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Developmental delay in many areas must be considered through the 
formative years. Providing educational services to ventilator dependent 
children helps maintain their psychological well-being and allows them to 
enjoy a better quality of life. 
 
Although much of what has been assigned prior to this section also applies to 
the ventilator dependent child, there are some additional areas that have to 
be considered for younger patients. Many of these children require 
educational programs, psychological support, behavior management and 
other services typically not used by the adult patient. In addition, the fact 
that the child is severely disabled and ventilator dependent does not preclude 
the need to provide educational development through age twenty-one. 
Obviously the level of educational, psychological and behavioral services 
provided will depend upon the underlying condition that has impaired the 
child's respiratory function. In general, fewer services are provided to more 
severely brain injured patients than to those who are ventilator dependent 
but have intact intellectual functioning and higher level cognitive thought 
processes, such as patients with a spinal cord injury. 
 
Education 
Despite the existence of Public Law (PL) 94-142 requiring the 
mainstreaming of severely handicapped children in the public school 
systems, it is unlikely that a child who is dependent on a ventilator would 
attend school. The patient's physical condition and the open tracheostomy 
present too great a potential for catching infections from other children. 
Instead, most of these children receive instruction from a teacher who comes 
to their home, usually two or three hours a week. A private tutor is 
frequently required to supplement the teaching provided by the local school 
board. 
Some school systems will also provide at least a portion of the physical, 
occupational and speech therapy required by the child. More often than not, 
however, if the child is unable to attend a public school, the local school 
board will not participate in paying for these expenses. Therefore, the only 
federal source (PL 94-142) mandated to assist these children does not, in 
fact, provide substantial support. 
 
As a result, the rehabilitation professional must include as part of the life 
care plan an educational program for the child through age twenty-one, 
which is the cut off point under PL 94-142. Basic PL 94-142 guidelines 
should be observed, including the annual development of an individual 
education plan. The team of health-related professionals must, therefore, 
annually assess the child's progress during the previous year and set up 
goals for the next year. During the developmental years, physical therapy, 
occupational therapy, speech therapy and tutoring should be provided by 
qualified specialists. It is unlikely that the nursing staff will be able to 
substitute for professionals in these fields as is typically done for adults 
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after rehabilitation. When the patient reaches the age of twenty-one, it is 
possible to revert to the type of plan described for adults in earlier sections 
of this lesson. 
Providing educational services to children, even if they are severely disabled 
and ventilator dependent, helps maintain their psychological well-being and 
allows them to be more effective in communicating and interacting with 
support care staff and service providers. Patients who can interact more 
effectively and operate will enjoy a better quality of life. With a cooperative, 
staff turnover will be reduced and the family will not be faced with the 
difficulties associated with locating new nursing services. 
 
Speech Therapy 
Limitations or developmental delays in speech are frequently seen when 
children have a severe disability requiring ventilator dependency. In a 
number of instances, I have known physicians to suggest that a child might 
be suffering from ischemic encephalopatby because of delayed speech 
development. In fact, in each of those cases, the child did not have a 
neurological deficit but a speech deficit. The lack of social contact-and 
particularly the absence of interaction with peer group members played a 
large part in the slow speech development. When this was coupled with 
twenty-four-hour-awake adult attendants who were able to anticipate the 
child’s every need, the patient only required a vocabulary of a few words to 
communicate. 
We placed each child on a program in which staff members did not intercede 
to fill a child's desire or need until a complete sentence requesting 
assistance was given. We found very rapid speech development with normal 
sentence structure and usage on instituting such a program of behavior 
reinforcement. 
These examples underscore the importance of recognizing that 
developmental delay, not only in speech, but also in many other areas of 
learning, must be considered as the rehabilitation professional and other 
health related team members work with the child through these formative 
years. 
 
 


