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he editors of the American Journal of Respiratory Cell and Molecular Biology are committed
to publishing the best original science in the fields of pulmonary, critical care and sleep medicine. Since the publication launched in 1989, its impact factor has steadily risen and its circulation has grown to include more than 8,500 basic scientists and translational researchers.
To make the journal even more useful to readers, the
editorial board will launch a new feature this summer: “Red
in Translation,” an ongoing series of monthly mini-reviews
on state-of-the-art topics and scientific breakthroughs.
“Anyone who reads the AJRCMB no doubt has a strong
interest in basic science, but also in how these findings
‘translate’ into treatments for human diseases,” explained
AJRCMB editor Kenneth B. Adler, Ph.D. “We are asking the
authors of some of the most-cited basic science articles ever
published in the AJRCMB to revisit their initial observations
and place them in context with newer translational studies
and clinical data.”
Starting this summer, each issue of the AJRCMB will
include a four-page review written by an investigator whose
AJRCMB manuscript has been cited more than 100 times.
The state-of-the-arts will be accompanied by an illustration
explaining the mechanism or pathway that controls a disease
process and its clinical relevance.
“A picture is worth a thousand words,” said George
Leikauf, Ph.D., associate editor of the AJRCMB and professor in the department of environmental and occupational
health at the University of Pittsburgh Graduate School of
Public Health. “Given the complexity of some issues to be
addressed in this series, the illustrations will tie together the
basic science and clinical applications being discussed.”
Given Dr. Leikauf’s well-known interest and expertise in
translational research, he will serve as editor of the series. Of
the 30 authors he has thus far invited to write reviews, 28
have accepted.

2009

Launching the “Red in Translation” series is just one
part of the editorial board’s larger campaign to further
increase the publication’s relevance and impact factor in the
field of respiratory medicine. Other initiatives include new
features like the monthly “Red Alert,” in which Dr. Adler
and deputy editor Sadis Matalon, Ph.D., highlight the articles they believe deserve particular attention. First launched
in March 2009, the “Alert” is similar to the “Insights in
Lung Pathogenesis”’ page that used to appear on the journal’s inside cover.
The editors replaced “Insights” with the “Red Alert” feature because it allows them more space to explain why they
believe a given article is important, and to provide relevant
references that put the papers in context with what is going
on in that particular field.
Placing the editors’ highlights inside the journal has
also made room for a third new feature: the “NIH
Corner,” which first appeared on the inside cover in
March 2009.
“This new page includes the latest news from the
National Heart, Lung and Blood Institute and other
funding organizations, which we believe will be of great
interest to the pulmonary research community,” Dr.
Adler explained. Elizabeth G. Nabel, M.D., director of
the NHLBI, and James Kiley, Ph.D., head of its lung
division, contributed to the first installments of the
series and have expressed interest in continuing to do so
on a monthly basis.
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RELAX IN THE FOUNDATION’S
HOSPITALITY SUITE AT ATS • 2009

Jo Rae Wright, PhD

Since it was begun in 2003, the ATS Research Program has become a source of pride for our Society. More importantly, the program has boosted the careers of young researchers, who have published the results of their ATS-sponsored
work in prestigious journals and have gone on to receive major federal grants to expand their investigations.
Surveys of recipients from 2004 to 2006 demonstrate the remarkable success of the program: 27 investigators who
received ATS awards in those years went on to publish 113 original research articles and receive $22.9 million in
research funding as principal or co-investigators. And, of course, these researchers presented much of their work first
at the ATS International Conference.
All in all, an impressive return on our $2.79 million investment.
While we celebrate this remarkable success, it naturally encourages us to do more. How much more impact would
we have if we could double the amount of money we award each year to $2 million? Imagine the impact we might
have if we awarded $5 million each year.
Many members I speak with believe the Research Program, particularly its support of unrestricted grants, should
be among the Society’s highest priorities. Increasing the number of awards we can make each year, however, requires
us to raise additional funds through the ATS Foundation.
This is why I’m happy to report that the Foundation will hold its first dinner in support of the ATS Research
Program at the 2009 International Conference. The dinner, which will be held on the evening of Saturday, May 16,
replaces the one the American Lung Association held for many years during our conference.
I encourage you to attend the dinner. It will be an enjoyable and informative way to learn more about the work of the
Foundation, which is now chaired by our former president, Jeffery Glassroth, M.D., and to support a new generation of researchers.

“

Many members I speak with believe the Research Program, particularly its support
of unrestricted grants, should be among the Society’s highest priorities.

”

I particularly urge senior investigators to consider taking a table at the dinner and inviting fellows and younger
colleagues to join them. We strongly believe that if we are to increase the resources of our Foundation over time, we
must introduce the newer ATS members to the important work of the Foundation.
Attendees will learn firsthand about the success of the program. Previous award recipients will be on hand, along
with 2009 recipients of research grants. A video capturing what the program has meant to recipients and to patients
will also be shown during the dinner.
We will also honor our ATS Public Advisory Roundtable (ATS PAR), for its dedication to patients, advocacy and
the Research Program. From the beginning, ATS PAR has provided both moral and financial support to the program.
It will be a great privilege to award ATS PAR the Society’s first-ever Breathing for Life Award.
As much as the success of the young investigators inspires us to redouble our fundraising efforts, it is the patients
who we’ve come to know through ATS PAR that, for me, offers the greatest inspiration. Their determination, their
heroism in the face of serious illness and their appreciation for our efforts are what, I think, will make those attending the dinner realize that being able to greatly expand our grants program is not only doable, it is imperative.
To learn more about this happy and historic occasion or to register, please go to http://foundation.thoracic.org/
web/ats-research-program-dinner.html or call (212) 315-6464. I look forward to seeing you at the dinner.
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Other generous support from:
Abbott Laboratories, Inc., Gilead Sciences
Medical Affairs, Pharmaxis, Inc.

The Foundation of the American Thoracic
Society invites all 2009 International
Conference attendees who have contributed $200 or more to the Funds for
the Future since June 2008 to relax during the meeting at its hospitality suite.
Located in room 32A of the San Diego
Convention Center, the suite will offer visitors refreshments,
computer stations with Internet access, telephones, fax
machines and a laser printer.

For more information, please contact Crystal Williams at (212)
315-6464 or cwilliams@thoracic.org.

NEW CCR OFFICERS ELECTED

The Society’s Council of
Chapter Representatives has
elected two new officers for
the 2009-2010 term: Carolyn
H. Welsh, M.D. (left), of the
Colorado Thoracic Society, as chair-elect, and Dona Upson, M.D.
(right), of the New Mexico Thoracic Society, as secretary. The
new term will begin immediately after this year’s international conference in San Diego.
Two other CCR officers will be installed in new positions at ATS
2009: Christine Fukui, M.D., of the Hawaii Thoracic Society, will
become CCR chair, and Dennis E. Doherty, M.D., of the
Kentucky Thoracic Society, will become immediate-past chair.

For more information on the CCR and thoracic society chapters,
please send an e-mail to chapters@thoracic.org.

SAVE THE DATE: 40TH UNION
WORLD CONFERENCE ON HEALTH

The 40th Union World Conference on Lung Health, organized by
the International Union Against Tuberculosis and Lung Disease,
will be held in Cancun, Mexico, from December 3 to 7, 2009.

“The theme of this year’s conference is poverty and lung health,
which is highly relevant for our colleagues who have to deal
with the burden of HIV/AIDS, tuberculosis, asthma, pneumonia
and tobacco-related lung diseases, as well as the health consequences of air pollution,” said Dr. Nils Billo, executive director of
The Union. “The World Conference is an ideal venue for
debates on these challenges and thus contributes to advancing
our knowledge and ensuring the development of more effective,
efficient and sustainable services, interventions and programs.”
The conference will include a variety of plenary sessions, symposia, workshops, postgraduate courses and free communication sessions, as well as a technical exhibition. A number of
sessions will be conducted in Spanish. For more information or
to register online, please visit www.worldlunghealth.org.
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For more “Research in Brief” articles, visit the ATS Web site at www.thoracic.org/go/research-in-brief.

RESEARCH IN BRIEF

SUMMARIES OF RESEARCH FINDINGS IN PULMONARY, CRITICAL CARE, AND SLEEP MEDICINE FROM
AROUND THE WORLD

DEXMEDETOMIDINE PREFERABLE TO MIDAZOLAM FOR SEDATION OF ICU PATIENTS
NEW YORK (Reuters Health) - As a sedative for critically ill, mechanically ventilated
patients, the alpha-2-agonist dexmedetomidine
appears to offer some advantages over midazolam, a benzodiazepine, new research shows.
Although similar levels of sedation
were achieved, patients treated with
dexmedetomidine spent less time on the
ventilator than those given midazolam and
also had less delirium, tachycardia and
hypertension, according to the report in
the Journal of the American Medical
Association for February 5.
The findings come from a study of 375
patients with expected mechanical ventilation for more than 24 hours who were randomized to receive dexmedetomidine or
midazolam infusions adjusted to achieve
light sedation until extubation or 30 days.
The percentage of time spent within the
targeted sedation range was similar in each
group, hovering around 76%, lead author
Dr. Richard R. Riker from Maine Medical
Center in Portland, and colleagues report.
Delirium rates were 54% in the dexmedetomidine group, versus 76.6% in the midazolam
group (p<0.001). Although the ICU length of
stay was similar in each group, the median time
to extubation was 1.9 days shorter in the
dexmedetomidine group (p=0.01).
Bradycardia was significantly more
common in the dexmedetomidine group
(42.2% versus 18.9%), while tachycardia was
less common (25.4% versus 44.3%).
Hypertension requiring treatment was also
less common in the dexmedetomidine
group: 18.9% versus 29.5% (p=0.02).
The current study “failed to demonstrate that dexmedetomidine was superior
to benzodiazepines for ensuring light sedation,” Dr. Hannah Wunsch, from
Columbia University in New York, and Dr.
John P. Kress, from the University of
Chicago, comment in a related editorial.
“However, the reduced prevalence of delirium is an important secondary outcome
that both highlights the problems of traditional benzodiazepines and provides
encouraging data regarding the potential
benefits of dexmedetomidine.”
Last Updated: 2009-02-02 12:18:46 -0400

JAMA 2009; 301:489-499, 542-544.

PREOPERATIVE STOP-SMOKING
PROGRAM COULD SAVE MONEY
By David Douglas
NEW YORK (Reuters Health) - A cost-benefit analysis of a simulated institution-based
preoperative smoking cessation intervention
in patients undergoing total hip or knee

3

arthroplasty suggests that the approach
could cut costs, French researchers report in
the February issue of Chest.
Dr. Christos Chouaid, of Hopital Saint
Antoine in Paris, and colleagues observe
that patients who smoke are generally more
likely to have postoperative complications.
However, the net financial impact of preoperative smoking cessation support is unclear.
“The question posed may be summarized
thus,” write the investigators. “Assuming that
the French Social Security would be willing
to recommend and pay for a preoperative
intervention for smoking cessation (PISC)...
what would be the balance between the
cost...and the resulting potential change in
the cost of the hospital stay, also paid for by
Social Security?”
The model constructed by the researchers
was based on data from an actual randomized
trial of 120 patients who were scheduled to
have hip or knee replacement, 60 of whom
received a PISC. In the intervention group,
64% stopped smoking before the operation,
versus only 7.4% of control patients.
Using these data and French hospital
costs for 2008, the researchers estimated that
for a given patient, enrollment in a PISC
would cut the cost of the hospital stay by 313
Euros. If the program itself cost 196 Euros,
the savings would be 117 Euros per patient.
An important influence on the calculated savings, say the investigators, was the cost
of ICU care relative to the rate of complications in patients who did or did not participate in the program.
Under the conditions in their model,
“modest cost savings may accrue with implementation of an institution-based smoking
cessation program through reduced total
hospitalization costs that exceed the cost of
the intervention,” the authors conclude.
Given these findings, Dr. Chouaid told
Reuters Health, “From the payer’s perspective, it’s of cost benefit for a hospital to open
a consultation for smoking patients scheduled for hip or knee replacement surgery.”
He added that further studies of this
approach in other clinical situations, such as
thoracic or abdominal surgery, should be
undertaken.
Last Updated: 2009-02-17 11:38:57 -0400

Chest 2009; 135:477-483.
CT-GUIDED MICROCOIL PLACEMENT HELPS
WITH VATS RESECTION OF LUNG NODULES
NEW YORK (Reuters) - The placement of
microcoils under CT guidance to direct
video-assisted thoracoscopic surgery (VATS)
allows for the resection of 97% of small
peripheral lung nodules with a complication
rate of just 3%.
Prior research indicates that lung nodules identified incidentally on CT are often
impossible to visualize or palpate during

VATS and, therefore, require a conversion to
thoracotomy to ensure a complete resection,
note lead author Dr. John R. Mayo and colleagues from the University of British
Columbia in Vancouver, Canada.
In a previous animal study and in a
human feasibility trial, CT-guided placement
of microcoils has shown promise as a means
of improving the localization of small nodules. The present study involved 69 patients
with 75 peripheral lung nodules who underwent microcoil placements prior to fluoroscopically-guided VATS.
With the localization technique, a fibercoated microcoil is placed with one end deep
to the nodule and the other end extended
into the pleural space. Fluoroscopically guided
VATS is then performed to remove the microcoil, surrounding tissue, and, hopefully, the
nodule itself.
All of the coils were successfully placed
and 73 nodules (97%) were removed during
VATS. With the remaining two nodules (3%),
the coils were dislodged during resection.
Two patients developed a pneumothorax
requiring chest tube placement and one
patient developed an asymptomatic hemothorax. The authors note that in all cases, the
microcoil did not interfere with intraoperative
frozen-section analysis of tissue specimens.
“The use of this technique may help to
address the diagnostic dilemma of increasing
numbers of small peripheral lung nodules
that are detected incidentally or found at
serial chest CT to be growing,” the
researchers state.
Last Updated: 2009-02-16 7:55:16 -0400

Radiology 2009; 250:576-585.
DIABETICS LESS LIKELY TO DEVELOP
RESPIRATORY FAILURE DURING SEPSIS
By Will Boggs, MD

non-diabetics to develop hematologic failure
(1.6% versus 3.1%, p<0.05).
The overall case-fatality rate was significantly lower for those with diabetes than
for those without (18.5% versus 20.6%,
p<0.05), the researchers note, but the casefatality rate for patients who developed
acute respiratory failure did not differ
between diabetics and non-diabetics.
Diabetic patients had a shorter hospital
length of stay (12.8 days versus 14.1 days,
p<0.001) but were less likely to be discharged home (58% versus 65% for nondiabetics, p<0.05) and more likely to be discharged to an outside health care facility
(32% versus 28%, p<0.05).
“The current findings do not change
the way we care for patients in the ICU at
this time, but rather make us more aware of
a co-morbid condition that may alter the
risk of developing acute lung injury,” Dr.
Esper told Reuters Health.
She added that the findings “may
impact...how we manage all critically ill
patients with sepsis.”
“Our objective in future studies is to
evaluate how diabetes may alter the inflammatory response to an insult,” Dr. Esper
explained. “The overall objective of (these)
studies is to define the mechanism that
may be responsible for the decreased risk
observed in diabetics so that potential therapeutic modalities can be developed to prevent or treat acute lung injury.”
“Our ability to predict which critically
ill patients will develop acute lung injury is
limited,” Dr. Esper added. “Defining comorbid conditions, such as diabetes, that
may alter the risk will perhaps allow us to
better prognosticate in addition to improving our understanding of the pathophysiology of acute lung injury.”
Last Updated: 2009-02-23 12:59:51 -0400

Critical Care 2009; 13:R18.
NEW YORK (Reuters Health) - Among
patients with sepsis, diabetics are less likely
than others to develop acute respiratory failure, according to a report in the February
13th issue of Critical Care.
Dr. Annette M. Esper, from Emory
University in Atlanta, and colleagues analyzed data from the Center for Disease
Control Diabetes Surveillance System, as
well as National Hospital Discharge Survey
data on more than 930 hospitalizations
over a 25-year period.
Among patients with sepsis, those with
diabetes were more likely develop acute
renal failure (13% versus 7% of non-diabetics, p<0.05) and less likely to develop acute
respiratory failure (9% versus 14% of nondiabetics, p<0.05), the authors report.
The only other significant difference in
organ dysfunction was in the subgroup of
patients with non-pulmonary sepsis. In this
group, diabetic patients were less likely than
AT S N E W S

EARLY BLOOD TRANSFUSION LINKED TO
ARDS RISK IN TRAUMA PATIENTS
NEW YORK (Reuters Health) - Trauma
patients who are transfused with more than
five units of packed red blood cells (PRBCs)
within 24 hours of admission are at increased
risk for developing acute respiratory distress
syndrome (ARDS), new research shows.
“Injury is the fifth leading cause of
death in patients over 18 years of age, and
PRBCs are the most commonly transfused
blood products in the hospital,” study coauthor Dr. John D. Lang noted in a statement. The study findings suggest that “a
conservative transfusion strategy that
decreases PRBC exposure—even by one
unit—may be warranted to reduce the risk
of ARDS in these injured patients.”
According to the report in the February
issue of Anesthesiology, prior research has tied

|

V O L .35 N O .4

|

APRIL

2009

PRBC transfusions with ARDS in trauma
patients. The risk with incremental PRBC
exposure, however, was unclear.
To investigate, Dr. Lang, from the
University of Washington School of
Medicine in Seattle, and colleagues analyzed data from 14,070 subjects enrolled
in the National Study on Costs and
Outcomes of Trauma.
Overall, 4.6% of patients developed
ARDS. Among the ARDS patients, 63.5%
had received PRBC transfusions.
Receipt of six to 10 units of PRBCs or
more than 10 units in the first 24 hours
increased the odds of ARDS by 2.5- and 2.6fold, respectively, relative to receipt of five or
fewer units. Each extra unit of PRBCs transfused raised the risk of ARDS by 6%.
Other independent predictors of
ARDS included severe injury, thoracic
injury, polytrauma and pneumonia.
Dr. Marc Moss, co-editorialist of an
accompanying editorial, said in a statement that “previous studies have suggested
that a safe threshold for the number of
transfused units of blood may exist.”
However, the present findings suggest that
there is a dose-dependent association
between PRBC transfusion and ARDS
risk, added Dr. Moss, from the University
of Colorado in Denver.
“It is likely,” he added, “that with each biologically active unit of blood product, there is a
unique interaction with the host that determines the probability of causing lung injury.”
Last Updated: 2009-02-03 14:58:25 -0400

Anesthesiology 2009.
MEROPENEM-CLAVULANATE COMBO
EFFECTIVE AGAINST XDR-TB
By Will Dunham
NEW YORK (Reuters Health) - The combination of the beta-lactam antibiotic meropenem
and the beta-lactamase inhibitor clavulanic
acid synergistically kills extensively drug-resistant (XDR) Mycobacterium tuberculosis in culture, according to research presented in the
February 27 issue of Science.
Better yet, “both clavulanate and
meropenem are FDA-approved drugs, and
both clavulanate and meropenem are sufficiently free of side effects to be approved for
pediatric use in children over three months
old,” the authors state.
Strains of M. tuberculosis resistant to all
first-, second- and third-line agents can kill
hosts within a matter of days to weeks, note
Dr. John S. Blanchard, at Albert Einstein
College of Medicine, and colleagues there and
at the National Institute of Allergy and
Infectious Diseases.
Beta-lactam drugs are typically ineffective
against M. tuberculosis because of a potent betalactamase (BlaC) encoded by the bacteria’s
genome. However, Dr. Blanchard’s team determined that clavulanic acid irreversibly inhibits
BlaC, and that meropenem is a very poor substrate for BlaC and actually inhibits the enzyme.
When the two drugs were added to actively
growing, aerobic cultures of M. tuberculosis,
complete sterilization occurred within 12 days.
The combination also reduced viability of anaerobic cultures in a persistent, non-replicative state.
When tested against 13 extensively drugresistant clinical strains, the clavulanateAT S N E W S
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meropenem combination was as effective as
with drug-susceptible strains.
“The synergism of the clavulanatemeropenem combination and the uniform
activity against drug-susceptible, laboratory and
XDR clinical strains suggest this combination
could be useful in the treatment of tuberculosis,” Dr. Blanchard and his associates conclude, even for “patients with currently
untreatable disease.”
Last Updated: 2009-02-26 14:00:17-0400

Science 2009; 323:1215-1218
MATERNAL OBESITY LINKED TO BIRTH
DEFECTS IN OFFSPRING
NEW YORK (Reuters Health) - Risks for
several congenital anomalies are elevated in
infants of mothers who are obese at the
start of pregnancy, according to a metaanalysis published in the Journal of the
American Medical Association for February 11.
For their systematic review, Dr. Judith
Rankin and fellow researchers at Newcastle
University in Newcastle upon Tyne, United
Kingdom, analyzed 39 observational studies
with estimates of pre-pregnancy or early
pregnancy weight or body mass index
(BMI) and data on congenital anomalies.
Pooled data from 18 articles that each
included at least 150 cases of specific anomalies were included in the meta-analysis.
Compared with mothers of recommended BMI, obese mothers were more
likely to have pregnancies affected by neural
tube defects, including spina bifida; cardiovascular anomalies, including septal anomalies; orofacial clefts; anorectal atresia;
hydrocephaly; and limb reduction anomalies, the report indicates. Odds ratios
ranged from 1.20 to 2.24.
In addition, the authors report, “Of the
congenital anomaly subgroups not analyzed
in the meta-analysis, it is noteworthy that
the risks of omphalocele and multiple congenital anomalies were both found to be
significantly higher among obese mothers.”
Dr. Rankin’s group suggests that nutritional
deficiencies or undiagnosed diabetes and
hyperglycemia may be responsible for the
observed associations.
On the other hand, the risk of gastroschisis
was significantly reduced among obese mothers,
which the investigators attribute to maternal age,
since low maternal age is an established risk factor for this abdominal wall defect.
The British research team estimates that
“the absolute risk of a pregnancy affected by
a neural tube defect or a serious heart anomaly is respectively 0.47 per 1,000 births and
0.61 per 1,000 births greater in an obese
woman than a woman of recommended
BMI in pre-pregnancy or early pregnancy.”
“This has health implications,” they conclude, “particularly given the continued rise in
the prevalence of obesity in many countries.”
Last Updated: 2009-02-10 16:00:52 -0400

JAMA 2009; 301:636-650.
GROWTH IMPROVES IN CHILDREN WITH
SDB AFTER ADENOTONSILLECTOMY
NEW YORK (Reuters Health) - Results of a
meta-analysis published in the February issue of
the Archives of Disease in Childhood indicate that
adenotonsillectomy in children is associated with
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significant increases in weight and height z scores.
“Sleep-disordered breathing in children, primarily due to adenotonsillar hypertrophy, increases the risk of growth failure,” Dr. Karen A.
Bonuck, of Albert Einstein College of Medicine
in the Bronx, New York, and colleagues write.
The researchers examined the effect of adenotonsillectomy on growth, in the context of
sleep-disordered breathing, by analyzing data
from 20 relevant studies. Sleep-disordered
breathing was an enrollment criterion in 13 of
the studies. In three studies, sleep-disordered
breathing was one of several enrollment criteria.
The pooled standardized mean differences in
z score before and after adenotonsillectomy were
0.34 for height and 0.57 for weight, the investigators report. “To place the anthropometric increases
in context, the increased weight gain would likely
shift a child into the normal range if their centile
was less than 5%,” Dr. Bonuck and colleagues
explain. “Our pooled z score height increase was
0.34, which compares with 0.53 from a metaanalysis of growth hormone treatment for one
year in children with idiopathic short stature.”
In fact, the team suggests that “primary
care providers and specialists consider sleepdisordered breathing when they screen, treat
and refer children with growth failure.”
Last Updated: 2009-02-03 13:53:25 -0400

Arch Dis Child 2009; 94:83-91.
C-SECTION ASSOCIATED WITH INCREASED
RISK OF ASTHMA IN OFFSPRING
NEW YORK (Reuters Health) - Children born
by cesarean delivery are at increased risk for
developing asthma, particularly if their parents
have allergies, according to a report in the
February issue of Thorax.
Through delayed microbial colonization, Csection has been thought to be a risk factor for
asthma, although the relationship is controversial,
note Dr. H. A. Smit, from the National Institute
for Public Health and the Environment in
Bilthoven, the Netherlands, and colleagues.
In the present study, Dr. Smit’s team analyzed
data from 2,917 children to assess the association
between cesarean delivery and asthma or allergen
sensitization at eight years of age. In about half of
the patients, serum IgE levels for inhalant and
food allergens were also measured at eight years.
Overall, 12.4% of subjects had asthma at
eight years, the researchers report, and the
prevalence of c-section was 8.5%.
The odd ratio for asthma associated with
cesarean delivery versus vaginal delivery was 1.79,
overall. The odds ratios for children with one or
two allergic parents were 1.86 and 2.91, respectively, compared with just 1.36 for those with no
allergic parents. C-section was linked to allergen
sensitization as well, but only in children without
allergic parents (OR=2.14), the investigators found.
“Our results emphasize the importance of
gene-environment interactions on the development of asthma in children,” the authors conclude. “The increased rate of cesarean section is
partly due to maternal demand without medical reason. In this situation, the mother
should be informed of the risk of asthma for
her child, especially when the parents have a
history of allergy or asthma.”
Last Updated: 2009-02-05 8:00:33 -0400

Thorax 2008; 64:107-113.

COPD EXACERBATION RAISES RISK FOR
EARLY RECURRENCE
NEW YORK (Reuters Health) - After a first
exacerbation of chronic obstructive pulmonary
disease (COPD), there is an eight-week highrisk period for a recurrent, second exacerbation, new research indicates.
This tendency of COPD exacerbations to
cluster together contradicts the theory that exacerbations are random events, and highlights the
importance of targeting patients after an initial
exacerbation with more intensive follow-up and
preventative interventions. That’s the conclusion
reached by United Kingdom investigators, whose
research is published in the American Journal of
Respiratory and Critical Care Medicine for March 1.
Dr. Jadwiga A. Wedzicha and associates at
Royal Free and University College Medical School
in London studied 297 COPD patients who
recorded their symptoms in daily diaries for at least
one year (median 2.16 years). An exacerbation was
defined as “recurrent” if the onset was within eight
weeks of the onset of a preceding exacerbation.
There were 2,189 discrete exacerbations
(separated by at least five days free of symptoms from the preceding exacerbation).
Among 1,923 inter-exacerbation intervals,
there were 633 exacerbations between week three
and week eight, which the authors say is 19.4%
more than predicted (p=0.04). Of 410 initial exacerbations followed by at least one recurrence,
38% were followed by two or more sequential
recurrences; 8% were followed by four or more.
“Exacerbation recurrence is not related to a
failure to treat the first exacerbation, nor does
it reflect the possibility that initial exacerbations were more likely to be unreported to
healthcare professionals,” the authors say.
Plausible explanations, Dr. Wedzicha and
associates suggest, are persistence of an existing
organism, acquisition of a new pathogen or a
steroid withdrawal effect.
In a related editorial, Dr. Shawn D. Aaron,
at the Ottawa Health Research Institute, comments, “Paradoxically, most COPD clinical trials...have excluded patients with COPD who
have had a recent acute exacerbation within a
two- to four-week period before trial randomization.” This approach is incorrect, “because it
is these very patients who are most at risk for
recurrent exacerbations and who can be expected to drive clinical trial outcomes.”
“Studies of pharmaceutical and non-pharmaceutical interventions that may prevent second exacerbations in patients who have recently experienced a first exacerbation are clearly
needed,” Dr. Aaron concludes.
Last Updated: 2009-02-27 15:52:56 -0400

Am J Respir Crit Care Med 2009;
179:335-336, 369-374.

RESEARCH IN BRIEF

These research summaries were selected by

American Journal of Respiratory and Critical Care
Medicine editorial board members Drs. Jeffrey Curtis
and Adam Jaffe, who reviewed approximately 60 sto-

ries recently published by Reuter’s Health in the
fields of pulmonary, critical care and sleep medicine.

GO ONLINE Additional research summaries,

also selected by members of the AJRCCM

editorial board, are published each month at
www.thoracic.org/go/research-in-brief.
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MARK PARSHALL:
HIS RESEARCH BEGINS AT THE BEDSIDE
As a clinically focused researcher, Mark B. Parshall, Ph.D.,
R.N., spends much of his time at the bedside, interacting
with patients. “Conducting research in the acute care setting is one of the most fascinating and enjoyable parts of
my job,” said Dr. Parshall, who is associate professor at the
University of New Mexico’s College of Nursing, where he
has been on faculty since 2000. “In the hospital, I feel like
I am not in the ivory tower, so to speak.”
Close proximity to the bedside was one reason he
chose to pursue a career in nursing. While working at a
mental health facility in the early 1970s, he quickly realized that he was most intrigued by the role nurses play
in patient care. “It was a little bit like the story of the
blind men and the elephant,” he jokes. “How you see the
patient depends on which part of the animal you grab.
It seemed to me that nursing attempted to understand
the whole elephant.”
After completing his undergraduate work at the
University of Illinois in Chicago, and becoming a registered nurse, he relocated to rural New Mexico and spent
seven years working with the U.S. Public Health Service at
the Gallup Indian Medical Center. Moving from Chicago
to New Mexico and working with a predominantly Navajo
population led to a fairly substantial degree of culture
shock. As a staff nurse in the medical-surgical and critical
care units, and eventually in the emergency department, “I
had a lot to learn about communicating with people of
different backgrounds, and to that end, this was an invaluable experience.” Because this was an under-staffed facility,
it was also a wonderful place to develop clinical expertise.
“Right from the get-go, it was clear that you had to rely on
your own judgment because there wasn’t a lot of ancillary
support,” he added.
In 1985, he left the U.S. Public Health Service to join
the emergency department staff at St. Vincent Hospital in
Santa Fe, where he worked as a clinical nurse until 1993.
“At that point in my career, I felt like I had done as much
as possible with a bachelor’s degree,” said Dr. Parshall,
who left New Mexico the same year to earn his masters
degree and Ph.D. from the University of Kentucky. “I kept
finding that I had clinical questions that I couldn’t
answer. I thought I needed more education to change
this—and to determine if the questions I was asking were
even worthwhile.”
While earning his doctorate under the mentorship of
Pam Kidd, Ph.D., R.N., he held a number of research positions that helped shape his career. “Most of what I learned
about research came from actually doing research,” said
Dr. Parshall. “The real world of research is a lot more complicated than what you can learn in coursework.”
Today, he counts himself lucky to work with Robert
Banzett, Ph.D., and Richard Schwartzstein, M.D., two

NEWS

BRIEFS
ATS MEMBER NEWS

In late April, ATS members Gary C. Sieck,
Ph.D., and Peter D. Wagner, M.D., will be
respectively installed as president and
president-elect of the American
Physiological Society at the organization’s
annual experimental biology conference in
New Orleans.

Dr. Sieck, who chairs the department of physiology and biomedical engineering at the Mayo Clinic College of Medicine in
Rochester, has served as president-elect of the APS since April
2008. An ATS member since 1986, his research interests
include cell imaging and physiology. Dr. Sieck currently serves
on the ATS Publications Policy Committee and is active within
the Society’s Assembly on Respiratory Structure and Function.

“Being able to identify exactly what changes in
someone’s symptoms to bring them to the hospital
could greatly improve patient care.”
prominent Boston-based researchers whose work in respiratory sensation had “inspired” Dr. Parshall while he was
in graduate school. He is currently a co-investigator with
Paula Meek, Ph.D., R.N., of a multiple-site R01 grant from
the NINR that is testing a theoretical model of how dyspnea is processed.
“By using a theoretical model that has been well-supported in pain research, and by using the same approaches across laboratory and clinical studies, we will be able
to see how well this model applies across a variety of population settings,” he explained. Dr. Banzett, who is principal investigator of the grant, is conducting physiological laboratory studies, while Dr. Schwartzstein is studying
patients in an ambulatory outpatient setting. Drs.
Parshall and Meek, on the other hand, are focusing on
patients who come into the emergency department with
shortness of breath.
Better understanding how patients with cardiopulmonary disease experience dyspnea has been a dominant
theme in his research over the last decade, most of which
has focused on patients with COPD and heart failure.
“My clinical practice was for many years in high acuity settings,” Dr. Parshall said. “Being able to identify exactly
what changes in someone’s symptoms to bring them to the
hospital could greatly improve patient care.” He is quick
to note that he learns the most from patients themselves.
“Patients know a great deal about what they feel and how
it makes them respond, although it is not a very systematic kind of knowledge. Getting a better understanding of
their perspectives will help us take better care of them.”

A former president of the ATS, Dr. Wagner
is distinguished professor of medicine and
bioengineering at the University of
California, San Diego. An ATS member
since 1973, he currently chairs the
Society’s Task Force on Revenue
Diversification and is a member of the
Communications and Marketing, International Lung Health and
Planning Committees. His research interests include integrative
biology, oxygen transport and pulmonary gas exchange.

ATS OFFERS FELLOWS TRAVEL
SCHOLARSHIPS FOR ATS 2009

The ATS is pleased to announce the availability of 190 travel
scholarships for fellows in U.S. pulmonary/critical care training
programs. Supported by an educational grant from
GlaxoSmithKline, the scholarships will provide fellows with a
stipend of up to $1,425 to travel to the 2009 International
Conference in San Diego, California. The awards will also
include one year of in-training ATS membership.

“Supporting our fellows is of the highest importance, and we are
proud to offer financial assistance to help those in training to
attend the 2009 ATS International Conference,” said ATS
President Jo Rae Wright, Ph.D.

The ATS sent training program directors detailed information
about the travel scholarship program via e-mail in mid-March.
If you are a training program director who would like to recommend a fellow for a 2009 travel award, please contact Elizabeth
Guzman at eguzman@thoracic.org or (212) 315-8627.

2009 NATIONAL ASTHMA FORUM

Join leading asthma experts and future community leaders at
the Environmental Protection Agency’s National Asthma Forum
“Communities in Action for Asthma-Friendly Environments,” on
June 4 and 5, in Washington, D.C.

Attendees will learn how to improve program quality and
impact, build a sustainable asthma care enterprise and expand
the scope of services to improve the health and quality of life for
everyone with asthma in their communities. Participants will
also have the opportunity to network with innovative leaders in
asthma care and hear their best practices for starting, expanding and sustaining high-performing asthma care programs.
To learn more, visit www.epaasthmaforum.com.
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‘HILL DAY’ PUSHES FOR FDA REGULATION OF TOBACCO
Jo Rae Wright, Ph.D., Dennis E. Doherty, M.D., Donna
Appell, R.N., and Louis S. Libby, M.D., led a delegation
of more than 45 members of the Society’s Council of
Chapter Representatives (CCR), the ATS Public Advisory
Roundtable (ATS PAR) and the Clinicians Advisory
Committee (CAC) to Capitol Hill on March 10 to advocate for public health funding and legislation to curb
tobacco use.
At the annual CCR/PAR “Hill Day,” ATS clinicians
and researchers from around the country joined patient
advocates in urging lawmakers to pass the Family
Smoking and Tobacco Prevention Act, which would give
the Food and Drug Administration the authority to regulate tobacco products.
At a morning orientation session, ATS staff briefed
participants on the many legislative, regulatory and judicial issues on the Society’s D.C. radar screen. Participants
then visited more than 60 House and Senate offices to
show grassroots support for the FDA tobacco bill and
explain the need for a COPD program at the Centers for

Disease Control and Prevention.
ATS members met personally with
Senators Kay Hagan (D-NC) and Jim
Bunning (R-KY), and Representatives Brian
Bilbray (R-CA), Danny Davis (D-IL), Gene
Green (R-TX) and Jean Schmidt (R-OH). A
team led by ATS President-Elect J. Randall
Curtis, M.D., M.P.H., also had the opportunity to thank Representative Henry
Waxman (D-CA), sponsor of tobacco bill,
for his support.
The event concluded with an evening
reception, at which staff members from the
Senate Appropriations Labor-Health and
Human Services and Education subcommittee briefed attendees on prospects for NIH
funding.
Top:

Members of the Society’s CCR, ATS
PAR and CAC pose in front of the
Capitol on March 10.

Right:
ATS President Jo Rae Wright, Ph.D.,
with her senator, Kay Hagan (D-NC).

UPGRADED SOFTWARE AUTOMATES & FACILITATES PEER-REVIEW
The ATS peer-review unit has completed its migration
and upgrade to Manuscript Central v4, the online system now used by ATS members involved in the peerreview of articles submitted to the Society’s journals.
Among its many benefits, the Manuscript Central
software automates and facilitates the submission of
manuscripts and peer-reviewing capabilities, giving ATS
editors quick access to manuscripts, figures and related
materials. The upgraded system also conducts and
archives correspondence between the ATS and its
authors, editors and reviewers.
“The submission process has been streamlined for
authors and the new author ‘dashboard’ allows manuscripts to be uploaded from one screen, rather than having to navigate through 13 screens as Manuscript
Central v1 required,” said Edward Abraham, M.D., editor of the American Journal of Respiratory and Critical

NEW!
AT S N E W S

|

Care Medicine, who led the focus group that tested the
new system last year.
In addition to allowing editors and associate editors to more easily search for submissions and correspondence, Manuscript Central v4 also improves the
tracking of reviewer history and reporting statistics.
Reviewers now have immediate access to manuscripts,
whereas the v1 version required them to wait for a period of time after accepting an invitation.

The new upgrade will also facilitate manuscript
review activity for ATS journal reviewers, who can
receive up to three category 1 CME credits for each
online manuscript they review.
“Manuscript Central v4 provides a robust frontend to the online workflow for accepted manuscripts to
be posted ahead-of-print and for manuscripts and final
artwork to be prepared for online and print production,” continued Dr. Abraham. “It also allows for easier collection and review of conflict disclosures, which
complements the ATS COI Manager database.”
The software, he adds, brings the ATS one step
closer to its ultimate goal: implementing a fully digital
workflow for its publication processes.
To learn more about Manuscript Central v4, please
visit http://mc.manuscriptcentral.com/astjournals.

ATS/ACP TO LAUNCH DUAL MEMBERSHIP DISCOUNT PROGRAM

On July 1, 2009, the ATS and the American College of Physicians will launch a dual membership program that will allow full members of both societies to receive a 10-percent
discount on membership dues. For more information, stop by the ATS Center at the 2009
International Conference in San Diego, May 15 to 20, or visit www.thoracic.org and click
on “International Options” in the “Membership” drop-down menu.
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2. What are your top three goals for the ATS
and how do you plan to implement them?

Monica Kraft, MD

Dr. Kraft is professor of medicine and founding director of the Asthma, Allergy and Airway Center at Duke
University Medical Center. After earning her medical
degree from the University of California, San Francisco
in 1987, she trained at Harbor-UCLA Medical Center,
where she served as chief resident. She then completed her fellowship in pulmonary and critical care medicine at the University of Colorado Health Sciences
Center. Prior to joining the faculty at Duke University
in 2004, she spent almost a decade at National Jewish
Health directing both the pulmonary physiology unit
and the Carl and Hazel Felt Laboratory for Adult
Asthma Research.
In addition to being active in patient care, medical
student education and residency and fellowship training, Dr. Kraft’s research interests include the mechanisms of inflammation and remodeling in asthma, with
an emphasis on the role of infection and innate immunity in these processes. Her work has been continuously funded by the National Institutes of Health,
American Lung Association and Francis Families
Foundation since fellowship.
1. What qualifies you to be ATS President?

Since joining the ATS as a fellow 16 years ago, I have
been actively involved in the Society’s many initiatives
and activities. As the current chair of the International
Conference Committee, and a former member of the
Membership, Clinicians Advisory, Awards, Research
Advocacy and Program and Budget Committees, I
have gained a comprehensive understanding of the
goals and structure of the ATS.
I have also been active in the Assembly on
Allergy, Immunology and Inflammation. As a former
chair of its program committee and a member of its
nominating committee, I understand just how important assemblies are to the work of the ATS.
Internationally, I have represented the ATS at meetings
hosted by other respiratory societies, including the
European Respiratory Society, Japanese Respiratory
Society and Asian Pacific Society for Respirology. Thus, I
have seen how integral international members are to
the ATS, as we are truly a global society.

•
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OTE 2009

Through my involvement in these diverse activities, I have benefited professionally—the ATS has
helped me hone my professional skills in research,
patient care and advocacy. I feel that I now have the
opportunity to benefit the ATS by providing leadership to help advance its mission of preventing and curing respiratory diseases.

Secretary-Treasurer Candidate:

S O C I E T Y

1) Increase advocacy for lung disease: Lack of awareness about the prevalence of lung diseases is a serious
concern for communities around the world. If elected, I
will be an effective national and international advocate
for lung disease awareness. In addition to serving on
the ATS Research Advocacy Committee, I participated
in the state-wide COPD Task Force in North Carolina,
which worked to organize comprehensive programs
for the recognition and treatment of COPD. I was also
recently appointed to the board of the North Carolina
chapter of the American Lung Association. In this role, I
have had the opportunity to interact with policymakers about tobacco control, smoking cessation and
Medicare/Medicaid legislation. These experiences have
made it clear that the best way to increase advocacy
for lung disease is through continued and expanded
partnerships with local, national and international respiratory societies and funding agencies.
2) Expansion of research opportunities: We have a
diverse organization that includes researchers and clinicians from the global community. Continued involvement with the NIH is essential to be a leader in setting
research priorities in pulmonary, critical care and sleep
medicine. Given the global nature of the ATS, expanding collaboration with international research organizations is also essential. I have been involved in setting
NHLBI priorities for asthma research and served as a
member of the NIH’s Lung Cellular, Molecular and
Immunology Study section from 2004 to 2008. Given
my interest in clinical and translational research, I hope
to foster multi-disciplinary systems- and biology-based
programs that translate discoveries made in animal
models more directly to humans—and ultimately to
improved treatments for patients with lung disease.

3) Recruitment of trainees as ATS members with
the goal of sustaining involvement after fellowship:
This priority is linked to increased recruitment of clinicians as ATS members, given that an increased proportion of pulmonary and critical care trainees ultimately choose more clinical paths. While clinicians
make up the majority of attendees at our International
Conference, many are not ATS members. Streamlining
the membership process and providing educational
access through local courses throughout the year will
increase the value of ATS membership to these clinicians. My experience on the ATS Clinicians Advisory
Committee helped me to better understand the
needs of full-time clinicians, and what the ATS, as an
international society, can offer them. Therefore, I hope
to turn what I view as a potential challenge into an
opportunity for growth for the Society.
3. What would you identify as strengths of
the ATS?

Diversity of membership: Clinicians and researchers

from countries around the world have made the ATS
a truly global society.

VOTE NOW in the ATS
Secretary-Treasurer
Election

Providing a forum for the dissemination of new findings: The results of high-quality research performed by
ATS members are published in the Society’s outstanding journals and are disseminated at the annual ATS
International Conference.

need to continue to pursue creative revenue diversification, enhance development programs and exercise
fiscal responsibility, as growth is affected by changing
relationships with industry and conflict of interest
issues. As president, I would rely on the experience I
gained as a faculty member at National Jewish Health,
a non-profit institution that relies heavily on donors
for day-to-day functions, and as a former president of
the Colorado Thoracic Society. In these roles, I interacted with industry representatives, private donors
and other businesses to raise funds, which I believe
will serve me well if I am fortunate enough to be part
of the ATS leadership.

4. What would identify as weaknesses of
the ATS?

7. What role should ATS play as an international organization?

Support of trainees through research funding: The
ATS has done an outstanding job in offering research
grants that provide seed money for preliminary data–
the percentage of young investigators who transition
to K08, K23 and R01 grants is significant and growing.

Clinician involvement, as the partnership between
researchers and clinicians must be strong to translate
research findings to clinical care.

Challenges in communication between members
and leadership due to large size and structure: The
large size of the ATS is certainly a positive aspect of
the society, but mechanisms to quickly respond to
new opportunities or problems are essential in our
changing global environment.

The Assembly structure may not meet the needs of
all members: The current structure was developed
many years ago, and may not entirely meet the needs
of our diverse group of international researchers and
clinicians. Reevaluation of the assemblies is in progress,
and should be continued.
5. What do you see as present and future
opportunities for the ATS?

International advocacy, both in research and patient
care: The ATS already has a place at the world’s table
with regard to international treatment guidelines for
lung disease, but I would like to see increased involvement in pressing global issues such as climate change,
tobacco use and air quality (both indoor and outdoor). As an international organization, I see the ATS
as an advisor for national and international policy decisions regarding these issues.
Involvement in setting research priorities by the NIH:
With the high-quality research being done by our
esteemed membership, ATS members are already
involved in many areas of the NIH. I propose continued and expanded involvement to assist in setting
research priorities and working with U.S. government
agencies to increase awareness of lung disease and to
improve research funding.

Decreased reimbursement for clinicians and
research funding: Despite the recent stimulus package,
the future of federal funding is uncertain.

Advocacy for lung disease globally: As an international
organization, the ATS has an opportunity and responsibility to increase awareness of lung disease globally. This
cannot be done in isolation, and thus requires continued and expanded partnerships with respiratory societies and organizations that determine worldwide
treatment guidelines and influence public policy.

Provide value for international members and provide international opportunities for U.S. members:
Our members have a choice to join several pulmonary,
critical care and/or sleep societies, and we want to make
the ATS their first choice. We can do this by providing
educational value, opportunities in research and venues
to present their work and interact with colleagues.
8. What should the ATS do for its
membership?

The ATS has and will continue to provide research
and educational opportunities in respiratory, critical
care and sleep medicine, and also to disseminate the
information to ultimately improve the care of patients
with lung disease. To accomplish these goals, the ATS
will need to continue to partner with international
organizations and funding agencies.
9. How do you plan to advocate for
membership needs?

I would implement mechanisms through which members could easily communicate their needs and concerns to the leadership. My plans would include continued feedback from our Council of Chapter
Representatives, and exploring whether there are venues that could provide more interaction at our
Work with government agencies to maintain and
International Conference. Most importantly, I would
improve clinical reimbursement: Similar to our work
strongly encourage members to submit questions/sugto increase research funding, continuing to lobby govgestions through our Web site and via e-mail, as well
ernment agencies to maintain and improve clinical reimas increase the Society’s use of targeted surveys.
bursement is essential in this era of fiscal uncertainty.
6. What are some of the threats you see to
the ATS now and in the future?

Decreased revenue streams to the ATS due to the
economic downturn: One of the potentially major
threats to the ATS is its inability to achieve evolving
goals due to inadequate revenue sources. We will

10. What personal leadership qualities would
you bring to the role as an ATS officer?

Beyond my career-long dedication to pulmonary, critical
care and sleep medicine, I feel that one of my strengths is
my ability to listen to several viewpoints and perspectives
and ultimately focus upon collaboration, which I believe is
necessary to best serve our diverse organization.

To cast your vote, visit www.thoracic.org and click “Vote 2009.”
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As chair of the ATS Nominating Committee, I would like to strongly encourage you to vote in the 2009 SecretaryTreasurer election. After carefully reviewing the outstanding candidates, the Committee has selected two candidates
for election. Each candidate has written a brief statement and responded to 10 key questions regarding his or her vision
for the future of the Society.
Remember, your vote is critically important: the successful candidate will not only serve as ATS Secretary-Treasurer
for the 2009-2010 term, but as ATS President in 2012. Members can vote electronically by visiting the ATS Web site at
www.thoracic.org and clicking “Vote 2009.”

From the Chair
Claire M. Doerschuk, MD

Secretary-Treasurer Candidate:

Jesse Roman, MD

Dr. Roman is professor of medicine and director of
the Division of Pulmonary, Allergy and Critical Care
Medicine at Emory University. After earning his medical degree from the University of Puerto Rico School
of Medicine in 1983, he trained in internal medicine at
the San Juan VA Medical Center and completed his
fellowship at Washington University School of
Medicine, St. Louis. In 1991, he joined the faculty at
Emory, where he later co-founded the Interstitial Lung
Diseases Program.
Dr. Roman’s research explores the mechanisms
responsible for lung tissue remodeling and inflammation and the role of extracellular matrices in the control of cellular functions. This work includes studies in
vitro, in animal models of lung disease and, more
recently, humans. His research has been continuously
funded by the National Institutes of Health,
Department of Defense and the Department of
Veterans Affairs.
1. What qualifies you to be the ATS
president?

Having observed successful ATS presidents for two
decades, I believe that this position requires someone
who is experienced in many areas of medicine; someone who has the knowledge and experience to
address issues ranging from trends in patient care and
medical education to health economics and the political environment best suited for advocacy efforts. The
ATS president should be passionate about the organization and its goals—someone who can put a face to
the organization and effectively advance its many missions by carefully considering and prioritizing the
needs of its membership.
I have been privileged throughout my career to
engage in many aspects of medicine. But my passion
for these areas has been most tested and strengthened during my tenure as division director at Emory.
In the last seven years, the division doubled its faculty
(currently at 50), expanded its fellowship program
(from nine to 15 fellows in a three-year program),
increased dollars related to research from less than $1
million to more than $8 million, obtained not one but

two NIH T32 institutional training grants, and established new clinical enterprises. Those experiences have
provided me ample opportunities to learn about the
many facets of medicine and to work collaboratively
to achieve the goals at hand.
Through ATS committee and assembly work, I
have learned about the organization’s missions and
inner workings. Since joining the ATS in 1988, I have
chaired the Membership Committee and the Assembly
on Respiratory Cell and Molecular Biology’s Program
and Planning Committees. I have also been a member
of the Society’s Planning, Research Advocacy, Nominating, Revenue Development,Veterans Research Development and National Scientific Review Committees.
I believe that such experiences, combined with
my experience as councilor and now president for the
Southern Society for Clinical Investigation, as a formal
member of NIH and VA study sections, and my
involvement with medical education and patient care
in the VA system and inner-city and university hospitals, have given me both a unique perspective and skill
set that are useful for an ATS president.
2. What are your top three goals for the ATS
and how would you implement them?

It is my understanding that the ATS mission and vision
is set by its Board, and the leadership team’s job is to
implement that vision. Having said this, there are many
things a president can do to influence the organization
through promoting a culture of collaborative work
and participation, as well as advocacy. If given the
opportunity, I would:
1) Expand and strengthen an independent research
funding program;

2) Engage the membership more efficiently in advocacy at the national and international levels (e.g.,
education on respiratory disorders, training, gaps
in research funding, manpower issues related to
critical care medicine); and

3) Develop stronger ties with partners to address
local, national and international issues related to
global respiratory health, while carefully defining
approaches that address areas of potential conflict.
3. What would you identify as strengths
of the ATS?

The strength of this organization relies on three key
elements: the laudable goals it has chosen to pursue,
its strong leadership and, most importantly, its members who reflect multiple interests and talents. By tapping into the latter in a more aggressive fashion, we
can bring the most innovative ideas to the table.
4. What would you identify as weaknesses
of the ATS?

Often, the strengths of an organization also define its
weaknesses. In the case of the ATS, having such a large
and diverse membership brings the challenge of
meeting the needs of many. This can be addressed by
looking for new ways to engage members in the
workings of the organization. Another weakness
relates to the Society’s limited budget. This is not at all
unexpected for such a ‘young’ organization. But strong
efforts should be devoted to establish an effective

philanthropic program, such as those launched by the
American Heart Foundation and the American
Cancer Society.
Finally, I am concerned about the nature in which
business is conducted at the level of the assemblies. In
general, these groups focus heavily on preparing programs to be presented during the annual ATS
International Conference. I would like to see the
assemblies develop ‘working groups’ that address
other issues important to the ATS and work on more
diverse agendas throughout the year to advance our
society. We have begun to do this within the Assembly
on RCMB.
5. What do you see as present and future
opportunities for the ATS?
I see many opportunities for the ATS, including:

1) Partnering with national and international organizations (e.g., the NIH, ERS) to promote mutual
goals related to tobacco control, tuberculosis,
environmental hazards, and related global threats;

2) Influencing government and private organizations
to join the cause against lung disease while
addressing disparities in healthcare delivery;

3) Exploiting the talents of trainees and junior members to bring attention to gaps in education; and
4) Promoting research relevant to our entire membership.

However, I have learned that strategy is often
more about defining what should not be done, rather
than what should. Organizations like the ATS come
across many opportunities. The Society must clearly
define its short- and long-term goals and strategies in
order to prioritize and avoid overextension. In the
end, the success of such an organization is best measured by evaluating its impact through a number of
years, even decades. Thus, we may want to tackle all
opportunities that present, just not at the same time
or with the same vigor.
6. What are some of the threats you see to
the ATS now and in the future?

The ATS must not overlook the needs of its membership. It is crucial that we define ways to frequently
obtain information directly from members through
surveys and committee work. We must also clearly
define our vision and mission to our members, as well
as to our allies and partners. All ATS members should
be able to articulate the mission and vision of their
Society. Finally, it is important that our vision not be
driven by our resources; the latter should define our
strategy, not our vision. It is key to recognize that this
is a complex and multi-faceted organization. Not
everyone will be happy with a given action, yet the
membership should understand (and even predict)
course of action based on a good understanding of
who we are, what we stand for and what we do.
7. What role should ATS play as an international organization?

The ATS should develop strong partnerships with
international organizations to promote lung health and

combat respiratory disease. Initially, this can be accomplished by encouraging international membership, as
we are currently doing. However, a formal strategy to
develop international leadership in respiratory health
should be implemented. We could start by launching a
quarterly publication that focuses on international respiratory health (e.g., work hours for pulmonary fellows in Europe, smoke-related lung disease in Latin
America, tuberculosis in Vietnam and India; AIDS in
Africa; lung cancer in Japan; asthma in China; healthcare disparities in different minority groups abroad).
Translating our journals into other languages would
further advance this effort. Finally, consideration should
be given to establishing ATS ancillary offices in other
continents.
8. What should the ATS do for its
membership?

The ATS should continuously survey its membership
to ensure that it remains in touch with their needs
and interests. The Society should also find more ways
to engage members in its work throughout the year,
rather than engaging a few during the yearly ATS
meeting.
9. How do you plan to advocate for
membership needs?

First, we need to look at who belongs to the ATS.
Members include scientists, clinicians, nurses, educators, health advocacy experts, trainees and other
health professionals. Each group has its own needs
that fluctuate and we should approach them individually to understand how we can best meet them.
To this end, we need to re-survey the membership. Although general surveys are good, assembly
leaders could approach their members individually to
address this. Members should also be asked to provide feedback during the annual meeting in writing.
The next step is to narrow and prioritize the membership’s needs so that our goals are not only consistent with the vision of the organization, but also within
our power to achieve. Finally, a strategy should be
developed to address those needs. It should be the
job of the ATS president to ensure that these steps
are taken and that these goals are met.
10. What personal leadership qualities would
you bring to the role as an ATS officer?

I am humbled by the many great leaders and mentors
I have encountered throughout my career. I have done
what I can to incorporate their leadership qualities
into my own work. The ability to work well in a team
and inspire the troops toward excellence, as well as to
objectively evaluate goals and delineate a detailed
strategy are things that I treasure and I have incorporated into my career. However, I will re-state what I
told my colleagues the day I started as division director: “You are likely to find smarter and more accomplished people than I for this job, but I doubt you will
find someone more passionate about serving this
organization and respiratory and critical care medicine
in general.”

To cast your vote, visit www.thoracic.org and click “Vote 2009.”
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ATS ANNOUNCES
17 NEWEST RESEARCH PROGRAM AWARDEES

Now in its seventh year, the ATS Research Program continues to advance pulmonary, critical care and sleep medicine by providing individuals at the beginning of their careers with opportunities to conduct independent research and gather data to secure other grants.
Over the last few years, letter-of-intent submissions to the program have grown exponentially. After reviewing these letters, the ATS
Scientific Advisory Committee, co-chaired by former ATS president Sharon I. S. Rounds, M.D., and Francis X. McCormack, Jr., M.D., invited
investigators of the most highly ranked proposals to submit full research applications for scientific review. The Committee then ranked these
applications according to scientific merit and awarded grants to these 17 researchers.

ATS/Alpha-1 Foundation
Partnership Research Grant
Anna Blumental-Perry,
Ph.D., University of
Pittsburgh: “Cigarette
Smoke-Induced
Endoplasmic Reticulum
Stress Response in the
Pathogenesis of COPD”

ATS/ARDS Foundation/Sepsis
Alliance Partnership Research
Grant

Nikolaos Maniatis,
M.D., Ph.D., National
and Kapodistrian University of Athens: “Role of
Transcellular Permeability
Via Endothelial Caveolae
in Ventilator-Induced
Lung Injury”

ATS/Asthma and Allergy
Foundation of America
Partnership Research Grant
Jeoung-Sook Shin,
Ph.D., University of
California, San Francisco:
“Role of Fc Epsilon RI
Expression on Dendritic
Cells in Asthma”

ATS/Cystic Fibrosis Foundation
Partnership Research Grant
Theresa Laguna, M.D.,
M.S.C.S., University of
Minnesota—Twin
Cities: “Biomarkers of
Lung Injury and
Remodeling in Cystic
Fibrosis”

ATS/LUNGevity Foundation
Partnership Research Grants
Alexander Krupnick,
M.D., Washington
University in St. Louis:
“The Basis for Immunological Therapy of NonSmall Cell Lung Cancer”

Jessica Donington,
M.D., New York
University: “Functional
Heterogeneity of
Osteopontin Isoforms in
Lung Cancer”

ATS/Coalition for Pulmonary
Fibrosis Partnership Research
Grants
Melissa Hunter, Ph.D.,
The Ohio State University:
“MicroRNA Regulation
in Idiopathic Pulmonary
Fibrosis”

Harikrishna Tanjore,
Ph.D., Vanderbilt
University Medical Center:
“Contribution of EMT
to Pulmonary Fibrosis”

ATS/Pulmonary Hypertension
Association Partnership
Research Grants
Ari Zaiman, M.D.,
Ph.D., Johns Hopkins
University School of
Medicine: “Inhibition
of TGF Beta Signaling
in Endothelial Cells:
Role in Pulmonary
Hypertension”
Lunyin Yu, M.D., M.S.,
Massachusetts General
Hospital: “Role of
NHE1 Gene in Development of Pulmonary
Hypertension and
Vascular Remodeling”

ATS/Foundation for Sarcoidosis
Research Partnership Research
Grant
Lobelia Samavati,
M.D., Wayne State
University: “Role of
Intracellular NODLike Receptors in
Sarcoidosis”

ATS/The LAM Foundation
Partnership Research Grant

ATS/LAM Treatment Alliance
Partnership Research Grant
Caroline Heckman,
Ph.D., University of
Helsinki, Finland:
“Lymphangiogenesis
and LAM”

Elena Lesma, Ph.D.,
Università degli Studi di
Milano: “Development
of a LAM Model by
Using Human TSC2-/Cells Derived from a
Renal Angiomyolipoma.
A Pharmacological
Evaluation”

ATS Unrestricted Research Grants
Yang Jin M.D., Ph.D.,
University of Pittsburgh:
“Role of Caveolin-1 in
Hyperoxia-Induced
Acute Lung Injury”
Carolyn Baglole, Ph.D.,
University of Rochester:
“Novel Interaction of
the Aryl Hydrocarbon
Receptor with RelB in
Lung Fibroblasts
Reduces COPD”
Lynette Rogers, Ph.D.,
The Research Institute at
Nationwide Children’s
Hospital: “Lipoxin Receptor
(ALXR) and Inflammatory
Resolution in Lung Growth
Arrest and the Development of Bronchopulmonary Dysplasia”
John Alcorn, Ph.D.,
University of Pittsburgh:
“Mechanisms of TH17
Mediated Allergic Airway
Disease”

To learn more about the ATS’s partners in research, please visit www.thoracic.org/sections/research/ats-research-program.html.
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STUDY SHOWS VALUE OF
INVESTING IN MEDICAL RESEARCH

Late last year, a study commissioned
by three leading scientific institutions
in the United Kingdom demonstrated
that there are substantial financial and
social benefits associated with investing in medical research.

The report, commissioned by the
Medical Research Council, Wellcome
Trust and the Academy of Medical Sciences, focused on the
returns from U.K. investment into research on cardiovascular
diseases and mental health conducted between 1975 and
1992.

Researchers found that, for each pound invested into such
research, there was a stream of benefits equivalent to perpetually
earning 39 pence every year. Mental health research generated
benefits equivalent to 37 pence per pound invested each year.
The investigators also determined that the average “lag time”
between research spending and health benefits was 17 years.
“This report provides a fascinating insight into the substantial
benefits of medical research,” said Sir Leszek Borysiewicz,
chief executive of the MRC. “A key message we can take from
the findings—particularly during the current economic downturn—is that supporting a wide portfolio of research is very
important for future patient and wider economic benefit. It can
be hard to see the full potential of research at the outset, but
this study shows that investment at an early stage can pay very
healthy dividends further down the line.”
The year-long study was carried out by investigators from the
Health Economics Research Group at Brunel University, the
Office of Health Economics and RAND Europe. To read the
report in full, please visit www.wellcome.ac.uk/stellent/
groups/corporatesite/@sitestudioobjects/documents/
web_document/wtx052110.pdf.

NEW TIMELINE FOR RESEARCH
PROGRAM GRANT APPLICATIONS

The ATS has changed the
cycle for application to and
receipt of funding from its
Research Program. The
new 2009 portfolio, which
lists funding opportunities
to begin in fiscal year
2010, will be announced in late 2009. Below is the new timeline
the program will follow:

© iStockPhoto

NEWS

December 2009 New opportunities announced
March 1, 2010 Letters of intent due

June 1, 2010 Full applications due

August 1, 2010 Awardees notified

October 1, 2010 Funding cycle begins

For more information or to apply for a specific award, please
visit the ATS Web site in December 2009.
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COI MANAGEMENT: MORE THAN AN ACADEMIC EXERCISE
Disclosing potential conflicts of interest relevant to your
involvement in the Society’s activities, and having these disclosures assessed carefully and confidentially by your peers
and ATS staff has become increasingly important, both
legally and professionally.
Adhering to the ATS conflict-of-interest policy is not an
academic exercise or unnecessary additional responsibility. At a
scientific symposium during the 2009 International Conference
in San Diego, experts will focus on why COI management is so
vital to the ATS and its ability to function effectively.
“Educational accrediting organizations, legislators, litigants and even the media have questioned a number of
medical organizations about the transparency of their activities and their ability to manage potential conflicts,” said
Gregory Wagner, M.D., chair of the ATS Ethics and
Conflict of Interest Committee. “The process by which clinical guidelines are produced has received particular scrutiny,
as has CME and other interactions between professional
societies and industry.”
On Tuesday, May 19, “Industry and Conflict-of-Interest in
Our Professional Societies” will address these questions, as well as
the evolving relationships between medical organizations, academic institutions and the pharmaceutical and device industries.
New regulations and legislation have changed the
nature of these relationships. To comply with the updated
AdvaMed and PhRMA codes that respectively became effective in December 2008 and January 2009, drug and device
companies have changed how they market their products to
physicians, which will be evident in the Exhibit Hall at ATS
2009. Several companies have also announced plans to make
information on physician payments available to the public.
And the U.S. Senate is considering legislation that would
require such transparency for payments made under
Medicare, Medicaid or SCHIP.
“ATS guidelines and recommendations can have a profound impact on public health and medical practice, but
only if they are understood to be evidence-based and free of
bias,” said Dr. Wagner, who will co-chair the COI symposium with Molly Osborne, M.D., Ph.D., and Sylvia Hartl,
M.D. “Public perceptions and expectations are evolving
quickly, so ATS leaders and staff have been monitoring these
developments and implementing processes to improve its
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WHAT:

“C11: Industry and Conflictof-Interest in Our Professional Societies”

WHEN: Tuesday, May 19;
8:15 to 10:45 a.m.
WHERE: Room 6D of the San Diego
Convention Center (Upper Level)

ATS ENDORSES
PATIENT-CENTERED MEDICAL HOME

The ATS has joined the growing number of organizations
that have endorsed the patient-centered medical home
(PCMH), a healthcare model in which a designated
physician is responsible for coordinating all aspects of
patient care.
First proposed by the American Academy of
Pediatrics in 1967, the PCMH requires a personal physician who develops and monitors a care plan for each
patient enrolled in the “home,” and commonly incorporates mid-level providers and case managers who are dedicated to executing the care plan.
“It is thought that the PCMH will facilitate the part-

AT S N E W S

practices and educate its members.”
The goal of the symposium, he adds, is to promote discussion among ATS members and other attendees about COI
issues and ATS policies. Speakers will include Cathy DeAngelis,
M.D., editor of the Journal of the American Medical Association,
and Marcia Angell, M.D., former editor of The New England
Journal of Medicine. Holger Schunemann, M.D., Ph.D., ATS
documents editor, and John Balmes, M.D., chair of the
Society’s Publications Policy Committee, will also be on hand
to review ATS policies and specific issues that have affected ATS
assembly projects and publications.
Theodore Reiss, M.D., who chairs the ATS Drug/Device
Discovery and Development Committee, will provide his perspective as a researcher who is employed by the pharmaceutical
industry. And because COI is a global issue, Leonardo Fabbri,
M.D., past president of the European Respiratory Society, will
discuss how the landscape is changing in the U.S. and beyond.
For those who cannot attend the symposium at ATS
2009, look for an official report on the Society’s “Policy on
Management of COI in Official ATS Documents, Projects
and Conferences,” which will be published in the American
Journal of Respiratory and Critical Care Medicine later this year.
In the article, Drs. Osborne, Schunemann and Wagner will
summarize the underlying rationale and the developmental
steps that led the ATS Board of Directors to approve the policy last year. The document, which has been co-authored by
other members of the Society’s Ethics and Conflict of
Interest Committee, will also reference papers on COI that
have been published by other journals and societies.
Up-to-date information on ATS COI policies and procedures is available on the Society’s Web site at www.thoracic.org/
sections/about-ats/coi-management.
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nerships between physicians and other caregivers, patients
and family members that are so vital to achieving the best
health outcomes,” said Lee K. Brown, M.D., chair of the
Health Policy Committee, which recommended that the
ATS endorse the concept last spring. “It should promote
accessibility, continuity and consistency of care, leading to
improved quality and safety.”
In the PCMH, the designated physician is responsible
for coordinating all healthcare needs of patients enrolled in
the home, including arranging referrals for subspecialist
care—such as pulmonologists, intensivists or sleep physicians. Integral to the concept is the use of health informa-

ASSEMBLY MEETINGS, DINNERS
AND RECEP TIO NS AT AT S 2009

The Society’s 13 assemblies will hold their annual membership meetings at the 2009 International Conference in San Diego next month. All
assembly members and other interested parties are encouraged to
attend these meetings to receive updates on activities and projects, vote
for future assembly leaders and provide input on future directions.
Each assembly membership meeting, with the exception of the
Assemblies on Behavioral Science (BSA), Pediatrics (PEDS) and
Pulmonary Rehabilitation (PR), will be held on Monday, May 18, from
4:30 to 6:30 p.m. at the Manchester Grand Hyatt, which is a short walk
from the San Diego Convention Center. The Assemblies on BSA, PEDS
and PR will meet on Sunday, May 17, from 6:30 to 8:30 p.m., also at the
Grand Hyatt.
Some assemblies will also hold dinners or receptions following
their membership meetings. Since seating is limited, reservations need
to be made in advance and will be on a first-come, first-served basis.
Assembly Dinners
• Assembly on Allergy, Immunology and Inflammation; Monday, May 18,
6:30 to 10:30 p.m.; Manchester Grand Hyatt (supported by a generous
grant from Merck & Co., Inc.)

• Assembly on Respiratory Structure and Function; Monday, May 18,
6:30 to 10:30 p.m.; Manchester Grand Hyatt (supported by a generous grant from Merck & Co., Inc.)

Assembly Receptions
• Assembly on Sleep and Respiratory Neurobiology; Monday, May
18, 6:30 to 10:30 p.m.; Manchester Grand Hyatt (supported by generous donations from the LASH Foundation & Respironics Sleep
and Respiratory Research Foundation)
For more information on registration, visit www.thoracic.org and select
“Assemblies” from the quick links section on the left. Choose an assembly and click “Assembly News.”

tion technology to automate many of the required tasks.
The ATS endorsed the model because of its emphasis
on enhanced patient care and evidence that it betters health
outcomes and lowers costs. The Centers for Medicare and
Medicare Services (CMS) recently initiated a three-year
demonstration project to determine whether the idea has
merit. “The CMS project even allows for subspecialists, as
well as primary care providers, to assume the role of the personal physician in a PCMH that cares for patients with relevant chronic conditions,” Dr. Brown added. “Typical
patients in a pulmonary practice would be those with severe
asthma or COPD.”
A commentary in the September 18, 2008 issue of
The New England Journal of Medicine estimated that Medicare
could pay as much as $30 to $50 per patient, per month for
the extra work involved in providing care in a PCMH.
For more information on the PCMH, please visit
www.pcpcc.net.
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CONFERENCES, COURSES & MEETINGS
Activities sponsored or endorsed by the ATS and its chapters are listed in bold.

Pick Up Complimentary
Journals & Magazines
at ATS • 2009
Pick up copies of these

leading medical journals

and news magazines,

free-of-charge, during the
2009

ATS International

Conference next month.

These periodicals will be

available at the ATS 2009

Journal and Magazine

Annexes, both of which

will be located outside of

the Exhibit Hall in the San
Diego Convention Center.

JOURNAL ANNEX:

• American Journal of Respiratory
and Critical Care Medicine
• American Journal of Respiratory
Cell and Molecular Biology
• Canadian Respiratory Journal
• Clinical Respiratory Journal
• Journal of Physiology
• Journal of the American Medical
Association
• Journal of Sleep Research
• New England Journal of
Medicine
• Proceedings of the American
Thoracic Society
• Science
• The Lancet
• Thorax

MAGAZINE ANNEX:

• Advance for Managers of
Respiratory Care
• Advance for Respiratory Care
Practitioners
• Pulmonary Reviews
• RT for Decision Makers in
Respiratory Care

Research Program
Apply for the ATS Tobacco Dependence Research Fund Grants:
1.

DEADLINE September 1, 2009

ATS Tobacco-Dependence Research Fund
Grant (one grant available)
• This research award has been made
possible by a generous grant from the
ATS Tobacco-Dependence Fund.

2.

ATS/ALA of Hawaii Research Grant –
International Research Project US-Asia
(one grant available)
• This research award has been made
possible by a generous educational
grant from the ALA of Hawaii and the
ATS Tobacco-Dependence Fund.

3.

ATS/ALA of Hawaii Research Grant –
Open to all Geographic Areas (one grant
available)
• This research award has been made
possible by a generous educational
grant from the ALA of Hawaii and the
ATS Tobacco-Dependence Fund.
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The grants will be targeted to research in basic science,
genetics, neurogenetics, pharmacology, neuropharmacology, and clinical intervention and treatment in the area
of tobacco dependence. Preference will be given to
projects that, because of their novelty, require bridge
funding before becoming competitive for other funding
mechanisms.
Applicants may request up to $50,000/year for 2 years
for salaries, supplies or a combination of these two. A
primary goal of the ATS research program is to enable
new faculty-level investigators to make the transition to
careers as established investigators. Partnerships
between junior and senior investigators are strongly
encouraged, particularly for new investigators who are
within 1 to 5 years of the completion of their training.
For more information and to apply please visit the ATS
Web site at www.thoracic.org or contact Monica Simon at
msimon@thoracic.org.

TITLE

April 1
Newton,
Massachusetts

CONTACT

“64th Massachusetts Thoracic Society
Annual Meeting”

April 3
Minneapolis,
Minnesota

“Allergy & Clinical Immunology
Conference: 67th Annual Course,” sponsored by the University of Minnesota

Catherine Flood
Phone: (781) 890-4262
cflood@lungma.org

www.cmecourses.umn.edu

April 3 to 8
Darwin, Northern
Territory, Australia

“2009 Annual Scientific Meetings of the
Thoracic Society of Australia & New
Zealand and The Australian & New
Zealand Society of Respiratory Science”

www.thoracic.org/au

April 3 to 5
Scottsdale, Arizona

“Celebration of Pediatric Pulmonology
2009,” sponsored by the American
College of Chest Physicians

www.chestnet.org

April 10 to 13
Beijing, China

contact@epsworldlink.com
www.epsworldlink.com

April 17 to 19
Cincinnati, Ohio

“4th Peking Union International
Conference on Respiratory Medicine”
“2009 LAM International Research
Conference,” sponsored by The LAM
Foundation

Phone: (513) 777-6889
www.thelamfoundation.org

April 18 to 22
New Orleans,
Louisiana

“ASBMB Annual Meeting,” sponsored by
the American Society for Biochemistry
and Molecular Biology

meetings@asbmb.org
www.asbmb.org

April 23
Scottsdale, Arizona

“ABIM Pulmonary Recertification Module,” Phone: (480) 301-4580
Mcs.cme@mayo.edu
sponsored by the Mayo Foundation

April 23
Scottsdale, Arizona

“ABIM Critical Care Medicine
Recertification Module,” sponsored by
the Mayo Foundation

April 23 to 25
Toronto, Canada

“Canadian Respiratory Conference 2009,” www.lung.ca/crc
sponsored by the Canadian Thoracic
Society

April 24 to 26
Scottsdale, Arizona

“Multidisciplinary Update in Pulmonary
and Critical Care Medicine,” sponsored
by the Mayo Foundation

Phone: (480) 301-4580
Mcs.cme@mayo.edu

April 24 to 26
Fort Lauderdale,
Florida

“Ultrasonography: Fundamentals in
Critical Care,” sponsored by the
American College of Chest Physicians

www.chestnet.org

April 26 to 28
Toronto, Canada

“4th Conference of the Canadian Sleep
Society”

www.css-meeting.ca

May 8 to 12
Seattle, Washington

“Immunology 2009: The 96th American
Association of Immunologists (AAI)
Annual Meeting”

www.aai.org

May 12 to 15
Minneapolis,
Minnesota

“North American Research Conference on www.imconsortiumconference.org
Complementary & Integrative Medicine:
Collaboration to Promote Scientific
Discovery & Health,” sponsored by the
Consortium of Academic Centers for
Integrative Medicine

May 15 to 20
San Diego,
California

“2009 ATS International Conference,”
sponsored by the American Thoracic
Society

Phone: (212) 315-8600
ats2009@thoracic.org
www.thoracic.org

June 4 to 5
Washington, DC

“2009 National Asthma Forum,” sponsored
by the Environmental Protection Agency

www.epaasthmaforum.com

DATE & PLACE
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