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In the assessment of life expectancy, it is important to consider not just 
the general statistics, but the particular patient’s adaptation as well as 
the level of care being provided. If we fund only to the physician’s 
estimate of life expectancy and then withdraw funding, we are 
guaranteeing the patient will die at that point.    
The issue of life expectancy for the ventilator dependent patient is complex 
and made more difficult by the relative dearth of data available in the 
research literature. As most studies point out, we have been treating 
patients who have long-term or permanent dependence on a ventilator for a 
relatively brief period of time (approximately ten years). As the related 
medical technology continues to improve dramatically from year to year, 
this period will certainly be extended and give rise to more extensive 
information. Before exploring the research literature that does exist, a few 
basic points must be covered: 

(1) The most critical period for a ventilator dependent patient is the first 
year post-accident, with life expectancy increasing dramatically for 
those who survive that period of time without major complications. 
Associated complications such as pulmonary dysfunction, cardio-
vascular dysfunction, severe decubitis or renal difficulties represent 
some of the most life threatening concerns, although contracture 
deformities and thrombophlebitis are also of concern. 

(2) The quality of care provided to the ventilator dependent patient must 
be considered in assessing life expectancy. Existing data are 
generally based on a relatively broad population, including both 
those who have made very poor psychosocial adaptations to disability 
and those who have made excellent adaptations. It also includes 
those who have continuously received good care as well as those who 
have at some point received limited or poor care. When the 
rehabilitation professional is estimating the life expectancy of anyone 
patient, it is important to consider not just the general statistics, but 
the particular patient's psychosocial adaptation to disability and the 
level of care being provided. 

 
Assuming that a life care plan is prepared and carefully followed, one would 
anticipate that a patient's life span would lengthen according to the level of 
care given. Often physicians make estimates of a patient's life expectancy 
based on their own limited experience with this patient population. (The 
suggestion that most physicians have limited experience is based simply on 
the fact that the number of ventilator dependent patients is relatively small.) 
Because of the catastrophic nature of the patient's disability, many 
physicians assume that the patient has a very limited life expectancy. In fact, 
existing research suggests a relatively good potential for a patient to survive 
for at least fifteen years post-injury. (It is important to note that the data do 
not suggest fifteen years as a maximum survival time, but we have not been 
able to follow patients longer than this, so it is difficult to make a further 
judgment or assessment.) 
My own recommendation is that a judgment of significantly shortened life 
expectancy for a particular patient on a ventilator cannot be made on the 
simple basis of reasonable medical probability. To some physicians, this may 
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mean nothing more than a 51 percent chance of survival to a specific age. The 
problem with such “educated guesses" is that they become self-fulfilling 
prophecies. These individuals require extensive equipment, supplies, services 
and support to live, and if we fund only to the physician's estimate of life 
expectancy and then withdraw funding, we are guaranteeing that the patient 
will die at that point. Therefore, if a physician suggests a life expectancy of no 
more than ten years, and we fund only for ten years, we can be assured that 
the patient will die shortly thereafter. This is a very powerful argument to 
make in the courtroom, as most juries would not like to be responsible for 
such a determination. I believe it is better to present the jury with the data 
that does exist, limited though it may be, without implying an automatic 
cutoff at any point. 
 
In reviewing the research data, I have considered not only ventilator 
dependent patients but also those with closely related types of seven- 
disability, such as patients in a persistent vegetative state and high-level 
quadriplegics who are not on ventilators. Higashi et al. (1981), in a five-year 
follow-up study of patients (including ventilator dependent patients and 
others) in a persistent vegetative state, demonstrated clearly that those who 
did not have progressive disorders and who received good care lived the 
longest. Wicks and Menter (1986) provided a study on the long-term outlook 
for quadriplegic patients with initial ventilator dependency. The primary 
conclusion of this study was not surprising in that the authors recommended 
an aggressive and vigorous effort to wean patients from ventilator 
dependency. This, of course, is partly what is being attempted with phrenic 
nerve pacemaker implants. The study also notes that the patient's attitude 
as well as quality of life affect long-term survival rates. In this study, the 
long-term survival rate of ventilator dependent quadriplegic patients is not 
good, but the authors note that continuing research and efforts to fund 
adequate patient care and attendant education are necessary and will affect 
survival rates in the future. 
 
Bartkowski and Lovely (1986), in their article on the prognosis of coma and 
the persistent vegetative state, note that strong indicators of survivability 
include age, clinical findings and type of brain lesion. Only 1 to 7 percent of 
patients with severe head injuries end up in a long-term vegetative state, and 
even fewer are dependent on ventilator support for long periods. It is clear 
that a patient's life expectancy depends in large part on the care given the 
patient after the injury. This further reinforces the importance of recognizing 
that utilizing life expectancy tables that include data on those patients who 
are not receiving good care would negatively impact the assessment for those 
patients receiving excellent follow-up care. 
 
In reviewing the literature, it is extremely important to understand the 
epidemiologic and methodologic techniques used to develop the statistics. 
Many of these studies employ what is termed the half-life concept. This is the 
point at which fifty percent of the patients live and 50% die. Although this 
may be a useful technique for estimating the number of beds needed in a 
chronic care facility, it is an inappropriate statistical method for assessing 
individual life expectancy. If one determines that life expectancy is ten years 
based on the fact that fifty percent of similar patients are dead at the end of 
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ten years, we again have the potential for a self-fulfilling prophecy in which 
the patient dies not because of complications but because of the withdrawal of 
support care services. 
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