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Therapist 
Driven 
Protocols
LO RIA N N  K ETTLER

1.0 CEU

Objectives

Upon completing this course, the learner should:

o Gain awareness of AARC Guidelines for protocol creation and implementation

o Identify Various types Protocols

o Understand the impact of TDPs on patient outcomes

o Identify avenues for patient progression in the absence of TDPs
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What is a therapist driven-
protocol (TDP)

Initiation or modification of a patient care plan following a predetermined structured set of 

physician orders, instructions or interventions in which the therapist is allowed to initiate, 

discontinue, refine, transition, or restart therapy as the patient’s medical condition dictates.

Note: This definition should not be Confused with programs that include that includes 

discontinuation of therapy without a reorder, flagging therapy for physician reorder, standing 

orders or policies that dictate therapy durations.

https://www.aarc.org/resources/professional-

documents/whitepapers/protocol-program-structure/

Goal of TDPs

1. To provide medications only to those patients in which it is clinically indicated

2. minimize unnecessary arterial blood sampling or arterial line placement 

3. Promote/facilitate BPH

4. optimize the process of weaning patients from mechanical ventilation, 

5. minimize unnecessary oxygen use 

6. Appropriately allocate respiratory care services:  more time in high priority areas

7. Reduce unnecessary cost to the patient:  Decrease ventilator days, trach days, oxygen therapy 

days, LOS, etc.
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Benefits

• Enhanced allocation of respiratory care services, 

• Accelerated liberation from mechanical ventilation/decreased vent days

• Accelerated Trach Liberation/Decreased trach days

• Decreased respiratory related adverse events

• Reduced number of Acute Care Transfers/ACTs

• reduced Length of stay

• and cost savings

TDP Acceptance

in a survey of respiratory therapy (RT) managers, 98% reported using protocols in their 

institutions, and in the 2005 American Association for Respiratory Care Human Resources 

Survey, 90% of respiratory therapist respondents reported having delivered care by a 

protocol.

2009 American Association for Respiratory Care Survey, 84.8% of responding hospitals 

reported using oxygen protocols, 77.7% reported using mechanical ventilation protocols, and 

60.9% reported using bronchodilator protocols.

https://rc.rcjournal.com/content/58/10/1662
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Barriers

•gaps in current understanding remain

•Lack of physician support

•Physician Perception

• Physicians may sense a Loss of control

• Lack of trust in the department

• Concerned the therapists lack the clinical skillset to function under protocols

Standard of Care

Based on the demonstrated efficacy of therapist implemented protocols, it is the position of 

the American Association for Respiratory Care that institution-approved protocols should be 

used by respiratory therapists as the standard of care for providing respiratory therapy 

services under qualified medical direction.

All programs however must comply with Federal and State regulations and standards 

including those published by their State Licensing Boards, The Joint Commission as well as 

the Centers for Medicare and Medicaid Services.

https://www.aarc.org/resources/professional-

documents/whitepapers/protocol-program-structure/
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TDP Guidelines
AARC REQUIREMENTS

https://www.aarc.org/resources/professional-

documents/whitepapers/protocol-program-structure/

Policy/Protocol

Department policy must specify which respiratory therapists can deliver care outlined in the 

protocol, inclusive of the competencies required of individuals and demonstration of skills 

and knowledge.

EXAMPLES:

RESPONSIBLE PARTIES: Only Registered Respiratory Therapists, with demonstrated 

competency on file

RESPONSIBLE PARTIES: Only RRT and CRT, with demonstrated competency on file
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Medical Director Oversight

•Medical Director oversight and accountability for services provided using protocols must also 

be specified in department policy.

•EXAMPLE:  This protocol will be implemented under the guidance of the pulmonary program 

director, following governing board approval.

AARC CPG or EBP

The protocols should be written to reflect the indications, precautions, and therapy specifics 

as outlined in the AARC Clinical Practice Guidelines, or other evidence based references.

Evidence-based practice (EBP) is the process of applying current, best evidence (external and internal 

scientific evidence), patient perspective, and clinical expertise to make decisions about the care of the 

individuals you treat.

https://www.asha.org/research/ebp/evidence-based-

practice-process/
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Governing Board Approval

All policies related to protocols, as well as the protocols themselves, must be approved by 

the appropriate institutional governing bodies

Comply with institutional P&Ps

Policies for protocols must be compliant with other institutional policies related to the 

provision of care, with specific attention to pharmacy and nursing services. Because many 

therapist implemented protocols involve the administration of medication, there must be a 

single standard throughout the facility regarding the procurement, control and administration 

of medications.
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Physician’s Order is Required

A physician order is required to implement respiratory therapy managed by protocols. The 

order may include a request for “Respiratory Protocol”, a specific request such as “MDI 

Protocol” or other order details as specified and approved by the Medical Staff. 

It should be noted that this is an area of contention with some surveying agencies when they 

encounter a facility that does not require a physician order.

1. Ensure orders are obtained

2. Ensure the exact protocol is in the medical record

3. Conduct audits to ensure compliance

Physician notification criteria 
required

Protocols must include criteria, thresholds, and decision points that require the physician be 

notified for continuation of the protocol, options to consider including exemption from protocol 

with requirements for new non-protocol orders.
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Emergent Situation 
implementation

Policy should also define emergent situations in which respiratory therapists can immediately 

initiate protocols without a physician order. Protocols initiated in this manner shall be 

reviewed and authorized by physician signature within 24 hours.

Example:  Rapid Response Protocol

Arterial Blood Gas protocol following a change in patient condition

Oxygen Initiation

Compliance Audits

A quality assurance mechanism should be in place to assess if the respiratory therapist is 

providing care in compliance with protocol as well as capturing adverse responses.

Examples of this include:

• Protocol Compliance Audits

• Wean Rates

• Decannulation Rates

• ABG utilization

• Bronchodilator utilization

• Respiratory Related Adverse Events
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Types of TDPs
THERAPIST-DRIVEN PROTOCOLS

TDP Examples

 Blood Gas 

 Capnography monitoring

 Oxygen Therapy 

 Bronchial Hygiene

 Medication Management

 Ventilator Management

 Lung Hyperinflation Therapy

 Speaking Valve Use

 Mobility
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Arterial Blood Gas TDP

Specifically, Browning et al10 evaluated respiratory therapists' effectiveness in determining 

when to sample ABGs. With a “before-and-after” study design, the investigators assessed 

the appropriateness of ABGs sampled during 3 intervals: prior to protocol implementation, 

and 1 and 3 months post-implementation. Using an ABG sampling protocol was associated 

with improved allocation of services (ie, the rate of inappropriately ordered ABGs declined 

from 43% before to 33% and 31% at 1 and 3 months, respectively). 

This study also focused on the assessment of inappropriate ABG orders by type of provider. 

Strikingly, after protocols were implemented, respiratory therapists had rates of 

inappropriately ordered ABGs of 3% and 15% after 1 and 3 months post-implementation, 

whereas other providers generated markedly higher rates: 45% and 37% at 1 and 3 months, 

respectively.

ABG protocol benefits

Associated benefits with implementing ABG protocols:

oReduced number of ABGs drawn, per patient, per day

oIncreased patient satisfaction

oReduced costs to the establishment and patient
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Oxygen Therapy protocol benefits

• decreased oxygen utilization when using an oxygen protocol

• shorter duration of unneeded oxygen 

• less wasted oxygen per patient 

• Increased patient satisfaction

• lower cost per patient
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Bronchopulmonary Hygiene 
protocol benefits (BPH)

• Reduced inappropriate respiratory care orders for BPH

• Reduction of bronchial hygiene therapy outside the ICU

• Increased patient satisfaction

• Reduced costs to the facility and the patient

• Appropriate allocation of respiratory services
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Bronchodilator Protocols

• Reduced over pre-scribing unnecessary therapies

• Reduced issues with under-prescribing much needed therapies

• Increased patient satisfaction

• Reduced misallocation of respiratory care

• Improved employee satisfaction

• Decreased cost to the facility and the patient

Why the need for BDPs

The need for protocols has been framed by the frequent occurrence of misallocation of respiratory care, 

consisting both of over-ordering (ie, prescribing respiratory care that is unlikely to confer benefit) and under-

ordering services (ie, failing to prescribe services that would be expected to offer benefit). (RCJ)

Evidence based literature supports the use of protocols to minimize unnecessary treatments and provide self-

administration options for patients who demonstrate their ability to do so. (AARC)

https://rc.rcjournal.com/content/58/10/1662

https://www.aarc.org/resources/professional-

documents/whitepapers/protocol-program-structure/
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2 main criteria for BDPs

• RT protocols must allocate RT treatments appropriately 

• the result of RT protocol use is that patients likely to benefit from RT treatments are ordered to receive 

such treatments 

• that patients who are unlikely to benefit from RT treatments are not ordered to receive RT treatments

• The respiratory treatments administered within RT protocols must provide clinical benefit for the 

conditions for which they are prescribed.

• E.g. Clinically Indicated
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https://www.utoledo.edu/policies/utmc/respiratory_care/pd

fs/3364-136-04-12-rt-assess-and-treat-protocol.pdf

31

32



5/26/2023

17

33

34



5/26/2023

18

Large scale implementation of 
BDPs

A large-scale implementation of a respiratory-therapist-driven protocol (TDP) included 100 hospitals.  

The use of BDPs was strongly encouraged throughout the organization.   

Implementation resulted in:

• Decreased utilization of bronchodilators

• Decreased cost to patients and facilities

• Decreased workload for RTs; allowing for proper allocation of care
• RTs were able to focus on ventilator and trach liberation

• Spend more time with higher acuity patients

• Improved employee satisfaction 

• Decreased turnover

Mechanical Ventilation protocol 
benefits

• Decreased ventilator days/increased liberation

• Improved wean rates

• Decreased length of stay

• Improved patient satisfaction

• Improved employee satisfaction

• Decreased employee turnover

• Decrease in respiratory related adverse events
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Therapist-driven protocols have been shown to decrease the duration of mechanical ventilation, 

reduce cost, length of stay, and improve the rate of weaning when compared with physician-directed 

weaning.

https://pubmed.ncbi.nlm.nih.gov/17368162/

Delivering the best possible care to patients on mechanical ventilation means getting those patients 

off mechanical ventilation as soon as it is safely possible; the best way to make sure that happens is 

to follow protocols developed specifically for this area of practice. 

https://www.aarc.org/nn19-ventilator-weaning-protocols/

Mechanical Ventilation protocol 
benefits
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SBTs

1. the number of patients eligible for SBT 

2. the number of eligible patients assessed for SBT by Day 2 

3. the number of patients found ready for SBT who receive SBT by Day 2 

4. the number of patients who pass an SBT by Day 2 

5. The percentage of patients assessed for readiness for SBT by Day 2 of LTCH stay. 

6. The percentage of patients found ready for SBT, for whom an SBT was performed by Day 2 of 

LTCH stay.

https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-

Instruments/LTCH-Quality-Reporting/Downloads/Ventilator-Weaning-QM-TEP-

Summary-Report-2016.pdf

Weaning from Mechanical Ventilator in a Long-
term Acute Care Hospital: A Retrospective 
Analysis

51 patients on mechanical ventilation before initiation of protocol-based ventilator weaning formed the control 

group. 111 patients on mechanical ventilation after implementation of the protocol formed the study group. Time 

to wean from the mechanical ventilation before the implementation of protocol-driven weaning by RT was 16.76 

+/- 18.91 days, while that after the implementation of protocol was 7.67 +/- 6.58 days (p < 0.0001). 

Mortality proportion in patients after implementation of protocol-based ventilator weaning was 0.21 as compared 

to 0.37 in the control group (p=0.0153). The daily cost of patient care for the LTAC while on mechanical ventilation 

was $2200/day per patient while it was $ 1400/day per patient while not on mechanical ventilation leading to 

significant cost savings.

Protocol-driven liberation from mechanical ventilation can significantly decrease the duration of a mechanical 

ventilator, leading to decreased mortality and cost savings. 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7774095/
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Large scale implementation of ventilator weaning 
TDPs

A large-scale implementation of a respiratory-therapist-driven protocol (TDP) included 100 hospitals.  

4 standardized protocols were introduced, and the use of one of the four was strongly encouraged 

throughout the organization. 

During a 12-mo period, we monitored each facility’s wean rates, and which protocols were in use by 

said facilities.  The largest barrier to protocol implementation was lack of physician support.  The 

largest barrier to compliance with protocols, was lack of staffing/employee turnover.

For those facilities with physician support, protocol implementation, and high compliance rates, it 

was determined the wean rates were higher by 6 to 10%. 

Implementation

• Protocol Creation

• Medical Director Approval

• Physician Buy-in (which may be a program director or an entire practice)

• Governing Board Approval

• Education to key stakeholders

• Rolling out the protocol – aka Go-Live

• And Ongoing compliance Audits

43

44



5/26/2023

23

Education Protocol

Quality Metrics
EDUCATION
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Metrics to be monitored

• Wean Rates

• Bronchodilator utilization

• ABGs ordered and performed

• Ventilator Days/Trach Days

• Adverse Events related to protocol use

Identifying avenues for patient 
progression in the absence of TDPs

• Find a protocol you would like to implement (similar to your physician’s weaning style)

• If it’s a BDP, research best practice and select a protocol to present to the physician’s

• If the physicians are completely opposed, educate the staff regarding the step by step process your 

physician’s follow

• Encourage physician rounding and respiratory therapy recommendations

• Be sure the RTs are updating the physicians regarding the progress of the patient

• Many RTs are able to build relationships with physicians and make recommendations to progress the 

patient, and change frequency of medications

• Be sure they obtain an order for any recommendations agreed upon
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Summary

• respiratory therapists duty in the absence of protocols
• continue to make recommendations to physicians
• provide clinically indicated care that is a benefit to the patient
• progress the patient 

• AARC resources 
• AARC.org
• Protocol guidelines

• Implementation of protocols
• reduces ventilator days, trach days, overall length of stay 
• reduces costs to the facility and the patient
• aids in the process of proper resource allocation.

• When Respiratory therapists are able to limit care to that which is clinically indicated
• spend more time at the bedside of the higher acuity patients
• focus on liberation from mechanical ventilation, trach weaning, medication management 
• Progress patients to the next level of care.

Questions
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