
Therapist-Directed Protocols Designed With Health-Care
Reform in Mind

A multitude of evidence supports the use of therapist-
directed protocols in respiratory care. In 1996, Stoller1

highlighted the issue of misallocation of respiratory ser-
vices and proposed therapist-driven protocols as a work-
able solution. His group at the Cleveland Clinic Founda-
tion followed up with publication of data showing that
therapist-driven protocols were effective in containing costs
even when used on sicker subjects with longer lengths of
stay.2 At the same time, Ford and his team3 at the Uni-
versity of California San Diego Medical Center shared
their experience with wide-scale implementation of ther-
apist-driven protocols that resulted in a significant reduc-
tion in the amount of therapy delivered as well as a re-
duction in operational expenses. In 1998, Kollef and
respiratory therapists4 at Barnes-Jewish Hospital enrolled
almost 700 study subjects and verified that those managed
through a therapist-initiated protocol received more appro-
priate therapy and generated fewer charges than subjects
managed through physician-directed care.

Therapist-Driven Protocols and Lean Hospitals

It was in the mid-1990s that health care became inter-
ested in adopting lean methods as a way of addressing
longstanding quality and cost problems. Lean methods have
been used successfully in the auto industry for decades,
most notably by Toyota, to reduce costs by developing
processes that are more cost-efficient and require fewer
resources, including capital equipment, supplies, and la-
bor.5 A unique perspective on therapist-driven protocols
that dovetailed into the lean concept was provided by
Durbin6 through his study of protocol care in the ICU at
the University of Virginia. He pointed out that although
therapist-driven protocols are designed for improving ef-
ficiencies in the delivery of respiratory services, they are
also effective in eliminating variations in care provided to
patients. By eliminating variations when providing ther-
apy, respiratory therapists are using lean concepts to min-
imize the waste of over-production and under-production
that occurs when patients are ordered to receive unneces-
sary therapy or, conversely, not treated with the appropri-
ate therapy. In subsequent years, there have been addi-
tional investigations of therapist-driven protocols that
validated the findings of these earlier studies. Therapist-

driven protocols are now an accepted part of the practice
of respiratory care, and few question their efficacy.

Projected Growth in Health-Care Spending

In consideration of the previous facts, one may well ask
why another investigation of therapist-directed protocols
is necessary or even of any interest. To find the answer,
one must consider the significant transformation of health
care that is under way. According to the National Health
Expenditure Projections 2013–2023, overall spending on
health care is estimated to increase to 19.3% of our gross
domestic product by 2023, which translates into approxi-
mately $2.5 trillion in costs per year, and hospital costs are
expected to continue at a growth rate of 6.2% annually.7

Much has been made of the unsustainability of this pro-
jected rate of growth, and thus the Patient Protection and
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Affordable Care Act was designed with goals aimed at
ensuring health-care quality while making efforts to re-
duce costs.8 An amendment to the original Patient Protec-
tion and Affordable Care Act legislation established the
Hospital Readmissions Reduction Program and gave the
Centers for Medicare and Medicaid Services (CMS) the
authority to penalize hospitals with higher than average
readmission rates for a limited number of diagnosis codes
by reducing overall reimbursement. CMS proposed refine-
ments to the Readmissions Reduction Program for 20159

and added additional diagnosis codes to the original cost
containment program, including COPD. In the future, hos-
pitals with elevated readmissions of patients with COPD
will be subject to negative adjustments in their overall
reimbursement rates from CMS.

Therapist-Directed Protocols and Readmission Rates

This brings us to some new information provided
through the latest investigation of therapist-directed pro-
tocols. In this issue of RESPIRATORY CARE, a study by Werre
et al10 provides respiratory therapists with yet another rea-
son to implement therapist-directed protocols. The find-
ings of their investigation suggest that a reduction in 30-d
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readmission rates for COPD subjects with acute pneumo-
nia may be more highly associated with care provided
through therapist-directed protocols compared with physi-
cian-directed care. If these results can be validated, this
piece of information will provide additional support for
and justification of the value of respiratory therapists
working in acute care facilities. Additionally, for respira-
tory therapy departments not using therapist-directed
protocols, this information may provide the additional im-
petus needed to convince department directors, adminis-
tration, and physicians to support the implementation of a
protocol program.

The authors discuss limitations of their investigation
that should cause respiratory therapists to view the re-
duced readmission data with caution. This was a retro-
spective study, and bias may have resulted from the pro-
cess that was used to determine whether subjects were
treated by therapist-directed or physician-directed care. The
investigators used a listing of physicians who were known
not to use the protocol as a guide to determine which
subjects were assigned to the physician-directed group.
Additional bias may have resulted from the unequal dis-
tribution of subjects between study groups; there were
twice as many subjects in the therapist-directed group as in
the physician-directed group.

The variation in readmission rates between the 2 groups
is intriguing despite the noted limitations of the study.
According to the CMS performance report on outcome
measures,11 the median risk-standardized readmission rate
for COPD exacerbations hovered around 21% in 2009–
2011. The fact that the physician-directed group’s read-
mission rates at 19.5% are consistent with existing read-
mission rates for patients with COPD while the therapist-
directed group’s readmission rates at 9.3% are significantly
below the national median supports increased reliance on
the expertise of the respiratory therapist to provide timely,
effective, cost-efficient care to this population of patients.

Summary

There is no doubt that therapist-directed protocols are
an effective way of providing therapy to patients in need
of respiratory care. Therapist-directed protocols have been
shown to provide the right therapy to the right patients in
an effective and efficient manner. The current investiga-
tion presents us with an additional reason for promoting
the use of therapist-directed protocols by suggesting a re-
duced readmission rate in the therapist-directed care group.
Respiratory therapists must advocate for the continued or

expanded use of these therapist-driven protocols as a way
of assisting their institutions to potentially reduce COPD
readmissions and minimize CMS reimbursement reduc-
tions.
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