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ADVANTAGES
excellent wages & benefits
urban & rural opportunities
work life balance
relocation assistance 
full time or part time positions
new & established facilities
opportunities for growth
flexible hours
diverse workforce
  world class education, 
recreation & leisure
making a meaningful difference

As a young professional, I feel really 
appreciated for the skills I have. AHS values 

and supports its employees, no matter who 
they are or where they are in their career.

There are many reasons why choosing Alberta Health 
Services (AHS) is right for you.

For starters, AHS is one of the largest healthcare systems 
in Canada, responsible for overseeing the planning and 
delivery of health supports, services and care to more 
than 3.5 million Albertans.

Plus, our organization is home to great employment 
opportunities at over 400 sites situated in both rural 
and urban locations. 

What’s more, working at AHS enables a better quality 
of life, not only for our staff, but for their families — 
providing the kind of lifestyle that you’ll only find in Alberta.

Our standard of living is high. 
The only thing we’re missing is you.

To apply, or to learn more about career opportunities 
and lifestyle advantages, please visit: 

www.albertahealthservices.ca 
www.healthjobs.ab.ca
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I must say there was a buzz and excitement about the confer-
ence that was noticed by many this year. Our Society and pro-
fession are in great shape and ready to move into the future with 
the support of many interested and energetic members and vol-
unteers. Support from industry was fantastic again this year, 
and very much appreciated. An excellent educational program 
was enjoyed by all. The business meetings of the various groups 
required to keep the profession on track and moving forward, 
were well attended with much productive discussion and ensu-
ing direction.

I am proud and honored to be addressing you as President of 
the CSRT. Mentorship and direction, as well as role-modeling, 
is recognized as the backbone of any successful organization. I 
would like to recognize one very special person — to myself, 
as well as to the CSRT — who has made a difference in my life 
from the beginning of my career, and to the profession of respi-
ratory therapy as a whole. I was very honoured to have Cheryl 
Homuth (former Algonquin Faculty, mentor, advisor and past 
long-term Executive Director of CSRT) join us during the Pres-
ident’s Banquet.

I would like to thank my employers — past and present – for 
their support in allowing me to participate in this very important 
work. It has proven to be most benefi cial for my career as well 
as my own professional development. Through my involvement 
at the board level of the CSRT — I have met many new people 
and re-acquainted myself with a number of wonderful people 
I had not been in touch with for many years. Working together 
with these individuals brings a sense of satisfaction that can only 
come from sharing thoughts and ideas. That process leads to the 
resolution of challenges, and striking out in new directions in the 
realm of benefi ts and advocacy for society members. In addition 
to this, new contacts and opportunities have become abundant 
through my association with the CSRT. I encourage all employ-
ers and administrators to consider the importance of support-
ing staff who volunteer for their professional associations. Men-
toring staff to become involved at the board and council levels 
promotes advocacy for the profession and leadership which can 
have a very positive impact in the workplace.

Our current board has representatives from Anesthesia, Clinical 
Practice, Community Health, Education, Industry, Management, 

and the Student Population. Not only do we represent a number 
of different areas of practice, we also relate well with the various 
cohorts within our profession. With this unique blend of indi-
vidual talent and pools of specialty contacts working together, 
and armed with the shared knowledge of those who have gone 
before us, we intend to move forward with the Canadian Society 
of Respiratory Therapists in its mission of service and advocacy 
through unity and leadership.

Backing us up and performing the daily work at the CSRT offi ce 
is another team of dedicated individuals (Rita, Sylvia, Pam, 
Milena, Monique, Fiona, and Debra) who are led by our Execu-
tive Director, Christiane Ménard - a true dedicated self-starter 
and evidenced high achiever. During our board and offi ce staff 
transition, Christiane’s efforts, and achievements have been 
nothing short of stellar. She has given the board direction from 
her vast experience in association management and has led us 
through the required steps in developing a new national strate-
gic plan for the society.

Over the next year — it is my wish to challenge each and every 
one of you to do something for yourselves and for each other. 
Refl ect the values of the CSRT in your work within your facili-
ties - to help improve healthcare, your work environment and 
your personal sense of satisfaction as an individual. Write this 
down as a goal - do your best to achieve it and you will see the 
fruits of your labour grow.

Professional practice and safety remain critical foci in our envi-
ronment of healthcare today. It is imperative that we work 
together to inspire confi dence and project professionalism in 
all that we do! The media, school surveys and reports state that 
with rapid changes in Technology and Information new profes-
sions in this era are evolving at an almost exponential rate and 
healthcare sector jobs are currently projected to become one of 
the top growth industries.

 We must therefore focus on providing safe and quality respi-
ratory care, maintain high standards of practice and improve 
our leadership role in health care. As a result we will continue 
to attract students to our profession and ensure that the contri-
bution of respiratory therapists continues to be acknowledged 
within the complex health environment.

As we move through the summer and into the autumn months, 
let’s use the knowledge we have, continue to expand our skill-
set together with new technologies, and enjoy the broad base in 
human resources we have been introduced to — in our work-
places, our recreation centres and homes with the goal of mak-
ing our world a safer, healthier and happier place!

I look forward to working with this board, the staff at the CSRT 
offi ce and all of you over the next twelve months to begin to 
implement our new strategic plan and to continue serving in 
the best way I can.

CJRT welcome RCTR bienvenue
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Message from the President
Dan McPhee, RRT

We now find ourselves 
“back-at-it”, following a 
terrific experience at the 
most recent CSRT Annual 
Education Conference 
and Trade Show in 
Gatineau, Quebec. 



Mot de président
Dan McPhee, TRA
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CJRT welcome RCTR bienvenue

Je dois dire que l’activité de cette année a suscité une excitation 
fi évreuse qui n’est pas passée inaperçue. Notre Société et notre 
profession se portent très bien et elles envisagent l’avenir avec 
le soutien de plusieurs membres et bénévoles intéressés et éner-
giques. Le soutien de l’industrie, grandement apprécié, s’est avéré 
solide encore cette année. Tout un chacun a joui de l’excellent 
programme éducatif. La belle participation aux séances d’affaires 
des divers groupes, qui veillent à ce que la profession mainti-
enne la bonne voie et qu’elle progresse, a suscité des discussions 
fructueuses permettant d’identifi er les directions futures.

Je suis fi er et honoré de vous adresser la parole à titre de président 
de la SCTR. Le mentorat et la direction, ainsi que les modèles, 
sont reconnus comme les pierres angulaires de tout organisme 
couronné de succès. J’aimerais reconnaître une très personne 
spéciale – à mes yeux et pour la SCTR – qui a fait une différence 
dans ma vie dès le début de ma carrière et au sein de la profes-
sion de la thérapie respiratoire dans son ensemble. Ce fut un 
grand honneur pour moi d’accueillir Cheryl Homuth (ancienne 
membre du corps professoral à Algonquin, mentor, conseillère 
et ancienne directrice générale de longue date de la SCTR) au 
Banquet du président. 

J’aimerais remercier mes employeurs, les anciens et l’actuel, pour 
leur soutien qui me permet de participer à ce travail des plus 
importants, qui s’est avéré très bénéfi que pour ma carrière et 
mon perfectionnement professionnel. Grâce à mon implication 
au sein du CA de la SCTR, j’ai rencontré plusieurs personnes et 
j’ai renoué avec de nombreuses gens sympathiques que je n’avais 
pas croisés depuis des années. Le travail auprès de ces personnes 
entraîne un sentiment de satisfaction qui n’est possible qu’en 
partageant nos pensées et nos idées. Un tel processus mène à la 
résolution des défi s et à l’adoption de nouvelles directions dans 
la sphère des avantages et de la défense des intérêts des mem-
bres de la Société. De plus, mon association avec la SCTR s’est 
traduite en une abondance de nouveaux contacts et de nouvelles 
occasions. J’encourage tous les employeurs et administrateurs à 
réfl échir à l’importance d’appuyer les employés qui donnent de 
leur temps à leur association professionnelle. Le mentorat offert 
aux employés leur permet de s’impliquer aux niveaux du CA et 
du Conseil, ce qui promeut la défense des intérêts de la profes-
sion et le leadership et qui risque d’avoir une incidence très posi-
tive sur le milieu de travail.

Notre CA actuel compte des représentants de l’anesthésie, la pra-
tique clinique, la santé communautaire, l’éducation, l’industrie, 
la direction et la population étudiante. En plus de représenter 
de nombreux domaines de pratique, nous avons un bon rapport 
avec les divers groupes au sein de notre profession. Grâce à cet 
ensemble unique de talents individuels et de précieux contacts, 
ces gens qui travaillent ensemble, armés des connaissances par-
tagées de ceux qui nous ont précédés, entendent faire progresser 

la Société canadienne des thérapeutes respiratoires dans sa mis-
sion axée sur le service et la défense des intérêts par l’unité et le 
leadership.

Une autre équipe de personnes dévouées (Rita, Sylvia, Pam, 
Milena, Monique, Fiona et Debra) nous appuie en s’acquittant 
des tâches quotidiennes au bureau de la SCTR, dirigées par notre 
directrice générale, Christiane Ménard - véritable déclencheur 
dévoué et employée exceptionnelle éprouvée. Pendant la transi-
tion du CA et du personnel de bureau, les efforts et les réalisa-
tions de Christiane ont été absolument épatants. Grâce à sa riche 
expérience en gestion d’associations, elle a orienté le CA et nous 
a dirigés dans les étapes nécessaires pour créer un nouveau plan 
stratégique national pour la Société.

Au cours de la prochaine année, j’entends vous mettre, tout un 
chacun, au défi  de faire quelque chose pour vous-mêmes et pour 
un collègue. Refl étez les valeurs de la SCTR dans votre travail 
– pour contribuer à l’amélioration des soins de santé, de votre 
milieu de travail et de votre sentiment personnel de satisfaction 
à titre d’individu. Écrivez-le en termes d’objectif, faites tout en 
votre possible pour y parvenir et vous récolterez le fruit de votre 
labeur.

La pratique professionnelle et la sécurité demeurent des points 
de mire critiques dans le milieu actuel des soins de santé. Il est 
impératif pour nous de travailler ensemble en vue d’inspirer la 
confi ance et de projeter le professionnalisme dans toutes nos 
activités! Selon les médias, les sondages scolaires et les rapports, 
les changements rapides aux chapitres de la technologie et de 
l’information font en sorte que les nouvelles professions en cette 
ère évoluent à un rythme quasi exponentiel et il est prévu que les 
emplois dans le secteur des soins de santé constitueront l’une des 
principales industries en plein essor.

Nous devons donc miser sur la prestation de soins respiratoires 
sécuritaires et de qualité, maintenir des normes de pratique 
élevées et améliorer notre leadership dans les soins de santé. 
Ainsi, nous continuerons à attirer des étudiants vers notre pro-
fession et nous veillerons à ce que la contribution des thérapeutes 
respiratoires continue d’être reconnue dans le milieu complexe 
des soins de santé. 

Cet été et cet automne, servons-nous de nos connaissances, con-
tinuons à élargir nos compétences et à embrasser les nouvelles 
technologies, et profi tons de la gamme variée de ressources 
humaines à notre disposition, dans nos milieux de travail, nos 
centres récréatifs et nos domiciles, toujours dans le but de faire de 
notre monde un endroit davantage sécuritaire, sain et heureux!

J’ai hâte de travailler avec ce CA, le personnel du bureau de la 
SCTR et chacun de vous au cours des douze prochains mois afi n 
d’entamer la mise en œuvre de notre nouveau plan stratégique et 
de continuer à vous servir du mieux que je le puis.

Nous voici de retour au boulot, suite à la superbe expérience du récent 
Congrès éducatif et Salon commercial annuel de la SCTR à Gatineau, au 
Québec.
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À l’affiche
Congratulations CSRT Medal Winners!
CSRT congratulates its three medal winners for highest achievements on 2008 
CSRT Registry Examinations. The CSRT Gold Medal winner receives transporta-
tion, accommodation and complimentary registration to the CSRT annual Edu-
cational Conference. Other medal winners receive complimentary registration.

Gold Medal — Melanie Walton, Thompson Rivers University, BC

Silver Medal — Mark Todd, Michener Institute, ON

Bronze Medal — Evan Tilt, Thompson Rivers University, BC
Gold Medal Winner Melanie Walton, 
Thompson Rivers University, BC and CSRT 
President Ray Hubble

British Columbia
•  Thompson Rivers University — 

Melanie Walton

Alberta
•  Northern Alberta Institute of 

Technology — Brittany Grenis
•  Southern Alberta Institute of 

Technology — Caroline Schindler

Manitoba
•  University of Manitoba — Maegan 

Firman

Ontario
•  Algonquin College of Applied Arts 

— Akhilesh Patel
•  La Cité Collégiale — Lise Blaquière
•  Canadore College of Applied Arts 

and Technology — Lindsay Powell 

•  Conestoga College Institute of 
Technology — Seliina Coe

•  Fanshawe College of Applied Arts 
and Technology — Anil Charran

•  The Michener Institute for Applied 
Health Sciences — Monica Leung

Québec
•  Vanier College of Respiratory and 

Anesthesia Technology — Isabelle 
Boyer

•  Cégep de Chicoutimi — Sophie 
Gauthier

•  Cégep de Sainte-Foy — Roxanne 
Picard

•  Cégep de Sherbrooke — Cynthia 
Dodier

•  Collège de Rosemont — Marie 
   Pier Venne

New Brunswick
•  Allied Health Program New 

Brunswick College — Christy Mitchell
•  Collège Communautaire du Nouveau 

Brunswick Dieppe — Lise Cormier

Nova Scotia 
•  QEII / Dalhousie School of Health 

Sciences — Faren Ashley Doucette

Newfoundland
•  College of the North Atlantic — 

Conrad Tulk

CAREstream / CSRT Student Excellence Awards
The CSRT and CARESstream Medical Ltd., have created the Student Excellence Awards to recognize educational excellence in each of the 

20 accredited Canadian programs. Winning students receive CSRT membership for one year, a cash prize, complimentary registration to the 
CSRT Educational Conference and a ticket to the President’s Banquet, as well as a certificate of excellence and trophy.

Mo Shariff, President, CAREstream Medical Ltd,; Ray Hubble, CSRT President; 
Conrad Tulk, College of the North Atlantic NL,; Shawn Nichol, VP Sales and Mar-
keting, CAREstream Medical Ltd.

Mo Shariff, President, CAREstream Medical Ltd,; Ray Hubble, CSRT President; 
Brittany Grenis , Northern Alberta Institute of Technology AB;  Shawn Nichol, VP 
Sales and Marketing, CAREstream Medical Ltd.
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À l’affiche

CSRT Video Competition 
Over the winter the CSRT challenged RT students to create a video 
promoting the respiratory profession. There were six great entries and 
judges fi nally chose a submission from Thompson Rivers University, Kam-
loops, BC. The winning video, “Ventilator Boi” was produced by Jade 
Shultis, Melodie Mathieson, Dani Davies and Davinder Jawanda. The 
competition was generously sponsored by Covidien who provided the 
winners with airfare, accommodations and a cash prize to attend the 
CSRT President’s Banquet. 

The winning video can be viewed on YouTube at 
http://www.youtube.com/watch?v=Xf_fi Cfpvcw

Colya Kaminiarz 
Professional Achievement 
and Knowledge Award

Les Matthews is this year’s recipient of the Colya 
Kaminiarz Award. He has been an active member 
of the CSRT for over 30 years, the founding direc-
tor of the Canadian Board for Respiratory Care 
and was instrumental in the creation of this cre-
dentialing organization.

Les has been an RT instructor at Thompson Rivers 
University for over 25 years.

He served as President of the BCSRT for two 
terms, and has represented provincial RT inter-
est at numerous national and provincial meetings. 
Congratulations Les!

CSRT President’s Award
The CSRT President’s Award is conferred by the President to acknowl-
edge an individual or organization that has provided support to the Pres-
ident or made a signifi cant contribution to the Society. Financial support 
for this award is provided by long-time CSRT supporter - Trudell Medical 
Marketing. Congratulations John!

Ray Hubble, CSRT President; John Annear, recipient of the 2009 Presi-
dent’s Award; Jerry Trewartha, Trudell Medical Marketing.

Les Matthews receives award from CSRT President, 
Ray Hubble.

Phil Richardson — 2010 Robert 
Merry Lecturer Award
Phil Richardson has been selected to receive the Robert Merry 
Lecturer Award. Starting with the 2010 conference, this lecture will 
be the focal point of the plenary program at each annual CSRT Edu-
cation Conference and Trade Show. Phil has made signifi cant contri-
butions to the profession, to the Society and to his provincial asso-
ciation and the newly formed college.  In recognition of his many 
achievements, Phil will give his lecture in St. John’s, Newfoundland, 
next May.




Banquet Door Prize 
Winner

Ann Hudson-Mason of Edmonton was the 
winner on the draw for registration, transpor-
tation and accommodation at the CSRT 
Conference in St. John’s NL., May 2010
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À l’affiche

At the President’s Banquet: Left to right. 
Shane McDonald, Registrar and CEO, 
MARRT. Julie Mitchell, Clinical Educator, 
U. of Alberta H./Stollery Childrens 
Hospital; James B McCormick, President, 
National Alliance of Respiratory Therapy 
Regulatory Bodies; Julie Brown, Professor, 
Fanshawe College; Kevin Taylor, 
President, CRTO.
 

ABSTRACT
BACKGROUND: NAVA is a mode of ventilation that uses 
electrical activity of the diaphragm (Edi) to control the tim-
ing and magnitude of pressure delivered by the ventilator. 
A specifi c naso/orogastric catheter is inserted to obtain 
Edi signals. NAVA requires that bedside clinicians acquire 
new competencies to correctly position these catheters and 
interpret the resultant Edi signals.  St. Michael’s Hospital 
(Toronto) was the fi rst in North America to implement NAVA 
in clinical practice.

METHODS: Based on existing literature and expertise gained 
from previous NAVA research, a group (MD/RT/RN) devel-
oped clinical guidelines and an evaluation tool to assess the 
process of NAVA utilization in practice. The group was pres-
ent to support clinicians in the NAVA process (insertion of 
catheters, interpretation of Edi signals, and transition to 
NAVA mode). Plan, Do, Study, Act (PDSA) cycling was used to 
incorporate clinician feedback and observations into the 

guidelines. Data was collected on ease of catheter inser-
tion, detection of Edi signals, and ability to transition to 
NAVA mode. 

RESULTS: 6/7 patients received sedation during the insertion 
process. 4 insertions were ranked “extremely easy”; 2 were 
“somewhat diffi cult”.  Mean time for catheter insertion was 
7 minutes. 5/7 patients were converted to NAVA mode. 2 
patients did not transition due to signal inadequacy. 3/5 
patients experienced asynchrony alarms while on NAVA.

CONCLUSION: Introducing NAVA into practice necessitated 
an inter-professional approach utilizing PDSA methodol-
ogy.  Written resources and on-site support were key to 
the adoption of NAVA. The evaluation tool provided vital 
feedback on the process leading to refi nements of the clini-
cal guidelines. 

Winning 
Conference Poster: 

NAVA – Clinical 
Implementation of Neurally 
Adjusted Ventilatory Assist

Christina Sperling (right) and 
Pam Greco (left) both of St. 

Michael’s Hospital, 
Toronto, ON

Clinical Implementation of Neurally Adjusted Ventilatory Assist (NAVA)
Kerri Porretta RRT, St. Michael’s Hospital, Toronto, ON;  Pamela Greco, RRT, St. Michael’s Hospital, Toronto, ON;  Christina Sperling RRT, St. Michael’s Hospital, 
Toronto, ON
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The CSRT annual Educational Confer-
ence and Tradeshow, held in Gatineau, 
QC has been a resounding success. 
Despite the current economic climate, 
delegate numbers were up by 30 per-
cent. The trade show exhibit space of 
76 booths sold out and we welcomed 
eight new exhibitors. There were 51 
speakers, compared to 25 last year and 
judging by delegate evaluation sheets, 
speakers were very well received. Sev-
enteen abstracts were submitted com-
pared to fi ve in 2008!

There was record attendance at the 
President’s Banquet. Almost 300 dele-
gates enjoyed a fi ne meal while witness-
ing the installation of our new president 
and the honouring award recipients. 
The night was capped off with dancing 
to a lively rock and roll band.

Our thanks go out to the local host 
committee chaired by Christina 
Dolgowicz, that worked very hard to 
provide a programme that was educa-
tional, engaging and entertaining. We 
would also like to thank our exhibitors 
and sponsors for their generous on-
going support that help make this con-
ference an overwhelming success. 

As we look forward now to our con-
ference in St. John’s, Newfoundland 
(May 13 to 16, 2010), we anticipate an 
exceptional programme with streams 
that include topics like national home 
ventilation guidelines, nitric oxide in 
the OR, end-of-care ethical issues, lung 

transplant care and critical hypoxemia. 
Statistics show that Newfoundland is 
recognized as one of the locations with 
the highest level of delegate attendees 
in Canada. CSRT looks forward to capi-
talizing on our 2010 location and show-
casing some of the local fl avour.

As the national voice for respiratory 
therapists, the CSRT invites you to join 
us on “The Rock” to help advance your 
knowledge base, develop and improve 
skills, do some networking and enjoy 
atmosphere of St. John’s.

Successful CSRT Educational Conference and Trade Show

The Exhibit Hall at the Hilton Lac Leamy was overflowing with delegates visiting various vendors. 
As usual, all the booth spaces at the conference were sold out.

Thank you to our generous sponsors for 
Conference 2009

We acknowledge the fi nancial sup-

port of the Government of Canada 

through the Department of Canadian 

Heritage for translation services at 

the CSRT Annual Educational Confer-

ence and Trade Show.

Nouse reconnaissons l’appui fi nan-

cier du gouvernement du Canada par 

l’entremise du ministére du Patri-

moine canadien. 

Platinum
AstraZeneca Canada

Masimo Corp.

Roxon Medi-Tech Ltd.

Elite
CAREstream Medical Ltd.

Premier
Covidien

Maquet-Dynamed Canada Inc.
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What a day it was in Gatineau for the 
2009 CSRT Airway Olympics Sputum 
Cup challenge sponsored by CAR-
Estream Medical. The Hilton Lac Leamy 
conference centre was the perfect 
venue with great décor and just the 
right amount of opulence. Since the bar 
was raised so high for this event, it was 
only fi tting that the Olympics rise to the 
challenge!

Every year this event gets tweaked a 
little bit and this year was no excep-
tion. For the fi rst time competitors 
were going to compete in a “head to 
head” intubation, best two out of three 
elimination! Olympians were asked to 
intubate adult and sometimes neona-
tal mannequins, sometimes standing 
and sometimes lying on the fl oor in the 
supine position. But the best part was 
that the audience could see everything 
that the intubators were seeing because 
behind each team were two large 
screens showing the real time images 
from each team’s Glidescope.

If I was a mannequin, my throat would 
be so sore and swollen by the attempts! 
Where is the vaponephrin, heliox, 
maybe even some decadron! There was 
one intubation where the team inserted 
the endotracheal tube and performed 
for the fi rst time ever that I have seen 

– a reverse cricothyroidotomy! Everyone 
knew at that point not to mess with 
that team when the adrenaline was so 
high! Emergency airway repairs were 
performed and the surgery was a suc-
cess thanks in part to the duct tape and 
elbow grease. These formidable teams 
were here to mean business.

Then there was the team (I will not 
mention any names) that was so 
focused on the intubation that when 
the teammate was asked to pull out the 

stylet, it was yanked with such force 
that the stylet fl ew half way across the 
front of the room and pretty much was 
embedded into the wall. Yes, the ETT 
was still in place – they remembered to 
hold onto the tube! A miracle if you ask 
me.

First of all I have to say that respira-
tory therapists are really, really intense. 
Give them a laryngoscope and like a 
bloodhound they start looking for those 
cords! It took milliseconds for the com-

Airway Olympics 2009 from Gatineau
Rick Paradis, RRT, B Adams, Change Therapist, Mount Sinai Hospital, Toronto

Airway Olympics Sputum Cup 
Challenge Winners

After two hours of intense concentration on 

difficult airway intubation the winners were 

announced — Mélanie Dubé of Hôpital 

Montfort Ottawa and Marie-Ève Tessier 

The Ottawa Hospital, Ottawa. 
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petitive juices to start fl owing. And yes, 
for the record, one team intubated in 6 
seconds (Julie and Sylvie from Ottawa). 
Have you ever noticed that every RT 
uses their pinky when intubating a 
baby? It just happens naturally.

Once we were past the preliminary 
rounds, the teams were asked to try 
other techniques including the dreaded 
Icepick and manual technique. For the 
Icepick – think of a backwards, reverse, 
upside down intubation. The manual 
technique was put into the competition 
to test how well these RTs can intubate 
without any equipment other than a 
stylet, ETT and their fi ngers. In my view, 
the manual technique has the highest 
degree of chance compared to all other 
techniques.

After all of the attempts, all of the 
cheering, sighing for those close misses, 
it was time for the fi nals. Now the 
real test for the fi nalists would take 
place. You should ask yourself what 
is the toughest intubation out there 
and everyone will say “it is that Mal-
lampati IV patient, blind intubation, 
can’t see a damn thing”. That was the 
technique for the fi nal intubation – a 
blind folded intubation. This way the 
audience could see everything that the 
intubator could not because the intuba-
tor was blindfolded. The partner could 
direct them, coach them for direction 
– if they could be heard over the crowd 
oohing and ahhing with anticipation as 

the ETT would bounce on the posterior 
wall near the cords. One time the ETT 
went in, was pulled out, then fi nally re-
inserted and everyone was going nuts!

Congratulations to Melanie Dube and 
Marie Eve Tessier, this year’s winners of 
the 2009 Airway Olympics and the Spu-
tum Cup!!!

It has been four years of hooting and 
hollering with tons of excitement from 
this event. Thank you again CSRT and 
CareStream Medical for making this 
a fun as well as educational event. 
Sometimes we would get into trouble 

for being noisy and I had to remind 
the audience that I expected them to 
behave the same way each year! Never 
been disappointed on the noise front. 
Next year the CSRT is in St. John’s, New-
foundland and I hope to see everyone 
on the Rock!

Teams were challenged 
to perform a number of 
manoeuvres included the 
Icepick and manual techniques. 
The blind folded technique 
proved especially challenging.
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President’s message mot du président

Annual General Business Meeting
Saturday, May 30, 2009
The CSRT held its Annual General Business meeting on Sat-
urday, May 30 at 7:30 a.m.  Almost 100 members attended the 
early morning meeting. Given the good attendance and the 90 
proxy forms received, there was quorum to conduct the busi-
ness of the Society. A copy of the minutes will be available on 
the CSRT web site. 

The 2008 audited fi nancial statements and annual report were 
presented. The Treasurer reported a defi cit for the 2008 fi scal 
year. 

President Ray Hubble presented an overview of the new strategic 
plan approved by the Board of Directors that includes:

STRATEGIC DIRECTION NO. 1 
 The CSRT will be an effective advocate for the RT profession, the 
health care system and the quality of patient care.

STRATEGIC DIRECTION NO. 2 
The CSRT will provide the highest possible value and service to 
its members.

STRATEGIC DIRECTION NO. 3
The CSRT will support and enhance the professional image of 
respiratory therapists.

STRATEGIC DIRECTION NO. 4
The CSRT will foster national professional standards and encour-
age professionalism in the practice of respiratory therapy.

The annual report and strategic plan are available on the CSRT 
web site.

A motion was passed to “increase the CSRT membership dues 
by $15 for the fi scal year 2010-2011 and by $5 per year for the 
next four years”. The increase in dues will provide some of the 
resources required by the CSRT to provide quality programs and 
services and to implement activities outlined in the 2009-2012 
strategic plan.  The CSRT will continue to seek funding from 
non-membership to augment its revenue.

The 2009-2010 Board of Directors was introduced:

President:
Daniel McPhee (Staffa, ON)

President-Elect: 
Richard Culver (Orangeville, ON)

Past President: 
Ray Hubble (Quispamsis, NB)

Treasurer: 
Jeff Dmytrowich (Saskatoon, SK)

Director, Professional Advocacy: 
Cynthia Welton (Burlington, ON) 

Director, Education / Clinical Standards: 
Michael Lemphers (Kamloops, BC)

Director, National/Provincial Relations: 
Jeff Kobe (New Westminster, BC)

Director, Membership Services: 
Christina Dolgowicz (Smith Falls, ON)

Director, Student Relations: 
Chantale Blanchard (Saint John, NB)

Director of Human Resources:
Angela Coxe (Stoney Creek, ON)

CSRT Board of Directors – President, Dan McPhee, Director of Student Relations, Chantale Blanchard , Past-President Ray Hubble; Treasurer, Jeff Dmytrowich; 
Director of Professional Advocacy, Cynthia Welton; President-Elect, Rick Culver; Director of Membership Services, Christina Dolgowicz; Director of Human 
Resources, Angela Coxe; Director of Education and Clinical Standards Mike Lemphers. Missing from photo - Director of National and Provincial Relations, Jeff Kobe

CSRT News nouvelles de la SCTR
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Assemblée générale annuelle
le samedi 30 mai 2009

La SCTR a tenu son assemblée générale annuelle le samedi 30 
mai à 7 h 30. Quelque 100 membres assistaient à la séance mati-
nale. La forte participation et les 90 formulaires de procuration 
reçus ont assuré le quorum et les affaires de la Société ont ainsi 
été traitées. Une copie du procès-verbal sera affi chée dans le site 
Web de la SCTR. 

Les états fi nanciers vérifi és de 2008 et le rapport annuel ont été 
présentés. Le trésorier a annoncé un défi cit pour l’exercice fi nan-
cier 2008.  

Le président Ray Hubble a présenté un survol du nouveau plan 
stratégique approuvé par le Conseil d’administration qui englobe 
ce qui suit :

DIRECTION STRATÉGIQUE NO 1 
La SCTR sera un porte-parole effi cace pour la profession de TR, 
le système de soins de santé et la qualité des soins aux patients.

DIRECTION STRATÉGIQUE NO 2 
La SCTR assurera à ses membres une valeur et une qualité de 
service des plus élevées.

DIRECTION STRATÉGIQUE NO 3
La SCTR soutiendra et rehaussera l’image professionnelle des 
thérapeutes respiratoires.

DIRECTION STRATÉGIQUE NO 4
La SCTR favorisera des normes professionnelles nationales et 
encouragera le professionnalisme dans l’exercice de la thérapie 
respiratoire.

Le rapport annuel et le plan stratégique sont disponibles dans le 
site Web de la SCTR. 

La proposition suivante a été adoptée : « augmenter la cotisation 
à la SCTR de 15 $ pour l‘exercice fi nancier 2010-2011 et de 5 $ par 
année pendant les quatre prochaines années ». L’augmentation 
des cotisations fournira une partie des ressources requises pour 
permettre à la SCTR d’assurer des programmes et des services 
de qualité, puis de mettre en oeuvre les activités prévues dans 
le plan stratégique 2009-2012. La SCTR poursuivra ses efforts 
visant à obtenir des fonds provenant de non-membres en vue 
d’augmenter son revenu.

Le Conseil d’administration 2009-2010 a été présenté :

Président :     
Daniel McPhee (Staffa, ON)

Président désigné : 
Richard Culver (Orangeville, ON)

Président sortant :
Ray Hubble (Quispamsis, NB)

Trésorier :     
Jeff Dmytrowich (Saskatoon, SK)

Directrice, Défense des intérêts professionnels :
Cynthia Welton (Burlington, ON) 

Directeur, Formation et normes cliniques :
Michael Lemphers (Kamloops, CB)

Directeur, Relations provinciales / nationales :
Jeff Kobe (New Westminster, CB)

Directrice, Service des adhésions :
Christina Dolgowicz (Smith Falls, ON)

Directrice, Relations-étudiants :   
Chantale Blanchard (Saint John, NB)

Directrice, Ressources humaines :
Angela Coxe (Stoney Creek, ON)

Le Conseil d’administration 2009-2010 a été présenté : Président, Daniel McPhee; Directrice, Relations-étudiants, Chantale Blanchard ; Président sortant, Ray Hubble; 
Trésorier, Jeff Dmytrowich; Directrice, Défense des intérêts professionnels, Cynthia Welton; Président désigné, Richard Culver; Directrice, Service des adhésions, Chris-
tina Dolgowicz; Directrice, Ressources humaines, Angela Coxe; Directeur, Formation et normes cliniques, Michael Lemphers.
Absent sur la photo -Directeur, relations provinciales / nationales, Jeff Kobe



CSRT News nouvelles de la SCTR

Call for Nominations — President-Elect

14 Été 2009 Revue canadienne de la thérapie respiratoire — www.csrt.com

Deadline: Friday, November 13, 2009 
3-YEAR TERM — May 2010 through May 2013

(May 2010/2011 as President-Elect; May 2011/2012 as President; May 2012/2013 as Past-President)

The CSRT is seeking nominations to fi ll a key position on its volunteer Board of Directors – The CSRT’s success is largely due to the 
dedication and commitment of members that volunteer their time and talents.  Serving on the Board of Directors is an excellent way to 
serve your profession.  

The CSRT will hold an election for the position of President-Elect and the winner will be announced at the 2010 Annual General Meeting 
(May 15, 2010).  The President-elect is a key member of the Executive Committee and the Board of Directors. The CSRT is seeking 
nominations for an individual who fulfi lls the following profi le:

 1. Must be a registered member in good standing of the Society.

 2.  Must have served at least one full term as a member of the Board of Directors of the Society or equivalent experience in a 
similar organization within the past fi ve years.

 3. Must have demonstrated effective communication skills.

 4.  Will be required to participate and chair meetings (as President) of the Board of Directors and the Annual General Meeting of 
the Society.

 5. Must have demonstrated ability to conduct a business meeting.

 6. Must project a professional image.

 7. Must be knowledgeable of the Society’s mission, bylaws and policies.

 8. Must have demonstrated effective leadership skills through the development, execution and monitoring of signifi cant projects.

The CSRT bylaws requires that nomination, duly signed by fi ve (5) registered members in good standing, be sent to the Executive 
Director of the Society at least one hundred and eighty (180) days prior to the date of the Annual General Meeting of the Society.

NOMINATION 
The following fi ve (5) registered members submit the nomination of: 

Name of nominee: _______________________________________________________ Registry number: _____________________________

Address:            ___________________________________________________________________________________________________________

City: _______________________________________________ Prov.: _____________________ Postal Code___________________________

Tel : _________________________________________________ E-mail: ________________________________________________________ 

  NAME (in block letters)  Registry number SIGNATURE

1. ____________________________________________________  ___________  _____________________________________________
 
2. ____________________________________________________  ___________  _____________________________________________

3. ____________________________________________________  ___________  _____________________________________________

4. ____________________________________________________  ___________  _____________________________________________

5. ____________________________________________________  ___________  _____________________________________________

SIGNATURE OF NOMINEE:  I hereby consent to let my name stand for nomination for the position of President-Elect.

_____________________________________________________________________
Signature of nominee

Nomination forms and full position descriptions can be found on our website (www.csrt.com) under About/Board of Directors.
Nomination forms must be forwarded by Friday, November 13, 2009 to: Executive Director, CSRT, Suite 102-1785 Alta Vista Drive, 
Ottawa ON K1G 3Y6 – Fax.: (613) 521-4314
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The National Alliance of Respiratory Therapy 
Regulatory Bodies

The National Alliance of Respiratory Therapy Regulatory Bodies 
(NARTRB) was established in 2003. Since that time, the member-
ship has grown to include two representatives from each provin-
cial regulatory body (Alberta, Saskatchewan, Manitoba, Ontario, 
Quebec, Nova Scotia). In addition, the NARTRB includes two 
representatives from the CSRT to represent the unregulated juris-
dictions (British Columbia, New Brunswick, Newfoundland, and 
Prince Edward Island).

Chaired by Jim McCormick, RRT, former President of the CRTO, 
the NARTRB aims to:

a.  provide a structured liaison between regulatory bodies in the 
interest of the public; 

b.  encourage the exchange of information on professional regu-
lation and respiratory therapy and provide support in areas 
of common interest; 

c.  consider mechanisms to develop, promote, and evaluate 
national standards; 

d.  collect and exchange human resource and statistical data, as 
appropriate; 

e.  collect and exchange data on completed disciplinary action 
and complaints in Canada; 

f.  encourage uniformity of regulatory policies and procedures, 
standards and ethics of practice; 

g. facilitate inter-provincial or territorial mobility; and 

h.  collect information on professional regulation outside Canada 
and to establish international liaisons where appropriate. 

Each and every member of the NARTRB is committed to estab-
lishing and promoting optimal standards of care for the benefi t 
and security of the patient. NARTRB values and appreciates the 
ongoing consultative efforts from our stakeholders, including 
CoARTE, EPS, CBRC, CACERT et al. It is only through this col-
laborative dialogue that we, the National Alliance, can begin to 
achieve truly national standards of care, entry level competen-
cies, national testing and accreditation standards in the interest 
of our patient public.

 

2009 NARTRB Members – left to right: Shane McDonald, Registrar, MARRT;  Stephen Chard, Registrar, SCRT;  Mark Herzog,  President, SCRT; 
Bryan Buell, Executive Director and Registrar, CARTA; Allan Shemanko, President CARTA; Kevin Taylor, President, CRTO
Middle row; Ray Hubble, President CSRT; Christine Robinson, Registrar, CRTO,  Shannon McDonald, Registrar, NSCRT
Front Row; Tracy Simcoe, President, MARRT; Barb McDonald, President NSCRT , Josée Prud’Homme, Executive Director and Secretary OPIQ;  
Céline Beaulieu, President, OPIQ 
Seated; James B. McCormick, President, National Alliance of Respiratory Therapy Regulatory Bodies
Missing from the photo is Christiane Ménard, Executive Director, CSRT

NARTRB Update
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L’Alliance nationale des organismes de règlementation 
de thérapie respiratoire

Membres de l’ANORTR pour 2009 – de gauche à droite :
Shane McDonald, registraire, MARRT;  Stephen Chard, registraire, SCRT;  Mark Herzog, président, SCRT; Bryan Buell, directeur général et regis-
traire, CARTA;  Allan Shemanko, président, CARTA; Kevin Taylor, président, OTRO.
Rangée du milieu : Ray Hubble, président SCTR; Christine Robinson, registraire, OTRO,  Shannon McDonald, registraire, NSCRT. 
Première rangée : Tracy Simcoe, présidente, MARRT; Barb McDonald, présidente NSCRT, Josée Prud’Homme, directrice générale et secrétaire, 
OPIQ; Céline Beaulieu, présidente, OPIQ.
Assis : James B. McCormick, président, Alliance nationale des organismes de réglementation de la thérapie respiratoire.  
Absente de la photo : Christiane Ménard, directrice générale, SCTR.

L’Alliance nationale des organismes de règlementation de la 
thérapie respiratoire (ANORTR) fut créée en 2003. Depuis 
lors, les effectifs se sont multipliés de façon à inclure deux 
représentants de chaque organisme de réglementation provin-
cial (Alberta, Saskatchewan, Manitoba, Ontario, Québec, Nou-
velle-Écosse). De plus, l’ANORTR compte deux représentants 
de la SCTR qui représentent les provinces non réglementées 
(Colombie-Britannique, Nouveau-Brunswick, Terre-Neuve et 
Île-du-Prince-Édouard).

Présidée par Jim McCormick, TRA, ancien président de l’OTRO, 
l’ANORTR veille à :

a. fournir une liaison structurée entre les organismes de 
réglementation dans l’intérêt public; 

b. encourager le partage d’information sur la réglementation 
professionnelle et la thérapie respiratoire et assurer un soutien 
dans les domaines d’intérêt commun; 

c. prendre en compte les mécanismes visant à développer, pro-
mouvoir et évaluer les normes nationales; 

d. recueillir et partager des données statistiques et liées aux res-
sources humaines, s’il y a lieu; 

e. recueillir et partager des données relatives aux mesures disci-
plinaires et aux plaintes conclues au Canada; 

f. encourager l’uniformité des politiques et procédures de régle-
mentation, des normes et de l’étique de travail; 

g. faciliter la mobilité interprovinciale / territoriale; et 

h. recueillir de l’information sur la réglementation profession-
nelle à l’extérieur du Canada et créer des liaisons internation-
ales le cas échéant. 

Chaque membre de l’ANORTR est voué à la création et la pro-
motion de normes  optimales de soins, à l’avantage et pour la 
sécurité du patient. L’ANORTR valorise et apprécie les efforts 
de consultation continue déployés par nos partenaires, y com-
pris le CoAFTR, EPS, le CCSR, le CCCFTR et autres. Ce n’est 
que grâce à ce dialogue collaboratif que l’Alliance nationale peut 
espérer parvenir à des normes de soins véritablement nationales, 
des compétences liées à l’admission à la profession, des exam-
ens nationaux et des normes d’agrément dans l’intérêt de notre 
public, les patients.
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Anesthesia Assistant Special Interest Group Update
Michael Wills, B. Sc., RRT, AA, Chair of the Anesthesia Assistant Special Interest Group

Well, it has been a very busy nine months since I took the posi-
tion of AA Chair for the CSRT Special Interest Group. I have 
been involved in representing the CSRT in a sub-committee 
with the Canadian Anesthesiologists’ Society (CAS). The sub-
committee was put together by Dr. Pierre Fiset, President of the 
CAS, to review the current Foundation Knowledge Document 
for AA’s. The goal of this sub-committee was to achieve endorse-
ment, at least in principle, from all stakeholders involved with 
AA’s. The sub-committee consists of a representative from the 
CAS, the Association of Canadian University Departments 
of Anesthesia (ACUDA), the CSRT, the National Alliance of 
Respiratory Therapy Regulatory Bodies (NARTRB), the Cana-
dian Anesthesia Advisory Association of Canada (CAAAC), the 
Canadian Nurses Association (CNA ), and the National Associ-
ation of PeriAnesthesia Nurses of Canada (NAPANc). Through 
numerous teleconferences the fore mentioned groups have been 
working hard to review the content of CSRT’s document and 
achieve a collective agreement on supporting this as the core 
document the schools will utilize as their main reference for 
their curriculum. I am hopeful that this will be achieved at the 
up coming CAS meeting in Vancouver at the end of June. 

Looking now at the past CSRT conference, I would just like to 
thank everyone who attended our fi rst full day forum for AA’s. 
We had a diverse representation from all aspects of the AA world. 
This included staff AA’s, educators from various schools, regis-
trars and presidents from numerous provincial respiratory col-
leges and the president of the CAS. We had some great discus-
sions about what has been going on across Canada and what we 
would like to see happen. The morning was followed up by excel-
lent presentations from Dr. Fiset and Dr. Nice. Finally, I would 
also like to mention that Rick Paradis has kindly volunteered to 
come on as my vice-chair for the coming year. Thank you, Rick.

After all was said and done in Gatineau, I felt it was made 
clear there are some defi nite issues that people had addressed 
– including communication, public relations, provincial sur-
veys and publishing data pertaining to AA’s. The biggest ques-
tion that is always asked is, “What are other AA’s doing in the 
country?”. My task for this coming year is to bring everyone in 
the country a little closer together and reduce the current feel-
ing of isolation. There are a number of tools that I will try to use 
to accomplish this task. 

I know the past few years have been frustrating, but things are 
on the move now. The AA issue is on a number of government’s 
radar and it is not going away. Newfoundland has recently 
achieved a separate classifi cation for AA’s and Alberta now has a 
protected title status for Respiratory Care Practitioner – Anes-
thesia. The CAS has granted a new section, giving us an offi cial 
voice within their organization. 

So in closing, I would like to remind everyone that I am here as 
your advocate. Please feel free anytime to contact me for ques-
tions you might have pertaining to AA issues. I would also like 
to thank the board for their support in our endeavors and par-
ticularly the executive director, Christiane Ménard, for her sup-
port from head offi ce and guidance since I took the position of 
chair. The future looks bright everyone. So keep your heads up 
and hang in there.

Michael Wills, B. Sc., RRT., AA., Anesthesia Assistant
Department of Anesthesiology, Saint John Regional Hospital

Tel. (506) 648-7197 • Pager: (506) 646-3000
Fax: (506) 648-6860 • Email: mjwills@nb.sympatico.ca 
Cell: (506) 654 - 2695

Groupe d’intérêt spécial des assistants en anesthésie : 
Mise à jour
Michael Wills, B.Sc., TRA, AA, président, Groupe d’intérêt spécial des assistants en anesthésie

Les neuf mois qui se sont écoulés depuis que j’ai accepté le poste 
de président des AA pour le Groupe d’intérêt spécial de la SCTR 
ont été des plus mouvementés. J’ai représenté la SCTR au sein 
d’un sous-comité de la Société canadienne des anesthésiolo-
gistes (SCA) créé par le Dr Pierre Fiset, président de la SCA, 
afi n de réviser l’actuel Document sur les connaissances fonda-
mentales des AA. Le sous-comité avait comme objectif d’obtenir 
l’approbation, du moins en principe, de tous les intervenants 
impliqués avec les AA. Le sous-comité est formé d’un représent-
ant de : la SCA, l’Association canadienne universitaire des 
départements d’anesthésie (ACUDA), la SCTR, l’Alliance natio-

nale des organismes de réglementation de la thérapie respira-
toire (ANORTR), la Canadian Anesthesia Advisory Association 
of Canada (CAAAC), l’Association des infi rmières et infi rm-
iers du Canada (AIIC) et la National Association of PeriAnes-
thesia Nurses of Canada (NAPANc). Par le biais de nombreuses 
téléconférences, les groupes ci-haut nommés ont travaillé fort à 
réviser le contenu du document de la SCTR pour parvenir à une 
entente collective de l’adopter comme document de base que les 
écoles utiliseront à titre de référence principale pour leur cur-
riculum. J’ai bon espoir que nous atteindrons l’objectif lors de la 
prochaine réunion de la SCA à Vancouver à la fi n juin. 



NaHSSA is the fi rst national professional student association in 
the world and has 20 chapters across the country representing 
over 20 different health and human services professions. When 
NaHSSA decided to create the Canadian Interprofessional Stu-
dent Network in 2007, once again, the CSRT was at the table. 

In March, I was given the privilege to attend the Annual NaHSSA 
Conference at Queen’s University in Kingston, ON. While at 
the conference I met with the Canadian Interprofessional Stu-
dent Network (CISN). The CISN is a network composed of stu-
dent representatives from difference health disciplines working 
together to improve interprofessional collaboration between 
students. The CISN currently has representatives from the fi elds 
of respiratory therapy, nursing, medicine, physiotherapy, phar-

macy, psychology, chiropractic, dietetics, naturopathic medi-
cine, speech-language pathology/audiology, and optometry. 

CISN members have the opportunity to share what is occur-
ring within their respected professions on a national level with 
others, as well as at the local level with their associated NaHSSA 
chapter. The result is a sharing of ideas, support and collabora-
tion between the health care team of the future. 

Through the efforts of NaHSSA members at chapters across the 
country, as well as other multidisciplinary teams, health care 
students today are being exposed to a new dimension of learn-
ing. Simulation labs, lectures and interprofessional education 
courses are being offered and are bringing future health care 
team members together in the earliest stages of their education. 
There is a rising consensus that interprofessional education and 
practice leads to improved patient care, safety and satisfaction. 

The CSRT supports and encourages interprofessional educa-
tion and collaboration at both student and working RT levels. 
With involvement in these organizations the CSRT hopes to 
continually support students during their academic and clini-
cal training and help them become the best respiratory thera-
pists possible.

CSRT Has Student Representation On National 
Interprofessional Network
Chantale Blanchard, Director of Student Relations, CSRT

When the National 
Health Sciences 
Students’ Association 
(NaHSSA) was founded 
in 2005, the CSRT was 
one of the founding 
members. 
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Pour ce qui est du congrès de la SCTR, j’aimerais remercier 
tous les gens qui ont assisté à notre premier forum d’une ple-
ine journée pour les AA. Toutes les facettes de l’univers des AA 
y étaient représentées, notamment des AA membres du person-
nel, éducateurs de diverses écoles, registraires et présidents de 
nombreux collèges provinciaux de thérapie respiratoire et le 
président de la SCA. Nous avons engagé des discussions pas-
sionnantes sur ce qui se passe d’un bout à l’autre du pays et ce 
que nous souhaitons voir se matérialiser. La matinée fut suivie 
d’excellentes présentations par le Dr Fiset et le Dr Nice. Enfi n, 
j’aimerais mentionner que Rick Paradis a accepté de me seconder 
à titre de vice-président pour l’année à venir. Merci, Rick.

À la fi n du congrès à Gatineau, je sentais que les gens avaient 
abordé des enjeux concrets – y compris la communication, les 
relations publiques, les sondages provinciaux et la publication 
de données liées aux AA. La question qui revient constamment 
est la suivante : « Que font les autres AA au pays? » Ma tâche 
pour l’année qui s’entame consiste à vous rapprocher quelque 
peu les uns des autres de façon à réduire le sentiment d’isolation 
actuel. Je prévois avoir recours à de nombreux outils pour ten-
ter d’y parvenir.

Bien que les quelques dernières années ont été frustrantes, nous 
voyons maintenant des progrès. La question des AA fi gure sur 

plusieurs radars gouvernementaux et elle ne disparaîtra pas de 
sitôt. Terre-Neuve est récemment parvenue à une classifi cation 
distincte pour les AA et en Alberta, le titre Praticien des soins 
respiratoires agréé – anesthésie est désormais protégé. La SCA a 
accordé une nouvelle section, ce qui nous confère une voix offi -
cielle au sein de cet organisme. 

En conclusion, j’aimerais vous rappeler que je vous représente. 
N’hésitez surtout pas à me joindre pour toute question liée aux 
enjeux propres aux AA. J’aimerais aussi remercier le CA pour 
son soutient vis-à-vis de nos efforts et en particulier, la direc-
trice générale, Christiane Ménard, pour son appui et ses conseils 
à partir du bureau chef depuis que j’ai accepté le poste de prési-
dent. L’avenir est prometteur : gardez la tête haute et tenez bon! 
Michael Wills, B.Sc., TRA, AA

Assistant en anesthésie
Département d’anesthésiologie
Hôpital régional de Saint John 
Tél. : (506) 648-7197
Téléavertisseur : (506) 646-3000
Téléc. : (506) 648-6860
Courriel : mjwills@nb.sympatico.ca 
Cel. : (506) 654 - 2695



L’AÉSSCa, première association 
nationale professionnelle étudiante au monde, compte 20 
sections partout au pays qui représentent au-delà de 20 différentes 
professions de la santé et des services humains. Lorsque l’AÉSSCa 
a décidé de créer le Canadian Interprofessional Student Network
[Réseau interprofessionnel étudiant du Canada] en 2007, la 
SCTR était encore une fois de la partie. 

En mars, j’ai eu le privilège d’assister au Congrès annuel de 
l’AÉSSCa à l’Université Queen’s à Kingston, ON. C’est là que 
m’a été présenté le Canadian Interprofessional Student Network
(CISN). Le CISN est un réseau de représentants de diverses dis-
ciplines de la santé qui travaillent ensemble en vue d’amélio-
rer la collaboration interprofessionnelle entre les étudiants. Le 
CISN compte présentement des représentants des domaines de 
la thérapie respiratoire, des sciences infi rmières, de la médecine, 

la physiothérapie, la pharmacie, la psychologie, la chiropraxie, 
la diététique, la naturopathie, speech-language la pathologie/
l’audiologie et l’optométrie.  

Les membres du CISN ont l’occasion de partager ce qui se 
passe au sein de leur profession avec d’autres à l’échelle natio-
nale, ainsi qu’à l’échelon local au sein de leur section affi liée de 
l’AÉSSCa. Résultat : partage d’idées, soutien et collaboration au 
sein de l’équipe de soins de santé de l’avenir. 

Grâce aux efforts des membres de section de l’AÉSSCa d’un 
océan à l’autre et d’autres équipes multidisciplinaires, les étu-
diants des soins de santé contemporains sont exposés à une 
nouvelle dimension d’apprentissage. Les laboratoires de simu-
lation, les conférences et les cours d’éducation interprofession-
nelle offerts réunissent les futurs membres l’équipe de soins de 
santé dès les premières phases de leur formation. Selon un nou-
veau consensus, l’éducation et la pratique interprofessionnelles 
contribuent à améliorer les soins, la sécurité et la satisfaction 
des patients.  

La SCTR soutient et encourage l’éducation et la collaboration 
interprofessionnelles autant chez les étudiants que chez les TR 
en exercice. La SCTR s’implique auprès de tels organismes en 
vue de soutenir sans cesse les étudiants pendant leur formation 
académique et clinique, les aidant ainsi à devenir les meilleurs 
thérapeutes respiratoires qui soient. 

Lorsque l’Association 
des Étudiants des 
Sciences de la Santé du 
Canada (AÉSSCa) fut 
créée en 2005, la SCTR 
était l’un des membres 
fondateurs.
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La SCTR représentée par une étudiante dans un 
réseau interprofessionnel national 

La Semaine de la TR – 
du 25-31 octobre 2009

La SCTR réserve une semaine en octobre pour célébrer la thé-
rapie respiratoire et en faire la promotion.  Les TR, très sou-
vent le visage public de la profession, sont les ambassadeurs de 
la thérapie respiratoire. Dans notre site Web (www.csrt.com à 
l’onglet Events/RT Week) nous avons affi ché des conseils pra-
tiques pour vous aider à faire la promotion de la profession 
auprès de patients, de collègues, d’étudiants et des médias. Cet 
été, nous vous ferons parvenir des renseignements détaillés par 
voie d’un communiqué électronique. Nous nous réjouissons à 
la perspective d’appuyer vos efforts de promotion de la profes-
sion à tous les niveaux de la communauté.

Respiratory Therapy Week 
– October 25-31, 2009

In October, the CSRT sets aside a week to celebrate and pro-
mote respiratory therapy.  RTs are often the public face of the 
profession and as such, become the ambassadors of respira-
tory therapy. On our website (www.csrt.com under Events/RT 
Week) we have provided some how-to guidelines to help you 
promote the profession with patients, co-workers, students 
and the media. 

This summer we will be sending out more detailed information 
in an eblast.  We look forward to the opportunity of helping to 
promote the profession in the many levels of the community.

Chantale Blanchard, Directrice des relations - étudiants, SCTR



20 Printempts 2009 Revue canadienne de la thérapie respiratoire — www.csrt.com

Special interest

Amendments to Respiratory Therapy Act — Bill 179

The Ontario government introduced a Bill on May 11, 2009 that
amends a number of pieces of legislation including many pro-
fession-specifi c acts (such as the Respiratory Therapy Act, Nurs-
ing Act and Midwifery Act), the Regulated Health Professions Act, 
the Drug and Pharmacies Regulation Act and some 20 other stat-
utes. If passed, the amendments will result in:

• changing the rules for administering, prescribing, dispens-
ing, selling and using drugs in practice for chiropodists 
and podiatrists, dental hygienists, dentists, midwives, nurse 
practitioners, pharmacists, physiotherapists and respira-
tory therapists;

• expanding the services provided by dietitians, medi-
cal radiation technologists, midwives, nurse practitio-
ners, pharmacists and physiotherapists; and provide the 
legislative platform for remote dispensing in Ontario.

Other highlights of the proposed legislation include:

• requiring health colleges to work together to develop com-
mon standards where their professions provide the same or 
similar services;

• making team based care a key component of health college 
quality assurance programs; and

• requiring all regulated health professionals to have profes-
sional liability insurance.

Of particular interest an amendment to section 4 of the Respira-
tory Therapy Act, adding a new controlled act as follows:

5. Administering a prescribed substance by inhalation. 

If passed, this will give RTs the authority to independently 
administer certain prescribed substances as identifi ed in regu-
lation. The regulation may designate individual substances or 
categories of substances. Currently, the College of Respiratory 
Therapy of Ontario anticipates listing oxygen as a “prescribed 
substance” but the addition of others could follow.

The entire Bill can be viewed at http://www.ontla.on.ca/bills/
bills-fi les/39_Parliament/Session1/b179.pdf

This is proposed legislation and there will be no changes in prac-
tice until such time as the Act and regulations come into force.

RT Wins the 2009 Anderson Teaching Award

Jason Macartney is the fi rst non-physician award recipient of an 
Anderson Teaching Award. This award recognizes his extraordi-
nary contribution to education in the perinatal program.  

Letters supporting Jason’s nomination highlighted his commit-
ment to international education, his dedication and enthusiasm 
as a teacher, his ability to teach comfortably across all disciplines 
and translate his knowledge into a form that any student (respi-
ratory therapist, nurse and physician) can understand and relate 
to. 

Jason’s dedication as a teacher is without comparison and 
it is obvious for anyone watching him do it that he loves to 
teach. He exemplifi es and models the ideals of interdisciplin-
ary collaborative work both in emergencies and his daily 

work in the NICU. This modeling has promoted excellent 
interdisciplinary care in the NICU which has been remarked 
upon by many of the trainees. Jason approaches teaching with 
enthusiasm, skill and an excellent knowledge base that he will-
ingly shares with others. 

He was nominated by the staff neonatologists. Eligibility for the 
award is open to all TGH, PMH, TWH and MSH staff (Med-
icine, Nursing, Nutrition, Occupational Therapy, Pharmacy, 
Physical Therapy, Social Work, Radiation Science) who teach, 
tutor or administer University of Toronto programs in the 
health professions. 

The award was presented May 14, 2009 at the Toronto General 
Hospital, Toronto.



New Certificate in Anesthesia Care Available 
to Nurse Practitioners

Four nurse practitioners at the University of Toronto’s Bloom-
berg Faculty of Nursing are currently students of Canada’s fi rst 
and only post-graduate Certifi cate in Anesthesia Care for Nurse 
Practitioners. This unique program advances clinical expertise 
in patient care, pain, sedation and anesthesia.

“These nurse practitioners will make important contributions 
to the anesthesia care team because of their fl exible skills set 
and expertise surrounding the peri-operative experience,” says 
Professor Krista Keilty, nurse practitioner program director, 

Bloomberg Faculty of Nursing. “Working together with anes-
thesiologists and other allied health professionals, NPs in anes-
thesia care will be part of the solution to the crisis in surgical 
wait times.”

These students in anesthesia care have graduate degrees in nurs-
ing, post-graduate nurse practitioner certifi cates and signif-
icant, relevant clinical experience in pain and sedation. More 
than 100 countries in the world employ nurse practitioners in 
anesthesia care. 
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100 AARC APPROVED COURSES

Available For Self-Regulatory And
Mandatory Competency Requirements 

CONTINUING EDUCATION
COURSES

"Your Education Is Our Profession ®"

www.RCECS.com

CSRT Members receive 20% Discount
Use Discount Code:  CSRT

(877) 367-6877   www.RCECS.com

RC Educational Consulting Services, Inc.
  16781 Van Buren Blvd, Suite B

Riverside, CA 92504-5798

Now

Available

In

Canada

Air Purifier Certification

According to the American Environmental Protection Agency 
(EPA), indoor air is more contaminated than outdoor air. The 
contaminants found inside include allergens.

This spring, the asthma & allergy friendly™ Certifi cation Pro-
gram developed and adopted a certifi cation standard and test-
ing protocol for HEPA Air Cleaning Devices.

The certifi cation process subjects air cleaners to performance-
based testing to ensure that they demonstrate the ability to 
reduce the total airborne allergen levels in a defi ned space 
and do not contribute to indoor ozone levels.  Assessment 
for certifi cation requires that the air cleaner be evaluated in 
terms of indoor allergen levels that are representative of those 
found in both air and surface samples of typical homes. The 
asthma & allergy friendly™ Certifi cation Mark is awarded 
only to those air cleaning products that have been scientifi -
cally proven to meet the strict allergen reduction standards 
set by the program.

For more information on the asthma & allergy friendly™ 
certifi cation process please visit 
www.asthmaandallergyfriendly.ca 

As of June 24, 2009, a total of 6,732 laboratory-confi rmed cases 
of H1N1 fl u virus have been reported in all provinces and ter-
ritories in Canada. To date, 423 hospitalizations and nineteen 
deaths have been reported among laboratory-confi rmed cases. 

The highest number of confi rmed cases was in Ontario, fol-
lowed by Quebec.

Public Health Agency of Canada 

Factoids

Confirmed Canadian Cases of H1N1
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Complaint Policy
The CoARTE has developed a complaint policy. It has recently 
been approved by the CSRT Board of Directors, and will be 
posted on the CSRT website and to be disseminated to the 
schools in the CoARTE’s portfolio. The following complaint 
policy applies to issues pertaining to the accreditation process:

Council on Accreditation for Respiratory Therapy 
Education Complaint Policy
Objectives

The purpose of this policy is to provide a mechanism to ensure 
that issues and concerns expressed by third parties are addressed 
appropriately and in a timely manner.

The objectives of the complaints policy are: 
•  to maintain the integrity and credibility of the accreditation 

process;
•  to ensure a fair and open process for stakeholders to iden-

tify concerns and questions regarding a program’s conformity 
with the requirements for accreditation;

•  to provide a mechanism for accountability of the accrediting 
body to the public.

Premises and criteria
Program reviewers and members of CoARTE, as well as CSRT 
staff, are required to maintain the confi dentiality of all infor-
mation regarding the program and the assessment. If an out-
side party (third party) has reason to believe that an accred-
ited program may not be in conformity with one or more of 

the requirements for accreditation, the party may submit a for-
mal complaint to CoARTE. The complaint must describe a spe-
cifi c concern or concerns about the program and/or identify 
one or more accreditation requirement(s) that is/are not being 
met. The complaint must include evidence to support the stated 
concern(s).

In order for such a concern to be considered by CoARTE, a 
signed and dated written letter must be sent to CoARTE sec-
retariat, along with any available supporting documentation.  
CoARTE will then consider the complaint in light of CoARTE 
Terms of Reference and Rules of Procedure, and/or CoARTE 
Accreditation Handbook.  If there are no violations of these 
documents, CoARTE will avow jurisdiction, and refer the issue 
back to the complainant.

Complaint process
Step 1

Before submitting a complaint to CoARTE, the third party must 
show evidence that they have attempted to resolve the complaint 
directly with program/institution offi cials by following the due 
process or grievance procedures provided by the program/insti-
tution.  If the third party is unable to resolve the complaint with 
program/institution offi cials or believes that the concerns have 
not been properly addressed, he or she may submit a complaint 
of non-conformity in writing to CoARTE. 

Step 2

The letter of complaint must include:

Update – Council on Accreditation for Respiratory 
Therapy Education

Review of the accreditation process
An important step has been completed in the accreditation review process — which was presented in the last issue of the CJRT. A 
focus group was convened and conducted by the consultants David Cane and Mary Ellen Jeans on May 28 in Gatineau, QC. The 
participants, esteemed current and past members of CoARTE, educators, program reviewers, administrators or coordinators of 
programs, were joined by a respected member of the NARTRB. They brought their important contribution to the collection of 
data, and so the discussions proved very fruitful for the review. The next step is an online survey addressed to stakeholders (from 
the categories above). Consultants wil employ varied means in order to gather more information.

Accreditation visits
In the spring of 2009, the CoARTE conducted two accreditation visits — to the New Brunswick Community College in Saint John, 
NB, and to the Southern Alberta Institute of Technology in Calgary, AB. Both programs were granted accreditation. In New Bruns-
wick, the team of program reviewers — Marlene Raasok, Dr. Catherine Shields, Debbie Cane, and Kathleen Frame — was very 
impressed by the wholehearted commitment of the Respiratory Therapy Program’s faculty towards the students. They dedicate 
their time, energy and knowledge to the excellence of education. The program is looking at big changes for the better in the near 
future. The current location, within the hospital, will be changed to a new one, in a new Allied Health building, with new laborato-
ries and equipment. The faculty - and the students - also benefi t from the Department Head’s support and promptness of action. 
SAIT is one very well equipped institution; their laboratories make the faculty proud. The students have a very good relationship 
with their instructors and really rely on them. The staff is experienced, and they have a very interesting mentorship plan for the 
incoming instructors. Their agenda for the immediate future includes an academic renewal, which promises to make things even 
better at the Respiratory Therapy Program at SAIT. The energy and effi ciency of the academic chair made great impact on the pro-
gram reviewers — Tom Dorval, Patricia Skinner, Nicole Boudreau, and Dale Mackey.



Special interest

Summer 2009 Canadian Journal of Respiratory Therapy — www.csrt.com 23

a.  a description of the nature of the complaint and the related 
accreditation policies or procedures that the complainant 
believes are not being met by the program. The complainant 
must provide supporting data for the charge. 

b.  a demonstration that the complainant has made reasonable 
efforts to resolve the complaint, or alternatively that such 
efforts would be unavailing; includes verifi cation and docu-
mentation (e.g., copies of grievance processes, communica-
tions verifying completion of processes, etc.) if the complaint 
is from a student or faculty/ instructional staff member at that 
institution, that the complainant exhausted all relevant insti-
tutional grievance and review mechanisms before submitting 
a complaint to CoARTE; and

c.  a signed covering letter including the complainant’s name, 
address, and telephone contact information and the com-
plainant’s relationship to the program in order for CoARTE 
secretariat to verify and communicate with the source of the 
complaint. All complaints must be submitted to CoARTE 
Chair, at the Canadian Society of Respiratory Therapists, 102-
1785 Alta Vista Drive, Ottawa, ON K1G 3Y6. Complaints will 
not be accepted by e-mail or facsimile.

Step 3

Upon receipt of a written complaint, the accreditation secretar-
iat forwards the submission to CoARTE for a decision within 14 
calendar days as to whether action should be taken on the com-
plaint. CoARTE’s decision is based on whether the complaint is 
relevant and within the scope of accreditation. If the issue(s) is/
are not relevant or within the scope of accreditation, the com-
plaint is not pursued.

Step 4

If CoARTE decides that the issue is relevant, CoARTE informs 
the program in question, within 14 calendar days of its deci-
sion, that a third party complaint has been received but does not 
disclose the name(s) of the complainant(s). CoARTE requests a 
response from the program within 30 calendar days. If the pro-
gram’s next submission for reaccreditation is due within the 
next 6 months, CoARTE requests the program to include its 
response in the submission for reaccreditation.

Complaints that do not meet all of the above requirements will 
be returned to the complainant with an explanation.  Com-
plaints meeting the above requirements are transmitted by 
CoARTE Accreditation Manager to CoARTE Complaints Com-
mittee for consideration.  Forms or letters submitted with-
out signature or the required supporting material will not be 
considered.

CoARTE decision
Within 30 calendar days of the program’s response, CoARTE 
informs the program of its decision. CoARTE takes one of the 
following actions:

•  maintains the program’s accreditation status with no further 
action, if the response provides evidence of continuing con-
formity with the requirements for accreditation;

•  requests additional information if the response provides 
insuffi cient evidence of continuing conformity with the 
requirements for accreditation;

•  conducts a site revisit if further evidence from program par-
ticipants is required to validate the response and demon-
strate program conformity with the requirements for accred-
itation. The site revisit is conducted within 60 calendar days 
of CoARTE’s decision. A program site revisit is mandatory to 
validate documented evidence of non-conformity before a 
decision is made on accreditation status. The institution con-
tact is notifi ed, and a date for the site visit is expeditiously 
scheduled. The program is responsible for expenses of the site 
visit. The site visit team is selected from the current roster 
of CoARTE program reviewers. During the site visit, empha-
sis is given only to those standards with which the program 
is allegedly not in conformity. The site visit team submits a 
written report to CoARTE no later than 30 days following the 
site visit. As with all other site visits, only the observations 
of the program reviewers are reported; program reviewers 
do not make accreditation recommendations. CoARTE for-
wards the report to the institution contact within 15 days. The 
program or institution should provide a written response to 
the chair of CoARTE within 30 days of the date on which the 
report is postmarked to the institution contact. The purpose 
of the response is to verify the accuracy of the site visit report. 
If the site revisit does not provide the required evidence of 
conformity, CoARTE changes the accreditation status of the 
program to refl ect the program’s conformity level. The deci-
sion is communicated to the program in 15 days. If CoARTE 
withholds/ withdraws accreditation, the institution contact is 
informed within 15 days of CoARTE decision that accredita-
tion has been withheld/ withdrawn. Notifi cation also includes 
justifi cation for the decision, and informs the program that it 
has the right to appeal the decision. 

Program appeal
If the program chooses to appeal, CoARTE must receive the 
appeal within 30 days from the date of the notifi cation letter. 
With the appeal, the program must submit additional written 
documentation to justify why accreditation should not be with-
held/ withdrawn. CoARTE will evaluate the appeal and take one 
of the following actions within 30 days:

•  Recommends modifi cations of the program within a specifi ed 
period of time (except for those areas that are solely within 
the purview of the institution); 

•  Places the program on probation; 

•  Withholds/ withdraws accreditation.

Within 15 days CoARTE notifi es the program of its decision.

Confi dentiality
The confi dentiality of the complaining party is protected by 
CoARTE unless release of identity has been authorized, or dis-
closure is required by legal action.

Reply to complainant
CoARTE informs the complainant within 30 calendar days 
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of receipt of the complaint whether the complaint is being 
investigated, and if not, why not. Within 60 calendar days of 
CoARTE’s fi nal response to the program following the investi-
gation, CoARTE informs the complainant about the outcome 
of the investigation (i.e., whether the program is in conformity 
with the requirements for accreditation that were in question 
and whether the program is still accredited).

Summary of timelines:
14 days after receiving complaint – CoARTE’s decision whether 
complaint gives grounds for action;

14 days after decision of action – program is informed about 
complaint;

30 days – program must respond;

30 days after program’s response – CoARTE decides a course 
of action;

60 days from this decision - site revisit, if so required;

30 days for site revisit team to submit report to CoARTE;

15 days - CoARTE forwards report to program contact;

30 days from date of postmark – program should respond in 
writing to the report;

15 days – CoARTE notifi es program of its decision;

30 days – program’s appeal in case that CoARTE withholds/ 
withdraws accreditation;

30 days – appeal’s evaluation and action;

15 days – CoARTE notifi es program of its fi nal decision;

30 days from receipt of complaint – CoARTE informs 
complainant;

60 days from fi nal response to program – CoARTE informs 
complainant.

Report to CSRT Board of Directors
The CSRT Board of Directors will be informed when a legit-
imate complaint is received and the process initiated. Brief 
updates may be provided during the process, and a thorough 
account of the decision and the remedial course of action, if any, 
at the end of the process. 

CoARTE discretion
CoARTE has the discretion to adjust the time frames for reports 
when circumstances unduly prejudice those who may be 
affected by the outcome of the complaints process. For exam-
ple, CoARTE may extend the time frame if the report falls due 
over a holiday period; alternatively, CoARTE may shorten the 
time frame if the students enrolled in the program are close to 
graduation. CoARTE’s overriding consideration at all times is to 
promote high quality patient care through the maintenance of 
educational standards.

Profession of good faith
CoARTE is dedicated to providing a sustained quality of pro-
gram evaluation and review.  Established procedures are fol-
lowed when complaints are received alleging that CoARTE has 
not complied with established accreditation practices, including 
nonconformity with its own policies and procedures, exceeding 
its scope as defi ned by the Meaning of Accreditation, the behav-
iour of its on-site program reviewers, or nonconformity with 
the Accreditation Handbook and CoARTE Terms of Reference 
and Rules of Procedures.  

No institution or person who, in good faith, makes a complaint 
against CoARTE, its members, agents, or its staff will be subject 
to harassment, retaliation, or adverse accreditation decisions by 
virtue of having lodged the complaint.

Mise à jour – Conseil pour l’agrément de la formation 
en thérapie respiratoire 

Analyse du processus d’agrément
Une importante étape de l’analyse du processus d’agrément, annoncée dans le dernier numéro de la RCTR, a été franchie. Un 
groupe de consultation a été convoqué et dirigé par les experts-conseils David Cane et Mary Ellen Jeans le 28 mai à Gatineau, QC. 
Les participants, estimés membres actuels et anciens du CoAFTR, éducateurs, réviseurs de programme et administrateurs ou coor-
donnateurs de programmes, étaient accompagnés d’un membre respecté de l’ANORTR. Leur importante contribution à la collecte 
de données a favorisé des discussions fructueuses du point de vue de l’analyse. Les experts-conseils ayant recours à une gamme de 
moyens pour recueillir davantage d’information et de faits, la prochaine étape consiste en un sondage en ligne à l’intention des 
partenaires (parmi les catégories précitées).

Visites d’agrément
Au printemps 2009, le CoAFTR a effectué deux visites d’agrément, l’une au Collège communautaire du Nouveau-Brunswick à Saint 
John, NB, et l’autre au Southern Alberta Institute of Technology (SAIT) à Calgary, AB. Les deux programmes se sont vus accorder 
l’agrément. Au New Brunswick, l’équipe de réviseurs de programme – Marlene Raasok, Dre Catherine Shields, Debbie Cane et 
Kathleen Frame – a été très impressionnée par l’engagement sans réserve des enseignants du Programme de thérapie respiratoire 
envers les étudiants; ils prêtent leur temps, leur énergie et leurs connaissances à l’excellence de l’éducation. Le programme envis-
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Politique de gestion des plaintes
Le CoAFTR a élaboré une Politique de gestion des plaintes; 
récemment approuvée par le Conseil d’administration de la 
SCTR, elle est présentement affi chée dans le site Web de la SCTR 
et elle sera distribuée aux établissements scolaires dans le réper-
toire du CoAFTR. La Politique de gestion des plaintes qui suit 
s’applique à toute question reliée au processus d’agrément :

Politique de gestion des plaintes du Conseil 
pour l’agrément de la formation en thérapie 
respiratoire
Objectifs

La politique a pour but d’assurer un mécanisme par lequel les 
questions et les préoccupations exprimées par les tierces parties 
sont abordées de façon appropriée en temps opportun.
Les objectifs de la Politique de gestion des plaintes sont les sui-
vants :
• préserver l’intégrité et la crédibilité du processus d’agrément;

• assurer un processus juste et ouvert dans le cadre duquel les 
intervenants peuvent soulever leurs préoccupations et ques-
tions relatives à la conformité d’un programme aux exigences 
d’agrément; 

• fournir un mécanisme de responsabilisation de l’organisme 
d’agrément vis-à-vis du public.

Principes et critères
Les réviseurs de programme, les membres du CoAFTR et le per-
sonnel de la SCTR doivent préserver la confi dentialité de tous 
les renseignements relatifs au programme et à l’évaluation. Si 
un tiers (tierce partie) a lieu de croire qu’un programme agréé 
puisse être en non-conformité avec une ou plusieurs exigence(s) 
d’agrément, la partie peut soumettre une plainte formelle au 
CoAFTR. La plainte doit décrire une (des) préoccupation(s) 
précise(s) par rapport au programme et/ou identifi er une 
one ou plusieurs exigence(s) d’agrément qui n’est/ne sont pas 
respectée(s). La plainte doit inclure des preuves à l’appui de la 
(des) préoccupation(s) citée(s).

Afi n qu’une telle préoccupation soit évaluée par le CoAFTR, 
une lettre signée et datée doit être acheminée au secrétariat du 
CoAFTR avec tous les documents à l’appui disponibles. Par la 
suite, le CoAFTR évaluera la plainte à la lumière du Mandat 
et des Règlements de procédure du CoAFTR, et/ou du Guide 
d’agrément. S’il n’y a aucune violation de ces documents, le 
CoAFTR affi rmera sa compétence et renverra la question au 
plaignant.

Procédure de plainte
Étape 1

Avant de soumettre une plainte au CoAFTR, la tierce partie doit 
démontrer qu’elle a tenté de régler la plainte directement avec 
les responsables du programme/de l’établissement en suivant 
la procédure établie ou la procédure de griefs du programme/
de l’établissement. Si la tierce partie ne réussit pas à régler la 
plainte avec les responsables du programme/de l’établissement 
ou si elle est d’avis que les préoccupations n’ont pas été abordées 
comme il se doit, elle peut soumettre une plainte de non-con-
formité au CoAFTR par écrit.

Étape 2

La lettre de plainte doit inclure ce qui suit :

a. une description de la nature de la plainte et les politiques ou 
procédures d’agrément qui, de l’avis du plaignant, ne sont pas 
respectées par le programme. Le plaignant doit fournir des 
données justifi catives; 

b. une preuve que le plaignant a déployé des efforts raisonnables 
pour régler la plainte, ou encore que de tels efforts auraient 
été inutiles, avec attestation / documentation (p. ex., copies 
des procédures de griefs, communications attestant la clô-
ture des procédures, etc.), si la plainte provient d’un étudi-
ant ou membre du corps professoral/personnel enseignant de 
l’établissement, que le plaignant a épuisé tous les mécanismes 
institutionnels de griefs et d’examen avant de soumettre une 
plainte au CoAFTR; et

c. une lettre explicative signée qui précise le nom et les coor-
données du plaignant ainsi que son lien avec le programme, 
permettant au secrétariat du CoAFTR de confi rmer et de 
communiquer avec la source de la plainte. Toute plainte doit 
être acheminée à la présidence du CoAFTR, à la Société can-
adienne des thérapeutes respiratoires, 102-1785, prom. Alta 
Vista, Ottawa, ON K1G 3Y6. Les plaintes ne sont pas accep-
tées par courriel ni par télécopieur.

Étape 3

Sur réception d’une plainte écrite, le secrétariat d’agrément 
achemine la soumission au CoAFTR pour une décision dans les 
14 jours civils à savoir s’il y a lieu d’y donner suite. La décision 
du CoAFTR est basée sur la pertinence de la plainte et le champ 
d’application de l’agrément. Si la(les) préoccupation(s) n’est/
ne sont pas pertinente(s) ou si elle(s) surpasse(nt) le champ 
d’application de l’agrément, la plainte est abandonnée.

age d’importantes améliorations dans un avenir rapproché; l’emplacement actuel, dans l’hôpital, fera place à de nouvelles instal-
lations dans un édifi ce de services paramédicaux muni d’équipement et de laboratoires neufs. Les enseignants – et les étudiants – 
tirent également profi t du soutien et de la rapidité d’action du Directeur du département. Pour sa part, le SAIT est un établissement 
équipé à la fi ne pointe; ses laboratoires sont la fi erté des enseignants. Les étudiants ont un très bon rapport avec leurs  enseignants 
sur qui ils comptent énormément. Le personnel est chevronné, et il y existe un plan de mentorat très intéressant à l’intention des 
nouveaux  enseignants. L’avenir immédiat promet une vague de renouvellement qui ne fera qu’améliorer davantage les choses au 
Programme de thérapie respiratoire du SAIT. L’énergie et l’effi cacité de la chaire universitaire a fait bonne impression sur les révi-
seurs de programme – Tom Dorval, Patricia Skinner, Nicole Boudreau et Dale Mackey.
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Étape 4

Si le CoAFTR  décide que la préoccupation est pertinente, il 
informe le programme en question, dans les 14 jours civils sui-
vant sa décision, qu’une plainte a été reçue d’une tierce partie 
sans dévoiler le(s) nom(s) du(des) plaignant(s). Le CoAFTR 
demande une réponse de la part du programme dans les 30 
jours civils. Lorsque la prochaine soumission du programme 
en vue du renouvellement de l’agrément est exigible dans les 6 
prochains mois, le CoAFTR demande au programme d’annexer 
sa réponse à la soumission en vue du renouvellement de 
l’agrément.

Les plaintes qui ne répondent pas à toutes les exigences préci-
tées sont retournées au plaignant avec une explication. Les 
plaintes qui répondent aux exigences précitées sont acheminées 
au Comité des plaintes du CoAFTR, par l’entremise de la direc-
trice du Programme d’agrément, aux fi ns d’étude. Les formulai-
res et les lettres soumis sans signature ou sans la documentation 
à l’appui requise ne seront pas étudiés.

Décision du CoAFTR
Dans les 30 jours civils de la réponse du programme, le CoAFTR 
informe le programme de sa décision. Le CoAFTR prend l’une 
des mesures suivantes :

• il maintient le statut d’agrément du programme sans action 
supplémentaire, si la réponse constitue une preuve suffi sante 
de la conformité continue aux exigences d’agrément;

• il demande des renseignements additionnels si la réponse 
constitue une preuve insuffi sante de la conformité continue 
aux exigences d’agrément;

• il procède à une nouvelle visite de site si des renseignements 
supplémentaires doivent être obtenus auprès des participants 
au programme afi n d’authentifi er la réponse et démontrer 
la conformité du programme aux exigences d’agrément. La 
nouvelle visite de site est effectuée dans les 60 jours civils de la 
décision du CoAFTR. La nouvelle visite de site est obligatoire 
afi n d’authentifi er la preuve documentée de non-conformité 
avant qu’une décision ne soit prise relativement au statut 
d’agrément. La personne-ressource de l’établissement est avi-
sée et une date est fi xée dans les meilleurs délais pour la visite 
de site. Le programme est responsable des frais de la visite de 
site. L’équipe de la visite de site est choisie à partir de la liste 
courante de réviseurs de programme du CoAFTR. Pendant la 
visite de site, l’accent est réservé aux exigences avec lesquelles 
le programme n’est censément pas en conformité. L’équipe 
de la visite de site soumet un rapport écrit au CoAFTR dans 
les 30 jours suivant la visite. Comme dans le cas de toute vis-
ite de site, seules les observations des réviseurs de programme 
sont consignées : ces derniers ne formulent aucune recom-
mandation relative à l’agrément. Le CoAFTR achemine le 
rapport à la personne-ressource de l’établissement dans les 
15 jours. Le programme ou l’établissement devrait acheminer 
une réplique écrite à la présidence du CoAFTR dans les 30 
jours de la date du cachet de la poste du rapport acheminé à 
la personne-ressource de l’établissement. Le but de la répli-
que est d’authentifi er l’exactitude du rapport de la visite de 

site. Si la nouvelle visite de site ne fournit pas la preuve de 
conformité requise, le CoAFTR modifi e le statut d’agrément 
du programme de façon à refl éter le niveau de conformité 
du programme. La décision est communiquée au programme 
dans les 15 jours. Si le CoAFTR refuse/retire l’agrément, la 
personne-ressource de l’établissement est informée dans les 
15 jours suivant la décision du CoAFTR que l’agrément a été 
refusé/retiré. L’avis inclut notamment la justifi cation de la 
décision et il informe le programme de son droit d’interjeter 
appel de la décision. 

Appel interjeté par le programme
Si le programme décide d’interjeter appel, le CoAFTR doit recev-
oir l’appel dans les 30 jours suivant la date de la lettre d’avis. Avec 
l’appel, le programme doit soumettre de la documentation écrite 
supplémentaire qui justifi e pourquoi l’agrément ne devrait pas 
être refusé/retiré. Le CoAFTR évalue l’appel et prend l’une des 
mesures suivantes dans les 30 jours :

• il recommande des modifi cations au programme dans un 
délai précis (exception faite des domaines qui sont unique-
ment du ressort de l’établissement); 

• il accorde au programme le statut d’agrément probatoire; 

• il refuse/retire l’agrément.

Le CoAFTR informe le programme de sa décision dans les 15 
jours. 

Confi dentialité
La confi dentialité du plaignant est protégée par le CoAFTR à 
moins que la divulgation de l’identité n’ait été autorisée, ou 
que la divulgation ne soit nécessaire en raison d’une action en 
justice.

Réponse au plaignant
Dans les 30 jours civils suivant la réception de la plainte, le 
CoAFTR informe le plaignant si la plainte fait l’objet d’une 
enquête, et sinon, pourquoi. Dans les 60 jours civils de la réponse 
fi nale que le CoAFTR achemine au programme suite à l’enquête, 
le CoAFTR informe le plaignant du résultat de l’enquête (c.-à-d., 
si le programme est en conformité avec les exigences d’agrément 
en question et si le programme est toujours agréé).

Résumé des échéanciers :

14 jours après réception d’une plainte : décision du CoAFTR à 
savoir s’il donnera suite à la plainte;

14 jours après la décision sur la suite à donner : le programme 
est informé de la plainte;

30 jours : le programme doit fournir une réponse; 
30 jours après la réponse du programme : le CoAFTR décide des 

mesures à prendre;
60 jours de cette décision : nouvelle visite de site, le cas échéant;
30 jours pour la soumission du rapport de l’équipe de la nou-

velle visite de site au CoAFTR;
15 jours : le CoAFTR achemine le rapport à la personne-res-

source de l’établissement;
30 jours de la date du cachet de la poste : le programme devrait 

fournir une réplique écrite liée au rapport; 
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15 jours : le CoAFTR informe le programme de sa décision;
30 jours : appel du programme en cas de refus/retrait de 

l’agrément par le CoAFTR;
30 jours : évaluation de l’appel et mesures à prendre;
15 jours : le CoAFTR informe le programme de sa décision 

fi nale;
30 jours de la réception de la plainte : le CoAFTR informe le 

plaignant;
60 jours de la réponse fi nale au programme : le CoAFTR informe 

le plaignant. 

Déclaration au Conseil d’administration de la 
SCTR

Le Conseil d’administration de la SCTR est informé lorsqu’une 
plainte légitime est reçue et que le processus est initié. De brèves 
mises à jour lui sont fournies pendant le processus, ainsi qu’un 
compte rendu détaillé de la décision et des mesures correctives, 
le cas échéant, à la fi n du processus. 

Discrétion du CoAFTR

Le CoAFTR a la discrétion d’adapter les échéanciers des rap-
ports lorsque les circonstances portent indûment préjudice aux 
personnes touchées par le résultat du processus de plaintes. À 

titre d’exemple, le CoAFTR peut prolonger l’échéancier si le 
rapport est exigible pendant une période de vacances; par ail-
leurs, il peut raccourcir l’échéancier si les étudiants inscrits dans 
le programme arrivent à la fi n de leurs études. En tout temps, 
la raison primordiale du CoAFTR est de promouvoir les soins 
de grande qualité aux patients par la mise à jour des normes 
éducatives.

Profession de bonne foi

Le CoAFTR est voué à assurer la qualité soutenue de l’évaluation 
et de la révision des programmes. Les procédures établies 
sont suivies lors de la réception d’une plainte alléguant que 
le CoAFTR n’a pas respecté les pratiques d’agrément établies, 
notamment la non-conformité à ses propres politiques et procé-
dures, le fait d’outrepasser son champ d’application tel que 
défi ni dans la section « Signifi cation de l’agrément », le com-
portement de ses réviseurs sur les lieux ou la non-conformité au 
Guide d’agrément et/ou au Mandat et des Règlements de procé-
dure du CoAFTR.   

Aucun établissement et aucune personne qui, de bonne foi, 
dépose une plainte contre le CoAFTR, ses membres, agents, ou 
son personnel ne sera assujetti au harcèlement, à des représ-
ailles, ni à des décisions d’agrément défavorables en vertu du 
dépôt de la plainte. 

As the World Health Organization has declared a Phase 6 alert 
H1N1 infl uenza — raising this outbreak to pandemic levels, this 
marks a clear signal for the need for response and mitigation 
efforts.

Trudell Medical International designs, manufactures and dis-
tributes devices used in the treatment of respiratory illness and 
diseases. At this more sensitive time, it is important to heed the 
Precautionary Principle that was often cited by The SARS Com-
mission in December 2006. The Precautionary Principle states 
that action to reduce risk need not await scientifi c certainty. As 
more information is learned regarding the transmission of swine 
infl uenza, consider the need to reduce risk whenever delivering 
aerosol medication.

•  If an inhaled aerosol drug is available in a pressurized Metered 
Dose Inhaler format, it should be delivered with AeroChamber* 
Valved Holding Chamber; or by dry powder.1

•   If a nebulized treatment is deemed required, choose a nebulizer 
that reduces Fugitive Emission of aerosol droplets. 

Motivated by infl uenza pandemic preparedness, a team of 
researchers recently studied the dispersion distances of exhaled 
air and aerosolized droplets during use of a jet nebulizer. Pub-
lished in March 2009 CHEST, fi ndings show that a continuous 
nebulizer with a mask attachment had extensive leakage out the 
side vents of the mask even in an isolation room with nega-
tive pressure. The authors recommend that healthcare workers 
should take extra protective precaution as a result.2 

In contrast to continuous nebulizers, the AeroEclipse* II Breath 
Actuated Nebulizer (BAN) produces aerosol only on inspira-
tion. AeroEclipse* II BAN is designed so signifi cantly less drug 
is lost to the environment (continuous nebulizers ranged from 
30-40% fugitive emissions). The unique Breath Actuation feature 
of the AeroEclipse* II BAN may provide for a safer healthcare 
and patient environment by reducing the possibility for airborne 
pathogens to attach to droplets. 

The current situation posed by swine infl uenza may provide an 
opportunity to closely examine current nebulization practices 
and look to new technology for delivering inhaled solutions.

Trudell has developed an internationally recognized leadership 
in the development and manufacture of aerosol drug delivery 
devices that enhance the quality of life for those affl icted with 
respiratory disease.

1SARS Directive to All Ontario Health Care Facilities/Settings for High-
Risk Aerosol-Generating Procedures Under Outbreak Conditions; Min-
istry of Health and Long-Term Care Directive HR04-13, April 15, 2004
2Hui D, Chow B, Chu L, Ng S, Hall S, Gin T, Chan M; Exhaled Air and Aerosol-
ized Droplet Dispersion During Application of a Jet Nebulizer; CHEST March 

2009 vol. 135 no. 3, 648-654 

* Trade marks and registered trade marks of Trudell Medical 
International © Trudell Medical International 2009. All rights 
reserved.  Privacy Policy   MD-895A-0409

Delivery Of Aerosol Medication During Influenza 
Pandemic Alert



RESEARCH QUESTIONS

1.  What is the clinical-effectiveness of combination therapy of 
drugs for idiopathic pulmonary arterial hypertension (IPAH) 
compared with monotherapy?

2. What are the guidelines for the use of drugs for IPAH?

3. What is the potential for expanded use of drugs for IPAH?

METHODS

Published literature was obtained by crosssearching BIOSIS 
Previews, EMBASE, and MEDLINE on the OVID search system 
between January 2003 and December 2008. Parallel searches 
were performed on PubMed and the Cochrane Library (Issue 
4, 2008) databases. Websites of regulatory agencies and health 
technology assessment and related agencies were also sear-
ched, as were specialized databases such as those of the Univer-
sity of York Centre for Reviews and Dissemination. These sear-
ches were supplemented by handsearching the bibliographies of 
selected papers. Two individuals screened and selected articles 
for inclusion in the report.

SUMMARY OF FINDINGS

There were four randomized controlled trials (RCTs) and two 
guidelines identifi ed. No relevant meta-analyses, systematic 
reviews, or health technology assessment reports were identi-
fi ed. One RCT assessed the effect of adding oral sildenafi l to 
long-term intravenous epoprostenol in 267 patients with PAH. 
After 16 weeks, the adjusted mean change in the six-minute 
walk distance was 29.8 m for the sildenafi l group and 1.0 m 
for the placebo group, a treatment difference of 28.8 m (95% 
confi dence interval [CI] 13.9 to 43.8 m; P < 0.001) after adjus-
ting for baseline walking distance and etiology using analysis of 

variance models. In patients with IPAH, the difference between 
groups was 33.9 m in favour of the sildenafi l group (P value 
and 95% CI not reported). Sildenafi l also had a benefi cial effect 
on hemodynamic measurements and health-related quality of 
life. Another RCT assessed the effect of adding inhaled iloprost 
to stable monotherapy with bosentan in 67 patients with PAH. 
After 12 weeks, the mean increase in post-inhalation six-minute 
walk distance from baseline was 30 m in the iloprost group and 
4 m in the placebo group, a mean difference of 26 m (P = 0.051). 
The mean increase in pre-inhalation six-minute walk distance 
from baseline was 29 m in the iloprost group and 11 m in the 
placebo group, a mean difference of 19 m (P = 0.14). In 34% of 
iloprost-treated patients, the New York Heart Association class 
improved, compared with 6% of patients in the placebo group 
(P = 0.002). Time to clinical worsening and post-inhalation 
hemodynamics also favoured the iloprost group.

A third RCT assessed the effi cacy and safety of combination 
bosentan and epoprostenol in 33 patients with severe PAH rela-
tive to epoprostenol alone. All patients were started on epo-
prostenol and then randomized to bosentan or placebo. After 
12 weeks, differences between Drugs for Pulmonary Arterial 
Hypertension: A Systematic Review of the Clinical-Effective-
ness of Combination Therapy v groups in hemodynamics were 
not statistically signifi cant, nor were differences in six-minute 
walk distance, dyspnea-fatigue rating, or change in New York 
Heart Association functional class. The authors concluded that 
the combination of bosentan and epoprostenol may be a the-
rapeutic option for the management of patients with severe 
PAH. One additional RCT evaluating bosentan in mildly symp-
tomatic patients also assessed the effect of combination the-
rapy with bosentan and sildenafi l. However, the results of the 
combination therapy were better described in abstract form. 
From this study, it was concluded that in mildly symptomatic 
PAH patients treated with sildenafi l, add-on bosentan therapy 
improved emodynamics and delayed clinical worsening, consis-
tent with the effects seen in patients not receiving concomitant 

Drugs for Pulmonary Arterial Hypertension: 
A Systematic Review of the Clinical-Effectiveness 
of Combination Therapy
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EXECUTIVE SUMMARY

Context and Policy Issues

Pulmonary arterial hypertension (PAH) is a lifethreatening, progressive condition with a poor prognosis when left unmana-
ged. Treatment options in PAH have increased over the past two decades, with regulatory approval of newer drugs and greater 
experience with combinations of existing drugs. Prostacyclin derivatives (epoprostenol, treprostinil, and iloprost), endothelin 
receptor antagonists (bosentan, sitaxsentan, and ambrisentan), and phosphodiesterase-5 inhibitors (sildenafi l) are all used in 
the management of the disease. This report will review the evidence of clinicaleffectiveness and guidelines for the use of these 
agents in PAH, which could potentially help in decision making at the level of the health care system.



Summer 2009 Canadian Journal of Respiratory Therapy — www.csrt.com 29

Scientific news

sildenafi l. The guidelines identifi ed included recommendations 
about combination therapy in PAH and tended to be cautious 
with respect to combination therapy for PAH until more evi-
dence is available.

CONCLUSIONS AND IMPLICATIONS FOR DECISION OR 
POLICY MAKING

Treatment guidelines for IPAH reserved combination therapy 
for more severe cases that fail to respond to monotherapy. As 
well, it is recommended that combination therapy take place 
under the supervision of experienced PAH-specialty practitio-
ners or within the context of clinical trials. From the limited 
number of published RCTs, it appears that there may be some 
additional benefi t from combinations of agents in PAH, but 
these studies have been relatively short in duration, and two of 
the three studies included only small numbers of patients. There 
are a number of RCTs of various combinations of agents unde-
rway that may help to clarify the clinical benefi t of this treat-
ment approach. Until these studies are completed, there may 

be insuffi cient evidence to make broad policy decisions about 
combination therapy in PAH. Such decisions may be best consi-
dered on a case-by-case basis. When additional evidence from 
the clinical trials currently underway becomes available, there 
could be some potential for expanded use of combination the-
rapy if results are positive.

1 Independent Consultant.

2 Canadian Agency for Drugs and Technologies in Health, 
Ottawa, Ontario.
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Altered Effector Function of Peripheral Cytotoxic Cells 
in COPD
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Abstract (Provisional)

BACKGROUND

There is mounting evidence that perforin and granzymes are 
important mediators in the lung destruction seen in COPD. We 
investigated the characteristics of the three main perforin and 
granzyme containing peripheral cells, namely CD8+ T lym-
phocytes, natural killer (NK; CD56+CD3-) cells and NKT-like 
(CD56+CD3+) cells.

METHODS

Peripheral blood mononuclear cells (PBMCs) were isolated 
and cell numbers and intracellular granzyme B and perforin 
were analysed by fl ow cytometry. Immunomagnetically selec-
ted CD8+ T lymphocytes, NK (CD56+CD3-) and NKT-like 
(CD56+CD3+) cells were used in an LDH release assay to deter-
mine cytotoxicity and cytotoxic mechanisms were investigated 
by blocking perforin and granzyme B with relevant antibodies.

RESULTS

The proportion of peripheral blood NKT-like (CD56+CD3+) 
cells in smokers with COPD (COPD subjects) was signifi -
cantly lower (0.6%) than in healthy smokers (smokers) (2.8%, 
p<0.001) and non-smoking healthy participants (HNS) (3.3%, 
p<0.001). NK (CD56+CD3-) cells from COPD subjects were 
signifi cantly less cytotoxic than in smokers (16.8% vs 51.9% 
specifi c lysis, p<0.001) as were NKT-like (CD56+CD3+) 
cells (16.7% vs 52.4% specifi c lysis, p<0.001). Both cell types 
had lower proportions expressing both perforin and gran-
zyme B. Blocking the action of perforin and granzyme B redu-
ced the cytotoxic activity of NK (CD56+CD3-) and NKT-like 
(CD56+CD3+) cells from smokers and HNS.

CONCLUSION

In this study, we show that the relative numbers of peripheral 
blood NK (CD56+CD3-) and NKT-like (CD56+CD3+) cells 
in COPD subjects are reduced and that their cytotoxic effector 
function is defective.

http://respiratory-research.com/content/10/1/53



INTRODUCTION
Chronic obstructive pulmonary disease (COPD) is character-
ized by the presence of a chronic obstruction of air fl ow.1 The 
main risk factor for COPD is smoking, which is responsible for 
75% of cases and is more common among men than women 
and more severe among the elderly.2,3 In 2003, COPD was ranked 
the fi fth leading cause of hospital internments in the Brazilian 
public healthcare system.4 It is the fourth leading cause of illness 
and mortality in the United States and is expected to be the fi fth 
most common disease worldwide by the year 2020.5 In Canada, 
in 2002, 37.209 of all deaths aged 0 to 80+ years were attributable 
to smoking and COPD contributed to 7.5% of the these death 
causes.3 In addition, epidemiological studies conducted in 2003, 
concluded that COPD affects 4% of Canadian adults and is a 
major cause of disability and economic concern.6

Individuals with COPD exhibit lung hyperinfl ation, which places 

the thoracic cage in the inhalation position, thereby lowering 
and displacing the diaphragm. It is believed that hyperinfl ated 
patients accommodate part of the lung volume by expanding 
the thoracic cage, increasing the anterior-posterior diameter and 
changing the positioning of the ribs, which go from a slanted 
to a more horizontal position.7 Scapular elevation, abduction 
and anterior tilt have also been reported, especially in the more 
advanced stages of the disease.8 

Quantitative descriptions on the postural alterations in individu-
als with COPD are lacking in the literature. Therefore, the aim 
of the present study was to investigate thoracic kyphosis and the 
orientation and position of the scapula and head in male indi-
viduals with COPD and compare the fi ndings to a control group. 
The information generated from the present study will contrib-
ute toward the development of more effective physiotherapeutic 
interventions in the treatment of COPD.

ABSTRACT
Rationale: The present study investigated thoracic kyphosis 
and the orientation and position of the scapula and head in 
male subjects with COPD compared to an age-paired con-
trol group. Quantitative descriptions on postural alterations 
in patients with COPD are lacking in the literature. 

Methods: Nineteen individuals with COPD (74.2 ± 5.1 
years) and 19 individuals in the control group (71.9 ± 4.6 
years) participated in the study. A three-dimensional motion 
capture system was used to obtain the upward rotation, ante-
rior tilt and internal rotation angles as well as the linear mea-
sures of scapular elevation and abduction. Thoracic kypho-
sis, protraction of the head and shoulders, and the diameter 
of the upper thoracic cage were also measured. ANOVA and 
the Student's t-test for dependent samples were used for the 
inter-group and intra-group comparisons, respectively.

Results: The COPD group exhibited signifi cantly higher 

right (F[1.37]=6.12, P=0.0182; 12.99 cm 95% CI, 12.43 to 
13.52) and left (F[1.37]=10.21, P=0.0029; 12.35 cm, 95% 
CI, 11.81 to 12.89) scapulae elevation in comparison to the 
control group. The COPD group exhibited asymmetry in the 
scapulae and position of the head (P<0.05). 

Conclusions: Male individuals with COPD exhibit more 
elevated scapulae in comparison to controls, possibly due to 
hyperinfl ation of the lungs, which changes the position of 
the sternum and affects the scapulae. Furthermore, patients 
exhibited asymmetries that could lead to the occurrence of 
pain in the scapular and cervical regions. Understanding 
these postural alterations is important to the development of 
exercise programs that would emphasize techniques aimed 
to prevent scapular elevation. 

Keywords: Position of the scapulae, thoracic kyphosis, 
Chronic Obstructive Pulmonary Disease, Elderly

Orientation and position of the scapula, head and 
kyphosis thoracic in male patients with COPD
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METHODS AND MATERIALS 

The present study was approved by the Ethics Committee of the 
Federal University of Minas Gerais, Brazil. A total of 19 male 
individuals over the age of 65 years (mean age 74.2, SD 5.1) with 
moderate (FEV

1
/FCV<70% and 50% �FEV

1 
<80% predicted, 

with or without symptoms) and severe (FEV
1
/FCV<70% and 

FEV
1
<30%

 
predicted or presence of respirator failure or right 

heart failure) COPD participated in the study.2 The inclusion 
criteria were individuals with COPD who were clinically stable 
for at least two months, who had not been hospitalized for the 
last 3 months or had suffered and exacerbation of their airfl ow 
limitation within 2 months prior to the start of the study or had 
a transcutaneous oxygen saturation of the hemoglobin (SaO

2
) 

greater than 90% while in room air. Individuals with other types 
of lung diseases or after effects from neurological diseases were 
excluded. 

The control group was made up of 19 male individuals over 
the age of 65 years (mean age 71.9; SD 4.6) with no respiratory 
dysfunction, as assessed by the respiratory disease questionnaire 
published by the American Thoracic Society - Division of Lung 
Disease (ATS-DLD).9,10,11

The exclusion criteria for both groups were presence of back 
and shoulder pain, clinical history of idiopathic scoliosis, having 
undergone spinal surgery, ankylosing spondylitis and diffi culty 
in understanding verbal commands. 

EQUIPMENT

Thoracic kyphosis and the orientation and position of the scapula 
and head were determined using the Qualisys ProRefl ex (Motion 
Capture Unit - QUALISYS MEDICAL AB, Gothenburg, Swe-
den), which has four cameras. Seventeen passive refl ectors, 15 
mm in diameter, were placed on the following anatomic points: 
spinal process of the fi rst thoracic vertebra (T1), spinal process of 
the seventh thoracic vertebra (T7), spinal process of the twelfth 
thoracic vertebra (T12), root of the spine of the scapula (bilater-
ally), inferior angle of the scapula (bilaterally), posterior angle 
of the acromion (bilaterally), medial portion of the acromion 
(bilaterally) – obtained by means of a pachymeter –, sternocla-
vicular joint and tragus of the ear (bilaterally). 

Due to the proximity between the markers over the seventh cer-
vical vertebrae (C7) and T1, which hampers capturing on cam-
era, a new marker was placed over the C7 position, denomi-
nated the virtual C7 marker and located 1.5 cm above the T1 
marker.12 

For the correct alignment of the individuals with the laboratory 
coordinates, a rigid plastic rod, 25 cm in length, with a refl ective 
marker placed at each end, was positioned in the infra-scapular 
region of each individual during data collection. This position 
placed the rod parallel to the X axis, or frontal plane, determined 
by the system calibration. For all angle and displacement mea-
surements, the position of the individuals was aligned from the 
rod to the X axis (mid-lateral) of the laboratory. Measurements 
were obtained from the right and left sides.

The orientation of the scapulae included three angular measure-
ments (upward rotation, anterior tilt, internal rotation) and two 
linear measurements (elevation and abduction). Measurements 
of thoracic kyphosis, protraction of the head and shoulders and 

diameter of the upper thoracic cage were also taken, as follows: 

•  Upward rotation (U-Rot): occurs perpendicularly to the ante-
rior-posterior axis and corresponds to the lateralization of the 
inferior angle of the scapula in relation to the spine on the fron-
tal plane, such that the glenoid cavity is oriented upwardly. The 
U-Rot angle was obtained as illustrated in Figure 1-a.13 A posi-
tive value indicates an upwardly rotated scapula.

•  Scapular abduction (S-Abd): corresponds to the lateral linear 
shift of the scapula in relation to the vertebral column. The 
linear distance was obtained as illustrated in Figure 1-b.13 A 
greater distance between markers indicates greater scapular 
abduction.

•  Scapular elevation (S-Ele): corresponds to the upper linear shift 
of the scapula over the thoracic cage. The elevation measure-
ment was obtained as illustrated in Figure 1-c.13 Greater scapu-
lar elevation indicates a lesser distance between markers.

Figure 1. (a) U-Rot: angle formed by the intersections of a straight lined 
passing through virtual C7 and T7 with a straight line passing along the 
medial edge of the scapula on the root of the spine of the scapula and the 
inferior angle of the scapula. 

(b) S-Abd: linear distance obtained from the centroid point of the scapula 
to the virtual C7 marker. 

(c) S-Ele: linear distance obtained from the vertical distance of the marker 
positioned over virtual C7 and the centroid of the scapula. 

(d) A-Tlt: angle obtained from the intersection of a straight line passing 
over virtual C7 and T7 with a straight line passing over the posterior angle 
of the acromion and the centroid of the scapula. 

(e) I-Rot: angle obtained from the intersection of the frontal plane of the 
individual, obtained from the horizontal rod positioned in the infra-scapu-
lar region, with a straight line passing through the root of the spine of the 
scapula and the posterior angle of the acromion.

Figure 2. (a) T-Cg: angle formed by a line passing over the sternoclavicu-
lar joint (SJ) and lateral acromion and another line passing over the lateral 
acromion and the root of the spine of the scapula, seen on the transverse 
plane. 

(b)T-Kyph: determined by the sum of the angles formed by upper tho-
racic kyphosis (UTK) and lower thoracic kyphosis (LTK). The UTK angle was 
formed by the intersection of a straight line passing over T1 and a marker 
positioned 9 cm below T1 with the vertical axis. The LTK angle was formed 
by the intersection of a straight line passing over T12 and a marker posi-
tioned 9 cm above T12 (T12-9) with the vertical axis. 



•  Anterior tilt (A-Tlt): occurs perpendicularly to the lateral-medial 
axis and corresponds to the forward movement of the coracoid 
process on the sagittal plane. The A-Tlt angle was obtained as 
illustrated in Figure 1-d. A positive value indicates a more ante-
rior position of the coracoid process of the scapula .13

•  Internal rotation (I-Rot): occurs parallel to the longitudinal axis 
and corresponds to the deviation from the medial border of the 
scapula in relation to the thoracic cage on the transverse plane. 
The I-Rot angle was obtained as illustrated in Figure 1-e.13 A 
positive value indicates an internally rotated scapula.

•  Upper thoracic cage (T-Cg): the angle was obtained as illus-
trated in Figure 2-a. A greater angle indicates an increase in the 
anterior-posterior diameter of the upper thorax.14

•  Thoracic kyphosis (T-Kyph): determined by the sum of the 
angles formed by upper thoracic kyphosis (UTK) and lower 
thoracic kyphosis (LTK), as illustrated in Figure 2-b.14

•  Protraction of the head (P-Head): the angle was obtained as 
illustrated in Figure 3-a.15 A lower angle indicates greater for-
ward projection of the head in relation to virtual C7.

•  Protraction of the shoulders (P-Shoul): obtained as illustrated 
in Figure 3-b.15 A greater angle indicates a greater forward pro-
jection of the shoulders in relation to virtual C7.

During collection, subjects remained seated on a stool with no 
backrest, with their arms relaxed alongside the body, knees fl exed 
at 90° and aligned with the hip, and their feet on the fl oor. They 
were instructed to focus their eyes on the horizon, exhale nor-
mally and avoid speaking. Expiratory volume was controlled by 
asking the subjects to exhale the tidal volume. A brief training 
session was given to each subject to guarantee exhalation. After 
exhalation, a command was given to pause breathing for three 
seconds. The aim of the respiratory pause was to avoid trunk 
movement during data collection. 

Three 3-second trials were collected at 120 Hz. An interval of 30 
to 60 seconds was given between measurements. The mean of 
the three measurements was used for analysis.

DATA REDUCTION

The centroid point of the scapula was obtained from the aver-
age of the points formed by the markers on the inferior angle, 
root of the spine of the scapula and the posterior acromion. To 
obtain the coordinates of the virtual C7 point, the equation of 
the straight line passing through the T1 and T1-9 (9 cm below 
T1) points was used and a point 1.5 cm above T1 was deter-
mined on this line. The measurements were computed thought 
a MATLAB® program using the X, Y and Z coordinates of each 
marker. 

The relative distances (in cm) between the pairs of points were 
obtained from the difference between coordinates, followed by 
the square root of the sum of the squares of each coordinate 
component. The angles were determined by the intersection of 
two straight lines passing through two pairs of points. The arc-
tangent function was used for this calculation.

For the correct alignment of the individuals with the frontal 
plane of the laboratory, the straight line formed by the coordi-
nates of the two points located at the ends of the rigid rod was 
oriented parallel to the X axis. For such, a spatial rotation of this 
line was performed and, consequently, the same rotation was 
applied to the other points, without affecting their relative posi-
tions, thereby assuring that the relative vector distance was main-
tained between each rotated point and fi xed point of the rod.

STATISTICAL ANALYSIS 

Anthropometric variables and the angular and linear measure-
ments were compared between groups through Analysis of Vari-
ance (ANOVA). For the intra-group comparison, the Student’s 
t-test for dependent samples was used. The signifi cance level was 
set at P < 0.05.

RESULTS

The 19 individuals with COPD had dyspnea and a history of 
exposure to tobacco smoke; 10 had moderate obstruction, with 
Forced Expiratory Volume in 1 s (FEV

1 
) < 60% of the predicted 

value, and 9 had severe obstruction, with FEV
1
<30% of the pre-

dicted value.2 Only one had SaO
2
<90%. All were ex-smokers and 

made regular use of a bronchodilator. The control group of 19 
elderly controls had SaO

2
>95%. 
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Figure 3. (a) Protraction of the head (P-Head): angle formed by the inter-
section of a straight line passing over the tragus of the ear and virtual C7 
with a horizontal line intercepting virtual C7 on the sagittal plane. (b) Pro-
traction of the shoulders (P-Shoul): angle obtained from the intersection of 
a straight line passing over the lateral mid point of the acromion and virtual 
C7 with a horizontal line intercepting the lateral acromion on the sagittal 
plane.

Table 1: Comparison of demographic and anthro-
pometric data between the group of patients with 
COPD (n=19) and the control group (n=19).

Variables COPD Mean (SD) Control Mean (SD)

Age (years) 74.2 (5.1) 71.9 (4.6)

Height (cm) 164.5 (5.3) 170.2 (6.4)

Weight (Kg) 63.4 (12.4) 69.8 (8.5)

BMI 23.3 (4.0) 24.0 (2.5)

Pack/years 54.5 (25.7) 5.6 (7.7)*

SaO2 (%) 93.0 (3.0) 96.7 (1.3)

BMI: body mass index, SaO2: Transcutaneous oxygen saturation, 

* refers to P<0.05
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Among the demographic variables investigated, pack-years 
(F[1.37]=62.89, P=0.0001; 30.09, 95% CI, 19.87 to 40.31) and 
SaO

2
 (F[1.37])=13.41, P=0.0008; 95.07%, 95% CI, 94.01 to 

96.13) were statistically different between groups (Table 1).

No statistically signifi cant difference was found between groups 
in the angular measurements of the scapula (U-Rot R and L, I-
Rot R and L, A-Tlt R and L), position of head (P-Head R and L), 
shoulders (P-Shoul R and L), thoracic kyphosis (T-Kyph) and 
thoracic cage (T-Cg R and L). Results of the linear measurements 
of the scapula revealed that the group of patients with COPD had 

a signifi cantly higher S-Ele R (F[1.37]=6.12, P=0.0182; 12.99 cm 
95% CI, 12.43 to 13.52) and S-Ele L (F[1.37]=10.21, P=0.0029; 
12.35 cm, 95% CI, 11.81 to 12.89) than the control group. The 
S-Abd R and L were not signifi cantly different between groups 
(Table 2).

The paired t-test showed that the group of patients with COPD 
exhibited signifi cant differences in the angular measurements of 
the U-Rot R and L (t[18]=2.73, P<0.01), A-Tlt R and L (t[18]=-
4.85, p<0.0001) and P-Head R and L (t[18]=4.41, P<0.0003), as 
well as in the linear measurements of the S-Ele R and L (t[18]=-
2.93, P<0.008). In the control group, only the variables A-Tlt R 
and L (t[18]=-3.06, P<0.006) and P-Head R and L (t[18]=2.15, 
P<0.04) differed signifi cantly (Table 3).

DISCUSSION 

The present study investigated thoracic kyphosis and the orien-
tation and position of the scapula and head between one male 
group with COPD and another with male elderly controls. The 
groups were similar regarding nearly all the demographic vari-
ables investigated, except pack-years and SaO

2
. These fi ndings 

demonstrate that the sample was homogenous and exhibited dif-
ferences only in the items related to the disease. 

Among the variables investigated, only scapular elevation proved 
statistically different between groups. The group of patients with 
COPD exhibited more elevated right and left shoulder blades 
than the control group. This movement is composed of elevation 
of the clavicle in the sternoclavicular joint and inferior rotation 
in the acromioclavicular joint, allowing the scapula to become 
nearly vertical when raised.16 Clinically, accentuated scapular ele-
vation could be explained by the condition of lung hyperinfl ation 
in patients with COPD. Hyperinfl ation leads to the accommo-
dation of part of the lung volume through the expansion of the 
thoracic cage, displacing the ribs in the cranial direction and giv-
ing the thoracic cage a more circular shape.17 The horizontaliza-
tion of the ribs moves the sternum forward and upward.7 As the 
scapula is connected to the sternum by the sternoclavicular joint, 

Table 2: Analysis of variance of the angular mea-
surements of the scapula, thoracic kyphosis and 
upper thoracic cage, position of the head and 
shoulders as well as the linear measurements of 
the scapulae between the group of patients with 
with COPD (n=19) and the control group (n=19).

Variables
COPD
Average (SD)

Control
Average (SD)

U-RotR (°) 13.82 (4.75) 13.95 (5.69)

U-RotL (°) 17.23(5.10) 16,23(5.30) 

I-RotR (°) 35.86(4.16) 33.70(6.92)

I-RotL (°) 32.83(6.74) 31.42(5.93) 

A-TltR (°) 30.01(5.31) 30.99(8.59)

A-TltL (°) 21.00 (7.70) 26.34 (9.84) 

S-AbdR (cm) 12.33 (1.14) 12.82 (1.32) 

S-AbdL (cm) 12.95(1.31) 12.88(1.44) 

S-EleR (cm) 12.39 (1.70) * 13.60 (1.27) *

S-EleL (cm) 11.58 (1.62)* 13.11 (1.30) *

T-Kyph (°) 40.24(9.70) 40.17(8.26) 

P-HeadR (°) 28.66 (7.25) 33.35 (7.38) 

P-HeadL (°) 33.16 (6.03) 35.36 (5.61) 

P-ShoulR (°) 123.54(9.98) 119.74(11.33) 

P-ShoulL (°) 124.26(14.12) 118.30(11.31) 

T-CgR (°) 67.19(4.94) 64.46(3.51) 

T-CgL (°) 66.03(6.38) 63.31(4.39)

U-RotR – Upward Rotation Measurement of the right scapula 
U-RotL – Upward Rotation Measurement of the left scapula 
I-RotR – Internal Rotation Measurement of the right scapula 
I-RotL – Internal Rotation Measurement of the left scapula
A-TltR– Anterior tilt of the right scapula,
A-TltL – Anterior tilt of the left scapula 
S-AbdR– Scapular abduction right 
S-AbdL – Scapular abduction left
S-EleR– Scapular elevation right 
S-EleL – Scapular elevation left
T-Kyph – Thoracic kyphosis 
P-HeadR– Protraction of the head right 
P-HeadL – Protraction of the head left
P-ShoulR– Protraction of the shoulders right 
P-ShoulL – Protraction of the shoulders left
T-CgR - Thoracic cage right 
T-CgL- Thoracic cage left
*refers to P<0.05

Table 3: Student’s t-test for dependent sample of 
the average difference of the variables investigated 
between the left and right sides of the group with 
COPD (n = 19) and the control (n = 19)

Variables
COPD Average 
(SD)

Control Aver-
age (SD)

U-RotR x U-RotL (°) 3.40 (5.41)* 2.28 (7.33) ns

I-RotR x I-RotL (°) -3.03 (7.49) ns -2.27 (6.79) ns

A-TltR x A-TltL (°) -9.01 (8.09)** -4.65 (6.62)*

S-AbdR x S-AbdL (cm) 6.23 (15.11) ns 0.59 (16.68) ns

S-EleR x S-EleL (cm) -8.04 (11.95)* -4.81 (10.95) ns

P-HeadR x P-HeadL (°) 4.49 (4.44)** 2.00 (4.05)*

P-ShoulR x P-ShouL (°) 0.72 (15.86) ns -1.43 (14.71) ns

T-CgR x T-CgL (°) -1.16 (4.20) ns -1.14 (4.15) ns

For abbreviations, see Table 2; *refers to P<0.05; **to P<0.001; ns to not 
signifi cant.
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it is possible that these alterations favor scapular elevation. 

The forward lean position of the trunk has been related to 
the forward protraction of the shoulder in COPD individuals 
for relieving dyspnea.18,19 Raine & Twomey report a tendency 
towards a greater protraction of the shoulders with aging.15 With 
normal individuals between 22 and 45 years of age using the 
same shoulder protraction measurement, Braun et al. demon-
strated that the shoulder was at 98.53° in the neutral position and 
at 131.08° in maximum protraction.20 In the present study, both 
groups exhibited a higher shoulder protraction (123.54° on the 
R side and 124.26° on the L side in the COPD group x 119.74° 
on the R side and 118.30° on the L side in the control group) in 
the neutral position. These fi ndings corroborate results in the 
literature.15 Although the forward lean position has been cor-
related to COPD,18,19 our results suggest that the postural altera-
tion is only related to age, since both groups exhibited forward 
protraction of the shoulder.

The present study demonstrated greater upward rotation and 
scapular elevation as well as lesser head protraction and anterior 
tilt of the scapula on the left side, exhibiting a statistically signifi -
cant difference from the right side in the group of patients with 
COPD. Griegel-Morris et al. report that, in normal individu-
als between 20 and 50 years of age, there is a greater incidence 
of pain when there are postural alterations and asymmetries.21

Although the present study excluded subjects with shoulder pain, 
the presence of asymmetries may be a characteristic sign of the 
disease, making it possible for those affected to evolve toward a 
condition of pain in the cervical region and shoulder.

The measurement of thoracic kyphosis in both groups (40.24° 
±9.7° in the group of patients with COPD and 40.17°±8.26° in 
the control group) revealed values close to those that the lit-
erature considers normal kyphotic curvature.14,16 It is believed 
that an increase in the curvature of the thoracic spine leads to 
the protraction of the head.14 The neutral position of the head 
on the sagittal plane in normal individuals is around 51.97°(SD 
5.77°). In the posture of maximum head protraction, this angle 
reaches 28.48° (SD 5.82°).20 This is closer to the values found in 
the present study (Table 2). 

It was expected that protraction of the head would be signifi -
cantly greater in the group of patients with COPD. However, 
both groups exhibited this condition (Table 2), even without an 
increase in thoracic kyphosis. Raine & Twomey demonstrated 
a statistically signifi cant correlation between head protraction 
and an increase in age, but found no correlation to an increase 
in curvature of the thoracic spine.15 The results of the present 
study are in agreement with these fi ndings, lending no support to 
a possible relationship between an increase in thoracic kyphosis 
and head protraction.

One limitation of the present study is that the measurements 
were obtained in a static posture. It is possible that in a study of 
dynamic movement, the results would be different. The literature 
demonstrates that, with age, there is a reduction in the upward 
rotation and posterior tilt of the scapula, as well as an increase in 
the anterior tilt of the scapula.14,22 Lack of controlling the expira-
tory volume is also a limitation, since we could not guarantee that 
all participants exhale to the same degree. However, to obtain the 
degree of hyperinfl ation, as determined by the residual volume 
(RV)/total lung capacity (TLC) ratio would be necessary to con-

duct a body plethysmograph. To avoid the costs involved in the 
exam, which would avert the study, our subjects were trained to 
exhale normally before data collection.

CONCLUSIONS

The present study demonstrated that male patients with COPD 
exhibit more elevated scapulae in comparison to male individ-
uals without the disease, possibly due to hyperinfl ation of the 
lungs, thereby changing the position of the sternum position and 
affecting the scapulae. Moreover, these patients exhibited asym-
metries that could lead to the occurrence of pain in the scapu-
lar and cervical regions. The present also study demonstrates 
the importance of using precise measurements in the postural 
assessment of individuals with COPD. Future studies should be 
conducted in a group of women with COPD, since the number 
of cases of COPD in women is growing fast. 
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INTRODUCTION

In an era of rapidly advancing knowledge and technology, deliv-
ering the best in clinical care can be a challenge. Demands from 
an increasingly informed patient population and rapidly chang-
ing healthcare system have driven the need for continuous self-
directed learning, learning that goes beyond that derived from 
clinical experience, and the knowledge acquired during formal 
education and continuing education courses. Today’s clinical 
practitioner must be familiar with the current peer-reviewed lit-
erature (evidence) if they are to provide the best possible quality 
care to individual patients and their communities as a whole. 
There is however, a signifi cant challenge associated with this task, 
one that stems from the task of keeping up with the enormous 
volume of research evidence published annually in the fi eld of 
respiratory care. For example, in the year 2007, approximately 
900 respiratory therapy directed papers were indexed through 
the bibliographic database MEDLINE creating a task that even 
the bravest among us would fi nd daunting if not impossible. So 
how is it possible for a busy practitioner to remain even remotely 
current? The solution can be found in the principles and prac-
tices of evidence-based medicine (EBM).

Evidence-based medicine and its process “evidence-based deci-
sion making” (EBDM), was fi rst described in 1992 by Gordon 
Guyatt and colleagues at McMaster University. The process was 
originally developed to provide busy physicians with a quick 
and appropriate method for keeping current with new prac-
tices and procedures.1 Its success in medicine led to its applica-
tion in almost every healthcare profession and its theories and 
principles now underpin the curriculum framework of tens of 
thousands of healthcare programs worldwide. Today EBDM is 
defi ned as “the conscientious, explicit, and judicious use of cur-
rent best evidence in making decisions about the care of individ-
ual patients”.2 Put simply, EBDM enables the busy practitioner 

to gather and appraise best evidence for the purpose of guiding 
real-time clinical decision-making. It does this by directing the 
practitioner in: 

1)  Establishing or defi ning the specifi c clinical question at 
hand.

2)  The effi cient utilization of the peer-reviewed health databases 
and search engines housing current evidence specifi c to their 
questions. 

3)  Critical appraising current evidence for its validity (identify-
ing the best-evidence). 

4)  Integrating best-evidence with one’s own knowledge and clin-
ical expertise, and the patient’s (population’s) own values and 
beliefs. 

Despite some 15,000 publications demonstrating its impor-
tance, EBDM skills remain underdeveloped in many practicing 
healthcare professionals. In respiratory therapy EBDM has only 
recently become a part of school curricula leaving the vast major-
ity of practicing therapists without experience in the process. As 
with all other health professions, an understanding of EBM and 
experience with its process will provide respiratory therapists 
with a simple, fl exible and complete method for seeking, criti-
cally appraising and applying best evidence to their daily clinical 
decision making needs. Specifi cally, developing these practices 
will assist the respiratory therapist in:

1)  Providing the best possible care for their patients through the 
integration of new practices in a timely manner. 

2) Decreasing variations in practice.

3)  Participating on an even playing fi eld with other healthcare 
professionals in an arena where politics can distort the deci-
sion making process. 

4)  Becoming leaders in the development of policy and clinical 
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practice guidelines.

5)  Building research capacity.

This paper is written as a directed study and is intended to pro-
vide respiratory therapists with the knowledge and skills neces-
sary to practice EBDM. A clinical case study will be used to lend 
practical experience with the skills of EBDM. We recommend 
that the learner read this paper while seated at their computer, 
participating in the process of identifying and answering the clin-
ical problem. At strategic points, the learner will be directed to 
online resources that will further their appreciation of the prac-
tices underlying this process. Upon completion of this directed 
study the learner will have met the following objectives:

1.  Have gained an understanding of the theory of the EBDM 
process.

2.  Have gained practical experience in the EBDM process.

3.  Have developed an appreciation of the challenges associated 
with EBDM.

The Evidence Based Decision Making Process in Action 
– Mrs. Johnson 

The following clinical case study sets the stage for learning 
the EBDM process. 

You are a respiratory therapist working in an intensive care unit 
of a regional hospital where, Mrs. Johnson, a 61-year-old patient, 
with no signifi cant morbidities, is receiving treatment for acute 
respiratory distress syndrome (ARDS) secondary to a near-
drowning event. Examination of the patient’s chest x-ray reveals 
bilateral diffuse infi ltrates and areas of atelectasis, the PaO

2
/F

i
O

2 

index is 94, and there is no clinical evidence of left atrial hyper-
tension. Mrs. Johnson is receiving mechanical ventilation accord-
ing to the facility’s ARDS protocol. She has the following venti-
lating parameters: V

T 
6ml/kg, RR 26 bpm, FIO2 0.6, PEEP 8 cm 

H
2
0. During clinical rounds, the application of a lung recruit-

ment strategy (increasing PEEP while limiting alveolar pressure 
to 30 cm H

2
O) is discussed as a plausible approach to improve 

the patient’s outcome by minimizing atelectasis and stabilizing 
lung dynamics. Lung recruitment strategies are also frequently 
employed as part of the ARDS treatment plan; however, there is 
a debate between two intensivists working in the ICU as to the 
ability of this recruitment strategy to reduce mortality. In the 
interest of the patient you decide to use your EBDM skills to see 
if there is an answer to this debate.

The EBDM process is comprised of fi ve integrated steps described 
as follows:

 1)  Establishing a concise clinical question (that relates to patient 
or population problem encountered) for use in directing 
the subsequent search of the literature (for peer-reviewed 
research evidence).

 2)  Performing a concise and appropriate literature search, one 
that identifi es all evidence relevant to the clinical question.

3)  Critical appraisal of the evidence found through the literature 
search for its validity and relevance to the clinical problem at 
hand (includes a consideration of the patient’s own prefer-
ences and the constraints of the clinical facility).

4)  Integrating new best-evidence with your own clinical exper-

tise and knowledge to facilitate the management of the patient 
problem.

 5) Evaluating the effectiveness of our EBDM skills.

The following illustrates the use of the above framework. 

STEP 1

Forming an Answerable Clinical Question: Key to Suc-
cessful Searching

The fi rst step in EBDM is to convert the need for information 
into a clearly defi ned clinical question, one that will direct your 
search in a purposeful manner.3 Failure to construct such a ques-
tion will render your search for evidence ineffi cient and may 
impact your decision making in a negative way. Clear clinical 
questions are best formulated using the PICO process which con-
sists of four components. PICO is an acronym for the Patient 
problem (or population with a problem), the Intervention (a 
treatment or procedure for which you are searching in order to 
offer diagnosis, treatment, prognosis or prevention), a Compari-
son (not always applicable, typically the gold standard if consid-
ering a new or alternative treatment), and a desired Outcome 
(what you hope to accomplish through your actions). At this 
point we encourage you to follow along as we work through the 
PICO process for Mrs. Johnson. The PICO worksheet provided 
in Table 1 will illustrate this exercise. Note how it directs the 
discussion which follows. A copy of a blank PICO worksheet is 
provided for future use in Appendix A. 

We begin by defi ning the patient problem which is typically the 
disease or condition for which a resolution is being sought. In 
Mrs. Johnson case the problem is her ARDS. 

The next step of this process is to identify the intervention. Inter-
vention might include treatments, diagnostic tests, prognosis 
and/or prevention. In Mrs. Johnson’s case the intervention we 
are considering is the application of the lung recruitment strat-
egy, increasing positive end expiratory pressure (PEEP) while 
limiting alveolar pressure to 30 cm H20. 

The third part of the PICO process involves drawing compari-
sons between the proposed intervention and any gold standard 
practice (if applicable). For example, if we were evaluating a new 
drug for the treatment of migraine, the new drug (intervention) 
would be compared to the gold standard treatment (the drug 
previously believed to afford maximum effi cacy). In the case 
of Mrs. Johnson a comparison is not available as there are no 
superior alternative techniques for managing her ARDS. In Mrs. 
Johnson’s case we will propose to compare recruitment strategy 
versus no recruitment strategy. 

The fi nal step is to consider the intended outcome. In Mrs. 
Johnston’s case our objective is to prevent death.

Having defi ned the PICO components our next step is to use 
these elements to construct the clinical question. It is often 
easy to begin the PICO question starting with “For patients 
with…” and then to insert the four components defi ned above 
in sequence. Therefore in the case of Mrs. Johnson our clinical 
question might read: “For patients with ARDS, will the applica-
tion of a recruitment strategy using increasing PEEP while limit-
ing alveolar pressure, compared to refraining from applying the 
recruitment strategy, reduce mortality?” Since in this case the 
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comparison is the absence of a lung recruitment strategy, this 
part can be removed from the query. The fi nal clinical question 
can now be stated as “For patients with ARDS, will the applica-
tion of a lung recruitment strategy using increasing PEEP while 
limiting alveolar pressure, reduce mortality?” Now armed with 
a well defi ned clinical question we can begin the next step in the 
EBDM process, effi ciently searching the health research literature 
for evidence in support of our question. 

STEP 2

Finding the Evidence for Answering our Clinical 
Question

Knowledge and Evidence

The next step in the EBDM process is to fi nd all relevant infor-
mation pertaining to the clinical question. To begin this pro-
cess we must fi rst gain familiarity with the types of knowledge, 
the sources of health information (evidence) that informs this 
knowledge and the mechanism for accessing this information. 
We will begin with the concept of knowledge. There are two 
types of knowledge, background and foreground. Background 
knowledge is what you obtained during your formal education, 
information gained through textbooks and clinical experience. 
This knowledge provides the platform upon which you today 
build new or foreground knowledge. Foreground knowledge is 
obtained from evidence published in the peer-reviewed research 
journals.

There are two types of evidence, primary and secondary, and 
each of these offer their own distinct advantages. Primary evi-
dence includes all peer-reviewed original research studies. The 
peer-review process is applied to ensure that published research 
studies have been properly designed and have controlled for 
confounding variables. As such, they should provide informa-
tion that is close to the truth.4 Original research studies include 
clinical trials (e.g. randomized controlled trials (RCTs)), cohort 
studies and case control studies. The RCT is considered the gold 
standard of primary research design for use in evaluating the 
effi ciency of a clinical practice. Designed to eliminate causality 
and bias, subjects enrolled in RCTs are randomly allocated to 
either a treatment group or an appropriately designed control 
group. This allows the researcher to evaluate the true effect of 
an intervention. Like all research studies, RCTs have their limita-
tions and recognition of their limits is important to the decision 
making process. It is beyond the scope of this paper to provide 
a detailed explanation of the strengths and limitations of RCTs; 
however, in light of their importance to clinical decision mak-
ing we recommend the reviews by Viera et al (5) where a greater 
depth of understanding of this important research design can 
be obtained.

Cohort studies are another valuable source of evidence and are 
a type of longitudinal study in which a group of individuals (a 
cohort or persons who share a common characteristic or expe-
rience (e.g. heart disease)) are compared to the general popula-
tion from which the cohort was selected. These cohorts are then 
investigated to determine the effect of an exposure, procedure 
or intervention on the occurrence of a particular disease or out-
come. In certain instances cohort studies are chosen over ran-
domized controlled trials to ensure the ethical treatment of study 

participants. For example, a randomized controlled trial to test 
the effect of excessive alcohol consumption on specifi c health 
measures would be unethical. A reasonable alternative would be a 
study that identifi es two groups, individuals who consume alco-
hol excessively versus a group of individuals who do not drink 
alcohol, and evaluate them to determine what health problems 
have developed. For further information on cohort studies we 
recommend the review by Mann.6 

Another source of primary evidence is the case control study 
(CCS). In a CCS, patients who have a certain medical condition 
(the “cases”) are compared with similar individuals who do not 
have the condition (the ”controls”). The intent of such study is 
to identify factors that may have contributed to the medical con-
dition. Unlike the RCT and cohort studies, CCS report inference 
and as such are not necessarily a true refl ection of the situation 
being described. Thus, the ability to draw conclusions from CCS 
is limited. They are however, an important method for identi-
fying novel phenomena and the development of areas in need 
of consideration and possible investigation. For further under-
standing of CCS we recommend the review by Mann.6

Secondary sources of evidence which include systematic reviews, 
meta-analyses and evidence-based clinical practice guidelines are 
considered the highest level of evidence for clinical decision mak-
ing. Systematic reviews and meta-analyses gather, appraise and 
combine evidence to provide clinical practitioners and research-
ers with rigorous evidence-based summaries of all literature per-
taining to a specifi c clinical question. It is important to note that 
not all literature reviews are systematic or meta-analyses. A third 
type of literature review, the narrative review is often not peer-
reviewed and as such, conclusions made therein may be inac-
curate or biased in the author’s favor. Furthermore, while sys-
tematic reviews/meta-analyses are constructed according to an 
explicit scientifi c process, narrative reviews are not. Therefore, 
narrative reviews should not be used for clinical decision making. 
For details on how to distinguish between a narrative and a sys-
tematic review we recommend the article by Bhandari et al7 and 
Cook.8 If you are fortunate to fi nd a secondary source of evidence 
that addresses your specifi c clinical question your work has been 
done for you, as it provides the information you need to resolve 
your clinical queries directly. Unfortunately, producing second-
ary sources of information is labor intensive and requires a high 
level of expertise. As such, the number of secondary sources of 
evidence is limited and for many important clinical questions 
work has yet to be done. In such instances one must rely on pri-
mary research evidence to inform clinical decision making. 

 As described above all research is not created equally. Figure 1 
illustrates the hierarchy of evidence for informing clinical prac-
tice where a particular study’s place on the pyramid is based upon 
the type of research design used. In this diagram we see that 
secondary sources (e.g. systematic reviews, and meta analysis) 
are the highest level of evidence and sit at the top of the pyra-
mid. Randomized controlled trials are also important sources 
of information and in the absence of a secondary source would 
be important in the clinical decision making process. CCS hold 
lower weight and animal research studies, despite their immense 
importance to furthering our understanding of pathology and its 
management, sit low on the pyramid and would never be used 
for informing clinical practice. Familiarity with the theory that 
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underlies the placement of research design on this pyramid will 
enable the reader to make sound evidence-based decisions. For 
further discussion on this subject we refer you to the article writ-
ten by Sutherland (9). 

Searching for Evidence: Sources

At this point we have established a clear clinical question and 
have developed an understanding of the types of research stud-
ies appropriate to the clinical decision making process. Now our 
next step is to locate all evidence relevant to the question. Fore-
ground knowledge is easily accessible through electronic biblio-
graphic databases (virtual libraries) many of which link directly 
to online journals. The four main databases are MEDLINE, 
Excerpta Medica Database (EMBASE), Cumulative Index to 
Nursing & Allied Health Literature (CINAHL) and the Cochrane 
Library. As illustrated below each of these bibliographic data-
bases indexes specifi c journals with no one database indexing all 
journals. As such, when compiling evidence to answer a clinical 
question the evidence-based decision maker must survey each 
bibliographic database to ensure completeness. 

MEDLINE made available through PubMed is offered as a free 
public service of the National Library of Medicine at http://www.
ncbi.nlm.nih.gov/PubMed.10 MEDLINE currently indexes more 
than 5200 journals, in 37 languages and focuses on biomedical 
and clinical sciences. 

EMBASE, another important bibliographic database, indexes 
more than 7000 journals from 70 countries and focuses on 
human medicine and related disciplines. Furthermore, all articles 
indexed through MEDLINE can be accessed through EMBASE. 
Unlike PubMed, EMBASE requires a subscription for access. 
Many healthcare facilities purchase an institutional license to 
EMBASE for their employees’ use. We recommend that if avail-
able searches also be performed in EMBASE, which can be 
accessed at http://www.embase.com.11

The Cumulative Index to Nursing & Allied Health Literature 
(CINAHL) offers a wide range of publication types relating to 
all aspects of nursing and allied health professions, particularly 
policy related research. This database provides indexing for 1,835 
journals. CINAHL also requires a subscription and information 

on this database can be can be accessed at http://web.ebscohost.
com/ehost/search?vid=2&hid=7&sid=0428c532-5258-4e22-
b5dd-35fc65ffac13%40sessionmgr3.12

The Cochrane Library provides a source of routinely updated 
secondary evidence (e.g. systematic reviews and meta-analyses) 
produced by the Cochrane collaboration. Cochrane Reviews are 
considered to be the highest level of evidence. This library’s data-
base is widely available through subscription (e.g. to universities, 
public libraries and hospitals) and articles published therein are 
additionally indexed through PubMed, EMBASE and CINAHL. 
The Cochrane Library can be visited directly at www.cochrane.
org.13

One additional searching resource worth considering is Scopus, 
an abstract and citation database of research literature and web 
resources. This database requires a subscription and it can be 
accessed at http://www.scopus.com/scopus/home.url.14 

Textbooks are a good resource for establishing background 
knowledge and acquiring a vocabulary necessary to the pro-
curement and understanding of information pertaining to fore-
ground questions. It is important to recognize that the content 
of textbooks is often out of date even prior to their publication. 
Therefore when seeking the answers to foreground questions, e.g. 
questions pertaining to cause, risk, diagnosis, prognosis, preven-
tion or treatment of a disorder, foreground knowledge must be 
consulted. 

Search Strategies 

Knowing where to search for evidence and what search terms 
to use are critical components of the EBDM process. As men-
tioned above, the PubMed, EMBASE, CINAHL and Cochrane 
databases are the sources of health research evidence. Each of 
these databases offers online learning tutorials that explain 
features, techniques and search strategies for obtaining evi-
dence. While these databases may appear overwhelming to 
the novice, their online tutorials will easily provide you with 
the skill necessary to navigate their features and functions. At 
this point we recommend that you take some time and com-
plete these tutorials. To access the PubMed tutorial go to http://
www.ncbi.nlm.nih.gov/PubMed (10) and click on “Tutorials” 
on the left hand side of the screen under “Entrez PubMed”. 
To take the online EMBASE tutorial visit http://info.embase.
com/embase_com/user/learning_tools/#cbt.15

The tutorial for CINAHL is available at http://support.ebsco.
com/training/fl ash_videos/CINAHLBasicSearching.html.16 

Both PubMed and EMBASE have built in features that enable 
you to search for information on a specifi c topic with precision 
and comprehensiveness. In PubMed this feature is called the 
Medical Subject Heading (MeSH) and in EMBASE it is called 
the Excerpta Medica TREE (EMTREE) feature. Each of these 
represents a hierarchical subject thesaurus of preferred terms. In 
the interest of space we will use the MeSH tool to demonstrate 
how subject searching tools may be applied in the case of Mrs. 
Johnson. A demonstration of EMTREE is provided in the online 
tutorial for EMBASE. 

The MeSH feature is a form of controlled vocabulary indexing 
that allows the searcher to identify the appropriate language or 
terms in which articles are categorized and indexed. The MeSH 
terms provide a consistent way to retrieve information that may 

Figure 1. Hierarchy of Evidence
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use different terminology for similar concepts. It can also provide 
additional terminology which can help broaden a search if a topic 
reveals too few results. It is essential to note that the use of inappro-
priate terminology when searching bibliographic databases may 
result in the exclusion of articles important to your evidence-based 
conclusion and/or, an unmanageable search result. 

At this point we would like you to turn to your computer, access 
PubMed, and follow along as we begin the search for evidence 
pertaining to our earlier defi ned clinical question, “For patients 
with ARDS, will the application of a lung recruitment strategy 
using increasing PEEP while limiting alveolar pressure, reduce 
mortality?” We begin by determining the appropriate terms for 
use when searching the PubMed bibliographic database. In Mrs. 
Johnson’s case the commonly used clinical terms, “acute respira-
tory distress syndrome”, “PEEP” and “mortality” are the impor-
tant ones. Note how in Table 2 under the heading key words we 
have written these terms. Now in order to determine the appro-
priate search terms for these key words, click on the MeSH link 
which, is located on the PubMed Services menu to the left of 
the screen. Type in the entry box the phrase “acute respiratory 
distress syndrome” and click go. When we do this we determine 
the appropriate MeSH term (searching term) to be “Respiratory 
Distress Syndrome, Adult” and not the commonly used clinical 
phrase “acute respiratory distress syndrome”. This MeSH term 
was introduced into MEDLINE in 1977 and even though “acute” 
has long since replaced “adult” when describing this syndrome 
it is important that when searching the bibliographic databases 
we use the MeSH term that uses the word “adult”. Check the box 
next to the MeSH term, “Respiratory Distress Syndrome, Adult” 
then select the “send to” option “SEARCH BOX with AND”. This 
places the MeSH term in the search box. We then move on to 
our next terms and fi nd that the there are several MeSH terms 
for the term “mortality”. From the defi nition, we determine the 
most appropriate MeSH term related to our clinical question 
is “Hospital Mortality”. Check the box next to the MeSH term, 
“Hospital Mortality” then select the “send to” option “SEARCH 
BOX with AND”. This adds the MeSH term to the search box 
and combines it with our fi rst MeSH term. Finally, the MeSH 
term for “positive end expiratory pressure” is “Positive-Pressure 
Respiration”. Again, send it to the search box. By sending MeSH 
terms directly to the search box, the researcher avoids misspell-
ing MeSH terms. If there is no MeSH term yet defi ned for a term 
we default to the most commonly used term. Note how in Table 
2 we have recorded these terms in the “MeSH terms” section. 
Having identifi ed and combined the appropriate MeSH terms, 
now click on “Search PubMed “. This reveals a selection of papers 
which should include those publications specifi cally addressing 
our clinical question.    

Another helpful feature used by bibliographic databases are 
Boolean operators. These operators which include AND, OR, and 
NOT can be used to combine, exclude or broaden your search 
query. In the search you just performed, PubMed inserted these 
Boolean operators for you. To better understand Boolean opera-
tors try the following PubMed exercise. Perform a search using 
the Boolean operator “AND” to combine the MeSH terms respi-
ratory distress syndrome, adult AND hospital mortality. This 
search will locate all indexed articles containing both terms. Sim-
ilarly the Boolean operator “OR” (e.g. respiratory distress syn-
drome, adult OR hospital mortality) will locate all articles con-

taining either of the two terms. Lastly a search using “NOT” (e.g. 
respiratory distress syndrome, adult NOT hospital mortality) 
will fi nd all articles that pertain to respiratory distress syndrome, 
adult but will exclude those that also pertain to hospital mortal-
ity. How many articles did you fi nd in each of your searches?  
    

As we saw above, our MeSH-directed search led to a large num-
ber of publications (30 articles). Another useful feature of biblio-
graphic databases is that they allow the user to refi ne their search 
further by applying specifi c limits. The use of limits helps to elimi-
nate irrelevant articles. In Table 2, we identify limit criteria. Use 
these criteria to select specifi c limits for this search. In PubMed 
for example, you can limit your search based upon specifi c cri-
teria including: publication date, whether the research was per-
formed on human or animals, publication language, publication 
type, gender and age. To use the limits feature click on the “limits” 
tab and select the following criteria from the drop-down menus: 
published in the last 10 years, humans, English language, and 
under the type of article menu select clinical trials, meta-analysis 
and randomized-controlled trial. In this circumstance we have 
not defi ned a specifi c age criteria. How has applying these limits 
helped you to manage your search results? 

Before appraising the evidence retrieved, a quick scan through 
the articles will help remove unrelated or unhelpful publica-
tions. This can be done by quickly reading the abstracts and 
deciding which articles are applicable to the clinical scenario. To 
practice your searching skills, now try using EMBASE to com-
plete a similar search. Medical subject heading terms can also be 
employed in EMBASE (they are automatically converted into 
EMTREEs). When performing this search we recommend that 
you use the advanced search feature which allows direct appli-
cation of limits. 

STEP 3

Critical Appraisal of the Evidence for its Validity and 
Relevance 

The next step in the EBDM process is to critically appraise the 
articles found for validity (closeness to truth) and appropriate-
ness to our specifi c clinical question. We begin this process by 
appraising the types of studies conducted in each of the research 
articles we identifi ed. Effective critical appraisal of a research arti-
cle is dependent upon the searcher’s understanding of clinical 
research design and methodology. Unfortunately, for most of 
us, fi nding the time to develop an expertise in research design 
is diffi cult. However, thanks to the initiatives of the Evidence 
Based Working Group at McMaster University, we have avail-
able a set of user friendly tools that provide a structured series of 
questions to facilitate the critical appraisal of research literature. 
One such web tool, “How to Use an Article about Therapy or 
Prevention” maintained by the Center for Health Evidence, can 
be accessed at: http://www.cche.net/usersguides/therapy.asp.17-19 
In this resource we see how research can be critically appraised 
by considering three fundamental questions: 1) Are the results 
of the study of high internal and external validity? For example, 
with respect to external validity can the fi ndings be generalized 
to other populations or environments, and for internal valid-
ity have the researchers ensured that the treatment, rather than 
uncontrolled conditions resulted in the fi ndings. 2) What are the 
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results? 3) Will the results help you in caring for your patients? 
The fi rst question prompts you to assess critically the research 
design of the study. For example, was the sample size large and 
did it include an appropriate assortment of patients to whom 
the intervention might be applied in clinical practice? Was there 
blind comparison with reference to a standard? Is there any bias 
present? Are the results replicable? It is important that you have 
a good understanding of the fundamentals that underlie critical 
research appraisal and we recommend you take the time to read 
the following excellent references that provide further knowledge 
on this subject.18-22 

In our PubMed search for evidence on the clinical question, “For 
patients with ARDS, will the application of a lung recruitment 
strategy using increasing PEEP while limiting alveolar pressure, 
reduce mortality?” we found 11 articles. Eight of these articles 
were not relevant to our question, as their focus included lung 
protective strategies, non-invasive ventilation and infl amma-
tory markers. Furthermore, our search did not reveal any sec-
ondary publications pertaining to our clinical question. We do 
however, fi nd three primary research articles, RCTs by Mercat et 
al.23, Meade et al.24, and Brower et al.25 that specifi cally addressed 
our question. 

To demonstrate the critical appraisal process, we will focus on the 
RCT of Mercat et al23. This study, being a RCT, provides a high 
level of evidence and is further strengthened by the large sample 
size (increasing internal validity) and the inclusion of multiple 
(thirty seven) intensive care units (increasing external validity). 
It is weakened by the fact that the treating clinicians were not 
blinded (potentially compromising internal validity) and that the 
study was only conducted at treatment centers in France (poten-
tially decreasing external validity). 

A next step is to determine the study’s fi ndings. In Mercat et al.23 
they compared two groups of patients with ARDS. One group 
received a minimal distention strategy (PEEP at 5-9 cmH

2
O), 

and the other, a strategy aimed at setting PEEP to increase alve-
olar recruitment while limiting hyperinfl ation (the PEEP set to 
maintain a plateau pressure of 28 to 30 cmH

2
O). Each group 

received low tidal volumes (6 ml/kg of predicted body weight). 
The results found there was no signifi cant decrease in mortal-
ity with increased alveolar recruitment; however, the results 
did reveal an improved lung function, improved oxygenation, 
decreased duration of mechanical ventilation and shorter dura-
tion of organ failure. This study concluded that patients who 
received higher PEEP levels needed more intravenous fl uid for 
hemodynamic support and that there was no evidence of harm 
implicated with the levels of PEEP used. The fi ndings in this 
study do not support the use of this recruitment strategy for 
reducing mortality. However, it would be inappropriate to draw 
a conclusion at this point, as two other papers were also found 
in our search and it is our responsibility to critically appraise all 
relevant articles found before making a fi nal decision. 

STEP 4

Applying Evidence to Clinical Practice

Once the evidence has been critically appraised, if relevant, the 
next step is to apply the new best-evidence to the clinical situa-
tion. The online tutorial, “How to Use an Article about Therapy 

or Prevention” maintained by the Center for Health Evidence, 
can be accessed at: http://www.cche.net/usersguides/therapy.asp 
17 provides guidance in applying new best-evidence to a clinical 
situation. In Mrs. Johnson’s case, an appropriate care plan, which 
includes this new evidence, should be formulated in collabora-
tion with all members of the healthcare team. 

For further knowledge on the process for applying new best-evi-
dence, we also recommend you utilize the University of Alberta’s 
Evidence Based Medicine Toolkit and the Oxford University’s 
Evidence Based Tools where you will fi nd a collection of practical 
worksheets and dialogue that will guide you in identifying, assess-
ing and applying relevant evidence for better healthcare decision-
making. These resources are available at http://www.ebm.med.
ualberta.ca/26 and http://www.cebm.net/index.aspx?o=1023.27 

STEP 5

Evaluating the Effectiveness of Our EBDM Skills

Evaluating the processes by which we gather and use evidence for 
clinical decision making is an essential fi nal step of the EBDM 
process. This evaluation further enhances our own EBDM capa-
bilities and contributes to the health of our patients by ensuring 
the appropriate and timely integration of new best-evidence into 
clinical practice. This evaluation can be accomplished by asking 
a series of self-evaluation questions related to a) asking answer-
able questions, b) searching performance, c) critical appraisal, d) 
integrating evidence and patients’ values and e) improvement in 
clinical practice. A number of excellent resources lend support 
for this self-evaluation process and for further guidance we rec-
ommend Straus et al (2). 

FUTURE DIRECTIONS

The practice of EBDM should be promoted not only through 
the medium of professional journals but also throughout the 
workplace by teaching it to co-workers and other healthcare 
professionals. Using the EBDM process will elevate the prac-
ticing respiratory therapist to a position where they can build 
research capacity, reduce the gap between theory and practice, 
and empower them to take the lead in shaping the direction of 
respiratory care practice. 
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Defining a Clinical Question 
PICO WORKSHEET 

The following is a worksheet designed to assist you in defining your clinical question.  

1. Identify the PICO elements: patient/problem, intervention, comparison, and outcome. 

Patient/Problem. What is the disease or situation for which a resolution is being sought? 

________________________________________________________________________ 

Intervention. Identify the treatment, diagnostic test, therapy, medication or procedure to be  
investigated for the above stated patient/problem. 

________________________________________________________________________ 

Comparison. Select an alternative to compare the above mentioned intervention against.  
Typically the gold standard, if relevant. 

________________________________________________________________________ 

Outcome. What is the primary objective you are trying to achieve with the intervention? 

2. Using the PICO elements you have defined above, construct your clearly defined clinical  
question: 
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Searching for Best Clinical Evidence 
SEARCH STRATEGY WORKSHEET 

Identifying the following parameters will ensure an efficient and effective search for best evidence. 

1. Select the databases you will use search for finding best evidence. 
     

PubMed           EMBASE           Cochrane Library               CINAHL           Other 

2. From the PICO question above list the key terms that are relevant to your search. For searches in PubMed it 
is important to identify the appropriate medical subject headings (MeSH) prior to beginning the search. 

                           Key Terms                                                 MeSH Terms

  

              ________________________                 _______________________ 
              ________________________                 _______________________ 
              ________________________                 _______________________ 

Searches in PubMed and EMBASE can be conducted by entering the MeSH term in the search box. Remember 
to use Boolean operators to refine your search. 

3. Further define your inclusion criteria by setting search limits. Examples of limits might include: 

    Publication Date

    Humans or Animals:    

    Gender:    

    Age:          

    Language:                   

    Publication Types: 
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Appendix 2

The Public Health Agency of Canada provides a comprehen-
sive website for healthcare professionals - Emerging Respira-
tory Infections. This term used to refer to acute respiratory 
infections of signifi cant public health importance, includ-
ing infections caused by either emergence of new variants of 
known respiratory pathogens or emergence of as yet unknown 
pathogens.
The information provided on the site is directed primarily to 
health/public health professionals and aims to provide guide-
lines and standards for the detection, rapid response and con-
trol of outbreaks due to an emerging respiratory pathogen. This 
includes tools for guiding best practices for surveillance and 
reporting, public health measures, laboratory testing, infection 
control, and clinical guidelines.  
Topics covered include:
• Surveillance
• Public Health Measures
• Laboratory Testing
• Infection Control
• Clinical Care
• Emerging Respiratory Infections Affected Areas

Details can be found at www.publichealth.gc.ca

Emerging Respiratory 
Infections

L’Agence de la santé publique du Canada offre un site Web à 
l’intention des professionnels de la santé – Infections respira-
toires émergentes. Ce terme est utilisé lorsqu’on se réfère à des 
infections respiratoires sévères ayant une importance signifi cative 
au niveau de la santé publique, notamment les infections causées 
soit par l’émergence de nouvelles variantes de pathogènes respi-
ratoires connus ou l’émergence de pathogènes inconnus.
L’information que l’on trouve sur ce site est principalement diri-
gée vers les professionnels de la santé/santé publique et vise à 
fournir des lignes directrices et des normes pour la détection, 
l’intervention rapide et le contrôle d’éclosions causées par un 
pathogène respiratoire émergent.  Cette information comporte 
des outils permettant d’orienter de meilleures pratiques au niveau 
de la surveillance et du signalement, des mesures d’intervention 
de santé publique, des épreuves laboratoires, du contrôle des 
infections et des lignes directrices cliniques.
Les sujets traités sont les suivants :
• Surveillance
• Mesures en santé publique
• Épreuves en laboratoire
• Prévention des infections
• Soins cliniques
• Régions touchées par les maladies respiratoires 

Pour un complément d’information : 
www.santepublique.gc.ca

Infections respiratoires 
émergentes



Western Canada
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Coquitlam, BC V3K 4X9

Eastern Canada
Units 9/10 - 1410 Bayly Street

Pickering, ON L1W 3R3

CONTACT US FOR FURTHER INFORMATION:

HDpftTM

2000
High Definition Compact Pulmonary
Function Laboratory
HDpft 2000 redefines complete Pulmonary Function Testing with
the most technologically advanced 4th generation
fast-response MicroGasTM Analyzer (MGA) and extremely
low resistance patient breathing circuit.
Combined with powerful nSightTM software, including a gold
standard SQL database, HDpft2000 delivers the ultimate in PFT
productivity, value and investment protection.
Standard Tests:

Spirometry (FVC, MVV and SVC)
Brochodilator Evaluations
Single Breath Lung Volumes (TLCSB)
“Fast-Response” Real-Time ATS/ERS standard DLCO Diffusion
Capacity

Optional Tests:
Bronchial Challenge Testing
(Methylcholine or Exercise)
“3 Equation DLCO” Diffusion Capacity for patients who have
difficulty with the standard method
Lung Mechanics (MIP/MEP)Determinations
Nitrogen Washout Gas Dilution Lung Volumes
Maldistribution of Ventilation & Delta N2 & Closing
Volume BPd,Digital Whole Body Plethysmograph with
“Gold Standard” Lung Volume Determinations by
Digital Plethysmography (VTG) & Airways Resistance (RAW)

HDpftTM

1000
High Definition Comprehensive
Pulmonary Spirometry
HDpft 1000 redefines complete pulmonary
Spirometry Testing with the most technologically
advanced, stable pneumotach on the market.
Combined with powerful nSightTM software,
including a gold standard SQL database, HDpft
delivers the ultimate in Spirometry productivity,
value and investment protection.
Standard Tests:

Spirometry (FVC, MVV and SVC)
Brochodilator Evaluations
Maximum Voluntary Ventilation

Optional Tests:
Broncho Challenge Protocols

Toll Free Tel: 1-888-310-2186
Toll Free Fax: 1-888-310-2187
info@carestream.com
www.carestream.com

Now with iFlow:
iFlow is advanced pulmonary diagnostic flow
sensor technology, developed by nSpire Health
engineers, to ensure that flow/volume
measurements and repeatability is within +1% for
iFlow monitors system characteristics in real-time,
continually audits hardware integrity, and notifies
users of faulty calibration-check efforts (e.g.,
defective syringes or incomplete strokes).
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July 31 – August 4, 2009
13th World Conference on Lung Cancer 
(WCLC 2009)
San Francisco, California
www.2009worldlungcancer.org.

August 8-12, 2009
AANA 76th Annual Meeting
San Diego, CA
http://www.aana.com/Default.aspx

August 16 – 19, 2009
Canadian Medical Association 142nd 
Annual Meeting,
Saskatoon, SK
http://www.cma.ca/

August 28 – September 1, 2009
10th World Federation of Societies 
of Intensive & Critical Care Medicine 
Congress 
Florence, Italy

September 5 – 8, 2009
68th National Scientific Congress of the 
Australian Society of Anaesthetists
Darwin AU
www.asa2009.com

September 7 – 10, 2009
7th European Congress of Paediatric 
Anaesthesia
Warsaw, Poland
http://www.feapa.org/

September 12 – 16, 2009
2009 ERS Annual Congress
Vienna, Austria
http://dev.ersnet.org/951

September 23 – 26, 2009
Canadian Pulmonary Hypertension 
Forum
Montréal, QC
http://www.canadianphforum.ca/

October 10 -17, 2009
Emergency Nurses Association, 2009 
General & Scientific Assemblies & 
Exhibition
Baltimore, Maryland
http://www.ena.org/conferences/default.
asp

October 23 – 24, 2009
Neonatal Emergencies – What Else 
Should I Know?
Ottawa ON
Inquiries: bshoobert@ottawahospital.
on.ca 

October 29 – November 1, 2009 
SPANZA Annual Paediatric Anaesthesia 
Conference 2009
Canberra AU
www.willorganise.com.au/spanza2009

October 31 – November 5, 2009
CHEST 2009
San Diego, CA
http://www.chestnet.org/CHEST/
program/about09.php

November 2 -3, 2009 
CTS Scientific Program 2009
San Diego, CA
http://www.lung.ca/cts-sct/CTS_
scientific_program_e.php

November 25 – 27, 2009
New Drugs and Targets for Asthma and 
COPD
London, GB
http://www1.imperial.ac.uk/medicine/
about/conferences/nhli_events/
shortcourses/events/asthma_copd/

2010
June 18 - 22, 2010 
CAS 66th Annual Meeting
Montréal, QC
http://www.cas.ca/

September 2 – 5, 2010
SPANZA Combined Meeting with Asica 
Society of Paediatric Anaesthesiologists
Queenstown, New Zealand

CALENDAR OF EVENTS

 The CSRT advocates for pandemic preparedness of respiratory 
therapists and other front-line health care providers as the out-
break of this new strain of H1N1 continues to spread globally. 
This fl u has now been declared a pandemic by the World Health 
Organization. 

Role of Respiratory Therapists during an 
Infl uenza Pandemic
Respiratory therapists (RTs) are key front line health care 
providers in any respiratory care crisis as evidenced during 
the SARS crisis. RTs provide medical attention to individuals 
suffering respiratory distress in a variety of healthcare settings. 
They are knowledgeable professionals who can educate 
the public and other health care providers on appropriate 
measures to be taken during an infl uenza pandemic. 

Within health care settings, RTs routinely provide instructions 
to healthcare workers on proper infection control practices, 
including the use of N95 masks and Personal Protective Equip-
ment (PPE). The N95 mask is an individually fi tted mask that 
is highly effi cient (95%) against airborne pathogens. These pre-
ventative practices are especially important to observe if there 
is a possibility that infected individuals may present themselves 
at emergency rooms.  

Respiratory Therapists’ Duty of Care during an 
Infl uenza Pandemic
During an infl uenza pandemic, RTs are faced with confl ict-
ing responsibilities between work and their families.  Respi-

ratory therapists, and other front-line health care providers, 
face a disproportionate risk of exposure to the virus compared 
to the general population and may fear contracting infl uenza 
or transmitting it to their family members.  Balancing the 
demands of work and ensuring patients receive optimal health 
care services with the need to protect their family, may prove 
extremely diffi cult for many respiratory therapists. 
 
RTs are trained to think ahead and prepare for challenges in 
the practice environment, whether it is an infl uenza pandemic 
or other disaster.  In assessing the personal risk of harm and 
responsibility for care of a patient, the RT must assess whether 
the patient is at signifi cant risk of harm if the RT does not 
assist; whether the intervention or care is directly relevant to 
preventing harm; and whether the benefi ts to the patient out-
weighs any harm the RT might incur.   

Respiratory therapists have the skills, knowledge and judge-
ment to determine on a case-by-case basis their moral and pro-
fessional duty to provide respiratory care and how to imple-
ment measures to minimize personal risks, such as receiving the 
appropriate infl uenza vaccine. 

CSRT and the World Health Organization  
The CSRT supports the efforts of the World Health Organiza-
tion as it advises on this public health emergency of interna-
tional concern. The CSRT will continue to monitor WHO and 
Public Health Agency of Canada advisories as they become 
available.

CSRT Position Statement on H1N1
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La Société canadienne des thérapeutes respiratoires (SCTR) 
préconise la préparation en cas de pandémie pour les thérapeu-
tes respiratoires et autres professionnels de santé de première 
ligne alors que la fl ambée de cette nouvelle souche de la grippe 
porcine continue de se propager à travers le monde. L’Organi-
sation mondiale de la santé (OMS) a qualifi é cette grippe d’ur-
gence de santé publique. 

Le rôle des thérapeutes respiratoires pendant une 
pandémie de grippe

Tel qu’en a témoigné la crise du SRAS, les thérapeutes respiratoi-
res (TR) sont des professionnels de santé de première ligne criti-
ques lors de toute crise de soins respiratoires. Les TR prodiguent 
des soins médicaux aux personnes qui souffrent de détresse res-
piratoire et ce, dans une multitude de milieux de soins de santé. 
Ils sont des professionnels d’expérience qui peuvent éduquer le 
public et les autres professionnels de santé au sujet des mesures 
appropriées à suivre en cas de pandémie de grippe. 

Dans les milieux de soins de santé, les TR fournissent systéma-
tiquement aux travailleurs de la santé des instructions sur les 
pratiques convenables de prévention des infections, notam-
ment l’emploi des masques N95 et de l’équipement de protec-
tion individuel (EPI). Le masque N95 est un masque adapté 
individuellement qui est très effi cace (à 95 %) contre les agents 
pathogènes aéroportés. L’importance d’observer ces pratiques 
préventives augmente lorsqu’il y a possibilité que des personnes 
infectées se présentent aux services des urgences.   

Le devoir de diligence des thérapeutes 
respiratoires pendant une pandémie de grippe

Lors d’une pandémie de grippe, les TR sont confrontés à des 
responsabilités concurrentes envers le travail et leur famille. Les 

thérapeutes respiratoires, et autres professionnels de santé de 
première ligne, font face à un risque disproportionné d’exposition 
au virus comparativement à la population générale et ils peuvent 
craindre de contracter la grippe ou de la transmettre aux 
membres de leur famille. Il peut s’avérer extrêmement diffi cile 
pour de nombreux TR d’atteindre un équilibre entre les exigences 
du travail et le besoin d’assurer des services de soins de santé 
optimaux aux patients, contre la nécessité de protéger leur famille. 
 
Les TR sont formés de façon à penser plus loin et à prévoir les 
défi s dans le milieu de pratique, qu’il s’agisse d’une pandémie de 
grippe ou d’un autre désastre. En évaluant le risque personnel 
de préjudice et la responsabilité des soins d’un patient, le TR 
doit évaluer si le patient court un risque signifi catif de préjudice 
si le TR ne prête pas assistance; si l’intervention ou les soins 
sont directement pertinents pour prévenir le préjudice; et si 
les avantages pour le patient l’emportent sur tout préjudice 
pouvant être subi par le TR.   

Les thérapeutes respiratoires ont les compétences, les 
connaissances et le jugement voulus pour déterminer au cas 
par cas leur obligation morale et professionnelle de fournir des 
soins respiratoires, puis comment mettre en œuvre des mesures 
pour réduire les risques personnels, tel que de recevoir le vaccin 
antigrippal approprié. 

La SCTR et l’Organisation mondiale de la santé

La SCTR appuie les efforts de l’Organisation mondiale de la 
santé visant à renseigner le public au sujet de cette urgence de 
santé publique d’ordre international. L’OMS estime que l’épi-
démie atteint maintenant le niveau de pandémie, sa progression 
ayant atteint l’échelon 6. La SCTR continuera à surveiller les 
avis de l’OMS au fur et à mesure qu’ils deviennent disponibles. 

Déclaration de principe liée à l’éclosion 
de la grippe H1N1 

The Canadian Journal of Respiratory Therapy (CJRT) will 
consider for publication original manuscripts, in English or 
French, dealing with the professional practice of respiratory 
therapy. Science articles are subject to a peer review process. 
The CJRT accepts submissions that include:

Original research papers, case studies, directed reading, tech-
nical updates, funding guidelines, feature articles of interest to 
respiratory therapists.

The CJRT will also consider announcements of conferences 
and related information.

Documents will be accepted via email as an attachment and 
should be sent to:

Rita Hansen, Editor
Canadian Journal of Respiratory Therapy  
102-1785 Alta Vista Drive
Ottawa ON    K1G 3Y6
rhansen@csrt.com

or Amy Reid, Chair, Review Committee
careid@cogeco.ca

Complete instructions can be found on our website 
(www.csrt.com – Publications/Authors Instructions)

Submitting to CJRT
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O2 sensor and Integrated Airway Mechanics Monitoring. It is a platform for today. . .
and the future with a modular design that increases your clinical power today 
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Just a ventilator? 
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GE Healthcare would like to congratulate 

Olsen Jarvis of Concordia Hospital, Winnipeg, 

for winning the iPod Nano at the 2009 CSRT 

in Gatineau, Quebec. 

We look forward to seeing everyone 

in Newfoundland in 2010!




