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INTRODUCTION: Transitioning from an associate degree to a baccalaureate degree for respira-
tory therapists has been suggested as a new entry-level educational standard. One potential risk for
this change is that it may limit the diversity of potential applicants for entry-level education. A
diverse workforce is important to achieve the goal of reducing healthcare disparities. This study
evaluated characteristics of therapists who completed associate and baccalaureate degree entry-
level education. METHODS: A secondary analysis of data collected from the 2009 AARC Respi-
ratory Therapist Human Resource Survey explored relationships between the choice of entry-level
associate or baccalaureate education and variables of gender, race, salary, career advancement, and
job satisfaction. RESULTS: There were no differences between therapists with entry-level associate
and baccalaureate degrees in gender, race, number of additional healthcare credentials, numbers of
life support credentials, wages, delivering respiratory care by protocol, and job satisfaction. There
were significantly higher percentages of advanced academic degrees, desire to pursue a higher
academic degree, registered respiratory therapist credentials, total National Board for Respiratory
Care credentials, and leadership roles for therapists with baccalaureate entry-level degrees.
CONCLUSIONS: Current entry-level associate and baccalaureate degree graduates have similar
gender and race proportions. This finding challenges concerns that an entry-level baccalaureate
degree would decrease the diversity of the respiratory therapist workforce. Key words: respiratory
care; respiratory therapist; diversity; education; training; credentials. [Respir Care 2014;59(12):1817–1824.
© 2014 Daedalus Enterprises]

Introduction

Respiratory therapists care for patients with both acute
and chronic breathing problems across the entire age spec-
trum. According to the Bureau of Labor Statistics, respi-
ratory therapy is one of the fastest growing allied health-

care professions and is expected to increase by 28% from
2010 to 2020 (http://www.bls.gov/ooh/healthcare/respira
tory-therapists.htm, Accessed November 10, 2013). The
Commission on Accreditation for Respiratory Care ac-
credits respiratory care education programs that offer a
minimum of an associate degree (http://www.coarc.com/
29.html, Accessed March 23, 2014). In 2011, the associate
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degree was the most common degree offered by 384 (86%)
of 444 accredited respiratory care programs. A baccalau-
reate degree was offered by 59 (11%) of the programs.
Currently, there are 381 (87%) programs that award asso-
ciate degrees and 57 programs (13%) that award bacca-
laureate respiratory degrees. Thus, the associate degree,
usually awarded by community colleges, continues to pro-
vide the most common path to obtain entry-level education
for respiratory care in the United States.
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A series of conferences, titled 2015 and Beyond, were
convened to look at the required skills and education needed
for future respiratory care practice. One recommendation
from the third conference in the series was to increase the
entry-level education of respiratory therapists to a bacca-
laureate degree.1 This shift toward advanced degrees par-
allels a similar movement in nursing. Outcomes research
related to surgical patients in the United States showed
that care provided by nursing staff with a greater percent-
age of baccalaureate degrees at magnet hospitals had a
14%reduction in theoddsof in-patient deathwithin30days2

and lower mortality and failure-to-rescue rates of surgical
cancer patients.3,4 In Canada, 2 studies addressing the care
of adult medical patients showed a relationship between
decreased 30-d mortality when cared for by baccalaureate
nurses.5,6 Building upon the findings from outcomes re-
search, the Institute of Medicine recommended that the
number of nurses with baccalaureate degrees be increased
from the present level of 50% to 80% by 2020. The same
report suggested that nurses without baccalaureate degrees
should enter degree programs within 5 y of graduating
from their associate or diploma programs.

Raising the entry-level education of respiratory thera-
pists to a baccalaureate degree may provide similar bene-
fits to patients. The American Association for Respiratory
Care (AARC) encouraged development of baccalaureate
and higher educational degree programs in respiratory care
to meet the demands of providing services requiring com-
plex cognitive abilities and patient management skills
(http://www.aarc.org/resources/position_statements/
education.html, Accessed November 10, 2013).1 To date,
however, no outcomes research with care provided by ther-
apists who have predominately baccalaureate degrees has
been conducted.

Disparities in gender, race, and socioeconomic status
exist among baccalaureate degree graduates across all ac-
ademic degrees.7,8 These disparities could prevent poten-
tial respiratory therapy applicants from pursuing bacca-
laureate degrees. Thus, changing to an entry-level bacca-
laureate degree could negatively impact the diversity of
the profession’s applicant pool. After World War II, men
completed bachelor’s degrees more frequently than
women.9 This trend shifted around 1980.9-12 By 2003, the
ratio of women to men who completed their bachelor’s
degree was 1.35 to 1.9 Women completed the greatest
numbers of bachelor’s degrees across all racial catego-
ries.13

Minority healthcare providers are more likely to work in
underserved areas and serve minority clients. The Sullivan
Commission on Diversity in the Healthcare Workforce
noted that 25% of the United States population was com-
posed of African Americans, Hispanic Americans, and Na-
tive Americans. However, the percentages of nurses (9%),
physicians (6%), and dentists (5%) from these minority

groups do not mirror the nation’s diversity. Data on respi-
ratory therapists were not reported. This current shortage
of minority healthcare professionals was cited as a poten-
tially significant contributor to the nation’s healthcare dis-
parities.14 Regarding education in minority populations,
African-American and Hispanic students are more likely
to attend community colleges than 4-y institutions.15 Con-
sistent with these data, white and Asian students complete
more bachelor’s degrees than their African-American, His-
panic, and Native American counterparts. The lower num-
bers for the latter groups result from both lower enrollment
as well as persistence once enrolled.16 Although race is
often reported in higher education disparities, the largest
differences in graduation are affected more by other vari-
ables that correlate with race such as lower family in-
come.17,18

An individual’s socioeconomic status (SES) is affected
by the relationship among biological and social factors.
This complex relationship has 2 aspects. The first aspect is
resources, such as education, income, and wealth. The
second aspect is social rank, such as social class.19 Stu-
dents from greater wealth are statistically more likely to
attend 4-y colleges than students from less wealthy fami-
lies.20 Students from families with a lower SES base their
college choices more on the availability of aid than stu-
dents coming from higher SES families. Even more im-
portantly, students from lower SES categories are less likely
than their higher SES counterparts to complete baccalau-
reate degrees once enrolled.18,21-24 Students from lower
SES groups had more interruptions in their baccalaureate
degree completion and thus had a lower degree completion
rate than students from higher SES groups.20,22 Continu-
ous enrollment improved graduation rates by � 30%.22

The inability to complete a bachelor’s degree, no matter
the reason, reduces earning potential and prevents the ac-
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Current knowledge

The 2015 and Beyond conferences have recommended
that a baccalaureate degree should be the new entry-
level educational standard. The impact of this recom-
mendation on diversity of the profession and job satis-
faction has not been determined.

What this paper contributes to our knowledge

A survey of current entry-level associate and baccalau-
reate degree graduates demonstrated similar race and
gender proportions. These data suggest that the move to
an entry-level baccalaureate standard would not nega-
tively impact diversity of the workforce.
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cumulation of wealth that could be passed on to future
generations, thus maintaining inequality.

Presently, the impact of gender, race, and socioeco-
nomic factors on choices of entry-level educational stan-
dard for respiratory therapy between an associate degree
offered at community colleges to a baccalaureate degree
offered at a university is unknown. Therefore, this study
utilized the 2009 AARC Human Resource Survey of Re-
spiratory Therapists25 to explore the relationships between
these variables and choice of associate degree or bacca-
laureate degree entry-level education. This study addressed
whether there were differences between therapists with
associate and baccalaureate entry-level respiratory therapy
education with regard to (1) gender and race; (2) pursuing
higher academic degrees, the highest academic degree
achieved, rate of achieving the registered respiratory ther-
apist (RRT) credential, the number of National Board for
Respiratory Care (NBRC) specialty credentials, the num-
ber of advanced life support credentials, and additional
healthcare credentials; (3) wages and primary job title; and
(4) the use of respiratory care by protocol and job satis-
faction.

Methods

A secondary analysis of the data collected from the
2009 AARC Respiratory Therapist Human Resource Sur-
vey25 was used to determine whether there is a relationship
between demographic variables and choice of entry-level
educational degree for respiratory care. This research was
conducted at Rush University (Chicago, IL), and the au-
thors obtained institutional review board approval for the
study. The list of variables that was extracted from the
2009 AARC survey were the demographic variables of
gender and race; variables linked to education such as
respiratory therapy training/education, college degree when
eligible for respiratory therapist credentials, currently pur-
suing a higher academic degree, highest academic degree
obtained, NBRC credentials earned, advanced life support
credentials, and additional healthcare credentials; employ-
ment variables such as wages and job title; and practice-
related variables such as the use of respiratory care by
protocol and job satisfaction.

The 2009 AARC Human Resources Survey contained
data on gender and race. Gender options were male and
female. Survey participants could record their race as Na-
tive American or Alaska Native, Asian, Black or African
American, Native Hawaiian or Other Pacific Islander, or
White. Each of these 5 options had a checkbox for either
Hispanic or Latino or Not Hispanic or Latino. Individuals
who selected any of the Hispanic or Latino options were
classified as Latino and not included in another racial cat-
egory even if one was selected.

Survey participants identified their respiratory therapy
training/education as on-the-job trainee, entry level, or ad-
vanced level, eligible for the RRT. They also could select
among associate’s, bachelor’s, or master’s as options for
the college degree that they earned when they became
eligible for their respiratory therapy credential. Options for
the highest academic level achieved were some high school,
but no diploma; high school diploma or GED; some col-
lege, but no degree; associate’s degree; bachelor’s degree;
master’s degree; or doctoral degree. A dichotomous yes/no
response option was available for a question about pursu-
ing a higher academic degree. Survey respondents who
indicated that they were pursuing a higher degree were
asked whether it was to advance their respiratory care
career or change careers. The pursuit of higher degree
analysis only included the data for individuals who planned
to remain in the respiratory care profession.

The survey also listed options for credentials from the
NBRC, advanced life support, and related healthcare spe-
cialties. A sum of each participant’s total credentials from
the 3 separate categories was computed. The NBRC cre-
dential section had responses for certified respiratory ther-
apist (CRT), certified pulmonary function technologist
(CPFT), neonatal/pediatric specialist (CRT-NPS or RRT-
NPS), sleep disorders specialist (CRT-SDS or RRT-SDS),
registered pulmonary function technologist (RPFT), and
RRT. The advanced life support group included advanced
cardiac life support (ACLS), basic cardiac life support
(BCLS), neonatal resuscitation protocol (NRP), and pedi-
atric advanced life support (PALS). Finally, the survey
listed other specialty credentials such as certified asthma
educator, certified cardiographic technician, certified case
manager, certified hyperbaric technologist, emergency
medical technician, paramedic, registered cardiovascular
invasive specialist, registered electroencephalography tech-
nologist, registered electrophysiology technologist, regis-
tered polysomnographic technologist, registered vascular
or cardiac ultrasound credential, and others.

The human resources survey collected several measures
of wages. These included hourly base wage; pay differen-
tials for shift, weekend, holiday, and on-call; bonuses; and
estimated total wage for the year 2008 in primary, second-
ary, and third job. This study analyzed only the estimated
wage for the primary job. Job titles for the survey partic-
ipants’ primary job were condensed into three main cate-
gories to provide a sufficient number of items in each
category to conduct the chi-square statistical analysis. The
category names followed by the original response vari-
ables in parentheses were: leadership (director, clinical
specialist, and supervisor), therapist (staff therapist/tech-
nician, pulmonary function technologist, and sleep tech-
nologist), and educators (instructor/educator and disease
manager/patient educator).
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Finally, the analyses included 2 survey elements related
to job characteristics. Respondents rated their job satisfac-
tion from 1 to 5, where 1 meant “unsatisfied, I am ready to
quit this job” and 5 meant “completely satisfied, I want to
stay in this job.” They also responded yes or no to the
question, “Do you deliver respiratory care by protocol
when providing direct patient care?”

Statistical analyses explored the relationship among the
study variables and the associate degree and baccalaureate
degree entry-levels of respiratory care education with two-
tailed tests and differences considered to be significant
when P � .05. The chi-square test was used to assess
whether there was any relationship between therapists with
associate and baccalaureate entry-level education and re-
spiratory therapists’ gender, race, current pursuit of ad-
vanced academic degree, highest academic degree, com-
pletion of RRT credential, primary job title variable, and
use of respiratory care by protocol. Differences between
the entry-level education and the total number of advanced
respiratory care credentials, total number of additional cre-
dentials, total number of advanced academic degrees, and
estimated wages from the primary job variables were an-
alyzed by using the Student t test. Finally, Spearman’s rho
correlation was used to analyze job satisfaction.

Results

Of the total of 3,139 respiratory therapists who responded
to the 2009 AARC Human Resources Survey, 2,461 re-
spiratory therapists (78.4%) identified themselves as hav-
ing an associate or baccalaureate degree at the time they
were eligible for their respiratory care credential.

Analysis of the demographic variables of gender and
race showed that no statistical difference between thera-
pists with associate and baccalaureate entry-level respira-
tory therapy education emerged. Race was analyzed ini-
tially by using the racial categories from the original survey.
However, there were insufficient numbers of respiratory
therapists in the Native American or Alaska Native, Asian,
Black or African American, and Native Hawaiian or Other
Pacific Islander categories to conduct a chi-square analy-
sis. Therefore, the race data were analyzed by looking at
whether there were differences between the number of
white respiratory therapists and respiratory therapists from
all other minority groups (nonwhites). The results are sum-
marized in Table 1.

The next group of research questions evaluated how
respiratory care credentials earned differed among thera-
pists with associate degree and baccalaureate degree entry-
level education. According to chi-square test results, sig-
nificant differences existed in the numbers of therapists
who achieved the RRT credential and the highest aca-
demic degree achieved. The effect size for the RRT cre-
dential was weak (� � .076), with 94% of the total of

baccalaureate entry-level respiratory therapist respondents
having the RRT credential compared with 88% of entry-
level associate degree respondents. There were a greater
number of respiratory therapists with an entry-level asso-
ciate degree pursuing higher academic degrees (20.7%)
than baccalaureate degree entry-level therapists (16.2%).
Among associate degree entry-level therapists who went
on to earn baccalaureate degrees, 30.4% also earned mas-
ter’s degrees compared with only 21.5% of baccalaureate
degree entry-level therapists. However, only 10.8% of all
associate degree entry-level therapists went on to earn grad-
uate degrees after entering respiratory care practice. These
results appear in Table 2.

A greater number of baccalaureate entry-level therapists
earned respiratory care credentials through the NBRC than
their associate degree counterparts. There were no group
differences in the numbers of additional credentials (eg,
certified asthma educator, certified cardiographic techni-
cian, certified case manager, certified hyperbaric technol-
ogist, and emergency medical technician) and life support
credentials among the 2 different entry-level degree cate-
gories. A summary of these results appears in Table 3.

Table 1. Chi-Square Test Results Comparing Gender and Race
Variables Among Entry-Level Degrees

Associate
Degree

Baccalaureate
Degree

P

Gender
Female 1,216 287 .06
Male 701 201

Race
White 1,443 383 .14
Nonwhite 389 85

Table 2. Chi-Square Test Results Comparing Academic Categorical
Data for Entry-Level Degrees

Associate
Degree

Baccalaureate
Degree

P

Registered respiratory
therapist

Yes 1,729 472 .001*
No 230 30

Pursuing a higher academic
degree for respiratory
care career

Yes 379 75 .03*
No 1,452 389

Highest academic level
Bachelor 484 391 � .001*
Graduate 211 107

* P � .05.
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The next analyses explored differences between thera-
pists with associate and baccalaureate entry-level respira-
tory therapy education and their estimated wages from
their primary job in 2008. The result of the Student t test
revealed no statistically significant difference ( P � .35)
between wages of respiratory therapists’ with entry-level
baccalaureate degrees ($63,650, � $49,848) and entry-
level associate degrees ($61,602, � $41,635).

The results of chi-square analyses suggested that there
was a statistically significant difference between therapists
with associate and baccalaureate entry-level respiratory
therapy education with regard to primary job title, but not
in the use of respiratory care by protocol. More respiratory
therapists with baccalaureate entry-level degrees held lead-
ership (40%) and educator (12%) primary job titles com-
pared with respiratory therapists with associate degrees
with leadership (37%) and educator (7%) titles. As a re-
sult, 56% of entry-level associate degree therapists worked
in therapist roles compared with 48% of the entry-level
baccalaureate group. The Cramér’s V for this analysis was
0.078, indicating a weak effect. The comparison of the 2
different entry-level education groups with their experi-
ence in delivering respiratory care by protocol showed that
an equal percentage (67%) of baccalaureate and associate
respiratory therapists were responsible for delivery of re-
spiratory care by protocol. See Table 4 for further details.

Spearman rank-order correlations were conducted to ex-
plore the relationship between the respiratory therapists’
job satisfaction in their primary job. The results suggested
that there was no significant relationship (rs � �0.02,
P � .33) between associate and baccalaureate entry-level
education with regard to job satisfaction.

Discussion

One concern about advancing the entry-level education
for respiratory therapists is that the applicant pool may not
be as diverse if the entry-level requirement is raised from

an associate degree to a baccalaureate degree. In the dis-
cussion following a recent article in this journal, Kac-
marek addressed the need to have therapists enter the pro-
fession with baccalaureate degrees.26 He noted that moving
toward an entry-level baccalaureate degree would change
the demographics. The findings from this study’s analyses
using the 2009 AARC Human Resources Survey call this
assumption into question. Similar demographic propor-
tions for gender and white race emerged among respon-
dents who earned associate and baccalaureate degrees when
they completed their entry-level education. These findings
show that the current baccalaureate degree programs at-
tract therapists with similar diversity to those in associate
degree programs.

Several authors report that, currently, women complete
more bachelor’s degrees than men.9-13 Findings from this
present study are consistent with the literature. It is note-
worthy, however, that the percentage of men who com-
pleted baccalaureate degrees was greater than the percent-
age of men who completed associate degrees. The
demographic shift in baccalaureate completion from men
to women occurred in the 1980s.9 The specific age of those
who earned entry-level baccalaureate degrees was not eval-
uated in this study. Thus, the relatively greater proportion
of men having baccalaureate compared with associate de-
grees in this study may not reflect the current trends across
all disciplines.

The analysis of racial diversity showed a similar pro-
portion of whites and nonwhites among therapists who
earned associate degrees and baccalaureate degrees upon
entering the profession. The percentages of whites who
enrolled in the entry-level associate and baccalaureate de-

Table 3. Student’s t-Test Results Comparing Baccalaureate and
Associate Degree Entry-Level Data for Advanced
Credentials

Associate
Degree

(Mean � SD)

Baccalaureate
Degree

(Mean � SD)
P

Total NBRC credentials 1.91 � 0.89 2.03 � 0.99 .007*
Number of additional

credentials
0.26 � 0.54 0.32 � 0.59 .07

Number of advanced life
support credentials

2.52 � 1.19 2.52 � 1.18 .96

* P � .05.
NBRC � National Board for Respiratory Care

Table 4. Chi-Square Results Comparing Baccalaureate and
Associate Degree Entry-Level Data Among Job Roles

Associate
Degree

Baccalaureate
Degree

P

Deliver respiratory care by
protocol

.98

Yes 1,251 323
No 621 160

Primary job category .002*
Leadership (director,

clinical specialist, and
supervisor)

620 940

Therapist (staff therapist/
technician, pulmonary
function technologist,
and sleep technologist)

173 207

Educator (instructor/educator
and disease manager/
patient educator).

122 50

* P � 0.05.
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gree programs were 79% and 82%, respectively, which
mirrors the general United States population. Whites com-
prise 77.9% of the total population as reported by the
United States Census Bureau’s data from 2012 (http://
quickfacts.census.gov/qfd/states/00000.html, Accessed
February 9, 2014). This study’s high percentage of white
therapists created too many cells in the chi-square analysis
with low expected values to conduct separate analyses for
African-American, Hispanic, Asian, and Native Ameri-
can/Alaskan Native categories. Thus, the distribution of
therapists among minority categories for associate and bac-
calaureate entry-level programs could not be analyzed.

The similar proportion of nonwhites for both entry-level
degree programs found in this study is consistent with the
broader literature on race and degree completion. Although
there are higher levels of poverty in children from African-
American, Native American/Alaska Native, Hispanic, and
Native Hawaiian or Other Pacific Islander minority
groups,27 it is tempting to assume that baccalaureate de-
gree completion is influenced by race. In contrast, the
literature supports that a family’s socioeconomic status
rather than race likely mediates acquisition of a baccalau-
reate degree.17,18,22-24 In practical terms, white students
from lower SES families are less likely to pursue bacca-
laureate degrees, and nonwhite students from higher SES
families are more likely to pursue baccalaureate degrees.

The database used in this study did not contain any
information about the therapists’ socioeconomic (SES) sta-
tus at the time they entered the respiratory care profession.
Thus, no conclusions can be drawn about how SES af-
fected the choice of entry-level degree. The preponderance
of associate degree entry-level programs did not allow
individuals who might have preferred a baccalaureate de-
gree to choose that option. Analyses from this study dem-
onstrated that a greater number of entry-level associate
degree graduates (20.7%) were pursuing advanced degrees
compared with baccalaureate degree colleagues (16.2%).
Of those entry-level associate degree therapists who com-
pleted their baccalaureate degree, 30.4% went on to com-
plete their master’s degree versus only 21.5% of entry-
level baccalaureate therapists. Thus, the historical data
support the desire for therapists to have advanced degree
options. Some might argue that the current system of com-
pleting an associate degree first and then pursuing a bac-
calaureate degree is satisfactory. However, the number of
individuals who complete baccalaureate degrees may be
lower through this pathway as the number of times an
individual needs to start and stop education reduces the
chances of completing a baccalaureate degree.22

Although the direct impact of socioeconomic status on
degree completion could not be assessed, data from the
2009 United States Census Bureau indicates that individ-
uals with a baccalaureate degree earn $13,700/y more on
average than individuals with associate degrees.13 The 2008

estimated wages for entry-level associate and baccalaure-
ate degrees therapist did not differ from each other. How-
ever, the 2009 AARC Human Resources Survey reveals
that the job titles of educator, director, and supervisor are
linked to both greater numbers of higher academic degrees
and overall higher salaries, respectively.25 Thus, a higher
salary for a therapist with a baccalaureate degree may not
be present at entry level. Rather, the advanced degree pro-
vides therapists with foundational skills to prepare for lead-
ership positions. The salary increase comes later and is
associated with the leadership roles. Thus, a therapist with
an entry-level baccalaureate degree has the potential to
improve SES in the longer-term.

The primary question posed in this study was whether
increasing the entry-level degree requirement to a bacca-
laureate degree would have a negative impact on the di-
versity of the respiratory care profession. The results above
indicate that gender and the number of therapists from
minority backgrounds were similar among the 2 different
categories of entry-level education studied. Variables that
could not be assessed were whether the distribution of
therapists within minority groups differed among entry-
level education level and whether there were fewer indi-
viduals from lower socioeconomic backgrounds. Some
might argue that balanced gender and race sufficiently
satisfy diversity concerns. Others might counter that bal-
anced SES representation in the respiratory therapist work-
force would enhance the ability of therapists to understand
the specific challenges patients in low-SES environments
face and identify potential solutions that those from other
backgrounds cannot. Whether there is or is not an imbal-
ance of SES status among entry-level baccalaureate ther-
apists remains unknown.

Although a comprehensive discussion of how to de-
velop greater diversity for the respiratory care profession
is beyond the scope of this paper, the benefits of a diverse
respiratory care workforce must be considered. Less and
lower quality healthcare is received by African Americans,
Native Americans, and Hispanic Americans.14 Therapists
representative of these minority groups can help colleagues
and organizations both understand the problems that limit
healthcare for these individuals and design systems that
will close the health disparities gap. Further, patients need
healthcare providers who can speak the same language and
dialect as they do. Among the numerous strategies cited by
the Sullivan Commission on Diversity in the Healthcare
Workforce was the importance of having diverse faculty to
help recruit and retain students from minority back-
grounds.14

One point of controversy regarding the move to an en-
try-level baccalaureate degree is that a shortage of thera-
pists would occur. Individuals who are attending commu-
nity colleges to obtain their education may choose an entry-
level associate degree option for economic reasons.
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However, many students enter academia with career aspi-
rations to obtain baccalaureate and graduate degrees. Thus,
programs that offer baccalaureate degrees would likely be
successful recruiting equally diverse students in regards to
gender and race. The difference that cannot yet be an-
swered is whether there would be significant differences in
SES of future therapists.

Additional questions related to credentials and job roles
were also addressed in this study. Individuals with entry-
level baccalaureate degrees more often had the RRT cre-
dential and had a greater number of credentials from the
NBRC. That said, it should be noted that the NBRC con-
ducted an evaluation of the first-time pass rates on the
CRT, written RRT, and clinical simulation exams.28 The
results indicated that exam scores from graduates of bac-
calaureate degree programs differed significantly from as-
sociate degree graduates, but the effect size of the differ-
ence was too small to be practically significant. At first
glance, this finding may appear as though associate and
baccalaureate entry-level therapists have equivalent respi-
ratory care skills. However, an advanced degree provides
respiratory therapists with the potential to master more
clinical skills, critical thinking, participation in more com-
plex and higher clinical skill procedures, and understand-
ing clinical research.1 The current NBRC exams do not
measure the writing, research evaluation, and other skills
offered in baccalaureate programs. Thus, a different as-
sessment would be needed to evaluate whether the entry-
level associate and baccalaureate respiratory care prepara-
tion are equivalent with each other.

The analyses in this study showed that entry-level bac-
calaureate degree therapists had more NBRC credentials
such as the RRT-NPS, RPFT, or RRT-SDS. These cre-
dentials imply that therapists have more advanced knowl-
edge that could lead to enhanced clinical skills and im-
proved patient care. The precise reason for the increased
number of advanced credentials was not evaluated. Poten-
tial explanations may include a self-selection bias of a
commitment to continuing education by baccalaureate de-
gree therapists, greater emphasis on obtaining advanced
credentials in baccalaureate programs, or perhaps greater
contact time with faculty over the course of the baccalau-
reate degree program. The baccalaureate entry-level de-
gree participants did not differ in the number of other
healthcare credentials that were earned nor the number of
advanced life support credentials. Furthermore, job-related
variables such as job satisfaction and performing respira-
tory care by protocol did not differ among groups.

In summary, the analysis of data from the 2009 AARC
Human Resources Survey indicated that there was similar
diversity in gender and white versus nonwhite therapists
among associate and baccalaureate entry-level education
programs. The impact on SES diversity and resultant
changes to the delivery of care to patients remains un-

known. The advance to a baccalaureate entry-level degree
has the potential to enhance socioeconomic standing of
individuals who enter the profession by promoting growth
in a career ladder, assist in earning more specialty creden-
tials, and develop more research and critical thinking skills,
which has the potential to improve patient care.

Limitations

This study was a secondary analysis of the 2009 AARC
Human Resource Respiratory Therapist Survey, so limita-
tions of the primary study apply to the present study.25

Many respiratory therapists did not respond to the survey.
Additionally, there were 3,942 people who accessed the
survey, but only 3,139 submitted responses. There were
112,700 respiratory therapists in 2010 according to the
United States Bureau of Labor Statistics (http://www.bls.
gov/ooh/healthcare/respiratory-therapists.htm, Accessed
November 10, 2013). Thus, the respondents for this survey
represent only 2% of the total population. Furthermore, the
responses from respiratory care educators, hospital direc-
tors, AARC members, and asthma educators were over-
represented and likely biased the results. In addition, anal-
yses conducted in this study such as the need to group job
titles into categories and small numbers in the individual
minority race categories contributed to potential sources of
error.

Furthermore, the exact number of baccalaureate respi-
ratory care programs and their locations throughout the
United States in 2008 is not known. Additionally, the prox-
imity of survey participants to a baccalaureate entry-level
program at the time of entry-level education could not be
determined. Thus, it is not known whether individuals who
may have wanted to pursue a baccalaureate entry-level
degree could have easily chosen one.

Conclusions

The study showed that the proportions of women and
minorities who graduated from entry-level associate and
baccalaureate programs were similar among respondents
from the 2009 AARC Human Resources Survey. The im-
pact of SES on the diversity of respiratory therapists could
not be assessed with the available data. The overall wages
between baccalaureate and associate degree entry-level
therapists did not differ; however, therapists with bacca-
laureate degrees obtained upper level management and
education positions that were associated with higher wages
and succeeded in obtaining more professional credentials.
Toward that end, earning a baccalaureate degree enhanced
the opportunity to improve SES. Therefore, increasing the
entry-level baccalaureate educational standard for respira-
tory therapy would not necessarily harm the diversity of
the profession.
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