
From Here to There: Vision, Value, and the Advancement of
Respiratory Care

The GPS app on my smartphone was on, and my des-
tination loaded. I was on my way. I knew where I was
going and I knew the general direction I would have to
travel, but I had a number of options concerning the route.
Since I didn’t know which one would be best, I was con-
tent to leave that decision up to the voice my family calls
“Penelope.” She would get me “from here to there.” Pe-
nelope has an impeccable sense of direction and an un-
limited supply of data that helps me avoid most of the
detours and delays along the way. She can direct the route
for the shortest distance traveled and amount of time re-
quired to reach almost any destination.

I wish navigating the future of respiratory care was as
easy. We know the general direction of our profession, and
our national organizations are working together to lead the
way. However, it’s the dimly lit fog of strategies, initia-
tives, procedural steps, and ever-evolving challenges within
the current climate and culture of health care that will slow
us down. As they say, the devil is in the details. That’s
why moving our profession from here to there will require
influential practitioners who can articulate the collective
vision for respiratory care and demonstrate the value of
our profession in whatever practice settings they encoun-
ter. In this issue of RESPIRATORY CARE, the article by Robert
Dailey et al1 illustrates how respiratory therapists can bring
value to the bedside and advance the profession within
their sphere of influence.

Vision

Leadership is not fully defined by position or status alone.
John Maxwell states, “The only thing a title can buy is a little
time—either to increase your level of influence with others
or to undermine it.”2 May I suggest the same is true with a
credential? Credentials provide an opportunity to practice,
but it’s our responsibility to maintain credibility, grow as

professionals, and continue moving respiratory care forward
as a respected and essential partner in health care. In its most
basic form, leadership is influence.3 By that definition, any-
one can be a leader—since anyone can have influence—
either from the front or from within a team. However, the
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element that makes leadership effective is vision. Vision is
the “there” in the from here to there. It’s a picture of what
our profession could be and should be. Without a clearly
communicated “there” in mind, travelers have no sense of
direction and often find themselves lost along the way.

A common, coherent vision creates an environment in
which well-conceived strategies can be formed and imple-
mented. In the pursuit of the vision, both the responsibil-
ities and the successes can be shared,4 which strengthens
organizational and professional standing. Shared vision
within a profession can promote intellectual curiosity and
creativity—exactly what is needed to address the shifting
health-care challenges in general and respiratory care prac-
tice in particular.5 For many years the American Associ-
ation for Respiratory Care, Committee on Accreditation
for Respiratory Care, National Board for Respiratory Care,
and other organizational leaders in respiratory care have
been trying to communicate a unifying picture for the
profession. “Creating a Vision for Respiratory Care in
2015 and Beyond,”6 along with the associated conferences
on the competencies needed for future practice7 and how
the workforce will need to transform for maximum effec-
tiveness,8 attempt to bring a sharper focus to that vision.

Undoubtedly, respiratory care needs strong influencers
nationally. Equally as important, we need them locally. It
is the respiratory therapists at the bedside, in the clinic, in
front of the classroom, at the research table, on the dis-
charge planning team, and in every arena of practice—
inside and outside of the hospital—who must embrace the
shared vision and extend the profession to its broadest
circumference. Vision energizes practitioners to question
ideas, gives them the courage to pursue answers to questions,
and motivates them to see evidence-based strategies through
to implementation. It’s this type of common, vision-driven
influence that will shape our future and define our value.
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Value

In the ever-changing milieu of health care, the chal-
lenges have never been greater. The shifting paradigms of
payment systems—from traditional fee-for-service reim-
bursement models to outcomes-based care and collective
accountability—have turned the financial management of
health care upside down.9 Even more difficult for practi-
tioners to embrace may be the challenges of redesigning
practice from a therapy-driven model of care to a holistic,
patient-centered model that focuses on patient outcomes,
disease management, interprofessional care coordination,
and evidence-based scholarship and practice. These are the
arenas where respiratory therapists can have the greatest,
most immediate impact. Every hospital is focused like a
laser beam on improving patient safety, reducing readmis-
sions, minimizing risk, and lowering costs. In some ways,
these objectives are more valuable than generating reve-
nue because they increase the overall margin without con-
suming resources. When respiratory therapists implement
strategies, such as those offered by Dailey et al,1 that ef-
fectively and consistently contribute to these objectives,
we add value to the organization and solidify our position
as an economic partner in optimizing the margin (ie, more
than an expensive cost center).

Additionally, value should imply more than cost reduc-
tion or financial benefit to an institution. It is also created
by giving exceptional quality and making a significant
impact on the overall patient experience and outcome.10

Whether it’s in clinical practice in the medical center ICU,
chronic disease management in a regional hospital, tobacco
cessation at a community center, or initiatives in clinical
research, practitioners of influence and vision must ad-
vance the profession in an ever-widening scope and diver-
sity of practice to treat the substantial number of patients
with acute and chronic cardiopulmonary disorders. In do-
ing so, we demonstrate our ability to improve the overall
health of our patients and communities.

There is ample and growing evidence that respiratory
therapists are in an enviable position to contribute value to
health-care delivery in a variety of ways, including pa-
tient-centered protocols,11 disease management,12,13 tele-
health14 and discharge planning,15 to name just a few. The
article by Dailey et al1 illustrates the value respiratory
therapists can have in the expansion of respiratory care
and the immediate impact they can have on patient care.
The ripple effect these kinds of interventions have on health
care ultimately extends beyond simple patient outcomes to
work flows and processes in the continuity of care for the
patient, efficiency within the organization, and cost reduc-
tion. That’s demonstrated value and the practical benefit of
scholarly activity conducted by practicing therapists. The
article validates the kind of front line innovation necessary
for the effectiveness of respiratory care at a local level,

where therapists are searching for ways to utilize their
professional influence and tackle the tough questions that
impact their practice setting.

Advancement

The respiratory therapist is a unique, strong, and capa-
ble resource at the very center of the crossroads in health
care. The direction our profession ultimately takes will be
determined by the willingness of therapists to embrace the
opportunities facing them and their attempts to make their
own unique contributions to the strength and scope of their
practice. The benefit of the protocols, initiatives, and strat-
egies we can bring to the table are not of exclusive interest
to the therapist: They can be appreciated and implemented
by practitioners in a wide variety of disciplines. The ulti-
mate significance of our involvement is that it strengthens
our standing and contribution as a valuable partner in the
interprofessional team setting.

Practitioners strongly desire professional growth and the
opportunity to expand their practice, including reimburse-
ment for services.16 The identified core competencies of
technical proficiency, interprofessional practice, commu-
nication, critical thinking, and professionalism are vital
elements of the foundational underpinning for the strate-
gies that will move us in that direction.5 The expanding
vision for baccalaureate entry level, master’s degree prac-
tice, or an advanced practice respiratory therapist should
not be ignored or discounted as out of touch or out of
reach. Neither should the value of evidence-based schol-
arship—when it is initiated and conducted by therapists
who are curious, courageous, and committed to widening
the scope of our profession—be underestimated. Such in-
ternal leadership and vision should be encouraged and
supported at every opportunity.17

There is no doubt the journey from here to there will
continue to be full of unexpected twists, turns, and chal-
lenges. Failure to prioritize value and move our profession
forward will haunt us, perhaps sooner rather than later.
Nevertheless, I am convinced the next decade can be marked
with considerable progress in research, improvements in
clinical practice, and breakthroughs for our profession.
That can be our “there” if every therapist will embrace the
shared vision, take responsibility for his or her corner of
the profession, and become a practitioner of influence who
can articulate who we are and the unique contribution we
bring to the health-care team.
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