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Most patients can benefit from some level of rehabilitation services. The 
individual’s needs and the family’s needs and abilities to provide care must 
be determined carefully.  Family counseling and education can also be 
considered responsibilities of the rehabilitation professional.  
 
The rehabilitation professional should become involved prior to the patient's 
discharge from the acute care setting. In this way, maximum consideration 
can be given to rehabilitation alternatives as well as to alternatives for long-
term care and provision of services. The rehabilitation professional, in 
consultation with a rehabilitation counselor, rehabilitation nurse or social 
worker familiar with the long-term care needs of the ventilator dependent 
patient, can help resolve a lot of problems for the family and the patient and 
provide the most cost-effective approach to long-term case needs. This will 
help realize the potential to maintain the patient free of complications and 
provide the best quality of life possible. The program should not only meet 
the needs of the individual but, just as important, should meet the needs of 
family members as well. 
The rehabilitation professional becomes the team leader, coordinating 
information from the physicians; nurses; occupational, physical and speech 
therapists, social worker, and any other health related professionals who may 
have been involved in the acute care of the individual or will be providing 
long-term services. The suppliers of durable medical goods, pharmaceuticals 
and items that require monthly replacement should also be selected prior to 
discharge.  
Although financial restraints often limit the amount and type of services that 
can be provided, there are still many ways to utilize the variety of programs 
that are available to the individual. The rehabilitation professional has an 
obligation to bring his or her own experience and recommendations to the 
discharge planning team and make sure that decisions and recommendations 
are based on adequately developed information and data. Although it is not 
always possible to educate members of an acute care team, this should not 
preclude the rehabilitation professional from educating family members and 
legal representatives so that in the final analysis, those in a position to make 
decisions are doing so based on the best possible information. 
Assessing the Need for Rehabilitation 
One of the first crucial steps in discharge planning is determining what the 
next step in the rehabilitation process will be. The needs of one individual 
might be best met at a specialized facility for further rehabilitation, while it 
might be more suitable for others to be directly discharged either home or to 
a nursing home. It is extremely important that the rehabilitation professional 
carefully consider the opinions and recommendations of other team members. 
But as a cautionary note, it should be added that many health related 
professionals have only worked in an acute care setting and do not 
understand and have little experience with specialized rehabilitation 
programs and the long-term care needs of these individuals. As a result, their 
recommendations often include very simplistic approaches or statements, 
such as that the patient should be institutionalized to allow the family to get 
on with their lives. 
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It has not been uncommon to find such recommendations given to family 
members, with little thought as to how such a statement will affect them or 
how it will affect the quality of the patient's life in the future. Quite frankly, 
if we are going to develop and utilize medical techniques that allow more 
severely disabled patients to survive, then we have an absolute obligation to 
provide the best quality of services available to maintain the individual as 
free of complications as possible and to provide the best quality of life we can. 
As a general rule, most patients can benefit from some level of rehabilitation 
services prior to discharge to the long-term care program. In the case of 
quadriplegics with a C-l or C-2 lesion, this will allow a smooth transition 
from the acute care setting to the long-term care setting. Early rehabilitation 
will make the most of a patient's potential to use sophisticated aids designed 
for the disabled, such as environmental control units, while also providing a 
maximum level of support for psychosocial adaptation to disability. 
 
Severely brain damaged patients in a coma or moving toward a long-term 
vegetative state may benefit from a coma stimulation program. Time is 
needed before discharge to develop the best possible maintenance program 
to keep these individuals free of contracture deformities, decubitus ulcers, 
pulmonary complications, nutritional complications or other problems. It is 
important to assess each patient's needs before final decisions are made, and 
strong considerations must be given to rehabilitation alternatives. It is 
inappropriate to assume that all patients at this severely impaired level of 
functioning cannot benefit from rehabilitation. Although rehabilitation for 
these individuals may not result in a return to independent living or 
independent functioning, it does offer an opportunity to increase a patient's 
psychosocial adaptation to disability, the appropriateness of the 
maintenance program and our ability to maintain this patient in the be 
possible circumstances.  
Assessing the Family's Potential for Home Care 
The family's potential for delivery of home care services must be 
determined before a final decision can be made on permanent placement.  
This includes evaluating the family's readiness to accept the individual in 
the home and each family member’s ability to adjust to major changes in 
the home environment. The needs of the family are often forgotten in the 
discharge planning process. Some health care professionals seem to feel 
that the needs of the patient take absolute precedence over the needs of 
the family; it is assumed the family members will provide whatever 
services are necessary to care for the patient. My own approach is 
somewhat different but not at an unusual among rehabilitation 
professionals: Even when a patient is a member of a strong, supportive 
family, it is absolutely essential to recognize the patient's severe disability 
often has a serious impact on individual family members and on the 
family unit as a whole. There are two ways rehabilitation professionals 
should provide services to the family:  the first is family counseling and 
the second is family education.   
Family Counseling.  During counseling, individual family members may 
express a wide range of emotional and psychological responses to the 
patient’s disability ranging from feelings of guilt to anger to denial.  Until 
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each individual can be helped to move through each of these stages, it is often 
impossible to develop an effective long-term care plan. The counseling process 
must not only help family members deal with their responses to disability, 
but it must also help them changes in life-style and home environment that 
will bring the patient home for long-term or permanent care.  

 
The rehabilitation professional must also provide another aspect of 
counseling services, which is to help the maximum use of public or private 
programs that provide financial support for the costs of therapy for family 
members for the individual patient. Sources of financial aid include: care 
insurance policies; private agencies such as the Cerebral Palsy Society, the 
Epilepsy Society, the Association for Retarded Citizens and other 
foundations; as well as government agencies including federal, state and 
local programs that may provide assistance to patients with specific types of 
disabilities. This coordinated approach to helping meet the needs of 
members will have a long-term positive impact on the individual. 
 
Family Education. The next step in the discharge process is educating the 
family about all aspects, both physical and psychological, of the patient's 
disability. Although it is important to educate the family with respect to any 
disability, it is even more important with the ventilator dependent because 
of the complex care the individual, the tracheostomy tube and the ventilator 
equipment require. Even when around-the-clock nursing care is provided, it 
is important that at least one family member be willing and able to learn 
how to provide such services so he or she can be an effective liaison between 
the patient and the nurse. In addition, that family member must prepared 
to step in if a nurse fails to appear and service agency cannot immediately 
provide a substitute.  
 
A family member must also be knowledgeable about all supplies, drugs and 
equipment so that he or she can maintain appropriate reorder schedules 
and equipment maintenance as well as effectively negotiate long-term 
service contracts. Although ordering supplies and maintaining the 
equipment may be part of the responsibility of the rehabilitation 
professional as the case manager, it is important for family members to be 
involved in this process. 
The family should also receive safety information, such as how to evacuate 
the patient in an emergency and what precautions to undertake if the 
patient is receiving supplemental oxygen. 
Even if the family is unable to care for the patient in the home, they still 
play an important role in the patient's life. It is generally understood that 
patients with strong family support tend to perform much better in the 
acute care setting, the rehabilitation setting and the long-term care setting 
than do those without such support. This is true even for patients whose 
long-term placement is within a facility rather than in the home. Patients 
who are visited frequently by family members and receive good, support 
from them function better within the nursing home setting than those who 
have no such support. 
It is therefore important that the family understand the psychological needs 
of the patient. The family should be taught to recognize possible symptoms 
that may indicate the onset of problems. This allows for early intervention, 
before a crisis develops. Although this seems most appropriate in order to 
meet the psychological needs of those individuals who are alert and 
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interactive, even patients in a persistent vegetative state can show signs of 
depression and other psychological reactions to disability. An ongoing 
program of sensory stimulation can be provided for these patients through 
tactile interaction as well as visual and auditory stimulation. Placing the 
individual in an environment with little sensory stimulation will only 
exacerbate the problems.  

Placement in a Nursing Home 
In general, nursing home placement is inappropriate for ventilator dependent 
patients. The average nursing home is simply not staffed to provide the 
intensity of one-on-one services that these individuals require, and the result 
is often increased complications and a shortening of life span. If a patient is 
placed in a nursing home, however, the family can supplement the staff by 
hiring private-duty around-the-clock licensed practical nurses; there is no 
need to spend the extra money to hire registered nurses cause the nursing 
home staff will provide appropriate supervision.  
 
There are, however, a few specialized facilities in the Unite States that 
provide permanent care for certain types of patients who are ventilator 
dependent. These facilities are limited in number; bed space is therefore 
scarce and costs range from $25,000 to $180,000 per year. Most of these 
specialized facilities are for patients who are dependent on a ventilator 
because of brain damage.  
 
 


