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Presidents’ Letter

The past year was a significant one for the American Thoracic Society. We are pleased to report 
that in 2017 important advances were made in many areas to improve the overall ability of the 
Society to fulfill its mission of helping the world breathe. 

    It is with considerable pride that we launched the ATS Fellow Program to recognize those who 
have helped make the ATS the premier society in the fields of pulmonary, critical care, and sleep 
medicine. Fellow designation is a real mark of distinction, conferring recognition upon members 
for their professional accomplishments and their contributions to the Society. The inaugural class 
will be recognized at the 2018 International Conference in San Diego. 

    In 2017, ATS also made important progress on several key initiatives launched the previous 
year to significantly impact the Society, the respiratory community at large, and by extension the 
patients we serve. 

    The first is the ATS Pulmonary Function Testing Laboratory accreditation program. The new 
ATS Pulmonary Function Laboratory Management and Procedure Manual 3rd Edition e-book 
is now available, and a pilot program for the corresponding registry and accreditation program 
will launch in 2018.

    The second initiative involves the implementation of ATS guidelines. Recognizing that the 
development of new guidelines is only as impactful as the clinicians who adopt them, we began 
developing a pilot program to assess how guidelines currently are being implemented and how 
that process might be improved. 

    The third initiative centers on expanding our conference offerings. Not everyone can travel 
to the United States to attend our International Conference, so the ATS has explored a number 
of ways to bring the Society’s expertise to those who need it. For example, in collaboration with 
the Brazilian Thoracic Society and the Latin American Thoracic Association, the ATS convened 
in July 2017 the inaugural South American Critical Care Conference in São Paulo, Brazil, which 
focused on mechanical ventilation. Given the success of this first conference, a second is planned 
for September 2018. 

    Lastly, our fourth initiative focused on significantly expanding the use of cutting-edge 
technology at our International Conference to enhance both the overall attendee experience 
and opportunities for learning and networking. Several pilot programs launched at ATS 2017 in 
Washington, D.C., will be expanded at ATS 2018 in San Diego. 

    During 2017, the ATS also committed significant resources to retooling existing programs 
that had a proven track record. For example, for more than 20 years, the ATS has offered its 
Methods in Epidemiologic, Clinical, and Operations Research (MECOR) program, an intensive 
one-week course designed to strengthen research capacity and leadership in middle- and low-
income countries. This past year, ATS conducted a ground-up redesign of the curriculum, course 
organization, and mentorship offerings. The updated course capitalizes and builds upon the 
program’s extensive experience and expertise. MECOR 2.0 launched in January 2018. 

Marc Moss, MD
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    Finally, ATS recommitted to aggressively advocating on behalf of patients, medical research, 
and science generally, especially as it pertains to human lung health. This is a challenging time 
for all three critical constituencies, especially in Washington, D.C. The ATS has long taken pride 
in its work to ensure adequate resources are dedicated to pulmonary, critical care, and sleep 
medicine. Those activities are more important than ever, and ATS remains determined to see this 
mission through to completion. 

    These are but a few examples of the ongoing, extraordinary commitment of the ATS members 
and staff to serve as the premier resource for more than 16,000 physicians, scientists, and allied 
health professionals dedicated to the prevention, detection, treatment, cure, and research of 
respiratory disease, critical care illness, and sleep-disordered breathing. In the pages that follow, 
you can learn in more detail about the many ways the ATS helps the world breathe. 

	 Marc Moss, MD				    David Gozal, MD, MBA
	 President					     President
	 American Thoracic Society			   American Thoracic Society
	 2017–2018					     2016–2017

David Gozal, MD, MBA.
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At the heart of the ATS educational mission is 
the International Conference. There, thousands of 
research and clinical experts gather annually to 
share the latest in science and research in the fields 
of pulmonary, critical care, and sleep medicine. 
The ATS International Conference is truly where 
today’s science meets tomorrow’s care.

To help expand the learning and networking 
opportunities at the conference, and to meet the 
changing needs of professionals at various levels 
of their careers, the ATS implemented a number 
of successful programs at ATS 2017. Highlights 
include:

•	More than 500 sessions, taught by more than 
800 lecturers

•	200+ exhibitors in the interactive exhibit hall

•	6,710 abstracts, case reports, and late-
breaking abstracts, showcasing the very 
latest in scientific discoveries

•	Skill-based learning offered by postgraduate 
courses, by the Resident Bootcamp, and at 
the Clinicians Center learning lab

•	Revamped Maintenance of Certification 
(MOC) modules, making 21 symposia 
available for MOC credit. This 

accommodates a new point structure 
implemented by the American Board of 
Internal Medicine and the American Board 
of Pediatrics. Previously, only 12 sessions 
were available for MOC credit

The ATS has made significant investments in 
technology to enhance the overall attendee 
experience at the conference and amplify the 
available learning and networking opportunities. 
Attendees started seeing these improvements 
at ATS 2017, with the introduction of web-
based audience response and use of beacon 
technologies to facilitate attendee traffic flow. 
Additional enhancements will be rolled out at 
ATS 2018 in San Diego.

In addition to the International Conference, ATS 
offered a number of other learning opportunities 
in 2017, summarized below:

•	South American Critical Care Conference: 
The ATS partnered with the Latin American 
Thoracic Association and the Brazilian 
Thoracic Society to convene a conference in 
São Paulo, Brazil in July, focused solely on 
critical care medicine. The meeting attracted 
350 professionals and focused on respiratory 
failure and mechanical ventilation. 

Education
THE SOCIETY’S EDUCATION PROGRAMMING helps health care professionals stay ahead 
with cutting-edge tools and the latest research findings, and it helps them to transition 
with ease through the numerous stages of their career.

In 2017 there were 800+ 
sessions, 200+ exhibitors, 
and 6,710 abstracts, case 
reports, and late-breaking 
abstracts.
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•	Emerging Leaders Program: The goal of 
this pilot leadership development initiative 
was to cultivate a pipeline of leaders within 
pulmonary, critical care, and sleep medicine 
who can serve the global community, their 
own institutions, and the ATS for many 
years to come. The program kicked off with 
18 students at ATS 2017 and concluded in 
November. 

•	External Skills Program: A pilot, two-day 
course on the topic of endobronchial ultra-
sound was held in Cape Cod in May 2017. 

 looking ahead

•	 An International Boot Camp course will 
run in parallel to the Resident Boot Camp 
at the 2018 International Conference. ATS 
will select eight residents from countries 
other than Canada or the U.S. Residents 
will participate in the Resident Boot Camp 
lectures and breakout sessions, and a 
separate but parallel hands-on experi-
ence will be tailored to the needs of these 
attendees.

•	 An inaugural Division Director Forum will 
be convened at ATS 2018.

•	 The ATS is developing a Critical Care 
Board Review and Practice Exam Com-
pendium which will be available online at 
the ATS Bookstore in early 2018. 

•	 A second South American Critical Care 
Conference is scheduled for September 
2018, and ATS will again be at the fore-
front of the content design and curriculum 
presentations. 

•	 The ATS Training and Members in 
Transition and Training Committees are 

planning to expand their educational webi-
nars and podcasts on research and career 
development topics.

•	 The Pediatric Pulmonary Training Direc-
tors Association (PEPTDA) has selected 
ATS to serve as its parent organization, 
starting in 2018. PEPTDA will hold a meet-
ing and reception at ATS 2018 and plans 
to hold a session at the North American 
Cystic Fibrosis Conference with adminis-
trative support from ATS.

ATS International Conference
2017                               

(Washington, D.C.)
2016                                

(San Francisco)
2015               

(Denver)

Total Attendance 16,169 16,115 13,610

Total Scientific Abstracts 5,119 5,484 4,480

Total Case Reports 1,440 1,268 830

Late Breaking Abstracts 151 190 172

Exhibiting Companies 206 204 219

Countries Represented 99 95 95
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Since its inception, the ATS Foundation Research 
Program has awarded $17.6 million to 235 
investigators, both in the U.S. and internationally. 
These researchers have gone on to receive $268 
million in federal funding. That’s a return on 
investment of $15 per dollar awarded.

For the 2017 grant cycle, the ATS Foundation 
Research Program awarded 30 early career 
researchers grants totaling over $1.45 million. 
These grants provide crucial support for talented 
investigators from around the world, launching 
careers dedicated to scientific discovery and 
better patient care. 

These awards are made possible by the 
generosity of ATS members, donors, and 
corporate and nonprofit partners.

ATS Foundation Research Program awardees 
explore such diverse topics as lung cancer, 
asthma, acute respiratory distress syndrome 
(ARDS), pulmonary fibrosis, pulmonary 
hypertension, chronic obstructive pulmonary 
disease (COPD), sleep apnea, and more.

Of note, in 2017, the ATS eliminated the 
Recognition Awards for Outstanding Early 
Career Investigators and the Recognition Awards 
for Outstanding Established Investigators in 
order to fund more unrestricted research grants. 

ats foundation grants

The ATS Foundation funds unrestricted research 
grants representing the three pillars of the 
Society: pulmonary, critical care, and sleep 
medicine. These one-year, $40,000 grants span 
basic, clinical, and translational research in adult 
and pediatric medicine. The recipients include:

•	Brian J. Anderson, MD, MSCE, University 
of Pennsylvania

•	Sandeep Bodduluri, PhD, University of 
Alabama at Birmingham

•	Erin Crowley, MD, Indiana University

•	Joshua A. Englert, MD, The Ohio State 
University Wexner Medical Center

•	Robert B. Hamanaka, PhD, University of 
Chicago 

•	Tetyana Kendzerska, MD, PhD, The Ottawa 
Hospital Research Institute

•	Meeta Kerlin, MD, University of 
Pennsylvania

•	Peggy Lai, MD, MPH, Massachusetts 
General Hospital/Harvard T.H. Chan School 
of Public Health

Research
THE ATS FOUNDATION is the philanthropic arm of the Society and was established 
in 2004 to raise funds for the Research Program. Because groundbreaking research 
is vital to preventing and curing respiratory diseases, the ATS Foundation Research 
Program supports the best science—and the most promising young researchers.
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•	Chelsea M. Magin, PhD, University of 
Colorado, Anschutz Medical Campus

•	Omar Mesarwi, MD, University of 
California, San Diego

•	Suzanne Pollard, PhD, Johns Hopkins 
University School of Medicine

•	Thomas M. Raffay, MD, UH Rainbow 
Babies & Children’s Hospital, Case Western 
Reserve University

•	Abdulghani Sankari, MD, PhD, Wayne 
State University

•	Peter D. Sottile, MD, University of Colorado

•	Hideo Watanabe, MD, PhD, Icahn School of 
Medicine at Mount Sinai

•	Gareth B. Willis, PhD, Boston Children’s 
Hospital/Harvard Medical School

partner grants

The ATS Foundation partners with other 
nonprofit organizations and pharmaceutical 
companies to support disease-specific research 
in pulmonary, critical care, and sleep medicine. 
Most partner grants award $40,000–$50,000 
annually for two years. Partners for this grant 

cycle are: the American Lung Association of 
the Mountain Pacific, the Alpha-1 Foundation, 
the Hermansky-Pudlak Syndrome Network, 
the Primary Ciliary Dyskinesia Foundation, the 
Pulmonary Hypertension Association, ResMed, 
and Mallinckrodt Pharmaceuticals Inc. The 
recipients include:

•	Nadine Al-Naamani, MD, MS, University 
of Pennsylvania

•	Ye Cui, PhD, Brigham and Women’s 
Hospital

•	Matthew G. Drake, MD, Oregon Health and 
Science University

•	Vito Mennella, PhD, The Hospital for Sick 
Children

•	Jeremy E. Orr, MD, University of California, 
San Diego

•	Andrew Sweatt, MD, Stanford University

•	Alice M. Turner, MBCnB, University of 
Birmingham

•	Deborah Winter, PhD, Northwestern 
University

•	Susan Yount, PhD, Northwestern University 
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Research

MECOR research awards

One-year, $5,000 grants are awarded to 
outstanding graduates of the ATS Methods 
in Epidemiologic, Clinical, and Operations 
Research (MECOR) Program to allow them 
to transition from trainees to investigators. 
MECOR graduates hail from developing 
regions around the globe, including Africa, 
Latin America, China, India, Indonesia, 
Turkey, and Vietnam. Winners in 2017 include:

•	Ndubuisi Mokogwu, MPH, FWACP, 
University of Benin Teaching Hospital, 
Nigeria

•	Huy Quang Nguyen, PhD, University of 
Science and Technology of Hanoi, Vietnam

•	Prabu Rajkumar, MD, ICMR-National 
Institute of Epidemiology, India

•	Mihir Rupani, MD, Government Medical 
College, Bhavnagar, India

 looking ahead

The 2018 ATS Foundation Research Program grant 
cycle opens in April 2018. Interested applicants 
should submit a letter of intent at www.thoracic.org/ 
professionals/research. The letter of intent should 
include a brief personal statement, a listing of previous 
positions and honors, and highlights of ongoing and 
completed research projects.

Applicants invited to submit a full application are 
assessed on a range of criteria including: scientific 
excellence, implications of the research, novelty of 
the project, potential to transition to a career as an 
established investigator, and the potential impact of the 
research to improve patient care and outcomes.
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Research
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The fall 2016 election ushered in a new U.S. 
President and Congress and had a profound 
impact on the federal government’s funding 
and regulatory priorities in 2017. Nowhere were 
these more evident than in the health care realm, 
and the ATS communicated to Congress and the 
White House our strong opposition to the: 

•	Repeal of the Affordable Care Act

•	Administration’s proposal to cut funding 
for the National Institutes of Health and 
Environmental Protection Agency (EPA)

•	Administration’s proposal to cut funding 
for the Centers for Disease Control and 
Prevention and research performed by the 
Veterans Administration

•	Delay in implementation of the EPA’s ozone 
standard

In addition, the ATS helped secure public policy 
victories on a number of issues critical to our 
members, including:

•	Funding increases for the National Institutes 
of Health, Veterans Affairs Research 
Program, and global tuberculosis control 
programs 

•	Preventing legislative restrictions on 
the authority of the Food and Drug 
Administration (FDA) to regulate tobacco 
products and the EPA’s authority to regulate 
air pollution

Where advocacy aimed at Congress and the 
Administration was insufficient, the ATS sought 
relief from the courts. We filed several amicus 
briefs in support of the:

•	Occupational Safety and Health 
Administration’s revised silica exposure 
standard

•	EPA’s ozone standard

•	EPA’s rule to reduce greenhouse gas 
emissions

•	EPA’s rule to reduce mercury and air toxic 
emissions

•	EPA’s rule to reduce cross-state air pollution

In addition to amicus briefs, the ATS filed 
lawsuits in federal court to uphold the EPA’s 
regulatory authority and to compel the FDA to 
reissue a final rule requiring graphic warning 
labels on all tobacco products.

In 2017, the ATS members 
and PAR representatives met 
with members of Congress 
to advocate for respiratory 
health priorities.

Advocacy
ADVOCACY ON BEHALF OF OUR PATIENTS, MEMBERS, AND PROFESSION is central to the ATS mission. 
In 2017, both in the U.S. and around the globe, ATS members were engaged in initiatives aimed at 
influencing policy-makers. They leveraged both government relations and communications activities 
to advance the science of lung health; protect the environment; and improve the health of patients 
with respiratory disease, critical illness, and sleep-disordered breathing. 
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ATS members and patients are active 
participants in the Society’s overall efforts, 
helping put a human face on what otherwise can 
be a dispassionate debate. Patients and providers 
participated in a number of key activities, 
including: 

•	Seven Congressional briefings on respiratory 
health issues

•	Three Congressional hearings on the health 
effects of air pollution

•	Two Capitol Hill Days during which 
ATS members and ATS Public Advisory 
Roundtable (PAR) representatives met with 
members of Congress and their staffs to 
advocate for respiratory health priorities 

•	The first-ever ATS Rally on Capitol Hill, 
which drew more than 200 ATS members 
and patient and political allies for improved 
respiratory health

ATS Rally on Capitol Hill, held 
in May, 2017.
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In 2018, ATS will continue 
to advocate for patients, its 
members, and global lung 
health.

Advocacy

Finally, the ATS provided tools to help members 
reach out directly to their elected representatives 
to express their opinions on matters of key 
public health policy. As one example, a 
campaign was created to increase awareness 
of the tobacco industry’s deceptive marketing 
practices that target youth. Elements of the 
campaign included:

•	A “Smell and Tell!” tobacco video, in which 
blindfolded children try to distinguish 
between candy and candy-flavored tobacco 
(they couldn’t!)

•	An Action Alert that allows users to identify 
their legislators and contact them directly 
with prepared messages via email, phone, 
and social media

•	Printable information pertaining to the 
Tobacco 21 policy, tobacco use and students, 
and how the tobacco industry is taking aim 
at kids 

•	A downloadable social media kit that 
includes messaging and social graphics that 
users can share with online followers 

•	A Twitter widget that follows real-time 
conversation surrounding the #tobacNo 
hashtag

Together, these initiatives helped raise overall 
awareness of Big Tobacco’s new efforts to ensure 
children are exposed to tobacco products. 

Finally, while the ATS continues to work toward 
a better tomorrow, we are paying attention to the 
business of respiratory, critical care, and sleep 
medicine today. The ATS worked with sister 
organizations to ensure health care providers 
are reimbursed for the care they deliver and 
provided coding, billing, and regulatory 
compliance information to ATS members. 

 looking ahead

While 2017 was certainly a year of unprecedented 
change in Washington, D.C., we can expect 2018 to 
offer more volatility. In the coming year ATS members 
and staff will continue to aggressively push for legislative 
and regulatory solutions that provide greater access 
to care, increase funding for medical research and 

address pervasive, ongoing threats to public health, 
such as tobacco and air pollution. The ATS will continue 
to tirelessly advocate for patients, its members, and 
global lung health in the face of an administration 
and Congress that is increasingly indifferent to these 
priorities. 
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https://tobacco21.org/state-
by-state/

Advocacy
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clinical practice guidelines

The ATS develops clinical practice guidelines 
on diagnosing and treating pulmonary, critical 
care, and sleep disorders. These guidelines 
are considered the gold standard of care in the 
field. In addition, the ATS publishes technical 
statements on how to perform tests and 
procedures, position statements about public 
policy and research, and workshop reports. 
Twenty official ATS documents were published 
in 2017, including the following:

Clinical Practice Guidelines 

•	Liberation from Mechanical Ventilation

•	Mechanical Ventilation in Acute Respiratory 
Distress Syndrome (ARDS)

•	Noninvasive Positive Pressure Ventilation in 
Acute Respiratory Failure

•	Treatment of Chronic Obstructive 
Pulmonary Disease (COPD) Exacerbations

•	Prevention of COPD Exacerbations

•	Diagnosis and Management of 
Lymphangioleiomyomatosis (LAM)

Technical Statements 

•	Measurement of Diffusion Capacity

•	Reporting Pulmonary Function Tests

Position Statements and Workshop Reports 

•	Addressing Respiratory Equality in the 
United States

•	Health Disparities in Pulmonary 
Hypertension

•	Translational Research in Rare Respiratory 
Diseases

•	Chemical Inhalational Disasters

•	Research Priorities in Smoking Cessation

•	Evaluating Biomarkers for Lung Cancer

For full information, visit:
https://www.thoracic.org/
statements/index.php

American Thoracic Society Documents

An Official American Thoracic Society Clinical Practice
Guideline: Exercise-induced Bronchoconstriction

Jonathan P. Parsons, Teal S. Hallstrand, John G. Mastronarde, David A. Kaminsky, Kenneth W. Rundell,
James H. Hull, William W. Storms, John M. Weiler, Fern M. Cheek, Kevin C. Wilson, and Sandra D. Anderson;
on behalf of the American Thoracic Society Subcommittee on Exercise-induced Bronchoconstriction

THIS OFFICIAL CLINICAL PRACTICE GUIDELINE OF THE AMERICAN THORACIC SOCIETY WAS APPROVED BY THE ATS BOARD OF DIRECTORS,
DECEMBER 2012

CONTENTS

Executive Summary

Introduction
Methods
Pathogenesis
Role of the Environment
Diagnosis

Measuring and Quantifying EIB
Exercise Challenge Testing to Identify EIB
Surrogates for Exercise to Identify EIB

Treatment
Questions and Recommendations
General Comments Regarding Therapy

Screening for EIB
Exercise, Asthma, and Doping

Background: Exercise-induced bronchoconstriction (EIB) describes
acute airway narrowing that occurs as a result of exercise. EIB occurs
in a substantial proportion of patients with asthma, but may also
occur in individuals without known asthma.
Methods:Toprovideclinicianswithpracticalguidance,amultidisciplinary
panel of stakeholders was convened to review the pathogenesis of EIB
and to develop evidence-based guidelines for the diagnosis and treat-
ment of EIB. The evidence was appraised and recommendations were
formulatedusing theGradingofRecommendations,Assessment,Devel-
opment, and Evaluation approach.
Results: Recommendations for the treatment of EIB were developed.
Thequalityofevidencesupportingtherecommendationswasvariable,
ranging from low to high. A strong recommendation was made for
using a short-acting b2-agonist before exercise in all patients with
EIB. For patients who continue to have symptoms of EIB despite
the administration of a short-acting b2-agonist before exercise,
strong recommendations were made for a daily inhaled corticoste-
roid, a daily leukotriene receptor antagonist, or a mast cell stabi-
lizing agent before exercise.
Conclusions: The recommendations in this Guideline reflect the
currently available evidence. New clinical research data will necessi-
tate a revision and update in the future.

EXECUTIVE SUMMARY

Exercise-induced bronchoconstriction (EIB) describes acute air-
way narrowing that occurs as a result of exercise. A substantial

proportion of patients with asthma experience exercise-induced
respiratory symptoms. EIB has also been shown to occur in sub-
jects without a known diagnosis of asthma.

Diagnosis

d The diagnosis of EIB is established by changes in lung
function provoked by exercise, not on the basis of
symptoms.

d Serial lung function measurements after a specific exercise
or hyperpnea challenge are used to determine if EIB is
present and to quantify the severity of the disorder. It is
preferable to assess FEV1, because this measurement has
better repeatability and is more discriminating than peak
expiratory flow rate.

d The airway response is expressed as the percent fall in
FEV1 from the baseline value. The difference between
the pre-exercise FEV1 value and the lowest FEV1 value
recorded within 30 minutes after exercise is expressed as
a percentage of the pre-exercise value. The criterion for
the percent fall in FEV1 used to diagnose EIB is >10%.

d The severity of EIB can be graded as mild, moderate, or
severe if the percent fall in FEV1 from the pre-exercise
level is >10% but ,25%, >25% but ,50%, and >50%,
respectively.

d A number of surrogates for exercise testing have been
developed that may be easier to implement than exercise
challenge. These surrogates include eucapnic voluntary
hyperpnea or hyperventilation, hyperosmolar aerosols, in-
cluding 4.5% saline, and dry powder mannitol.

Treatment

d For patients with EIB, we recommend administration of
an inhaled short-acting b2-agonist (SABA) before exercise
(strong recommendation, high-quality evidence). The SABA
is typically administered 15 minutes before exercise.

d A controller agent is generally added whenever SABA
therapy is used daily or more frequently.

d For patients with EIB who continue to have symptoms
despite using an inhaled SABA before exercise, or who
require an inhaled SABA daily or more frequently:

d We recommend against daily use of an inhaled long-
acting b2-agonist as single therapy (strong recommen-
dation, moderate-quality evidence). This is based upon
a strong concern for serious side effects.

d We recommend daily administration of an inhaled corti-
costeroid (ICS) (strong recommendation,moderate-quality

This article has an online supplement, which is accessible from this issue’s table of

contents at www.atsjournals.org

Am J Respir Crit Care Med Vol 187, Iss. 9, pp 1016–1027, May 1, 2013

Copyright ª 2013 by the American Thoracic Society

DOI: 10.1164/rccm.201303-0437ST

Internet address: www.atsjournals.org

Clinical Care
THE ATS FOSTERS the collection, evaluation, and dissemination of scientific and 
clinical information to improve patient care, all of which is peer-reviewed. 



15

For full information, visit:
https://www.thoracic.org/
statements/index.php

AMERICAN THORACIC SOCIETY
DOCUMENTS

An Official American Thoracic Society Workshop Report: Assessment
and Palliative Management of Dyspnea Crisis
Richard A. Mularski, Lynn F. Reinke, Virginia Carrieri-Kohlman, Mark D. Fischer, Margaret L. Campbell, Graeme Rocker,
Ann Schneidman, Susan S. Jacobs, Robert Arnold, Joshua O. Benditt, Sara Booth, Ira Byock, Garrett K. Chan,
J. Randall Curtis, DorAnne Donesky, John Hansen-Flaschen, John Heffner, Russell Klein, Trina M. Limberg,
Harold L. Manning, R. Sean Morrison, Andrew L. Ries, Gregory A. Schmidt, Paul A. Selecky, Robert D. Truog,
Angela C. C. Wang, and Douglas B. White; on behalf of the ATS Ad Hoc Committee on Palliative Management
of Dyspnea Crisis

THIS OFFICIAL WORKSHOP REPORT OF THE AMERICAN THORACIC SOCIETY (ATS) WAS APPROVED BY THE ATS BOARD OF DIRECTORS, JUNE 2013

Abstract

In 2009, the American Thoracic Society (ATS) funded an assembly
project, Palliative Management of Dyspnea Crisis, to focus on
identification, management, and optimal resource utilization for
effective palliation of acute episodes of dyspnea. We conducted
a comprehensive search of the medical literature and evaluated
available evidence from systematic evidence-based reviews (SEBRs)
using a modified AMSTAR approach and then summarized the
palliative management knowledge base for participants to use in
discourse at a 2009 ATS workshop. We used an informal consensus
process to develop a working definition of this novel entity and
established an Ad Hoc Committee on Palliative Management of
DyspneaCrisis to furtherdevelopanofficialATSdocumenton the topic.

The Ad Hoc Committee members defined dyspnea crisis as
“sustained and severe resting breathing discomfort that occurs in

patients with advanced, often life-limiting illness and overwhelms
the patient and caregivers’ ability to achieve symptom relief.”
Dyspnea crisis can occur suddenly and is characteristically
without a reversible etiology. The workshop participants focused
on dyspnea crisis management for patients in whom the goals
of care are focused on palliation and for whom endotracheal
intubation and mechanical ventilation are not consistent
with articulated preferences. However, approaches to dyspnea
crisis may also be appropriate for patients electing life-sustaining
treatment.

The Ad Hoc Committee developed a Workshop Report
concerning assessment of dyspnea crisis; ethical and professional
considerations; efficient utilization, communication, and care
coordination; clinical management of dyspnea crisis; development of
patient education and provider aid products; and enhancing
implementation with audit and quality improvement.

This document has an online supplement, which is accessible from this issue’s table of contents at www.atsjournals.org

Ann Am Thorac Soc Vol 10, No 5, pp S98–S106, Oct 2013
Copyright © 2013 by the American Thoracic Society
DOI: 10.1513/AnnalsATS.201306-169ST
Internet address: www.atsjournals.org
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Executive Summary

Illustrative Case Presentation
R.H. was a 64-year-old male with severe
cardiopulmonary disease. Pulmonary
emphysema was diagnosed 12 years ago,
and 6 years ago he had an acute myocardial
infarction. At that time, his ejection fraction
was 30%. Five years ago he had an FEV1

of 0.9 liters, and 2 years ago his FEV1

was 0.5 liters. He received long-term,
comprehensive treatment for his chronic

S98 AnnalsATS Volume 10 Number 5| October 2013
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Together, the journals chronicle the latest 
advances in respiratory cellular and molecular 
biology, genetics, and novel animal studies. 
They also present epidemiological studies and 
practice-shaping clinical trials, publish state-of-
the-art articles and clinical guidelines, and report 
on the education and ethical development of 
respiratory health professionals.

In 2017, the ATS Journals developed several 
initiatives to enhance the reader experience. New 
video summaries of journal content have been 
added, and the first Blue Briefing (AJRCCM) 
and Red in Motion (AJRCMB) installments 
are already available. The ATS Journals are 
participating in Meta, part of the Chan/
Zuckerberg initiative to use artificial intelligence 
and data mining to suggest articles of interest to 
researchers; and Fair Share, a Kudos project to 
create shareable PDF summaries of articles that 
researchers can distribute on social media.

Recent changes, along with those planned in the 
coming year, promise to keep the journals at the 
forefront of pulmonary, critical care, and sleep 
medicine:

•	The AJRCCM, or “Blue Journal,” has 
increased its impact factor to 13.20, one of 
the highest in the field. It also published a 
special Centenary issue and a Fifty Years of 
Research in ARDS article series.

•	The AJRCMB, or “Red Journal,” has added 
editorials and research letters to its content 
and relaunched its podcast program as the 
Lung Science Podcast. 

•	Annals ATS, or the “White Journal,” has 
a new Editor in Chief, David Lederer, 
M.D., who is associate professor of clinical 
medicine at Columbia University College 
of Physicians and Surgeons. Some of 
the content he has added to the White 
Journal includes a Public Health Forum, 
Innovations and Provocations, and Quality 
Improvement. The journal has been accepted 
by the Web of Science and will have an 
impact factor in June 2018.

RedinMotion
Red

MotionMotion
in

The Journals
THE SOCIETY’S THREE PEER-REVIEWED JOURNALS—the American Journal of Respiratory 
and Critical Care Medicine (AJRCCM), the American Journal of Respiratory Cell and 
Molecular Biology (AJRCMB), and the Annals of the American Thoracic Society (AnnalsATS)—
influence the practice of pulmonary, critical care, and sleep medicine throughout the world.



17

pulmonary function laboratory manual 
and registry

In 2016, the Society published the third edition 
of the ATS Pulmonary Function Laboratory 
Management and Procedure Manual. The 
manual comprises best practices in conducting 
the most commonly performed pulmonary 
function tests (PFTs). In addition, the Society’s 
Pulmonary Function Testing Laboratory Registry 
program was revamped and went online. PFT 
labs in the U.S. and around the world that 

participate in the registry must meet American 
Thoracic Society/European Respiratory Society 
standards for PFT equipment, methodology, and 
interpretation. 

In 2017, the Society continued work on the 
registry, including the necessary planning to 
launch a pilot accreditation program for these 
labs. Participating labs will be required to 
complete an assessment checklist prior to an 
on-site assessment. Successful applicants will be 
accredited for five years. 

The ATS Pulmonary Function 
Laboratory Accreditation 
Program workgroup starts its 
on-site testing phase in 2018.

 looking ahead

•	 Several clinical guidelines are in development, many 
involving our sister societies. Topics to be addressed 
include Idiopathic Pulmonary Fibrosis, Community-
acquired Pneumonia, Nontuberculous Mycobacterial 
Infections, Multidrug-Resistant Tuberculosis, 
Diagnosis of Primary Ciliary Dyskinesia, and Weight 
Loss Strategies for Obstructive Sleep Apnea.

•	 The ATS Pulmonary Function Laboratory Accreditation 
Program workgroup will start its on-site testing phase 

in the first half of 2018 and will roll out an assessment 
and teaching tool in the form of a web based Pre-
assessment Checklist in the second half. A select 
number of Pulmonary Function Laboratories from the 
ATS Pulmonary Function Laboratory Registry will be 
given the option of completing the pre-assessment 
checklist to be eligible to participate in a pilot on-site 
assessment program. 
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patient education materials 
Central to the ATS mission is patient and family 
education. For over a decade, the Society has 
produced and become known for its high-
quality “Patient Information Series,” available 
online and published in the American Journal of 
Respiratory and Critical Care Medicine. In recent 
years, we added a Public Health Information 
Series, as well as a 20 Facts About Series, to meet 
the changing needs of the patient and family 
community. These materials are available on 
the ATS website, are written and reviewed by 
member experts for accuracy and health literacy, 
and may be used by members and nonmembers 
alike at home institutions. In 2017, ATS issued 19 
new pieces in its Patient Information Series on 
the following topics:

• Healthy Sleep in Teens

•	What Is Hemodialysis?

•	Tuberculosis (TB)

•	Narcolepsy

•	Healthy Sleep in Children

•	Unproven Stem Cell Treatments for Lung 
Disease

•	What Is Bronchiectasis?

•	Nontuberculous Mycobacteria (NTM) 
Disease

•	Chronic Thromboembolic Pulmonary 
Hypertension (CTEPH): Part 1

•	Integrative Medicine

•	PAP Troubleshooting

•	Why Do I Smoke?

•	What is Menthol?

•	Tobacco Marketing (The Tobacco Industry 
Targets Youth)

•	Pulmonary Hypertension in Children

•	Treating Bronchiectasis

•	Mold - Concerns With Water Damage

•	Sepsis

•	20 Facts About Cystic Fibrosis

Updates to previously published fact sheets: 

• Healthy Sleep in Teens

•	What Is Hemodialysis?

•	Tuberculosis (TB)

Patient Information Series -
Arabic.

الجمعية الأمريكية لأمراض الصدر

ثقافة المريض | سلسلة المعلومات 

www.thoracic.org

Am J Respir Crit Care Med Vol. 175, P5-P6, 2007
ATS Patient Education Series © 2007 American Thoracic Society

1( حدد محفزات الربو الناجم عن ممارسة التمارين الرياضية؛ 2( تناول أدوية 

العلاج المسبق للربو؛ 3( الإحماء قبل ممارسة التمارين الرياضية، و 4( الإنهاء 

بتمارين التهدئة. 

تحديد محفزات الربو الناجم عن ممارسة التمارين الرياضية

■ إذا كان الهواء البارد هو من محفزات الربو، يمكن محاولة ارتداء وشاح أو 	

قناع الطقس البارد على الأنف والفم لتدفئة الهواء. محاولة التنفس خلال 

الأنف عند ممارسة التمارين الرياضية. 

■ إذا كان لديك حساسية من العفن أو حبوب اللقاح، تحقق من كميات العفن 	

أو حبوب اللقاح وتجنب ممارسة النشاط في الخارج، إذا كانت الكميات 

كبيرة جدًا. 

■ عادة تكون مستويات تلوث الهواء أعلى خلال منتصف النهار أو بعد الظهر. 	

الأوزون هو أحد ملوثات الهواء الشائعة في الهواء الطلق في أشهر الصيف. 

عندما تكون المستويات عالية، يجب تجنب ممارسة الأنشطة في الهواء 

الطلق. تحقق من آخر تحديثات مؤشر جودة الهواء في الصحف المحلية، 

أو تقارير الطقس في التليفزيون أو الراديو. تتوافر أيضًا معلومات جودة 

الهواء لعديد من المدن الأمريكية على الموقع الإلكتروني لهيئة الحماية البيئية 

    .)http://www.airnow.gov( إير ناو )EPA(

أدوية العلاج المسبق للربو

يوجد أنواع عديدة من الأدوية يمكن تناولها قبل ممارسة التمارين الرياضية 

لتجنب أعراض الربو. يمكن استخدام أدوية موسعات الشعب الهوائية والمضادة 

للالتهابات.  

موسعات الشعب الهوائية )هي أدوية تفتح الشعب الهوائية عن طريق استرخاء 

العضلات حول أنابيب التنفس(.  يوجد نوعين من موسعات الشعب الهوائية، 

قصيرة المفعول وطويلة المفعول. يستخدم النوعين لتجنب أعراض الربو. 

ما هو الربو الناجم عن التمارين الرياضية؟

معظم الناس الذين لديهم علاج غير مناسب  للربو تظهر عليهم الأعراض 

مع ممارسة الرياضة.  قد تظهر أعراض الربو عند ممارسة التمارين الرياضية 

فقط. هذا الشكل من أشكال الربو يسمى الربو الناجم عن ممارسة التمارين 

الرياضية. )أو EIA(. الأعراض الشائعة للربو التي قد تحدث مع ممارسة 

التمارين الرياضية هي السعال، والصفير، وضيق التنفس، وألم الصدر أو الضيق، 

والتعب، وصعوبة مواكبة الآخرين. 

يمكن أن تحدث أعراض الربو أثناء ممارسة نشاط قوي، ولكن عادة تبدأ بعد 

5-10 دقائق بعد توقف النشاط. أحياناً يمكن أن تعود أعراض الربو بعد 

ساعات. أعراض الربو الناجمة عن التمارين الرياضية قد تعتمد على مدة 

ممارسة النشاط، ومدى كثافة النشاط، والبيئة التي تمارس فيها التمارين. 

الرياضة المكثفة جدًا مثل السباحة، وكرة القدم، والجري لمسافات طويلة هي 

الأكثر احتمالًا في حدوث أعراض الربو ولكن لا تحتاج دائماً تجنبها لأنه يمكن 

السيطرة على الأعراض عادة. 

قد تحدث أعراض الربو عند التعرض لمحفزات في البيئة التي تمارس فيها 

التمارين الرياضية. على سبيل المثال، يمكن للشخص التنفس بشكل مريح داخل 

صالات كرة السلة، ولكن تظهر عليه أعراض الربو عند الجري في حقول عشبية 

أو التزحلق على الجليد في الطقس البارد. المحفزات التي تشكل مشكلة تشمل 

درجة الحرارة الخارجية أو الرطوبة أو تلوث الهواء أو حبوب اللقاح أو العفن 

العالق في الهواء، والأبخرة الكيميائية بما في ذلك الموجودة في بعض  حلبات 

الجليد وحمامات السباحة. المحفزات التي تؤثر عليك قد تكون مختلفة عن 

المحفزات التي تؤثر على شخص آخر.

كيف تمنع مشاكل الربو عند ممارسة التمارين الرياضية؟

لكي تبقى نشطاً مع الربو، أو تكون أكثر نشاطاً، يمكن أن تساعد هذه الخطوات: 

الربو والرياضة للأطفال والكبار

الرياضة للجميع
الرياضة من الأشياء الجيدة لك. وممارسة الرياضة بانتظام جزء من نمط 

الحياة الصحية. ولكن، الرياضة أيضًا هي مسبب شائع لأزمات الربو 
الشعبى . إنها فكرة جيدة لمحاولة تجنب مثيرات الربو، ولكن  الرياضة 

شي جيد ويجب تشجيعه. عند السيطرة الجيدة على الربو، يجب ألا 
يكون النشاط البدني محدود. عند العمل مع مقدم الرعاية الصحية، 
يمكن وضع خطة تسمح بشعور بحالة جيدة والمشاركة في الأنشطة 

والممارسات العادية. 

Patient Health
THIS PAST YEAR WAS BUSY FOR THE ATS IN ONE OF ITS KEY AREAS OF FOCUS: providing 
a wealth of information for patients, families, health care providers, and others with an 
interest in lung disease and lung health. 
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•	Narcolepsy

•	Healthy Sleep in Children

Translations to other languages:  

• Arabic – 3 pieces

•	Japanese – 6 pieces

•	Serbian – 3 pieces

•	Turkish – 3 pieces

With support from a Google grant, the Patient 
Information Series is promoted through Google 
AdWords. The series generated approximately 
4.5 million impressions in 2017.

Patient Information Series -
Japanese.

American Thoracic Society

患者教育シリーズ

www.thoracic.org

BPDの原因は？

BPDの主な原因は、出生後に肺がうまく発達しないことです。未熟
児として生まれた子供は十分に肺を発達させることが出来ず、しば
しば出生時の呼吸に問題を生じます。出生後、感染、炎症、粘液の
産生が乳児の肺を悪化させます。子供が生きていくための治療(酸
素投与、人工呼吸)は肺を傷害し、BPDのリスクを上げ、通常の肺の
成長を抑制します。一部の子供では、遺伝的に発症しやすい状況に
あることがわかっています。

BPDの症状は？

症状は多岐にわたり、無症状から重篤な症状まであります。

症状：

n	 頻呼吸

n	 咳嗽

n	 喘鳴（呼気時の狭窄音）

n	 陥没呼吸（肋間が陥没する呼吸）

n	 鼻腔拡大（特に吸気時に鼻孔が拡大）

症状の観察

子供の症状の変化が、病状の悪化かどうかを判断するのに役立ち
ます。自分の子供の通常の状態を把握してください。子供が元気な
状態のときに、どのように見え、どのように活動しますか？どれくら
い活発ですか？子供の感情や振る舞いが病気の早期発見に役立つ
かもしれません。もしあなたがあらゆる症状の変化に気づいたら、
医療機関に知らせてください。例えば、安静時にどれくらい速く呼
吸をしていますか？呼吸回数は1分間にどれくらいでしょうか。全て
の子供は、安静時、睡眠時、活動時で呼吸回数が異なります。呼吸
回数は時間ごとにも異なるため、呼吸回数の範囲を計算します。例
えば、あなたの子供はいつでも30-40回の呼吸回数かもしれませ

ん。年長の子供は年少の子供より呼吸がゆっくりかもしれません。
例えば、1歳の子供は毎分15-20回の呼吸をします。

 あなたの子供の呼吸回数を計算するために、安静にしているとき
か眠っている際に呼吸回数を数えてください。胸の上下の動きに注
目してください。1回の呼吸ごとに数えます。子供の呼吸に問題がな
いときに、1週間毎晩呼吸回数を数えてください。医療スタッフと情
報を共有するため呼吸回数を記録してください。週末には、あなた
は子供の呼吸回数の範囲を知ることが出来ます。

医療チーム

BPDの子供にはチーム医療で取り組みます。あなたの子供のチー
ムには以下を含みます。

n	 病院の新生児科医

n	 呼吸器科医

n	 一般小児科医またはナースプラクティショナー

n	 どのような食事が成長にいいかアドバイスをくれる栄養士

n	 あらゆる医療保険、保障、移送やその他社会的問題に対応できる
ソーシャルワーカー

n	 あらゆる健康上の問題を医師とともに相談できる看護師

 家族は大変重要なチームメンバーです。ヘルスケアチームは、あ
なたが子供を育てることを手伝います。チームはあなたが子供を
自宅に連れて帰ってからの症状や問題についてどのように対応
すべきか教えてくれるでしょう。彼らはあなたの子供に関する心
配に答えて解決しようと取り組むでしょう。詳細な情報について
は、ATS患者への情報提供シートをご覧ください。“Treatment 
of Bronchopulmonary Dysplasia (BPD) http://patients.
thoracic.org/information-series/index.php.

気管支肺異形成症(BPD)とは何か？

Am J Respir Crit Care Med Vol. 188, P9-P10. 
ATS Patient Education Series © 2013 American Thoracic Society

BPDとは、未熟児の一部に生じる慢性の肺疾患です。BPD
は、新生児の慢性肺疾患とも呼ばれています。妊娠32週未
満(28週未満に特に多い)に出生し、28日以上の酸素投与
療法が必要な状態と定義されます。未熟であればあるほど、
出生時の体重が軽く、BPDを発症しやすくなります。BPDは
米国で幼児期に最も多くみられる慢性期肺疾患です。

American Thoracic Society

PATIENT EDUCATION | INFORMATION SERIES

www.thoracic.org
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Am J Respir Crit Care Med Vol. 196, P17-P18, 2017ATS Patient Education Series © 2017 American Thoracic Society

Who gets ARDS?
It is estimated that ARDS affects about 150,000 Americans each year. Although ARDS often affects people who are being treated for another serious illness, it can occur in many situations. A person can develop ARDS even if he or she has not had lung disease or a lung problem in the past.

What causes ARDS?
The causes of ARDS are not well understood. Either direct or indirect injuries can cause ARDS. Direct injuries include: pneumonia, inhaling stomach contents (aspiration), breathing in harmful fumes or smoke, and injury to the chest that causes bruising of the lungs. Indirect injuries include: severe and widespread bacterial infection in the body (sepsis), severe injury to the body that causes  low blood pressure, bleeding that requires blood transfusions, and inflammation of the pancreas (pancreatitis).

What are the symptoms of ARDS?
Common symptoms include: shortness of breath, cough (often with white or pink frothy sputum), fatigue, fever, or abdominal pain (in pancreatitis).
How is ARDS diagnosed?  
There are a number of tests the healthcare team may do to see if a person has ARDS, including chest X-rays, blood tests, and examination of the blood or sputum (phlegm) to determine if infection is present.

It can be difficult to diagnose ARDS in people who have underlying medical problems that have similar symptoms. Pneumonia can share many of the same symptoms as ARDS and may progress to ARDS (See ATS fact sheet on Pneumonia at www.thoracic.org/patients).

How is ARDS treated?
Currently, there is no specific treatment for ARDS. Treatment consists of two goals: 1) treat any medical problem that led to the lung injury, and 2) support the person’s breathing (usually with a ventilator) until the lungs heal. Most people with ARDS are treated in the intensive care unit (ICU) or critical care unit (CCU) of a hospital.

Therapies commonly used for ARDS include:
■■ Breathing support from a mechanical ventilator combined with oxygen therapy (See ATS fact sheets on Mechanical Ventilation and Oxygen Therapy at www.thoracic.org/patients).
■■ Medicines to keep the person calm and comfortable while on the ventilator so that they can rest and recover. Sometimes medicine is used to temporarily relax the person’s breathing muscles. This allows the ventilator to deliver the optimal amount of oxygen and air into the lungs.

■■ Antibiotics to treat bacterial infections, vasopressors to maintain blood pressure, diuretics to get rid of excess fluid, or blood thinners to prevent blood clots.
■■ Prone positioning, during which the patient may be placed face-down for periods of time to help the lungs work better.
■■ A temporary feeding tube placed through the nose or mouth into the stomach or small intestines to provide nutrition.
■■ Tracheostomy, a surgical opening in the neck in order to provide prolonged support from the ventilator (See ATS fact sheets on Tracheostomy at www.thoracic.org/patients).

What is Acute Respiratory Distress Syndrome?
Acute Respiratory Distress Syndrome (ARDS) is a life-threatening illness in which the lungs are severely inflamed. Swelling throughout the lungs cause tiny blood vessels to leak fluid and the air sacs (alveoli) collapse or fill with fluid, preventing the lungs from working well. Patients with ARDS have problems getting enough oxygen into their blood, and getting rid of carbon dioxide, so they must be given extra oxygen and will usually need a ventilator to breathe. Despite intensive treatment, about 40% of people with ARDS die from the disease.

Supported by an  

educational grant from 

GlaxoSmithKline.

Asthma Today
PATIENT INFORMATION SERIES | CONFERENCE EDITION

479,000
asthma-related

hospitalizations

annually

8.9 million
asthma-related doctor  

visits annually

1.9 million
asthma-related emergency 

department visits annually

Source: U.S. Centers for Disease Control and Prevention

Asthma affects more than 24 million 

people in the United States, both 

children (about 6 million) and 

adults (18 million), according to the latest 

data from the U.S. Centers for Disease 

Control and Prevention (CDC). Between 

2001 and 2011, the number of people with 

asthma in the United States increased by 28 

percent. 
The government estimates that asthma 

costs the U.S. economy $56 billion each year 

in medical bills, lost school and workdays, 

and premature deaths. Nearly three in five 

people with asthma say it interferes with 

their daily lives, causing them to limit their 

activities. 
There is currently no cure for asthma, 

but it can be controlled with medicine and 

lifestyle changes. You should work with your 

health care provider to develop a person-

alized asthma management plan. Tell your 

health care provider about your symptoms 

and how they affect your life, as well as what 

triggers your asthma. Triggers are those 

things that lead to asthma symptoms and 

make your asthma worse. 

Asthma by the numbers

2001

2011Increase of people 

with asthma in the 

United States
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www.thoracic.org/patients/par

Patient Health

ats public advisory roundtable 
ATS Public Advisory Roundtable (PAR) is 
comprised of 15 patient interest organizations 
that help ensure patient voices are heard in the 
Society’s activities. By rotating the participating 
organizations, PAR encompasses the full range 
of respiratory diseases, including so-called 
orphan diseases; thus, it brings visibility to 
illnesses that, while uncommon, affect thousands 
of people. 

In 2017, PAR held its annual “Lung Disease 
Week at the ATS,” where the Society and its 
partners highlight a specific disease. Eleven 
patient education webinars were held, in which 
2,000 patients from around the globe interacted 
with subject matter experts. Two on-site patient 
education days were held for Rare Lung 
Diseases and Scleroderma. 

In addition, PAR was very active at the 
International Conference. PAR members 
supported 15 travel awards for fellows, 
and 13 patient members of PAR spoke at 
conference symposia. These presentations were 
subsequently leveraged to create Patient Voices 
6, a publication that introduces key opinion 

leaders and the general public to the often 
unrecognized burden of respiratory disease. 
Their audio clips have also been turned into a 
podcast to reach further audiences. The final 
piece of PAR participation at the conference was 
the Meet the Expert event. Fourteen leading 
experts covering 10 disease groups gave talks 
and interacted with the nearly 300 patients and 
their families in attendance. 
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ATS 2017 Patient Speaker,
Charday Eury.

Patient Health

 looking ahead

•	 The ATS will continue to expand its efforts to provide 
education and other resources directly to patients and 
their families.

•	 In the coming year, ATS PAR will host a patient 
interest mentoring meeting for those who wish to start 
an organization for patients in disease groups that are 
underrepresented. 

•	 ATS PAR will create a Speakers Bureau of patients 
willing to share their stories with various audiences 
in ways that help other patients, increase visibility for 
respiratory diseases, and foster support for research 
and legislative action important to the respiratory 
community. 
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Methods in Epidemiologic, 
Clinical, and Operations 
Research

mecor

For more than 20 years the ATS has been 
working to build research capacity in low- and 
middle-income countries through its Methods 
in Epidemiologic, Clinical, and Operations 
Research (MECOR) program. This intensive 
course for physicians and related health care 
professionals increases capacity and leadership 
in pulmonary, critical care, and sleep medicine 
research. Since 1994, the scope of the ATS 
MECOR program has grown tremendously. 
Today, its footprint is truly global, with more 
than 1,800 graduates from its courses. 

In 2017, ATS undertook a comprehensive, 
ground-up redesign of the curriculum, course 
organization, and mentorship offerings. The 
updated course capitalizes and builds upon 
the program leaders’ extensive experience and 
expertise and helps ensure delivery of best-in-
class programming. MECOR 2.0 will launch in 
January 2018 at the MECOR course in Indonesia. 

ATS MECOR held six programs in the following 
countries in 2017: 

•	Goiânia, Brazil

•	Chengdu, China

•	Mahabalipuram, India

•	Bekasi, Indonesia

•	Cesme, Turkey 

•	Phu Quoc, Vietnam

 

forum of international respiratory 
societies (firs)
FIRS is composed of the world’s leading 
international respiratory societies. The goal of 
FIRS is to unify and enhance efforts to improve 
lung health throughout the world. ATS is proud 
to be a founding member of the Forum. 

In 2017, FIRS released “The Global Impact of 
Respiratory Disease.” The report reviews the 
tremendous impact that respiratory disease has 
on world health. Specific diseases addressed 
include COPD, asthma, acute lower respiratory 
tract infections, tuberculosis, and lung cancer. 
It also provides several recommendations that 
global leaders can follow to reduce the burden of 
respiratory disease and improve global health. 
The report was released at A Call to Action for 
Lung Health, during a World Health Assembly 
Side Event held in conjunction with the 70th 
World Health Assembly.

Global Health
ATS’S MISSION IS TO IMPROVE LUNG HEALTH ON A GLOBAL LEVEL. To achieve this, 
the Society has a number of robust programs aimed at bolstering research and clinical 
resources in low- and moderate-income countries.
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Forum of International 
Respiratory Societies

FIRS also coordinated the first World Lung Day 
on September 25, 2017, which asserts that the 
United Nations’ Sustainable Development Goals 
will not succeed without more attention to the 
burden of lung disease as outlined in their recent 
report. The Global Impact of Respiratory Disease. 
FIRS called for public support of respiratory 
health as a main action on World Lung Day. 
Medical professionals, related organizations, and 
private citizens were called upon to demonstrate 
their support for World Lung Day by signing the 
Charter for Lung Health. 

tuberculosis control  
Tuberculosis (TB) is curable in the vast majority 
of cases, and yet slow progress against the 
disease means that it now kills more people 
annually than any other communicable disease. 
According to the World Health Organization, 
10.4 million people developed TB in 2015, and 
1.8 million people died from the disease. In fact, 
the epidemic is larger than thought, reflecting 
new data from India, Indonesia, and China.

Since the early 1900s, ATS has been the 
leading physician organization dedicated to 

the elimination of TB in the United States and 
around the globe. In addition to the ATS’s 
contributions to TB control through research 
and clinical practice guidelines, the ATS actively 
advocates for U.S. and international funding for 
TB control, research, and development. In 2017, 
related ATS activities included:

•	ATS and partners secured an 8% funding 
increase for USAID’s global TB control 
program, which will expand TB technical 
and programmatic support in highly 
burdened countries. 

•	ATS and partners secured stable funding for 
the U.S. Centers for Disease Control for TB 
elimination activities in the U.S., including 
initiatives addressing TB among foreign-
born and recent immigrants. 

•	ATS and partners secured increased funding 
for research for TB for two U.S. National 
Institutes of Health divisions—the National 
Institute of Allergy and Infectious Diseases, 
and the National Heart, Lung, and Blood 
Institute—to ensure advances are being 
made for diagnostics and treatments for TB.
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MECOR Latin America.

Latin American Critical Care 
Conference, Sào Paulo, Brazil. 
September, 2018.

international trainee scholarships

ATS provides scholarships to international 
trainees to attend the ATS Conference. The 
International Trainee Scholarship (ITS) awards 
and International Abstract Scholarship (IAS) 
awards help early career professionals who 
submitted abstracts to the International 
Conference attend the meeting to learn about 
state-of-the-art science in basic and clinical 
research as well as new developments in the 
practice of pulmonary, critical care, and sleep 
medicine.

The ITS awards are made possible through the 
International Lung Health and Membership 
Committees; the IAS awards are offered through 
the Society’s assemblies. In 2017, the Society made 
available 43 ITS awards and 115 IAS awards.

peer societies

ATS has long believed that collaboration with 
sister organizations located throughout the 
world best ensures maximum benefits to each 
organization’s own members, the respiratory 
community at large, and patients. Therefore, 
the Society is an active participant in related 
conferences, where ATS leadership and subject 
matter experts frequently address general 
sessions, sharing knowledge and Society 
priorities. In 2017, ATS initiated a comprehensive 
review of these relationships, to ensure all 
parties were maximizing their potential value. 

Global Health

 looking ahead

•	 ATS MECOR will offer seven courses in Africa, China, 
India, Indonesia, Latin America, Turkey, and Vietnam 
in 2018.

•	 ATS will be strongly advocating in Congress for 
continued and increased TB funding to counter the 
continued prevalence of this disease.

•	 ATS will participate in the UN High Level Meeting on 
TB in the fall, urging Ministers of Health to engage 
with professional societies and their members to 

ensure all patients with TB receive high-quality care. 
It will launch The International Standards for TB Care: 
Implementing High-Quality TB Care (4th Edition) as 
part of this effort.

•	 ATS will again partner with the Latin American 
Thoracic Association and Brazilian Thoracic Society 
to co-sponsor the South American Critical Care 
Conference, to be held in São Paulo, Brazil, in 
September.
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MECOR China.

MECOR Vietnam.

Global Health



26

the assemblies

The Society’s 14 assemblies and three sections 
are central to its efforts to disseminate the latest 
scientific and clinical information in respiratory 
medicine and to launch efforts to advance 
knowledge in the field. 

•	Assemblies continue to expand their 
activities aimed at helping early career 
professionals. Journal Clubs have grown, 
and more fellows and trainees are leading 
real-time discussions of recent journal 
articles via an interactive web platform. 
This past year, some assemblies began 
creating apprenticeship programs, which 
help integrate early career professionals 
into Assembly Planning and Program 
Committees. 

•	In addition, mentoring programs are 
expanding, adding clear objectives and 
expectations for both the mentees and 
mentors. 

•	Assemblies and sections are increasing 
their use of social media, particularly 
Twitter, to keep members and the larger 
respiratory community abreast of assembly, 

clinical, and scientific news. The number 
of “Conversations in Pulmonary and 
Critical Care Medicine” podcasts has also 
increased. Assemblies have been active in 
regularly producing these incisive 20-minute 
discussions with experts. 

•	The Allergy, Inflammation, and Immunology 
Assembly updated its virtual Asthma Center, 
which provides clinicians and researchers 
easy access to relevant, high-quality asthma-
related information.

committees

More than 25 ATS Committees help ensure that 
the Society is achieving its mission and guide its 
governance. Among these Committees are the 
Clinicians Committee, Education Committee, 
Health Policy Committee, International Health 
Committee, Patient and Family Education 
Committee, Tobacco Action Committee, and 
Training Committee. 

•	Committees are chaired by some of the most 
respected experts in the field, and members 
are representative of the diversity within 
ATS, including those with international 
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in 2017 the Assemblies 
Mentoring Program 
continued to expand.

ATS ASSEMBLIES

American Thoracic Society

MENTORING 
PROGRAMS

A little wisdom can go a long way when it comes to taking the next step in a career path, as well 
as navigating the International Conference. After sensing this need, the ATS Assemblies have 
established mentorship programs that pair trainees and early career professionals with more 
seasoned members. And as an indication of their success, the programs are growing. Program 
leaders have found that matches have the potential to blossom into lifelong professional 
relationships.

AMERICAN THORACIC SOCIETY
25 Broadway, 18th Floor, New York, NY 10004
T. 212-315-8600  F. 212-315-6498
thoracic.org

MENTORING GOALS

Though variations exist in each program, the goals are universal: support junior faculty and 
trainees through individualized mentorship, and increase junior faculty and trainee participation 
in the assembly. The expectation is that the pair will correspond by email and meet in person at 
least once during the International Conference.

The topics the mentors and mentees cover depends on the experience level of the pair, but leaders 
fi nd common themes.

NAVIGATING THE INTERNATIONAL CONFERENCE

Helping mentees broaden their networks is another valuable aspect of the program. Mentees 
learn the value of the Society and the ins and outs of the International Conference.

  For more information about the 
    ATS Mentoring Program visit:

www.thoracic.org/go/mentoring-program

THE ATS FOSTERS A COLLABORATIVE AND INCLUSIONARY APPROACH to advancing 
the Society’s mission. Collegiality among members and staff maximizes the extraordinary 
intellectual capital and experience of our internationally recognized experts in pulmonary, 
critical care, and sleep medicine.

The Society’s Nuts and Bolts
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perspectives. In the last decade, the ATS has 
made a concerted effort to include fellows 
and other members in training on virtually 
every committee, thus introducing a new 
generation of professionals and members to 
the activities and governance of the ATS. 

corporate alliances 
The ATS works collaboratively with our 
colleagues in industry. More than 10% of our 
members claim “industry” as a work setting. 

•	At ATS 2017, the ATS Drug Device Discovery 
and Development Committee sponsored 
the 3rd Annual BEAR (Building Education 
to Advance Research) Cage competition. 
Three finalists pitched their innovative 
research ideas to a panel of translational 
science experts. Sanghyuk Shin, PhD, from 
the University of California, Los Angeles 
Fielding School of Public Health, was 
the winner for his proposal, “Unmasking 
Resistance: Impact of Low-Frequency Drug 
Resistance on Molecular Diagnosis of Drug-
Resistant Tuberculosis.” 

•	The 2017 conference was a top five finalist 
for the Best of Show Award presented 
by Trade Show News Network. Among 
the popular enhancements, Guru Bars 
were introduced to the Exhibit Hall. They 
provided a forum for a more dynamic and 
interactive presentation by industry to 
a small group of about 25–30 attendees, 
allowing them to engage with industry 
thought leaders in an intimate setting. 

•	For 2018, an Innovation Pavilion and an 
area dedicated to Physician Burnout will be 
added to the exhibit hall.

•	The Respiratory Innovation Summit will be 
launched in 2018. This meeting, which runs 
parallel to the ATS International Conference, 
is designed to be an industry showcase 
for companies, featuring new product 
development in pulmonary, critical care, and 
sleep medicine. In addition, the conference 
will offer panel discussions and other 
informative sessions as well as numerous 
networking sessions.
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The ATS works 
collaboratively with our 
colleagues in industry.

CORPORATE MEMBERSHIP PROGRAM
For more information, please visit www.thoracic.orgThank you for your support.

American Thoracic Society

  The ATS Would Like to Acknowledge   
 its 2017 Corporate Members

BENEFACTOR
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New ATS Fellows designation 
(ATSF).

American
Thoracic
Society

ATS
FELLOW

corporate members 
At various levels, Corporate Members of the 
ATS support the Society’s mission of advancing 
pulmonary, critical care, and sleep medicine.

Benefactors 

•	Actelion Pharmaceuticals US, Inc. 

•	AstraZeneca LP 

•	Bayer US

•	Boehringer Ingelheim Pharmaceuticals, Inc. 

•	Boston Scientific Corporation 

•	Genentech 

•	Gilead Sciences, Inc. 

•	Novartis Pharmaceuticals Corporation

•	Sanofi Genzyme-Regeneron

•	Sunovion Pharmaceuticals 

•	Teva Respiratory 

•	United Therapeutics Corporation

Patrons 

•	GSK

•	Insmed Incorporated

•	Mallinckrodt Pharmaceuticals 

•	Mylan, Inc. 

•	PneumRx

Supporters 

•	Bellerophon Therapeutics

•	Santhera Pharmaceuticals

•	Vertex Pharmaceuticals, Inc.

Friends 

•	Fisher & Paykel Healthcare

•	Pulmonx 

•	SomnoMed

•	Vitalograph LTD

•	Vivus

membership 
The ATS has more than 16,000 members in 128 
countries around the world. Thirty-two percent 
of ATS members are located outside the U.S. 
Membership grew 2% in 2017, 18% over the 
past four years, and 24% over the past seven 
years. Twenty percent of members are in training 
(trainee membership category), indicating 
the strong interest in the Society by the next 
generation. The Society now offers a multi-
year membership option, and new or renewing 
members can select a one-, two-, or three-year 
term. Applicants in a training program continue 
to receive their first year of membership free.

•	In 2017, the Society launched its ATS 
Fellow program. The ATS Fellow (ATSF) 
designation is a mark of distinction, 
conferring recognition on members for their 
accomplishments over several years, and 
their dedication and contributions to the 
Society as well as to the fields of pulmonary, 
critical care, and sleep medicine. Those 
chosen for the first class of ATS Fellow 
will be announced in early 2018 and will 
be recognized at the 2018 International 
Conference.

chapters

Expanding the ATS chapter program continues 
to be a priority for the ATS, and in 2017 
the Society welcomed five new chapters: 
Connecticut, Georgia, North Carolina, South 
Carolina, and South Dakota. The total number of 
chapters is now 22, and ATS encourages inquiries 
from members wishing to start a chapter. Please 
reach out to chapters@thoracic.org. 

•	Key activities include ongoing clinical 
education (different conferences and 
meetings are offered throughout the 
year), nurturing early career professionals 
(various opportunities at their respective 

The Society’s Nuts and Bolts
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As of 2017, the total number 
of ATS Chapters members 
totaled 22.

conferences), and advocacy (participation 
in activities at the federal and state 
levels), including the annual Hill Day in 
Washington, D.C. 

•	Of special note, the Arizona chapter 
launched the online Southwest Journal of 
Pulmonary and Critical Care that has now 
been expanded to the Colorado and New 
Mexico chapters. The journal has applied to 
be listed in PubMed; a decision is expected 
in early 2018.

ethics and conflict of interest 
ATS is a leader among medical specialty societies 
and requires members and others involved in 
ATS activities to provide information on their 

collaborations with pharmaceutical and medical 
device manufacturers, to assure that the Society’s 
activities meet the highest standards of scientific 
independence and integrity. 

During 2017, more than 17,000 physicians 
and other scientists involved in ATS activities, 
including all contributors to the Society’s 
scientific journals, presenters at its conferences, 
and developers of clinical guidelines, completed 
rigorous ATS requirements for disclosure and 
review of relevant relationships. ATS meets 
or exceeds the standards of the Accreditation 
Council for Continuing Medical Education, 
International Committee of Medical Journal 
Editors, and Council for Medical Specialty 
Societies for transparency and management of 
potential conflicts of interests. 

The Society’s Nuts and Bolts

Thoracic Society Chapters

www.thoracic.org

Rhode
Island

Georgia

= Current Chapters
= Pending Chapters

IndianaIllinois

South 
Carolina

North 
Carolina

New 
Jersey
Washington, DC

= New Chapters since 2015
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2016
(34.2 million)

2015
(33.4 million)

ATS total assets, 2016 / 2015:
$34.2m / $33.4m, respectively.

As of December 31, 2016, the Society had current 
assets totaling $13.1 million and investments 
totaling $16.6 million. Property and intangibles 
totaled $4.1 million. Total assets on December 31, 
2016, equaled $34.2 million, compared to $33.4 
million at the end of 2015.

The Society had current liabilities of $9.9 million. 
This included $8.4 million in deferred dues and 
conference revenue; $285K owed to the ATS 
Foundation, and no $0 in defined benefit plan 
obligation as it was fully paid in March 2015 and 
closed.

The ATS had Total Net Assets of $23.2 million.

Total revenue and support was $32.7 million, which 
was $5 million more than the prior year. Expenses 
totaled $30.1 million, an increase of $3.8 million.

Program expenses were 68% of total expenses; 
supporting services were 32% of total expenses. 
This was the same allocation as in 2015.

The total operating surplus equaled $2.6 million. 
The non-operating investment gain totaled $607K.

Total increase in net assets of $3.2 million is a result 
of changes in both revenue and expenditures.

THE ATS CONTINUES TO ENJOY STRONG FINANCIAL HEALTH. The below financial 
highlights represent the Society’s position as of December 31, 2016, the last year for 
which audited data is available.

ATS Financials

REVENUE AND SUPPORT ($32.7 million)
Membership dues
($3.9 million) 12%

International conference 
and post-graduate 

courses
($19.4 million) 59%

Non-journal revenue
($2.6 million) 8%

Royalties/other income
($760 thousand) 3%

Grants
($2.5 million) 8%

Journal subscriptions
($3.1 million) 10%
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ATS revenue / expenses, 2016 :
$32.7m / $30.1m, respectively.

2016
(34.2 million)

2015
(33.4 million)
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Revenue
(32.7 million)

Expenses
(30.1 million)

Functional Expenses ($30.1 million)

2016 % 2015               %

International Conference $9,320,072 31% $6,694,819 25%

AJRCCM 2,428,906 8 2,378,844 9

AJRCMB 689,808 2 714,201 3

AnnalsATS 588,378 2 570,767 2

Membership 489,280 1 430,342 2

Assemblies 1,249,542 4 1,021,112 4

International 1,400,176 5 2,361,857 9

Education 3,172,659 11 2,668,710 10

Research Administration 1,059,688 4 872,534 3

Management 8,863,647 29 8,046,076 31

Fundraising 823,382 3 548,399 2

TOTALS $30,085,538 100% $26,307,661 100%
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ATS Board of Directors, 2016 – 2017

David Gozal, MD, MBA	
President

Marc Moss, MD	
President-elect

Atul Malhotra, MD	
Immediate Past President

Polly E. Parsons, MD	
Vice President

James Beck, MD	
Secretary-Treasurer

Stephen C. Crane, PhD, MPH
Executive Director

Zea Borok, MD	
Chair, International Conference Committee

Debra Boyer, MD	
Chair, Education Committee

Carolyn Calfee, MD	
Chair, Assembly on Critical Care

Blanca Camoretti-Mercado, PhD
Chair, Assembly on Respiratory Structure and Function

James Chmiel, MD, MPH	
Chair, Assembly on Pediatrics

Eileen G. Collins, PhD	
Chair, Assembly on Nursing

Debbie Drell	
Chair, ATS Public Advisory Roundtable

Kevin Fennelly, MD, MPH
Chair, Assembly on Microbiology, Tuberculosis and 
Pulmonary Infections

Michael K. Gould, MD, MS
Chair, Assembly on Thoracic Oncology

Christopher Goss, MD, MSc	
Chair, Assembly on Behavioral Science and Health 
Services Research

Gabriel Haddad, MD	
Presidential Appointee

Jack R. Harkema, DVM, PhD	
Chair, Assembly on Environmental, Occupational and 
Population Health

Stephen P. Kantrow, MD	
Chair, Council of Chapter Representatives

Steven H. Kirtland, MD (CCR)	
Immediate Past Chair, Council of Chapter 
Representatives

Arth Nana, MD	
Presidential Appointee

Mitchell A. Olman, MD	
Chair, Assembly on Allergy, Immunology and 
Inflammation

Susheel P. Patil, MD, PhD	
Chair, Assembly on Sleep and Respiratory Neurobiology

Irina Petrache, MD	
Chair, Assembly on Respiratory Cell and Molecular 
Biology

Carolyn Rochester, MD	
Chair, Assembly on Pulmonary Rehabilitation

Dean E. Schraufnagel, MD	
Chair, ATS Foundation Board of Trustees

Sanjay Sethi, MD	
Chair, Assembly on Clinical Problems

Troy Stevens, PhD	
Chair, Assembly on Pulmonary Circulation

Angela Wang, MD	
Chair-elect, Council of Chapter Representatives

Rolf Hubmayr, MD	
Presidential Appointee/non-voting
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ATS Board of Directors, 2017 – 2018

Marc Moss, MD
President

Polly E. Parsons, MD
President- elect

David Gozal, MD, MBA
Immediate Past- President

James Beck, MD
Vice President

Juan C. Celedón, MD, DrPH
Secretary-Treasurer

Stephen C. Crane, PhD, MPH
Executive Director

Debra Boyer, MD
Chair, Education Committee

Blanca Camoretti-Mercado, PhD
Chair, Assembly on Respiratory Structure and Function

Richard Casaburi, MD, PhD
Chair, Pulmonary Rehabilitation

Eileen G. Collins, PhD
Chair, Assembly on Nursing

Kerri Connolly
Chair, ATS Public Advisory Roundtable

Stephanie Davis, MD
Chair, Pediatrics

Karen Fagan, MD
Chair, Assembly on Pulmonary Circulation

Kevin Fennelly, MD, MPH
Chair, Assembly on Microbiology, Tuberculosis and 
Pulmonary Infections

Christopher Goss, MD, MSc
Chair, Assembly on Behavioral Science and Health 
Services Research

Stephen P. Kantrow, MD
Immediate Past Chair, Council of Chapter 
Representatives 

Howard Kipen, MD, MPH
Chair, Assembly on Environmental, Occupational and 
Population Health

John Kress, MD
Chair, Assembly on Critical Care

Bruce D. Levy, MD
Presidential Appointee

Jess Mandel, MD
Chair, International Conference Committee

Bethany Moore, PhD
Chair, Assembly on Allergy, Immunology and 
Inflammation

Molly L. Osborne, MD, PhD
Presidential Appointee

Sanjay Patel, MD
Chair, Assembly on Sleep and Respiratory Neurobiology

Irina Petrache, MD
Chair, Assembly on Respiratory Cell and Molecular 
Biology

M. Patricia Rivera, MD
Chair, Assembly on Thoracic Oncology

Dean E. Schraufnagel, MD
Chair, ATS Foundation Inc.

Sanjay Sethi, MD
Chair, Assembly on Clinical Problems

Jag Sunderram, MD
Chair-elect, Council of Chapter Representatives 

Angela Wang, MD
Chair, Council of Chapter Representatives



34

Committee Chairs and Vice Chairs, 2016–2017

Awards Committee
Chair, Andrew Halayko, MSc, PhD
Vice Chair, Naftali Kaminski, MD

Clinical Practice Committee
Chair, Kevin Kovitz, MD
Vice Chair, Stephen Hoffmann, MD

Clinicians Advisory Committee
Chair, Ann Schneidman, MS, CNS, RN
Vice Chair, Jaspal Singh, MD
Vice Chair, Raof Amin, MD

Documents Development 
Committee
Chair, Raed Dweik, MD
Vice Chair, David Lederer, MD

Drug/Device Discovery and 
Development Committee
Chair, Theodore Reiss, MD, MBE
Vice Chair, Tim Watkins, MD
 
Education Committee
Chair, Debra Boyer, MD
Vice Chair, Jason Poston, MD 
Vice Chair, Gaetane Michaud, MD 

Environmental Health Policy 
Committee
Chair, George Thurston, DSc
Vice Chair, Mary Rice, MD

Ethics and Conflict of Interest 
Committee
Chair, Mark Siegel, MD
Vice Chair, Scott D. Halpern, MD
Vice Chair, David Chooljian, MD, JD

Finance Committee
Chair, Marc Moss, MD 
Chair-appointee, Polly Parsons, MD

Health Equality Subcommittee
Chair, Jesse Roman Rodriguez, MD
Vice Chair, LeRoy Graham, MD 

Health Policy Committee
Chair, Dona Upson, MD
Vice Chair, Sarah Lyon, MD 

International Conference 
Committee
Chair, Zea Borok, MD 
Chair-appointee, Jess Mandel, MD

International Health Committee
Chair, Stephen Gordon, MD
Vice Chair, Alvaro Cruz, MD 

Members In Transition and 
Training
Chair, Jeremy Richards, MA, MD
Vice Chair, Sushma Cribbs, MD

Membership Committee
Chair, Yolanda Mageto, MD, MPH
Vice Chair, Janet Lee, MD

Nominating Committee
Chair, J. Randall Curtis, MD, MPH

Patient and Family Education 
Committee
Chair, Christopher Slatore, MD 
Vice Chair, Jean-Marie Bruzzese, PhD

Planning and Evaluation 
Committee
Chair, Molly Osborne, MD, PhD
Vice Chair, Gregory Tino, MD 

Proficiency Standards for Clinical 
Pulmonary Function Laboratories 
Chair, Bruce Culver, MD
Vice Chair, David Kaminsky, MD

Program Review Subcommittee
Chair, Susanna McColley, MD 
Vice Chair, Kristin Riekert, MD
 
Publications Policy Committee
Chair, Rolf Hubmayr, MD 
Vice Chair, Susan Margulies, PhD

Quality Improvement & 
Implementation Committee
Chair, Robert Hyzy, MD
Vice Chair, Michael Howell, MD, MPH

Research Advocacy Committee
Chair, Linda Nici, MD
Vice Chair, Veena B. Antony, MD

Scientific Advisory Committee
Chair, Richard Schwab, MD 
Vice Chair, Renee Stapleton, MD

Tobacco Action and Control 
Committee 
Chair, Frank Leone, MD
Vice Chair, Harold Farber, MD

Training Committee
Chair, Laura Crotty-Alexander, MD
Vice Chair, Kristin Burkart, MD

Web Editorial Committee 
Chair, Nitin Seam, MD 
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Committee Chairs and Vice Chairs, 2017–2018

Awards Committee
Chair, Andrew Halayko, MSc, PhD 
Vice Chair, Naftali Kaminski, MD

Clinical Practice Committee 
Chair, Kevin Kovitz, MD
Vice Chair, Stephen Hoffmann, MD

Clinicians Advisory Committee
Chair, Jaspal Singh, MD 

Documents Development 
Committee 
Chair, Raed Dweik, MD
Vice Chair, Charlie Strange, MD

Drug/Device Discovery and 
Development Committee
Chair, Theodore Reiss, MD, MBE 
Vice Chair, Tim Watkins, MD

Education Committee 
Chair, Debra Boyer, MD
Vice Chair, Jason Poston, MD 
Vice Chair, Tisha Wang, MD

Environmental Health Policy 
Committee 
Chair, George Thurston, DSc
Vice Chair, Mary Rice, MD

Ethics and Conflict of Interest 
Committee
Chair, David Chooljian, MD, JD
Vice Chair, Leonard Sicilian, MD 

Finance Committee 
Chair, Polly Parsons, MD
 
Health Equality Subcommittee 
Chair, Jesse Roman Rodriguez, MD 
Vice Chair, Smita Pakhale, MD

Health Policy Committee 
Chair, Dona Upson, MD 
Vice Chair, Sarah Lyon, MD
International Conference 
Committee 
Chair, Jess Mandel, MD
Chair-appointee, Eric S. White, MD, MS

International Health Committee 
Chair, Gustavo Matute-Bello, MD 
Vice Chair, Alvaro Cruz, MD

Members in Transition and 
Training 
Chair, Jeremy Richards, MD, MA
 Vice Chair, Sushma Cribbs, MD

Membership Committee
Chair, Janet Lee, MD
Vice Chair, Clement L. Ren, MD, MBA

Nominating Committee
Chair, Dean Sheppard, MD

Patient and Family Education 
Committee 
Chair, Jean-Marie Bruzzese, PhD
Vice Chair, Vidya Krishnan, MD, MHS

Planning and Evaluation 
Committee 
Chair, Molly Osborne, MD, PhD
Vice Chair, Gregory Tino, MD

Proficiency Standards for Clinical 
Pulmonary Function Laboratories
Chair, David Kaminsky, MD
Vice Chair, Meredith McCormack, MD
 
Program Review Subcommittee 
Chair, Susanna McColley, MD 
Vice Chair, Kristin Riekert, MD

Publications Policy Committee 
Chair, Bruce Levy, MD

Quality Improvement & 
Implementation Committee
Chair, Robert Hyzy, MD
Vice Chair, Bela Patel, MD

Research Advocacy Committee
Chair, Veena B. Antony, MD
Vice Chair, Lynn B. Gerald, PhD, MSPH

Scientific Advisory Committee
Chair, Richard Schwab, MD
Vice Chair, Renee Stapleton, MD

Tobacco Action and Control 
Committee
Chair, Harold Farber, MD
Vice Chair, Enid R. Neptune, MD

Training Committee
Chair, Laura Crotty-Alexander, MD
Vice Chair, Kristin Burkart, MD

Web Editorial Committee 
Chair, Nitin Seam, MD



ATS Journals Editors, 2017

American Journal of Respiratory and Critical Care Medicine
   Editor in Chief: Jadwiga (Wisia) Anna Wedzicha, MD

American Journal of Respiratory Cell and Molecular Biology
   Editor in Chief: Paul Schumacker, PhD

Annals of the American Thoracic Society
   Editor in Chief: John Hansen-Flaschen, MD (Jan.–March); 
  	              David Lederer, MD (April–Dec.)
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