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V

idant Medical Center (VMC), is located in Greenville, the fast-growing hub of eastern
North Carolina. Vidant Medical Center is the heart of the eight hospitals in the Vidant
Health System. There are more than 900 licensed beds at VMC which offers extensive
inpatient and outpatient services to more than 1.4 million people across 29 counties. VMC is the
only level I trauma center east of Raleigh and serves as the teaching hospital for The Brody
School of Medicine at East Carolina University. The hospital hosts over 1,700 licensed medical
providers and manages over 700 physician offices and clinics in the eastern NC region. The East
Carolina Heart Institute has added 250 jobs at the hospital, along with a state-of-the-art six floor
facility. A new 418,000 square foot, state of the art Cancer Center has recently opened at VMC
that houses close to 100 beds and serves as one of the major destinations for oncology patients in
Eastern North Carolina. We are a tertiary care referral center and designated magnet hospital.
Our thousands of dedicated health care professionals include specialists from all over the country
and around the world. At our state-of-the art facility, putting patients first is a way of life. For
that reason, we continue to be recognized nationally for our patient and family centered approach
to care. This means we recognize what an important role loved ones play in the healing process.
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The VMC Respiratory Care Department has a total of 115 respiratory therapists, who are
required to be licensed to practice in the state of North Carolina prior to beginning their
employment. RT staff are also required to obtain the registered respiratory therapist (RRT)
credential prior to the completion of their six
month probationary period. Our therapist work in
inpatient adult to neonatal intensive care units, and
we cover 165 ICU level beds. The department
management structure includes: one adult medical
director, one pediatric medical director, one
manager, one assistant manager, five supervisors,
two clinical specialists, one data analyst, one
technical analyst, four equipment techs and 15
therapist who rotate as the charge therapist for the
shift. The department is proud to support its
therapists in their dedication to the advancement of our profession. Our department cultivates
strong working relationships with the respiratory programs in the surrounding areas. We work
closely with three associate degree programs and are currently involved with East Carolina
University as they start a BSRT program. The department serves as a clinical site for all regional
respiratory programs. We have developed a new position description to entice more RCP’s to
complete the BSRT, as well as the ACCS and/or NPS credential. These positions are titled
“Respiratory Care Practitioner Advanced.” We have designed this with a 10% higher pay scale
and the difference in responsibilities which focus on mentorship, research, and developing
evidenced based services. Our objective is to have 80% of the respiratory care staff at the BS
level or above in the next 3 to 4 years. Currently, 30% of our staff is at the BS level, and to
support the long-term goal, VMC offers tuition reimbursement.
Furthermore, the Respiratory Care department at VMC focuses on providing safe and
exceptional clinical care to our patients while providing our team members with a healthy work
environment. The department offers a team approach model. Our practitioners work with
laboratory, cardiology, radiology and primary care specialists to correctly diagnose and treat
respiratory and cardiac issues. Our clinical practitioners are responsible for providing in-patient
respiratory therapy services to patients in our medical center. Utilizing protocols, our therapists
assist the care team in developing ventilator strategies and managing the care of patients with
complex cardiopulmonary disease processes in the medical, surgical, oncology units, and ICUs.
In the ICU’s, our lead and charge therapists are trained to perform non-bronchoscopy
bronchoalveolar lavage (mini-BAL). Additionally, our staff therapists perform emergent
intubations, and serve in surgical airway codes, and teach classes to educate new staff, nurses
and other healthcare providers.
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In addition, our department directs extracorporeal membrane oxygenation (ECMO) staff
members. The interdisciplinary team consist of: ECMO physicians, ICU physicians, cardiologist,
surgeons, ECMO specialist, nurses, and respiratory therapists. The ECMO staff specializes in
priming and initiating pumps, handling emergencies that may arise, monitor and managing
patient blood pressures on the pump, and managing patient anticoagulation parameters. The team
that works closely with bedside nurses and respiratory therapists to manage the patient

throughout the shift. The team maintains close communication with physicians to discuss
coagulation status and to discuss pump pressures and/or issues. In the future, the program will
promote education to physicians and bedside staff to promote early use of ECMO as well as to
continue building our team of RN/RT ECMO specialists and providing continuing education for
current staff to maintain competencies.
Finally, the VMC RT Department works closely with our Patient Safety/Quality
Improvement office to assure that we meet the system goals of zero harm, best care and
exceptional experiences for patients and families. Operational excellence is part of our strategic
framework with three value imperatives: quality, experience and finance. The quality
imperatives are: safety culture, evidence based practice (EBP), high reliability operating system,
capacity for performance improvement and transparency of performance measures. Respiratory
therapists are a critical part of the team on the journey to zero harm. Respiratory leadership
participates with all quality task force groups to reduce respiratory related pressure ulcers,
VAE's, and unplanned extubations. VMC respiratory staff have key roles in continuously
striving to exceed goals by providing patients an experience of care that is safe, effective, timely,
and patient centered. Continuous quality improvement (CQI) rounding is done by
leadership/respiratory supervisors every two months to monitor staff knowledge, encourage
discussion and clinical growth. The forum is updated according to knowledge needs. CQI
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encompasses staff knowing and using Vidant Health safety habits, handoff safety checks, and
appropriate documentation in the EHR including clinical interpretation of patient data. Staff
therapists have opportunities to engage in IRB approved research projects; publication of
articles is a department goal.
We are highly motivated to develop a team that functions as the top of their professional
license and certification. In addition, we support and attempt to assume a leadership role, in
expanding respiratory therapist skills and duties. We strongly believe in becoming the employer
of choice for recruitment and retention in Eastern North Carolina.
Contact Information
Respiratory Care Department
Vidant Medical Center
Skip Bangley, BS, RRT, Manager
Charles.Bangley@vidanthealth.com

The 31st class to complete the BSRT entry to practice program at SUNY Upstate Medical University in
Syracuse, NY graduated on Sunday, May 20, 2018. An outstanding class with three Summa Cum Laude
graduates, the class also included the recipient of the College of Health Professions Outstanding Student Award,
Inez Quinones, pictured here with her award.
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CoBGRTE Membership Survey Results
by Christy Kane, PhD, RRT-NPS, RRT-ACCS, AE-C, ACCS
CoBGRTE President-Elect & Membership Chair
In April 2018, the membership committee surveyed CoBGRTE active members. Over half
(55%) of the active members responded. Thank you! A special thank you goes to Michele
Pedicone, Gary Wickman, Dave Shelledy, and Tom Barnes for their assistance in developing the
survey. At the July CoBGRTE Board of Directors’ meeting in San Antonio, I shared the results
presented here. Board members asked thoughtful questions and listened intently. It was clear that
board members were interested in hearing from you
The goal of the survey was two-fold. First, the committee wanted to hear from members
about the importance of CoBGRTE’s focus areas. This information will not only help the
membership committee but will also inform CoBGRTE’s strategic planning committee as they
finalize CoBGRTE’s strategic plan. Second, the committee sought input regarding future
membership services.
Twenty-three items asked respondents to indicate the importance you place on the following
items related to the mission and purpose of CoBGRTE. Participants used a five-point scale
ranging from very important to very unimportant. Table 1 below displays the results in
descending order, from most positive (combining very important and important) to least positive
(combining neither important or unimportant, unimportant, and very unimportant).
Over 90% of participants rated 16 items as important or very important. In addition, 83% to
89% of members rated an additional six items as important or very important. These results align
with the mission of CoBGRTE. Members expressed the importance of changing the image of the
profession, working to move to a baccalaureate entry-level for the profession, as well as helping
to differentiate the roles of RTs at different education levels. In addition, members noted the
importance of CoBGRTE’s website, The Coalition Chronicle, as well as representing the
bachelor and graduate programs in a variety of settings. Networking opportunities were also
deemed important. Of interest, the lowest rated item was develop program standards for clinical
instruction.
Members were asked three open-response questions with the first asking why they joined
CoBGRTE. While the responses varied, over a quarter of the members noted increasing
educational standards and advancing the profession were motivating factors in their CoBGRTE
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membership. Additional responses included the desire for networking, representation, and
developing bridge programs.
The second open-response question focused on potential additional services CoBGRTE
might offer. Four main categories (professional, advanced educational standards, continuing
education/faculty development, and research) emerged from the responses. In the professional
area, members wanted increased opportunity for networking, increased visibility of the
Table 1. CoBGRTE Active Members Importance Factors
Item

Work to change the image of the RT profession from technical to
professional at the baccalaureate and graduate degree level, in line
with the AARC's mandate to raise the level of education within the
profession.
Collectively work towards the day when all respiratory therapists
enter the profession with a baccalaureate or graduate degree in
respiratory care.
Support a national association, representing the 63
colleges/universities awarding baccalaureate
and graduate degrees in respiratory care, to move forward the
recommendations of the third 2015
conference (vision of RT moving from technical to
professional/consulting role and related advances in practice).
Advance respiratory care education.
Helping associate degree programs to provide access to
baccalaureate degree completion opportunities for their students.
Help to publicize, among department directors/managers, the
differences between respiratory
therapists with associate, baccalaureate and graduate degrees, and
how to advance beyond each degree.
Support an increase in the number of baccalaureate degree
respiratory care programs.
Develop public relations programs to make potential students
aware of baccalaureate and
graduate respiratory therapist programs.
Provide representation and a voice for the respiratory care
education community.
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Very
Important
and
Important
(%)

Neither
Important or
Unimportant,
Unimportant,
and Very
Unimportant
(%)

99%

1%

98%

2%

97%
96%

3%
4%

96%

4%

96%

4%

95%

5%

95%

5%

95%

5%

CoBGRTE's website.
Assist programs in developing current and future faculty members.
Provide representation to physician groups (e.g. American College
of Chest Physicians).
Help to support maintaining a roster and web site for all
baccalaureate and graduate respiratory
therapist programs.
Assist in the development of ASRT to BSRT Bridge Programs.
Help start new baccalaureate and graduate RT programs thus
leading to a higher quality of
respiratory therapist entering the workforce.
Award scholarships to baccalaureate and graduate respiratory
therapy students.
Support an increase in the number of graduate (MS) degree
respiratory care programs.
Help associate degree programs with transitioning to the BS
degree.
Develop APRT model curricula.
Promote networking opportunities through events such as the
round-table discussions.
Access to the monthly Coalition Chronicle, CoBGRTE's newsletter.
Provide continuing education programs in conjunction with the
AARC Summer Forum and/or the AARC International Congress.
Develop program standards for clinical instruction.

95%
94%

5%
6%

94%

6%

93%
92%

7%
8%

92%

8%

90%

10%

89%

11%

87%
87%

13%
13%

87%
85%

13%
15%

83%
78%

17%
22%

profession, and continued efforts to collaborate with the AARC, CoARC, and NBRC. In
addition, members suggested CoBGRTE assist managers in increasing the job responsibilities for
those practitioners with baccalaureate and graduate degrees.
In the area of advanced educational standards, CoBGRTE members recommended we
continue our work with associate degree programs, develop model curriculum for the APRT, and
increase pressure for APRT development. Participants also listed additional conferences,
mentoring, and career/faculty development (continuing education/faculty development) as
potential additional services offered by CoBGRTE. Members also noted the need for research
supporting increased respiratory therapy educational preparation.
The final open-response item asked members to offer suggestions as to how CoBGRTE can
move the profession forward. Responses focused on four areas, education, leadership, advocacy,
and visibility. In the area of education, members spoke to the need for the APRT and increased
number of graduate/terminal degrees within the profession. Facilitating scholarship and standing
with other organizations spoke to the need for leadership. Members expressed the need for
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greater advocacy through legislative channels and representation to the AARC and CoARC.
Finally, CoBGRTE members expressed the need for more visibility of the profession, specifically
recommending increased marketing efforts and greater CoBGRTE visibility at conferences.
One comment in particular was quite insightful. The member recommended that CoBGRTE
“pick two or three initiatives that are achievable to lead to measurable outcomes. The present
goals/committees appear all over the map. Research in RC education is needed to build the case
for advanced education. This may be a goal that does not overlap with the current AARC goals.”
The results were overwhelmingly positive. The results also affirmed the importance of
CoBGRTE’s work. While CoBGRTE and the profession have made great strides in the past few
years, one comment gave me pause. When asked how we can move the profession forward, one
member stated “by teaching leadership to recognize us as professionals and not treatment
jockeys this is why most young therapists quit the field also to be rewarded for advance degrees.
I actually got a pay cut with my BS and nothing for my MSRT.” Progress has been made;
however, there is still more work to be done. Thank you to the CoBGRTE membership for your
time completing the survey.

Advocacy and the Respiratory Therapist
Gary Wickman, MS, RRT, FAARC
AARC Representative to CoBGRTE
A discussion of advocacy starts with defining it, providing a little of my own advocacy efforts over
the years, discussing my ideas of why we all need to be advocates, identifying ways in which we all can
advocate, and a call to action for all Respiratory Therapists. First let’s start with definitions. The Meriam
Webster Dictionary states that advocacy is “The act of supporting a cause or purpose.” Wikipedia states
that advocacy is “an activity by an individual or group which aims to influence decisions with political,
economic, and social institutions.” Health advocacy supports and promotes patient’s health care rights as
well as enhancing community health, and policies that focus on the availability, safety, and quality of
health care.
Common themes of advocacy include:
1. Questioning the way policy is administered
2. Participating in agenda setting
3. Targeting political systems because they are not responding to people’s needs
4. It is inclusive and engaging
5. It proposes policy solutions
6. It is a space for open and honest argumentation and communication
An advocate can be either used as a verb or a noun. We can advocate for a cause or be an advocate. I
have been interested in and acted as an advocate since I was a child. During the Kennedy/Nixon
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Presidential campaign, I was a strong supporter for Kennedy. Being 9-years-old and a Catholic
upbringing probably influenced that advocacy. As a young adult, I developed opinions and advocated for
many things including the importance of voting, voting rights, and was a founding member of a local
community food co-op. This carried into my work as a respiratory care professional. Entering respiratory
therapy to care for patients is certainly a form of advocacy and I became an active member in our
hospital’s RT team to obtain certification and later licensure for respiratory care practitioners in
Washington State and I became a PACT member for the Respiratory Care Society of Washington
(RCSW) through the AARC even before we started our lobby days in Washington, DC.
Let’s discuss why people advocate. In health care, we want to ensure that people, particularly those
who are the most vulnerable, our patients, are cared for in the best possible way. We also want to make
sure these patients have their voices heard, that their rights are defended, and have their needs and wishes
considered on decisions that affect them.
Dr. Toni Rodriguez stated during her AARC Presidency that “The AARC is not your usual
professional organization. We are patient advocates.” She went on to say “This is our time. If we do not
do it, who will?” Tony DeWitt once said in a lecture at an RCSW Annual Conference in 2011, “Attitude
is one of the parts of the equation that leads to quality. We have a duty to our Profession.”
Laws and regulations impact our patients and our profession. Laws can limit patient access especially
to the specialty providers they might need. Medicare regulations impact reimbursement which is another
way patients are denied access. Again, our core strategies as a health care profession are to protect our
patients by promoting evidence-based quality patient care to promote the Respiratory Care Profession
through advanced education and legal actions. If we do not advocate for these things, who will?
We also know that the mission of CoBGRTE is to advance respiratory care education. This is another
form of advocacy and increasing the educational level of our profession is another reason to advocate.
Advocacy is a personal decision and action. This article describes how and why I advocate, but in the
context of this discussion, we focus on advocacy for our patients. With that in mind, how can we
advocate? The very first thing we all can do is to advocate for our patients in our everyday work with
them. We know through the work of the 2015 and Beyond Consensus Conferences1-3 that we need to use
evidence-based practice, which includes clinical practice guidelines and patient driven protocols, by
transitioning to one entry level credential, RRT, and by advancing our educational levels, entry level
Bachelor’s degree, so we can best be prepared to care for our patients.
You should consider how you currently advocate. At the very least, you can familiarize yourself with
the issues that affect your patients and our profession. You can join and support your professional
organizations like CoBGRTE, AARC, and other related organizations. You can vote, write your
legislators to voice your views and concerns especially during AARC Virtual Lobby Week. Another way
is to support your patient advocacy groups.
One very key way for members of CoBGRTE to advocate is through their promoting the advanced
practice respiratory therapy (APRT) credential, the bachelor’s degree as entry level education, and
establishing the clinical role of the APRT.
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However, promoting these ideas is not enough. We need to actively work to make these things
happen. If you are a respiratory therapist at the bedside, make sure you advocate for your patients using
evidence-based practice, voicing your ideas and concerns with the rest of the care team, and staying a
lifelong learner to enhance your practice. If you are a manager, support your team through requiring
everyone to have the RRT credential, promote going back to school to advance your current degree, and
be at the table in your organization to promote these ideas. If you are an educator, either work to convert
your program to at least an entry level BS program or, if you are already there, mentor other programs to
do the same. This can be done with the help of the CoBGRTE, AARC, CoARC, and the NBRC, as well
as our physician partner organizations. However, it seems that we must also start this process through
grass roots work. Remember, if we don’t do it, who will?
REFERENCES
1. Kacmarek RM, Durbin CG, Barnes TA, Kageler WV, Walton JR, O'Neil EH. Creating a vision for
respiratory care in 2015 and beyond. Respiratory Care 2009;54(3):375-389.
2. Barnes TA, Gale DD, Kacmarek RM, Kageler WV. Competencies needed by graduate respiratory
therapists in 2015 and beyond. Respir Care 2010;55(5):601-616.
3. Barnes TA, Kacmarek RM, Kageler WV, Morris MJ, Durbin CG. Transitioning the respiratory
therapy workforce for 2015 and beyond. Respiratory Care 2011;56(5):681-690.

APRT Competencies and Model Curriculum (for RRTs)
By David Burnett, PhD, RRT, AE-C, Chair 2018
Douglas Gardenhire, EdD, RRT-NPS, FAARC. Chair 2017
CoBGRTE APRT Committee
CoBGRTE’s Advanced Practice Respiratory Therapist (APRT) committee established a goal
to create a model APRT curriculum that can be used in either a two-year (Master’s) or three-year
(clinical doctorate) graduate degree program. First, the APRT committee turned to previous work
from pioneers in our field when it comes to APRT curriculum development. A previous intensive
and systematic process for Developing a Curriculum (DACUM) was used to identify numerous
key competencies necessary to include in coursework for the APRT. A total of 13 pulmonary
physicians who’ve been recognized as experts in the field of pulmonary medicine suggested the
tasks, procedures, and competencies they felt were needed by an APRT. Further competencies
from the Accreditation Council for Graduate Medical Education (ACGME) were added to
complete the all-encompassing list to use for building the APRT model curriculum. (Table 1)

Table 1. Key Competencies to Include in APRT Coursework
Patient Assessment
1. Understand etiologies, risk factors, underlying pathologic processes, and epidemiology for specific
general medical/surgical and pulmonary conditions (see below).
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2. Identify signs and symptoms of specific general medical/surgical and pulmonary conditions (see
below).
3. Differentiate between the normal and the abnormal in anatomic, physiological, laboratory, and
imaging findings and other diagnostic data.
4. Gather essential and accurate information about their patients.
5. Perform detailed cardiopulmonary patient assessments.
6. Identify appropriate methods to detect specific general medical and pulmonary conditions in an
asymptomatic individual.
7. Perform history and physical examinations (inpatient and outpatient).
8. Appropriately use history and physical findings and diagnostic studies to formulate a differential
diagnosis.
9. Enter data into the patient medical record (history, physical examination results, progress notes,
reports of procedures and operations).
10. Select, order and interpret appropriate diagnostic and laboratory studies.
a. Clinical laboratory tests (e.g. hematology and coagulation; clinical chemistry and immunology
[includes cardiac enzymes]; toxicology and drug level monitoring; microbiology; blood lipids,
other)
b. Arterial and venous blood gas studies; identify acid-base disorders
c. Pulmonary function tests to include screening PFTs, complete PFTs (flows, volumes, diffusion
tests), 6-minute walk, bronchial challenge, and pulmonary exercise testing
d. Nocturnal oximetry
e. Chest imaging studies (e.g. chest radiographs, CT, MR, ultrasound)
f. Electrocardiogram (ECG)
11. Assess patients with dyspnea.
12. Obtain detailed history and perform physical examination to identify/assess sleep disorders.
13. Perform preoperative pulmonary evaluation.
14. Obtain allergy exposure and symptom history.
15. Perform airway assessment, documentation and airway management (to include endotracheal tube
placement verification) and evaluation for planned procedures.
16. Perform ventilator/critical care patient assessment to include:
a. Indications/need for ventilatory support
b. Assessment of oxygenation and ventilation
c. Ventilator waveform assessment and interpretation
d. Perform and evaluate results of capnography/end-tidal CO2 monitoring
e. Assess weaning readiness
17. Initiate hemodynamic monitoring and interpret results (central lines, A-lines [pressure, pressure
variation assessment] and fluid management).
18. Make informed decisions about diagnostic and therapeutic interventions based on patient information
and preferences, up-to-date scientific evidence, and clinical judgment.
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19. Apply medical information and clinical data systems to provide more effective, efficient patient care;
apply technology to manage information, access on-line medical information, and support patient care
decisions, and support patient and provider education.
20. Evaluate patients for admission, transfer or discharge in a variety of settings to include emergency
department (ED), Long Term Acute Care (LTAC), general hospital floor, and/or the Intensive Care
Unit (ICU).

Patient Care and Treatment
1. Identify the appropriate site of care for presenting conditions, including identifying emergent cases
and those requiring referral or admission; perform office, clinic and ED triage to appropriate level of
care.
2. Admit and discharge patients.
3. Prescribe and manage drugs and medications in the outpatient, acute and critical care settings to
include understanding indications, contraindications, interactions, side effects and adverse reactions.
Drugs and medications include (but are not limited to):
a. Antibiotics and anti-infective agents (e.g. topical, inhaled, oral, I.M. or I.V.)
b. Bronchodilators
c. Anti-inflammatory drugs (e.g. inhaled and systemic steroids, anti-asthma agents)
d. Cardiac/cardiovascular agents (e.g. vasopressors, inotropes, antihypertensive,
antiarrhythmics, antianginals, antithrombotics)
e. Diuretics
f. Cough and cold medications
g. Sedatives, tranquilizers and analgesics
h. Anesthetics, skeletal muscle relaxants and pain relievers
4. Identify and manage drug interactions.
5. Order and evaluate respiratory care procedures, therapies and techniques to include care plan
development, implementation and evaluation.
a. Prescribe and manage oxygen therapy
b. Prescribe aerosolized medications to include teaching use of metered-dose Inhalers (MDIs),
dry powder inhalers (DPIs), nebulizers (e.g. all inhaled aerosol devices).
c. Airway clearance therapy to include teaching secretion removal devices.
d. Prescribe and administer heliox.
e. Titrate inhaled nitric oxide.
6. Manage critical care and mechanical ventilator patients.
a. Develop, coordinate and communicate care plan with ICU team.
b. Initiate invasive mechanical ventilatory support; stabilize patient and monitor, adjust and
evaluate care.
c. Manage complicated (complex) ventilator patients.
d. Measure and manage Positive End-Expiratory Pressure (PEEP) – to include auto-PEEP.
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7.
8.
9.
10.
11.
12.
13.
14.
15.
16.
17.
18.
19.
20.
21.
22.
23.
24.
25.
26.

e. Prescribe and manage Non-Invasive Positive Pressure Ventilation (NIPPV).
f. Initiate hemodynamic monitoring and evaluate results.
g. Prescribe and manage medications in the ICU (see above); titrate vasopressors and 2200
inotropes.
h. Perform invasive and non-invasive cardiopulmonary and hemodynamic monitoring (to
include catheter insertion, maintenance and removal).
i. Provide airway care; intubate and extubate patients.
j. Manage upper airway obstruction post extubation.
k. Conduct ICU discharge planning.
Manage acute cardiac emergencies (Advanced Cardiac Life Support [ACLS]).
Manage nutritional support in the critical care setting.
Participate in rapid response team.
Participate in selected patient transport.
Provide patient education for specific diseases.
Obtain advance directives.
Appropriately utilize palliative care techniques and consultation as needed.
Apply and teach personal protective devices.
Provide family interaction and updates.
Return patient calls with physician reviewed results.
Interact with specific medical teams (e.g. transplant team).
Initiate consults.
Perform inpatient and outpatient consults; serve as consultant to nurse managers.
Provide staff education.
Identify appropriate interventions and provide health care services and education for prevention of
specific general medical and pulmonary conditions and maintaining health.
Conduct smoking cessation interventions to include motivational interviewing, patient counseling and
prescribing medications.
Prescribe and oversee pulmonary rehabilitation programs.
Formulate and review homecare treatment plans.
Provide documentation for inpatient and outpatient billing and payment of services.
Identify, evaluate and manage specific medical, surgical and cardiopulmonary conditions including,
but not limited to:
a. Obstructive pulmonary disorders (asthma, COPD/emphysema/chronic bronchitis
bronchiectasis/cystic fibrosis)
b. Acute respiratory failure
c. Acute Respiratory Distress Syndrome (ARDS)
d. Infectious pulmonary disease (e.g. pneumonia, acute bronchitis, upper respiratory tract infection,
mycobacterial disease, fungal lung disease, other)
e. Pulmonary vascular disease to include pulmonary hypertension [including medications],
thromboembolic disease [including anticoagulation for pulmonary embolism (PE) and deep
venous thrombosis (DVT)], other embolic disease, and pulmonary edema
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f.
g.
h.
i.
j.
k.
l.
m.
n.
o.
p.
q.
r.
s.
t.
u.
v.
w.
x.
y.
z.

Neoplastic pulmonary disease (e.g. lung cancer)
Pneumothorax
Interstitial lung disease
Pneumoconiosis
Hypersensitivity pneumonitis
Sarcoidosis
Other restrictive pulmonary disorders
Chest trauma
Burns and smoke inhalation
Pleural disease/ pleural effusion
Tobacco addiction/dependence
Sleep disordered breathing
Neuromuscular disease affecting respiration
Coronary artery disease and myocardial infarction
Congestive heart failure
Shock (e.g. hypovolemic shock, anaphylactic shock, cardiogenic shock, septic shock and
undifferentiated hypotension and shock states)
Drug overdose
Preoperative and postoperative care
Anemia as a co-morbid condition with cardiopulmonary disease
Obesity as a co-morbid condition with cardiopulmonary disease
Neurologic disease as a cause of or as a co-morbid condition with cardiopulmonary disease
aa. Alcohol and drug abuse as a co-morbid condition with cardiopulmonary disease
bb. Diabetes as a co-morbid condition with cardiopulmonary disease
cc. Renal failure as a co-morbid condition with cardiopulmonary disease
dd. Fluid and electrolyte disorders
ee. Malnutrition as a co-morbid condition with cardiopulmonary disease

Procedures including but not limited to:
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.

Perform specific medical and surgical procedures considered essential in the area of practice.
Administer and monitor conscious sedation and analgesia.
Assist/perform bedside bronchoscopy.
Assist/perform thoracentesis.
Insert, manage and remove chest tubes.
Assist with percutaneous tracheostomy.
Change tracheostomy tubes.
Intubate patients.
Perform extubation.
Insert supraglottic airway.
Perform airway exchange catheter.
Perform esophageal intubation (e.g. nasal/oral Gastrointestinal (GI) decompression, monitoring,
enteral feeds, medication administration).
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13.
14.
15.
16.
17.
18.
19.
20.

Perform Bronchoalveolar Lavage (BAL) (combi-cath mini BAL).
Perform and interpret results of Mantoux testing (PPD).
Utilize ultrasound for assessment of pleural air, fluid or vascular access (e.g. line insertion).
Insert and manage central venous and arterial catheters.
Perform and interpret pulmonary function testing.
Order, obtain and analyze ABG samples.
Order, initiate and evaluate capnography.
Order, perform and evaluate cardiopulmonary exercise testing.

Accreditation Council for Graduate Medical Education (ACGME): ACGME Critical Care
Medicine Competencies included in curriculum
1. acute lung injury, including radiation, inhalation, and trauma; (Outcome)
2. acute metabolic disturbances, including overdosages and intoxication
syndromes; (Outcome)
3. anaphylaxis and acute allergic reactions in the critical care unit; (Outcome)
4. cardiovascular diseases in the critical care unit; (Outcome)
5. circulatory failure; (Outcome)
6. end-of-life issues and palliative care; (Outcome)
7. hypertensive emergencies; (Outcome)
8. immunosuppressed conditions in the critical care unit; (Outcome)
9. metabolic, nutritional, and endocrine effects of critical illness, hematologic and coagulation disorders
associated with critical illness; (Outcome)
10. multi-organ system failure; (Outcome)
11. perioperative critically-ill patients, (Outcome)
12. renal disorders in the critical care unit, (Outcome)
13. including electrolyte and acid-base disturbance and acute renal failure; (Detail)
14. sepsis and sepsis syndrome; (Outcome)
15. severe organ dysfunction resulting in critical illness, (Outcome)
16. including disorders of the gastrointestinal, neurologic, endocrine, hematologic, musculoskeletal, and
immune systems, as well as infections and malignancies; and, (Detail)
17. shock syndromes. (Outcome)
18. emergency cardioversion; (Outcome)
19. interpretation of intracranial pressure monitoring; (Outcome)
20. nutritional support; (Outcome)
21. use of ultrasound techniques to perform thoracentesis and place intravascular and intracavitary tubes
and catheters; and, (Outcome)
22. use of transcutaneous pacemakers
23. pericardiocentesis; (Outcome)
24. renal replacement therapy
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Professionalism
1. Maintain respect, compassion, and integrity.
2. Demonstrate caring and respectful behaviors when interacting with patients and their families.
3. Work effectively with physicians and other health care professionals as a member a health care team
or other professional group.
4. Work effectively with physicians and other health care professionals to provide patient-centered care.
5. Demonstrate sensitivity and responsiveness to patients’ culture, age, gender, and disabilities.
6. Use effective listening, nonverbal, explanatory, questioning, and writing skills to elicit and provide
information.
7. Accept responsibility for promoting a safe environment for patient care and recognizing and
correcting systems-based factors that negatively impact patient care.
8. Demonstrate commitment to ethical principles pertaining to provision or withholding of clinical care,
confidentiality of patient information, informed consent, and business practices.
9. Demonstrate professional relationships with physician supervisors and other health care providers.
10. Appropriately adapt communication style and messages to the context of the individual patient
interaction.
11. Partner with supervising physicians, health care managers and other health care providers to assess,
coordinate, and improve the delivery of health care and patient outcomes.
12. Create and sustain a therapeutic and ethically sound relationship with patients.
13. Demonstrate emotional resilience and stability, adaptability, flexibility and tolerance of ambiguity
and anxiety.
14. Demonstrate accountability to patients, society, and the profession.
15. Demonstrate commitment to excellence and on-going professional development.
16. Effectively interact with different types of medical practice and delivery systems.
17. Demonstrate responsiveness to the needs of patients and society.
18. Demonstrate self-reflection, critical curiosity and initiative.
19. Apply an understanding of human behavior.
20. Contribute to office function meetings (team player).
21. Recognize and appropriately address gender, cultural, cognitive, emotional and other biases; gaps in
medical knowledge; and physical limitations in themselves and others.
22. Understanding of legal and regulatory requirements for provision of patient care.
23. Practice cost-effective health care and resource allocation that does not compromise quality of care.
24. Advocate for quality patient care and assist patients in dealing with system complexities.
25. Participate in ICU quality improvement.
26. Facilitate the learning of students and/or other health care professionals.
27. Analyze practice experience and perform practice-based improvement activities using a systematic
methodology in concert with other members of the health care delivery team.
28. Participate in ICU Infection Control and Quality Assurance (QA) Review.
29. End-of-life issues and palliative care; through professionalism.
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Table 2. APRT Model Curriculum
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A small group of APRT committee members were tasked to take the competencies in Table 1
and create a model curriculum flexible enough to implement into a two-year master’s or threeyear clinical doctorate degree. Competencies were separated into three sub-categories including
patient assessment, patient care and treatment, and professionalism. Upon a quick review of the
model curriculum (Table 2), these three important areas of patient care are noticeable throughout
the course of study. Advanced clinical practice, under the guidance of a physician mentor, is an
integral part of the APRT student’s academic experience during the latter phase of the
curriculum.
We should applaud the trailblazers we have in the field of respiratory therapy academia, as
they have laid a path for others to follow for advancing the education of our future respiratory
therapists. Members from the APRT committee, led by past-chair Douglas Gardenhire, EdD,
RRT-NPS, FAARC, worked together to create the model curriculum. Other notable academic
leaders in the field of respiratory therapy contributing to the model APRT curriculum were:
Patient Assessment: David Shelledy, PhD, RRT, FAARC
Patient Care and Treatment, Didactic: Tom Barnes EdD, RRT, FAARC, James Hulse, PhD,
RRT and Georgianna Sergakis PhD, RRT
Patient Care and Treatment, Clinical: Jonathan Waugh PhD, RRT, Art Taft PhD, RRT, and
Russ Acevedo MD, FAARC, FAACP
Professionalism: Jose Rojas PhD, RRT and Janet Vogt MHS, RRT

University of Texas Medical Branch – Galveston – Class of 2018
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University of Texas Medical Branch - Graduation Luncheon
By Daneen Nastars, MS, RRT-ACCS
Each year, we hold a luncheon before the commencement ceremony to honor our graduating
class. During the luncheon, each student reflects on their most memorable moments during the
program and how much they have progressed from orientation day to graduation. It is one last
time the students get to come together before graduation. The students enjoy telling their favorite
stories from their time in the program, share a few laughs, and a few happy tears. The luncheon
is also significant for presenting our departmental awards and recognizing the hard work and
dedication of our students. These awards include Outstanding Respiratory Care Academic
Achievement, Outstanding Respiratory Care Clinical Student and Outstanding Respiratory Care
Leadership Award. Below are the CoBGRTE student members and award winners for the
graduating class of 2018.
Outstanding Respiratory Care Academic Student Award: Justin Horsley
Outstanding Respiratory Care Clinical Student Award: Audrey Bone
Outstanding Respiratory Care Leadership Award: Soraya Toghani
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CoBGRTE 2018 Board of Directors Election
Four director positions (five-year term of 2019-2023) are open. Active CoBGRTE members
will be sent a link to the election ballot. Voting will be open September 1 – September 30, 2018.
All active members are encouraged to submit their election ballot by the 9/30/18 deadline. Your
active membership number will be needed to vote. You can retrieve your membership number by
sending a message to: http://cobgrte.org/contactus.html.

Photos Needed for Web Site
The CoBGRTE Web Site Committee is in the process of replacing photos on each page of
the web site. Members are encouraged to send photos of students and faculty members during lab
or clinic exercises and other program activities for use on the web site. Let the us know if you
have sent photos of your Class of 2018 and wish to have them considered for use on the web site.
Photo credits will be provided on a separate web site “Photo Credits” page. The Committee also
plans to include university/college logos next to each program listed on the BSRT/MSRT roster
page that when clicked will take the reader to your web site. Please send to Tom
t.barnes@northeastern.edu your logo and photos (as a large jpg file), along with the URL to your
web site.

Professional Positions Posted at http://www.cobgrte.org/professionalpositions.html
*The University of Toledo, *University of South Alabama, *Texas State University,
*Liberty University, *University of Texas Health Sciences Center – San Antonio,
*University of Hartford, *University of North Carolina – Charlotte, *University of Virginia
Health System, *Salisbury University, *Skyline College, *Boise State University, *Canisius
College, *Boston Children’s Hospital, *Nova Southeastern University, *Northern Kentucky
University, *Iman Abdulrahman Bin Faisal University.
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CoBGRTE Institutional Members
Indiana Respiratory Therapy Consortium
Georgia State University
Weber State University
Boise State University
Bellarmine University
Rush University
Salisbury University
University of Toledo
The Ohio State University
State University of New York Upstate Medical University - Syracuse
Northeastern University
University of Texas Medical Branch - Galveston
Wheeling Jesuit University
Texas State University
University of South Alabama
Long Island University
University of North Carolina – Charlotte
Louisiana State University Health Science Center – New Orleans
Midwestern State University
Jefferson College of Health Sciences
Youngstown State University
Nova Southeastern University
Loma Linda University
University of Arkansas for Medical Sciences
State University of New York at Stony Brook
University of Texas Health Science Center – San Antonio
University of Hartford
University of Kansas Medical Center
College of Southern Nevada
Highline College
University of Akron
Oregon Institute of Technology
Augusta University
CHI St. Alexius Health-University of Mary
Valencia College
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CoBGRTE Institutional Members – Continued
Kettering College of Medical Arts
Shenandoah University
Middle Georgia State University
York College of Pennsylvania
Respiratory Care Board of California
Texas Southern University
St. Catherine University
Armstrong State University
University of Virginia Medical Center
Iman Abdulrahman Bin Faisal University
Seattle Central College
Florida Southwestern State College
Utah Society for Respiratory Care
Intermountain Healthcare
Southern Connecticut State University
Northern Kentucky University
Boston Children’s Hospital
California Society for Respiratory Care
Respiratory Care Society of Washington
Samford University
Canisius College
Carlow University
University of Washington Medical Center
Jacksonville State University
Modesto College
Newberry College
Eastern Tennessee State University
University of Cincinnati
University of Michigan – Flint
Liberty University
Ozarks Technical College
North Carolina Respiratory Care Board
Skyline College
Vidant Medical Center
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If you haven’t already decided to become a CoBGRTE member after visiting
www.cobgrte.org, the following are 14 reasons why you should join the coalition.

Reasons Why You Should Become a CoBGRTE Member
1. Award scholarships to baccalaureate and graduate respiratory therapy students.
2. Assist in the development of ASRT to BSRT Bridge Programs.
3. Collectively work towards the day when all respiratory therapists enter the profession
with a baccalaureate or graduate degree in respiratory care.
4. Support a national association, representing the 63 colleges/universities awarding
baccalaureate and graduate degrees in respiratory care, to move forward the
recommendations of the third 2015 conference.
5. Help start new baccalaureate and graduate RT programs thus leading to a higher quality
of respiratory therapist entering the workforce.
6. Work to change the image of the RT profession from technical-vocational-associate
degree education to professional education at the baccalaureate and graduate degree level.
7. Mentoring program for new graduates as well as new faculty members.
8. Join colleagues to collectively develop standards for baccalaureate and graduate
respiratory therapist education.
9. Develop public relations programs to make potential students aware of baccalaureate and
graduate respiratory therapist programs.
10. Help to publicize, among department directors/managers, the differences between
respiratory therapists with associate, baccalaureate and graduate degrees.
11. Access to over 45 Spotlight articles on BSRT and RT graduate programs, and major
medical centers.
12. Round table discussion dinners and Meet & Greet member receptions held in conjunction
with the AARC Summer Forum and the International Congress.
13. Help to support maintaining a roster and web site for all baccalaureate and graduate
respiratory therapist programs.
14. Collaborate with CoARC and AARC to improve respiratory therapy education.
Become a CoBGRTE member by completing the application on the Membership Page:
http://www.cobgrte.org/membership.html
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Editorial Board
Tom Barnes, EdD, RRT, FAARC - Editor in Chief
Northeastern University
Boston, Massachusetts
Will Beachey, PhD, RRT, FAARC
CHI St. Alexius Health/University of Mary
Bismarck, North Dakota
Paul Eberle, PhD, RRT, FAARC
Weber State University
Ogden, Utah
Christy Kane, PhD, RRT, RRT-ACCS, RRT-NPS, AE-C, FAARC
Bellarmine University
Louisville, Kentucky
Gregg Marshall, PhD, RRT, RPSGT, RST
Texas State University
San Marcos, Texas
Jon Nilsestuen, PhD, RRT, FAARC
University of Texas Medical Branch
Galveston, Texas
Timothy Op’t Holt, EdD, RRT, AE-C, FAARC
University of South Alabama
Mobile, Alabama
Jeffrey J. Ward, MEd, RRT, FAARC
University of Minnesota/Mayo Clinic
Rochester, Minnesota
www.cobgrte.org
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