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Before you Begin – PHCC Application Process 

Thank you for your interest in the PHCC Accreditation Program. Centers will complete an 
application that will assess the program in five areas: Center Director, Center 
Coordinator, Program Staff & Support Services, Facilities, and Clinical Research (if applicable). 
The initial application must be completed in one sitting and will take approximately 45 minutes to 
complete once all supporting materials have been collected. 

The following documentation is required unless otherwise noted and will be collected during the 
application process. Please have all documents prepared and collected before you start the 
application. 

REQUIRED DOCUMENTATION - ADULT RCP
• Director CV and CMEs
• Co-Director CV and CMEs (if applicable)
• Coordinator CV, CMEs/CEUs and License
• PH Program Staff Table – required template provided in folder
• Letters of Support – sample templates provided below

o Institutional
o Collaborative Care
o Rheumatology
o Cardiac Anesthesia
o Lung Transplant
o Congenital Heart Disease
o CTEPH Program
o Palliative Care
o Pulmonary/Cardiac Rehab
o Cardiac Cath Lab Director
o Echo Lab Director
o PFT Lab Director

• Proof of Echo Lab Accreditation (if applicable)
• Exercise Testing Report – 6MWT, CPET, or SHAPE
• Cardiac Cath Lab Protocol for diagnosis of PH patients
• Inhaled Prostacyclin Protocols

o If providing parenteral prostacyclins, prostacyclin infusion protocol
• PI & Primary Clinical Research Coordinator CVs (if applicable)
• List of PH-related program publications over the preceding 5 years (if applicable)
• PH Research Studies Table (if applicable - template in folder)
• IRB Approval and/or Renewal Letters for studies listed PH Research Studies Table (if applicable)

Below, a sample of the Adult RCP accreditation application has been provided for your review. 
Please note this application is to be used to prepare for your final application submission, and all 
applications must be submitted through the application portal on the PHA website. 

If you have any further questions regarding the initial application process, please reach out to 
PHCC@PHAssociation.org. 

https://phassociation.org/phcarecenters/application/
mailto:PHCC@PHAssociation.org
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LETTERS OF SUPPORT TEMPLATE SAMPLES 
(Please Place on Your Institutional Letterhead and Have Each Letter Signed by the Individual) 

GENERAL LETTER OF SUPPORT TEMPLATE - SAMPLE 

Date 

To the Pulmonary Hypertension Association (PHA) Pulmonary Hypertension Care Centers (PHCC) 
Review Committee: 

I am pleased to acknowledge my role as (note role) in support of the (name of institution) PH 
program in their current application to become a PHA-accredited center. 

*INSERT ADDITIONAL WORDING*

In conclusion, I confirm my support to the efforts of this program as it seeks accreditation 
through the Pulmonary Hypertension Association Pulmonary Hypertension Care Centers 
initiative. 

Respectfully, 

Name 
Title 
Department/Division, Institution 

INSTITUTIONAL LETTER OF SUPPORT TEMPLATE - SAMPLE 

Date 

To the Pulmonary Hypertension Association (PHA) Pulmonary Hypertension Care Center (PHCC) 
Review Committee: 

This letter is to acknowledge that I am aware of the current PHA PHCC application from our local 
program, including the financial obligations of the program. I additionally confirm that (name of 
institution) supports the application for accreditation and provides ongoing financial support for this 
clinical program. This support specifically includes but is not limited to (list examples of financial 
support provided). 

*INSERT ADDITIONAL WORDING*

Please contact me if you have any questions or require additional information. 

Sincerely, 

Name 
Title 
Institution 
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COLLABORATIVE CARE LETTER OF SUPPORT TEMPLATE SAMPLE 

(Please Place on Your Institutional Letterhead – included table is required) 
 

Date 
 
Program Director 
Title  
Program Name 
Address 

 
To the Pulmonary Hypertension Association (PHA) Pulmonary Hypertension Care Centers (PHCC) Review 
Committee: 

 
I am pleased to acknowledge our role in supporting the (name of institution) PH program in their current 
application to become a PHA-accredited Regional Clinical Program PHCC.  Our program provides clinical 
support to help (name of institution) manage PAH patients at receiving parenteral prostacyclin therapies 
and provides advanced PAH care as needed.   I attest to our clinical involvement as noted below. 

 
In conclusion, I confirm my support to this PHCC applicant program as it seeks accreditation through the 
Pulmonary Hypertension Association Pulmonary Hypertension Care Centers initiative. 

 
Sincerely, 

 
Name: Title: 
Department/Division, Institution: 
 
1. Approximately how many PH patients has the applicant site sent to your facility 

for consultation in the last 3 years? 
 

________ 
2. Were these patients appropriately evaluated and diagnosed prior to referral to 

your facility? 
Y           N 

3. Were these patients referred in a timely fashion, relative to the severity of their 
condition? 

Y           N 

4. When requested, does the referring program remain actively involved in the 
management of patients after referring to your facility (i.e., co-management)? 

Y           N 

5. Has communication between applicant and your site been timely and effective? Y           N 

6. Has the site referred patients to your program for consideration or enrollment in 
clinical trials? 

Y           N 

7.    Please provide additional comments about the applicant program or about your relationship with   
       the program that the Review Committee may find useful.  
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CTEPH/PULMONARY ENDARTERECTOMY LETTER OF SUPPORT TEMPLATE SAMPLE 
(Please Place on Your Institutional Letterhead included table is required) 

 

Date 
 
Program Director 
Title  
Program Name 
Address 

 
To the Pulmonary Hypertension Association (PHA) Pulmonary Hypertension Care Centers (PHCC) Review 
Committee: 

 
I am pleased to acknowledge our role in supporting the (name of institution) PH program in their current 
application to become a PHA-accredited Regional Clinical Program PHCC.  Our program provides clinical 
support to help (name of institution) manage PAH patients by serving as a CTEPH/PEA/PTE Center and 
providing associated care as needed.  I attest to our clinical involvement as noted below. 
 
In conclusion, I confirm my support of this PHCC applicant program as it seeks accreditation through the 
Pulmonary Hypertension Association Pulmonary Hypertension Care Centers initiative. 

 
Sincerely, 
 
Name Title 
Department/Division, Institution 
 
1. Approximately how many PH patients has the applicant site sent to your facility 

for consultation in the last 3 years? 
 

________ 
2. Were these patients appropriately evaluated and diagnosed prior to referral to 

your facility? 
Y           N 

3. Were these patients referred in a timely fashion, relative to the severity of their 
condition? 

Y           N 

4. When requested, does the referring program remain actively involved in the 
management of patients after referring to your facility (i.e., co-management)? 

Y           N 

5. Has communication between applicant and your site been timely and effective? Y           N 
6.    Please provide additional comments about the applicant program or about your relationship with 
the program that the Review Committee may find useful.  
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Yes, inpatient/ Yes, outpatient/ Yes, both inpatient & outpatient/
Yes, co-manaed with regional CCC/ No

Mia Chiarelli
Stamp

Mia Chiarelli
Stamp
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Yes, coordinator/ Yes, other program staff/ No

Yes, pulmonary based program with cardio consultants / Yes, cardiology based program with pulm consultants
Yes, joint pulmonary-cardio program/ No, pulmonary consult not available/No, cardiology consult not available

Yes, on-site/ Yes, referral/ No
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Yes, multidisciplinary group at Center/ Yes, established referral/ No

Yes, BPA/ Yes, PTE/ Yes, Both/ No

Yes, performed on-site/ Yes, referral/ No

Yes, performed on-site/ Yes, referral/ No

Yes, vascular surgery / Yes, interventional radiology/ Yes, other/ No

Yes, dedicated to program/ Yes, shared across depts./ Yes, referred out or as needed/ No

Yes, both inpatient & outpatient/ Yes, only inpatient/ Yes, only outpatient/ No
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Yes, on-site/ Yes, referral/ No
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Research is not a requirement of adult RCP accreditation - all questions below are optional
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Mia Chiarelli
Stamp


	REQUIRED DOCUMENTATION
	(Please Place on Your Institutional Letterhead and Have Each Letter Signed by the Individual)
	INSTITUTIONAL LETTER OF SUPPORT TEMPLATE - SAMPLE
	Educating center & hospital staff, Mentoring trainess at Center, Involved in community outreach/support groups, PH-related committee work
	Educating center staff, Educating allied health care practitoners, promotion of medical & general community disease awareness, Involvement in PH support group activities




