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NO INSTITUTIONAL ENDORSEMENT. This publication is an independent TA14 educational and technical governance
reference. It is not authored, reviewed, approved, sponsored, or endorsed by the American Lung Association. It is not a
clinical guideline, a regulatory determination, a completed examination, a certification, or a grant of authority. No
American Lung Association representative is represented as a TA14 registrant.

THE GOVERNING QUESTION

Does this proposed consequence have sufficient Admissible Evidence,
Applicable Authority, and Established Standing to become reality NOW?

Clinical knowledge can support a recommendation. A recommendation can motivate a proposed building
intervention. Neither, by itself, establishes the authority to implement every physical, institutional, or
automated consequence.

Source basis: American Lung Association, Invisible Risks, supplied 14-page PDF; page numbers below refer to the
report's printed pages (cover unnumbered). TA14 analysis is clearly distinguished from report findings.
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01 / Scope, source, and admissibility
This reference examines the interface between healthcare professional education about indoor air
pollution and decisions that alter real-world building or environmental conditions. It does not challenge
the Association's clinical education mission or infer a governance failure from its survey.

What the source supports: a descriptive nationwide survey of healthcare professionals' self-reported
knowledge, attitudes, and practices; a discussion of barriers; and a description of education,
decision-support, and patient-facing resources. What it does not establish: a particular facility's measured
exposure, a specific patient's diagnosis, an individual professional's authority to direct building
equipment, or implementation-level enforcement of proposed actions.

02 / Evidence actually reported

Report finding Reported result Source

Survey usable responses 901 from all 50 states and DC Executive
summary; p. 5

Exposure assessment relevant to patient
care

804 / 901 (89.2%) agree or strongly
agree

p. 1; p. 6

Satisfied with knowledge of IAP health
effects

241 / 901 (26.7%) agree or strongly
agree

p. 1; p. 6

Well prepared to discuss IAP health effects 388 / 901 (43.1%) agree or strongly
agree

p. 6

Discuss IAP with few or no patients 444 / 901 (49.2%) p. 1; p. 9

Likely to recommend exposure-mitigation
interventions

653 / 901 (72.5%) p. 9

The survey was distributed December 5, 2023 to February 5, 2024; 1,201 submissions were received and 901 were
retained after exclusions. Responses describe surveyed professionals, not a measured rate for every US healthcare
professional. The report identifies knowledge and time as barriers to patient conversations (pp. 4, 10).
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03 / The crossing from evidence to action

Stage Question to preserve

Scientific / clinical evidence What exposure, finding, source, and uncertainty are actually supported?

Clinical interpretation What recommendation is justified for this patient and circumstance?

Proposed environmental
consequence

What exactly would change: ventilation, filtration, remediation, access, or
equipment operation?

Authority and standing Who may approve, order, fund, perform, and verify the action, within
what scope?

Execution-time reality Are conditions, constraints, permissions, and safety assumptions still
valid NOW?

Outcome record What occurred, what did not occur, and what evidence was preserved?

04 / The eight TA14 anchors
REALITY → RECORD → CONTINUITY → ADMISSIBILITY → BINDING → COMMIT → EXECUTION → OUTCOME.
This is the governing summary chain, not a claim that the full canonical 24-link implementation collapses
to eight steps. The detailed architecture retains additional boundaries, including execution-time reality,
admissible non-occurrence, and prevented consequence between commitment and execution.

05 / Worked example: proposed ventilation increase

Observation / proposal

A healthcare professional discusses potential indoor particulate exposure with a patient and recommends
reducing sources and improving ventilation. The report identifies increased ventilation among the
mitigation approaches respondents said they were likely to recommend (p. 9). This is an illustrative
scenario, not an incident documented in the survey.

Authority boundary

Before a school or clinic changes HVAC operation, the responsible parties must establish site conditions,
system constraints, applicable engineering and infection-control requirements where relevant, the
responsible decision maker, authorization scope, and a traceable execution record. A clinician's
recommendation does not by itself confer authority to override facility controls.
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Changed-context test

If outdoor smoke, a mechanical fault, or a new safety constraint changes the operating context after
approval, execution must not be presumed valid merely because the earlier recommendation was
credible. The implementation must show how the changed condition is evaluated and how execution is
prevented or held where authority is insufficient.

06 / Dispositions and what they mean

Disposition Governance meaning

ALLOW Specific consequence supported within defined evidence, authority, standing, scope, and
current conditions.

HOLD Material evidence, condition, or authorization unresolved; execution not established.

DENY Required boundary fails or action is prohibited within the examined scope.

ESCALATE Competent authority, additional review, or conflict resolution required.

These are TA14 examination dispositions, not outcomes reported by the American Lung Association.

07 / Eight proposed showroom teaching visuals

01 The Invisible Risk

Indoor exposure and clinical concern: what the report actually surveyed

02 The Knowledge Gap

89.2% relevance versus 26.7% knowledge satisfaction; different questions, same respondent sample

03 From Patient Conversation to Recommendation

Separate discussion, assessment, recommendation, and physical intervention

04 Who Owns the Building Consequence?

Clinical, facility, engineering, regulatory, and patient roles are not interchangeable

05 Evidence Continuity

Source, measurement context, professional judgment, and intervention record

06 The Authority Boundary

Admissible Evidence + Applicable Authority + Established Standing + NOW
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07 COMMIT Is Not EXECUTION

Changed conditions, non-occurrence, and prevented consequence

08 Outcome and Accountability

Document what changed, what did not, and whether intended health outcomes were established

08 / Examination protocol before any institutional claim

A. Freeze the proposition

Identify one specific proposed action and the organization, location, actor, and consequence.

B. Preserve original evidence

Retain the report, measurement sources, applicable standards, dates, limitations, and any conflicting
evidence.

C. Identify competent authorities

Document clinical, facility, engineering, occupational, and statutory authority separately where
applicable.

D. Test execution-time validity

Specify revocation, expiry, changed-condition, sensor-failure, and override scenarios.

E. Demonstrate enforcement

Show whether an implementation actually blocks unauthorized execution; architecture diagrams alone
are insufficient.

F. Publish bounded findings

Record ALLOW, HOLD, DENY, or ESCALATE with rationale, uncertainty, and non-endorsement.

09 / Limitations and next steps
No site-specific sensor data, clinical records, signed operating procedures, authority delegations,
control-system logs, or commissioning evidence were supplied for this reference. Accordingly, no real
building intervention has been adjudicated. The baseline is not frozen; the present disposition is HOLD
pending a registered proposition and evidence set. No claim of clinical efficacy or reduction in exposure
follows from this governance interpretation.

Recommended next stage: build the eight distinct educational visuals; prepare a narrated showroom with
an explicit independent-interpretation notice; include this downloadable reference; and invite technical
correction from clinicians, indoor-air researchers, building operators, and the American Lung Association
without implying institutional participation.
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10 / Source and attribution
American Lung Association. Invisible Risks: Assessing Healthcare Professionals' Knowledge, Attitudes and
Practices Around Indoor Air Quality. User-supplied PDF, 14 pages (cover plus 13 numbered report pages).
Key evidence: executive summary p. 1; survey methods p. 4; results pp. 5-10; engagement and resources
pp. 11-12. This document paraphrases selected findings and does not reproduce the report in full.
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