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Objectives 
• Compare and contrast the outcomes of the three 

AARC 2015 and Beyond Conferences 
• DIscuss the challenges that recommendations of 

the third AARC 2015 Conference present to 
respiratory therapy educators and practitioners. 
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First Conference 

Predicted Changes 
in Health Care 

Changes in the 
Health Care 
Workforce 

Changes Expected 
in Respiratory Care 
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Kacmarek, et al.Respir Care 2009;54(3):375–389 

Presenter
Presentation Notes
Respiratory therapy educators needs to raise the bar for the RT profession. The first 2015 conference in March of 2008 identified a need for respiratory therapists to do research. Dr. Neil Mcintyre (Duke) during a Q&A after a presentation on 2015 technology changes said “RRTs in 2015 need to conduct research” when reminded that 85% of schools are at the AS degree level, he said that “1% of the 140,000 therapist would be a compromise.” I reminded him that would be 1400 RRTs doing research – “well maybe 0.5 % would be okay.” Dr. Bob Kacmarek suggested, and everyone agreed, that at a minimum all students should graduate knowing how to critically read research articles. They way I see it, the profession needs to develop 95 new BSRT programs during the next 5 years and the graduating classes need to average 50 students per program. The 2015 second Conference held in April of 2009 identified 8 major competency areas needed for practice in 2015 and beyond. One of the major competency areas was research and evidence-based medicine.



1953 Polio Epidemic Ranchos Los Amigos 
Hospital California 



Multiperson Negative Pressure Ventilator Boston 
Children's Hospital, 1950’s 



Bird Mark 7 and Mark 8 



Puritan Bennett TV-2P and PR-2 



The Role of the Respiratory 
Therapist in 1970! 

• Technician (O2 Technician) 
• Setup and operation of basic 

equipment 
• Delivery of aerosol therapy 
• Provision of IPPB 
• Assistance with ventilatory support 
• Performance of diagnostic tests 
• Resuscitation Code Calls  



Role of the Respiratory Therapist Today 

• Provider of basic respiratory care 
• Ventilator management   
• Delivery of aerosolized medication 
• Transport of critically ill patients 
• Extracorporeal life support 
• Performance of diagnostic studies 
• Patient education! 
• Disease management!! 
• Consultant on patient care!!! 



Respiratory Care 2015 and Beyond! 

• ICU - increased Technical and Clinical 
Sophistication, Expanded Monitoring 

• Explosion of Aerosol Therapy Applications 
• Genetic Based Aerosol Therapy 
• Sleep, Transport, Extracorporeal Life Support 
• Subacute Care, Physician Offices and at 

Home 
• Disease Management, Patient and Staff 

Education, Team leadership 
 
 
 



 Clinical Application of 
Mechanical Ventilation 

• Protocolized approaches to 
providing mechanical ventilation 

• Modes of ventilation 
• Integrated Monitoring Systems 
• Diagnostic Algorithms 
 



Protocolized Ventilation 

• ARDSnet Protocol 
• Recruitment Procedures 
• Determination of Correct PEEP 
• Ventilator management protocol for 

Asthma, COPD, Post-Op etc! 

 



Closed Loop Ventilation-The Future 
• Expect to see additional closed loop 

approaches! 
• Approaches that manage both  patients 

receiving assisted as well as controlled 
ventilation and during weaning! 

• Ideal feedback should include: 
• Patient effort/ventilatory pattern 
• Hemodynamic response 
• Gas exchange 

• The problem finding the correct algorithm! 



Drivers of Change in Health Care 

Cost of Care  Demographics Shift in Disease 
Burden 

Technology  Consumers of 
Health Care 
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Presenter
Presentation Notes
Cost of Care. The United States’ approach to organizing and delivering health-care services, more than 16% of thenation’s total productive effort, is the most expensive in the world. It amounts to about $2 trillion per year, makingit the seventh largest economic undertaking in the world. Health care is the largest part of the public budget, and the trust fund that pays for Medicare Part A has only about 10 years of funding remaining.Demographics.The population is aging. As more of the people born after World War II (baby boomers) reach age65, more clinical and financial stress will be placed on thehealth-care system.Shift in the Disease Burden. Disease burden will shift from acute disorders to chronic disease and disability. The United States population now lives 35 years longer than it did 100 years ago, which increases the likelihood of chronic disease. This will be multiplied by the aging baby-boomgeneration.10 The real driver here is that, while the demands of disease and population are changing, the UnitedStates health-care system is still designed to provide acute care, and not to prevent or manage chronic disease. Thismismatch is no small part of the cost and dysfunction of health care in this country.Technology. This driver has already reshaped most of society and the economy over the past 20 years. As informationand communication technologies make their way into health care, they will change administrative functionsfirst, then clinical work, and then (the most revolutionary change) the redistribution of knowledge from the experts,directly to the consumer/patient.11 This change will accelerate over the next few years, as information technologymerges with biomedical technology to produce care-management technology. With these tools, patients and theirfamilies will be more directly connected to the specialized knowledge of health care.Consumers of Health CareAs costs increase and public and private payers become less likely to cover desired services, individual and new groupings ofpurchasers will emerge to express their desires in the market. They will look at quality (as best they can judge it),convenience, price, consumer satisfaction, and a host of other qualities that will affect their decision to purchase. Penalties for readmission within 30 days.



Competencies Needed by Graduate 
Respiratory Therapists in 2015 and 

Beyond – Conference 2 
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• How Healthcare Executive Decisions Impact the Workforce 
• Graduate Respiratory Therapist Competencies  

Needed in 2015 
• The Need for Delivery of Respiratory Therapy Via Protocol 
• Respiratory Care Delivered to Critically Ill Patients  

by Respiratory Therapists 
• Credentialing of Respiratory Therapists  

to Certify Competency 
• Respiratory Therapy Accreditation  

to Assure Graduate Respiratory Therapist Competency 
• The Transition From Graduate Therapist to Specialty Practice 

Barnes T, et al. Respir Care 2010;55(5):601–616. 



How Healthcare Executive 
Decisions Impact the Workforce 

 
The Perfect 

Storm 
Health Care 
Financing 

System Broken  

Larger role as 
adjuncts to 
traditional 

nursing functions 

Case & Disease 
Management 

16 



Assume New Roles 

Rapid Response 
Teams 

Follow  Patient 
to Discharge 

Improve Quality 
and Lower Costs 

Assume New 
Responsibilities 

17 

Presenter
Presentation Notes
Rapid Response TeamsRT as one of only 3 or 4 team members). Respiratory distress has been reported to be the highest reason (36%) for rapid response calls. Hospital administrators have observed that RTs can make a difference on a rapid response team by improvingoxygenation and ventilation, thereby avoiding cardiac arrest and adding intensive care cost to the system.Through PutHospital administrators need a therapist who can follow the patient until discharge, provide patient education, develop a care plan, manage each case individually, and work with the physician to move the patient through the system as quickly as possible.



Eight Major Compentency Areas 

1. Diagnostics 
2. Disease Management 
3. Evidence-based Medicine and Respiratory Care 

Protocols 
4. Patient Assessment 
5. Leadership 
6. Emergency Care 
7. Critical Care 
8. Therapeutics 
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Chronic and Acute Disease Management 
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Competency Area VI Emergency Care 

24 

1. Perform BLS, ACLS, PALS, NRP 
2. Maintain Current  AHA certificates in BLS and ACLS 
3. Perform Endotracheal Intubation 
4. Perform as a member of a RRT Team 
5. Participate in mass-casualty staffing to provide  

airway management, manual and mechanical ventilatory  
life support, medical gas administration, aerosol delivery  
of bronchodilators and other agents in the resuscitation 
of respiratory and cardiovascular failure. 

6. Provide intra-hospital Transport of critically an 
chronically ill Patients 

7. Apply knowledge of emergency pharmacology and 
demonstrate ability to recommend use of 
pharmacotherapy. 



Competency Area VI B Critical Care 

1. Apply to practice knowledge, understanding, and analysis of 
invasive and noninvasive mechanical ventilators. 

2. Apply to practice all ventilation modes currently available on 
all invasive and noninvasive mechanical ventilators. 

3. Interpret ventilator data and hemodynamic monitoring data, 
and calibrate monitoring devices. 

4. Manage airway devices and sophisticated monitoring 
systems.  

5. Make treatment recommendations based on waveform 
graphics, pulmonary mechanics, and related imaging studies. 
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Competency Area VI B Critical Care 
6. Apply knowledge, understanding, and analysis of use of therapeutic 

medical gases in the treatment of critically ill patients. 
7. Apply knowledge and understanding of circulatory gas exchange 

devices to respiratory therapy practice. 
8. Participate in collaborative care management based on evidence-based 

protocols. 
9. Deliver therapeutic interventions based on protocol. 
10. Integrate the delivery of basic and/or advanced therapies in conjunction 

with or without the mechanical ventilator in the care of critically ill 
patients. 

11. Make recommendations and provide treatment to critically ill patients 
based on pathophysiology. 

12. Recommend cardiovascular drugs based on knowledge and 
understanding of pharmacologic action. 

13. Use electronic data systems in practice. 
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Institutional Control 

29 



Type of Institution 
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Discussion Questions 
• Six of the 8 major competency areas identified by the 

second 2015 and Beyond conference have several 
competencies that are taught in more of the baccalaureate 
degree programs than in the associate-degree programs. 

• One quarter of the respondents have the capability to 
directly award a baccalaureate degree. 

• Two thirds of the respondents favor requiring the RRT 
credential to practice in 2015 and beyond. 

• There was broad support for future respiratory therapists 
obtaining a baccalaureate or graduate degree after they 
have begun practice. 

• One-hundred respondents favored requiring a baccalaureate 
or graduate degree to qualify for a license to deliver 
respiratory care. 36 



Education (63% Yes) 
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Credentials (76% Yes) 
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Licensure (93% Yes) 

39 



Transition (90% Yes) 

40 



Continuing Education (97% Yes) 

41 



Consortia (100% Yes) 

42 



Budgetary Resources (96% Yes) 

43 



Career Ladder (100% Yes) 

44 



ARCF (96% Yes) 
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http://www.cps.neu.edu/degree-programs/graduate/masters-
degrees/masters-respiratory-care-leadership.php 

46 t.barnes@neu.edu 



www.cobgrte.org  
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Thanks for your attention! 
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