
AARC Approves
Updated Pulmonary
Rehabilitation Position
Statement 

The AARC Board of Directors approved an updated
Pulmonary Rehabilitation Position Statement late last
year, demonstrating its renewed commitment to our spe-
cialty area. 

“The AARC had a pulmonary rehabilitation position
statement in the past,” says Linda Van Scoder, EdD, RRT,
chair of the AARC's Position Statement Committee. “We
felt that a revised statement would better communicate
the AARC’s position and the important role respiratory
therapists play in restoring patients to their highest level
of independent function and to improve their quality of
life.”

The statement reads:
A program of pulmonary rehabilitation is a multi-

faceted continuum of services designed for persons with
pulmonary disease and their families. As a component of
respiratory disease management, the goals of pulmonary
rehabilitation are to restore patients to their highest pos-
sible level of independent function and to improve their
quality of life. Pulmonary rehabilitation, generally con-
ducted by a multi-disciplinary team of specialists, should
be included in the overall management of patients with
respiratory disease to assist in alleviating symptoms and
optimizing health. The respiratory therapist, by virtue of
specialized education and interest in the individual's res-
piratory care, is a key partner in a successful rehabilita-
tion program.   ◆

Notes from the Chair
by Mary Hart, RRT, RCP 

It's almost Christmas as I sit writing this column, and I am thinking of the New Year and
what it might bring. Will I ever figure out all there is to know about getting reimbursed for
our programs? How many pulmonary rehabilitation programs will close their doors because
of reimbursement problems? How many people with chronic lung disease will miss out on
the benefit of such wonderful rehab programs? 

I am asking these questions because it could happen - if programs are without motivated,
innovative, and dedicated staff and administrators. One purpose of our section Bulletin is to
share information about effective strategies used in pulmonary rehab programs across the
country. The only way to do this is for more of you, our section members, to write articles
about your programs, new equipment, techniques, outcomes, presentations, or research
updates. Now that the Bulletin is being published only four times a year, we will be sending
via e-mail short news items to you in a more timely manner, thus leaving more space in the
printed Bulletin for articles from members. We need you to step up to the plate and deliver!

I would also like to propose that we all share documentation forms, policies, and proce-
dures via our section home page, www.aarc.org/sections/rehab_section/rehab.asp. What do
you think? Please contact me with any information that you would like to see on the web site
or in the Bulletin. Let's make this the best year ever!  ◆

GET IT ON THE WEB:
Help the AARC increase its efficiency by signing up to
receive the Bulletin via the section homepage on the
AARC web site (www.aarc.org). To change your option
to the electronic Bulletin, send an e-mail to:
mendoza@aarc.org.

BECOME AN AARC AMBASSADOR TODAY!
To find out more, contact Sherry Milligan at
milligan@aarc.org

SECTION LISTSERVE:
Start networking with your colleagues via the section
listserve. Go to the section home page on www.aarc.org 
and follow the directions to sign up.
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It's Official
RTs working in pulmonary rehab programs would hardly bat an eye at new findings from

a government study on smoking in people with chronic health conditions, but it's nice to get
confirmation of what we've known all along: smokers with diagnosed chronic conditions
continue to smoke despite their health problems.

According to the Agency for Healthcare Research and Quality (AHRQ), about 38% of
those with emphysema, 25% of those with asthma, 20% of those with hypertension or car-
diovascular disease, and 19% of those with diabetes reported being current smokers in 2000.
Three out of five of this group also said their doctors had advised them to quit smoking in
the past year.

The new data come from a self-administered questionnaire added to the AHRQ's Medical
Expenditure Panel Survey (MEPS) in late 2000/early 2001 to collect information on health
care quality and satisfaction with health care. The data on smoking in the United States were
derived by combining the results of the new questionnaire with demographic, chronic con-
dition, and preventive care information collected by MEPS's nationally representative survey
of people over the age of 18 who are not in the military or living in institutions. More than
15,600 people responded to the survey questions.   ◆

Lung Profiler to Assist COPDers
The American Lung Association has launched a “COPD Lung Profiler” on its web site to

help COPD patients learn more about their disease and the specific treatments which may
help them live healthier lives. The Internet-based support tool is being billed as a user-friend-
ly activity that “confidentially matches an individual's clinical information to a carefully
selected group of peer-reviewed clinical studies.” From this information, the tool provides
patients with “personalized information about treatment options and side effects relevant to
their condition, along with helpful questions to discuss with their doctors.”

You can check out the profiler by visiting www.lungusa.org and clicking on the COPD
Lung Profiler icon.  ◆



Pulmonary Rehabilitation:
The Year in Review

Brain W. Carlin, MD, FCCP, FAACVPR, medical director of cardiac and pulmonary
rehabilitation at Allegheny General Hospital in Pittsburgh, PA, presented an interesting
review of the scientific literature pertaining to pulmonary rehab at last year's CHEST2002
conference in San Diego, CA. Dr. Carlin has graciously agreed to share the information
with us:

GENERAL - REHABILIT ATION
•  British Thoracic Society Standards of Care Subcommittee on Pulmonary

Rehabilitation. Pulmonary Rehabilitation. Thorax 2001;56:827-834.

CHRONIC OBSTRUCTIVE PULMON ARY DISEASE
•  PL Enright, JE Connett,WC Bailey. The FEV1/FEV6 predicts lung function

decline in adult smokers. Respir Med2002;96:444-449.
•  JF Donohue, JA van Noord, ED Bateman,SJ Langley, A Lee, TJ Witek, Jr., S

Kesten,L Towse. A 6-month,placebo-controlled study comparing lung function
and health status changes in COPD patients treated with tiotropium or salmeterol.
Chest2002;122;17-55.

•  K Nishimura,T Izumi, M Tsukino,T Oga. Dyspnea is a better predictor of 5- year
survival than airway obstruction in patients with COPD. Chest2002;121:1434-1440.

•  JG VAN Mann,PJE Bindles,FW Decker, CJI Jzermans,JS van der Zee, E Schade.
Risk of depression in patients with chronic obstructive pulmonary disease and its
determinants. Thorax 2002;57:412-416.

•  Y Lacasse, L Rousseau,F Maltais. Prevalence of depressive symptoms and 
depression in patients with severe oxygen-dependent chronic obstructive 
pulmonary disease. J Cardiopulm Rehab 2001;20:80-86.

•  CF Emery, VJ Honn,DJ Frid, KR Levowitz, PT Diaz. Acute effects of exercise on
cognition in patients with chronic obstructive pulmonary disease. Am J Respir Crit
Care Med2001;164:1624-1627.

PHYSIOLOGY - COPD
•  A Ramirez-Sarmiento,M Orozco-Levi, E Barreiro, R Mednez,A Ferrer, J

Broquetas,J Gea. Expiratory muscle endurance in chronic obstructive pulmonary
disease. Thorax 2002;57:132-137.

•  E Clini, L Bianchi, K Foglio, M Vitacca,N Ambrosino. Exhaled nitric oxide and
exercise tolerance in severe COPD patients. Respir Med2002;96:312-316.

EXERCISE TESTING
•  CAE Dwyer, SJ Singh,RA Stockley, AJ Sinclair, SL Hill. The incremental shuttle

walking test in elderly people with chronic airflow limitations. Thorax2002;57:34-38.
•  S Solway, D Brooks,L Lau, R Goldstein. The short-term effect of a rollator on

functional exercise capacity among individuals with severe COPD. Chest2002;
122:56-65.

•  WJ Gibbons,N Fruchter, S Sloan,RD Levy. Reference values for a multiple repeti-
tion 6-minute walk test in healthy adults older than 20 years. J Cardiopulm Rehab
2001;21:87-93.

REHABILIT ATION
•  EA Normandine, C Mc Cusker, ML Connors,F Vale, D Gerardi, RL Zuwallack. 

An evaluation of two approaches to exercise conditioning in pulmonary rehabilita-
tion. Chest2002;121:1085-1091.

•  JA Neder, D Sword, SA Ward, E MacKay, LM Cochrane, CJ Clark. Home-based
neuromuscular electrical stimulation as a new rehabilitative strategy for severely
disabled patients with chronic obstructive pulmonary disease. Thorax 2002;57:333-
337.

•  L Bianchi, K Foglio, R Porta,P Baiardi, M Vitacca,N ambrosino. Lack of additional
effect of adjunct of assisted ventilation to pulmonary rehabilitation in mild COPD
patients. Respir Med2002;96:359-367.

•  MS Stulbarg, V Carrieri-Kohlman,S Demir-Deviren,HQ Nguyen,L Adams,AM
Tsang, J Duda,WM Gold, S Paul. Exercise training improves outcomes of a 
dyspnea self-management program. J Cardiopulmonary Rehab 2002;22:109-121.
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Another Reason 
They Should Quit

A new study finds postmenopausal women who quit
smoking or significantly reduce the number of cigarettes
smoked can lower levels of two proteins involved in bone
loss. A hormone-binding protein called SHBG and a mark-
er of bone loss called NTx dropped by 8% and 5%,respec-
tively, in women who quit or cut back on their cigarette
intake over a six week period. By contrast,SHBG and NTx
levels rose within a control group of women who main-
tained their smoking habits during the same time period. 

“This may partly explain how smoking contributes to
osteoporosis in postmenopausal women,” says Cheryl
Oncken, MD, MPH, who authored the study in Nicotine 
& Tobacco Research along with colleagues from the
University of Connecticut School of Medicine. They
believe future research should focus on whether longer 
periods of reduction or abstinence might produce more 
significant declines in these or other bone loss proteins,and
whether these changes result in stronger bones and less
fractures over time.   ◆



•  HS Riera,TM Rubio,FO Ruiz,PC Ramos,DD Otero, TE Hernandez,JC Gomez.
Inspiratory muscle training in patients with COPD. Chest2001;120:748-756.

•  E Clini, L Bianchi, K Foglio, R Porta,M Vitacca,N Ambrosino. Effect of pul-
monary rehabilitation on exhaled nitric oxide in patients with chronic obstructive
pulmonary disease. Thorax 2001;56:519-523.

OUTCOME MEASURES
•  JP de Torres,V Pinto-Plata,E Ingenito,P Bagley, A Gray, R Berger, B Celli. Power

of outcome measurements to detect clinically significant changes in pulmonary
rehabilitation of patients with COPD. Chest2002;121:1092-1098.

•  F Gigliotti, M Grazzini,L Stendardi, I Romagnoli, G Scano. Quality of life and
functional parameters in patients with chronic obstructive pulmonary disease:an
update. Respir Med2002;96:373-374.

•  F Gallefoss,PS Bakke. Cost-benefit and cost-effectiveness analysis of self-manage-
ment in patients with COPD — a one year follow-up randomized, controlled trial.
Respir Med2002;96:424-431.

•  HF van Ste, VT Colland, NL Heins,LHM Rijssenbeek-Nouwens,W Everaerd.
Assessing inpatient pulmonary rehabilitation using the patient's view of outcome. 
J Cardiopulmonary Rehab 2002;22:201-210.

•  PW Jones. Interpreting thresholds for a clinically significant change in health status
in asthma and COPD. Eur Respir J2002;19:398-404.

•  M Ferrer, C Villasante, J Alonso,V Sobradillo, R Gabriel, G Vilagut, et al.
Interpretation of quality scores from the St. George's Respiratory Questionnaire.
Eur Respir J2002;19:405-413.

•  PW Jones. Health status measurement in chronic obstructive pulmonary disease.
Thorax 2001;56:880-887.

• JEA Williams, SJ Singh,L Sewell, GH Guyatt, MDL Morgan. Development of a self-
reported Chronic Respiratory Questionnaire (CRQ-SR). Thorax 2001;56:954-959.

•  TL Griffiths,CJ Phillips,S Davies,ML Burr, IA Campbell. Cost effectiveness of an
outpatient multidisciplinary pulmonary rehabilitation programme. Thorax 2001;
56:779-784.

NUTRITION AND COPD
•  J Weisberg, J Wanger, J Olson,B Streit, C Fogarty, T Martin, R Casaburi.

Megestrol acetate stimulates weight gain and ventilation in underweight COPD
patients. Chest2002;121:1070-1078.

•  F Slinde, AM Gronberg, CP Engstrom,L Rossander-Hulthen,S Larson. Individual
dietary intervention in patients with COPD during multidisciplinary rehabilitation.
Respir Med2002;96:330-336.  ◆

Music Means Miles
Ohio State University researchers believe listening 

to music while exercising may help people with severe 
respiratory disease increase their fitness levels. In their
study, subjects with serious lung disease who listened to
music while walking covered an average of about 19 miles
over the course of an eight-week exercise intervention
study. A control group that didn't listen to music only
walked an average of about 15 total miles. That four-mile
difference is significant,says study author Gerene Bauldoff,
an assistant professor of nursing at Ohio State, suggesting
that participants in the music group may have felt less 
hindered by shortness of breath. 

Study participants were divided into two groups of 
12 patients. Each patient had already completed a six- to
eight-week pulmonary rehabilitation program in the three
months prior to the study. During the eight-week study, sub-
jects kept journals of how often they walked and for how
long. Participants were encouraged to walk for at least 20
minutes two to five times a week. 

Subjects in the music group were given a portable audio-
cassette player and two tapes containing country/western,
classical,pop/Motown, and big band music. All the partici-
pants received an electronic pedometer to wear while walk-
ing. The pedometer measured walking distance to 0.01
mile. Each also performed two six-minute walks three times
during the trial: at the beginning of the study and at weeks
four and eight. At each visit, the researchers recorded the
greater of the two distances the participant covered. They
also asked participants how tired or out of breath they felt at
the end of each walk, and the subjects filled out question-
naires on anxiety, depression,and quality of life during
each visit. 

By the end of the study, the total walking distance cov-
ered by the music group was 24 percent higher than that
walked by the non-music group (19.1 vs. 15.4 total miles).
This translated into an average increase of 445 total feet
walked per workout in the music group,from 1,022 feet to
1,467 feet covered. The average distance covered by the
non-music group decreased by about 170 feet,from 1,129
feet to 960 feet. 

“That's pretty dramatic, considering that something as
simple and cost-effective as music helped improve these
patients' fitness levels,” Bauldoff says. 

She and her colleagues aren't certain why there was such
a large difference in distance walked between the groups,
but they believe music may have helped subjects walk at a
greater velocity. 

“Increased velocity may enhance the effects of training,
leading to physical differences in a relatively short time,”
she says. The greater walking capacity in the music group
also may have spilled over into other aspects of their lives.
Bauldoff notes participants in the music group reported less
trouble with shortness of breath during routine activities,
such as bathing, combing their hair, and cooking meals.
Participants in the non-music group didn't report any
change in breathing. 

The research was supported by a grant from the National
Institute of Nursing Research and published in a recent
issue of CHEST.    ◆

Nasal Spray Flu Vaccine 
Not for the Elderly

Elderly people most at risk for complications due to influenza aren't likely to be good
candidates for the newly developed FluMist vaccine. Food and Drug Administration
(FDA) advisors have endorsed the nasal spray vaccine only for healthy people between
the ages of five and 49. 

According to the advisors, there is currently not enough medical evidence showing the
vaccine protects older people - particularly those with chronic diseases such as asthma or
COPD - from the flu. Given the restrictions,health officials question whether the vaccine
will be available for anyone in time for this fall's flu season,noting the FDA may balk at
approving a vaccine with such limited use.

The vaccine was originally developed to provide an easier vaccination route to toddlers
but won't be used in that age group because studies have shown it increases the risk of
asthma attacks. Health officials also note the vaccine, which is made from a weakened but
live flu virus,hasn't been adequately compared for efficacy with standard flu shots,made
from killed viruses.   ◆
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AARC Membership:
Join as a Group and Save!

The Bigger the Group, the Bigger the Savings!

Single membership in the AARC is $90 per year. Through the discounted group program,
you can save on bulk membership purchases:

•  10-19 memberships:$85 per membership
•  20-39 memberships:$80 per membership
•  40-99 memberships:$75 per membership
•  100 or more memberships:Call the AARC for an even bigger savings

HELP OUR SECTION GROW
With numbers comes strength; we need practicing respiratory therapists to be active mem-
bers in their professional organization and their speciality section. 

Contact Pat Lee at (972) 243-2272 or lee@aarc.org for more information.  ◆


