodilator inhalers 
used by nearly all asthma patients. 

“We found that the TSG12 used in the study is both 
nontoxic and more effective in reducing pulmonary 
resistance and could be a promising therapeutic 
approach for treating asthma,” according to study 
author Luis Ulloa, PhD, from Rutgers. “It is not a cure, 
but I think this treatment will give people a lot of 
hope.”

The study appeared in a recent edition of Science 
Translational Medicine. ■

What’s behind nonadherence to asthma medications 
in children? New research out of Johns Hopkins found that 
kids, caregivers, and clinicians all have different opinions.

The study was conducted among 50 child-caregiver 
pairs and 34 clinicians who participated in in-person 
or telephone interviews. Kids in the study were 7–17 
years old and enrolled in a Medicaid-managed care 
organization. Interviews took place within 12 months 
of the child’s emergency department visit for asthma. 
Children and caregivers also completed the Asthma 
Control Test (ATC). The study was published in a recent 
edition of the Journal of Asthma. 

Results showed —

•  ACT scores reported by children and caregivers 
averaged 14 and 18, respectively. 

•  Although 58% of children and 48% of caregivers 
reported that the child missed only one to two doses 
of medication each week, pharmacy records based 
on fills of daily vs. rescue medications showed that 
60% had less than ideal medication refill frequency.

•  All groups cited forgetfulness and running out of 
medication as top barriers to medication adherence, 
but children were more likely than caregivers to 
report medications running out as a reason, and 
clinicians were more likely than both groups to report 
it as a reason. 

•  Clinicians were also more likely than children to cite 
“being a pain to take” as a reason for nonadherence, 
and more likely than caregivers to cite forgetfulness 
as a reason. 

•  Some children acknowledged being embarrassed to 
take their medication.

•  Care triads were least likely to agree on whether 
inconvenience was a reason for noncompliance, with 
only 21% of triads agreeing. 

Differing Opinions on Asthma Meds Adherence

•  Similarly, only 27% of triads agreed about whether 
the child being worried about taking a medication 
every day was a reason for nonadherence.

•  Children rarely “blamed” anyone else for missing 
doses, but caregivers discussed the child’s 
forgetfulness and distractions. 

•  Clinicians mentioned potential lack of caregiver 
supervision or too much responsibility given 
to young children as barriers to medication 
adherence. ■
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Post-ICU Clinic Helps Patients 
Continue Their Recovery at Home

A new clinic at Michigan Medicine is aimed at helping 
patients who have survived a critical illness continue their 
recovery at home. Patients make their first visit to the 
Post-ICU Longitudinal Survivor Experience Clinic two to 
four weeks following hospital discharge. 

The first appointment includes pulmonary function 
testing, along with assessments for fitness, mobility, and 
quality of life. Patients then meet with a pharmacist to 
go over medications, a social worker for cognitive testing 
and a review of the quality-of-life surveys, and a physician 
for a physical clinical evaluation and medical review. 
Clinicians meet to discuss the results of their respective 
exams, then hold a joint meeting with the patient to 
come up with a care plan. A follow-up visit takes place six 
months later, and telephone and virtual check-ins occur in 
the interim. 

“We all celebrate when a patient survives a severe 
critical illness and is able to go home, but really that’s 
only half of the battle,” said Jakob McSparron, MD. “The 
next step is thinking about follow-up care and how to 
help them recover effectively and keep them from being 
hospitalized again.” ■

Hookah Smoking Packs a Punch
Most anti-tobacco efforts are designed to get people 

who smoke traditional cigarettes to quit and encourage 
young people to never pick up the habit. A new study 
out of the University of Pittsburgh suggests that more 

attention should be paid to hookahs, particularly where 
younger people are concerned.

They analyzed data from 3,254 adults ages 18 to 30 
who were randomly selected in March 2013 to complete 
a questionnaire about their tobacco use. In the 30 days 
before completing the survey, about 1 in 20 participants 
reported hookah smoking, and about 3% reported 
smoking both cigarettes and hookah. Cigarette smoking 
was reported by 23.4%. 

While significantly fewer people smoked hookahs, the 
authors note that smoking one cigarette involves 10–12 
puffs, each containing 50 mL of smoke. Conversely, one 
45–60-minute hookah session can involve as many as 
100 inhalations of about 500 mL each. Overall, hookah 
smoking accounted for 54.9% of the smoke, 20.9% of 
the tar, 10.3% of the carbon monoxide, and 2.4% of the 
nicotine consumed by the participants in the previous 30 
days. Tobacco Control published the survey results. ■

According to researchers from the University of 
Michigan, 56% of people 65 and older are at high risk for 
obstructive sleep apnea (OSA), but only 8% have been 
tested for it. That conclusion is based on 1,052 Medicare 
beneficiaries who completed a series of sleep questions 
and other surveys as part of the National Health and 
Aging Trends Study. Among people in the study who 
were tested for OSA, 94% were diagnosed with the 
condition. Among that group, 82% were prescribed CPAP. 

Study co-author Ronald Chervin, MD, MS, explains, 
“We still need to learn more about the impact of OSA in 
older persons more specifically, but the findings of this 
study suggest a huge, untapped opportunity to improve 
lives in older years, and perhaps medical costs as well, 
through more effective diagnosis, and then treatment, 
of OSA.” The study appeared in a recent edition of the 
Journal of the American Geriatrics Society. ■

OSA May Be Underdiagnosed in Older People
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At a time when on-the-job fatalities due to injuries 
and accidents have decreased across the board, 
the incidence of lung disease among coal miners is 
increasing. A new study in Risk Analysis offers some 
insight into why.

Researchers from the National Institute for 
Occupational Safety and Health used data from 
8,165 mines across the country active from 1996 
to 2015. The data revealed 730 cases of lung 
disease reported from 2006 to 2015. Statistical 
analysis showed that, for each unit increase in an 
inspector-observed instance of noncompliance 
with Mine Safety and Health Administration 
(MSHA) requirements aimed at reducing the risk 
of exposure through management practices, 
there was a 12–14% increase in the probability 
of that mine reporting a lung disease. For each 
unit increase in an inspector-observed instance 
of noncompliance with regulations related to 
reducing airborne contamination, there was a 
10–22% increase in the probability of that mine 
reporting a lung disease. 

“Our study found that mines that comply with 
relevant MSHA health standards experience a 
substantially lower number of lung diseases over 
time,” noted lead author Patrick L. Yorio, PhD. “This 
suggests that a disciplined effort to comply with 
relevant MSHA requirements can be an effective 
method to prevent mining-related occupational 
lung disease.” ■

Blame Noncompliance on 
Financial Hardship

Why do some respiratory care patients neglect to 
take their medications as prescribed? Researchers 
from University of Texas Southwestern Medical Center 
suggest financial hardship may be to blame. 

In a study based on 12 focus groups involving 
people seeking services for low-income individuals, 
they determined that financial insecurity is the number 
one reason why people forego the medical care that 
is prescribed for them. What’s more, individuals who 
can’t afford their care are less likely to address that 
issue with their clinicians, leading those clinicians 
to believe the individuals are simply choosing to be 
noncompliant with their care. 

“Financial strain is the burden that prevents many 
low-income patients from being able to take better 
care of themselves,” notes lead author Dr. Oanh 
Nguyen. “This financial strain can cause nonadherence 
to physician recommendations that appears to reflect 
a patient’s lack of engagement in care.” The study was 
published in a recent edition of the Journal of General 
Internal Medicine. ■

Transplant 
Patients 
Should Avoid 
Alcohol

In a prospective 
study that followed 
86 lung transplant 
patients, researchers 
from Loyola 
University Chicago 
found that those who used alcohol prior to the transplant 
were in the hospital 1.5 times longer than those who 
abstained from alcohol. They were in the ICU nearly three 
times longer and were on mechanical ventilation three 
times longer.

Overall, 34% of the patients reported being moderate 
drinkers, and 10% tested positive for recent alcohol use 
at the time of their transplants. No differences were seen 
in dysfunction of the transplanted lung between recent 
drinkers and nondrinkers, but recent alcohol use was linked 
to post-transplant kidney injuries, rejection episodes, and 
atrial arrhythmias. The study was published in a recent 
edition of Clinical  Transplantation. ■

Lung Disease 
Is Increasing 
Among Coal 
Miners
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More people are trying e-cigarettes. But that doesn’t 
mean they are continuing to use these products. According 
to University of Iowa investigators who analyzed data 
from more than 101,000 Americans in the National 
Health Interview Survey, the number of adults who tried 
e-cigarettes increased from 12.6% in 2014 to 13.9% in 
2015 to 15.3% in 2016. But the number who said they 
currently use e-cigarettes “every day” or “some days” 
decreased from 3.7% to 3.5% to 3.2%, respectively. 

The decrease in current use of e-cigarettes was most 
significant in those older than 65: women, non-Hispanic 
whites, people with low incomes, and current cigarette 
smokers. While fewer current cigarette smokers reported 
using e-cigarettes, use of e-cigarettes increased among 
former smokers and among people who had never smoked 
before trying them. The findings appeared in a recent 
edition of JAMA. ■

A Passing Fad?

Statistics show up to 80% of people with mild 
asthma don’t take their daily controller medications as 
prescribed. A new study in The New England Journal of 
Medicine suggests they might not need them. 

The international group of researchers looked at 
more than 3,800 patients from Canada, China, the 
United Kingdom, Australia, Brazil, South Africa, and 
other nations who were randomly assigned either 
a twice-daily placebo plus as-needed terbutaline, a 
twice-daily placebo plus budesonide-formoterol used as 
needed, or a twice-daily maintenance budesonide plus 
terbutaline used as needed. Budesonide-formoterol 
used as needed was superior to terbutaline used as 
needed for improving asthma symptom control, and it 
also reduced the risk of an asthma attack by more than 

60%. While the twice-daily budesonide maintenance 
therapy was better for symptom control, it did not 
decrease the risk of an asthma attack any more than 
budesonide-formoterol used as needed.

“If patients could remember to take their 
maintenance budesonide treatment and follow it 
carefully, they would get the best day-to-day symptom 
control, but the risk of exacerbation was the same as 
if they used the combined budesonide and formoterol 
as needed,” says study author Dr. Paul O’Byrne, from 
McMaster University. “In addition, the amount of 
steroids used was much less when the combined 
inhaler was used, because the patient did not need to 
take it every day.” ■

Do Mild Asthma Patients Need Daily Controller Meds?

Three Wishes Program Eases End of  
Life in the ICU

Ronald Reagan UCLA Medical Center is the first hospital in the 
nation to adopt the Three Wishes Program, an initiative aimed at 
improving the end-of-life experience in the ICU for patients, families, 
and even clinicians. Once there is a 95% chance the patient will die 
in the ICU, patients and families can ask for three wishes that will 
make the transition easier or more meaningful. Since the program 
went into operation in December 2017, requests have ranged from 
bringing in a harpist to play classical music as a person neared death, 
to personalizing the patient’s room with photos, music, and lighting, 
to creating keepsakes such as thumbprint keychains or framed word 
clouds. 

“When the staff can help honor the person, it brings a sense of 
relief and helps us cope with their dying process, too,” explained 
Medical ICU Nursing Director Sherry Xu. ■
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Hot Springs makes a splash with healing 
waters and healing intentions for young RTs 

She’s been called the “queen of pulmonary rehab” by 
her peers and with good reason. Longtime respiratory 
therapist and well-known  speaker Gretchen Lawrence, 
BA, RRT, FAARC, announced the creation of the Lawrence 
Respiratory Foundation and its Professional Achievement 
in Respiratory Care (PARC) scholarship this past spring. 

The $1,500 scholarship will go to a senior in the 
National Park College Respiratory Care Program in Hot 
Springs, Ark., for the fall semester. 

Lawrence says that she and her husband retired to Hot 
Springs and built their dream house on Lake Hamilton 
a few years ago. They fell in love with the community 
and the national park. They enjoyed the healing waters 
and hitting the hot spots on Bathhouse Row, especially 
the historic Superior Bathhouse Brewery. “This is terrific 
town,” says Lawrence. “There’s a wonderful culture here, 
and I love it.”

But anything can be improved upon. After joining the 
Women’s Welcome Club and realizing that it provided 
only nursing scholarships to local college students, but 
not respiratory therapy scholarships, Lawrence and 
husband David Hulett decided to create a foundation 
and endow a scholarship program of their own. “Nursing 
gets a huge number of scholarships and a large amount 
of press,” says Lawrence. “I realized my profession was 
underrepresented.”

Lawrence met with Paul Lowe, RRT, MPH, the director 
of the Respiratory Care program at National Park College, 
to get more information about the department and its 
students. She knew that the AARC offered a scholarship 
program for respiratory care students, as did most state 
societies, but Lowe confirmed that no other financial 
resources were available for the students that his 
program served. 

“This is a worthy cause,” says Lawrence. “It didn’t 
take much thinking to decide that this was the right 
thing to do.” The PARC scholarship is the only such 
grant in Hot Springs, a city of approximately 37,000 
people. It raises the bar for scholarship awards and raises 
the profile of National Park College’s Respiratory Care 
Program. “We’re incredibly grateful to the Lawrence 
Respiratory Foundation for its generosity and support 
of our students,” says Lowe. “The scholarship will give a 
deserving student the opportunity to earn skills that will 
serve the medical community after their graduation.”

The Lawrence Respiratory Foundation  
(www.lawrencerespiratoryfoundation.org) is an all-
volunteer organization that sends 100 percent of all 
donations directly into the PARC scholarship. The $1,500 
award will go to a senior student who has achieved a 3.0 

Long-time RT Gretchen Lawrence Gives Back to Her Profession 

average in all courses and is entering the second year of 
the education program. “In order to apply, they have to 
have two recommendation letters and write a letter as 
to why they believe they deserve the scholarship,” says 
Lowe.

The PARC scholarship is available to a new senior at 
National Park College and is awarded before the start 
of the fall term. Other requirements include that the 
student be a member of the American Association for 
Respiratory Care and also a member of the Arkansas 
Society for Respiratory Care. Lawrence is particularly 
interested in finding scholarship finalists who will be good 
representatives of the respiratory care profession. 

“Without patrons willing to support medical 
education, there are students who would be unable to 
pursue an advanced degree,” says Lowe. “We’re thrilled 
about the Lawrence Foundation scholarship and very 
excited for our school.”

Lawrence is an advocate of giving back to the profession 
and paying forward to those in need. “You can contribute 
to your profession in a lot of different ways. Honor your 
profession by becoming the best that you can be.”

She says she would not have created the foundation 
or the scholarship if she hadn’t had a very strong belief in 
the respiratory therapist at the bedside. “When a student 
comes into the program, I hope that they are as fortunate 
as I was in finding mentors. Those people instilled in all of 
us how important it was that we become the best we can 
be and contribute to our profession.” She notes that the 
foundation hopes to expand the scholarship in the future. 
“We want to encourage master’s degrees and doctorate 
degrees in respiratory care.” ■
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Setting your professional goals is one thing – ensuring you have the knowledge, skills, and tools 
to reach them is something else entirely – but you can get there with the American Association 

for Respiratory Care. Whether you want to expand your specialty expertise, research skills, prepare for 
credential exams, network, improve your quality of care or your leadership skills 

you’ll find it all at the AARC. 

So tap into the power of an AARC membership  - invest in yourself by 
making the most of your membership or join the AARC today!

AARC Has the Tools You Need 
to Achieve Your Goals. 

Get Started! 
http://c.aarc.org/go/empower3




