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Greetings Texas Sunset Advisory Commission Members,

| am a licensed Respiratory Care Practitioner (RCP) in the state of Texas. There are presently 14,614
licensed respiratory care practitioners in Texas. In May 2014, the Sunset Advisory Commission
Staff Report recommended to discontinue 19 regulatory programs currently housed at the
Department of State Health Services (DSHS) which includes Respiratory Care Practitioners Program
(Page 4, Issue 3 and Pages 106-108, Appendix E). Licensed RCPs’ must complete a specialized,
college-based educational training program from an accredited college, and must successfully
complete a national credentialing process consisting of rigorous examinations before they are
eligible to apply for a state license.

The accreditation body for Respiratory Care, Committee on Accreditation for Respiratory Care
(COARC) and the credentialing body, National Board for Respiratory Care (NBRC) DO NOT provide
the functions served by state licensure. They lack the legal authority of state licensure boards and
cannot check criminal and abuse backgrounds of individuals practicing Respiratory Care in the
state of Texas. They have no legal power to regulate and to monitor the ongoing competence of
Respiratory Care Practitioners in the patient care setting. The RCPs’ are regulated by the Texas
Respiratory Care Practitioners Program with the DSHS.

The scope of practice for a licensed RCP is complex. The following are just a few procedures in an
RCP’s scope of practice:

e Directly manages highly technical mechanical ventilators providing necessary life support
for patients who are unable to sustain life on their own.

e  Routinely administers prescription medications, including bronchodilators, antibiotics,
analgesics, and opioids.

e  Assists the physician in diagnosing cardio-pulmonary disease by performing diagnostic

procedures and patient assessment

Performs CPR in all types of health care facilities and on patients of all ages

Administers medical gases such as oxygen, nitric oxide and helium

Provides counseling and rehabilitation to patients with cardio-pulmonary diseases

Functions as members of the Extracorporeal Life Support team
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Works with critically ill patients in all intensive care units (ICUs)

e Serves as an invaluable member of land and air transport teams.
Valuable members of hospital Cardiac Code and Rapid Response Teams providing life
sustaining CPR and respiratory support

There are numerous reasons to not deregulate RCPs’. Public health and safety is our greatest
concern. Licensed RCPs’ are direct patient care providers in a profession where extensive
specialized skills and training are required and a significant potential risk of harm to the public
exists from lack of training education and incompetence. The lack of a formal state licensure
process in Texas would mean that RCPs’ whom are incompetent, engaged in criminal activity, or
have lost their license to practice in another state can work in Texas without any review or
screening to protect the citizens of Texas. | have attached copies of letters asking you to change
your recommendation regarding the Respiratory Care Practitioner Program from our State and
National professional organizations as well as two from non-profit organizations that support
citizens suffering from various respiratory diseases.

I humbly ask you not to deregulate RCPs’, and for the Respiratory Care Practitioners program to
either remain with the DSHS or to be transferred to the Texas Department of Licensing and
Regulation.

Respectfully submitted,
Michael Carpenter

Michael Carpenter, M.S., RRT, RCP

Assistant Professor-Clinical Coordinator
Respiratory Care Program - St. Philip's College
Center for Health Professions Building - 330E

Texas RCP License #51312
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CONFIDENTIALITY NOTICE: This communication is confidential and may be
privileged under law. If you believe that it has been sent to you in error,
please reply to the sender that you received this communication in error, and
delete it immediately. Thank you.
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May 30, 2014

Senator Jane Nelson

Chair

The Sunset Advisory Commission of Texas
P.0. Box 13066

Austin, Texas 78711

Dear Senator Nelson:

The Alpha-1 Foundation is a not-for-profit organization whose mission is to support and
develop research and programs that will improve the lives of people affected by Alpha-1
Antitrypsin Deficiency worldwide through education, advocacy, better treatment and
ultimately a cure.

Alpha-1 is a genetic condition that may result in serious, chronic lung and/or liver
disease in children and adults. Alpha-1 affects an estimated 100,000 people in the U.S,,
and an estimated 20 million more are carriers who can pass the gene on to their
children. Alpha-1 is the most common known genetic risk factor for chronic obstructive
pulmonary disease (COPD).

The ability to access qualified respiratory therapists is critical to the quality of life for
people with Alpha-1 and an important component of the disease management.

Respiratory therapy licensure protects Alpha-1 patients from incompetent practitioners
rendering the complex cardiopulmonary services and procedures that respiratory
therapy requires.

If Texas were to repeal licensure, it would become a magnet for individuals who do not
meet the qualifications for licensure in their own states. It would also remove any state
scrutiny of those who will provide life-sustaining respiratory therapy to people with
Alpha-1.

In order to maintain a safe and trustworthy healthcare system, Texas needs to rely on
licensed, professional respiratory therapists.

The Alpha-1 Foundation opposes the Sunset Advisory Commission’s recommendation to
rescind mandatory licensure for Texas respiratory therapists. We urge you to maintain
mandatory respiratory care practitioner state licensure and transfer mandatory state
respiratory care practitioner licensure to the Texas Department of Licensing and
Regulation.

Respectfully,

N

John W. Walsh
President & CEO, Alpha-1 Foundation

The Alpha-1 Foundation is dedicated to providing the leadership and resources that will result in increased research, improved health, worldwide detection, and a cure
for Alpha-1 Antitrypsin Deficiency. Alpha-1 is one of the most common hereditary disorders in the world and can result in life-threatening lung disease in adults and liver
disease in children and adults.
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May 30, 2015

Senator Jane Nelson

Chair

The Texas Sunset Advisory Commission
P.O. Box 13066, Austin, Texas 78711

To the Honorable Jane Nelson:

The COPD Foundation is a non-profit organization whose mission is to develop and
support programs which improve the quality of life through research, education, early
diagnosis, and enhanced therapy for persons whose lives are impacted by chronic
obstructive pulmonary disease (COPD).

COPD is an umbrella term used to describe progressive lung disease, such as
emphysema, chronic bronchitis, refractory (non-reversible) asthma, and some forms of
bronchiectasis. This disease is characterized by increasing breathlessness and
symptoms include; chronic coughing and wheezing. COPD patients rely on respiratory
therapists to diagnosis COPD, conduct pulmonary rehabilitation, and educate patients
about their inhalers and other medications. Respiratory therapists receive specialized
education and training that make them a crucial part of a COPD patient’s health care
provider team and an essential member to the COPD community at large.

The COPD Foundation categorically opposes the Texas Department of State Health
Services Sunset Advisory Commission’s recommendations to discontinue state licensure
for Texas respiratory therapists.

Respiratory therapists are a vital member of the health care team that treat and educate
COPD patients. COPD is a chronic, progressive disease and without proper disease
management COPD can become result in frequent and costly exacerbations which often
contribute to hospital readimission rates. Unlike physicians or other clinicians, respiratory
therapists are uniquely skilled and licensed to educate COPD patients about their
treatment regimens, ensuring proper medication use and adherence; therefore,

improving patient quality of life in addition to reducing hospitalizations.

It is the COPD Foundation’s opinion that in order for Texas to maintain a safe and
trustworthy healthcare system, Texas needs to rely on licensed, professional respiratory
therapists to help patients access the quality care they need to live healthy and
productive lives. Therefore, the COPD Foundation urges you to maintain mandatory
respiratory care practitioner state licensure and transfer mandatory state respiratory care
practitioner licensure to the Texas Department of Licensing and Regulation.

Sincerely,

LU

John W. Walsh
President and CEO, COPD Foundation

The COPD Foundation's mission is to prevent and cure Chronic Obstructive Pulmonary Disease
and to improve the lives of all people affected by COPD.






AMERICAN ASSOCIATION FOR RESPIRATORY CARE
9425 N. MacArthur Blvd, Suite 100, Irving, TX 75063-4706
(972) 243-2272, Fax (972) 484-2720
http://www.aarc.org, E-mail: info@aarc.org

June 4, 2014

Senator Jane Nelson

Chair, Sunset Advisory Commission
Department of State Health Services
P.O. Box 13066

Austin, Texas 78711

Dear Senator Nelson:

As President of the American Association for Respiratory Care (AARC), a national
professional association representing over 53,000 respiratory therapists including the
interests of the 14,568 respiratory therapists in Texas, | am writing to express the
AARC’s grave concerns and strong opposition to the proposal to discontinue the
Respiratory Care Practitioners (RCP) program currently regulated by the Texas
Department of State Health Services (DSHS).

A vote by the Commission to accept the recommendation noted above would remove
from state law the title act and enabling statute as well as any reference to the licensure,
certification, or registration of RCPs. Such action could have dire consequences for both
Texas RCPs and their patients throughout the state who have been diagnosed with
chronic lung disease.

The 119 page (including appendices) Sunset Advisory Commission Staff Report assesses
and evaluates a wide range of programs and responsibilities that come under the umbrella
of the DSHS. Our concerns and comments focus on Issue 3, The Unmanageable Scope
of DSHS’ Regulatory Functions Reduces Needed Focus on Protecting Public Health,
which addresses the regulation of professions and disciplines currently under their
purview. Inour comments, we use the terms “respiratory care practitioners” as they are
referred to in Texas and “respiratory therapists” as they are referred to elsewhere
interchangeably.

Background

Appendix G provides an overview of the staff review activities in compiling the subject
report. According to the report, staff solicited written comments from various interest
groups, stakeholders and the public. However, to the best of our knowledge, no one from
the AARC, the Texas Society for Respiratory Care, or the National Board of Respiratory
Care (NBRC) which administers the professional credentialing examinations to qualified
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graduates of accredited respiratory therapy education programs- clearly important
stakeholders in the issue of de-licensing RCPs in Texas - was ever contacted or had
knowledge that public comments were being sought on this matter.

While we can appreciate the magnitude of the regulatory burden facing the DSHS, we
believe the Sunset Advisory Commission (herein referred to as the “Commission) does
not have adequate information regarding the respiratory therapy profession as it makes its
deliberations with respect to the impact these professionals have on public health and
safety in Texas. This is evidenced by the fact that the discussion of the criteria used to
determine programs that should be discontinued under DSHS’ authority never once
mentions RCPs except to list the profession in a chart with check marks as to the criteria
it is believed to meet to be discontinued.

Respiratory Care Scope of Practice
Appendix E describes licensed RCPs as the following:

“Licensees treat, manage, control, evaluate, and care for patients who have
deficiencies and abnormalities associated with the cardiorespiratory system.”

While we appreciate the need for brevity in the chart itself, we question whether the
Sunset staff reviewed the Texas statutory language that describes the breath of the RCP
scope of practice in evaluating its complexity and details of care, or whether staff actually
talked with respiratory therapists.

Without a full understanding of what the profession of respiratory care actually
encompasses and requires, the Commissioners cannot possibly render any type of
reasoned vote or decision on the future of state licensure for the RCP profession.

The Texas statute defines “respiratory care procedure” as the following:
Sec. 604.001. DEFINITIONS

(5) "Respiratory care procedure” means respiratory care provided by the
therapeutic and diagnostic use of medical gases, humidifiers, and aerosols, the
administration of drugs and medications to the cardiorespiratory system, ventilatory
assistance and ventilatory control, postural drainage, chest drainage, chest percussion or
vibration, breathing exercises, respiratory rehabilitation, cardiopulmonary resuscitation,
the maintenance of natural airways, and the insertion and maintenance of artificial
airways. The term includes a technique used to assist in diagnosis, monitoring,
treatment, and research, as ordered by a patient's physician, including:

(A) the measurement of ventilator volumes, pressures, and flows;
(B) the specimen collection of blood and other materials;

(C) pulmonary function testing; and
(D) hemodynamic and other related physiological forms of monitoring or
treating the cardiorespiratory system.





Even the language in the Texas statute does not fully convey the reality of the respiratory
care profession. For example, respiratory therapists are the only allied health care
professionals educated and competency tested in all aspects of pulmonary medicine.

Respiratory therapists treat, across the health care site continuum, high-risk patients with
both acute and chronic conditions. These include adults and children of all ages who
require mechanical ventilation and those with other intensive care needs, as well as
patients suffering from asthma and chronic obstructive pulmonary disease (COPD),
including emphysema and chronic bronchitis.

Attached are the Content Outlines for the Certified Respiratory Therapist (CRT) exam
and the Registered Respiratory Therapist (RRT) exam administered by the NBRC that
graduates of accredited programs are expected to have mastered during their years of
formal education. Texas law requires applicants for a RCP license to hold at a minimum
the CRT credential. The advanced RRT credential builds upon the CRT exam. A
growing majority of Texas licensed RCPs have earned the advanced RRT credential.

Criteria Used to Determine Deregulation of Certain Programs

The report states that Sunset staff gathered standard data on 70 programs and developed a
matrix of questions in determining whether a program should be discontinued from
DSHS authority. The staff concluded that if at least two of the six criteria were met, it
should be considered for deregulation. Respiratory Care Practitioners met four of the
criteria according to the chart on page 46 of the report. Our comments on those criteria
are noted below:

1. Would deregulation have little impact on public health or safety?

One of the criteria in determining whether regulatory programs remain in DSHS is to
determine the risk to public health using a risk-based matrix. According to the report,
“risk matrices compare license types against each other based on risk factors such as the
primary consumers, number of consumers, and risk to consumers if an error occurs. For
example, potential high risk programs are considered to be preventing foodborne illnesses
and radiological disasters while the manufacturing, sanitizing and selling of new and used
bedding is a low risk program.

Thus, it is critical to evaluate how the risk and cost of treating patients with chronic lung
disease fit into the equation of protecting the public’s health when people’s lives are at
stake. For example, there are a significant number of Texans that warrant the treatment
regimen, assessment and care provided by licensed RCPs.

e COPD is the 3" leading cause of death in the United States according to the Centers
for Diseases Prevention and Control.
e According to the data from May 2013 Report on the Prevalence of Lung Disease in
the United States by the American Lung Association, in Texas there are:
o 559,153 children with Pediatric Asthma
o 1,393,546 adults with asthma





o 1,027,506 diagnosed with COPD

e The Centers for Medicare and Medicaid Services’ (CMS) 2012 Medicare Chronic
Conditions Dashboard: State Level shows the percentage of Medicare beneficiaries in
Texas with COPD and asthma who present with 5 or more other chronic conditions at
57.50% and 54.20%, respectively, both of which are higher than the corresponding
national averages of 51.84% and 46.82%.

e According to the CMS Dashboard, per capita Medicare spending in Texas for
beneficiaries with 6 or more chronic conditions was $34,260 compared to the national
average of $30,214.

The reason State legislatures undertake the process of requiring licensure of a health
profession is because there is a recognition that without mandated standards and criteria
from those who provide the services, the health and safety of the citizens of the state is
jeopardized.

Licensure of the respiratory therapist can ensure that respiratory therapy services
provided to patients in any setting are performed by a respiratory therapist who meets
standards of accredited education and competency that the state deems necessary to
render such care. As individuals, we expect as much from professions performing
services not nearly as technical, life-sustaining, or critical to the well-being of family and
friends. We should expect the same from the respiratory therapist performing life-
sustaining procedures, diagnostic evaluations and rendering interpretations of a patient’s
condition.

The profound negative impact of de-licensure would permit unqualified and
undocumented individuals the unfettered legal ability to attest that they are RCPs and
perform the ranges of services outlined in both the CRT and RRT Content Outlines for
which they may not be competent. We implore the Commission to prevent this from
happening by continuing to license RCPs in Texas to protect public health and safety.

2. Do practitioners operate in a highly regulated environment?

The critical element to be considered in licensing is patient care and access to qualified
health professionals. As noted elsewhere, the practice of respiratory care should be
regulated to protect the public from the unqualified practice of respiratory care and from
unprofessional conduct by persons licensed to practice respiratory care.

Traditionally, hospital control has been considered appropriate in regulating the services
provided within its domain. But this view was developed at a time when the hospital was
at the apex of medical care in the United States. It was a time when physicians made
house calls and sicker patients were sent to hospitals for treatment.

Today, the health paradigm is quite different. The hospital is not the only alternative for
medical care. More and more respiratory therapists are providing services as employees
of durable medical equipment companies, home health care agencies, hospice centers,





outpatient clinics and centers, physicians’ offices, and as asthma disease managers and
smoking cessation counselors.

Without licensure laws, employers may take less time to provide the necessary oversight
to determine whether the person who is providing respiratory therapy has the appropriate
education and training or is competency tested. Further, with large numbers of patients
being discharged “sicker and quicker” in today’s cost containment environment, more
fragile patients will need care by licensed and competent staff outside of the acute care
arena.

3. Is regulation also provided by another state or local regulatory programs or private
sector accreditation?

This criterion looks at those situations in which DSHS regulates a program while at the
same time it is regulated at the state or local level. Examples given where an overlap
exists include manufacturers who bottle and sell water in Texas and food handlers or
restaurant workers. With respect to private sector accreditation, it is available to a
number of healthcare professions but accreditation is not the same as licensure nor does it
take the place of licensure.

The NBRC, which we noted earlier, is a voluntary credentialing agency that administers
professional credentialing exams to students who graduate from accredited education
programs to become a “certified” or “registered” respiratory therapist. The NBRC is not
structured to assume the responsibilities required by states when licensing health care
professionals. For example, it cannot check criminal and abuse backgrounds of
individuals applying for its voluntary credentials; only licensing boards do that.

The NBRC is not in a position to legally enforce actions taken against therapists who
commit practice offenses or demonstrate other behaviors that would cause someone to
question the practitioner’s ability to perform his or her duties in a competent and
professional manner. Moreover, the NBRC has no investigative or subpoena powers to
gather the information to fulfill this function.

4. Does the program generate little regulatory activity?

This criterion assumes that if there are limited inquiries as to complaints, enforcement
actions or investigations within a program given the number of licenses, there is a low-
risk for harm. One could also argue that because there is relatively little regulatory
activity involving disciplinary actions and assessment it can mean that licensure is
“doing” its job and indeed is preventing unqualified RCPs from entering the profession.

We do not have access to the information and data on disciplinary and investigative
actions of RCPs under the Texas Professional Licensing and Certification Unit; therefore,
we are not in a position to comment directly on whether deregulation under this criterion
with respect to RCPs is appropriate or not. However, the answer is not to discontinue or





de-license Texas RCPs but to strengthen the regulatory authority over the profession, a
move that would be welcomed by Texas RCPs.

If there are systemic structural issues that limit the authority to pursue investigations and
disciplinary actions, they should be fixed. We firmly believe that to summarily
recommend 14,568 RCPs be de-licensed because the agency has not been given the tools
to robustly regulate the profession is unacceptable not only to the RCPs but the millions
of Texas patients with lung disease who are and will be cared for by RCPs in their state.

Alternative to Discontinuing RCP Programs under the Auspices of DSHS

A key question for occupational licensing is “Does the occupational licensing program
serve a meaningful public interest and provide the least restrictive form of regulation
needed to protect the public interest?”

In addition to discontinuing certain programs, the Sunset Staff Review recommends
transferring 12 regulatory programs from DSHS to the Texas Department of Licensing
and Regulation (TDLR). The report states that these programs would be better suited
under the TDLR authority in addition to being better managed.

The fact that RCPs are included with opticians, x-ray technicians, dietitians, food
handlers, food managers and personal emergency response systems as professions to be
discontinued while orthotists, prosthetists, professional counselors, social workers,
midwives, and speech-language pathologists and audiologists are to be transferred to
TDLR makes absolutely no sense and indicates a complete lack of understanding on the
part of the Sunset staff as to the value of state-licensed RCPs.

Continuing licensure for RCPs is critical to continuing continuity of care for those with
chronic lung disease in Texas. Patient education and proper device selection for both
inhalers and oxygen systems are critical for optimal clinical outcomes and cost
effectiveness. Respiratory therapists are experts in this field. Teaching patients with
chronic lung disease to recognize the symptoms and triggers of their disease can prevent
acute exacerbations that lead to costly emergency department and inpatient hospital
admissions and readmissions. Respiratory therapists’ expertise bridges the gap in
fulfilling chronic lung patients’ needs in order to minimize unnecessary, ineffective or
wasteful interventions.

Recommendation:

e The AARC is strongly opposed to, and cannot support in any way, the
deregulation and de-licensing of respiratory care practitioners in Texas for the
reasons discussed above.

¢ As an alternative, we recommend transferring licensing authority for respiratory
care practitioners to the Texas Department of Licensing and Regulation and
include them in the first phase of the transfer to begin September 1, 2015 to be
completed by August 31, 2017.





Advantages to Licensing Respiratory Care Practitioners

Continued licensure for respiratory therapists in Texas under the auspices of the TDLR
has numerous advantages. It provides the least restrictive regulation for public protection
by requiring the individual to have successfully graduated from an accredited respiratory
therapy education program and have passed a valid competency examination. Continuing
education requirements help maintain and update a therapist’s knowledge in the field.
These requirements alone establish a baseline for competency in providing respiratory
therapy services.

It is not enough to assume that other state or local regulatory programs are sufficient to
replace licensure of RCPs. Although respiratory therapists work at the direction of a
physician, they often practice without direct supervision and exercise a great degree of
independent judgment, especially outside of the hospital setting. A high degree of
specialized education and clinical skill is essential in treating serious respiratory illnesses.
Without assurances as to the competency of the individual, injury and even death can
result from even the most routine interventions (e.g., administration of medical gases)
due to incompetent practice. Licensure adds a safety net for patients.

State respiratory therapy licensing boards across the nation participate in a consortium
that submits disciplinary action activities to a clearinghouse administered by the NBRC.
Respiratory therapy licensing boards may access this data bank when reviewing licensure
applications. If Texas decides to de-license respiratory therapists, they would no longer
have access to all the other respiratory therapy state licensing board disciplinary data
bases to verify the status of the respiratory therapist applicant.

In 49 states, the District of Columbia, Puerto Rico and Guam, the profession of
respiratory therapy is regulated; that is, it is licensed by the state. Only Alaska at present
has no state oversight of the profession. Alaska is in the process of addressing state
licensure for respiratory therapists.

If Texas were to repeal licensure, it would become a refuge as the only state in the
contiguous United States without respiratory therapy licensure. Texas would become a
magnet for individuals who do not meet the qualifications for licensure in their own
states. Texas would become a haven for those who have had their license rescinded or
attract those who had committed an act that would render them ineligible for licensure in
other states.

Conclusion

Continued licensure of RCPs in Texas is mandatory to protecting the public’s health and
safety.

The AARC strongly recommends the Commission give special consideration to
transferring RCPs to the licensing authority of the TLRB rather than deregulating them
and effectively wiping the profession from the books, which can have a demoralizing
effect on the dedicated RCPs who provide care to the multitude of Texas patients
diagnosed with chronic lung disease.





As a national professional association representing the interests of tens of thousands of
licensed respiratory therapists across this country, the intent of the AARC’s comments is
to provide a much more detailed and accurate explanation of the profession as a whole.
This is especially important given the fact that in Issue 3 there is absolutely no discussion
of the regulatory burden of RCPs under the DSHS programs except mention in a chart
with check boxes.

Respiratory care practitioner licensure in Texas has been a success and has accomplished
the intent of the legislature, which is to protect the public safety and health from
incompetent individuals rendering the complex cardio-pulmonary services and
procedures that is the profession of respiratory therapy.

Rescinding RCPs’ licensure equates to removing any state scrutiny of the individuals
who will provide life sustaining respiratory therapy to the public. The NBRC’s voluntary
credential is not a substitute for legal state licensure and should not be taken into account
in the Commission’s decision making.

The AARC urges you to use your authority as Commissioners to remove respiratory
care practitioners from the list of health care professions recommended to be
“discontinued” and, as an alternative, transfer the licensing authority of these
professionals to the Texas Department of Licensing and Regulation where the
function is better suited.

Respectfully,

r@é@ &@W

George Gaebler, MBA, RRT, FAARC
President

Enclosures
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I. PATIENT DATA EVALUATION AND RECOMMENDATIONS 11|14| 1 | 26
A. Review Data in the Patient Record 4/ 0|0 4

1. Patient history e.g.,
e presentiliness e progress notes
e admission notes e diagnoses
e respiratory care orders e DNR status
e medication history e patient education (previous)
2. Physical examination relative to the cardiopulmonary system e.g., vital
signs, physical findings
3. Laboratory data e.g.,
e CBC » culture and sensitivities
e electrolytes e sputum Gram stain
e coagulation studies
4. Pulmonary function results
5. Blood gas results
6. Imaging studies e.g.,
e radiograph e MRI
e CT
7. Monitoring data
a. fluid balance
b. pulmonary mechanics e.g., maximum inspiratory pressure, vital
capacity
c. respiratory e.g.,
e rate e |E
e tidal and minute volume
d. pulmonary compliance, airways resistance, work of breathing
€. noninvasive e.g.,
e pulse oximetry e capnography
e Vo/NT e transcutaneous O2/ CO2
8. Cardiac monitoring
a. ECG data results e.g., heart rate, rhythm
b. hemodynamic monitoring results e.g.,
e blood pressure e PA pressure
e CVP e cardiac output / index
9. Maternal and perinatal / neonatal history and data

e Apgar scores e L /S ratio
e gestational age
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B. Collect and Evaluate Additional Pertinent Clinical Information 6 |11 18

1. Assess a patient's overall cardiopulmonary status by inspection to

determine
a. general appearance e.g.,
e venous distention e diaphoresis
e edema e clubbing
e accessory muscle activity e cyanosis
e chest wall movement e breathing pattern

b. airway assessment e.g., macroglossia, neck range of motion

c. cough, sputum amount and character

d. Apgar score, gestational age, transillumination of chest

. Assess a patient's overall cardiopulmonary status by palpation to
determine

a. pulse, rhythm, force

b. asymmetrical chest movements, tactile fremitus, crepitus,
tenderness, secretions in the airway, and tracheal deviation

. Assess a patient's overall cardiopulmonary status by percussion

. Assess a patient's overall cardiopulmonary status by auscultation to
determine presence of

a. breath sounds

b. heart sounds and rhythm

c. blood pressure

. Interview a patient to determine

a. level of consciousness and orientation, emotional state, and ability to
cooperate

level of pain

presence of dyspnea, sputum production, and exercise tolerance

nutritional status

social history e.g., smoking, substance abuse

= (P20 |T

advance directives e.g., DNR status

. Assess a patient’s learning needs

. Review a chest radiograph to determine

a. position of endotracheal or tracheostomy tube

b. presence of, or change in, cardiopulmonary abnormalities e.g.,
e pneumothorax o pleural fluid
e consolidation * pulmonary edema

c. position of indwelling tubes and catheters

d. presence of foreign bodies

e. position of or change in hemidiaphragms or mediastinum

Copyright © 2007. NBRC. All rights reserved.
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Effective Date: 07-10-.

2009

Entry Level CRT Examination
Detailed Content Outline

Open cells show an examination could include items from indicated cognitive levels.
Shaded cells prevent appearance of items on examinations.

Cognitive
Level

Recall
Application
Analysis

Totals

8. Review lateral neck radiographs e.g., epiglottitis, foreign body

9. Perform procedures

a. 12-lead ECG

transcutaneous monitoring

pulse oximetry and capnography

ale|T

tidal volume, minute volume, vital capacity, and peak flow
measurements

bedside spirometry e.g., FVC, FEV1

arterial sampling - percutaneous or line

arterialized capillary blood sampling

TlQ e

timed walk test e.g., 6-minute

oxygen titration with exercise

blood gas / hemoximetry analysis

cardiopulmonary calculations e.g., P(A-a)O2, Vo / VT

— =

hemodynamic monitoring e.g., blood pressure, CVP

3

lung mechanics e.g.,
e plateau pressure
e MIP

o MEP

e airways resistance
e compliance

apnea monitoring

. overnight pulse oximetry

tracheal tube cuff pressure and / or volume

arterial line insertion

stress testing e.g., ECG, pulse oximetry

| |2 D03

pulmonary function laboratory studies

t. CPAP / BIPAP titration during sleep

10. Interpret procedure results including

a. 12-lead ECGe.g.,
e rate
e irregular rhythm

e artifacts

b. transcutaneous monitoring

c. pulse oximetry and capnography

d. tidal volume, minute volume, vital capacity, and peak flow
measurements

e. bedside spirometry e.g., FVC, FEV1

f. arterial sampling - percutaneous or line

g. arterialized capillary blood sampling

Copyright © 2007. NBRC. All rights reserved.
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Effective Date: 07-10-2009

Entry Level CRT Examination
Detailed Content Outline

Open cells show an examination could include items from indicated cognitive levels.
Shaded cells prevent appearance of items on examinations.

Cognitive
Level

Recall

Application

Analysis
Totals

h. timed walk test e.g., 6-minute

i. oxygen titration with exercise

j. blood gas / hemoximetry analysis

k. cardiopulmonary calculations e.g., P(A-2)0O2, Vo / V1

I. hemodynamic monitoring e.g., blood pressure, CVP

m. lung mechanics e.g.,

e plateau pressure o MEP
e MIP

apnea monitoring

overnight pulse oximetry

tracheal tube cuff pressure and/or volume

arterial line insertion

stress testing e.g., ECG, pulse oximetry

| ~|RD|OB

pulmonary function laboratory studies

t. CPAP / BIPAP titration during sleep

C. Recommend Procedures to Obtain Additional Data

1. Radiographic and other imaging studies

Diagnostic bronchoscopy e.g., evaluate hemoptysis, atelectasis

Sputum Gram stain, culture and sensitivities .g., pneumonia

Bronchoalveolar lavage (BAL)

Pulmonary function testing

Lung mechanics e.g., compliance, airways resistance

Blood gas analysis, pulse oximetry, and franscutaneous monitoring

ol Bl B Bl Bl B

ECG

9. Capnography

10. Hemodynamic monitoring e.g., blood pressure, CVP

11. Sleep studies

Il. EQUIPMENT MANIPULATION, INFECTION CONTROL, AND QUALITY
CONTROL

15

A. Manipulate Equipment by Order or Protocol

1. Oxygen administration devices

a. low-flow devices e.g., nasal cannula

10

8 | 22

b. high-flow devices e.g., air entrainment mask

c. high-flow nasal cannula

2. CPAP devices — mask, nasal, or bilevel

3. Humidifiers

Copyright © 2007. NBRC. All rights reserved.
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Effective Date: 07-10-2009

Entry Level CRT Examination
Detailed Content Outline

Open cells show an examination could include items from indicated cognitive levels.
Shaded cells prevent appearance of items on examinations.

Level

Cognitive

Recall

Application

Analysis

Totals

4.

Nebulizers

5.

Resuscitation devices e.g., manual resuscitator (bag-valve), mouth-to-
valve mask resuscitator

6.

Ventilators

a. pneumatic, electric, fluidic, and microprocessor

b. noninvasive positive pressure

Artificial airways

oro- and nasopharyngeal airways

endotracheal tubes

tracheostomy tubes and devices

speaking tubes and valves

intubation equipment

laryngeal mask airway (LMA)

@|a|0alo|o|p

. esophageal-tracheal Combitubee

Suctioning devices

Gas delivery, metering, and clinical analyzing devices

a. gas cylinders, regulators, reducing valves, connectors and
flowmeters, and air / oxygen blenders

b. oxygen conserving devices e.g., reservoir cannula, pulse-dose

c. oxygen concentrators

d. air compressors

10.

Point-of-care analyzers e.g., blood gas, electrolytes

11.

Patient breathing circuits

a. continuous mechanical ventilation

b. IPPB

c. CPAP and PEEP valve assemblies

d. non-invasive ventilation

12.

Environmental devices

a. aerosol (mist) tents

b. oxygen hoods

13.

Incentive breathing devices

14.

Airway clearance devices

a. percussors and vibrators

b. positive expiratory pressure (PEP) devices

c. vibratory PEP devices

15.

Manometers e.g., aneroid, digital, water

Copyright © 2007. NBRC. All rights reserved.
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Effective Date: 07-10-2009

Entry Level CRT Examination
Detailed Content Outline

Open cells show an examination could include items from indicated cognitive levels.
Shaded cells prevent appearance of items on examinations.

Cognitive
Level

Recall
Application
Analysis
Totals

16.

Respirometers e.g., flow-sensing devices

1.

ECG monitors

18.

ECG machines (12-lead)

19.

Vacuum systems e.g.,
e pumps e collection bottles
e regulators e pleural drainage devices

20.

Oximetry monitoring devices e.g., pulse oximeter, transcutaneous

21.

Metered dose inhalers (MDI) and MDI spacers

22.

Dry powder inhalers

23.

Bedside screening spirometers

24,

CO, He, O2 and specialty gas analyzers

25.

Bronchoscopes

B. Ensure Infection Control

1.

Assure cleanliness of equipment by

e selecting or determining appropriate agent and technique for
disinfection and/or sterilization

o performing procedures for disinfection and/or sterilization
e monitoring effectiveness of sterilization procedures

Assure proper handling of biohazardous materials

ol

Incorporate ventilator-associated pneumonia protocol

Implement infectious disease protocols e.g.,

e avian flu » fransmission prevention

o SARS

5.

Adhere to infection control policies and procedures e.g., Standard
Precautions

C. Perform Quality Control Procedures For

1.

Blood gas analyzers, co-oximeters

Gas analyzers

Point-of-care analyzers

Pulmonary function equipment

Mechanical ventilators

Gas metering devices e.g., flowmeter

Noninvasive monitors e.g., transcutaneous

QNG b N

Record and monitor QC data using accepted statistical methods

Copyright © 2007. NBRC. All rights reserved.
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Cognitive
Level
Entry Level CRT Examination -
Detailed Content Outline = | 212 4
| ® | 2 ]
2| 2|% B
x & & =
Open cells show an examination could include items from indicated cognitive levels. <
Shaded cells prevent appearance of items on examinations.
lli. INITIATION AND MODIFICATION OF THERAPEUTIC PROCEDURES 19(45| 21| 85
A. Maintain Records and Communicate Information 2/3/0|5

1. Record therapy and results using conventional terminology as required in | =

the health care setting and/or by regulatory agencies

a. specify therapy administered, date, time, frequency of therapy,
medication, and ventilatory data

b. note and interpret patient's response to therapy

1) effects of therapy, adverse reactions, patient's subjective and
objective response to therapy

2) verify computations and note erroneous data

3) auscultatory findings, cough and sputum production and
characteristics

4) vital signs

5) pulse oximetry, heart rhythm, capnography

2. Communicate information

a. regarding patient's clinical status to appropriate members of the
health care team

b. relevant to coordinating patient care and discharge planning

3. Accept and verify patient care orders

4. Apply computer technology to

a. document patient management

b. monitor workload assignments

c. patient safety initiatives e.g., drug dispensing, order entry

5. Communicate results of therapy and alter therapy by protocol(s)

6. Explain planned therapy and goals to a patient in understandable terms
to achieve optimal therapeutic outcome

7. Educate a patient and family conceming smoking cessation and health
management

B. Maintain a Patent Airway Including the Care of Artificial Airways

1. Properly position a patient

. Insert oro- and nasopharyngeal airways

2
3. Perform endotracheal intubation
4. Maintain position in the airway and appropriate cuff inflation of

a. LMA

b. esophageal-tracheal Combitubee

c. endotracheal tube

d. tracheostomy tube

5. Assess tube placement

Copyright © 2007. NBRC. All rights reserved.
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Effective Date: 07-10-2009

Cognitive
Level
Entry Level CRT Examination -
Detailed Content Outline wi [ 2@ 4
s ®| 2=
ol | 2| 8
@ = [} (<)
x| 2 £l
Open cells show an examination could include items from indicated cognitive levels. <
Shaded cells prevent appearance of items on examinations.
6. Perform tracheostomy care
7. Change tracheostomy tubes
8. Maintain adequate humidification
9. Perform extubation
C. Remove Bronchopulmonary Secretions 1

1. Perform =

a. postural drainage, percussion, or vibration

. nasotracheal suctioning

b
c. oropharyngeal suctioning
d

. airway clearance using mechanical devices e.g., high frequency
chest wall oscillation, vibratory PEP

2. Suction artificial airways

3. Administer aerosol therapy with prescribed drugs

4. Instruct and encourage bronchopulmonary hygiene techniques

D. Achieve Adequate Respiratory Support 2

1. Instruct a patient in

a. deep breathing and incentive spirometry techniques

b. inspiratory muscle training techniques

2. Initiate and adjust =

a. IPPB therapy

b. continuous mechanical ventilation settings

c. noninvasive ventilation

d. elevated baseline pressure e.g., CPAP, PEEP

3. Select ventilator graphics e.g., waveforms, scales

»

Initiate and select appropriate settings for high frequency ventilation

5. Administer medications Gt

a. aerosolized

b. dry powder preparations

c. endotracheal instillation

Administer oxygen

Initiate and modify weaning procedures

Position patient to minimize hypoxemia

Prevent procedure-associated hypoxemia e.g., oxygenate before and
after suctioning and equipment changes

10. Apply disease-specific ventilator protocols (e.g. ARDS-Net protocol)

OIRNO
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Cognitive
Level

Entry Level CRT Examination &
Detailed Content Outline =22 4
18|23
(828

Open cells show an examination could include items from indicated cognitive levels. <

Shaded cells prevent appearance of items on examinations.
E. Evaluate and Monitor Patient's Objective and Subjective Responses to 3171515
Respiratory Care

1. Recommend and review a chest radiograph ' -

2. Obtain a blood gas sample

a. by puncture

b. from an arterial or pulmonary artery catheter

c. from arterialized capillary blood

3. Perform

. transcutaneous monitoring

. pulse oximetry

a
b
c. blood gas and hemoximetry analyses
d. capnography

e. hemodynamic assessment

4. Interpret results of

a. blood gases

hemoximetry e.g., carboxyhemoglobin

hemodynamics

pulse oximetry

olalo|o

capnography

5. Observe for

a. changes in sputum characteristics

b. signs of patient-ventilator dysynchrony

6. Measure and record vital signs, monitor cardiac rhythm, and evaluate =
fluid balance - intake and output =

i
i

i

7. Perform and interpret results of pulmonary function testing

spirometry

compliance and airways resistance

lung volumes

D Lco

exercise

~|lo|alo|o

bronchoprovocation studies

8. Recommend blood tests e.g., hemoglobin, potassium

9. Monitor airway pressures, and adjust and check alarm systems

10. Measure FiO2 and/or oxygen flow

11. Auscultate the chest and interpret changes in breath sounds

Copyright © 2007. NBRC. All rights reserved.
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Cognitive
Level

Entry Level CRT Examination -
Detailed Content Outline w2 | 8
o | ®w L w
oclo|l28
[} - © o
14 % 5 -

Open cells show an examination could include items from indicated cognitive levels. <

Shaded cells prevent appearance of items on examinations.
F. INDEPENDENTLY MODIFY Therapeutic Procedures Based on the 209|718
Patient’s Response
1. Terminate treatment based on patient's response to therapy

2. Modify treatment techniques

a. IPPB

b. incentive breathing devices

c. aerosol therapy

1) modify patient breathing pattemns

2) change type of equipment and change aerosol output

3) change dilution of medication

4) adjust temperature of the aerosol

d. oxygen therapy

1) change mode of administration, flow, and FiO2

2) setup or change an Oz blender

3) set up an Oz concentrator or liquid O2 system

e. specialty gas therapy e.g., He / O2, NO

1) change mode of administration

2) adjust flow or gas concentration

f. bronchial hygiene therapy

1) alter patient position and duration of treatment and techniques

2) coordinate sequence of therapies e.g., -

e chest percussion e PEP
e postural drainage

i

g. management of artificial airways

1) reposition or change endotracheal or tracheostomy tube

2) change type of humidification equipment

3) initiate suctioning

4) inflate and / or deflate the cuff

5) perform tracheostomy care

h. suctioning -

1) alter frequency and duration of suctioning

2) change size and type of catheter

3) alter negative pressure

4) instill irrigating solutions

Copyright © 2007. NBRC. All rights reserved.
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Cognitive
Level

Entry Level CRT Examination
Detailed Content Outline

Recall
Application
Analysis
Totals

Open cells show an examination could include items from indicated cognitive levels.
Shaded cells prevent appearance of items on examinations.

i
b
et
i

i. mechanical ventilation

1) improve patient synchrony __.-“

2) enhance oxygenation

3) improve alveolar ventilation

4) adjust| : E settings

5) modify ventilator techniques

6) adjust noninvasive positive pressure ventilation

7) monitor and adjust alarm settings

8) adjust ventilator settings based on ventilator graphics

9) change type of ventilator

10) change patient breathing circuitry

11) alter mechanical dead space

12) initiate procedures for weaning

G. RECOMMEND Modifications in the Respiratory Care Plan Based on the
Patient’s Response

1. Recommend

a. institution of bronchopulmonary hygiene procedures

. treatment of pneumothorax =

. sedation and/or use of muscle relaxant(s)

. adjustment of fluid balance

. adjustment of electrolyte therapy

. insertion or change of artificial airway

weaning from mechanical ventilation

Sl@|lw®|alo|T

extubation

i. discontinuing treatment based on patient response

2. Recommend changes in

a. patient position

b. inhaled drug dosage or concentration

c. FiO2 and oxygen flow

3. Recommend changes in mechanical ventilation to

improve patient synchrony

enhance oxygenation

improve alveolar ventilation

adjust | : E settings

modify ventilator techniques

| ®|l0|T(®

adjust noninvasive positive pressure ventilation

Copyright © 2007. NBRC. Al rights reserved.
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Cognitive
Level

Entry Level CRT Examination
Detailed Content Outline

Recall
Application
Analysis
Totals

Open celis show an ination could include items from indicated cognitive levels.
Shaded cells prevent appearance of items on examinations.

g. monitor and adjust alarm settings

h. adjust ventilator settings based on ventilator graphics

i. change type of ventilator

J. change patient breathing circuitry

k. reduce auto-PEEP

I. reduce plateau pressure

4. Recommend pharmacologic interventions including use of

a. bronchodilators

b. antiinflammatory drugs e.g.,

o leukotriene modifiers e cromolyn sodium
e corticosteroids

c. mucolytics and proteolytics e g.,

e acetylcysteine o hypertonic saline
e RhDNAse

cardiovascular drugs e.g., ACLS protocol agents

antimicrobials e.g., antibiotics

sedatives

analgesics

sle|alo|a

paralytic agents

diuretics

surfactants

—

k. vaccines e.g., pneumovax, influenza

H. Determine the Appropriateness of the Prescribed Respiratory Care Plan
and Recommend Modifications When Indicated by Data

1. Analyze available information to determine the pathophysiological state

2. Review

a. planned therapy to establish therapeutic plan

b. interdisciplinary patient and family plan

3. Determine appropriateness of prescribed therapy and goals for identified
pathophysiological state

4. Recommend changes in therapeutic plan when indicated

[$)]

. Perform respiratory care quality assurance

6. Develop

a. quality improvement program

b. respiratory care protocols

Copyright © 2007. NBRC. All rights reserved.
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Effective Date: 07-10-2009

Entry Level CRT Examination
Detailed Content Outline

Open cells show an examination could include items from indicated cognitive levels.
Shaded cells prevent appearance of items on examinations.

7. Monitor outcomes of

a. quality improvement programs

Cognitive
Level
[ —
=] .22
= - ’d —
¥ o €| =
e | <
<

b. respiratory care protocols

8. Apply respiratory care protocols

I. Initiate, Conduct, or Modify Respiratory Care Techniques in an
Emergency Setting

1. Treat cardiopulmonary emergencies according to

a. BCLS

b. ACLS

c. Pediatric Advanced Life Support (PALS)

d. Neonatal Resuscitation Program (NRP)

2. Treat a tension pneumothorax

3. Participate in

a. land/ air patient transport

b. intra-hospital patient transport

c. disaster management

d. medical emergency team (MET) e.g., rapid response team

J. Act as an Assistant to the Physician Performing Special Procedures

Intubation

Bronchoscopy

Thoracentesis

Tracheostomy

Chest tube insertion

Moderate (conscious) sedation

S| on) o] i e

Cardioversion

8. Ultrasound

K. Initiate and Conduct Pulmonary Rehabilitation and Home Care

1. Monitor and maintain home respiratory care equipment

2. Explain planned therapy and goals to a patient in understandable terms to
achieve optimal therapeutic outcome

Educate a patient and family in health management

Interact with a case manager

Counsel a patient and family conceming smoking cessation

Instruct patient and family to assure safety and infection control

NG oy ailiod

Modify respiratory care procedures for use in home

Totals

35|74 | 31140
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Cognitive
Level

Therapist Written RRT Examination
Detailed Content Outline

Recall
Application
Analysis
Totals

Open cells show an examination could include items from indicated cognitive levels.
Shaded cells prevent appearance of items on examinations.

E-N
—
-~
N
(-]

I. PATIENT DATA EVALUATION AND RECOMMENDATIONS

A. Review Data in the Patient Record

1. Patient history e.g.,

e present iliness e progress notes

e admission notes e diagnoses

e respiratory care orders + DNR status

e medication history o patient education (previous)

2. Physical examination relative to the cardiopulmonary system e.g., vital
signs, physical findings

3. Laboratory data e.g.,

e CBC e culture and sensitivities
o electrolytes e sputum Gram stain
e coagulation studies

4. Pulmonary function results

o

Blood gas results

6. Imaging studies e.g.,

e radiograph e MRI
o CT

7. Monitoring data

a. fluid balance

b. pulmonary mechanics e.g., maximum inspiratory pressure, vital
capacity

c. respiratory e.g.,
e rate e | E
e tidal and minute volume

d. pulmonary compliance, airways resistance, work of breathing

€. noninvasive e.g.,
e pulse oximetry e capnography
o \/p/V1 e transcutaneous O,/ CO,

8. Cardiac monitoring

a. ECG data results e.g., heart rate, rhythm

b. hemodynamic monitoring results e.g.,

o blood pressure o PA pressure
o CVP o cardiac output / index
9. Maternal and perinatal / neonatal history and data
e Apgar scores e L /S ratio

o gestational age

10. Sleep study results e.g., diagnosis, treatment

Copyright © 2007. NBRC. All rights reserved.
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Coghnitive
Level

Therapist Written RRT Examination
Detailed Content Outline

Recall

Open cells show an examination could include items from indicated cognitive levels.
Shaded cells prevent appearance of items on examinations.

Application

Analysis

Totals

B. Collect and Evaluate Additional Pertinent Clinical Information 2

1. Assess a patient's overall cardiopulmonary status by inspection to
determine

a. general appearance e.g.,
e venous distention e diaphoresis
e edema e clubbing
e accessory muscle activity e cyanosis
o chest wall movement e breathing pattern

b. airway assessment e.g., macroglossia, neck range of motion

c. cough, sputum amount and character

d. Apgar score, gestational age, transillumination of chest

2. Assess a patient's overall cardiopulmonary status by palpation to
determine

a. pulse, rhythm, force

b. asymmetrical chest movements, tactile fremitus, crepitus,
tenderness, secretions in the airway, and tracheal deviation

3. Assess a patient's overall cardiopulmonary status by percussion

4. Assess a patient's overall cardiopulmonary status by auscultation to
determine presence of

a. breath sounds

b. heart sounds and rhythm

c. blood pressure

5. Interview a patient to determine

a. level of consciousness and orientation, emotional state, and ability to
cooperate

level of pain

presence of dyspnea, sputum production, and exercise tolerance

social history e.g., smoking, substance abuse

olalo|o

advance directives e.g., DNR status

6. Assess a patient’s learning needs

7. Review a chest radiograph to determine

. _quality of imaging e.g., patient positioning, exposure

. position of endotracheal or tracheostomy tube

. presence of foreign bodies

a

b

c. position of indwelling tubes and catheters
d

e.

position of or change in hemidiaphragms or mediastinum

8. Review lateral neck radiographs e.g., epiglottitis, foreign body

Copyright © 2007. NBRC. All rights reserved.
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Effective Date: 01-01-2010

LATOR

Therapist Written RRT Examination
Detailed Content Outline

Open cells show an examination could include items from indicated cognitive levels.
Shaded cells prevent appearance of items on examinations.

Level

Cognitive

Recall

9. Perform procedures

a.

12-lead ECG

Application

Analysis

transcutaneous monitoring

pulse oximetry and capnography

Q0o

tidal volume, minute volume, vital capacity, and peak flow
measurements

bedside spirometry e.g., FVC, FEV,

arterial sampling - percutaneous or line

arterialized capillary blood sampling

Sl

timed walk test e.g., 6-minute

oxygen titration with exercise

j. blood gas / hemoximetry analysis
k. exhaled nitric oxide
I. hemodynamic monitoring e.g., blood pressure, CVP
m. lung mechanics e.g.,
e plateau pressure e airways resistance
o MIP e compliance
o MEP
n. ventilator graphics e.g., pressure / volume loop
0. apnea monitoring
p. overnight pulse oximetry
q. tracheal tube cuff pressure and / or volume
r. arterial line insertion
s. stress testing e.g., ECG, pulse oximetry
t. pulmonary function laboratory studies
u. CPAP / BIPAP titration during sleep
v. auto-PEEP detection

10. Interpret procedure results including

a.

12-lead ECG e.g.,

e rate o artifacts
e irregular rhythm

b. transcutaneous monitoring

o

pulse oximetry and capnography

tidal volume, minute volume, vital capacity, and peak flow
measurements

bedside spirometry e.g., FVC, FEV,

~h

arterial sampling - percutaneous or line

arterialized capillary blood sampling

Copyright © 2007. NBRC. All rights reserved.
Page 3

24

Totals






Effective Date: 01-01-2010

Therapist Written RRT Examination
Detailed Content Outline

Open cells show an examination could include items from indicated cognitive levels.
Shaded cells prevent appearance of items on examinations.

Level

Cognitive

Recall
Application

h. timed walk test e.g., 6-minute

i. oxygen titration with exercise

blood gas / hemoximetry analysis

exhaled nitric oxide

—| & |

cardiopulmonary calculations e.g., P(A-a)O,, Vp / V¢

hemodynamic monitoring e.g., blood pressure, CVP

=3

lung mechanics e.g.,

e plateau pressure e MEP
e MIP

ventilator graphics e.g., pressure/volume loop

apnea monitoring

overnight pulse oximetry

tracheal tube cuff pressure and/or volume

arterial line insertion

stress testing e.g., ECG, pulse oximetry

pulmonary function laboratory studies

S|E|=|0 | [Q|T O

CPAP / BIPAP fitration during sleep

w. auto-PEEP detection

Analysis

C. Recommend Procedures to Obtain Additional Data

1. Blood tests e.g., hemoglobin, potassium

Radiographic and other imaging studies

Diagnostic bronchoscopy e.g., evaluate hemoptysis, atelectasis

Sputum Gram stain, culture and sensitivities e.g., pneumonia

Bronchoalveolar lavage (BAL)

Pulmonary function testing

Lung mechanics e.g., compliance, airways resistance

Blood gas analysis, pulse oximetry, and transcutaneous monitoring

olo|Nlofa|s|w|n

ECG

—
=

Capnography

-
-

. Hemodynamic monitoring e.g., blood pressure, CVP

-
N

. Insertion of monitoring catheters e.g., arterial

-
w

. Sleep studies

-
S

. Thoracentesis e.g., pleural effusion
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Effective Date: 01-01-2010

Cognitive
Level
Therapist Written RRT Examination
Detailed Content Outline 51

@ | = [} °
14 & 2 -

Open cells show an examination could include items from indicated cognitive levels. <

Shaded cells prevent appearance of items on examinations.
Il. EQUIPMENT MANIPULATION, INFECTION CONTROL, AND QUALITY 21812
CONTROL

4|8

A. Manipulate Equipment by Order or Protocol 2] 2
1. CPAP devices — mask, nasal, or bilevel = =

2. Ventilators

a. pneumatic, electric, fluidic, and microprocessor

b. noninvasive positive pressure

c. high frequency

3. Artificial airways

a. laryngeal mask airway (LMA)

b. esophageal-tracheal Combitube®

4. Gas delivery, metering, and clinical analyzing devices

a. oxygen concentrators

b. portable liquid oxygen systems

c. portable oxygen concentrators

d. air compressors

Point-of-care analyzers e.g., biood gas, electrolytes

Incubators

High frequency chest wall oscillation

He/02

© RN

Hemodynamic monitoring devices

a. pressure transducers

b. catheters e.g., arterial, pulmonary artery

10. CO, He, O, and specialty gas analyzers

11. Bronchoscopes

B. Ensure Infection Control

1. Assure proper handling of biochazardous materials

2. Incorporate ventilator-associated pneumonia protocol

3. Implement infectious disease protocols e.g.,

e avian flu e transmission prevention
e SARS

4. Adhere to infection control policies and procedures e.g., Standard
Precautions

C. Perform Quality Control Procedures For

1. Blood gas analyzers, co-oximeters

2. Gas analyzers

3. Point-of-care analyzers

4. Pulmonary function equipment
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Cognitive
Level

Therapist Written RRT Examination
Detailed Content Outline

Recall
Application
Analysis
Totals

Open cells show an examination could include items from indicated cognitive levels.
Shaded cells prevent appearance of items on examinations.

5. Mechanical ventilators

6. Gas metering devices e.g., flowmeter

7. Noninvasive monitors e.g., transcutaneous

8. Record and monitor QC data using accepted statistical methods

lll. INITIATION AND MODIFICATION OF THERAPEUTIC PROCEDURES

A. Maintain Records and Communicate Information

1. Record therapy and results using conventional terminology as required
in the health care setting and/or by regulatory agencies

a. specify therapy administered, date, time, frequency of therapy,
medication, and ventilatory data

b. note and interpret patient's response to therapy

1) effects of therapy, adverse reactions, patient's subjective and
objective response to therapy

2) verify computations and note erroneous data

3) auscultatory findings, cough and sputum production and
characteristics

4) vital signs

5) pulse oximetry, heart rhythm, capnography

2. Communicate information

a. regarding patient's clinical status to appropriate members of the
health care team

b. relevant to coordinating patient care and discharge planning

3. Accept and verify patient care orders

4. Apply computer technology to patient safety initiatives e.g., drug
dispensing, order entry

5. Communicate results of therapy and alter therapy by protocol(s)

6. Explain planned therapy and goals to a patient in understandable terms
to achieve optimal therapeutic outcome

7. Educate a patient and family conceming smoking cessation and health
management

B. Maintain a Patent Airway Including the Care of Artificial Airways

1. Properly position a patient

2. Perform endotracheal intubation

3. Maintain position in the airway and appropriate cuff inflation of

a. LMA

esophageal-tracheal Combitube®

endotracheal tube

alo|o

tracheostomy tube
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Shaded cells prevent appearance of items on examinations.

4. Perform extubation

C. Remove Bronchopulmonary Secretions

1. Perform

a. postural drainage, percussion, or vibration

nasotracheal suctioning

oropharyngeal suctioning

ale|o

airway clearance using mechanical devices e.g., high frequency
chest wall oscillation, vibratory PEP

2. Suction artificial airways

3. Administer aerosol therapy with prescribed drugs

4. Instruct and encourage bronchopulmonary hygiene techniques

D. Achieve Adequate Respiratory Support

1. Instruct a patient in deep breathing and incentive spirometry techniques

2. Initiate and adjust

a. |PPB therapy

b. continuous mechanical ventilation settings

c. noninvasive ventilation

d. elevated baseline pressure e.g., CPAP, PEEP

3. Select ventilator graphics e.g., waveforms, scales

4. Initiate and select appropriate settings for high frequency ventilation

5. Administer medications

a. aerosolized

b. dry powder preparations

c. endotracheal instillation

6. Initiate and modify weaning procedures

7. Position patient to minimize hypoxemia

8. Apply disease-specific ventilator protocols (e.g. ARDS-Net protocol)

E. Evaluate and Monitor Patient's Objective and Subjective Responses to
Respiratory Care

1. Recommend and review a chest radiograph

2. Obtain a blood gas sample

a. by puncture

b. from an arterial or pulmonary artery catheter

c. from arterialized capillary blood

3. Perform

a. transcutaneous monitoring

b. blood gas and hemoximetry analyses

Copyright © 2007. NBRC. All rights reserved.
Page 7

28





Effective Date: 01-01-2010

Cognitive
Level
Therapist Written RRT Examination
Detailed Content Outline 5 | o

=l5|a|e
SIS|>| =
2 |2|S|5
'4 % g =

Open cells show an examination could include items from indicated cognitive levels. <

Shaded cells prevent appearance of items on examinations.

c. capnography

d. hemodynamic assessment

4. Interpret results of

a. hemodynamics

b. capnography

5. Observe for signs of patient-ventilator dysynchrony

6. Measure and record vital signs, monitor cardiac rhythm, and evaluate
fluid balance - intake and output

7. Perform and interpret results of pulmonary function testing

spirometry

compliance and airways resistance

lung volumes

Dieo

olale ||

exercise

-

bronchoprovocation studies

8. Recommend blood tests e.g., hemoglobin, potassium

9. Auscultate the chest and interpret changes in breath sounds

F. INDEPENDENTLY MODIFY Therapeutic Procedures Based on the
Patient’s Response

1. Terminate treatment based on patient's response to therapy

2. Modify treatment techniques

a. IPPB

b. incentive breathing devices

c. specialty gas therapy e.g., He / O,, NO

1) change mode of administration

2) adjust flow or gas concentration

d. management of artificial airways

1) reposition or change endotracheal or tracheostomy tube

2) perform tracheostomy care

e. mechanical ventilation

1) improve patient synchrony

2) enhance oxygenation

3) improve alveolar ventilation

4) adjust| : E settings

5) modify ventilator techniques

6) adjust noninvasive positive pressure ventilation

7) adjust ventilator settings based on ventilator graphics
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8) change type of ventilator

9) alter mechanical dead space

10) initiate procedures for weaning

G. RECOMMEND Maodifications in the Respiratory Care Plan Based on the
Patient’s Response

1. Recommend

a. institution of bronchopulmonary hygiene procedures

treatment of pneumothorax

sedation and/or use of muscle relaxant(s)

adjustment of fluid balance

adjustment of electrolyte therapy

insertion or change of artificial airway

weaning from mechanical ventilation

sl@|xw|®||0 T

extubation

i. discontinuing treatment based on patient response

2. Recommend changes in

a. patient position

b. inhaled drug dosage or concentration

3. Recommend changes in mechanical ventilation to

improve patient synchrony

enhance oxygenation

improve alveolar ventilation

adjust | : E settings

modify ventilator techniques

adjust noninvasive positive pressure ventilation

adjust ventilator settings based on ventilator graphics

SlQi~|o|alo|To

change type of ventilator

alter mechanical dead space

j. reduce auto-PEEP

k. reduce plateau pressure

4. Recommend pharmacologic interventions including use of

cardiovascular drugs e.g., ACLS protocol agents

antimicrobials e.g., antibiotics

sedatives

analgesics

paralytic agents

~(P|alo | T

diuretics
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g. surfactants

h. vaccines e.g., pneumovax, influenza

H. Determine the Appropriateness of the Prescribed Respiratory Care Plan
and Recommend Modifications When Indicated by Data

1. Analyze available information to determine the pathophysiological state

2. Review

a. planned therapy to establish therapeutic plan

b. interdisciplinary patient and family plan

3. Determine appropriateness of prescribed therapy and goals for identified
pathophysiological state

4. Recommend changes in therapeutic plan when indicated

&

Perform respiratory care quality assurance

6. Develop

a. quality improvement program

b. respiratory care protocols

7. Monitor outcomes of

a. quality improvement programs

b. respiratory care protocols

8. Apply respiratory care protocols

9. Conduct health management education

I. Initiate, Conduct, or Modify Respiratory Care Techniques in an
Emergency Setting

1. Treat cardiopulmonary emergencies according to

a. ACLS

b. Pediatric Advanced Life Support (PALS)

c. Neonatal Resuscitation Program (NRP)

2. Treat a tension pneumothorax

3. Participate in

a. land / air patient transport

. intra-hospital patient transport

b
c. disaster management
d. medical emergency team (MET) e.g., rapid response team
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J. Act as an Assistant to the Physician Performing Special Procedures

1. Intubation

Bronchoscopy

Thoracentesis

Tracheostomy

Chest tube insertion

Insertion of venous or arterial catheters

EIEA PSS

Moderate (conscious) sedation

8. Cardioversion

K. Initiate and Conduct Pulmonary Rehabilitation and Home Care

1. Initiate and adjust apnea monitors

2. Explain planned therapy and goals to a patient in understandable terms
to achieve optimal therapeutic outcome

Educate a patient and family in health management
Interact with a case manager

Counsel a patient and family conceming smoking cessation

Instruct patient and family to assure safety and infection control

Modify respiratory care procedures for use in home

SN O N

Initiate treatment for sleep disorders e.g., CPAP
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Texas Society for Respiratory Care
P.O. Box 515459

Dallas Texas 75251

972-487-8383

Fax: 972.487.8585

www.tsrc.org
Email:  tsrc@verizon.net

Senator Jane Nelson

Chair, Texas Sunset Advisory Commission
P.O. Box 13066

Austin, TX

6-4-2014
Senator Nelson,

The Texas Society for Respiratory Care (TSRC) represents 14,568 respiratory care practitioners (RCP)
who are currently licensed to practice respiratory care in the great state of Texas.

The Respiratory Care Practice Act was signed into law by the Texas Legislature in 1986, almost 30 years
ago to ensure oversight of this growing healthcare profession. Since that time there have been some very
significant advances in the art and science of respiratory care. These advancements include treatment
modalities, invasive and non-invasive procedures, diagnostic testing, medical equipment such as
mechanical ventilators and medications for the treatment of asthma and COPD. Specialty credentials and
exams for special certifications have also been established for asthma education, neonatal and pediatric
specialists, smoking cessation counselors, and pulmonary rehabilitation specialist just to mention a few.
Although respiratory therapists are credentialed by the NBRC, the NBRC does not regulate or provide
oversight of respiratory therapists — they are simply the national testing and credentialing agency for the
respiratory care profession.

With the advance of the technology, new medicines, new procedures and diagnostic testing came the need
for better trained and qualified respiratory therapists (respiratory care practitioners) and the need for close
oversight and regulation, which led to the development of several new respiratory care education
programs. There are now several Texas colleges offering Respiratory Care programs of study leading to
either Associate, Bachelor or Master degrees. The licensure requirement for RCP’s in Texas was an
important catalyst in the establishment of those programs. Such programs help to develop critical
thinking skills in the students, which ultimately leads to better and safer care for the patients treated by
respiratory care practitioners in Texas — which was the intention of the Respiratory Care Practice Act.
Since the passage of the Respiratory Care Practice Act there has been a very low incidence of disciplinary
action against licensed RCP’s, which is a testament to the fact that the Act has achieved its intended goal.

According to the Sunset Commission’s own published information, affected professionals were notified
and asked for comment on this decision. I can tell you with absolute certainty that the TSRC was never
notified or asked for input on this matter, nor was | as a practicing RCP, nor were any of my RCP
colleagues. To allow this Act to “sunset” and not transfer oversight and regulation to the Department of
Licensing and Regulation would be a major step backward for the Respiratory Care profession, more
importantly, for the patients we serve every day. Without the license requirement employers (hospitals,
home health agencies, skilled nursing facilities, and home medical equipment companies) would be free
to hire untrained and unqualified personnel “off the street” to provide services that require a very high
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level of skill and expertise — for which there would be no regulation or oversight. | can think of no
greater disservice to the citizen patients of Texas than to subject them to subpar and dangerous care
provided by untrained and unskilled personnel who are not subject to the rigorous standards, regulation
and oversight found in the Respiratory Care Practice Act.

In addition to compromising patient safety this would have a significant negative impact on all respiratory
care programs in all Texas colleges with regard to enrollment — who in their right mind would spend 4
years in college and the expense involved to get a degree that will allow you to do something the kid
down the street can do without a degree or professional credential (such as the RRT [registered
respiratory therapist] credential)?

Prior to the passing of this Act by the Texas legislature there was no regulation or oversight and people
who were untrained and unqualified were technically eligible to become “professional” health care
providers. As stated earlier the advances in the art and science of respiratory care and the advances in the
technology have increased almost exponentially since that time. If our legislators saw the importance of
licensing RCP’s in Texas nearly 30 years ago when the technology and medicines were far less
complicated than they are now would not our legislators today see an even more critical need to license
this profession and provide even more regulation and oversight? Our citizens deserve better than to be
forced to have care provided to them by an unqualified, poorly trained person whose background may or
may not be very questionable.

The Texas Society for Respiratory Care rigorously opposes the effective de-licensing of RCP’s in the
state of Texas. We believe it is bad for patients, bad for respiratory education programs, bad for health
care facilities, and bad for Texas. De-licensing RCP’s will lead to an increase in medical mistakes,
malpractice, and increase liability for all concerned. Ultimately this will lead to an increase in the cost of
care. The TSRC urges you to move the regulation of RCP’s to the Department of Licensing and
Regulation.

Sincerely,

The Board of Directors, Texas Society for Respiratory Care

J. Mark Barch, MS, RRT, RCP Terry Gilmore, MA, RRT, RCP
President Senior Delegate

Tommy Rust, M.Ed, RRT, RCP, FAARC Jennifer Gresham, Ed.D, RRT-NPS, RCP
Vice President North Texas Region President

Russell Graham, BSRC, RRT, CPFT, RCP Gaylene Lee, M.Ed, RRT-NPS, TTS, RCP

President — Elect Central Texas Region President
Tony Flores, BSRC, RRT, RCP Bob Herrington, BSRC, RRT, RCP
Past President South Texas Region President
Aletta Cline, RRT Pablo Quijas, RRT, RCP
Northwest Texas Region President Southwest Texas Region President
Shanna English, CRT, RCP Pedro Zavalios, M.D.

Treasurer Medical Advisor







