
Moving the Practice of Respiratory Therapy Forward

In this issue of RESPIRATORY CARE, Chatburn et al,1 from
the Cleveland Clinic, describe their experience with a respi-
ratory therapy consult service at the main campus hospital
compared with 2 off–main campus hospitals without a respi-
ratory therapy consult service. These investigators found that
the current rate of misallocation of respiratory treatments,
represented by the agreement rate for the prescribed treat-
ment with established local protocols and guidelines, was
greater compared with benchmark rates at the same hospital
20 y ago (37% versus 14%); this seemed to be driven pri-
marily by the misallocation of bronchopulmonary hygiene
treatments.1 However, they also observed that the agreement
for non–respiratory therapy consult service based respiratory
therapy orders at the main campus, where the respiratory
therapy consult service was available for � 20 y, was greater
compared with the off–main campus hospitals (71% versus
20%).1 Despite the limitations of their investigation, as nicely
outlined by the investigators, this study has several important
implications for respiratory therapy departments when it
comes to overseeing their practice protocols and guidelines,
even if they do not have a formal respiratory therapy consult
service. First and foremost, the comparative experience from
these 3 hospitals supports the ability of standardized respiratory
care approaches for attaining greater adherence with evidence-
based practice standards. In addition, this study supported the
role of a respiratory therapy consult service as a tool for improv-
ing in-patient medical care but also as a vehicle for enhancing
the professional image of respiratory therapists.

The establishment of protocols and guidelines, and, pre-
sumably, respiratory therapy consult services for the delivery
of medical services does not guarantee uniformity in terms of
their current application, despite successful implementation
of those same protocols and guidelines at an institution in the
past. Over time, personnel changes, erosion of learned insti-
tutional experience or memory, and the reemergence of old
biases or misconceptions can contribute to the degradation of
the once observed impact of protocols or guidelines on pa-

tient outcomes and resource utilization. An important addi-
tional factor is the issue of hospital strain, a measure of in-
creasing bed capacity or turnover relative to fixed resources,
including personnel allocations. Increasing demand for ser-
vices without concomitant increases in resources within a
hospital, particularly within areas such as the emergency de-
partment and ICU or during high-use periods, as with influ-
enza outbreaks, can lead to attrition in adherence to estab-
lished protocols and guidelines. Examples of how hospital
strain can result in reduced quality of in-patient medical care
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are the observed reductions in the administration of venous
thromboembolism prophylaxis and greater occurrences of
medication errors.2,3 The increasing age, complexity, and
numbers of patients hospitalized in developed countries, such
as the United States and the United Kingdom, will undoubt-
edly increase hospital strain as a factor for protocol and guide-
line inefficiencies in the future.4,5 Therefore, respiratory ther-
apy departments must remain vigilant in terms of assessing
the overall effectiveness of their standardized practices, even
if they were shown to be effective in the past.

An important area in which respiratory therapy–focused
protocols and guidelines have made significant inroads is
the weaning of patients on mechanical ventilation.6 How-
ever, even for such an accepted respiratory therapy–di-
rected practice, supported by experts in the field as evi-
denced by publications and authorship of national
guidelines and evidence-based guidelines, inefficiencies in
application of this standard readily occur.7,8 A recent sys-
tematic review identified several important barriers to the
delivery of ABCDE (Awakening and Breathing Coordi-
nation, Delirium, and Early exercise/mobility bundles),
which provides potential explanations for the less-than-
optimal application of these practices.9 More than 100 bar-
riers to successful implementation of ABCDE bundles were
identified and parsed into 4 groups: patient-related factors,
including instability and safety concerns; clinician-related
factors, such as a lack of knowledge and staff safety con-
cerns; protocol-related issues, including unclear protocol
criteria and cumbersome protocols to use; and contextual
barriers, such as interprofessional team care coordination.9

Similarly, a recent review of safety events reported to the
Pennsylvania Patient Safety Reporting System identified
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8,745 missed respiratory treatments over a 5-y period and
noted that many of these were attributed to the therapist
not being available due to an emergency situation and
increased work loads.10 These types of reports highlight the
need for continual reevaluation of standardized respiratory
therapy practice delivery and the development of systematic
methods for optimizing the influence of such standardized
treatments on clinical and economic outcomes. Such system-
atic methods may include adaption and implementation of
prospective quality-improvement initiatives, use of the elec-
tronic health record and informatics algorithms to identify
both lapses in scheduled medical care and medical practices
that are ineffective in improving outcomes, and the reengi-
neering of the role and/or hierarchy of respiratory therapists.

Improving and sustaining the effectiveness of standardized
practices require a well-thought-out plan and organizational
infrastructure. However, the type of infrastructure and plan
will vary, depending on the size of the institution involved
(clinic versus hospital) and the availability of local resources.
Quality improvement is the key buzzword that represents the
overlying framework for carrying out these types of pro-
cesses. As nicely noted on the American Association of Re-
spiratory Care web site,11 measurements are “crucial” for
improving respiratory therapy practices and, by inference, the
quality of those practices. However, obtaining such measure-
ments should not be seen as prohibitive to carrying out and
delivering quality services. Rather, these should be viewed as
a means for determining the overall effectiveness of the de-
livered services and whether practice pattern changes need to
occur. The report by Chatburn et al1 identified bronchopul-
monary hygiene practices at the main campus hospital and
overall ordering of respiratory therapy at the non–main cam-
pus hospitals as standardized practices that required reevalu-
ation to enhance their delivery. These investigators should be
given credit for carrying out this investigation and obtaining
these data to identify specific practice issues that can be im-
proved as part of their ongoing quality-improvement process.
Similarly, at Barnes-Jewish Hospital, we recognize that ero-
sion in the delivery of evidence-based respiratory therapy
occurs for the reasons noted above, despite having focused on
protocol development and implementation for � 20 y.12,13

This resulted in our regular reevaluation of practices and
attempts at changing their delivery to better achieve our de-
partmental goals.14,15

The Institute for Healthcare Improvement has provided
a framework for how to better carry out quality improve-
ment in the hospital area.16 The Institute for Healthcare
Improvement states that the key to sustaining practice im-
provements is to focus on the daily work of frontline in-
dividuals, supported by a high-performance management
system that prescribes standard tasks and responsibilities
at all levels of the organization.16 This type of approach
should ensure that practices are delivered in a way that
best matches the goals of the respiratory therapy depart-

ment and the institution. Some elements that can advance
accomplishing these goals in a sustained manner are pro-
vided in Table 1. Similarly, the Agency for Healthcare
Research and Quality has provided guidance for effec-
tively carrying out quality-improvement initiatives.17 As
with the Institute for Healthcare Improvement, the Agency
for Healthcare Research and Quality16,17 places a premium
on accurate measurements of processes or outcomes that
can now be generated by the electronic health record in
most hospitals. Such measurements provide a quantitative
measure for reducing the disparities in health-care delivery
and assessing the impact of the quality-improvement ini-
tiative. Both the Institute for Healthcare Improvement and
the Agency for Healthcare Research and Quality also em-
phasize the importance of having local key opinion leaders
who support and/or guide the quality-improvement pro-
gram as well as lead the acceptance of the practice changes
that result from the quality-improvement process.

It must also be recognized that improving the delivery
of respiratory care services is important for retaining ther-
apists in this increasingly competitive health-care environ-
ment. A recent report from New York State emphasized
this important issue by assessing the results of a survey
administered to 435 therapists from that state.18 Seventy
percent of 415 respondents agreed that the practice of
respiratory care is at risk of losing practitioners. The most
important incentive identified for retention of practitioners
in the field was professional growth and an expanded scope
of clinical practice. Specifically, the most important of
these roles was of gaining the ability to assess patients,
developing a plan of care, and receiving reimbursement
for services. Having locally developed and accepted evi-
dence-based treatment protocols in place is one strategy

Table 1. Methods for Improving the Delivery of Standardized
Medical Care

Method

Cross-train staff (note this does not negate the need for each team
member to work at his or her highest level)

Reduce variability in provider practice styles (this should include
discussions on how work gets done and can help identify
opportunities for standardized approaches that promote efficiency
across the larger care team)

Use team communication methods to enhance care delivery (these
include brief huddles, impromptu and scheduled team meetings, and
staff meetings with leadership)

Ensure that staff work to the highest level of experience, skills, and
licensure (this implies that pathways are in place to enhance staff
training and credentialing for accomplishing the team’s treatment goals)

Establish standardized care protocols (these should be evidence based
and supported by local key opinion leaders)

Limit interruptions in care delivery (these are frequently due to
administrative inefficiencies and supply issues)

Manage contracted supplies (to support the standardized practices)
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for enhancing the work environment of therapists. Other
approaches include the use of a respiratory therapy consult
service as employed at the Cleveland Clinic and utilization
of advanced-practice respiratory therapists. The development
of an advanced-practice respiratory therapist pathway repre-
sents a way for respiratory therapists to enhance their pres-
ence in the patient-care area. The goals that utilization of
advanced-practice respiratory therapists could achieve are
highlighted in Table 2. However, there are hurdles for the
success of all of these approaches, which include physicians
who do not believe in or who are skeptical of evidence-based
medicine delivered by non-physicians, department managers
restrained by budgetary limitations, and administrators who
may not recognize the added value that respiratory therapists
provide to their hospitals.

In summary, experiences such as the one documented
by Chatburn et al1 offer opportunities for improving the
delivery of health care to our most complex hospitalized
patients. In moving forward, the profession of respiratory
care should strive to enhance the way that it is viewed by
physicians, nurses, and hospital leadership as not solely a
means of administering needed treatments but also as an
integral organizational component for improving the over-
all quality of the delivered medical care.
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Table 2. Potential Primary Roles of the Advanced Practice
Respiratory Therapist

Role

1. Facilitating implementation of clinical respiratory treatment protocols
2. Facilitating management and weaning of patients from mechanical

ventilation
3. Improving timeliness, coverage, and efficiency of respiratory

patient care
4. Reducing the length of stay and hospital readmission
5. Ensuring delivery of best practice of respiratory care, which should

be documented by
a. Improved patient clinical outcomes
b. Improved patient safety
c. Optimized allocation of respiratory care resources
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