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ABSTRACT 

Early childhood classrooms are currently experiencing an increase in the inclusion 

of students who are medically fragile. Although the preceding Statement is tme, very 

little research exists on the inclusion of students who are medically fragile, particularly in 

the early childhood classroom. The escalation of inclusion opportunities can be 

attributed to advances in medical technology that have allowed for longer life spans of 

students who are medically fragile, as well as increased opportunities for entrance into 

the public school systems. As students who are medically fragile are increasingly 

entering the early childhood classroom, the need for exploration of the subject grows. 

This instmmental case study examines attitudes qualitatively by asking, "What are 

various perspectives on including students who are medically fragile in the early 

childhood general classroom?" Perceptions of early childhood teachers, special 

education teachers, school personnel, administrators, and parents were obtained in order 

to address this question. Data was collected through observations, semistandardized 

interviews, and stmctured interviews. Subjects from one exclusive early childhood 

campus were asked to voluntarily participate in the study. Forty-seven people elected to 

take part in the stmctured interview process, v^th approximately one-quarter of the total 

contributors randomly selected to participate in the semistandardized interview process. 

Data was examined through content analysis, and the following themes 

emerged from the findings: (1) analyzation of data revealed that teachers, school 

personnel, and parents had knowledge of theories of inclusion, but did not know how to 
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effectively implement inclusion practices for medically fragile children in the classroom; 

(2) school personnel had little knowledge on the eligibility criteria for medically fragile 

students and were unsure how to successfully include those students in the general early 

childhood classroom; (3) teacher apprehensions were expressed regarding liability and 

time issues; and (4) surprisingly little concern was voiced about student success in the 

classroom. 

Based on the findings from data collected, several recommendations can be made. 

Training should be provided to early childhood educators, school personnel, and parents 

regarding inclusion and specific disabilities. Differences and similarities among various 

special needs should be explained in an easily understandable format. Educators and 

parents must be given opportunities to interact with students who are medically fragile, to 

gain knowledge and experience. Finally, support systems must be put in place 

throughout the school if inclusion of students who are medically fragile is to be a 

successful venture. 



CHAPTER I 

INTRODUCTION 

Due to recent trends in education, students who are medically fragile are being 

introduced into the public school system on a more frequent basis. Advances in medical 

technology have allowed students with severe medical needs longer life spans and a 

better quality of life. Many of these students are entering early childhood settings with 

educators having no prior knowledge or experience regarding the status of medically 

fragile. 

As students who are medically fragile are entering both special education and 

general education classrooms, many questions are formed regarding the students. 

Teachers must look at the accommodations of the school and judge if mclusion is a 

possibility for the child. They must examine their feelings about students v^th severe 

medical needs and how they would impact the educational environment of the classroom-

-would extra equipment and personnel be present in the classroom? What kinds of 

inclusion opportunities exist for these students on the campus? How would room 

arrangement affect the student's mobility? What kind of responsibilities does the teacher 

hold regarding medical procedures that may need to be performed? 

Along v^th questions regarding inclusion, early childhood educators confront 

many issues unique to their field. Early childhood education frequently refers to the 

education of children aged birth through eight years old (Bredekamp, Knuth, Kunesh, & 

Shulman, 1992). The National Association for the Education of Young Children 



(NAEYC) also defines eariy childhood as birth through age eight. The NAEYC has 

established guidelines concerning curriculum content and assessment for early childhood 

programs serving ages three through eight (Bredekamp & Rosegrant, 1992). An early 

childhood program is defined as "any group program in a center, school, or other facility 

that serves children from birth through age eight" by the NAEYC (Bredekamp & Copple, 

1997, p. 3). 

A more recent issue facing early childhood educators deals with special 

education. In 1975, Public Law 94-142 (PL 94-142), or the Education for All 

Handicapped Children Act, was enacted by Congress to address specific concerns 

(Murdick, Gartin, & Crabtree, 2002). One of the provisions of PL 94-142 was the 

requirement that a child with special needs receive a free appropriate public education in 

his or her least restrictive environment (Anderegg & Vergason, 1996). "Least restrictive 

environment" refers to the requirement that children with special needs be educated with 

non-disabled peers in the general education setting to the maximum extent appropriate to 

the child's educational needs (Cook, Tessier, & Klein, 1996). In 1990, PL 94-142, the 

Education for all Handicapped Children Act was renamed the Individuals with 

Disabilities Education Act, or IDEA (Overton, 1996). IDEA retained PL 94-142's 

guarantee of a free and appropriate public education in the least restrictive environment. 

It has been amended by Congress several times, the most recent being in 1997 (Turabull, 

TumbuU, Shank, Smith & Leal, 2002). 

Currently, the student's least restrictive environment is usually seen through the 

implementation of inclusion, the placement of students with disabilities as fiall or part-



time members in general education classrooms (Hunt & Goetz, 1997). The aim of 

inclusion is to provide for each child an environment that maximizes rehabilitation efforts 

and has the highest probability of remedying academic deficits (Sattler, 2001). Inclusion 

deals more with educators' responses to individual differences than specific instmctional 

techniques (Voltz, Brazil & Ford, 2001). Advocates of inclusion promote the philosophy 

that students with disabilities need to spend as much of the day as possible in a general 

classroom. An inclusive setting does not refer to the physical placement of students in a 

general classroom; rather, it refers to the acceptance and sense of belonging that a student 

with special needs experiences when placed in a general classroom (Voltz et al., 2001). 

Stainback, Stainback, and Ayres (1996) state that the goal of fiill inclusion "incorporates 

the idea that all students deserve to be safe, happy, secure and successful learners within 

the mainstream" (p. 31). 

During the 2001-02 school year, over 1,800,000 students aged three through eight 

were served in public schools under IDEA, Part B (OflBce of Special Education 

Programs, n.d.). These numbers wall continue to rise due to early intervention and early 

identification of special needs. Due to the young age of the child, early childhood 

programs are often the student's and parent's first exposure to inclusion (Smith & Smith, 

2000). 

Students considered severely disabled and medically fragile remain the least 

likely to be included in the general education classroom, but a small trend has begun to 

increase inclusion of this population. During the 1996-1997 school year, 44% of students 

identified with severe disabilities were educated in a separate class and another 30% were 



educated in a separate school, residential facility, hospital, or the home (Turabull et al., 

2002). The remaining 26% were often included in very limited general education 

situations, such as art, music and home economics (Turabull et al., 2002). 

As more and more early childhood students are entering the inclusive settings, the 

need for general early childhood teachers, special educators, parents and administrators to 

work together grows (Kenning & Mitchell, 2002). 

Statement of the Problem 

Many issues related to the inclusion of early childhood students remain 

unresolved (Cavallaro, Ballard-Rosa, & Lynch, 1998). In many communities, educational 

programs for children aged five and under are not publicly operated, which limits options 

for inclusion (Cavallaro et al., 1998). Early childhood students with severe and low-

incidence disabilities are being included more frequently, but large gaps exist in the 

literature regarding aspects of their inclusion (McDormell, Thorson, McQuivey, & 

Kiefer-O'Donnell, 1997). 

One of the low-incidence disabilities involves medically fragile status. Students 

who are medically fragile have health care needs which reach beyond the normal care of 

other children who are the same age. They have needs so specialized that individual 

health care plans, directed by physicians and nurses, are required for the daily care of the 

child (ARCH National Resource Center for Respite and Crisis Care Services, 1992). 

Students considered medically fragile are increasing in numbers as medical treatments 

and interventions become more successful (Bowe, 2000). In the past, these students were 



often considered "uneducable" because they were not strong enough to attend school or 

lacked hearty immune systems. As a resuh they were often educated as homebound 

students. Advances in medical technology have allowed these students' longer life spans 

and increased opportunities for public education (Essex, Schifani, & Bowonan, 1994; 

Schnieders & Ludy, 1996). The emphasis on inclusion has expanded the opportunity of a 

free and appropriate education within the least restrictive environment; this in tura has 

created somewhat of an uproar in the education community as to how to best meet the 

educational needs of students who are medically fragile, while protecting their health 

status. 

Including students with special needs in a general classroom has become more of 

a frequent occurrence in public education settings. Even though inclusion is occurring 

more often, little research is available to help teachers and administrators with the 

inclusion process of students who are medically fragile. Perceptions about the label 

"medically fragile" and lack of knowledge can affect attitudes about including this 

population in the general classroom. Preconceived notions, fears and lack of knowledge 

can present barriers for both the teachers and the students. The extent and type of training 

and preparation for general and special education teachers is also a grave concera. Also 

lacking is data regarding the facilitation, encouragement and collaboration between 

general and special education teachers, particularly in the early childhood setting. Most of 

the literature found regarding teachers' perceptions deah solely with elementary students 

or secondary students (Smith & Smith, 2000; McDonnell et al., 1997). 



The purpose of this study was to explore various perspectives of the inclusion of 

students who are medically fragile in the early childhood classroom. Early childhood 

staff, personnel and parents were asked to give their opinions and attitudes regarding the 

inclusion of this population in the early childhood setting. 

Research Ouestion 

The underlying question of this study was: What are various perspectives on 

including students who are medically fragile in the early childhood general classroom? 

Through this question, information was obtained on how these perspectives affected the 

educational experience of both the student and the teacher. As data was collected and 

analyzed in various ways, this question was explored and interpreted from a qualitative 

stance. 

Theoretical Framework 

Data in this study was collected and analyzed from a qualitative stance. 

Qualitative research comes from a philosophical viewpoint that is broadly "interpretivist" 

in nature in that it looks at how the social world is deciphered, understood, experienced, 

created, or compromised (Mason, 2002). An interpretivist (or constmctivist) paradigm 

supported the qualitative methods adopted. Glesne (1999) stated that the interpretivist 

position "portrays a world in which reality is socially constmcted, complex and ever 

changing" (p. 5). 



Interpretivists regard their role in research as that of comprehending and 

interpreting how each participant in a social situation creates the worid around them 

(Glesne, 1999). In order to make these assumptions, the researchers must be allowed 

access to the many diflferent perspectives of the participants. The research designs 

adopted by interpretivists usually involve the researcher concentrating on people they 

view as important to a particular setting for lengthier periods of time and on a more in-

depth basis. Glesne (1999) emphasized that "the researcher becomes the main research 

instmment as he or she observes, asks questions and interacts with research participants" 

(p. 5). 

Researchers who assume an interpretivist position generally hold the assumption 

that reality is collectively put together with the variables being intricate, intertwined and 

hard to measure. The interpretivist research purpose is for understanding, interpreting and 

contextualization (Glesne, 1999). The research approach involves looking for patteras 

within the data inductively and descriptively. Data is often organized or reduced in order 

to discover patteras of human activity, accomplishments and significance (Berg, 2001). 

The focus of this research examined early childhood staff, personnel and parents' 

perceptions on the inclusion of students who are medically fragile in early childhood 

classrooms. Data was collected and analyzed qualitatively within a case study design. 

Perceptions of participants were examined from an interpretivist perspective, as the views 

of the subjects were attempted to be understood and examined. 



Literature Review 

The review of literature in this study served a two-fold purpose. The review began 

by examining landmark litigation and laws that have defined inclusion as education 

practices it today. The examination continued with a comprehensive look at data 

regarding students who are medically fragile, as well as data on teachers of students who 

are medically fragile. 

The concept of inclusion in education began with the famous 

deinstitutionalization case, Brovra v. Board of Education (1954). The Education for All 

Handicapped Children Act in 1975 and then the Individuals with Disabilities Education 

Act, most recently amended in 1997, established the concept of a free and appropriate 

education for all students in their least restrictive environment. Inclusion emerged from 

these laws and cases as one of the most popular means of educatmg students with 

disabilities in their least restrictive environments. 

Students who are medically fragile have become more commonplace in the 

general education setting (Caldwell et al., 1999). Studies have shown the positive 

influence of including students with low-incidence disabilities, such as those who are 

medically fragile, on both the student and his or her peers (McDonnell et al., 1997). 

Although literature exists regarding the inclusion of students who are medically fragile 

and teachers' perceptions, most of the research deals exclusively with elementary 

students or secondary students (Smith & Smith, 2000; McDonnell et al., 1997). 

Limited literature could be located regarding the inclusion of students who are 

medically fragile in an early childhood setting. This was especially tme regarding early 



childhood teachers' perceptions toward the inclusion of students with severe medical 

needs. Several articles were found regarding medical needs, grief and death, medical 

technology and needs of the school (Porter, Haynie, Bierle, Caldwell, & Palfrey, 1997; 

Jordan & Weinroth, 1996; Schnieders & Ludy, 1996; Caldwell et al., 1999). These 

articles did not address the inclusion of students who are medically fragile in the early 

childhood setting. The American Federation of Teachers (1992) provided a policy for 

training school employees to work with medically fragile children on their website, but 

offered no suggestions or help for personnel. Parents and administrators' perceptions 

could not be located regarding the inclusion of students who are medically fragile in the 

early childhood setting. Special educators' attitudes were also excluded on this subject. 

Data Collection and Analysis 

The case study design was chosen in this study to allow the researcher to gather 

in-depth, graphic, focused information about a population particular to a specific age 

group: teachers, administrators and parents in a setting exclusive to early childhood aged 

students. The case study method enabled the researcher the opportunity to effectively 

understand how a person, group, situation or setting operated or functioned (Berg, 2001). 

While looking at teachers' perceptions on including students who are medically fragile, 

an instmmental case study design that was illustrative, or descriptive in nature, was used. 

The instmmental case study design was used to understand another phenomenon; 

the case itself was not the main focus of the research question (Stake, 1995). This case 

study looked at a particular case and examined it mainly to give insight mto an issue or 



reformulate a generalization (Stake, 2000). The case itself was not the main focus of the 

research question~the data collected gave information that led to deeper understanding of 

a more general experience. In this particular study, the case study involved early 

childhood and special education teachers, administrators and parents who provided 

specific information to give insight into a bigger picture-overall perceptions on the 

inclusion of students who are medically fragile. 

Data was collected through observations, stmctured interviews and 

semistandardized interviews. Each method was reevaluated throughout the study to 

ensure that appropriate and useful information was being obtained. The researcher also 

checked with teachers on a regular basis to allow for questions and clarification of 

expectations to ensure tmstworthiness. 

Observation includes watching the subjects—how they initiate and respond to 

interactions, listening to their conversations and speech and observing how they are 

involved with their surroundings and other people. Methods of collecting data during 

observations would take on several forms. At times, an audio tape recorder may have 

been placed in the classroom with permission granted from the teacher to record 

occurring dialogues as well as classroom activities. Anecdotal note-taking would be used 

to record events. These provided objective records giving step-by-step descriptions of 

occurrences with no personal opinions interjected. 

Interviews were another data collection method utilized. Two types of interviews 

were used in this study: stmctured interviews and a semistandardized interview in the 

form of a face-to-face interaction. Every early childhood teacher, special education 
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teacher, administrator and parent who volunteered to participate was given the stmctured 

interview. Participants for the semistandardized interview, or face-to-face interview, were 

chosen randomly from the overall sample of participants. 

The following questions would be asked to each subject who volunteered to 

participate: 

1. What characteristics would you say define a student who is labeled "medically 

fragile"? 

2. What is the contact that you have had with a student who was medically fragile? 

3. What were your feelings about the student? How did you feel about being around 

that student? 

4. How would you feel about having a student who is medically fragile included in 

your classroom? (your child's classroom?) 

5. What would be your concerns about including a student who is medically fragile 

in an early childhood classroom? 

6. What would you worry about if this child was your responsibility during the 

school day? 

7. What could be put in place or what would you need to make you feel more secure 

about having a student who is medically fragile included in your classroom? 

8. Describe the level of inclusion in your classroom. 

9. What kind of obstacles can you see that might present themselves to students who 

are medically fragile? 

11 



Data collected in this study was analyzed from a social anthropological approach, 

using content analysis. Content analysis involves the researcher objectively examining 

data that has been collected and making inferences from that information (Berg, 2001). In 

this particular study on teachers', administrators' and parents' perceptions, content 

analysis would be used to examine the data collected through the interviews and 

observations. The information was first organized so that it was easily read and sorted 

into specific content areas. Information derived from the interviews was organized in 

several ways. A coding system of different categories would be established with 

information being filed under each category. As the researcher sifted through the 

interview materials, themes emerged from the data. Ryan and Bernard (2000) 

recommended looking for several general themes obtained from reading through the data 

and adding more themes and subthemes as the data was further analyzed. They discuss 

the next step as being one of identifying how these themes and subthemes can be linked 

together. 

Explanation-building is another type of data analysis to be included. This is 

similar to looking for patterns, but the goal is to analyze the case study data by building 

an explanation about the case. Typologies would be the final method for analyzing data 

in this study. Typologies are systematic methods for classifying similar events, actions, 

objects, people, or places into discrete groupings (Berg, 2001). Typologies allowed the 

researcher to see the different distinctions of the subjects and better understand their 

social roles and interaction patterns. 
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Definition of Kev Terms 

The following terms were used in this study-

Early childhood education-The education of children aged birth through eight 

years old (Bredekamp, Knuth, Kunesh, & Shulman, 1992). 

High-incidence disabilities—Disabilities occurring most frequently, often referred 

to as mild or moderate disabilities (Overton, 1996). They generally include learning 

disabilities, mental retardation, emotional disabilities, or communication disorders 

(Phelan, n.d.). 

Inclusion—The placement of students with disabilities as full or part-time 

members in general education classrooms (Hunt & Goetz, 1997). The aim of inclusion is 

to provide for each child an environment that maximizes rehabilitation efforts and has the 

highest probability of remedying academic deficits (Sattler, 2001). 

Individuals with Disabilities Education Act, or IDEA - Federal legislation 

reauthorizing PL 94-142, the Education for all Handicapped Children Act in 1990. IDEA 

includes six principles that govern the education of students with special needs (Turabull 

et al., 2002): 

1. Zero reject - no student is excluded from school. 

2. Nondiscriminatory evaluation - schools must evaluate students fairly to 

determine if a disability is present and how it affects the student's 

education. 

3. Appropriate education - schools must provide a program that is 

individualized for each student with special needs. 

13 



4. Least restrictive environment - students with disabilities must be educated 

with nondisabled peers to the maximum extent appropriate. 

5. Procedural due process - a means for schools and parents to resolve 

conflicts they may have regarding the student's education. 

6. Parental and student participation - schools must give parents and students 

the opportunity to participate in decision-making regarding the student's 

education program. 

Least restrictive environment - The requirement that children with special needs 

be educated with non-disabled peers in the general education setting, to the maximum 

extent possible (Cook, Tessier, & Klein, 1996). 

Low-incidence disabilities - The categories of disabilities that make up 23% of 

the total of students served under IDEA (Office of Special Education Programs, n.d.). 

These include the categories of multiple disabilities, hearing impairments, orthopedic 

impairments, other health impairments, visual impairments, autism, deaf-blindness and 

traumatic brain injury 

Medically fragile—Students with heakh care needs which reach beyond the 

normal care of other children who are the same age. They have needs so specialized that 

individual health care plans directed by physicians and nurses are required for the daily 

care of the child (ARCH National Resource Center for Respite and Crisis Care Services, 

1992). 
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Related services-Any transportation, developmental, corrective, or supportive 

service needed to assist a child with special needs to benefit from education (IDEA, 

1997). 

Delimitations 

This study focused on the perceptions of early childhood teachers, special 

education teachers, administrators and parents. Each of the subjects were involved with 

the same exclusively early childhood campus. The campus was in a public school system 

m a small urban school district located in the Southwestern portion of the United States. 

General elementary or secondary teachers, as well as elementary or secondary special 

education teachers, would not be involved in the research study. Parents who had 

children enrolled in this campus were included in the study, as well as administrators 

from this campus. Administrators and parents with experience outside the early childhood 

campus were not targeted for this particular research. 

Limitations 

The study reflected the culture of one unique population: three- and four-year-old 

students in a public education setting. The campus being targeted was exclusive to three-

and four-year-old students. Results might have differed with a more varied age range. 

Because one campus was being evaluated, the scope of each participant's views was 

limited due to lack of exposure to other programs or personnel. Studying more than one 

campus could have yielded a more varied set of perspectives. The study also reflected 
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limited access to administrators. One principal and one assistant principal were the sole 

administrators for the campus in the study. Administrative direction often colors the 

attitudes of teachers. Collecting data from various programs might have yielded different 

responses as the administration can affect the atmosphere of the school and the attitudes 

of the teachers. 

As a researcher, I faced unique ethical considerations when choosing to conduct 

this study. As an employee of the school participating in the research, I found myself in 

the dual role of special education teacher, as well as researcher. Many of the subjects 

asked to participate were fellow co-workers and friends. Different perspectives might 

have been collected from an unfamiliar researcher, as the participants may have felt freer 

to answer questions honestly knowing that their identity was anonymous to the 

interviewer. 

Stmctured interviews, as well as semistandardized interviews were conducted 

face-to-face with subjects who choose to volunteer in the study. Each early childhood 

teacher, special education teacher, administrator and parent who volunteered to 

participate was given the stmctured interview. The stmctured interview would be 

comprised of nine questions that were asked to each participant. The semistandardized 

interviews were done by random selection and did not include as many participants as the 

stmctured interviews. Open-ended questions were asked to subjects through the 

semistandardized interviews to obtain more information. Because participation was 

voluntary, I may not have been given access to some perspectives that could have been 

valuable. Random selection of subjects asked to participate in semistandardized 
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interviews may have limited information collected and may not have allowed for follow-

up with some subjects who could have provided rich information through the stmctured 

interviews. 

Another limitation would consist of pooling data from teachers with varying 

degrees of experience. Data could have been grouped according to years of experience to 

provide different perspectives. Teachers' experiences with early childhood and special 

education would vary, as well as their experiences with students who are medically 

fragile. Teachers' experiences fluctuated greatly from parents' and administrators' 

encounters with the inclusion of students who are medically fragile. This would lead to 

very diverse perspectives that may or may not have exhibited similarities. 

Significance of the Study 

A gap exists in the research regarding the inclusion of early childhood students 

who are medically fragile. Early childhood teachers need more practical information on 

how to include these students and what the inclusion process entails. Special education 

teachers, administrators and parents need further instmction and practical application as 

well, in order to ensure successful inclusion for the student who is medically fragile. 

Research is lacking concerning the needs of these students, the perceived needs of their 

families and the perceived needs of teachers faced with accommodating students who are 

medically fragile in their early childhood classrooms. Perhaps, the most overlooked 

group is the peer group in the classroom. In my opinion, research regarding the effect of 

working closely with someone with medical limitations may prove most helpful in 
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examining inclusive classrooms and how to make them successfial for all students. 

Children's conceras about the student with medical needs, their role in assisting that 

student and the effect the medically needy student's presence may have on him or her 

have not been addressed in existing literature. Until more research becomes available, 

teachers who include students labeled medically fragile will be "pioneers" of education as 

we continue to grow and make each student's eariy educational experience a successful 

one. 

As more information becomes available through future research, the inclusion of 

other disability groups may be explored. Many students with severe disabilities and 

specialized needs are not included to the fullest extent due to different experiences and 

different reactions of school personnel (Caldwell et al., 1999). As we leara more about 

early childhood and special education teachers' perceptions and attitudes, and how to 

help them in the classroom, the teachers may become more open to the inclusion of 

students with disabilities. Exploring the opinions of administrators and parents may also 

strengthen the inclusion process as it opens the field further. 

These findings may also be applied to other age groups in the future. Researching 

the inclusion of early childhood aged students will provide a foundation that can readily 

be built upon for other learaers. As we leara more about early childhood, research 

findings may follow these children into elementary and secondary education. As teachers, 

parents and administrators leara more about their own attitudes and how to best serve 

students in inclusive settings, prospects for inclusion may be enhanced. 
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Organization of the Study 

Chapter I supplied an overview of this research study. The purpose of the study 

was explained, as well as the research questions guiding the study. Key terms that would 

be seen throughout the research report were given and defined. The theoretical 

framework was laid out, as were the delimitations and limitations of the study. The 

significance of the study was made clear through intentions of the exploration of 

research, as well as future research implications. 

Chapter II presented a two-fold review of the literature. Part one examined 

significant laws and legal cases that provided the foundation for the inclusion of students 

who are medically fragile. Part two examined current research studies pertaining to 

perceptions regarding inclusive practices. Characteristics of students who are medically 

fragile were examined along with how the inclusion process affects them. Gaps and 

fliture needs in research regarding the inclusion of students who are medically fragile 

were discussed. 

Chapter HI provided a discussion of the methodologies employed in collecting 

and analyzing data for this particular study. Research questions were presented, as well as 

the context of the study. Data collection methods were described in detail, along with the 

analysis techniques used. Validity and reliability were discussed at length and 

triangulation was explained and related to the study. 

Chapter IV provided the data collected and the results of the study. Detailed 

descriptions of the data were offered, as well as methods applied to examine the data. 

Analyses of the findings were presented, specifically focusing on the perspectives 
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obtained regarding the inclusion of students who are medically fragile in an early 

childhood setting. 

Chapter V presented a summary and conclusions drawn from the study. Further 

research needs, as well as future research implications, were offered. Suggestions were 

made to assist the inclusion process for students who are medically fragile. 

20 



CHAPTER II 

REVIEW OF RELATED LITERATURE 

Introduction 

The concept of inclusion in education is a relatively new one. The literature 

reviewed was two-fold: literature discussing landmark litigation and laws, and literature 

concerned specifically with students who are medically fragile. Landmark legal issues 

were discussed, from PL 94-142 enacted in 1975, to recently decided significant legal 

cases. The concepts of the least restrictive environment and inclusion were discussed, as 

well as litigation that has defined these educational concepts. Previous studies concerning 

general and special educators' experiences with inclusion would establish a precedent for 

the discussion of the inclusion of students who are medically fragile. Data regarding 

students who are medically fragile was focused upon, as well as data on teachers of 

students who are medically fragile. After examining the existing literature, limitations 

and weaknesses in the existing research were discussed. These gaps would demonstrate 

the need for further research and provided the significance for this study. 

In 1975, PL 94-142, or the Education for All Handicapped Children Act, was 

enacted by Congress to address specific concerns (Murdick, Gartin, & Crabtree, 2002). 

One of the provisions of PL 94-142 was the requirement that a child with special needs 

receive a free appropriate public education in his or her least restrictive environment 

(Anderegg & Vergason, 1996). Least restrictive environment refers to the requirement 
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that children with special needs be educated with non-disabled peers in the general 

education setting to the maximum extent appropriate to the child's educational needs 

(Cook, Tessier, & Klein, 1996). PL 94-142 did not define the least restrictive 

environment for every child, but rather stated that it must be decided on an individual 

basis according to the individualized education program (Murdick et al., 2002). 

PL 94-142 also protected students vwth disabilities and their parents through 

requirements for due process proceedings, evaluation procedures and an individualized 

education program (lEP) that must be developed for children with identified special 

needs (Ysseldyke, Algozzine, & Thuriow, 2000). 

Least Restrictive Environment 

Paving the way for PL 94-142 was the landmark case of Brown v. Board of 

Education (1954). The case involved a black child, Linda Brown, whose parents enlisted 

the help of the National Association for the Advancement of Colored People, or the 

NAACP, to end racial segregation in public schools in Topeka, Kansas. The United 

States Supreme Court decided that racial segregation was a violation of the Fourteenth 

Amendment which guarantees equal protection under the law. Chief Justice Earl Warren 

read the unanimous decision of the Court which ultimately required the racial 

desegregation of public schools in the United States (Cozzens, 1998). 

Wyatt V. Stickney (1971) was a case in Alabama that established the precedence 

for massive deinstitutionalization. Ricky Wyatt was a patient and resident of the Partlow 

State School and Hospital in Alabama. He was an individual with mental retardation and 
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his family conceded that he was not receiving proper treatment and living conditions 

from the hospital (Murdick et al., 2002). Upon appeal, the circuit court upheld the 

decision that the patients had a "right to treatment" and established minimum treatment 

standards for individuals with mental retardation. Judge Johnson stated that patients 

"unquestionably have a constitutional right to receive such individual treatment as will 

give each of them a realistic opportunity to be cured or to improve his or her mental 

condition" (Wyatt v. Stickney, 1971). The issue of "right to treatment" ensured that a 

person with special needs would not lose his constitutional rights even when involuntarily 

placed in an institution. This decision provided the cornerstone for the future concept of 

least restrictive environment (Murdick et al., 2002). 

These two cases helped to establish and define the concept of least restrictive 

environment. Judicial interpretations of least restrictive environment would greatly 

influence special education over the course of the next thirty years. 

Individuals wdth Disabilities Education Act. In 1990, PL 94-142, the Education 

for all Handicapped Children Act, was reauthorized as the Individuals with Disabilities 

Education Act, or IDEA (Overton, 1996). IDEA retained PL 94-142's guarantee of a free 

and appropriate education in the least restrictive environment. It has been amended by 

Congress several times, the most recent being in 1997. IDEA is a comprehensive law that 

has been divided into several parts by Congress. Part A describes the principles and 

policies underlying IDEA. Part B applies to ages six to twenty-one years, and Part C 

applies to ages birth through two years. Part C also discusses age-specific rights that 
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students have under IDEA (Turabull et al., 2002). Part D contains infonnation regarding 

discretionary or support programs (Ysseldyke et al., 2000). 

IDEA includes six principles that govera the education of students with special 

needs (Turabull et al., 2002): 

1. Zero reject - no student is excluded from school. 

2. Nondiscriminatory evaluation - schools must evaluate students fairly to 

determine if a disability is present and how it affects the student's 

education. 

3. Appropriate education - schools must provide a program that is 

individualized for each student with special needs. 

4. Least restrictive environment - students v̂ dth disabilities must be educated 

with nondisabled peers to the maximum extent appropriate. 

5. Procedural due process - a means for schools and parents to resolve 

conflicts they may have regarding the student's education. 

6. Parental and student participation - schools must give parents and students 

the opportunity to participate in the decision-making regarding the 

student's education program. 

Murdick et al. (2002) discuss some principles of IDEA that reflect the changing 

attitudes toward special education. The wording of IDEA includes "people first" 

language, reflecting a more accepting attitude toward people with disabilities. IDEA 

encourages more parental involvement in the education of their child. Related services, 

aidsand supports are to be provided in the general classroom to students with special 
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needs. The Federal Government will hold more responsibility for allocating fiinds to 

ensure equal educational opportunities for all students. Murdick et al. (2002) fiirther 

states "the intent of IDEA is for all children to be educated in the regular classroom to the 

greatest extent possible" (p. 98). The 1997 amendments to IDEA mandated services for 

children with disabilities ranging in age from birth to twenty-one, when the student's 

ability to leara in the general education setting is adversely affected (Turabull et al., 

2002). 

Judicial Interpretations of Least Restrictive Environment 

Roncker v. Walter (1983) involved a suit brought against a school district which 

questioned the least restrictive environment requirement set forth by PL 94-142. Neil 

Roncker was a nine-year-old boy with severe mental retardation. His school district 

deemed that a nearby county school could provide the child with a higher quality 

education; therefore, the child was bussed to a county school. Roncker's parents alleged 

that the child was being segregated since he would only have contact with other children 

with disabilities in the county school. The Sixth Circuit Court of Appeals mled that the 

school system must determine whether or not it can provide a feasible education to the 

student in a non-segregated setting. This must be done before the school transfers a 

student with disabilities to another setting, even if it believes that the alteraative setting 

can provide a superior education (Steedman, 2001). The Court determined that the school 

district should consider the student's emotional and physical needs, the cost of providing 

services to the student and whether the same services could feasibly be received in a 
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public school that are available in a segregated facility (Murdick et al, 2002). This test of 

balance is referred to as the Roncker test and is intended to give the student with special 

needs optimal educational benefits, as well as providing the school district the means to 

allocate funding for all children. 

The Roncker test was used in a similar case to help identify the least restrictive 

environment. AW. v. Northwest R-1 School District (1987) involved an elementary 

school-aged boy who had Down's syndrome with severe mental retardation and very 

limited self-help skills. When AW.'s mother attempted to enroll him in Northwest R-1 at 

House Springs Elementary School, the school district recommended that he instead attend 

State School No. 2. A.W.'s parents challenged the recommendation and placement due to 

the fact that the State School No. 2 was designed for and exclusively educated students 

wdth severe disabilities (Murdick et al., 2002). The case was taken before the Eighth 

Circuit Court, who found that the school district was providing a free and appropriate 

education. After performing the Roncker test, the Court found that placement in State 

School No. 2 was suitable. In their opinion, A.W.'s interaction with nondisabled peers 

would be limited to observation only and the school district did not have the funds to hire 

a certified teacher to accommodate the specific needs of A.W. wdthout taking funding and 

resources from other children with disabilities (AW. v. Northwest R-1 School District, 

1987). 
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Inclusion 

Legally, the lEPS of all students with disabilities are required to describe the 

extent to which they wall or will not be participating with nondisabled peers in the 

general education classroom (IDEA, 1997; Wright & Wright, 1999). Currentiy, the 

student's least restrictive environment is usually seen through the implementation of 

inclusion, the placement of students with disabilities as full or part-time members in 

general education classrooms (Hunt & Goetz, 1997). The aim of inclusion is to provide 

for each child an environment that maximizes rehabilitation efforts and has the highest 

probability of remedying academic deficits (Sattier, 2001). Inclusion deals more with 

educators' responses to individual differences than specific instmctional techniques 

(Voltz, Brazil & Ford, 2001). Advocates of inclusion promote the philosophy that 

students with disabilities need to spend as much of the day as possible in a general 

classroom. Situations involving inclusion do not refer to the physical placement of 

students in a general classroom. Rather, it refers to the acceptance and sense of belonging 

that a student with special needs experiences when placed in a general classroom (Voltz 

et al., 2001). Stainback, Stainback, and Ayres (1996) state that the goal of full inclusion 

"incorporates the idea that all students deserve to be safe, happy, secure and successful 

learaers within the mainstream" (p. 31). 

Legal basis for inclusioa The issue of inclusion was the basis for the famous 

special education case, Daniel R.R. v. State Board of Education (1989). The case 

involved a boy with Down syndrome whose parents requested that he be placed in a half-

day prekindergarten general education classroom. After making modifications, the 
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teacher revealed that Daniel consumed the majority of her time and felt the placement 

was unsuccessful. The school changed his placement to a special education class for 

academics. He was allowed to eat lunch with his nondisabled peers when one of his 

parents was present (Murdick et al., 2002). The parents objected and the case was taken 

to the Fifth Circuit Court of Appeals. The Court found that the school district was 

including Daniel to the maximum extent appropriate and that the district could not 

provide an adequate education for him in the general classroom (Daniel R.R. v. State 

Board of Education, 1989). The Court also developed a two-part test to determine the 

appropriateness of inclusion for all students with disabilities in the general classroom. 

Two questions must be answered: 

1. Can education in the general education classroom, with supplementary aids 

and services, be given satisfactorily for the child? 

2. Has the school mainstreamed, or included the child to the maximum extent 

possible (Jensen, n.d.)? 

To answer the second question, the Court looked at the accommodations the district had 

made to ensure the child's success in the general classroom, the benefits of the placement 

and the effect of the inclusion on the other children in the class (Murdick et al., 2002). 

After reviewing these factors, the Court made the decision that Daniel's placement in a 

special education classroom was appropriate and met the standards set by IDEA. 

The two-part test established for the Daniel R.R. case was used in the decision of 

Greer v. Rome City School District (1991). This case also involved a child with Down 

syndrome, whose parents wanted her placed in the general classroom (Murdick et al., 
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2002). The district refused on the basis that the costs of educating the student in the 

general classroom would be too high. The Eleventh Circuit Court of Appeals mled that 

the district had not exhausted its options for the child and that the district could not refuse 

service because of added cost (Wisconsin Education Agency, 2001). The Court also 

reviewed the lEP process and concluded that the school district must consult with the 

child's parents regarding placement considerations when the child's lEP is written (Kids 

Together, Inc. 1996) 

The preceding cases and decisions were used to form a clear-cut definition in the 

area of appropriate placement for Sacramento City School District v. Rachel H. 

(Sacramento City School District v. Rachel H., 1994). Rachel H. was an eleven-year-old 

girl with severe mental retardation. Her parents wanted her placed in the general 

classroom full-time, but the school district placed her in the general classroom half-time 

and the special education classroom half-time (Kids Together, Inc. 1996). The parents 

challenged the district's decision, and the case was taken to district court. The court 

found that Rachel was benefiting both academically and non-academically from the 

placement in a general education classroom and should therefore be placed full-time in a 

general classroom (Sacramento City School District v. Rachel H., 1994). Upon appeal, 

the Nmth Circuit Court combined factors from the Daniel R.R. and Roncker cases to 

develop a new four-part test called the Rachel H. Test (Murdick et al., 2002). The test 

examined four factors: 

1. The educational benefits of placing the child in a full-time general education 

class; 
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2. The non-academic benefits of such a placement; 

3 The effect the child would have on the teacher and other students in the 

general classroom; 

4. The cost of providing aids and services to the student in the general classroom 

(Wisconsin Education Agency, 2001). 

Upon examining these factors, the Ninth Circuit Court found in favor of including Rachel 

H. in the general classroom full-time. 

A more recent case involving inclusion was Hartmann v. Loudoun County Board 

of Education (1997). Mark Hartmann was an elementary-aged student wdth autism. His 

lEP team removed him from the general classroom and placed him in an elementary 

school that contained an autism classroom because he consistently demonstrated 

dismptive behaviors and required one-to-one attention for the majority of the day. Mark 

was placed in a classroom wdth five autistic children, one special education teacher, and 

one full-time assistant. His lEP called for inclusion wdth a general education class during 

art, music, physical education, library, and recess (Dowling-Sendor, 1998). Mark's 

parents then argued that the Loudoun County Board of Education had not been educating 

Mark wdth non-disabled children to the maximum extent possible and sued the school 

district (Hartmann v. Loudoun County Board of Education, 1997). The U.S. Court of 

Appeals for the Fourth Circuit found that inclusion is secondary to the need to provide a 

free and appropriate education. They mled that inclusion is not an appropriate placement 

when the child is a dismptive force in the general setting (Wright & Wright, 1999). 
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Inclusion and High-Incidence Disabilities 

While the preceding section discussed landmark cases on inclusion, children with 

frequently occurring disabilities have also faced similar issues. The type and severity of 

disability regarded sometimes influences whether or not inclusion is appropriate for a 

child. As inclusion becomes more commonplace within the public school systems, most 

of the programs are focused on students with high-incidence or milder disabilities 

(Rainforth, 2000). During the 2001-02 school year, over two million children aged three 

to nine years were served under IDEA (Office of Special Education Programs, n.d). Of 

that total, 77% of the served children consisted of high-incidence disabilities. High-

incidence disabilities are those occurring most frequently, and are often referred to as 

mild or moderate disabilities (Overton, 1996). They generally include learning 

disabilities, mental retardation, emotional disabilities, or communication disorders 

(Phelan, n.d.). Within the category of high-incidence disabilities served during the 2001-

02 school year, 60% were students wdth speech and language impairments or 

communication disorders within the age bracket of three to nine years of age. As students 

aged, the number of learning disabilities more than doubled the number of students wdth 

speech and language impairments (Office of Special Education Programs, n.d). 

Speech and language disorders can include problems wdth articulation, resonance, 

voice and fluency, while language disorders usually involve difficulties with expressive 

or receptive language (Batshaw, 1997). IDEA (1997) defines a speech impairment as a 

communication disorder, such as stuttering, impaired articulation, a language impairment, 

or a voice impairment, that negatively affects a child's educational fianctioning. The 
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impairment must interfere with academic progress, the ability to speak, and/or normal 

developmental progress, according to diagnostic criteria of IDEA (Overton, 1996). 

Learning disabilities are defined broadly, due to the fact that they can range from 

mild to severe, and can be seen in different areas. IDEA (1997) defines a learning 

disability as "a disorder in one or more of the basic psychological processes involved in 

understanding or in using spoken or written language, which may manifest itself in an 

imperfect ability to listen, think, speak, read, woite, spell or do mathematical calculations. 

The term includes such conditions as perceptual disabilities, brain injury, minimal brain 

dysfunction, dyslexia, and developmental aphasia. The term does not include learning 

problems that are primarily the result of visual, hearing, or motor disabilities; mental 

retardation; or environmental, cultural, or economic disadvantage." The National Joint 

Committee on Learning Disabilities amended the definition to state that a learning 

disability is a generic term referring to a heterogeneous group of disorders apparent in 

difficulties wdth speaking, listening, reading, writing, reasoning, or mathematical 

abilities. They further state that learning disabilities are intrinsic to the individual and are 

more than likely caused by dysfunctions of the central nervous system (Batshaw, 1997). 

Learning disabilities may be seen in several academic areas. Speaking, listening, 

reasoning, reading, writing, and math skills are categories of learning disabilities that are 

commonly agreed upon and most prevalent (TumbuU, Turabull, Shank, Smith & Leal, 

2002). Diagnostic key criteria of IDEA includes: average or above average intelligence, 

specific deficits in academics, cognitive language, or perceptual processing. These 
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deficits must be one to two standard deviations between academic performance and 

ability as shown on formal testing (Overton, 1996). 

Legal basis for inclusion of students with high-incidence disabilities. The 

following case is important because of the precedent set in establishing appropriate 

services for students with learning disabilities. In fact, the problem of receiving services 

is almost the exact opposite, little specialized services in an inclusive setting. James v. 

Upper Arlington City School District (2000) dealt with the high-incidence learning 

disability of dyslexia. Joseph James was a fourth grader in the public school system and 

was not reading due to his severe dyslexia. The parents felt that the school district was 

not providing an adequate education and withdrew Joseph from the school and enrolled 

him in a private school. Upon withdrawing Joseph from school, his parents did not ask 

for tuition reimbursement from the district. In 1990, Mr. and Mrs. James asked the school 

district for a new lEP for Joseph, but they were told that one could not be prepared until 

Joseph re-enrolled in the public school system. The same request was made again later, 

and again denied. In 1996, the James family asked for a due process hearing seeking 

reti-oactive tiiition reimbursement from Upper Arlington City School District for Joseph's 

private schooling. 

The district court mled that the James family had waited too long to be entitied to 

tuition reimbursement because tiie statute of limitations had run out (James v. Upper 

Arlington City School District, 2000). The case was appealed to the Sixth Circuit Court 

of Appeals, who found that the school district violated Joseph's rights by refiising to 

write an lEP for him before he was officially enrolled in the school. The Court also mled 
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that Mr. and Mrs. James did wait too long to request tuition reimbursement and were riot 

eligible to recover expenses incurred between 1989-1994. After that date, they were 

eligible to take the case to district court again to recover tuition expenses accumulated 

after 1994. 

Another case involving high-incidence disabilities was Morgan v. Chris L. by 

Mike L. (1997). The child in this case had Attention Deficit Hyperactivity Disorder and 

was in the process of being evaluated for special education services. During this time, he 

vandalized the school bathroom. The school filed a petition with Juvenile Court to have 

him labeled a delinquent or unmly child (Murdick et al., 2002). A due process hearing 

was requested, during which the school was ordered to dismiss the petition filed with 

Juvenile Court. The District Court agreed with the decision of the hearing officer, as did 

the Sixth Circuit Court of Appeals. The Circuit Court stated that the order to dismiss was 

allowable because the school failed to provide a free and appropriate public education 

(FARE) for the child. This case helped to discourage school districts from attempting to 

expel, suspend, or discipline a child with special needs. This case set guidelines for 

addressing behavioral issues of students with disabilities in inclusive settings. 

Inclusion and Low-Incidence Disabilities 

Issues are presentiy emerging in the school systems regarding inclusion of 

students with low-incidence disabilities. Students with low-incidence disabilities are 

members of an increasing population in the public schools. Historically, these stiidents 

have received services from either institiitional environments or the special education 
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service system (Jackson, n.d.). Low-incidence disabilities include multiple disabihties, 

hearing impairments, orthopedic impairments, other health impairments, visual 

impairments, autism, deaf-blindness, and traumatic brain injury—and these categories 

make up 23% of the total of students served under IDEA (Office of Special Education 

Programs, n.d.) 

More rarely seen are those disabilities considered mbre severe, or low-incidence 

disabilities. IDEA defines severe disabilities as: children with disabilities who, because of 

the intensity of their physical, mental, or emotional problems, need highly specialized 

schooling, social, psychological, and medical services in order to maximize their full 

potential for useful and significant membership in society and for self-fulfillment. The 

term includes those children with disabilities with severe emotional disturbance 

(including schizophrenia), autism, severe and profound mental retardation, and those who 

have two or more serious disabilities such as deaf-blindness, mental retardation and 

blindness, and cerebral palsy and deafiiess (IDEA, 1997). 

Narrowing the focus of severe disabilities, the sub-category of low-incidence 

disabilities can be found. The United States Department of Education (Foreword for the 

National Center on Low-Incidence Disabilities, n.d.) defines a low-incidence disability 

as: 

1. a visual or hearing impairment; 

2. visual and hearing impairments occurring simultaneously; 

3. a substantial cognitive impairment; 
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4. or an impairment which necessitates a small number of personnel with highly 

specialized skills and knowledge to provide the child with early intervention 

services or a free and appropriate education. 

Region III Education Service Center (Texas Education Agency, n.d.) defines low 

incidence disabilities as including severe cognitive disabilities, deaf-blind, or medically 

fragile status. Lakes County Service Cooperative (n.d.) defines low-incidence as referring 

to a disability that takes place rarely or in low numbers. They define eight disabihties as 

low incidence: autism, visual impairments, deaf-blind, deafiiess, severe mental 

impairments, other health impairments, traumatic brain injury, and physical impairments. 

Legal basis for inclusion of students with low-incidence disabilities. After PL 94-

142, or the Education for All Handicapped Children Act, was enacted in 1975, 

questions arose regarding what constitutes an "appropriate" education, particularly 

regarding those with low-incidence disabilities. Hendrick Hudson District Board of 

Education v. Rowley (1982) was the first case to reach the United States Supreme Court 

with this question. Amy Rowley was a deaf student with minimal residual hearing who 

was an excellent lip reader (Hendrick Hudson District Board of Education v. Rowley, 

1982). Before she began kindergarten in the Hendrick Hudson School Distiict, her 

parents met with the adminisfration and they agreed to place her in a general kindergarten 

class with an FM hearing aid (Martin, n.d.). Amy's parents asked the school to provide a 

full-time sign language interpreter in her classroom. The school was providing speech 

therapy, a hearing aid, and a tiitor for one hour a day, so they refiised the full-time sigh 

language interpreter (Ysseldyke et al., 2000). The case went to the Supreme Court, who 
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mled that the school was providing an appropriate education for Amy. The school was 

not accountable for developing the maximum potential of the student, only to provide an 

appropriate education. 

Another case regarding low-incidence disabilities was Oberti v. Board of 

Education (1993). Rafael was an eight-year-old child with Down's syndrome and 

severely impaired intellectual functioning. He was removed from the general classroom 

by the Clementon School District Board of Education into a segregated special education 

classroom. Initially, Rafael was placed in a developmental kindergarten class in the 

mornings and a special education class in another school district in the afternoons. Rafael 

experienced a great deal of serious behavioral problems in the developmental classroom, 

including aggressive and violent outbursts toward his peers and the teachers (Oberti v. 

Board of Education, 1993). The school decided to place Rafael in a segregated special 

education class for children who were "educably mentally retarded" for the following 

year (Whitted, n.d.). Rafael's parents objected to the placement and wanted him put in a 

general kindergarten class, but the school district refused. The Third Circuit Court of 

Appeals mled that the school district had violated the mainstreaming requirement of 

IDEA, and that Rafael's behavior was not just cause for excluding him from the general 

classroom (Wisconsin Education Agency, 2001). 

In determining placement regarding inclusion, the court mled that three factors 

must be evaluated (Wisconsin Education Agency, 2001): 

1. Consideration should be made as to whether the school distiict made 

reasonable efforts to make accommodations for the child in general education; 
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2. The educational benefits received in general education should be compared 

and contrasted with those received in a special education classroom; 

3. The effects of inclusion on the education of general education students should 

be made. 

Inclusion and Students who are Medically Fragile 

One of the most controversial issues within the low-incidence spectmm disorders 

is the inclusion of students who are medically fragile (Wilson, 1999). Students who are 

medically fragile have health care needs that reach beyond the normal care of other 

children who are the same age. They have needs so specialized that individual health care 

plans, directed by physicians and nurses, are required for the daily care of the child 

(ARCH National Resource Center for Respite and Crisis Care Services, 1992). Bowe 

(2000) stated that children who are medically fragile "require use of one or more pieces 

of equipment to prevent death or to forestall further disability" (p. 233). The Texas 

Education Agency (2000) defines stiadents who are medically fragile as those meeting all 

of the following criteria: 

1. The student must range in age from birth to twenty-one; 

2. The student must have a serious, ongoing illness or a chronic condition that 

has lasted or is anticipated to last at least twelve or more months, or has 

required at least one month of hospitalization in combination with daily, 

ongoing medical treatments and monitoring by appropriately tirained personnel 

which may include parents or other family members; 
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3. The student requires the routine use of a medical device or the use of assistive 

technology to compensate for the loss of usefiilness of a body function needed 

to participate in activities of daily Uving; and 

4. The student lives with an ongoing threat to his or her continued well-being. 

Other states have similar criterion that correspond to federal IDEA definitions for other 

disabilities coupled with severe medical needs. No federal category exists specifically for 

those students. Yet, the impact of severe medical needs often produces much concern and 

attention from school personnel. 

Children who are medically fragile have complex medical care needs, often 

requiring technology, specific services, or some form of nursing support in order to 

survive (American Federation of Teachers, 1997). These services fall under the category 

"related services," which has been an unclear term set forth in IDEA and has caused a 

great deal of confiision. Related services is defined in its most basic terms as any 

transportation, developmental, corrective, or supportive service needed to assist a child 

with special needs to benefit from education (IDEA, 1997). The Supreme Court has only 

addressed this issue in one case, Irving Independent School District v. Tatro (1984). 

Legal basis for inclusion of students who are medically fragile. Amber Tatro was 

an eight-year-old girl bom with spina bifida. As a result, she suffered from orthopedic 

and speech impairments, as well as a neurogenic bladder that had to be catheterized every 

three to four hours to prevent kidney injury. A school nurse or trained layperson could 

perform the CIC (clean intermittent catherization) procedure, as opposed to a licensed 

physician. If a licensed physician performed the procedure, the CIC would constitiite a 
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medical service. The parents requested that the CIC be performed at school as a related 

service, but the school district refused, calling it a medical service (Murdick et al., 2002). 

The Supreme Court mled in this case that the CIC procedure was a related service, 

necessary for Amber to remain in school. Therefore, they mled the procedure should be 

performed by school personnel (Irving Independent School District v. Tatro, 1984). Chief 

Justice Burger listed in his opinion three criteria that must be met for a service to qualify 

as a related service (Yell, 1998): 

1. The student must be eligible for special education under IDEA; 

2. The services must be necessary to aid the student to benefit from special 

education; and 

3. The services must be performed by a nonphysician. 

This case was monumental in defining the difference between "medical services" and 

"related services" to be provided to a child with special needs in an educational setting. 

Another case that established the rights of students who are medically fragile was 

the case of Neely v. Rutherford County Schools (1994). Samantha Neely was a seven-

year-old child with a rare condition that caused difficulty breathing and required a 

tracheostomy. Samantha required constant monitoring and regular suctioning of the 

tracheostomy to ensure that the tube did not become blocked or that her breathing was 

not hindered. Samantha's parents requested that a full-time nurse or respiratory care 

professional be hired by the school district to attend to Samantha's needs. The school 

district initially agreed to employ the professional requested, but hired an individual witii 

a nursing assistant's license. This assistant was to provide care for Samantha and made 
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provisions to train Samantha's teachers to care for her. Samantha's parents objected and 

removed Samantha from school. The case was eventiially taken to the Sixth Circuit Court 

of Appeals, which mled that Samantha's needed services were too extensive and complex 

for the school district to provide, and thus, fell under the "medical services" definition of 

IDEA. Because the services were not considered "related services," which could be 

administered by any fi-ained professional, the school district was not responsible for 

providing the necessary, medical services. The court mled that the requested care 

provided undue burden to the distiict. 

This case helped to differentiate between "related services" and "medical 

services" and helped school districts define what services were appropriate. Since 

Samantha required constant medical attention and would most likely die without proper 

services, the Court mled that the school district was not responsible for carrying the 

burden of her medical care. 

To date, Cedar Rapids Community School District v. Garret F. (1999) is the most 

significant landmark case defining medical services and related services in inclusive 

school settings. Garret F. suffered a spinal column injury when he was involved in a 

motorcycle accident, but he had no injury to his mental capabilities (Dowling-Sendor, 

1999). Garret was four years old and dependent on a ventilator for life support. He 

required extensive medical procedures, such as urinary bladder catheterization, 

tracheostomy tube suctioning, and bowel disimpaction (National Association of School 

Nurses, 2001). In 1993, Garret's mother asked the school district to assume financial 

41 



responsibility for the health care services Garret needed during the school day. The 

district denied the request. 

The United States Supreme Court mled that under IDEA (1997), ongoing, one-

on-one, medical care for a medically fragile student must be considered a related service 

to be provided by the school system so that the student can benefit from school (Walsh, 

1999). Since Garret did not require a physician to attend to him, the services could not be 

called medical services, and therefore, fell under the related services category, which 

were to be provided by the school district (Cedar Rapids Community School District v. 

Garret F, 1999). Before this mling, if a student had severe medical needs that could not 

be provided by the school nurse or personnel, the school district could refuse the 

student's inclusion in the school on the basis that it could not provide adequate medical 

services. 

Ramifications of cases for students who are medically fragile. The ramifications 

of these cases are extensive. School districts and special education services are 

responsible for the educational well-being of students who are medically fragile 

regardless of the cost to the school district (Dowling-Sendor, 1999). As illusfi-ated in 

court decisions, such as Irving Independent School District v. Tatro (1984), these mlings 

set a clear precedent for providing inclusion to the maximum extent possible. They also 

set a clear precedent for providing the necessary, extensive, appropriate care at school by 

educational personnel in order for the student to be included. 
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Issues and Trends 

Wilson (1999) addressed the fact that the inclusion of students with severe 

disabilities who are medically fragile remains a very controversial issue in the field of 

education. Students considered severely disabled and medically fragile remain the least 

likely to be included in the general education classroom, but a small trend has begun to 

increase inclusion of this population (Wilson, 1999). During the 1996-1997 school year, 

44% of students identified with severe disabilities were educated in a separate class, and 

another 30% were educated in a separate school, residential facility, hospital, or the home 

(TumbuU et al., 2002). The remaining 26% were often included in very limited general 

education situations, such as art, music and home economics. 

In Today (New insights on special education practice, 2002), the Council for 

Exceptional Children explored new trends regarding inclusion. They deemed that five 

factors were necessary to make the inclusion of students with special needs successful: 

(1) Schools focusing on teachers' abilities to modify and make accommodations; (2) the 

engagement of co-teaching; (3) a variety of educational strategies; (4) planning time for 

teachers; and (5) the acceptance of a different, non-typical role by the teachers. These 

characteristics should extend to the needs of students who are also medically fragile. 

Students considered medically fragile are increasing in numbers as medical 

treatments and interventions become more successful (Bowe, 2000; Prendergast, 1995). 

In the past, these students were often considered "uneducable" because they were not 

strong enough to attend school or lacked hearty immune systems. As a result they were 

often educated as homebound students or cared for in hospitals or institutions (American 
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Federation of Teachers, 1997). Advances in medical technology have allowed these 

students longer life spans and increased opportunities for public education (Essex, 

Schifani & Bowman, 1994; Schnieders & Ludy, 1996; American Federation of Teachers, 

1997). The emphasis on inclusion has expanded the opportunity of a free and appropriate 

education within the least restrictive environment; this in tum has created somewhat of an 

uproar in the education community as to how to best meet the educational needs of these 

students while protecting their health status. 

Previous Studies Concerning Perceptions Regarding Inclusive Practices 

Many studies have been conducted recently concerning perceptions and attitudes 

of teachers and students, particularly regarding inclusion of students with special needs in 

the general classroom. These students are significant in that they help to examine an 

aspect of inclusion that is often overlooked. 

The feelings and levels of acceptance of teachers toward inclusion can have a 

tremendous impact on the educational environment presented to students (Salend, 1999). 

Research has foimd that teachers vary significantly on their proficiency and willingness 

to make modifications for diverse, special needs in inclusive situations (McLeskey & 

Waldron, 2002). These attitudes can either promote or hinder success for students with 

disabilities as well as their nondisabled peers. Salend (1999) addresses these attitudes as 

possible concerns of educators, and states that this information should be used to create 

effective policies and practices for inclusion. Some concerns listed include: 

• negative attitudes expressed by educators; 
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• the belief that students may not benefit academically, socially, or 

behaviorally; 

• concerns about specific types of disabilities; and 

• concerns about the lack of training and expertise needed for successful 

inclusion implementation (Salend, 1999). 

A study done by Smith and Smith (2000) among kindergarten through third grade 

general education teachers in Nebraska looked at attitudes of teachers regarding 

inclusion. The analysis showed that the teachers were very much in favor of inclusion but 

had some valid concerns. The teachers said that the following four factors determined 

whether or not they felt successful with including students with severe special needs in 

their classrooms: (1) training; (2) class load; (3) support; and (4) time. The teachers felt 

that they needed training through college courses, graduate courses, and district provided 

in-services. They believed that they needed class sizes that factored in the severity of the 

disabilities foimd in their classrooms. Students with more severe disabilities needed 

smaller class sizes in order for the teacher to provide appropriate, educational experiences 

to all students involved. The teachers discussed the importance of support from 

paraprofessionals, special education staff, and administrators. They also mentioned the 

importance of having time to plan, to make adjustments and modifications, to gather 

materials, and to collaborate with other personnel involved in their classrooms. 

Through this study, the authors (Smith & Smith, 2000) gave several suggestions 

as to how a school district can help ensure general education teachers' successes and 

healthy attitudes regarding inclusion. The suggestions were as follows: 
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1. Lower the class size to account for children with severe special needs and the 

attention required by them; 

2. Allow access to special education personnel and paraprofessionals in general 

classrooms in order to plan with the teacher and provide classroom support; 

3. Give general and special education teachers time for collaborative planning 

and implementation; 

4. Train and perform ongoing reassessment to examine placements of students, 

class size and composition; and 

5. Place support systems within the school to ensure that all children are in 

appropriate placements that provide educational opportunities for success. 

This study validated the concerns and fearful attitudes of the general education 

teachers, but offered few practical suggestions to help the teachers implement inclusion 

successfully. Reducing class size is a suggestion that every teacher believes to be 

beneficial, but few see as a realistic solution. The reduction of class size is often a 

decision made by higher administration, and not the teachers or building principals. 

Certainly, a small class size would improve teacher attitudes toward including children 

who are medically fragile or have severe disabilities. 

A similar study examined teachers' perceptions regarding curricular and 

instinctional adaptations. McLeskey and Waldron (2002) interviewed teachers from six 

elementary schools who had developed Inclusive School Programs (ISP) as a 

collaborative effort between three school districts and a state university. The purpose of 

the program development was to establish a system to deliver educational services to 
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students with disabilities in a general education classroom, as deemed appropriate for 

each individual student. Findings of the study revealed that the teachers involved in the 

ISP beUeved that elementary students with milder disabilities could be successfully 

educated using the general education curriculum, as long as two changes were made: (1) 

modifying the curriculum to improve the significance for each student; and (2) making 

modifications to insti^ctional methods. The teachers acknowledged that not every student 

could be successful with each part of the curriculum, regardless of whether a student has 

a disability. 

Teachers also expressed conceras with how difficult it had been to make 

curriculum adaptations based on individual needs. Teachers particularly stressed the 

difficulty of making the changes at the beginning of the school year. Although many 

concerns were stated, the teachers unanimously stressed the importance of maintaining 

high expectations for students based on individual strengths and weaknesses. Rather than 

expectations based on the whole group or on the curriculum, teachers found themselves 

making expectations based on each individual student. 

McLeskey and Waldron discussed the importance of this study as twofold. The 

first implication of the study is the suggestion that teachers perceive they will be more 

likely to use their general education curriculum and adapt it to meet individual needs, 

rather than a specialized curriculum specifically for students with special needs. In other 

words, teachers expressed that they would feel more comfortable with the general 

education curriculum that they are familiar. Secondly, teachers need the training and 

education to make adaptations to the educational curriculum and help them collaborate 
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successfully with others. The researchers fiirther state that "effective collaboration is the 

cornerstone of good inclusive programs" (p. 9). In order to improve attiUides of teachers 

regarding inclusion, collaboration with others is a must. 

Another study recently conducted examined attitudes of peers toward the 

inclusion of students with severe disabilities. A study conducted in five elementary 

schools with second through sixth graders in southern California explored the idea that 

the level of acceptance of students with severe disabilities in general classrooms is 

contingent upon the severity of the disability (Cook & Semmel, 1999). The authors 

proposed that the more severe the disability, the greater the level of acceptance on behalf 

of the nondisabled peers. Five of the fourteen classrooms used, were considered 

heterogeneous, or diverse, because they were composed of at least 50% minority students 

or below grade-level readers; nine of the classes were grouped as nonheterogeneous. The 

nonheterogeneous classes essentially consisted of students of the same ethnicity and on 

the same level academically. Each student was given a list of participating classmates, 

consisting of disabled and nondisabled students, and asked to mark the three friends they 

would most likely choose to play with at recess or work with in a reading group. They 

then were asked to mark the next three top choices from the list of classmates that were 

remaining. The findings showed that severely disabled students were more readily 

accepted in nonheterogeneous classrooms, and students with milder disabihties were 

better accepted in the heterogeneous classrooms. Implications from these findings 

suggest that placement of students with severe disabilities in nonheterogeneous 

classrooms could facilitate peer acceptance. Avoiding placement in heterogeneous 
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classrooms can prevent rejection of the student with severe disabilities. These findings 

may foster peer relations, social skills, self-esteem, and social networks for the child with 

severe disabilities (Cook & Semmel, 1999). 

This study presents many interesting suggestions for helping students with severe 

disabilities, including medically fragile students, to be successfully included into the 

general classroom. The small sample size does not provide an adequate bank of 

information to make solid claims, but does provide a foundation upon which to build for 

fliture research. Another limitation is the ranking scale used with this age group. Second 

through sixth graders' rankings of their peers could change on a daily basis, so perhaps 

the rankings should have been done several times over a period of time and averaged to 

get a more balanced look at their opinions. However, the findings could be very 

beneficial in helping educators place children with severe disabilities or those who are 

medically fragile in general classrooms that have an accepting, welcoming environment. 

This placement may in tum facilitate positive peer attitudes and acceptance toward 

students who are medically fragile or have severe disabilities. 

Data Regarding Students who are Medically Fragile 

Students who are medically fragile may experience a variety of health and 

medical concerns. Many of these children have health care needs unique to each 

individual, and students who are medically fragile do not often share the same 

characteristics. Because students who are medically fragile have such varied needs, 

generalized literature is not readily available. Most literature regarding medically fragile 
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status is directed toward the medical field and not directly related to educators. 

Braverman (2001) explored the problem of respiratory infections and asthma among 

children with severe disabilities. ARCH National Resource Center for Respite and Crisis 

Care Services (1992) discussed respite care for medically fragile children in an article on 

hospitalization and at-home care for medically fragile children. The author provided data 

on establishing a respite program for the families of medically fragile children, as well as 

staffing and training issues to be considered. Public education was never mentioned in 

either of these articles as a consideration for these children or teachers. 

Several articles were found regarding medical needs, grief and death, medical 

technology and needs of the school (Porter, Haynie, Bierle, Caldwell, & Palfrey, 1997; 

Jordan & Weinroth, 1996; Schnieders & Ludy, 1996; Caldwell et al., 1999). Within the 

articles, the issues and perceptions of facing death and grief within the classroom were 

discussed in relation to students with severe special needs. Many people treat the death of 

a child with severe disabilities as a blessing rather than a tragedy (Schnieders & Ludy, 

1996). This attitude can complicate a teacher's attempts to help his or her students cope 

with the loss of a classmate. In the early childhood setting, the preschoolers often see 

death as something akin to sleep that is a temporary state. Schnieders and Ludy (1996) 

described three symptoms of grief found in children: physical, behavioral, and emotional. 

Emotional symptoms describe the internal responses of the child. Behavioral symptoms 

are observable actions and reactions, and physical symptoms are those that affect body 

fiinctions. The authors concluded that the teacher must also come to terms with his or her 
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own feelings toward death, as well as create a comfortable, safe environment for the 

students to express feelings of grief 

For healthy attitudes toward the inclusion of students who are medically fragile, 

school personnel need to have a variety of strategies in place within the educational 

environment. School staff members need to have emergency protocols, health and safety 

checklists, and a team of professionals knowledgeable about a student with medical needs 

readily available (Prendergast, 1995). Advance preparation and constant communication 

were discussed as vitally important to the successful education of the child (Prendergast, 

1995). A committee from Gwinnett County schools, located outside of Atlanta, Georgia, 

suggested the formation of a Medical Review Panel (MRP) to address health and safety 

issues in the Gwinnett County schools (Jordan & Weinroth, 1996). When a student 

requires specific, specialized health services, they suggest that a health care team be 

assembled for that child. This specialized health care team is responsible for supervising 

the training of personnel and performance of procedures for that child. Checklists and 

forms for developing an Individualized Health Care Plan were located, as well as specific 

guidelines for procedures such as tiibe feeding and dialysis (Porter et al., 1997). Medical 

technologies, such as tiibe feeding, intravenous fines, clean intermittent catheterization, 

ostomy appliances, dialysis, and respiratory devices were listed as the most common ones 

required by stiidents with severe medical needs (Caldwell et al., 1999). These types of 

services produce anxieties and reservations among teachers, as they are often expected to 

perform some of the medical services for the child (Caldwell et al., 1999). 
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Conclusion 

Through examination of research, one can conclude that inclusion issues are 

commonly seen throughout current educational trends. The inclusion of students who are 

medically fragile is a new topic, but obviously an important one to be dealt with in 

education. Students with severe disabilities, especially those with medical needs, are 

becoming more included and involved within general education classrooms. While 

educators are learaing more about including this special population, many gaps exist in 

information that is available to them. 

The American Federation of Teachers (1992) provided a policy for training 

school employees to work with medically fragile children on their website, but offered no 

suggestions or help for persoimel. Scant literature, which includes guidelines, 

recommendations, and informal reports of previous experiences, could be located 

regarding the inclusion of students who are medically fragile in an early childhood 

setting. This is especially tme regarding early childhood teachers' perceptions toward the 

inclusion of students with severe medical needs. In many communities, educational 

programs for children age five and under are not publicly operated, which limits options 

for inclusion (Cavallaro et al., 1998). Most of the literatiire found regarding teachers' 

perceptions deaU solely with elementary students or secondary students (Smith & Smith, 

2000; McDonnell et al., 1997). 

Little information was found giving early childhood educators useful and 

applicable information on the facilitation of inclusion. Educators need practical 

inforaiation and training that is readily available and beneficial. Infonnation and training 
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will help to ease emotional obstacles teachers are feeling, and allow them to better help 

the children. Early childhood teachers will also feel better prepared and knowledgeable 

about students who are medically fragile, thereby improving attitudes toward inclusion. 

Research and information are needed that facilitate collaboration between special and 

general early childhood educators, helping them to leam to work and plan together, rather 

than working as separate entities. Early childhood teachers need information regarding 

specific disabilities because of the unique characteristics involved, especially for those 

students who are medically fragile. Early childhood educators require expertise in 

incorporating severely disabled and medically fragile students into the classroom in order 

to ensure success for all parties involved: teachers, parents, classmates, and the student 

with the disability. 

A small amount of research was found on the role of administrators and the part 

they can play in helping ease transitions and support personnel. No research could be 

located regarding early childhood teachers' perceptions of including medically fragile 

students into their general classroom. The emotions, fiiistrations, challenges, successes, 

and perceptions can alter the teachers' experiences. Their adaptations as they go through 

the inclusion process need to be examined. 

This stiidy focused on the inclusion of students who are medically fragile in the 

early childhood setting. Attitudes and perceptions of early childhood teachers, special 

education teachers, administrators and parents were stiidied regarding the inclusion of 

these stiidents. Close examination of fears and concerns, joys and successes, and feelings 

toward stiidents who are medically fragile provided insight for the education community. 

53 



By addressing these perceptions, and actively seeking to find practical applications for 

teachers, the inclusion process for students who are medically fragile can be a successful 

one. 
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CHAPTER III 

METHODOLOGY 

This study examined various perspectives on the inclusion of students who are 

medically fragile in the general early childhood classroom. Viewpoints of school staff 

and personnel, as well as parents, from one early childhood campus were examined. A 

qualitative approach was adopted to focus on situations occurring in natural settings and 

to study each aspect of those situations. The case study design enabled the researcher to 

look at the sample of general education teachers in depth by collecting extensive data. 

Enough information was collected from a specific group. In this case, data would be 

obtained from staff", personnel, and parents associated wdth one early childhood campus 

to allow understanding of the group's attitudes and perceptions regarding the inclusion of 

students who are medically fragile. Data collected in the form of a case study design 

enabled the researcher to uncover a deep sense of understanding of the focus group 

(Berg, 2001). The researcher attempted to understand the education community's 

perceptions, perspectives, and thoughts toward including students who are medically 

fragile. 

Research Ouestion 

This study was guided by the research question: What are various perspectives on 

including students who are medically fragile in the early childhood general classroom? 
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As data was collected and analyzed in various ways, this question would be explored and 

interpreted from a qualitative stance. 

Rationale 

Qualitative research has been defined as a questioning method of understanding 

based on a very specific methodology of inquiry that looks at social or human problems. 

The study was conducted in a natural setting, with word analysis and detailed views of 

the informants reported. All of this was done holistically to portray a complex overall 

picture (Creswell, 1989). Qualitative research comes from a philosophical viewpoint that 

is broadly "interpretivist" in nature because it looks at how the social world is 

deciphered, understood, experienced, created, or comprised (Mason, 2002). Qualitative 

research allowed the researcher to explore and study individuals and situations in a 

variety of different settings. It gave the researcher access to facts and information that 

would be unavailable if examined quantitatively. Qualitative methods allow researchers 

to see how people make sense of their world, adapt, change, and find order in the 

occurrences of their lives. Qualitative methods help researchers examine how people 

leam about and make sense of themselves and people around them (Berg, 2001). 

Qualitative researchers believe that their ability to interpret what they observe is 

critical for an understanding of any social phenomenon (Leedy & Ormrod, 2001). For 

this reason, the qualitative method was chosen for this particular study. In looking at 

perceptions of including students who are medically fragile in the general classroom, one 

realized that this situation involves many layers and facts. These layers included 
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information that could not be adequately expressed through statistical means of 

quantitative research. In order to develop a deep understanding of teachers', staffs', 

administrators', and parents' perceptions and interpret these findings, the qualitative 

research method was the best choice for this study. 

Early childhood education frequentiy refers to the education of children aged birth 

through eight years old (Bredekamp et al., 1992). The NAEYC also defines early 

childhood as birth through age eight. They have established guidelines concerning 

curriculum content and assessment for early childhood programs serving ages three 

through eight (Bredekamp & Rosegrant, 1992). The NAEYC (Bredekamp & Copple, 

1997) defines an early childhood program as "any group program in a center, school, or 

other facility that serves children from birth through age eight" (p. 3). 

Students who are medically fragile have health care needs that reach beyond the 

normal care of other children who are the same age. They have needs so specialized that 

individual health care plans, directed by physicians and nurses, are required for the daily 

care of the child (ARCH National Resource Center for Respite and Crisis Care Services, 

1992). Bowe (2000) stated that children who are medically fragile "require use of one or 

more pieces of equipment to prevent death or to forestall further disability" (p. 233). The 

Texas Education Agency (2000) defines students who are medically fragile as those 

meeting all of the following criteria: 

1. The sttident must range in age from birth to twenty-one; 

2. The sttident must have a serious, ongoing illness or a chronic condition that 

has lasted or is anticipated to last at least twelve or more months, or has 
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required at least one month of hospitalization in combination with daily, 

ongoing medical treatments and monitoring by appropriately trained personnel 

which may include parents or other family members; 

3. The student requires the routine use of a medical device or the use of assistive 

technology to compensate for the loss of usefiilness of a body fiinction needed 

to participate in activities of daily living; and 

4. The student lives wdth an ongoing threat to his or her continued well-being. 

Other states have similar criterion that correspond to federal IDEA definitions for other 

disabilities coupled wdth severe medical needs. No federal categoty exists specifically for 

those students. Yet, the impact of severe medical needs often produces much concera and 

attention from school personnel. Children who are medically fragile have complex 

medical care needs, often requiring technology, specific services, or some form of 

nursing support in order to survive (American Federation of Teachers, 1997). 

Legally, the lEPS of all students wdth disabilities are required to describe the 

extent to which they will or will not be participating wdth nondisabled peers in the 

general education classroom (IDEA, 1997; Wright & Wright, 1999). Currently, the 

student's least restrictive environment is usually seen through the implementation of 

inclusion, the placement of students with disabilities as fiill or part-time members in 

general education classrooms (Hunt & Goetz, 1997). The aim of inclusion is to provide 

for each child an environment that maximizes rehabilitation efforts and has the highest 

probability of remedying academic deficits (Sattler, 2001). Inclusion deals more wdth 

educators' responses to individual differences than specific instmctional techniques 
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(Voltz et al., 2001). Inclusion advocates promote the philosophy that students wdth 

disabilities need to spend as much of the day as possible in a general classroom. Inclusion 

does not refer to the physical placement of students in a general classroom. Rather, it 

refers to the acceptance and sense of belonging that a student wdih special needs 

experiences when placed in a general classroom (Voltz et al., 2001). Stainback et al. 

(1996) state that the goal of fiill inclusion "incorporates the idea that all students deserve 

to be safe, happy, secureand successful learaers within the mainstream" (p. 31). 

This study sought to describe the perceptions formed by early childhood staff and 

personnel, as well as parents, when including students who are medically fragile in the 

general education classroom. The goal was to understand the perceptions formed, 

emotions experienced, and goals set for students who are medically fragile, especially 

when these students were placed in early childhood classrooms. The study examined 

perspectives of teachers regarding challenges and issues faced when including students 

who are medically fragile. Although educating students wdth special needs in their least 

restrictive environment is a legal requirement, vety little research is available to help 

schools implement the changes necessary for inclusion of students who are medically 

fragile. Little information exists on what kind of changes need to be made, how to make 

the changes, how to train the general education early childhood teachers and prepare 

them, how to facilitate and encourage the general and special education teachers to work 

collaboratively, and how to help both the special and general education students succeed 

in the classroom together (Janney & Snell, 1997). The inclusion of students considered 

medically fragile has put many new pressures and considerations on the shoulders of 

59 



general education teachers. Some of the major questions that the general education 

teachers must face are: what to teach the student, where to teach the student, and how to 

teach the student (Browder, 1997). One teacher or one administrator cannot adequately 

answer these questions. Collaboration between teachers, administrators, family, and 

paraprofessionals is essential to ensure that the student receives the best educational 

services possible (Henning & Mitchell, 2002). 

Case Study 

The case study design was chosen in this study to allow the researcher to gather 

in-depth, graphic, focused information about a population particular to a specific age 

group: teachers, administrators and parents in a setting exclusive to early childhood. The 

case study method enabled the researcher the opportunity to effectively understand how a 

person, group, situation or setting operates or functioned (Berg, 2001). Yin (1994) 

defined a case study as "an empirical inquiry that investigates a contemporary 

phenomenon within its real life context especially when the boundaries between the two 

are not clearly evident" (p. 13). 

The case study method is a systematic way of looking at what is happening, of 

collecting data, of analyzing information, and of reporting the results (Davey, 1991). It 

examines commonalities and particularities about a case, but the end resuh usually 

displays something that is uncommon. Case studies draw from all of the following: the 

nature of the case, the case's historical background, the physical setting, and other 

contexts such as economic, political, legal, and aesthetic factors (Stake, 2000). An 
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advantage of using the case study method in the research being conducted involved its 

ability to open the way for new discoveries (Berg, 2001). While looking at teachers' 

perceptions on including students who are medically fragile, an instmmental case study 

design that was illustrative, or descriptive in nature, was used. 

The instmmental case study design was used to understand another phenomenon; 

the case itself was not the main focus of the research question (Stake, 1995). Particular 

circumstances may have been important, but other circumstances important to the case 

were of httle importance to the study (Stake, 1995). Stake (2000) stated, "The case is of 

secondary interest; it plays a supportive role, and it facilitates our understanding of 

something else" (p. 437). Instmmental case studies do not place as much attention on the 

specific contexts. This case study looked at a particular case and examined it mainly to 

give insight into an issue or reformulate a generalization (Stake, 2000). In this particular 

study, the case study mvolved early childhood and special education teachers, 

administrators and parents, who provided specific information to the researcher. This 

information gave insight into a bigger picture—overall perceptions on the inclusion of 

students who are medically fragile. The people who volunteered to participate were the 

pieces that contributed to the overall puzzle. 

Stake (2000) described the methods of instmmental case study as drawing "the 

researcher" forward, illustrating how the conceras of researchers and theorists are 

manifested in the case. The instmmental case study brings important issues to the 

forefront and makes them known before the study is performed. It also follows 
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disciplinary expectations, such as having subjects of the case study approved by the 

researching institution before the case study is begun (Stake, 1995). 

The illustrative, or descriptive aspect of the instmmental case study, utilizes 

circumstances to show what a situation is like. Illustrative case studies are useful when 

little is known about the subject being researched (Merriam, 2001). They help interpret 

other data, serve to make the unfamiliar more familiar, and give the readers a common 

language about the topic (Davey, 1991). 

Limitations are present with descriptive case studies. Because a great deal of in-

depth information is essential, time can be a factor (Merriam, 2001). The researcher may 

not have enough time to remain on the site and thoroughly examine and gather the data 

that is needed. Davey (1991) discusses the difficulties in selecting instances or 

occurrences that are the most important. Because of time limits, the amount of depth 

required per examination and amount of information gathered, the researcher might not 

feel that the situation is adequately represented (Merriam, 2001). 

The case study was the most appropriate research design for this particular study 

because it allowed the researcher to focus on one aspect of a vety specific population. It 

provided the tool to explore a vety exclusive group: early childhood personnel and 

parents on an exclusive early childhood campus. Personnel included early childhood 

teachers, special education teachers, administrators, office personnel, and related service 

providers, who had previous experiences with students who are medically fragile. The 

descriptive aspect of the case sttidy allowed the opportunity to utilize the participants 

who qualified for this project since so little information is available on the stiidents 
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themselves and the education of students who are medically fragile. With the case study 

design, the researcher was allowed to collect extensive, in-depth information from a small 

sample and apply it to a larger context. 

The case study also had disadvantages when used in this type of project. A great 

deal of time was needed wdth the subjects, talking to them and gathering data. The 

subjects may not have allowed for the extensive time needed to adequately obtain the 

necessaty information. The subjects also may not have feh comfortable divulging 

information they deemed private or confidential, or revealing negative feelings or 

perceptions for fear of sounding derogatoty towards students who are medically fragile. 

Because the case study material dealt wdth such a specific subject, difficulties may have 

been discovered in trying to generalize the information to a larger population. 

This case study provided information that would advance the inclusion of a new 

population being placed in general education classrooms. Advances have recently been 

made in the past decade that allow opportunities for the students who are medically 

fragile to fully participate in situations that were previously considered impossible or 

unimaginable. Findings from this study would help general elementaty education 

teachers prepare for inclusion of students who are medically fragile. This case study 

would also validate feelings that the teacher experiences prior to, during, and after 

including these students. 

Ethical considerations were a significant factor when conducting this case sttidy 

research. Individuals in evety situation straggle with moral and legal problems, 

problematically and freely building the concrete meanings for that sittiation out of the 
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general morals and laws that are shared wdth others and out of all his or her other feelings 

and beliefs (Douglas, 1979). The researcher must be aware of and receptive toward any 

risks that may involve the human subjects conceraed (Stake, 1995). The appropriate 

committee from the researcher's university should approve the subjects. The subjects 

should be made aware of expectations and requirements for the study. The researcher had 

a moral obligation, or contract per se, wdth the subjects to protect and disclose only the 

pertinent information in a non-identifying manner. 

Stake (1995) discussed role choices involving ethics that the researcher must 

make. The researcher must decide how much to participate personally in the activity of 

the case. She must evaluate how much to pose as an expert and how much 

comprehension to reveal. She needs to decide whether to be a neutral observer or an 

evaluative, critical analyst. The researcher has to determine how much to tty to serve the 

needs of anticipated leaders, and how much to provide interpretations about the case. She 

has to agree on how much to advocate a position. Stake (1995) stated that the researcher 

must detennine whether or not to tell the research as a stoty. Finally, will the researcher 

be herself or present herself as more of an evaluator, therapist, or scientist? What role 

wdll she assume while conducting the research? Researchers need to obtain informed 

consent from the subjects, ensure that deceptive practices wdll not be used, protect the 

privacy and confidentiality of the subjects, and report data accuratefy (Christians, 2000). 

The researcher confronted unique moral issues when the choice was made to 

conduct this study. As an employee of the school participating in the research, the 

researcher was found to be in the dual role of special education teacher, as well as 
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researcher. Many of the subjects choosing to participate were fellow co-workers and 

friends. Procedures were implemented to guard against bias as data was collected and 

analyzed (Glesne, 1999). Subjects' names would not be written or recorded on any part of 

the data, so when data was recorded, the subject remained anonymous. The researcher 

had no way of knowing which responses belonged to specific co-workers or parents. 

Each participant was asked the same set of questions, and if consent were obtained, their 

interviews would be recorded with a digital tape recorder. This would prevent the 

temptation to paraphrase or elaborate on any responses given. The information was 

transcribed verbatim after listening to the recording. 

Another concera as a researcher and fellow co-worker was the possibility of the 

subjects sharing their tme perceptions wdth me versus what they thought I wanted to hear. 

On several occasions, I did foresee participants telling me what they perceived to be the 

"right" answers. In those situations, I planned to remain as professional as possible, not 

veering from any of the research questions. The assurance of confidentiality hopefully 

facilitated openness from the subjects, as they felt more comfortable knowing that their 

responses would not be identifiable by anyone participating in the study. 

Context of the Study 

Members of an early childhood campus in a public school system volunteered to 

participate in this research study. The population of the school included general 

education teachers, special education teachers, school personnel, administrators and 

parents of students currently attending the school. The school system was located in a 
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small urban school district situated in the Southwestern portion of the United States. The 

school district was comprised of 59 campuses, 39 of which are elementaty or early 

childhood campuses. The district has an approximate total enrollment of 29,000 students 

during the 2002-2003 school year. The ethnicity of student population is made up as 

follows: approximately 41% Anglo or other; 43% Hispanic; and 15% Afiican-American. 

This population and make-up are comparable to other mral pubhc school systems in the 

area. 

In this particular study, the teachers taught in one of the three Head 

Start/prekindergarten campuses in the independent school district. These campuses 

consisted exclusively of three- and four-year-olds. Children with mild to moderate special 

needs were fully included in the general classroom. Each campus contained two inclusion 

facilitators and two teaching assistants, who gave support as needed to the children who 

were included in the classrooms. Two of the campuses housed a self-contained special 

education classroom for children with severe disabilities. These classrooms contained a 

special education teacher and a teaching assistant. Some of the children from the self-

contained classroom were included into the general classrooms for smaller periods of 

time. As these children were included, they received one-on-one support from an 

inclusion facilitator or assistant. Each campus had a principal, and an assistant principal 

split time between the three campuses. 

The targeted campus was an open-concept campus, wdth no walls between the 

classrooms. Due to the close proximity of the classrooms and the absence of barriers, the 

teachers and students had more exposure to other classes than would be typically seen on 
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a campus. Teachers had some degree of knowledge of the majority of students on 

campus, especially wdth students who had needs that may have caused them to stand out, 

such as a wheelchair or adaptive equipment. Because of the open concept and familiarity 

wdth most students, teachers tended to develop relationships wdth students who were 

members of another classroom. These relationships and the fact that the teachers worked 

in adjacent physical spaces wdth one another fostered a sense of community and shared 

culture within the school. Teachers, parents and students tended to interact with one 

another on a level atypical to most school settings. 

The self-contained classroom in this setting was the only classroom containing an 

enclosed space. Although the classroom was separated from the others by walls, the 

students and teachers interacted frequently with other classes in the building. The 

students from the self-contained classroom attended P.E., fine arts, and other school 

activities with the general early childhood classes. The students in the self-contained 

classroom also ate meals wdth the general classes. Students from the self-contained were 

included in the early childhood classrooms for various periods throughout the day wdth 

the help of the inclusion facilitators. 

Subjects in this study included both general early childhood teachers and special 

education teachers. Administrators, school personnel and parents from both of those 

settings were also included. Each subject had at the time of the study, or had in the recent 

past, experiences wdth a student who was medically fragile. The students may have been 

officially labeled as permanently medically fragile, or they may have had a condition that 
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rendered them temporarily medically fragile, such as having a tracheotomy or extended 

illness. 

Data Source 

Public early childhood teachers were chosen because of the similarity of training 

each had received and because each teacher had access to the same types of equipment 

and assistive services throughout the district. Early childhood teachers were chosen 

because the students who are medically fragile have a shorter life expectancy and may 

not live to the junior high or high school age levels. Early childhood general education 

teachers with students who are medically fragile included in their classes make up a 

population on which little information exists. Special education teachers were included 

due to the knowledge and experience they have had with educating students who are 

medically fragile. Administrators were selected because of the different perspectives they 

could bring toward inclusion and students who are medically fragile. Parents were chosen 

because they could bring attitudes outside of the educators' realms and may have had a 

more personal, emotional viewpoint on the subject of the inclusion process. Each person 

associated wdth the school, be it in the cafeteria, office, or classroom, was asked to give 

his or her attitudes in order to gain a more holistic view of the overall perspectives of the 

school relating to the inclusion of students who are medically fragile. 

The opinions of the subjects were expected to vaty significantly due to the fairly 

new phenomenon of inclusion in public schools, particularly with students who are 

medically fragile. This population has just recently begun to be included in regular 
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classrooms. Advances in medical technology have allowed these students longer life 

spans and increased opportunities for public education (Essex et al., 1994; Schnieders & 

Ludy, 1996; American Federation of Teachers, 1997). Because of medical advances 

being made, this population is entering the public schools in far greater numbers than 

have been previously seen. 

Sampling difficulties were inevitable in this type of study. Few students who are 

medically fragile hved in the school district being targeted. Because of this, and the fact 

that the school district only had three prekindergarten campuses, a small number of early 

childhood teachers or special education teachers would qualify for this study. The limited 

number of prekindergarten campuses would decrease the number of administrators 

available for the study. The shortened life expectancy of this population of students 

would also limit the number of early childhood teachers who have had the opportunity to 

teach or work wdth these students. Another sampling difficulty anticipated was an 

unwillingness of some teachers or parents to participate due to time involved. The early 

childhood or special education teachers who had a student who was medically fragile 

enrolled or included would more than likely be spending a great deal of time making 

modifications for the student. For this reason, added time involved for giving information 

requested may not have appealed to the teachers. The fact that including students who are 

medically fragile is such a new phenomenon would add difficulties due to the lack of 

experienced teachers and information available. Parents would also have had limited 

contact wdth students who are medically fragile. Each child who is medically fragile also 
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has conditions that are completely unique to him or her, so each teacher would have 

different situations and adaptations to make in her classroom. 

Data Collection Methods 

Data was collected through observations, stmctured interviews and 

semistandardized interviews. Each method would be reevaluated throughout the study to 

ensure that appropriate and useflil information was being obtained. The researcher would 

also be checking wdth teachers on a regular basis to allow for questions and clarification 

of expectations. 

Observation included watching the subjects—how they initiated and responded to 

interactions, listening to their conversations and speech, and observing how they were 

involved wdth their surroundings and other people. Vierra, Pollock, and Golez (1998) 

discussed that qualitative researchers choose a focal point to observe and then decide on a 

setting in which to observe. The researcher places himself or herself in that chosen 

position, and proceeds to watch the subject from evety possible angle, processing and 

screening out what they are observing. In this particular study, the researcher assumed a 

nonparticipant observation position, not being included in the activities in the classroom. 

The researcher would simply be a participant observer of the teachers, students, and 

events occurring in the classroom. 

Methods of collecting data during observations would take on several forms. At 

times, an audio tape recorder may have been placed in the classroom with permission 

granted from the teacher to record occurring dialogues as well as classroom activities. 
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Anecdotal note-taking would be used to record events. These were objective records 

giving step-by-step descriptions of occurrences wdth no personal opinions interjected. 

Advantages of observations included flexibility, the fact that we are constantly 

observing as a daily occurrence, and the ability to step back from a situation and see 

different aspects of it. Flexibility enabled the researcher to easily shift focus as new data 

came to light (Leedy & Ormrod, 2001). Observation is a data collection technique that we 

as humans perform in evety facet of our lives. We watch, listen and focus on small and 

large events many times throughout each day. Observing in a more formal setting simply 

extended this to a more narrow focus. Nonparticipant observation also allows 

opportunities to look at situations from an unbiased viewpoint, rather than as a 

contributor or as one being affected by the situations. 

Disadvantages were also present wdth the observation technique of data 

collection. Sometimes participants would not be willing to cooperate with the researcher 

for longer periods of time (Vierra et al., 1998). When the researcher was present, his or 

her presence may have altered how people acted, said, and did, which in tum affected 

occurring events (Leedy & Ormrod, 2001). The qualitative aspect of the study may have 

potentially broadened the focus, which could be threatening for subjects in a research 

setting. Yet, another problem encountered may have been gaining entty to the desired 

setting (Vierra et al., 1998). Teachers may have feh threatened by the presence of an 

observer in their "territoty," their classrooms. A rapport of tmst had to be estabHshed, 

and ensured objectivity was needed for the teachers, parents, and administrators. The 

possibility of "observer bias" existed—that is, the researcher brought his or her unique 
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talents and limitations to the observation. Because of this, the quality of the material 

recorded could become the measure of usable observational data (because it can be 

monitored and replicated) rather than the quality of the observation itself (which cannot 

be replicated because it is by definition, idiosyncratic) (Angrosino & Mays de Perez, 

2000). Researchers have to be aware of the actual observation material they are 

recording, rather than the method they are using to record it. 

Interviews were another data collection method utilized. Interviews are generally 

considered an essential source of case study evidence because most case studies are about 

human affairs (Yin, 1994). Interviewees who are well informed can give a great deal of 

insight and perspective about a situation, as well as providing shortcuts to the previous 

histoty of the situation. This histoty can lead the interviewer on paths to locate other 

substantial sources of evidence (Yin, 1994). Qualitative interviewing allowed the 

researcher to develop a holistic description of the situation, as well as learning how 

different participants' interpreted events. It allowed the researcher insight into 

perceptions and attitudes that were known only to the people that had experienced the 

phenomenon (Weiss, 1994). 

Two types of interviews would be used in this study: stmctured interviews and a 

semistandardized interview in the form of a face-to-face interaction. Evety early 

childhood teacher, special education teacher, administrator, and parent who volunteered 

to participate was given the stmctured interview. Participants for the semistandardized 

interview, or face-to-face interview, were chosen randomly from the overall sample of 

participants. 
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Stmctured interviews were given to evety subject who volunteered to participate 

in the study. Stmctured interviews involved the respondents all being asked the same 

preestablished set of questions (Fontana & Frey, 2000). All teachers, school staff and 

personnel, administrators and parents who chose to take part would be asked the same 

questions, in the same order, by the same researcher. Although the subjects would be 

allowed to respond in any way they chose, typical responses from participants were 

reserved and brief, resembling a written questionnaire (Vierra et al, 1998). The questions 

that would be asked to the participants were: 

1. What characteristics would you say define a student who is labeled 

"medically fragile"? 

2. What is the contact that you have had wdth a student who was medically 

fragile? 

3. What were your feelings about the student? How did you feel about being 

around that student? 

4. How would you feel about having a student who is medically fragile 

included in your classroom? (your child's classroom?) 

5. What would be your conceras about including a student who is medically 

fragile in an early childhood classroom? 

6. What would you wony about if this child was your responsibility during the 

school day? 
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7. What could be put in place or what would you need to make you feel more 

secure about having a student who is medically fragile included in your 

classroom? 

8. Describe the level of inclusion in your classroom. 

9. What kind of obstacles can you see that might present themselves to 

students who are medically fragile? 

These questions differed from the typical stmctured interview since they were open-

ended questions rather than questions with a limited set of response categories (Fontana 

& Frey, 2000). 

Questions were also asked to get needed information in a face-to-face situation to 

expand on limited responses obtained through the stmctured interview. A 

semistandardized interview stmcture was used, which involved implementing a number 

of predetermined questions and/or special topics (Berg, 2001). These questions were 

usually asked in an organized format, but the interviewers had the freedom to expand and 

probe beyond the answers expected in order to obtain more information. The questions 

used for the interview process would be carefully planned and precisely worded in order 

to yield the kind of data needed to answer the research question (Leedy & Ormrod, 

2001). The questions were open-ended wdth the intention of encouraging the subjects to 

volunteer information and expand on the questions they were asked. 

Berg (2001) discussed assumptions underlying the concept of semistandardized 

interviews. He stated that in order for questions to be standardized, they must contain 

wording that was familiar to the subjects. This created shared meaning between the 
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interviewer and interviewee, and assured that the interviewee understood the context and 

wording of the questions (Fontana & Frey, 2000). The interviewer could approach the 

worid from the subject's perspective by using unrehearsed investigations, or probes. This 

demonstrated that the interviewer recognized that evety individual understood and 

interpreted situations in his/her own unique way. 

Open-ended interview questions would be asked, during which the researcher 

could ask subjects for facts as well as their opinions on the matter (Yin, 1994). These 

questions mainly related to the environment of the classroom. Each question was asked 

regarding the placement of students who are medically fragile in the early childhood 

classroom. As questions were asked in an open-ended format, other useful and insightful 

information would be gained. The interviewer would have to gauge each situation 

individually and seek more information if the situation and subject permit. Some of the 

following may have been requested for further inquity into perceptions of including 

students who are medically fragile: Describe the noise level in your classroom. Describe 

the lighting in your classroom. How is the furniture placed in the room? Is the space 

adequate for movement of wheelchairs and equipment? How do you feel about other 

personnel such as teaching assistants, nurses, and therapists being in your classroom? 

What kind of risk-taking opportunities and activities are available for all students? How 

do you feel about performing medical procedures on the student? What are your thoughts 

about the frailness of these students? Do you wonry about other students' reactions to the 

student who is medically fragile—why or why not? Questions for parents differed 

somewhat given that they would involve more of the parent's perceptions about his or her 
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child's classroom rather than actual practices in the classroom. Examples could have 

included: How do you feel about a student with severe medical needs being placed in 

your son/daughter's classroom? Do you worry about your child's reaction to the student? 

Using the interview process in a study had many advantages. People were usually 

more willing to talk than to write responses to questions. The interviewer had 

opportunities to establish relationships wdth the subject, which could lead to the sharing 

of certain types of confidential information that might not otherwise be obtained (Best & 

Kahn, 1989). Another advantage of face-to-face questioning was that the interviewer 

could clarify and give explicit instmctions about the purpose and type of information 

being sought. The interviewer could also check the tmthfiilness of the information by 

asking for the same information in different ways (Best & Kahn, 1989). 

Several difficulties were to be anticipated during the interview process of 

collecting data. Leading questions that may have unconsciously looked for or implied a 

specific response should have been avoided (Best & Kahn, 1989). The researcher should 

have been aware of the sensitivity of the relationship between the interviewee and 

interviewer. In this case, the researcher could have had personal relationships with some 

of the subjects. The researcher would be aware of the degree of involvement wdth the 

subjects and not let that cloud the objectivity of the interview (Fontana & Frey, 2000). A 

rapport of confidence and tmst must have been established wdth the subject, and the 

assurance was given that all information given by subjects was confidential. Subjects had 

to be confident that any information disclosed would not enable readers to determine the 
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identity of the student, parent, administrator, or teacher involved. One of the main 

priorities had to be the protection of identities and personal data disclosed by the subjects. 

Data Analysis 

Data collected in this study would be analyzed from a social anthropological 

approach, using content analysis. This approach is often used by researchers who are 

interested in the behavioral regularities of evetyday life—language and language use, 

rituals and ceremonies, and relationships (Berg, 2001). In analyzing the data from this 

approach, the researcher identified and explained how people were operating in a 

particular environment or how they understood and managed in their day-to-day 

activities. Researchers approaching data from a social anthropological view usually start 

wdth a concept or theoty and then move into the field to collect data and test that theoty. 

Content analysis involves the researcher objectively examining data that has been 

collected and making inferences from that information. Berg (2001) stated that content 

analysis "is a passport to listening to the words of the text, and understanding better the 

perspective(s) of the producer of these words" (p. 242). Content analysis is conceraed 

with explaining the status of a phenomenon at a specific time or its development over a 

period of time (Best & Kahn, 1989). 

In this particular study on teachers', administrators' and parents' perceptions, 

content analysis would be used to examine the data collected through the interviews and 

observations. The information was first organized so that it could easily be read and 
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sorted into specific content areas. Analysis should involve consideration of the literal 

words in each text being examined, as well as the manner in which the subjects give the 

words (Berg, 2001). 

Data collection and data analysis occurred simuhaneously. Merriam (2001) stated, 

"The final product is shaped by the data that are collected and the analysis that 

accompanies the entire process. Without ongoing analysis, the data can be unfocused, 

repetitious, and overwhelming in the sheer volume of material that needs to be 

processed" (p. 162). As information was collected from the interviews, notes were made 

and themes and patterns searched for and noted. Each interview would be compared with 

the previous to ensure that similar themes were emerging. By examining early data 

obtained from the interviews, new emphases may have been apparent that could be 

addressed in following interviews (Weiss, 1994). 

Information derived from the interviews could have been organized in several 

ways. A coding system of different categories would be established. Information was 

filed under each categoty. The researcher needed to look through the interview material 

to discover classes of things-people and events that occurred naturally. These were 

evident due to similarities that were present, which would be patteras that existed 

systematically (Berg, 2001). As the researcher sifted through the interview materials, 

prevalent topics would arise that repeated themselves. Computer programs such as the 

Ethnograph, NVivo or NUD'̂ IST could also be beneficial by coding respondents' 

answers into the different sets of categories and facilitating preliminaty data analysis 

78 



(Chambers, 2000). Information could be placed in these topical categories for fiirther 

evaluation. 

Advantages of looking for patteras in the data included finding repetition in 

themes, which lent to the credibility and internal validity of the interviews (Yin, 1994). 

Themes are abstract concepts identified by the researchers before, during, and after 

collecting data (Ryan & Beraard, 2000). Looking for patteras also made the data easy to 

evaluate by placing it in a categorical fashion rather than a mnning text. Ryan and 

Beraard (2000) recommended looking for several general themes obtained from reading 

through the data, and adding more themes and subthemes as the data was fiirther 

analyzed. They discussed the next step as being one of identifying how these themes and 

subthemes were linked together. 

A disadvantage of this analysis method may have been the temptation to interject 

personal opinions and impressions regarding the themes. A professional neutral 

viewpoint needed to be maintained when categorizing information. A safeguard to protect 

against personalizing the data would be to have a fellow colleague or researcher check 

the information to determine if the patteras were evident and clear to them as well. A 

disadvantage of coding data involved the fact that given sets of categories were 

established, which is vety helpful for organizing the data, but also detracted attention 

from uncategorized data (Silverman, 2000). 

A critique of looking for recurring themes is that some could be overlooked or 

ignored. Silverman (2000) stated that another caution to be aware of is that analysts 

usually simply trade off their unspoken members' knowledge in collecting and applying 

79 



it to whatever categories they do use. The researcher needs to have no preconceived 

notions or expectations about categories or themes that may emerge. Looking at the data 

from a completely neutral vantage point after establishing personal relationships with the 

subjects would prove to be a significant challenge to be aware of and prepared for before 

any analysis of data occurred. 

Explanation-building was another type of data analysis to be included. This was 

similar to looking for patteras, but the goal was to analyze the case study data by building 

an explanation about the case. The case study evidence was examined, theoretical 

positions were revised, and the evidence was reexamined again from a fresh perspective 

(Yin, 1994). Explaining the phenomenon is the same as making stipulations about a set of 

causal links. This would be beneficial when looking at teachers' perceptions regarding 

the inclusion of students who are medically fragile. When perceptions were found, factors 

were examined that could be linked to those perceptions. This would enable the 

researcher to draw conclusions or build explanations about why the teachers, parents, and 

administrators had the final perceptions that they did. 

A benefit of explanation-building as an analysis technique was that it allowed the 

researcher to constantly refine his or her initial ideas. The end resuh of explanation-

building could be an entirely new theoty or a theoty that rivaled the initial one. 

Explanation-building could also pose problems in the analysis of case study data. The 

researcher must be extremely knowledgeable and focused, but as the iterative process 

occurred, the researcher may slowly drift from the original topic of interest (Yin, 1994). 
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The researcher needed to be aware of this possibility and take precautions to constantly 

retura to the original topic and the evidence collected. 

Typologies were the final method for analyzing data in this study. Typologies are 

systematic methods for classifying similar events, actions, objects, people, or places into 

discrete groupings (Berg, 2001). Typologies allowed the researcher to see the different 

distinctions of the subjects and better understand their social roles and interaction 

patterns. Typologies identified a common core within a set of specific examples and gave 

that core a name (Weiss, 1994). They provided additional understanding of data by 

organizing and presenting information in a vety simple yet organized manner. 

Berg (2001) described the three steps involved in developing typologies. First, 

collected data is assessed, and mutually exclusive categories are sought out. Mutually 

exclusive categories would ensure that each factor being considered would only appear in 

one categoty. Second, researchers must ensure that all of the elements being classified are 

accounted for within the data. Finally, the researcher examines the categories and their 

contents and makes theoretically meaningfiil evaluations. Through this process, the 

researcher is attempting to give some social meanings to the manner in which items fall 

into categories. 

Each of these methods of data analysis: coding, explanation-building, and 

typologies would be used to develop an overall understanding of the research question. 

Coding would demonstrate specific patteras and themes that were common to the 

teachers', parents' and administrators' opinions. These shared themes were used in the 

analysis method of explanation-building. Explanation-building provided the researcher 
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the means to propose theories that linked the predominant themes and patteras found in 

the data to explain why particular perceptions were present. Typologies were similar to 

the coding process in that data is classified into similar categories. It was a method of 

organizing the data and making evaluations from that data. Each of these three methods 

would provide a more holistic picture of data obtained regarding the research question: 

What are various perspectives on including students who are medically fragile in the 

early childhood general classroom? 

Reliability. Validity. TransferabiUty 

Reliability and validity are two terms often used together when referring to 

measurement instmments in research. They are essential elements to consider when 

research is conducted—and a study is deemed essentially worthless if validity and 

reliability are not present. The reliability and validity of the measurement instmments 

that a researcher uses have a significant impact on how much the researcher can leara 

about the phenomenon he or she is studying, the probability that statistical significance in 

the data analysis can be obtained, and the extent to which meaningful conclusions can be 

drawoi from the data (Leedy & Ormrod, 2001). 

Reliability refers to the dependability or consistency of an instmment across time 

or items (Overton, 1996; Ryan & Beraard, 2000). It is the consistency wdth which a 

measuring instmment yields a certain resuh when the entity being measured has not 

changed (Leedy & Ormrod, 2001). The vahdity of an instmment refers to the extent to 

which that instmment measures what it is supposed to measure (Leedy & Ormrod, 2001). 
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In qualitative research, validity deals with the description and explanation, and whether 

or not the explanation fits the description (Janesick, 2000). Overton (1996) stated, 

"Validity is not conceraed with repeated dependable results but rather wdth the degree of 

good results for the purpose the test is designed" (p. 114). An instmment must have 

reUability in order to be valid, but validity is not necessarily found in an instmment that is 

considered reUable. 

The reliability and validity of the interview would be more diflficuh to estabUsh 

because interviews are naturally more unique to the individual being interviewed. 

Interviews are also highly dependent on the person doing the interviewing, the person 

being interviewed, the setting of the interview, and the type of interview done. Each of 

these factors, along wdth the diverse information received, were considered when 

reliability and validity were determined. 

Sattler (2001) described reliability and validity of interviews in depth. He 

discussed the fact that reliability in an interview is cormected to factors such as test-retest 

reliability, interobserver agreement, interaal consistency, and method error. Test-retest 

reliability and method error are not factors that affected this particular study because they 

involved another interviewer or more than one occasion for assessment. Interobserver 

agreement refers to whether or not information gained from one subject is comparable to 

information gained from a different subject. In this case, perspectives were gained from 

early childhood teachers, special education teachers, administrators and parents, so the 

researcher was looking for information that was similar among the groups. Another factor 

affecting reliability in this study was that of interaal consistency—or whether or not 
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information received from a subject was consistent throughout the interview. The 

interviewer would be comparing data obtained throughout any particular interview to 

ensure that the subject was supplying the same information throughout the interview. 

Generalizability refers to the degree to which the findings of a study can be 

applied to other samples or populations (Ryan & Bernard, 2000). Case studies are vety 

difficuh to generalize because of the unique nature of each case (Janesick, 2000). Case 

studies usually deal with a vety specific situation that cannot be applied to other 

populations or samples. "The real business of case study is particularization, not 

generalization. We take a particular case and come to know it well, not primarily as to 

how it is different from others, but what it is, what it does. There is emphasis on 

uniqueness, and that impUes knowledge of others that the case is different from, but the 

first emphasis is on understanding the case itself (Stake, 1995, p. 8). Because 

generalizability is difficuh to achieve wdth case studies, transferability was more 

appropriate in this particular situation. This case study may be transferred to a similar 

setting, but generalizability is unlikely due to the unique nature of the research 

(Donmoyer, 1990). Transferability is one approach often used by researcher to support 

validity in their findings (Leedy & Ormrod, 1985). This sttidy could be transferred to a 

similar setting, but not dupUcated exactly. 

Triangulation was used to demonstrate validity in this study. It is a way to refine, 

broaden, and strengthen conceptual linkages (Berg, 2001). The three methods of data 

collection in this study, observations, stmctured interviews, and semistandardized 

interviews, would give a more complete picture of the overall perspectives of the 

84 



subjects. Triangulation is broadly defined as the combination of methodologies in the 

study of the same phenomenon (Jick, 1979). It is a method of substantiating information 

from different individuals, types of data, or methods that the data was collected (Anfara, 

Brown, & Mangione, 2002). Triangulation helped to make meanings clear by 

demonstrating various ways that the event was being looked at (Stake, 2000). 

Triangulation ensured validity by comparing several different methods used to collect 

data to verify results. Triangulation has been "generally considered a process of using 

multiple perceptions to clarify meaning, verifying the repeatability of an observation or 

interpretation" (Stake, 2000, p. 443). 

Triangulation of the case study resuhs would verify that the information received 

was accurate. The "between (or across) method" type of triangulation was utilized (Jick, 

1979). The "between method" has been used when more than one method of data 

collection is used to check exteraal vaUdity. In this case, the interviews, observations, and 

questionnaires were used to look at the same dimension of the research question. The 

focus was always the perceptions on including students who are medically fragile, but the 

modes of data collection were varied. 

Advantages of using triangulation to ensure that reliability and validity were 

present and tend to be many faceted. Triangulation allowed the researcher to be more 

confident of results obtained; it stimulated the creation of inventive methods, or new 

ways to collect data. It may have helped to uncover the deviant or off-quadrant dimension 

of a phenomenon. Triangulation could have lead to an integration of theories. FinaUy, 
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triangulation may have served as the critical test for competing theories because it is so 

comprehensive. 

Disadvantages of using triangulation included the fact that it made replication of 

the study vety difficult. It was also often difficuh to determine if multiple methods were 

used in a study because few guidelines existed for ordering data to determine congmence 

or validity. 

Data Management Plan 

Expectations existed that data would be collected from early childhood teachers, 

special education teachers, administrators and parents through the early spring of 2003. 

Data would be analyzed in late spring and findings would be reported at that time or 

during the summer of 2003. 

Many potential problems were anticipated within this type of data gathering and 

analysis. Teachers may not have been willing to expend the time to participate in the 

stmctured interview, or the lengthier semistandardized interview. Administrators may not 

have been available to answer questions, as many meetings and preparations for the 

following year were occurring during the spring semester. Parents may not have made 

themselves available for the interview process. The researcher may have also encountered 

problems wdth the observation phase of the data gathering. Teachers may not have feh 

comfortable allowing the researcher into his or her classroom for lengthy periods of time. 

Access to observe administrators and parents may have been extremely limited or 

nonexistent. 
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Anticipation of these problems led the researcher to adopt a flexible time schedule 

for data gathering and analysis. Extended time may have been allowed to complete data 

gathering, as well as analysis and summaty of the material. 

Conclusion 

Perceptions of early childhood teachers, special education teachers, parents, and 

administrators toward the inclusion of students who are medically fragile would be 

examined qualitatively. The case study method was utilized, specifically the instmmental 

case study design. The instmmental case study would allow the researcher to use the case 

itself, perceptions of early childhood and special education teachers, administrators and 

parents to lead to a deeper understanding of overall perceptions of the inclusion of 

students who are medically fragile. 

Data was gathered through observations, stmctured interviews with all volunteers, 

and semistandardized interviews with a random sampling taken from the entire group of 

subjects. Data would be analyzed from a social anthropological approach, using content 

analysis to make inferences from the information. Categorization of the data was then 

done by coding, looking for themes and patteras, explanation-building, and estabUshing 

typologies. 

ReUability would be estabUshed through interobserver agreement and internal 

consistency of data coUected. Validity reUed on triangulation, which would use the data 

coUection methods of observations, stmctured interviews, and semistandardized 

interviews to verify that the information received was accurate. 
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The research in this study would give the education community insight and 

knowledge about a relatively new population being included in public schools: students 

who are medically fragile. The perceptions provided by the participants could serve to 

increase understanding and awareness of these students, and hopefully ensure more 

successful inclusion experiences for all involved. 
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CHAPTER rV 

ANALYSIS 

Introduction 

The purpose of this study was to answer the following research question: What 

are various perspectives on including students who are medically fragile in the early 

childhood general classroom? Data were collected through various means—observations, 

stmctured interviews and semistandardized interviews. An early childhood campus was 

targeted as the setting for the study. This campus consisted exclusively of three- and four-

year-old students and was within the public school system. The location of the campus 

was in a small urban school district located in the Southwestern portion of the United 

States. Early childhood teachers, special education teachers, school personnel, 

administrators and parents were included in the sample. 

Data Collection Methods 

As data were collected and analyzed, answers to the research question became 

evident. Data gathered in stmctured interviews provided the backbone of information for 

the study. The stmctured, or standardized, interviews were more formal and orderiy 

(Glesne, 1999) in that they contained a predetermined set of questions to ask the 

interviewee. The majority of information gained regarding perspectives suited the 

purpose of standardized interviews, which was to obtain subjects' beliefs, viewpoints and 
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opinions about issues related to the study (Berg, 2001). The stmctured interviews 

provided insight into general attitudes and perceptions of the subjects. The data obtained 

from the stmctured interviews in this study were supported by information received 

during the semistandardized interviews and observations. 

The observations provided valuable insight linking the subjects' attitudes with the 

application of those perceptions. Observations served to lead the researcher to a greater 

understanding of the phenomena being studied (Stake, 1995). Mason (2002) described 

information gained through observation as "rich, rounded, local and specific" (p. 89). In 

this research study, the observations supported the findings from the interviews 

conducted as well as provided an understanding of the subjects being interviewed. The 

observations allowed the researcher to objectively view the subjects in educational 

situations that involved students with and without disabilities. The subjects' appUcations 

of inclusion theoty within the classroom provided a multifaceted glimpse into their 

attitudes and perceptions toward inclusion within the early childhood setting. 

The semistandardized interview was implemented to gain deeper understanding of 

the subjects than that obtained during the stmctured interviews or observations. The 

semistandardized interviews began with a set of possible questions to ask subjects, but 

freedom was taken to digress and seek information beyond the predetermined questions 

(Berg, 2001). The semistandardized interview allowed the researcher the freedom to 

respond to the situation occurring, the views of the subject, and to the possibility of new 

ideas or themes emerging (Merriam, 2001). In this particular study, a set of questions was 

developed as possibilities before the semistandardized interviews began. As the 
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interviews progressed, it became apparent that the participants' interests lay elsewhere 

and the interviews took a tura that was not previously anticipated. Interviewees relayed 

experiences, ideas and perceptions that were not readUy apparent during the stmctured 

interviews or observation processes. An awareness of tme feelings of the subjects was 

made possible through the semistandardized interview procedure. 

Relationships wdth Subjects 

After completing the stmctured interviews, subjects appeared to develop an 

understanding of the purpose of the study and the fact that the researcher was gathering 

data objectively. Before the study was conducted, the researcher saw the interviewees as 

coworkers and friends. The coUection of data through stmctured interviews enabled the 

researcher to view the subjects in a more neutral manner. The method in which the 

stmctured mterviews were designed lent itself to maintaining impartiality and objectivity 

due to the fact that the questions were predetermined and littie freedom was given to 

subjects to digress from the question asked. 

Due to of the manner in which the stmctured interviews were conducted, the 

researcher feh that a tmst was established between the people involved in the study and 

myself The body language conveyed during the course of the stmctured interview, as 

weU as material discussed, led to this deduction. The majority of subjects maintained eye 

contact and kept an open body posture during the interviews. Some subjects were hesitant 

to disclose personal information such as feelings and attitudes, but the majority of people 

interviewed opened up and freely expressed personal opinions. During the stmctured 
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interviews, many people began by answering questions wdth short phrases. As the 

interview process continued, interviewees divulged more information, which indicated a 

growing comfort level wdth the process. Several subjects added that they feh more 

comfortable discussing their feelings after being informed that their responses were 

confidential and anonymous. 

As the discussions progressed into the semistandardized interview process, the 

subjects began to disclose more personal information. This information included attitudes 

and perceptions regarding inclusion and students who are medicaUy fragile. Many 

subjects began to discuss personal experiences with inclusion and students who are 

medically fragile. Some people freely discussed fears and opinions, and gave examples of 

occurrences that shaped those fears. 

The semistandardized interviews provided a platform for subjects to openly 

discuss personal incidents, fears and conceras, and overaU attitudes toward inclusion of 

students who are medicaUy fragile. They allowed for a more intimate exchange of 

personal information between the researcher and subject. Glesne (1999) summed this 

statement by saying, "Interviewing is an occasion for close researcher-other interaction. 

Qualitative research provides many opportunities to engage feelings, as it is a distance-

reducing experience. The feelings in question are those that are involved in the 

researchers' relationships with others-the matter of rapport-and those that are involved 

in the researchers' reactions to what they are learning in the worid of their others-the 

matter of subjectivity" (p. 93). As a rapport was buih between the researcher and the 
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subjects, the information they volunteered became rich with perceptions and beliefs not 

readily seen on the surface. 

Data Analysis 

Data collected through the observations, stmctured interviews and semistandardized 

interviews were analyzed using the QSR NVivo software, version 2.0.163. This software 

is specifically designed to accommodate qualitative researchers' needs and assist in data 

analysis. In this particular study, NVivo was used to categorize data and locate patterns 

and themes that emerged throughout the interviews. Computer-assisted qualitative data 

programs are beneficial in helping to ensure accuracy of realities and experiences 

(Denzin & Lincoln, 2000). The program contained data from each of the forty-seven 

interviews, anecdotal data recorded from the observations and semistandardized 

interview data. The most frequently occurring words and patterns were identified and 

color-coded. These patterns and words were then grouped into sets called nodes. The 

nodes were examined for frequency of word occurrence and similarity of responses and 

incidents. Analysis of nodes led to categories that emerged, and themes were then drawn 

from those categories. 

Content Analysis 

Content analysis was used to objectively examine the data collected. Content 

analysis is concerned with explaining the status of a phenomenon at a specific time or its 

development over a period of time (Best & Kahn, 1989). Content analysis essentially 
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involves coding the raw data, while concurtently assembling categories that summarize 

the most important characteristics (Merriam, 2001). As the interviews were coUected and 

transcribed, they were entered into the NVivo software, which was used to code recun-ent 

words and phrases. As words were coded and placed into categories, themes began to 

surface that shaped the findings of the study. The literal words in each text were 

examined as well as the manner in which the subjects relayed the information (Berg, 

2001). 

Seidman (1998) gives this interpretation of content analysis: "The participants 

have spoken, and now the interviewer is responding to their words, concentrating his or 

her intuition and intellect on the process. What emerges is a synthesis of what the 

participant has said and how the researcher has responded" (p. 109). Using the NVivo 

program, the foUowing content areas were established: explanations, definitions, 

perceptions and attitudes, previous experiences and emotions. The NVivo program 

allowed for preliminaty coding, as weU as explanation-building and typologies to be used 

as methods of data analysis. 

Explanation-Building. As themes began to appear from the categorization of text, 

they were examined and conclusions were drawn on the topic of perceptions regarding 

the inclusion of students who are medically fragile. Explanation-building was used to 

analyze data as themes were drawn. The initial information received was examined, 

theories were altered or changed altogether, and the data were reexamined from a fresh 

perspective (Yin, 1994). When perceptions were found, factors were examined that could 
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link them together. This enabled conclusions to be drawn and explanations to be built 

about the data collected from the eariy childhood teachers, school personnel and parents. 

Typologies. Typologies were also used to analyze data in this study. Typologies 

are systematic methods for classifying similar events, actions, objects, people, or places 

into discrete groupings (Berg, 2001). The data collected from interviews and observations 

was assessed and categorized. Mutually exclusive categories ensured that each factor 

being considered only appeared in one categoty. All of the elements classified were 

accounted for as the data were examined, which allowed for thoroughly meaningful 

evaluations (Berg, 2001). Through the process of typologies, an attempt is made to give 

social meanings to the manner in which items fall into categories. 

Each of these methods of data analysis was utilized throughout the study. The 

NVivo software program assisted in coding and categorizing the information, as weU as 

clumping similar data groups together. As predominant themes came forward during the 

analysis process, deductions were made regarding attitudes held by the subjects, 

particularly fears and conceras. The information gleaned from the data analysis provided 

a deeper understanding of attitudes and perceptions held by early childhood staff on the 

subject of including students who are medically fragile. 

Observations 

Before any interviews were conducted, the opportunity was taken to observe in 

several classrooms. The researcher knew that the observations would lend themselves as 

an introduction to the situation and the perceptions teachers, teaching assistants and other 
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school personnel truly had toward inclusion of students who are medically fragile. 

Observations would allow for impartial viewing of subjects' body language and 

application of theoretical knowledge, which would provide insight into perceptions held 

by the subjects. The observations would also assist in defining the researcher's role as a 

neutral observer wdthout bias toward the subjects or students. 

Merriam (2001) discusses the two distinguishing factors of observations that 

separate them from interviews: first, an observation occurs in a naturally occurring 

setting rather than one specifically set up for an interview. Second, observations give one 

an opportunity to experience the data firsthand rather than through a secondhand account 

of one relaying the information. The observations allowed the researcher the occasion to 

view the inclusion process in action rather than relying on the subjects to discuss 

experiences or opinions regarding the subject. In the next section, the observations wiU 

be described in detail. Names have been changed to protect the anonymity of subjects 

involved in the study. 

Observation One 

As the researcher sat in the comer of a classroom observing teacher interaction 

and classroom dynamics, many subtle thmgs about the classroom were noticed. A 

birthday chart on the wall indicated that evety student in the class was four years old, 

some having recently turned five. The classroom did not have many eye-catching buUetin 

boards, but children's work was hanging from evety spare wall space. One giri seemed to 

be a leader in the class, teUing others where to go or what to do. The children were 
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working in different areas of the room. Some were drawing with markers at a table; some 

working wdth puzzles or small manipulatives on the carpet; and some reading books at a 

bookshelf I heard a great deal of talking among the children. Each child was engaged in 

some type of activity. The teacher was sitting at the table drawdng a picture beside some 

of the students; and the teaching assistant was helping children as they came in, putting 

up papers and backpacks. 

A timer rang and the teacher said, "That means it's time to clean up!" and put a 

song on the CD player. Children started picking up the items they had been playing wdth 

and put them away, encouraging other children who were more reluctant to clean up. As 

areas of the room were cleaned, children went to the carpet in the center of the room and 

found their names and sat down. Eventually aU children were seated, and the teacher sat 

at the front of the circle wdth a daily schedule and white board wdth drawings behind him. 

He played the "Good Morning Song," and as it began, a teacher entered the room pushing 

a boy in a wheelchair. The child had vety limited use of his Umbs and had difficulty 

keeping his head raised. He had a trach tube in his throat and a feeding tube in his 

stomach. His movements were vety jerky, and he lacked motor control. When he entered 

the room, the teacher and children yelled, "Hi Johnnie! It's Johnnie! We're about to 

start; come find your name on the carpet." The teacher pushed the child to the circle and 

parked his wheelchair. When Johnnie heard his name, he lifted his head and smiled, 

waving to his fiiends. One giri walked over and gave him a hug and a high five. The 

teacher went around the circle as the "Good Moraing Song" played and hugged each 

child, stopping to hug Johnnie and give him a high five. 
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After the song, evetyone sat down, and the teacher reviewed the daily schedule 

and lunch menu. He made an effort to include Johnnie in what he was saying and gave 

Johnnie the job of "book chooser" for the day. After 30 minutes, the teacher who brought 

Johnnie stood up and unlocked the brakes on the wheelchair. She said, "OK Johnnie, it's 

time to go. TeU your friends goodbye." He raised his hand in the air and said "Bye" in a 

garbled, breathy voice. All of the children, as well as the teacher and assistant, yeUed, 

"Bye Johnnie!" 

Observation Two 

On another occasion, a physical education (P.E.) class was observed in which a 

three-year-old classroom and a self-contained special education classroom were 

combined. The self-contained classroom consisted of approximately six students wdth 

severe special needs. Those students remained within a special education classroom for 

the majority of the day, participating wdth nondisabled peers whenever opportunities 

presented themselves, such as lunch, breakfast, fine arts, libraty and special programs. 

Three children were in wheelchairs and three children were independently mobile. The 

classroom had one teacher and two teaching assistants assigned to the students. 

Several of the children from the self-contained class were in wheelchairs; one had 

to be led by the hand, and two other children were walking in line independently. Two of 

the children in wheelchairs were sitting up and smiling. The third child was positioned in 

more of a prone arrangement and did not appear to be aware of the surtoundings. The 

three-year-old classroom entered independently, following the teacher inside the gym. 
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Approximately 25 students were in the P.E. class wdth the two classes combined during 

this particular period. 

As the children entered the gym, the P.E. teacher and assistant met the children at 

the door and led them to a circle in the middle of the floor. Each child found a piece of 

tape to sit upon. The teacher sat in the middle of the circle and explained the activities for 

the day. She held a long, brightly colored scarf over her head and said, "Today we are 

going to dance with the scarves. What are some things you could do wdth the scarves?" 

Children began yeUing answers such as, "Wave it; throw it; wrap it around you; put it on 

your head; etc." The teacher was vety affirming and acknowledged each answer received 

wdth a smile and a nod of the head. 

The teacher stood and gave each child a scarf and told the class to wait until they 

heard music start. She gave a scarf to two of the children in wheelchairs, but she walked 

past the third child m the wheelchair. She turaed on a stereo, and the children jumped up 

and began mnning around the gym with their scarves. Two of the children in wheelchairs 

were laughing and smiling and holding onto the scarves. Teachers pushed them around 

the gym as they played wdth their scarves. The other child in the wheelchair appeared to 

be sleeping and unresponsive. She was wheeled to the comer of the gym where she 

remained for the duration of the class. A teacher or assistant walked over to her and 

looked at her evety five to ten minutes. The other children ignored her and did not initiate 

interactions of any kind with her. 
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Observation Three 

On another occasion, a four-year-old class of approximately twenty children that 

contained several children with identified special needs was observed. One of the 

children in the class physicaUy resembled the other children, but appeared to have severe 

communication differences. He wandered around the room yelling and talking to himself 

When I positioned myself close to the child, I could not understand anything he was 

saying. His words sometimes resembled things one would hear on the television, such as, 

"Coming up next..." or names of television shows. He flapped his hands and paced 

around the room. Frequently, he stopped, looked up at the ceUing and laughed 

hysterically. When he finished laughing, he resumed the pacing activity and continued to 

talk. 

The teacher and assistant were listening to each child make a "plan" on where to 

work in the classroom. They called to the child mentioned above: "David, come and teU 

us your plan today." He walked to one of the teachers, smiling and said, "letters." The 

teacher went to a bookshelf and got a bag of magnetic letters and some paper and set 

them on a table. David smiled and sat at the table wdth the letters. He began to speU 

things on the table, and they were recognized as names of popular children's television 

shows. After he speUed a word, he would point and say it in a cartoon-Uke voice, and 

then throw his head back and laugh hysterically for several seconds. 

The teacher came to the table and sat by David and said, "Tell me about what 

you're doing here." David pointed to the word again and said h in the same fashion 

described above. The teacher gave David a pencil and said, "What can you write for 
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me?" David took the pencil and wrote his name on the paper in all capital letters. He 

began waiting a long string of words in all capital letters. When I looked closely at the 

paper, it said, "Coming up next Digimon. Friday at 3:00 Power Rangers." He was 

writing the schedule of television programs that he had seen. After he wrote several 

letters, he said something unintelligible in a deep, sing-songy voice and began laughing. 

When another child came to the table and tried to play with the magnetic letters, 

David screamed "NO!" and swept the letters under his arm so the child could not see 

them. He took everything around him, the pencil and paper and the letters and covered 

them with his arms and upper body so that the child could not have access to them. When 

the child told the teacher, David screamed and cried and the teacher told the child to find 

another place to play. David set everything out on the table and began playing again after 

the child left. No other children tried to initiate play with David or join in his play. He 

only interacted positively with the teacher for several minutes when she sat by him at the 

table. 

Findings from Observations 

Findings from Observation One demonstrated that the teacher and students were 

vety receptive to the student who was medically fragile being included in the general 

classroom. The early childhood teacher's attitude was vety open and welcoming. This 

attitude was reflected in the students' feeUngs toward Johnnie. The fact that Johnnie was 

medically fragile did not deter the students or teacher from treating him as any of the 

other students were treated. Although his time was limited in the early childhood 
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classroom, he was encouraged to be a part of the group and asked to participate in 

activities that were occurring. Johnnie also had a teacher accompany him into the 

classroom to help wdth the movement of the wheelchair and position Johnnie as a 

member of the group. This factor may have contributed to the positive welcome he 

received in the classroom. 

Observation Two yielded somewhat different resuhs. The teachers and students 

seemed almost indifferent toward the young girl in the wheelchair who was wheeled to 

the coraer of the gym. Teachers checked on her from time to time to make sure she was 

fine and comfortable, but they did not necessarily interact with her or encourage the other 

students to interact wdth her. While the other students from the self-contained classroom 

were involved in the P.E. activities, the teachers did not include the child in any 

activities, conversation or interaction. The fact that she was not responsive may have 

influenced the teachers' contact with the student. Perhaps the limited few interactions 

with the student in the wheelchair encouraged the three-year-old students' hesitation to 

initiate exchanges with the student—they were possibly foUowing the lead of the teachers. 

Observation Three gave yet another perspective of attitudes toward inclusion. The 

teacher and students did not seem to mind having the child wdth special needs included in 

the classroom, but not one person in the room appeared to know how to interact 

appropriately wdth him. One teacher attempted to engage the student in a waiting activity, 

but when he responded unusually, she did not know how to respond and left him alone. 

Perhaps the teacher was confused about how to interact wdth the student and may not 

have known how to teach the other students to interact wdth the student. Instead of 
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initiating and maintaining exchanges with the boy, the teachers and students generally 

ignored him and left him to himself When another child tried to sustain contact wdth him 

and it failed, he gave up immediately and did not tty to play with him again. As other 

students observed the limited interaction, they did not attempt to initiate play or 

conversation wdth the boy. Observation Three led the researcher to believe that the 

teachers were not against inclusion but rather had limited knowledge of how to 

implement an inclusive setting within their classroom. The fact that the teachers and 

students attempted to mteract wdth the student but had limited success led to the 

deduction that the classroom was open to the possibility of inclusion but was uncertain 

how to execute it. 

Summary of Observations 

The preceding observations provided a foundation upon which to buUd as the 

interviewing process proceeded. Observation one yielded vety positive, open attitudes 

toward the inclusion of students who are medically fragile. The teachers and students 

welcomed the child who was medically fragUe and made efforts to include him into the 

classroom community. Observation Two portrayed the attitudes that the student should 

not be included with the general population. The student who was wheeled to the coraer 

of the gym was not included in any way and was essentially invisible to the other stiidents 

in the P.E. class. The teachers barely acknowledged her presence in the room. Finally, 

Observation Three demonstrated openness to inclusion of stiidents with special needs, but 

a lack of knowledge on how to interact appropriately with the student. The teachers and 
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students were eager to interact with the student with special needs, but did not know how 

to do so. 

The researcher would later find that the observations made would support the 

findings from questions asked to eariy childhood teachers, parents and personnel through 

the interview processes. As each of the preceding situations exhibited different attitudes 

and perceptions toward inclusion in an eariy childhood setting, the same was seen in 

responses given during the stmctured and semistandardized interview processes. Early 

childhood teachers, parents and school personnel had varying and strong opinions 

regarding the inclusion of medically fragile children in an early cMldhood classroom. 

Stmctured Interviews 

Each early childhood teacher, special education teacher, administrator, staff and 

personnel and parent who volunteered to participate in this study was asked to partake in 

the stmctured interview process. Participation was voluntaty, and several subjects elected 

not to participate. Interviews were generaUy conducted after school hours or during a 

teacher's conference period. Interviews were carried out in a private setting within the 

school building, with minimal distractions. The stmctured interview questions served to 

answer the overall research question guiding the study: What are various perspectives on 

including students who are medically fragile in the early childhood general classroom? In 

order to gain answers for the main research inquity, the following questions were asked 

to each volunteer: 
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1 What characteristics would you say define a student who is labeled 'medically 

fragile'? 

2. WTiat is the contact that you have had with a student who was medically 

fragile? 

3. What were your feelings about the student? How did you feel about being 

around that student? 

4. How would you feel about having a student who is medically fragile included 

in your classroom? (your child's classroom?) 

5. What would be your concerns about including a student who is medically 

fragile in an early childhood classroom? 

6. What would you wony about if this child was your responsibility during the 

school day? 

7. What could be put in place or what would you need to make you feel more 

secure about having a student who is medically fragile included in your 

classroom? 

8. Describe the level of inclusion in your classroom. 

9. What kind of obstacles can you see that might present themselves to students 

who are medically fragUe? 

Of fifty-one possible subjects, forty-seven chose to participate in the interview 

process. Subjects were interviewed in one sitting, and interviews were performed during 

the spring semester of the school year. Two of those choosing not to participate expressed 

a lack of knowledge needed to supply adequate answers, one experienced a death in the 
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family, and another was not able to schedule a meeting time. The interviews were 

performed in a one-to-one situation with the interviewer, and each subject signed a 

consent form before proceeding with the interview. Interviews were recorded using a 

hand-held audio recorder, wdth permission to record obtained prior to each sitting. 

Interviewees consisted of early childhood teachers, special education teachers, teaching 

assistants, school personnel and staff and parents. School personnel and staff included 

administrators, secretaries, a nurse, cafeteria staff and libraty staff 

Ouestion One 

The first question asked of participants was "What characteristics would you say 

define a student who is labeled medically fragUe'?" This question received an extremely 

wide variety of reactions. Answers given varied from those involving physical 

characteristics, to behavioral traits, to cognitive qualities. Some participants discussed 

Umitations, and others discussed services that a student who was medically fragile might 

need provided. As this question was asked, it became repeatedly obvious that each person 

had a unique connotation of students who are medically fragUe. Approximately thirty-

five different characteristics were stated throughout the course of question one being 

asked to participants. On more than one occasion, subjects told the researcher that they 

were not comfortable with the question due to a lack of knowledge on the subject. One 

respondent repUed, "Oooh, I don't like that question. You're asking me to put labels on a 

child that I don't even know." 
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The majority of responses given to question one were quite similar in that they 

contained information regarding outward appearance or a physical characteristic. When 

asked to describe characteristics of students who are medically fragile, some of the 

replies included: 

Not being able to walk or use any kind of body parts. 

Those kids have physical limitations. 

Students who are wheelchair bound and not typically able to 
participate in what would be characterized as a normal classroom. 

Situations where they're a lot smaUer than other children; maybe 
they're on a walker. 

The child would have a feeding tube or a trach tube. 

Sixty-three of the responses given dealt wdth exteraal characteristics. Of those sixty-three 

responses, the two most frequently given were the need for wheelchairs and braces or 

cmtches to assist in mobUity. A possible lack of mobility seemed to be an assumed 

characteristic of a student who was medically fragile, according to the responses received 

to question one. One person stated. 

Those students are in a wheelchair wdth braces around their legs 
or any other parts of their body. They have to have assistance 
with walking. They might need cmtches or a wheelchair. 

MobUity issues were the most frequently cited characteristics that the interviewees 

associated wdth a student who is medically fragile. According to the subjects interviewed, 

students who are medicaUy fragUe would almost certainly need a device to assist wdth 

movement. 
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Many subjects also associated devices affecting the outward appearance of a 

student who was medically fragile as a characteristic. Feeding tubes and tracheostomy 

tubes were cited frequently as a common characteristic of students who are medically 

fragile. Feeding tubes or trachs were predominantly the first characteristic named by 

participants who addressed outward appearance or physical characteristics. Other subjects 

addressed the issue of outward appearance, but were not as specific in their responses. 

Many subjects responded similarly to the following statement given by one person: 

Those students can't walk. They may need somebody to feed them. 

They can't do anything by themselves or for themselves. 

Health issues, medical needs and the need for supervision by a registered or 

trained nurse were also answers given recurrently. One subject said that a student vvho is 

medically fragile is one who, "requires special care that maybe the nurse needs to 

provide." Others recognized that a student who is medicaUy fragUe has specialized 

heahh care needs, not those that are addressed daily in a school setting by the nurse. 

Those respondents recognized that health conceras distinguish a child as medically 

fragile rather than the mere presence of a physical limitation or minor medical condition, 

as seen by the following statement made by one subject, 

A student who needs supervision by a registered nurse or a 
trained nurse to be able to fiinction. This might include things 
like tube feeding, or care of a trach tube. It's something that means 
that there are health conceras about that child in the classroom, 
that the child would need medical input or training. 

While this subject recognized that the medical needs of stiidents who are medically 

fragile are more specialized, few realized that the health care needs are not those that 
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commonly occur with students in an early childhood setting. Many participants indicated 

that the child would be classified as medically fragile if any form of medical condition 

interfered wdth the child's functioning within the classroom. This sentiment is seen in the 

statement: 

The student has a medical condition, ehher diagnosed or 
undiagnosed, that impairs the child's ability to leara or keep 
up with the rest of the group, or to do physical activities. 

Along with physical characteristics, statements were also made comparing 

students who are medically fragile to students wdth other disabUities. Some subjects 

stated that students who are medically fragUe "don't do things other kids do." Ten 

subjects responded wdth this answer; and eight respondents stated that the student must 

have a "mental disability" present in order to hold the eligibility of medically fragile. 

Some statements given were as follows: 

A student who requires a lot of upkeep or a lot of work. 

Somebody who is maybe not understanding what you say. 

Someone who is slow at learning sometimes or has a hard time 
Ustening and understanding what they're being told. 

Based on accepted professional definitions, some of the people interviewed appeared to 

be misinformed that a "mental disabUity" warranted the label of medically fragUe. These 

subjects suggested that students who are medically fragUe must have a cognitive 

impairment and would more than likely not fiinction appropriately in an early childhood 

classroom due to lack of cognitive functioning. 

While many subjects understood that the student who is medically fragUe must 

have special health care needs, most respondents impUed that any need previously 
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mentioned, such as mobility issues, physical limitations, outward characteristics, or 

cognitive impairment justified automatic labeling as medically fragile. One subject 

summed the preceding estimation wdth the statement, 

A student who is not able to participate in regular classroom 
activities without having a really hard time or having a 
breakdowai or anything like that. 

Findings from Ouestion One. Analysis of question one revealed that many people 

who were interviewed for this study in the field of early childhood education were 

mismformed about students who are medically fragUe. These people had either received 

incorrect information regarding medically fragile status, or they had never received any 

information about this eligibility. As question one was asked, many of the subjects had 

facial features that resembled a questioning manner, and they often asked, "What do you 

mean?" or "What does that mean?" Many of the subjects had he^-d the term 'medically 

fragile' but stated that they did not know a great deal on the topic. A great deal of the 

responses given indicated that the participants knew about a smaU portion of the 

eligibility of medically fragUe. Some people relayed knowledge of specific medical 

needs, ongoing medical needs, or a need for medical assistance. The majority applied 

categories to students who are medically fragUe that may or may not be applicable. While 

some students who are medically fragile may indeed experience mobility issues or need 

assistance with a feeding tube or a tracheostomy, this does not in any way automatically 

justify the label of medically fragUe. 

The responses given indicated a lack of information about students who are 

medically fragUe, but did not necessarily reflect a lack of knowledge about special 
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education in general. Vety few subjects implied that they viewed themselves as 

knowledgeable on the topic of students who are medically fragile. Many participants 

stated that they were interested in learning more about students who are medically fragile 

due to a lack of exposure on the subject. The majority of the responses given to question 

one were the resuU of associations and self-made definitions, not information or formal 

training that had been obtained in the field of special education. 

Ouestion Two 

The second question dealt wdth previous contact wdth a student considered 

medicaUy fragUe, asking, "What is the contact that you have had wdth a student who was 

medicaUy fragUe?" Fourteen of the respondents stated that they had previously worked 

"one-on-one" wdth a student who was medically fragUe. This contact wdth students who 

are medically fragile ranged widely. This wide range is seen in the following statements 

made by participants: 

I've taught in a self-contained special education class, in a PPCD 
classroom. I had a child in my room that was tube fed and my 
teaching assistant and I fed her twdce each day. 

I've picked her up and held her and moved her to a poshion 
on a bean bag too, for nap time. 

I've helped by holding her while she was having seizures. 

I've changed diapers. 

I've massaged the muscles in their hands. 

These respondents seemed vety familiar and comfortable with students who are 

medically fragile and openly discussed activities in which they had been involved wdth 
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the students. Their body language conveyed an open attitude toward their previous 

contact with students, leaning in toward the researcher and maintaining eye contact 

throughout their responses to question two. They discussed the contact in a vety matter of 

fact manner and did not dramatize the situations or inflate their roles in the situations. 

The subjects who reported having one-on-one contact with students who are medically 

fragUe were predominantly teachers and teaching assistants. 

Thirteen people responded that they had observed students who are medically 

fragile, or had Hmited contact wdth students in the self-contained special education class. 

Many of these subjects stated that they had limited exposure to students who are 

medically fragile due to their position on the early childhood campus or lack of 

opportunities due to their proximity to the students. School staff and personnd, as weU as 

parents, often replied that they had not been given many opportunities to have contact 

with students who are medically fragile due to their work responsibilities. School 

personnel discussed bdng more isolated from the students and not able to make an effort 

to go to the students vety often. Parents reported that they usually have contact with the 

students in thdr child's classroom and did not see other children vety often. Responses 

concerning observation and limited contact included the following: 

I've just watched the little giri in PPCD. 

I watch the nurse come in and give him the ventilator in the 
mornings and work wdth him and that's really all the contact 
I've had. I've also seen the PPCD kids. 

ElevKi interviewees replied that they had contact wdth students who are medically 

fragile in inclusive settings. Many of these subjects discussed experiences they had in the 
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early childhood classroom that involved students with and without disabilities. One 

person said, 

At our school, we do some inclusion activities with a child 
who has a trach. I've assisted the teacher wdth that child. 
I've fed that child and another child in that room. 

While the majority of these eleven subjects stated that they had not had a child who was 

medically fragile in their owoi classroom, most had been involved with these students to 

some to degree through an inclusive situation. Some of the experiences relayed were not 

situations that the respondents' were currently experiencing, but had occurred previously. 

Some subjects, particularly teachers and teaching assistants, discussed contact they had 

had with students who are medicaUy fragile throughout the span of their teaching careers. 

OveraU, most respondents reported that they had been involved to some degree 

with students who are medically fragUe. The majority of statements by the subjects were 

presented positively wdth few negative comments given regarding contacts with the 

students or the subjects' experiences. Many people who had previous contact with 

students who are medically fragile told of experiences in which they had initiated contact 

wdth the students. Those subjects often talked about touching or holding the students and 

other forms of physical contact. Not one subject relayed the sentiment that exposure to 

students who are medically fragile had been unwelcome or imposed upon him or her. A 

member of the school personnel stated, 

I tty to interact with them, like if it's during lunch or breakfast. 
The other day the PPCD teacher invited me into their class. 
I always like being in there. I interact with them. 
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Several participants expressed fears about students with extensive medical needs. 

One subject said, "There's just something about touching her that scares me." Those who 

responded in this manner usually commented that they had not had a great deal of 

experience witii students who are medically fragile. They also discussed the fact that their 

opportimities to interact with the students were limited. 

Findings from Ouestion Two. In all, thirty-eight respondents had previously 

experienced some degree of contact with students who are medically fragile. Contact 

ranged from observing from a distance ("I just watched the little girl in PPCD"), to 

working one-on-one with these students ("I've been holding her while she was having 

seizures"). The greater part of people interviewed had watched students who are 

medically fragile within the setting of the early childhood campus. Some had been in the 

same room or area of the school with a child who was medically fragile, but they had not 

been directly responsible for the child or initiated any kind of interaction. Almost evety 

interviewee expressed some form of contact with students who are medically fragile. 

Sometimes these contacts had been through an inclusive situation, and others had been 

within the special education classroom. 

While some participants expressed reservations and anxieties that resulted from 

their contact with students who are medically fragile, the majority did not share these 

feehngs of fear. Overall, the attitudes and perceptions expressed regarding previous 

contact were positive. Subjects generally conveyed an open attitude toward the contact 

and experiences they had with students who are medically fragile. 
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Question Three 

Question three began looking into thoughts and perceptions by asking, "What 

were your feelings about the student? How did you feel about being around the student?" 

This question elicited strong responses from all subjects, ranging from positive 

perceptions to negative. Teachers, school personnel and parents gave fifty measurable 

responses regarding feeUngs about students who are medically fragile. Responses ranged 

from reports of positive experiences, to feelings of being uncomfortable, to the sentiment 

that "it was not a problem" to be around the student. 

Approximately one-quarter of the 50 responses reflected positive feeUngs by the 

subjects toward their experiences with students who are medically fragUe. Those subjects 

expressed positive feelings toward the students and their associations with the students. 

They said that being around students who are medically fragile made them feel "happy" 

and they "enjoyed it." Some of the positive sentiments are seen in the foUowing 

statements: 

I enjoyed it. I have so much fun wdth them. It was neat just to 
leara new things and new ways to know how to help them. 

I feel privileged to be around those students. 

I'm really happy to have them. I don't really view them as 
different. 

Another 25% of interviewees articulated their feelings as more negative toward 

their contact with students who are medically fragile. These people admitted to feeling 

"nervous," "conceraed," "scared," and "intimidated" when they were around the students. 

Many said that they had vety limited contact wdth students who are medicaUy fragile. 
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Most of these subjects stated that they had observed students who are medically fragile, 

but had rarely participated in any one-on-one or direct experiences with the students. 

Some comments made by subjects who expressed negative feelings were: 

Some of the kids I was OK wdth, and some of them I didn't 
feel vety comfortable wdth. 

My first feeling was how sad, because they're so young. 

I was intimidated. I was scared. I didn't know what the 
right ways or wrong ways in handling that child were. 

Well, I don't mind being around them, but I feel uncomfortable. 

Subjects did not express feelings of disUke toward the students who are medically fragile, 

but they were vety open in revealing feelings of sadness, fear and not feeling comfortable 

around the students. 

An attitude of indifference was perceived among the majority of those asked this 

question. This lack of concera received the most responses regarding the contact with 

students who are medically fragile. Half of the people interviewed gave responses such as 

"I'd feel fine," or "it's not a problem." Some common statements given were: 

It doesn't bother me. I'm pretty tolerant. 

I didn't feel any different than when it's a normal child. 

I'm relaxed whh it. 

The body language of these participants revealed a great deal of information about 

the perceptions held regarding attitudes toward students who are medically fragUe. While 

more than half gave responses such as, "I'd feel fine," many kept their eyes down and 

avoided eye contact or folded their arms across their chest. The researcher questioned the 
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neutral responses given by some of the participants and gave cause to wonder whether 

they were hesitant to disclose tme feelings. 

Findings from Ouestion Three. When posed the question regarding feelings 

toward students who are medically fragUe, more than 50% gave statements indicating 

that they held a neutral position on the subject. They did not express affirmative or 

discouraging statements about the students, but rather appeared not to hold an opinion on 

the matter. The remaining respondents were spUt almost evenly in their feeUngs. Half of 

those remaining expressed vety upbeat attitudes toward students who are medically 

fragile. The other half expressed feelings of concera and being iU at ease around the 

students. 

Ouestion Four 

Question four asked, "How would you feel about having a student who is 

medically fragile included in your classroom? (your child's classroom?)" The range of 

responses was not as varied as those given for question three, but similar statements were 

made. As seen in question three, the majority of the responses given were fairly neutral, 

wdth the answer of, "I wouldn't have a problem wdth it" being the most frequent 

statement made. Thirty of the people interviewed said they had neutral opinions about a 

student who is medically fragile being included in their classroom or their child's 

classroom. This common response is represented by the foUowing statement: 

I'd feel fine. They deserve an education just like evetyone else. 
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Approximately one-half of those 30 subjects who gave neutral responses placed 

some form of contingency upon their "no problem" answer. After the initial answer of "I 

would feel fine," these subjects added, a "but..." clause to their statements. Many said that 

they would be fine wdth the inclusion as long as they received training or had access to 

medical staff or support personnel. Several said that they would have no problem wdth the 

inclusion if the child was not extremely sick. Some of the responses given that involved 

requisites included: 

As long as I had quick access to a medical staff person to help, 
I'm fine with that. 

I would feel it would be OK to a certain extent. I wouldn't want 
a child that's like really, really sick. That would kind of scare 
the other children or you know. .1 think little children at this 
age would be afraid of them. It would scare them. 

I don't have any problem with that as long as I'm trained to do 
what needs to be done for that child. 

I think as long as there's somebody who's medically trained 
in assistance of some such, you know, if they're going to be 
completely in my room without an assistant, I would want 
to know that there's someone I can go to. Other than that, 
I wouldn't have a problem. 

These subjects seemed partially open to the prospect of a student who was medically 

fragile being included in their classrooms but did not want to wholly commit to the idea. 

Many subjects who responded in this manner began their statements wdth open 

body language, looking the researcher in the eye and maintaining open body posture. 

When the stipulation was added to the response, most participants crossed their arms over 

their chest, crossed their legs, or looked down rather than maintaining eye contact. As 

time was given to the subjects to state their opinions, the majority who gave this type of 
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answer added more than one condition to their initial "I would feel fine" retort. The 

researcher deducted that most subjects felt uncomfortable adding the terms to their initial 

answers, due to the more closed body language exhibrted during the stating of those 

provisions. 

When asked how they would feel about the inclusion of a student who was 

medically fragile, six of the respondents said that they would feel "great," "excited," and 

"vety positive" about the experience. They smiled when they spoke about the possibility 

and their body language implied a sincere openness to the possibility. The people 

responding in this manner maintained eye contact with me, and they leaned toward me as 

they answered the question. The subjects who expressed positive feelings toward the 

inclusion of students who are medically fragile in their classrooms were primarily 

teachers and teaching assistants. Some of the statements made included the following: 

I think it's great. 

I'd love it! 

I think it's a good thing. 

On the other hand, not all responses reflected affirmative attitudes. Ten people 

answered that they would have trepidations about a student who was medically fragile 

being included in their classrooms. These subjects mentioned the words, "scaty," 

"conceraed," and "cautious" when discussing inclusive situations with these students. 

Some conceras expressed were: 

I would be scared to have her around them (the other 
students), because they could hurt her. 

I'd be hesitant at first. I wouldn't mle it out, but I'd 
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definitely want somebody to help me whh that particular 
student and definitely know all about their condition and 
what needs to be done if something were to happen to them. 
You know, exactly what their special needs were. 

I would be vety cautious. 

Scared, because I wouldn't know how to handle her or him. 

These participants never mentioned that they were against the idea of the inclusion of 

students who are medically fragile. Subjects who responded in this manner openly talked 

about reservations they had with placing students who are medically fragile in their own 

classrooms or their child's classroom. These subjects were vety honest in expressing their 

feelings of concera, and they stated these fears in an almost apologetic manner rarely 

looking me in the eye and frowning as they spoke. 

Findings from Ouestion Four. When asked this question, most people responded 

quickly with answers that indicated they were fine with the inclusion of students who are 

medically fragile in their classrooms or their child's class. They did not seem to have a 

definite opinion toward the inclusion of students who are medically fragile. Their 

opinions were not finite in that they had no strong feelings toward either option. 

After the initial "OK" retort, one-half of the interviewees added to their answers. 

They impUed that the inclusion of students who are medically fragUe did not bother them, 

but if it actually applied to them directly, they had some stipulations to attach to their 

opinions. Many said that it was "no problem, but..." and added condhions to their 

responses that revealed their lack of experience and comfort level wdth the situation 

presented. 
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The majority of people interviewed suggested that they thought the inclusion was 

a good idea, but that they themselves would be uncomfortable wdth the prospect of being 

responsible for a student who was medically fragUe or being around those students 

consistently. Some of the respondents gave the appearance of genuine agreement with the 

inclusion of students who are medically fragile and another group mentioned their 

reservations and fears wdth the inclusion. 

Ouestion Five 

Question five asked teachers, parents and school personnel to address conceras 

they would have by asking the question, "What would be your conceras about including a 

student who is medically fragUe in an early childhood classroom?" The greatest numbers 

of responses given were regarding medical issues involved wdth the student. The 

possibUities of performing medical procedures and the accessibiHty to assistance for the 

student were both of great importance to the interviewees. Twenty-one subjects discussed 

issues involving medical procedures and medical assistance. Ten more subjects were 

conceraed with their owai personal comfort level involving medical issues and what to do 

if something were to happen to the child. The researcher sensed at times a feeling akin to 

panic as the subjects thought of themselves in this position. One subject said, 

How do I handle a chUd that needs feeding tubes, or who has a 
trach, or who's in a brace, or who's blind? How would I handle 
that? 

Another stated, 

I would wony about whether I'd ever be in a position where I 
wouldn't know what to do to help the child immediately. 
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As the preceding statements were made, the body language conveyed a sense of urgency 

and importance. The respondents' hands were open, palm up and in movement toward the 

researcher. The subjects' eyes were in direct contact with mine, but they were frowning 

and had somewhat pleading manners present during responses to this question. 

As this question was asked to each participant, the importance of the issue of 

medical procedures became increasingly apparent as seen through the foUowing 

statements made: 

I would think just if something went wrong wdth his treatment, 
or if he or she started to regress in their medical condition and 
I didn't know what to do since I wasn't trained and didn't know 
what to do. What if they got worse and ended up having a really 
big problem because of it? 

I am concerned with training of the teachers to handle medical 
emergencies. 

You just have to know exactly what you're dealing with, because 
depending on the situation, I'd be terrified if it was something like 
AIDS. That scares me. It really does. 

Eleven responses involved conceras with having accessibility to a fliU time nurse, 

or one-on-one assistance for the child. Subjects voiced the expectation that someone 

other than himself or herself would be available to give assistance to the student who was 

medically fragile if needed. The researcher noticed that subjects responding in this way 

did not appear to be worried about the prospect of having a student who was medicaUy 

fragile in their classrooms or their child's classroom. These subjects presented a sense of 

confidence that someone else would be available to assist with the student or be 
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responsible for meeting the student's needs within the early childhood classroom. Some 

statements made supporting this deduction included: 

It wouldn't bother me as long as they (the student who 
was medically fragile) had someone to work wdth them. 

My concera is to make sure that there was a fiiU-time 
nurse or medical person in the building to take care of 
any needs that the child would need from a medical person, 
not a classroom teacher. 

My first concera would be that someone would be there 
to notice when they (the student who was medically fragile) 
had a problem. 

He or she would need a one-on-one aid with them. 

Twelve people said that they would wony about the student who was medically 

fragile being hurt by the other children. These subjects frequently discussed the larger 

class size present in most early childhood classrooms. Also mentioned were conceras 

wdth the sizes of the classrooms, and if they would accommodate more equipment that 

might be necessaty for a student who was medically fragUe. Another similar concera 

voiced was the possibility of a student who was medically fragUe getting hurt on the 

playground or not being able to participate on the playground due to equipment that was 

not appropriate for their medical conditions. Most were genuinely conceraed wdth the 

safety and weU-being of the student, as demonstrated in the statement: 

I think wdth the way the other children are, seeing how they 
can get kind of bumped around and stuff. That makes me nervous, 
and, having to, when there are ones that you really need to 
watch. When you know there are some that are tumblers and they 
fall, you know that's part of it, but I think my biggest wony is the 
children mteracting and getting too rough. 
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Findings from Ouestion Five. Twenty-one people responded with conceras about 

performing medical procedures and the availability of help through a nurse or assistant, 

and another ten were conceraed with their own personal comfort level involving medical 

issues. Although these 31 statements constituted the majority of responses, the 

overwhelming majority did not remark on the needs of the student. Evaluating the 

statements made regarding conceras wdth including students who are medically fragUe 

led to the deduction that the teachers, parents and school personnel appeared to be more 

apprehensive about themselves in the inclusive situation than the students. 

Subjects expressed fears and conceras wdth having access to someone to take care 

of the child's needs within the early childhood classroom. Participants who responded in 

this way clearly expected to have the availability of personnel to care for the needs of the 

child with medical issues. They did not want to take responsibility for the chUd due to a 

seemingly low comfort level and uncertainty of their own abilities. Having access to staff 

knowledgeable in the field of students who are medicaUy fragUe appeared to ease these 

fears and conceras. Confidence in their abUhies also increased when the respondents 

discussed having personnel available to assist them within the classroom. 

Overall, subjects did not express a desire to take responsibiUty for the student who 

was medically fragile in an inclusive situation without personnel in place to lend 

assistance when needed. The majority of subjects expressed apprehensions about their 

owai roles in caring for the student who was medically fragUe, rather than expressing 

concerns about the student himself or the other classmates. Subjects generally voiced 
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personal conceras when presented with question five, rather than conceras for the student 

who was medically fragile. 

Ouestion Six 

Question six buih upon the answers given in question five by asking "What would 

you wony about if this child was your responsibUity during the school day?" Facial 

expressions and responses changed quite dramatically when the interviewee thought of 

the student who is medically fragile as their sole responsibility. Many subjects wrinkled 

then- foreheads; some crossed their arms; many became vety serious and had stera looks 

upon their faces. The researcher received an initial response in many cases of, "Oh, " or 

"Oh my..." 

Thirty-two responses involved supervision and meeting the child's needs. Fifty-

sbc percent of those thirty-two responses regarded supervision. The most common 

statements made entaUed worries about the teachers providing for a student who was 

medicaUy fragUe while meeting the needs of the other children in the class. Subjects 

voiced conceras about being able to manage the classroom effectively, particularly if a 

medical emergency should arise. Some responses included: 

A lot of times I wony about something happening and me being 
by myself here and not being able to do anything about it. 

I would wony about adequate staff to manage aU of the children 
in addition to that child. 

Not being able to watch them evety single minute. You're 
always afraid something is going to happen when your back 
is turaed, or that the other chUdren may get too physical, 
even accidentaUy. 
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Protecting the child wdth medical needs and giving that child adequate attention was also 

mentioned within this categoty as seen by the remark, 

I'd wony about having other children around and not being 
able to help that child the best that I could. 

Teachers in particular mentioned that they would wony about meeting the physical and 

medical needs of the student who was medically fragile. 

Conceras were voiced about ensuring the safety of the student who was medically 

fragile and providing a secure classroom environment for him or her. Nine respondents 

mentioned that they would wony about the safety of the student who was medically 

fragile. Subjects expressed apprehensions that the student who was medically fragUe 

might become injured or not be able to articulate needs when a medical situation arose. 

One teacher said, 

I guess just wony about what if, they're so tiny. If they 
can't talk to you, you don't know what they need or if 
something's bothering them. I guess I would just not know 
what to do for them. 

Another said that the biggest wony would be, "their safety and their welfare." Teachers 

and teaching assistants especially voiced conceras about the safety of students who are 

medicaUy fragile being included in the general early childhood classroom. School 

personnel and parents did not voice as many conceras about safety as the teaching staff. 

The researcher attributed more safety conceras being voiced by teaching staff due to their 

daily contact with students and situations that take place within an early chUdhood 

classroom. 
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Findings from Ouestion Six. Many of the respondents expressed genuine conceras 

about the safety and weU being of students who are medically fragile within an early 

childhood classroom. Subjects discussed apprehensions wdth a student who was 

medically fragile becoming injured or overlooked due to large class sizes. Conceras were 

given about the fact that all early childhood students are needy and seek attention, which 

might prevent the proper awareness being given to a student wdth medical needs. 

Teachers in particular worried about providing the student with a successflil educational 

experience and meeting his or her individual needs. 

As seen in question five, some subjects interviewed were more worried and 

conceraed about themselves and how they were going to supervise aU of the children 

within an inclusive arrangement involving a student who was medically fragile. No one 

interviewed mentioned worries about how the student would fare in their class, if he or 

she would be successful, or if the child would receive educational benefit from the 

placement. While the subjects seemed to have the best interest of the children at heart, the 

chief apprehensions dealt wdth how the inclusion of a student who was medically fragile 

would directly aflfect them-not the child or other children in the classroom. 

Ouestion Seven 

The seventh question asked, "What could be put in place or what would you need 

to make you feel more secure about having a student who is medically fragile included in 

your classroom?" After exploring feelings about inclusion and students who are 

medicaUy fragile, this question made subjects change the direction of their thinking yet 
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again. Rather than focusing on conceras or feelings solely, this particular quety caused 

respondents to think of necessaty supports that could promote a feeling of security 

toward the inclusion of students who are medically fragUe. 

Body language changed during the implementation of this question. Subjects did 

not give such a guarded presentation as seen in the previous questions. Many of the 

respondents adopted a more open posture, uncrossing arms and legs and leaning toward 

the interviewer. Many of the subjects' faces softened, wdth the frowoi disappearing and 

eyes more open and maintaining contact. Subjects appeared to be vety sure in their 

responses wdth what they felt they would need to feel secure. Answers given were more 

firm and sure; and hesitation in response was seldom seen. 

The reply given most often involved the need for knowledge or education and 

traimng. Twenty-five responses included these factors as being most important in 

promoting feelings of security. These responses were not provided exclusively by a 

particular group; all groups represented in this study articulated the need for knowledge 

and training. Some statements made were: 

I would want training from a nurse and therapist. 

I would want lots of equipment that could aid the child and 
just being taught how to use it properly. Kind of Uke the 
"do's" and "don'ts" because if like I'm moving the child, from 
you know...transferring them from their wheelchair to a beanbag, 
I would want to know how to do that so I wouldn't hurt myself 
or the child. 

I would need professional development classes, of course. I would 
have to read books pertaining to the child's situation, and I would talk 
wdth other teachers and specialists that are knowledgeable of a 
medicaUy fragUe child. 
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I'd have people come in that know more about it than you do, 
that can give you ideas on how to mn your day around them. 
Just someone that's been there. 

Along with education opportunities, twenty interviewees remarked that they 

would need to have support from staff to feel more secure about having a student who 

was medically fragile included in their classroom. Answers given included: 

Having people come in that know more about h (medically 
fragile) than you do, that can give you ideas on how to mn 
your day around them; just someone that's been there. 

I would definitely want to have one or two persons on campus 
who have lots of knowledge about medically fragile children 
and have had a lot of experience wdth them. 

Teachers, parents and school personnel also commented on the desire for access 

to a nurse or medical personnel and the availability of a fiiU-time nurse to help them feel 

more secure about inclusion of students who are medically fragUe. Eight of the 

interviewees vocalized the need for a nurse, and each of those stressed the importance of 

being able to easily access the nurse or other medical personnel. Just having a nurse on 

the early childhood campus was not enough to make the subjects feel comfortable. The 

nurse had to be readily available and prepared to help when needed. One person said, 

I would have to have a nurse there on campus all the time for 
questions or support. 

Findings from Ouestion Seven. Upon evaluating the needs expressed in order to 

make the subjects feel more secure about having a student who was medically fragile 

included in their classrooms, several themes emerged. The majority of people were 

willing to be technically assigned the role of primaty caretaker of a student who was 

medically fragile. In tura, they would not assume this responsibility unless they had 
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access to staff"members available to help with the student. The teaching staff, in 

particular, voiced strong opinions about taking on medical tasks that might need to be 

done for a child. No one interviewed volunteered to perform these tasks for students who 

are medically fragile. Each person interviewed made it vety clear that they would expect 

someone else on the campus to be responsible for performing medical procedures or any 

kind of special service that the child might need. This deduction is made more clear by 

looking at statements made during the interviews: 

I would want someone who knew how to do the work in there. 

I would need a person to be stuck right beside them. 

A recurring theme is again seen through question seven. The educators and staff 

beUeved that the philosophy of including students who are medically fragUe is a vety 

positive and beneficial one. Many positive comments were made about inclusion, and no 

one questioned whether or not inclusion was an appropriate educational option. At the 

same time, the subjects were unwilling to accept responsibility or perform duties 

necessaty for a student who was medically fragUe. Each person interviewed, with the 

exception of the school nurse, voiced the expectation that someone other than themselves 

would perform necessaty medical procedures for the student. 

Subjects gave the impression that supports must be in place before they would 

even consider the possibility of including a student who was medically fragile into an 

early childhood classroom. Many of the responses were given as necessities, not 

suggestions. Overall, most participants were in favor of the inclusion of students who are 

medically fragUe. At the same time, they expected definite supports in place such as 
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availability of a nurse, training and education and extra personnel placed in the classroom 

to help when needed. 

Ouestion Eight 

Question eight asked subjects to describe the level of inclusion in their 

classrooms, rather than asking about fears or feelings. When subjects were directed, 

"Describe the level of inclusion in your classroom," many answered wdth general 

descriptions. Most responses were vety positive, wdth participants describing some form 

of inclusion present in their classrooms. Some responses included: 

I think at this point in the year, all of our children who are 
capable of being included, we are certainly doing that. 
We are in the process of expanding that time for some 
children if they expand their abilities to deal wdth the situation 
in the classroom. 

Pretty much, evety situation is set up for any and evety child, 
regardless of whether the student is considered medically fragUe 
or not, and the child's needs wdU be met. 

Hey, aU participate in our classroom. It's like 100%. Each 
student does everything that we do. 

I think we have total inclusion; as much as we can. 

Several of the people interviewed described the disabilities seen wdthin their 

classrooms, such as speech disorders or autism. Descriptions were given of particular 

children or conditions present within the class. One subject said, 

I have a lot of speech children that have come a long way 
just Ustening to the other children, and a lot of them are 
already starting to talk, whereas at the beginning of the year, 
they didn't say two words. And then I have B. and she has 
had brain surgety. She has a shunt in 

131 



her head and she has mild CP and a brace on her right leg. 
Basically, the right side of her body is a little bit behind the 
left side of her body. 

Although the majority of subjects discussed inclusive situations wdthin the early 

childhood classrooms, not evetyone viewed the campus as flilly inclusive. Three people 

said that they had not experienced inclusion in their classrooms. The three people who 

responded in this manner did so matter-of-factly and did not give their responses in a 

negative tone. One person stated, 

I don't think we have any kids with special needs in our class. 

Findings from Question Eight. Findings from question eight indicated that almost 

evety subject had experienced some degree of inclusion wdthin his or her classroom. 

Subjects' responses indicated a familiarity wdth inclusion, as no one asked for 

clarification or a definition of inclusion. The preceding descriptions indicated that the 

teachers, parents and school personnel had an overaU positive attitude regarding 

inclusion. In most cases, if the interviewee was not involved in an inclusive situation 

currently, he or she had previous experiences wdth inclusion. Negative comments 

regarding inclusion or inclusive practices were not received. The overaU positive 

sentunent toward inclusion is seen in the following comment: 

I see all levels of inclusion here. We've got everything from 
just the short snippets of time that an individual child can handle, 
to fiiU day inclusion. I see it happening on all levels, and I 
really think pretty much to the best of each child's ability. 
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Ouestion Nine 

Fmally, those participating in the stmctured interviews were asked, "What kind of 

obstacles can you see that might present themselves to students who are medically 

fragile?" Most of the subjects interviewed viewed the biggest obstacle for the sttident 

who is medically fragile as being the student's abilities or physical limitations. The 

inability to be as mobile as other students, as well as other limitations, were cited 

frequently as obstacles that might be present. Some responses given included: 

CapabUity of doing things, or not doing things that other kids 
may be able to, such as being in a wheelchair and someday 
walking or someday not. 

An obstacle would be the children in wheelchairs that can't get 
out and move. With other children, they can't manipulate the 
equipment we have. Their hands don't work. 

A lot of physical activities and some of the outdoor activities 
would be the hardest for medically fragile students. 

I guess definitely being included in a class of students who 
don't have disabUities would be an obstacle. There are probably 
things that many children who are medically fragUe can't do, 
like you know, the playground. 

Perceptions and attitudes of others toward the student who is medicaUy fragile 

were also mentioned frequently as an obstacle. Many people discussed the fact that some 

people may view students with medical needs as lacking the abilities to function in the 

general classroom. Others may lower their expectations of the student or view them as 

incapable of participating in an early childhood classroom. One subject expressed this 

obstacle as. 

The biggest obstacle in my mind is attitudes and fears that 
people have. 
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Anotiier summed it up by saying: 

Perceptions people have; preconceived notions that they 
(the student who is medically fragile) can't do things. 

The room arrangement or environment was another obstacle described repeatedly 

by the subjects interviewed. Interviewees expressed concerns with space in the classroom 

and the containment of extra equipment such as wheelchairs. Also discussed were the 

playground equipment and the lack of accessibility for all students, especially those with 

severe physical limitations. Some statements made included: 

Environmentally, I think the obstacles would be to ensure 
that the building was equipped with ways that that child 
could be as normal as possible. 

An obstacle would be no ramps and no access to facilities. 

There might be obstacles you might have to arrange a room 
a certain way just so the child can get around in the classroom. 

Findings from Question Nine. The teachers, parents and school personnel spoke 

candidly and realistically about potential obstacles a student who is medically fragile 

might face in an educational setting. The biggest perceived obstacle for students who are 

medically fragile was presented as the student's own limitations. Interviewees did not see 

others presenting obstacles to the students as the main concera. The student's capability 

level and/or lack of physical abilities were cited most often as the biggest obstacle faced 

by students who are medically fragile. Other potential obstmctions discussed were room 

arrangements and environments, such as the playground, posing limitations in movement 

and lack of space. Attitudes and perceptions of other people toward a student who was 

medically fragile were also given as possible barriers. 
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At times, sympathy was detected toward these sttidents in the subjects' answers 

when asked this question about potential obstacles. Participants often lowered their 

voices and spoke in a solemn tone when providing answers to the question. Subjects 

often frowmed when responding and developed a poignant look on their faces. Many 

people either looked down, or had a sad look in their eyes when speaking. Shoulders 

sometimes slumped, or subjects' body posture was not upright. At the same time, the 

impression was also given that the people interviewed did not necessarily feel like these 

potential obstacles were insurmountable. Responses did not indicate that the participants 

feh the obstacles were inevitable, but merely possibilities that the student who was 

medically fragile might potentially be faced with. 

Overall Findings from Stmctured Interviews. Throughout the interviews and 

observations, the participants in the study vocalized a vety positive attitude toward 

inclusion in general, and a favorable view towards the inclusion of students with 

disabilities in the early childhood setting. Many had a great deal of knowledge about the 

theoty and process of inclusion. Evety subject interviewed showed some degree of 

familiarity with the term "inclusion" and not one person asked for a definition or 

clarification of the meaning of inclusion. 

Most of the subjects interviewed had experienced some previous contact with 

students who are medically fragile. The contact ranged from very limited to more 

extensive and involved. Although experiences were reported, the majorities of those 

spoken to were misinformed or had no knowledge about the meaning of medically 
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fragile. Vety few subjects understood what constituted the eligibility of medically fragile, 

and many said that they had never heard the phrase before. 

One-half of the people interviewed had neutral feelings in general about students 

who are medically fragile. They had neither positive nor negative feelings about the 

students. When asked about the prospect of being responsible for a student who was 

medically fragile, most expressed conceras about accepting that position. Many said that 

they supported inclusion overall, but had different opinions about the student who was 

medically fragile being their responsibility. 

Initially, most people said that they would be "OK" with the inclusion of a student 

who was medically fragile; but those people quickly added conditions to their responses. 

The subjects added stipulations to their answers, often adding that they would expect 

someone other than themselves to be assigned the role of primaty caretaker to the child 

who was medically fragile. The majority of people interviewed said that they would feel 

fine about being technically assigned the title of primaty caretaker for students who are 

medically fragile in the early childhood setting. At the same time, these subjects stated 

that they would not accept responsibility for the student. Expectations were voiced that a 

nurse or assistant assigned to the student would assume any and all responsibility for the 

student's well being. Subjects also expressed the desire to have support staff other than 

the school nurse available to give assistance during the inclusion process when a student 

who was medically fragile was involved. 

Many of the interviewees gave the impression of having the best interest of the 

students at heart. The researcher did not question the attitude of the subjects, due to the 
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fact that they displayed a genuine outlook of compassion and interest in the sttidents. 

General questions about the inclusion of a stiident who was medically fragile elicited 

positive responses, in support of the process. Participants seemed generally in favor of 

the inclusion of students who are medically fragile in an early childhood setting. 

As the questions progressed and subjects were asked how they would feel if the 

student who was medically fragile was tiieir responsibility, the responses changed. The 

tone of the answers revealed personal feelings that sometimes differed than those given 

when the more general question was asked. When asked about fears and concerns 

regarding the inclusion of students who are medically fragile, subjects' answers revealed 

more trepidation about the participants themselves than the students. Those interviewed 

discussed apprehensions with performing medical procedures and other possible 

situations arising with students who are medically fragile. Comments made dealt solely 

with how the inclusion would affect the subjects rather than how the students would be 

affected. 

According to the participants interviewed, the biggest obstacle students who are 

medically fragile would face in the early childhood setting would be the student's own 

physical limitations or capabilities. The environment and classroom arrangement were 

also discussed as potential obstacles. Attitudes and perceptions of others were voiced as 

possible obstacles, but the majority of those interviewed saw the student's own lack of 

ability as the greatest barrier. Although hindrances were discussed, most people 

expressed their viewpoint that any potential obstacles faced by the student would not be 

insurmountable. 
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Overall, the researcher found that the subjects had positive attittides toward 

inclusion and students who are medically fragile. The people interviewed were generally 

in favor of the students with medical needs being given opportunities to be included in 

tiie early childhood classroom, but they did not want the responsibility for that student 

given to them. Teachers, school personnel and parents voiced concerns about themselves 

in an inclusive sitiiation, rather than the student or other members of the class. A lack of 

knowledge regarding the eligibility of medically fragile was found throughout the 

stmctured interview process. 

Semistandardized Interviews 

Upon completing the stmctured interviews with each participant, it became 

obvious that evetyone had vety strong opinions about inclusion and students who are 

medically fragile. A list of questions was prepared before the interviews, which dealt 

mainly with the environment and feelings toward students who are medically fragile. The 

researcher plaimed to ask questions about the room arrangement, lighting, noise level and 

furniture placement, as well as questions about feelings toward roles and responsibilities 

as educators of students who are medically fragile. As interviewees were randomly 

selected to ask more open-ended questions to, the researcher noticed that the participants 

were not as interested in discussing the environment as they were in relaying personal 

experiences and thoughts on inclusion and the students who are medically fragile. 

Freedom was given to the subjects to discuss and elaborate on areas that they felt most 
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sttongly about. In the process, valuable insights were gained regarding attitiides and 

perceptions on the subject of inclusion of students who are medically fragile. 

Perceptions on Inclusion 

One question asked frequently during the semistandardized interview was akin to, 

"How do you feel about inclusion in general?" Overall, the responses toward inclusion 

were vety positive. Teachers and teaching assistants, in particular, expressed strong 

sentiments regarding experiences and attitudes toward inclusion. Two responses included 

the following ideas: 

I think inclusion is great. I think it's something that's 
necessaty. They need to be with peers because they need that 
social interaction and just to feel like they're part of the group. 
Plus it helps their leaming. They leam more when they are 
included. I just think it's a necessary thing for kids, and other 
kids, kids that are not medically fragile, leam how to deal with 
kids that are. It's good both ways. 

I just love the idea that the school climate lends itself to inclusion. 
I think it's valuable for our kids. I think it teaches them kindness, 
teaches them understanding and compassion. It's just, it's the 
way it should be. 

Similar comments were articulated throughout the semistandardized interviews. 

The teachers, administrators, parents and other personnel overwhelmingly supported the 

concept of inclusion within the early childhood setting. Positive experiences were 

recounted that had impacted the educators and parents and shaped their opinions. One 

person recalled. 

There's one child I've worked with who's medically fragile 
and she's achieved much more than anyone ever expected. 
It's been really fun to watch. I think even her parents are surprised. 
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Because when we first met her, the first thing was: she's not 
supposed to live past three years old. But she passed that, 
and she's the only living case. So you never know what might 
happen, and you don't want to set your expectations too low, 
and I think that's easy to do. But she's doing great and it's 
really cool! 

Personal Experiences 

During the semistandardized interviews, several interviewees described personal 

experiences outside of school that they had previously had with children who are 

medically fragile. One person talked about her nephew, who is now eighteen years old. 

He was described as someone who is severely impaired, able only to recognize his 

immediate family. The following comment was made: 

Yea, he's like eighteen or nineteen. He's still pretty small 
though. His mom will taUc to him and stuff, and he recognizes 
her and some of the family, but he's got his special chair and 
everything. He can't do anything for himself 

Another subject described a family member who was not expected to live past the age of 

six months and is now fourteen years old. She discussed her admiration for the child's 

parents and how they have taken on the role of caretaker with such imconditional love 

and lack of resentment toward their situation. 

I don't know how my cousin has done it but he was one that 
was never supposed to live past six months. He's like 14 or 
15 now. He couldn't walk and she taught him to waUc. You're 
going to have those parents that are so hungty for help and 
knowledge, they're going to do anything and everything in 
their power to help that child, but yet they don't forget the other 
children in their family. They don't forget their own needs. So 
it's kind of like an inclusive classroom. You're going to have 
parents that way. 

Another respondent described a family situation as this: 
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My sister is a single mom, which makes it harder for her. She's 
just constant caring. She just has to be there all the time. That 
httie giri depends on her. She's 18 years old and can't do 
anything for herself My sister has to follow schedules just to keep 
her from yelling and screaming. She's vety, vety patient. In the 
beginning, she was stressed out, and then she realized that this is 
my life. Now she's realized that this is her life from here on, 
and she's there for her daughter. 

As people talked about family members with disabilities, it was obvious that they 

had great feelings of admiration and respect for them. Each of the subjects who discussed 

family members was vety eager to talk about personal matters. These people also had 

vety open body language toward me as the interviewer, looking me in the eye, leaning 

forward and smiling as they taUced about their relatives. They obviously had been 

personally involved with the child who was medically fragile or severely impaired and 

had sttong emotional ties to the child and/or the family as seen in some of the moving 

statements made. 

Fears and Concerns 

Although the majority of opinions regarding inclusion were very positive, some of 

the interviewees divulged worries or negative feelings toward some aspects of including 

students who are medically fragile. One subject expressed the fear that no one would 

demonstirate how to care for a student who was medically fragile and said, 

We don't know how to handle them or take care of them if they 
do need something. 

Another expressed the need for assistance by saying. 

If they (the stiident who is medically fragile) don't need a 
person by their side, an assistant could help with other kids, 
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but it would be her job to make sure the child was okay and 
to keep other children from hurting her too. 

These subjects did not want to bear the sole responsibility for educating the student who 

IS medically fragile. They expressed vety strong opinions that additional assistance would 

be necessaty in an inclusive situation. 

Another educator stated the opinion that teachers cater to students who are 

medically fragile more than is necessary for the child's educational need. She believes 

that the students are much more capable than given credit for and stated, 

I don't think some kids are as medically fragile as some 
teachers do. 

Similarly, another respondent discussed the belief that teachers spend much more time 

with students who have disabilities than with the other students in the classroom. She 

expressed those sentiments in the following statement: 

But then if you have someone with autism, or MR, or CP, or 
somebody that you really do have to work with a lot and like at 
a lot of elementaries, they don't get support like we do here, 
and that's really hard to teach the rest of your class with them. 
It's really hard. 

Some of the subjects expressed feelings of fear and being uncomfortable during 

their initial experiences with students who are medically fragile. They told of 

apprehensions in not knowing what to expect and how to meet the needs of the student. 

One early childhood teacher said, 

Initially, because I was unfamiliar with the situation and 
because I hadn't yet had the opportunity to work with any 
children that were considered or identified physically handicapped, 
I was intimidated. I was scared. I didn't know what the right 
ways or wrong ways in handling that child were." (Interviewer 
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asked: "After that, did it change?) "Oh yea, it changed. 
I realized that there's nothing to be scared about. If you need 
help you can always ask for assistance from your coworkers 
or special ed., or even the children will let you know if they need help. 

Another teacher expressed her opinions: 

At first, I was uncomfortable, because I had problems ttying 
to figure out what expectations should I have for that student 
physically, mentally and emotionally? I still try to second-guess 
myself because I don't know whether my expectations are 
where they should or shouldn't be. (Interviewer asked: "Do 
you still feel uncomfortable around those students?") No, but 
I still fight my expectations. 

Findings from Semistandardized Interviews. Overall, the general attitude 

expressed by the subjects toward inclusion was one of acceptance and support. Educators, 

as well as school personnel and parents were very much in favor of inclusion, in any 

situation and with any disability. No one expressed negative sentiments toward the 

process of inclusion. The majority of people interviewed expressed satisfaction with the 

inclusive practices within the early childhood setting studied. Virtually evety person 

interviewed had experienced inclusion in some form, and most had direct experiences 

with students with disabilities being included in their classrooms or their child's 

classroom. 

People who had had previous experiences with students who are medically 

fragile, particularly those who had family members who were medically fragile, were 

more empathetic and understanding of their needs and necessaty support systems. Those 

respondents presented themselves as the most in favor of inclusion of students who are 

medically fragile. At the same time, they also understood the challenges involved and 
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were vety forthcoming in discussing any potential trials the students or educators might 

face. 

An overwhelming response was that of teachers and teaching assistants wanting 

assistance from outside sources to help meet the educational needs of students who are 

medically fragile. The teachers expressed doubts about their abilities to adequately 

educate students who are medically fragile and how to devote time equally between 

students with disabilities and their nondisabled peers. No subjects expressed the desire or 

confidence in their abilities to educate a student who is medically fragile without some 

supports and assistance in place. The majority of interviewees strongly voiced their 

beliefs that if a student who is medically fragile were to be included in their classrooms, 

they would expect help from someone who is not ordinarily in their classroom. This help 

could be from a nurse, special education teacher or assistant, or an assistant specifically 

designated to be with the student. The person(s) placed in the classroom to specifically 

help the student who is medically fragile would be primarily responsible for taking care 

of the child's needs and ensuring the child's safety, according to the subjects interviewed 

for this study. 

While the subjects expressed their overwhelming support for inclusion, not 

evetyone believed that including students who are medically fragile was appropriate. 

These opinions expressed did not infer that the placement was wrong for the student, as 

much as the belief that it was not appropriate for the educators or other stiidents in the 

classroom. Comments indicating potential hardship for the teaching staff, as well as a 

lack of attention devoted to the remainder of the students, indicated an overall lack of 
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support for the inclusion of students who are medically fragile in the early childhood 

classroom within the context of the semistandardized interviews. Although a portion of 

the subjects conveyed a tme support for the inclusion of students who are medically 

fragile, the majority of those participating in the semistandardized interviews did not 

share this opinion. 

Outlying Responses 

During the stmctured and semistandardized interview process, many comments 

were made that did not lie within the range of responses received. These remarks could 

be deemed questionable due to the content of material vocalized. At the same time, these 

comments were vety revealing of attitudes and perceptions toward the inclusion of 

students who are medically fragile. The researcher found it a challenge at times to 

maintain professionalism and objectivity. As analysis of the interviews was conducted, 

attitudes were revealed not only through the interviews, but also some of the outlying 

responses. The attitudes were not always those of intolerance or not accepting the 

situation, but more often those of fear or lack of knowledge. Many of the subjects who 

made these comments directly or indirectly expressed an apprehension of includmg 

students who are medically fragile in their classrooms. That fear is demonstirated in some 

of the following comments: 

I would not feel comfortable if I were expected to do 
catheterizations and frachs and those kinds of medical things. 
I would not feel comfortable with those, because I don't feel 
that I have the medical expertise to do that. But beyond that, 
and I don't believe that, I feel like evetyone in a classroom 
should share pretty much an equal amount of evety teacher 
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that's here. And, even though I feel like the child who has a 
medical problem, or whatever problem it is, should, will maybe, 
require a little bit more of a teacher. I don't think they should 
monopolize the whole time. 

I would be vety cautious; I would be so cautious around 
that student. Probably would drive me nuts. I mean, sometimes 
with C , it drives me nuts, because she is so skinny. I don't 
want to touch her or hold her in the wrong way. 

These responses indicate a fear toward the unknown: that of including a student 

who is medically fragile. Since these subjects had little or no prior experience with 

stiidents who are medically fragile, their apprehension is evident through their responses. 

Otiier subjects revealed their lack of knowledge regarding students who are medically 

fragile through the following statements: 

I think people need to be aware of what you're tiying to do, 
but I think you also need to be aware of the fact that just 
because they have a problem, the world doesn't owe them a 
living. They still have to leam to live with whatever it is. 
Everybody has problems. We need to help them leam to 
find out how to be the most independent they can be as they go 
along. Our goal in life for them should be that when they reach 
adulthood, that they are independent, as much as they can be 
with what they have to leam to live with, and that's why I have 
a problem with Ritalin. That's another reason. 

They can't do anything. I mean, there's nothing that they can do. 
They're just here. Really their disability - you can't even play 
with them. 

I don't look at their defects. 

Findings from Outlying Responses. In analyzing what were deemed outlying 

responses made by the subjects, two main themes were found throughout thefr 

statements: fear and lack of knowledge. The teachers, administrators, parents and school 

personnel on this particular early childhood campus had many apprehensions about 
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including students who are medically fragile in the early childhood classroom. 

Reservations were expressed regarding medical procedures, the children's abilities and 

the responsibiUties involved in the inclusion of students who are medically fragile. 

Teachers especially were vety nervous and afraid of the responsibilities and the 

possibility of doing something incorrectly for the child. Teachers wanted to have a 

support system in place that was readily avaUable, and in most cases they wanted 

someone who was solely responsible for the child with medical issues. LiabUity, time 

involved and fears of the unknown were reasons listed frequently for the subjects' 

uneasiness. 

The interviewees also exhibited a lack of knowledge regarding students who are 

medically fragile. Many did not have a clear understanding of what "medically fragile" 

meant and often grouped all disabilities into the categoty of medically fragile. A large 

number of subjects discussed students with behavior problems, hyperactivity issues and 

physical appearance and clumped them into the categoty of medically fragile. Many had 

not heard the term "medically fragile" previous to the study. Most subjects did not know 

what kinds of issues were involved wdth a student who was medically fragile and 

therefore made generaUzed statements that did not always apply to the situation. 

Summary of Findings 

Thoughts on Inclusion 

In analyzing material received through observations, stmctured interviews and 

semistandardized interviews, several conclusions can be drawn. The teachers, school 
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personnel and parents generally voiced an overwhelming support for inclusion. The 

subjects were knowledgeable about the premise and expected outcomes regarding 

inclusion. Many people had wide ranges of experience with inclusion with experiences 

varying in levels and length of time. The majority of subjects who voiced opinions on 

inclusion expressed positive sentiments and attitudes. Not one person interviewed 

expressed negative feelings about the general process of inclusion. 

Thoughts on Medically Fragile 

When the topic of students who are medically fragile was discussed, subjects 

displayed an overall lack of knowledge on the matter. The majority of interviewees did 

not know the meaning of the phrase "medically fragile," nor had they had previous 

experience with students who are medically fragile. When faced with the issue of 

mclusion of students who are medically fragUe, many people admitted an absence of 

information and experience. 

Thoughts on ResponsibiUty 

When subjects were asked about the possibUity of accepting responsibility in an 

inclusive situation for students who are medically fragile, the opinions voiced were quite 

strong. Early childhood teachers, school personnel and parents expressed a lack of desire 

and/or avoidance in accepting responsibiUty for a student who is medically fragile. The 

overwhelming expectation was given that an outside source of assistance be provided in 

an inclusive situation involving students who are medically fragUe. Teachers and school 
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personnel especially were unwilling to accept the responsibility for a student who was 

medically fragile in an early childhood classroom. Parents also stated the expectation that 

someone other than the teacher or teaching assistant be assigned to the classroom to help 

the student with medical needs. 

Thoughts on Consequences 

Throughout the study, fears and conceras were expressed regarding the inclusion 

of students who are medically fragile. These fears and conceras dealt solely with the 

educators themselves and were not directed toward the students. The early chUdhood 

educators involved in this study expressed conceras about their responsibilities, 

expectations and duties where a student with medical needs was conceraed. Fears about 

the child or his needs were not expressed. Respondents were concerned with how the 

inclusion would affect them, what their roles and responsibilities would be and what kind 

of supports or outside assistance would be available to them. The interviewees did not 

address the outcomes for the student who was medically fragile, or the affect of the 

inclusive situation on the student as a concera. 

Goodness of Study 

The goodness of this study materialized through measures taken to ensure 

reliability, validity and transferability. These three components are vital in guaranteeing 

the tmstworthiness of a study. The reliability and validity of the measurement 

instmments that a researcher uses have a significant impact on how much the researcher 
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can leam about the phenomenon he or she is studying, the probability that statistical 

significance in the data analysis can be obtained and the extent to which meaningfiil 

conclusions can be drawn from the data (Leedy & Ormrod, 2001). TransferabiUty refers 

to the extent that the study may be conveyed to a similar setting. In this particular study, 

the measurement instmments used included observations, stmctured interviews and 

semistandardized interviews. 

ReUability 

Throughout the data collection and analysis processes, reliability was checked 

through the methods of interobserver agreement and interaal consistency. Interobserver 

agreement refers to whether information that is gained from one subject is comparable to 

information gained from a different subject (Sattler, 2001). In this case, perspectives 

were sought from early childhood teachers, special education teachers, administrators and 

parents. Data collected was analyzed to ensure that the information obtained from the 

various groups was similar. Interaal consistency was another method utilized to promote 

reUability in the study. Interaal consistency questions whether information received from 

a subject is consistent throughout the interview (Sattler, 2001). In this particular case 

study, data acquired throughout any interview was compared to itself to ensure that the 

subject was supplying the same information throughout the interview. In both cases, the 

researcher found the data to be consistent in its similarities to other interviews and wdthin 

each particular interview. 

150 



Transferability 

Transferability was another method utilized to ensure the goodness of this study. 

Transferability refers to the degree to which the findings of a study can be applied a 

similar setting. Generalizability was not a factor considered wdthin the goodness of this 

study because case studies are vety difficuh to generalize due to the unique nature of 

each case (Janesick, 2000). Case studies usually deal with a vety specific situation that 

cannot be appUed to other populations or samples; therefore, transferabiUty suits the 

purpose of case studies more readily. "The real business of case study is particularization, 

not generalization. We take a particular case and come to know it well, not primarily as to 

how it is different from others but what it is, what it does. There is emphasis on 

uniqueness, and that implies knowledge of others that the case is different from, but the 

first emphasis is on understanding the case itself (Stake, 1995, p. 8). This particular case 

study involved an early childhood campus and personnel exclusive to that campus and 

specific to the study. 

Validity and Triangulation 

Validity is defined as, "the state or quality of being sound; just; weU-founded" 

(Random House College Dictionaty, 1984, p. 1453). The issues of whether or not this 

research is sound, just and well-founded forms the core of this study. The data collected, 

analysis performed, and findings mean nothing if the study is not deemed valid. In order 

to assure vaUdity in this study, triangulation was used. 
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Triangulation is broadly defined as the combination of methodologies in the study 

of the same phenomenon (Jick, 1979). It involves the use of muhiple researchers, 

multiple sources of data, or muhiple techniques to authenticate the emerging findings 

(Merriam, 2001). Utilizing various methods in data collection adds to the tmstworthiness 

of the study (Glesne, 1999). Berg (2001) discusses triangulation in the context of research 

methods utilized by researchers: "Evety method is a different line of sight directed 

toward the same point, observing social and symbolic reality. By combining several lines 

of sight, researchers obtain a better, more substantive picture of reality; a richer, more 

complete array of symbols and theoretical concepts; and a means of verifying many of 

these elements. The use of multiple lines of sight is frequently called triangulation" (p. 

4). Triangulation helps to make meanings clear by demonstrating various ways at which 

the event is being looked (Stake, 2000). 

Triangulation has been traditionally viewed in qualitative research as a process of 

using numerous thoughts and attitudes to make meanings more clear, verifying the ability 

to repeat an observation or interpretation. No observation or interpretation can be 

perfectly recreated, therefore triangulation can also clarify meanings by distinguishing 

various ways a phenomenon is being viewed by observers (Stake, 2000). 

In this particular study, the three methods of data coUection, observations, 

stmctiired interviews and semistandardized interviews, represent the different lines of 

sight previously discussed by Berg, directed toward the same point. That point would be 

the research question: What are various perspectives on including students who are 

medically fragile in the early chUdhood general classroom? The observations, stmctured 
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interviews and semistandardized interviews supported each other in finding a valid 

answer to the research question. 
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CHAPTER V 

SUMMARY AND IMPLICATIONS 

Summaty 

Early childhood classrooms are currently experiencing an increase in the inclusion 

of students who are medically fragile. This escalation of inclusion opportunities is due to 

advances in medical technology that have allowed for longer life spans of students who 

are medically fragile and increased opportunities for public education (Essex, Schifani & 

Bowman, 1994; Schnieders & Ludy, 1996). Students who are medically fragile are 

increasing in numbers as medical treatments and interventions become more successfial 

(Bowe, 2000). As more early childhood students wdth special needs are included in the 

general classroom, the need for general early childhood teachers, special educators, 

parents and administrators to work together grows (Henning & MitcheU, 2002). 

The main goal of this study was to examine various perspectives regarding the 

inclusion of students who are medically fragile in an early childhood general classroom. 

By collecting information from early childhood teachers, special education teachers, 

school personnel, administrators and parents, overall perspectives were gained regarding 

the inclusion of students who are medically fragUe. This instmmental case study 

coUected and analyzed data from a qualitative stance through observations, stmctured 

interviews and semistandardized interviews. The data gathered revealed the subjects' 

fears, conceras and attitudes towards students who are medically fragUe and their 

inclusion in the general early childhood classroom. Information gained from this study 

154 



should prove useflil to educators seeking ways to improve the inclusion process for 

students who are medically fragile, particularly in an early childhood setting. 

ImpUcations for Practice 

The data collected from the early childhood teachers, special education teachers, 

school personnel and parents revealed many strong opinions regarding the inclusion of 

students who are medically fragile. On many occasions, the attitudes initiaUy expressed 

by subjects changed dramatically as they were encouraged to expound upon their 

feelings. As the participants began to reveal more about their attitudes, they entered an 

emotional arena wdth their responses. When asked for fiirther information, subjects 

wanted to discuss personal experiences on a vety emotional level. Responses were rooted 

in feelings rather than mere knowledge of the subject matter. The body language 

corroborated this findmg and provided a great deal of information about the attitudes and 

perceptions held. Subjects' body language varied from vety open postures, leaning 

forward and maintaining eye contact, to vety closed, wdth arms or legs crossed and eyes 

dowai. As respondents began to disclose more personal information, the researcher 

noticed that their body language also revealed a more open stance. 

While the majority of the subjects had a theoretical understanding of inclusion, 

many did not have a clear grasp of the application of inclusion in the early childhood 

classroom. Interviewees could verbalize the meaning of inclusion, but were unable to 

demonstrate or explain exactly what inclusion looked like in the classroom. The level of 

experience with inclusion among the participants varied greatly, from no experience to a 
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rich repertoire of experiences. Subjects verbalized the purpose, implications and desired 

resuhs of inclusion, but did not demonstrate a clear understanding of how to implement 

the theories effectively within the early childhood classroom. 

Subjects also expressed strong opinions regarding students who are medically 

fragile and the possibility of their inclusion in the classroom. Subjects described fears and 

conceras they had about accepting responsibility for this population of students. Fears 

were generally directed towards the interviewees themselves, such as conceras wdth 

accepting responsibility, potential consequences, expectations and possibUities. Conceras 

for the students themselves were rarely expressed, wdth the focus being more on the 

subjects and how the inclusion process would directly affect them. 

Given that these findings can potentially impact the mclusion of students who are 

medically fragUe, the foUowing recommendations are presented: 

1. Early childhood educators, school personnel and parents must be provided 

training in practical applications of inclusion to add to their existing 

knowledge of theories of inclusion. A clear understanding of the roles of 

special education vs. general education must be addressed in order to 

promote the collaborative effort essential to mclusive settings. 

2. Educators must have exposure to students who are medically fragile, as well as 

training on the students' needs. Frequency of contact wdth the students could 

lead to the educators' feeUng more comfortable with their owm abilities, as well 

as feeling more at ease with the students themselves. 
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3. Educators and parents need to receive accurate, descriptive information 

regarding specific special needs. Differences and similarities among various 

special needs should be explained in an easily understandable format. 

4. Support systems must be put in place throughout the school. Physical needs, as 

well as emotional needs must be addressed through the support systems. 

Recommendation One 

Early childhood educators, school personnel and parents must be provided 

training in practical applications of inclusion to add to their existing knowledge of 

theories of inclusion. A clear understanding of the roles of special education vs. general 

education must be addressed in order to promote the coUaborative effort essential to 

inclusive settings. 

Students considered severely disabled and medically fragUe continue to be the 

least likely populations included in the general education classroom (Wilson, 1999). A 

major reason for this lack of inclusion is due to a lack of knowledge and training by the 

general education teachers. McLeskey and Waldron (2002) found that teachers vaty 

significantly on their proficiency and wdUingness to make modifications for diverse 

special needs in inclusive situations. They report that many teachers lack the knowledge 

and expertise to make necessaty accommodations for students wdth special needs. 

Early childhood teachers, special education teachers and school personnel 

involved in this study portrayed knowledge about the theoty of inclusion. Interviewees 

could tell the researcher what the purpose of inclusion was and were somewhat proficient 
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in their familiarity of the premise of inclusion. However, when observations were 

performed and interviews were analyzed, analysis of the data led to the conclusion that 

the interviewees did not have a solid grasp of the implementation of inclusion. 

A small portion of those interviewed for this study appeared to tmly understand 

inclusion in theoty and in practice. An example of this population is seen in the 

Observation One scenario. The teachers and students welcomed the student who was 

medically fragile into the early chUdhood classroom; but no pressure was applied to the 

student to do exactly what all of the other students were doing. The student wdth special 

needs was given opportunities to participate and was involved in the same activities as 

the rest of the class. 

Another small portion of those interviewed for this study did not show interest in 

or appear knowledgeable about inclusion. Observation two is an example of this attitude, 

as weU as some of the responses given throughout the interviews. In observation two, the 

chUd wdth severe special needs who was in a wheelchair was placed in the coraer of the 

room during a physical education class. The student encountered little, if any, interactions 

with teachers or other students and was not given opportunities to participate. This anti-

inclusion sentiment was fiirther demonstrated through several comments made during the 

interviews, such as the comment, "They can't do anything. I mean, there's nothing that 

they can do. They're just here." 

The majority of subjects involved in this research study had knowledge of the 

theories of inclusion. About half of the respondents demonstrated understanding and 

knowledge of the theories and purpose of inclusion. They expressed feelings of support 
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for inclusion, but they did not know how to implement inclusion within their classrooms. 

Observation three displayed the presence of theoretical knowledge, but a lack of practical 

knowledge. The student whh special needs was in the general early childhood classroom 

and was participating in the same activities as the other students, but the teachers and 

students did not know how to interact wdth the student. When the student exhibited 

difficult behaviors, the members of the classroom ignored him and did not initiate further 

interaction. The teachers were unaware how to guide cooperative play and faciUtate 

social exchanges between the student wdth special needs and the other students. 

This lack of awareness and knowledge regarding inclusion was seen with 

statements made similar to the foUowing, "Am I doing what I'm supposed to with these 

kids?" Comparable statements reflected a genuine feeling of a lack of confidence in the 

teacher's abilities and knowledge. Many teachers expressed a need for help or training to 

feel more knowledgeable about how to successfliUy include a student who is medically 

fragUe in their classrooms. 

Analysis of the research demonstrated a lack of understanding in appUcation of 

inclusion principles. These findings indicated a need for training of teachers, school 

personnel and parents wdthin the early childhood setting regarding inclusion. Without 

opportunities to further knowledge on practical appUcation of inclusion theories, early 

chUdhood educators cannot be expected to successfiiUy implement inclusive practices 

wdthin then- classrooms. Training must be provided in the areas of inclusion of students 

wdth low-incidence disabilities, particularly those who are medicaUy fragUe. 
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Smith and Smith (2000) found that general education teachers who worked with 

kindergarten through third grade students were in favor of inclusion but had 

apprehensions about the process. The teachers stated that four factors determined the 

level of success they felt with the inclusion process for students with severe special 

needs, including those who are medicaUy fragile. Training, class load, support and time 

were Usted as the main factors influencing their feelings of success wdth inclusion of 

students with special needs in the general classroom. Teachers in this particular study feh 

that they needed training through college courses, graduate courses and district provided 

in-services. 

Through this study, the authors, Smith and Smith (2000), gave several suggestions 

for a school district to ensure general education teachers' success and healthy attitudes 

regarding inclusion. The suggestions were as foUows: 

1. Lower the class size to account for children wdth severe special needs, such as 

students who are medically fragile and the attention required by them; 

2. Allow access to special education personnel and paraprofessionals in general 

classrooms in order to plan with the teacher and provide classroom support; 

3. Give general and special education teachers time for coUaborative planning 

and implementation; 

4. Train and perform ongoing reassessment to examine placements of students, 

class size and composition; 

5. Place support systems wdthin the school to ensure that aU children are in 

appropriate placements that provide educational opportunities for success. 
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The findings from the study done by Smith and Smith (2000) con-elate wdth the 

findings from this research study within the eariy childhood campus. The authors 

recommended that general and special education teachers be given time for collaborative 

planning and implementation. Allowing time for early childhood teachers and special 

education teachers to plan together would promote a clearer definition of the roles of 

special education and general education teachers. At the same time, the coUaborative 

effort would help to promote a sense of unity and community among the educators. 

Community-building could help to bridge the gap that currently exists between general 

educators and special educators. 

Often, an attitude wdthin the school exists that general education and special 

education are two completely separate and different entities. Many general education 

teachers express the belief that they are incapable of performing the duties required of 

special education teachers. This sentiment was seen through many responses given during 

the interview process, such as the comment made by one educator, "I would have to have 

someone in my class that's properly trained to be there to watch or to take over if 

something were to happen." By working together to plan and implement for a successful 

inclusive situation, educators could begin to mend the separation between the two parties 

and promote a sense of agreement in working toward the same resuh: a successful 

inclusion experience for all students involved. 

The authors also recommended that special education personnel and 

paraprofessionals be allowed access to the general classrooms in order to plan wdth the 

teachers and provide classroom support. As previously mentioned, allowing access to the 
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classroom for all parties, including parents, would help to promote unity and open 

communication within the school As early childhood teachers allow access of special 

education personnel and paraprofessionals into their classrooms, each group would have 

the opportunity to view the duties and roles of the other. The possibility that a tmst could 

develop between the eariy childhood and special educators would assist in promoting a 

sense of community within the campus. As parents saw the two groups working closely 

together, they may begin to tmst in the teachers more, thereby contributing to the 

coUaborative effort. 

Recommendation Two 

Educators must have exposure to students who are medically fragile, as weU as 

training on students' needs. Frequency of contact with the students could lead to the 

educators' feeUng more comfortable wdth their own abilities, as well as feeling more at 

ease with the students themselves. 

As evidenced by the information obtained through interviews, most subjects 

expressed some form of contact with students who are medically fragUe. When asked 

about the degree of contact, the majority of respondents admitted that h was vety limited. 

Level of contact ranged from observation to physical contact wdth the student who was 

medically fragile, such as holding or feeding the chUd. 

Subjects were then asked, "WTiat were your feelings about the student? How did 

you feel about being around the student?" Those interviewed responded with a wide 

range of reactions, with neutral or negative responses being the most common given. 
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Specifically, many admitted to feeling "nervous," "conceraed," and "scared," as well as 

expressing attitudes of indifference toward students who are medically fragUe. 

While literature regarding medical needs, grief and death, medical technology and 

needs of the school (Porter et al, 1997; Jordan & Weinroth, 1996; Schnieders & Ludy, 

1996; Caldwell et al., 1999) were readily located, scant literature is available to address 

the need for educators to receive accurate, descriptive information regarding students 

who are medically fragile. Few resources were located regarding the inclusion of these 

students, particularly in an early childhood environment. Until more information becomes 

available to educators, the inclusion of students who are medically fragile may be stalled 

as the resuh of a lack of education and framing. 

One important aspect of training and education for educators is exposure to 

students who are medically fragUe on a personal level. Teachers need to hear from people 

who have had individual encounters with these students. They need exposure to stories 

and positive life experiences related from family members or professionals who have had 

relationships wdth students who are medically fragUe. Educators do not need the training 

in the form of a lecture, notes, or sUde presentation. Appealing to the emotional level of 

the educators could have a powerfiil impact on their attitudes and perceptions regarding 

the inclusion of students who are medically fragUe. As educators, administrators and 

parents buUd a repertoire of experiences with this population of students, their attitudes 

and perceptions could change dramatically. 

To assist in educating the educational community, mentors could be avaUable to 

the teachers to provide additional training and instmction. The mentor may include 
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educators, administrators or parents who have had positive experiences with students who 

are medicaUy fragUe. A mentor could help the teacher plan and brainstorm ideas to assist 

in the inclusion process, as well as becoming a support for the teacher when needed. 

Supplying teachers wdth formal training can be beneficial, but access to someone who can 

relate to the shuation and has had previous experiences wdth the students can prove to be 

far more educational. 

Recommendation Three 

Educators and parents need to receive accurate, descriptive information regarding 

specific special needs. Differences and simUarities among various special needs should 

be explamed in an easUy understandable format. 

The responses given by subjects throughout the interview process revealed a lack 

of knowledge about specific special needs. When asked, "What characteristics would you 

say define a student who is labeled 'medically fragile'?" during the stmctured interviews, 

answers varied greatly. A vety small portion of respondents knew identifying 

characteristics of students who cany the eligibUity of medically fragUe. Only one parent 

who participated in the research study had previous knowledge of these students and their 

characteristics. The majority of subjects had little or no knowledge on the subject, 

providing statements that often clumped all disabilities mto one broad categoty. Several 

subjects indicated that they had no prior information of any characteristics. The foUowing 

statements were answers given to this question: 

Shunts or they have back problems. 
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So skinny. 

A walking disability. 

Somebody that's always kind of falling over. 

Emotional trouble because of whatever medications they are 
taking. 

Similar responses were given throughout the implementation of question one of the 

stmctured interviews. The observations also supported the deduction that a lack of 

knowledge existed. Observations two and three demonstrated that the educators were 

unsure how to meet the needs of the students with special needs. While the students in 

these scenarios were physically placed in an early childhood classroom, they were not 

included within that classroom community. The responses and observations mentioned 

represented an obvious lack of knowledge regarding the term medically fragUe. 

Educators must have knowledge of specific disabilities wdthout compromising the 

dignity and anonymity of students within their educational setting who have disabilities. 

As most educators receive Utile or no special education training wdthm their coUege 

education, they enter the classroom armed wdth little information regarding students with 

disabilities. Schools must provide opportunities for teachers, school staff and parents to 

receive accurate, specific facts about various disabilities. 

Looking once again at the McLeskey and Waldron (2002) study, which involved 

teachers from six elementaty schools who had developed Inclusive School Programs, 

proves beneficial. The focus was to develop an educational system for students with 

disabilities in a general education classroom based on students' individual needs. The 

study found that teachers needed training and education to make adaptations to the 
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educational curriculum and help them collaborate successfiiUy with others. In order to 

address students' individual strengths and weaknesses, the teachers had to have 

information regarding the disabUities of the students whhin their classrooms. The 

teachers could receive the training and education through coUaboration or other formal 

means, but the researchers stated that it was a necessity for a solid inclusive program. 

Students with disabilities, particularly those wdth less common disabilities such as 

medically fragUe, cannot be best served in an educational environment where those 

attending to him or her have no knowledge about the student's disability. Educators need 

training regarding similarities as weU as differences among the many categories of 

special education. As teachers' knowledge bases grow, students who are in inclusive 

situations wdll benefit from the expertise gained. In tura, as educators leara more about 

special education, that information will be passed to the parents. As parents observe and 

experience the inclusive situations involving students wdth special needs such as 

medically fragile, through their own children, their understanding wdU increase. As 

educators, parents and school personnel leara and experience special education 

opportunities together; the sense of community m the school could grow. 

Recommendation Four 

Support systems must be put in place throughout the school. Physical needs, as 

weU as emotional needs must be addressed through the support systems. 

When subjects were asked, "What could be put in place or what would you need 

to make you feel more secure about having a student who is medically fragile included in 
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your classroom?" a large percentage of responses involved having some form of support 

system in place on the campus. The support system could take on different forms, ranging 

from physical to emotional. Each respondent vocalized unique support systems designed 

to address his or her needs in order to feel more secure. As each participant was an 

inimitable individual, so were the support systems described. Subjects described extra 

personnel as a physical support, while others described equipment they feh was 

necessaty. Some respondents addressed emotional needs that could help them feel more 

secure about the inclusion of students who are medically fragUe. 

The statements made regarding the need for a support system emphasized the 

importance of a pre-estabUshed arrangement before a student who was medicaUy fragile 

could be successfiiUy included in a general early childhood classroom. This issue was 

addressed through the formation of a Medical Review Panel with Gwinnett County 

Schools in Atlanta, Georgia (Jordan & Weinroth, 1996). The speciaUzed health care team 

was responsible for supervising the training of personnel and performance of procedures 

for that child. Often, the possibility of the performance of medical services for a student 

who is medically fragile produces anxiety and reservations among teachers (CaldweU et 

al., 1999). 

An essential part of the pre-estabUshed arrangement would be the presence of a 

crisis plan. Educators and parents need to be familiar wdth a school wide plan m the event 

of an emergency. Security would come from knowing who and/or what would be 

avaUable in a crisis. Decisions must be made regarding who would be responsible for the 

student or other students in the classroom. Teachers, in particular, must feel confident in 
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their abilities and training in the immediacy of a crisis sittiation. Campuses have to 

address and plan for the event of a death when a student who is medically fragUe is 

involved. Administrators should recognize that emotions of the staff, student body and 

parents must be recognized and validated in this situation. 

Prendergast (1995) discussed the importance of school staff members having 

emergency protocols, heahh and safety checklists and a team of professionals 

knowledgeable about a student with medical needs readily avaUable. These findings 

support the statements made regarding physical supports. Many subjects voiced the need 

for a one-on-one assistant, a fuU-time nurse on campus, access to medical personnel and 

knowledgeable people available. The feasibility of having extra personnel on the campus 

to assist in the classroom or care specifically for a child with medical needs was 

described as essential to promoting the feelings of security among some participants. 

Other subjects described tangible items such as telephones in the classrooms, availability 

of medical suppUes and Usts of emergency numbers on hand as necessaty supports. 

A vital support system for a student who is medically fragUe and those educating 

him or her would include the chUd's lEP, or Individual Education Plan. A student's lEP 

addresses individual strengths and weaknesses and goals to improve in the areas where 

growth is needed (TurabuU et al, 2002). A student who was medically fragile would 

have an lEP specifically focused on medical needs, procedures to be performed and 

necessaty equipment. A classroom that served a student who was medically fragUe would 

have to ensure that the student's lEPs specifically addressed his or her goals and needs. A 

weU-written lEP could serve as a great support system for an educator, who would have a 
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tangible document to refer to when addressing the student's needs. The lEP also 

demonstrates the collaboration involved when teams of general and special educators 

work together to meet the needs of students. Evety party involved takes ownership in that 

student, thereby fostering a sense of unity and teamwork. 

Emotional supports were also described as an integral component in promoting 

feelings of security when including a student who was medically fragile in the early 

childhood classroom. Fuchs, Fuchs, Hamlett, Phillipsand Karas (as cited in McLeskey & 

Waldron, 2002) found that general education teachers were more willing to make 

individualized accommodations for students if they were given special support and 

encouragement. Advance preparation and constant communication were discussed as 

vitally important to the successful education of the child (Prendergast, 1995). 

Emotional supports can be implemented in many forms such as counseling, 

support teams upon the campuses, parent support groups and vaUdation from 

administration. Educators must feel prepared and informed when a student wdth medical 

needs is included in the general classroom. So many emotions can be involved wdth 

students who are medically fragile. An administrator should be willing to serve as an 

encourager and listening ear for both teachers and parents. All parties should feel free to 

express challenges, fears, victories and feelings involved. Encouraging an atmosphere to 

freely express emotions can bolster confidence in participants' abilities and the 

arrangement. Support groups and counseUng can provide other outiets to express 

emotions. The knowledge that others have experienced similar situations can lend a 

source of encouragement to both teachers and parents. 
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Some tangible items could also provide a source of emotional support. Giving 

educators cell phones or walkie talkies may ease fears of teachers and/or parents by 

providing easy access to help if needed. Brightly colored emergency plans or telephone 

numbers easUy visible around the school buUding can give a sense of security to those 

responsible for students wdth medical needs. A cart with medical supplies in the 

classroom would ease the stress of those who may wony abOut accessibility of materials. 

Whether support systems are viewed as physical items or emotional sources, they 

are essential in providing a secure environment for those involved wdth the inclusion of a 

student who is medically fragile. As each student is viewed as a unique individual, so are 

the teachers and parents of those students. A support system should meet the individual 

needs of those involved, so that each person feels secure within the inclusive situation. 

Further Inquity 

This research study examined perspectives of early childhood teachers, special 

education teachers, school persotmel and parents regarding the inclusion of students who 

are medically fragUe in the early childhood setting. By analyzing these perspectives, 

insights were gained on the topic of students who are medically fragile that can be used to 

promote the inclusion process for this population. At the same time, a great deal of 

information is yet to be learaed regarding students who are medicaUy fragile and their 

inclusion in the general early childhood classroom. 

Perspectives gained through this study demonstrated that educators and parents 

know a great deal about theories of inclusion, but have little knowledge regarding the 
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application of those theories. Administrators and higher education institutions can use 

this information to provide more instmction in the area of inclusion and give 

opportunities for hands-on training. 

As the early childhood education community learas more about inclusion 

practices in general, that information can be easily transferred to situations concerning 

the inclusion of students who are medically fragile. The research field is scarce when 

searching for the subject of the inclusion of students who are medically fragUe in the 

early childhood setting. Educators desiring information have vety little to draw from in 

order to implement the inclusion of students who are medically fragile within their 

classrooms. Due to a lack of knowledge regarding the eligibility of medically fragile and 

the inclusion of this population expressed throughout this study, the necessity for more 

education is evident. Training and education can be provided to all members of the early 

childhood campus, which would promote a heahhy attitude toward inclusive practices. 

A contradiction was seen throughout this study between expressed positive 

attitudes regarding inclusion and the implementation of those attitudes. Subjects 

expressed support for inclusive practices, but they also stated that they did not want the 

responsibUity of canying out those practices. Further inquity mto the cause of this 

inconsistency is necessaty. Do the teachers want to appear to support inclusion but on the 

emotional level really do not? Is the lack of desire to implement inclusive practices the 

resuh of the perceived absence of support systems? Do general educators go into the field 

wanting to work only with students who have no needs outside the supposed norms? 

171 



These questions need to be addressed wdth further research in order to promote inclusive 

practices within the general education settings. 

Due to opinions expressed throughout this study, administrators could use 

information gleaned from this research to assist in the implementation of a support 

system. Subjects articulated the desire and need for a support system in order to feel more 

secure about the inclusion of students who are medically fragUe. Both physical and 

emotional support systems must be addressed by the administration of the campus. The 

execution of a support system wdthin an early childhood campus in particular, would 

assist in reassuring teachers, staff and parents that the entire campus is involved in the 

mclusion process. It demonstrates a coUaborative effort and reassures evetyone involved 

that a plan is m place should an emergency occur. 

Conclusions 

The underlying question of this study asked, "What are various perspectives on 

including students who are medically fragile in the early childhood general classroom?" 

This question was addressed through observations, semistandardized interviews and the 

following stmctured interview questions: 

1. What characteristics would you say define a student who is labeled 'medically 

fragile'? 

2. What is the contact that you have had with a student who was medically 

fragile? 
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3. What were your feelings about the student? How did you feel about being 

around that student? 

4. How would you feel about having a student who is medically fragile included 

in your classroom? (your child's classroom?) 

5. What would be your conceras about including a student who is medicaUy 

fragile in an eariy childhood classroom? 

6. What would you wony about if this child was your responsibility during the 

school day? 

7. What could be put in place or what would you need to make you feel more 

secure about having a student who is medically fragile included m your 

classroom? 

8. Describe the level of inclusion in your classroom? 

9. What kind of obstacles can you see that might present themselves to students 

who are medically fragUe? 

The four preceding chapters consisted of an introduction, review of related literature, 

methodology and analysis. 

In Chapter I, an overview of the research problem was presented. The Individuals 

with Disabilities Education Act, or IDEA currently guarantees students wdth special 

needs a free and appropriate education in the least restrictive environment (Anderegg & 

Vergason, 1996). One population entering the early childhood classroom more frequently 

is students who are medically fragUe. Students considered medically fragUe are 

increasing in numbers as medical advances and interventions become more successful 
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(Bowe, 2000; Essex, Schifani, & Bowman, 1994; Schnieders & Ludy, 1996). Given that 

this situation is more recentiy occuning, little research exists to help early childhood 

educators successfiiUy implement inclusion of students who are medically fragile. 

Chapter II provides a two-fold review of literature. Part one of the Uterature 

review examined landmark legal issues, including recent laws and significant legal cases. 

The foundations of inclusion were traced to the landmark case of Brown v. Board of 

Education (1954). Its discussion of segregation paved the way for the concept of least 

restrictive environment in the field of special education. Groundbreaking legal cases were 

discussed and the impact they had on modera-day theories of inclusion was evaluated. 

Part two of the review was conceraed specificaUy with Uterature pertaining to 

students who are medically fragUe. Examination of the literature revealed a great deal of 

research available on inclusion, but vety little on the inclusion of students who are 

medically fragile. An even smaller amount of literature was located regarding the 

inclusion of students who are medically fragile in an early childhood classroom. 

Literature dealing wdth perceptions regarding inclusive practices was also 

examined. Salend (1999) found that the feelings and levels of acceptance of teachers 

toward inclusion could have a tremendous impact on the educational environment 

presented to students. As stated previously, McLeskey and Waldron (2002) revealed 

research that teachers vaty significantly on theu' proficiency and wdUingness to make 

modifications for diverse special needs in inclusive situations. Although literature was 

found regardmg perceptions, the majority dealt solely wdth elementaty or secondaty 

students (Smith & Smith, 2000; McDonnell et al, 1997). 
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Chapter III examined the methodology used to collect and analyze data m 

addressing the research question. An instmmental case study was used to examine 

perspectives on the inclusion of students who are medically fragile in an early chUdhood 

classroom. Observations, semistandardized interviews and stmctured interviews were 

used to collect data for this study. 

The early childhood campus targeted for the study consisted of fifty-one possible 

participants in this research study. Of those 51 possible subjects, 47 chose to participate 

in the stmctured interview process. Approximately one-quarter of those participants were 

randomly selected to volunteer in the semistandardized interview process. Observations 

were done several times in different contexts and during differing time frames. 

RehabUity of this study was checked through the methods of interobserver 

agreement and interaal consistency. Interobserver agreement ensured that data gamed 

from one subject was compared to information gained from a different subject to check 

for compatabUity (Sattler, 2001). Interaal consistency assured that information received 

from a subject was consistent throughout the interview (Sattier, 2001). 

Triangulation was used to ensure vaUdity within this study. Triangulation is 

broadly defined as the combination of methodologies in the study of the same 

phenomenon (Jick, 1979). It involves the use of multiple researchers, muhiple sources of 

data, or multiple techniques to authenticate the emerging findings (Merriam, 2001). 

Muhiple sources of data m this particular study included observations, stmctured 

interviews and semistandardized interviews. Each of these data sources supported the 

other in presenting a valid answer to the research question. 
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Chapter IV included the coUection, analysis and conclusions of data collected. 

Coding was done through the QSR NVivo software, which assisted in locating frequently 

occuning words and emerging patteras. Content analysis was used to examine literal 

words in each text, as well as the manner in which the subjects relayed information 

(Berg, 2001). As coding occurted, themes began to surface. These themes were examined 

and conclusions drawn on perceptions, and explanation-buUding was used to analyze data 

as the themes were drawai. When perceptions were found, factors were examined that 

could link them together and conclusions and explanations were drawn. Finally, 

typologies were used to classify similar events, actions, objects, people, or places into 

discrete groupings (Berg, 2001). Through this process, social meanings were given to the 

manner in which items feU into categories. 

Analysis of data revealed that teachers, school personnel and parents knew a great 

deal about inclusion, but not how to effectively implement inclusive practices wdthin the 

early childhood classroom. Subjects had little knowledge on the meaning of the 

medically fragile eUgibUity, or how students who are medically fragUe could be 

successfiiUy included in an early childhood classroom. Conceras were expressed that 

deah mainly with the subjects themselves and not the students. Fears and conceras about 

how to perform medical procedures, time and classroom management and personal 

feelings were freely articulated. 

Through continued education and training, as well as the implementation of 

support systems wdthin the early childhood settings, inclusion of students who are 

medically fragUe should become a more common occurrence. All involved wdU hopefully 
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share the following sentiment expressed by one of the subjects in this study: "I think it is 

great to include them and let those other children see that we are aU different, but we all 

have the same right to participate to the best of our ability." 
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