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  COMMISSION ON ACCREDITATION FOR RESPIRATORY CARE

RESOURCE GUIDE
Responding to CoARC
Subthreshold Programmatic Outcomes
Practical guidance for Program Directors

	Purpose
A working guide for respiratory care programs that have received—or are at risk of receiving—an accreditation citation or Program Action Letter related to CoARC-established outcomes thresholds.



Prepared August 2026
Use with the current CoARC Program Action Letter, RCS instructions, and Executive Office guidance.
IMPORTANT EFFECTIVE-DATE NOTE
The attached 2027 Entry into Practice Standards were approved March 21, 2026, and become effective January 1, 2027. The same principal threshold values are also reflected in currently published CoARC materials, but programs should always verify the current website and their official correspondence before acting.


1. Start Here: What a Subthreshold Outcome Means
CoARC uses an outcomes-based accreditation process. Under 2027 Standard 3.07, each CoARC-numbered program must submit an annual Report of Current Status (RCS) with complete outcome data, analysis, and action plans for any subthreshold outcomes. Compliance is based on the most recent three-year average, rounded to the nearest whole number. Standard 3.08 requires programs that do not meet an established threshold to engage promptly with CoARC after written notification.
Sources: CoARC 2027 Entry into Practice Standards, Standard 3.07–3.08, pp. 41–44; CoARC 2022 Entry Standards (publicly posted, updated 2024).
Quick Reference: Thresholds and Related Indicators
	Measure
	Threshold
	Basis
	CoARC action?
	Program Director focus

	Respiratory Therapy Examination High Cut Score Success
	60%
	3-year average
	Yes
	Curriculum alignment, exam-domain analysis, testing strategy, remediation

	Retention
	70%
	3-year average
	Yes
	Early alert, progression points, academic/clinical support, attrition root causes

	Graduate satisfaction
	≥80% rate 3+ on each survey question
	3-year average
	Yes
	Survey item-level analysis; close feedback loops with graduates

	Employer satisfaction
	≥80% rate 3+ on each survey question
	3-year average
	Yes
	Employer/clinical partner feedback; competency and workplace-readiness gaps

	RRT credentialing success
	No CoARC threshold
	Report annually
	No threshold
	Use as an internal leading/lagging indicator and benchmark

	Job placement
	No CoARC threshold
	Report annually
	No threshold
	Track employability, local market, graduate follow-up

	NBRC exam content sections I–III
	85% of national mean
	Each reporting period
	Action plan required under 3.06; not listed as 3.07 threshold
	Target curriculum-based remediation by content section


Threshold sources: CoARC 2027 Standard 3.07, pp. 41–43. The 85%-of-national-mean content-section trigger is in Standard 3.06, p. 40 and should be treated as a required CQI action trigger rather than a 3.07 accreditation threshold.
	Do not confuse “minimum threshold” with “target performance.”
A program can be compliant and still have substantial opportunity for improvement. The 2025 CoARC Report on Accreditation reported national means of 84% for High Cut Score success and 92% for retention—well above the minimum thresholds. Use national and peer benchmarks to set internal goals above the compliance floor.



2. When You Receive a Program Action Letter
Treat the letter as the start of a documented accreditation dialogue, not as a one-time response. The strongest responses show that the program understands the problem, has tested plausible causes against the data, has implemented targeted changes, and is measuring whether those changes are working.
1. Read the letter literally: Identify every cited outcome, reporting period, required submission, due date, and supporting document. Build a compliance calendar immediately.
2. Contact CoARC promptly: Standard 3.08 calls for engagement as soon as written notification is received. Confirm expectations with the Executive Office and assigned Referee (if applicable) rather than relying on informal interpretations.
3. Freeze and validate the data: Reconcile cohort rosters, graduates, exam reports, survey files, exclusions, and calculations. Confirm that the problem is performance—not a denominator, coding, or reporting error.
4. Conduct root-cause analysis: Disaggregate the outcome by cohort, course, clinical site, admission profile, exam domain, timing, faculty assignment, and reason for attrition. Avoid choosing an intervention before the cause is reasonably supported.
5. Build a measurable action plan: For every action, specify owner, start date, expected completion, resources, process metric, outcome metric, review date, and decision rule.
6. Document implementation: Minutes, attendance, revised syllabi, tutoring logs, curriculum maps, faculty development, advisory committee recommendations, and student communications should create an auditable trail.
7. Evaluate and adjust: Compare post-intervention results with baseline and interim targets. If the intervention is not working, document the decision to modify it rather than simply continuing it.
Source: CoARC 2027 Standard 3.08, pp. 43–44.
A Practical Action-Plan Framework
	Element
	Question to answer
	Weak example
	Stronger example

	Problem statement
	What exactly is below threshold?
	Retention is low.
	Three-year retention is 66%; 70% is required. Most losses occur after the first-semester cardiopulmonary pharmacology course and before the first clinical rotation.

	Cause evidence
	What data support the cause?
	Students are struggling.
	Withdrawal interviews, course grades, and LMS data show that 72% of attrition cases had a D/F or withdrew from the same two courses before leaving.

	Intervention
	What will change?
	Provide tutoring.
	Add mandatory early-alert review after Exam 1, embedded tutoring twice weekly, and a structured remediation pathway tied to defined score triggers.

	Measure
	How will we know?
	Monitor progress.
	Process: ≥90% of flagged students contacted within 5 business days. Outcome: first-year persistence ≥80% in next cohort; three-year retention trajectory reaches ≥70%.

	Review rule
	What happens if it fails?
	Reassess annually.
	Faculty review after each term; if course pass rate remains <80% for two consecutive offerings, initiate course-level curriculum review and instructional redesign.


3. Improving High Cut Score Success
The CoARC threshold is 60% based on a three-year average. The metric is the percentage of program graduates—not merely test takers—who achieve the NBRC High Cut Score. Under Standard 3.06, programs must also analyze each of the three examination content sections and implement a curriculum-based action plan whenever performance is below 85% of the national mean for that section.
Source: CoARC 2027 Standards 3.06–3.07, pp. 40–42.
Diagnose before changing the curriculum
For exam-based outcomes deficiencies, use the NBRC Annual School Summary to determine whether diminished participation is negatively impacting the outcome, whether the issue is poor performance, or whether both factors are contributing.
Compare NBRC school and graduate performance reports across three years; look for persistent content-domain patterns rather than reacting to a single cohort.
Map weak exam content to specific courses, learning objectives, lab/clinical experiences, faculty assignments, and assessment items.
Review whether program exams measure application and clinical decision-making at a level comparable to the credentialing exam.
Check whether students who struggle on the exam also showed earlier warning signs in course exams, simulations, or clinical evaluations.
High-yield interventions
Use a formal curriculum map that links courses, objectives, NBRC content outlines, and local practice needs; update it when gaps or redundancy are found.
Perform exam-item analysis and blueprint major course exams to the content outline and cognitive level expected at entry to practice.
Create structured remediation after failed competencies or low benchmark performance, with reassessment rather than optional review alone.
Start board-preparation activities before the final weeks of the program: spaced retrieval, cumulative testing, test-taking strategy, and targeted review by domain.
Use faculty development to improve assessment quality, active learning, clinical reasoning instruction, and consistency across sequential courses.
Evidence to keep
Content-outline comparison/curriculum map; faculty and advisory committee minutes; item analyses; revised exams or rubrics; remediation protocols and completion data; student benchmark results; follow-up NBRC performance. 
4. Improving Retention
The CoARC retention threshold is 70% based on a three-year average. The CoARC definition starts with enrollment in the first core respiratory care course available only to students matriculating into the program and includes students who leave for academic reasons, professional/ethical violations, or program/institutional policy dismissals. Because the definition may differ from the institution’s retention metric, Program Directors should maintain a CoARC-specific cohort tracker.
Source: CoARC 2027 Standard 3.07, p. 42.
Retention Improvement Playbook
Admissions and onboarding: Use a holistic review aligned with institutional policy; provide clear expectations, prerequisite advising, orientation, and bridge support for known academic gaps.
Early alert: Use first-exam performance, LMS activity, attendance, clinical concerns, and faculty referrals to identify risk early. Define who acts, within how many days, and what happens next.
Academic support: Embed tutoring in high-risk courses; provide structured remediation for failed competencies; use faculty mentors for scheduled academic/career check-ins.
Clinical integration: Scaffold lab → simulation → clinical performance; hold mid-rotation check-ins; investigate clinical-site patterns when withdrawals or failures cluster.
Belonging and persistence: Use cohort-building and peer mentoring, and connect students quickly to institutional counseling, financial, academic, and other support services.
Policy clarity: Ensure progression and remediation policies are transparent and consistently applied. Review whether policy design unintentionally creates avoidable bottlenecks while maintaining rigor.
Exit intelligence: Use structured exit interviews/surveys. Code reasons for departure consistently so trends can be analyzed rather than stored as anecdotes.
Source: CoARC 2027 Standards 1.04 and 4.08 emphasize faculty involvement in progression policy and documented curriculum review/action planning.
	Useful internal leading indicators
Track persistence by semester, D/F/W rates in gateway courses, remediation completion and success, reasons for withdrawal, clinical failures, attendance/engagement triggers, and time from early-alert trigger to intervention. These measures help you act before the three-year CoARC average falls below the subthreshold level.



5. Improving Graduate and Employer Satisfaction
Graduate and employer surveys are administered six to twelve months after graduation. For each survey question, at least 80% of respondents must rate overall satisfaction at 3 or higher on a 5-point Likert scale; compliance is based on the three-year average of satisfactory responses.
Source: CoARC 2027 Standard 3.07, p. 42.
Analyze by item, not only the overall average: Identify the exact questions below threshold and group them into themes such as clinical readiness, communication, equipment/technology, professionalism, or specialty exposure.
Close the loop with clinical partners by bringing item-level findings to the Advisory Committee and clinical site representatives. Ask what behaviors or competencies employers are seeing and which experiences should be strengthened.
Tie concerns to curriculum and clinical experiences: Map survey concerns to course objectives, competencies, simulation scenarios, clinical rotations, and assessment rubrics. Avoid generic “increase rigor” responses.
Improve survey operations without manipulating results: Maintain accurate contact information, use a consistent survey calendar, document outreach attempts, and avoid selective follow-up that could bias responses.
Show evidence of effect: Document what changed, when it changed, who was affected, and whether subsequent survey items, clinical evaluations, or employer feedback improved.
6. Measures Without a CoARC Threshold: Still Use Them
RRT credentialing success and job placement must be reported annually, but the 2027 Standards do not establish a CoARC threshold for either measure. These indicators should still be part of the program’s CQI system because they can expose concerns in exam readiness, graduate confidence, local workforce alignment, or employer demand before those concerns appear elsewhere.
Source: CoARC 2027 Standard 3.07, pp. 42–43.
Treat RRT credentialing as a secondary exam-readiness indicator; compare it with High Cut Score success and timing of examination attempts.
For job placement, separate graduates seeking employment from those not seeking employment where reporting rules permit, and maintain consistent documentation of status.
Use alumni and employer relationships for both placement intelligence and curriculum feedback.
7. Recruitment and Program Viability: A Supporting Strategy
Recruitment is not itself a CoARC-established outcome threshold in Standard 3.07, but stable enrollment and a qualified applicant pool influence cohort size, resource planning, and long-term viability. Recruitment strategies should be evaluated as CQI activities rather than presented as a direct remedy for a threshold citation unless data show a relevant connection.
Build high-school/community outreach with counselors, health-science teachers, HOSA/STEM pathways, and hands-on “Discovery Day” experiences.
Refresh the program website with clear admissions requirements, authentic student/alumni stories, career information, and simple application checklists.
Use healthcare partners, alumni, and student ambassadors to expand awareness and create tuition/support pipelines where appropriate.
Track applicants, acceptances, enrollment conversion, event attendance, web traffic, and inquiry-to-application trends; review them with faculty and the Advisory Committee.
 
8. Documentation That Makes an Improvement Plan Credible
A strong accreditation response is not just a narrative. It is a chain of evidence connecting the finding → analysis → decision → implementation → result.
☐ Program Action Letter and all CoARC/Referee/CoARC Staff correspondence
☐ Validated RCS calculations and source reports (including NBRC reports)
☐ Cohort-level and item/domain-level analyses with clear denominators
☐ Root-cause analysis and meeting minutes showing faculty engagement
☐ Action plan with responsible person, timeline, resources, measures, and review date
☐ Revised curriculum map, syllabi, assessments, rubrics, remediation processes, or policies, as applicable
☐ Faculty development records and implementation dates
☐ Advisory Committee minutes showing discussion and recommendations—not merely announcements
☐ Evidence of student communication and access to support resources
☐ Follow-up data showing whether interventions were effective and what was changed next
 
9. Suggested 30–60–90 Day Response Plan
	Window
	Primary objective
	Key actions
	Deliverable

	Days 0–30
	Validate and understand
	Confirm CoARC requirements; reconcile data; identify affected cohorts/items/domains; meet faculty/DCE; initiate Referee/CoARC Staff dialogue.
	Validated baseline + problem statement + preliminary root-cause analysis

	Days 31–60
	Implement targeted changes
	Approve action plan; revise curriculum/support processes; assign owners; launch interventions; brief AC/administration.
	Signed action plan + implementation evidence + monitoring dashboard

	Days 61–90
	Measure early effect
	Review process measures and early outcome indicators; correct implementation gaps; document decisions; prepare required progress report materials.
	Interim evaluation + updated action plan + evidence packet




10. Fillable Action-Plan Template
	Outcome / citation
	


	Current 3-year result and threshold
	


	Affected cohort(s) / reporting years
	


	Problem statement
	



	Root-cause evidence
	



	Action 1: owner / start date / resources
	



	Action 2: owner / start date / resources
	



	Process measure(s)
	


	Outcome measure(s) and interim target(s)
	


	Review dates and decision rules
	


	Evidence retained
	


	Status / next decision
	




11. Program Director Habits That Prevent Repeat Findings
Review Standards and Interpretive Guidelines at least annually and before major program changes; distinguish “must” requirements from “should” recommendations.
Use the RCS as a management tool throughout the year, not only as an annual submission.
Maintain a standing outcomes dashboard with three-year averages plus leading indicators by cohort.
Engage the DCE, Medical Director, faculty, and Advisory Committee in analysis so knowledge is distributed and decisions are documented.
Build relationships with CoARC Executive Office staff and the assigned Referee (if applicable); verify policy/process questions at the source.
Use peer mentorship with experienced Program Directors to review annual reports, handbooks, curriculum, and outcomes plans.
Document sustained improvement over time—not just the existence of a new policy or intervention.
 
12. Online Benchmarking Context
The 2025 CoARC Report on Accreditation provides useful context for setting internal performance targets above minimum compliance levels. For the 2025 RCS, CoARC reported a mean retention rate of 92% (with 4 programs below 70%) and a mean TMC High Cut Score success rate of 84% (with 29 programs below 60%). The report also shows a very high mean employer satisfaction and identifies the number of programs that fall below the 80% threshold. These data are benchmarks, not new thresholds.
Online source: CoARC, 2025 Report on Accreditation in Respiratory Care Education (published 2026), pp. 9 and 77.
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