
A Service Spectrum
As with Mrs. Smith, many people in  
the inpatient rehabilitation setting—
once they have been successfully 
treated in an acute care hospital—will 
need multiple rehabilitative services. 
Rehabilitation hospitals can effectively 
meet the needs of this growing group 
by offering a spectrum of services that 
can be matched to a person’s specific 
functional deficits, complex medical 
needs, and potential to benefit in a 
timely way from the services.

Ultimately, rehabilitation 
facilities do not treat a specific 
diagnosis or diagnostic category; 
they treat the particular needs 
of the individual. People who 
are debilitated may need help 
with ambulation, for example, 
regardless of the primary diag-
nosis. Patients who have sur-
gery for esophageal cancer  
and now have dysphagia may 
require the services of a speech 
therapist and a nutritionist. 
Medically complex patients  
with elective hip or knee 
replacements may not be 
healthy or safe enough to go 
home immediately.

A person with moderate  
to severe TBI may not have 
major physical challenges, but 
may need multidisciplinary 
rehabilitation services to deal 
with impulsivity or other cogni-
tive issues related to the brain 
injury, as well as to improve 
mobility and function.

Unfortunately, the trend in 
reimbursement has been to  
classify individuals by primary 
diagnosis, when what we need 
to do is match the right services 
to the rehabilitation needs of  
our patients, whatever the diag-
nosis. And given the changing 
demographics of these patients, 
this will be ever more imperative 
in the future.

*Name and details changed to pre-

serve patient confidentiality.
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Difficult Adjustments
Mrs. Smith was recently diagnosed with 
colon cancer. After undergoing surgical 
resection of a large mass in her intestine 
and colostomy placement, she had a 
lengthy hospital stay that included a 
postsurgical infection and other com-
plications. After several weeks, Mrs. 
Smith was medically stable and ready 
for discharge. Yet she was debilitated, 
underweight, depressed by these 
difficult changes in her life, and 
unable to care for herself alone—
and she faced additional treatment 
with chemotherapy. 

Mrs. Smith was admitted to 
Kessler’s Chester campus, where 
she received both physician and 
nursing services to manage her 
complicated medical situation. Her 
multidisciplinary team met daily to 
address how best to prepare their 
patient to go home in a timely and 
safe manner.

Marshaling Resources
Unfortunately, Mrs. Smith’s post-
surgical infection had not com-
pletely resolved and it recurred 
despite ongoing antibiotic therapy. 
An infectious disease consultant 
was called in; she recommended 
additional debridement of the 
wound, an adjustment to the IV 
antibiotic, and a vacuum-assisted 
closure of the affected area. After 
these steps were taken, a Kessler 
wound care specialist changed the 
dressing as prescribed.  

A nutritionist focused on Mrs. 
Smith’s weight loss, diabetes, 
hypertension and recent GI surgery 
status. Physical therapists helped 
her regain mobility and begin to 
walk on her own again, while 
occupational therapists assisted 
with activities of daily living.

When her oncologist deemed her 
ready, Mrs. Smith was transported 
regularly to a cancer center for che-
motherapy. Kessler staff monitored 
her for the development of any side 
effects from the treatments. 

The team continued to tackle 
other challenges. A psychologist 

evaluated her depression and began 
psychotherapy. Mr. and Mrs. Smith 
received education about her colos-
tomy, and a case manager arranged  
for a visiting nurse to help with the 
colostomy at home.

Despite all of these medical com-
plications, Mrs. Smith made excellent 
progress toward her rehabilitation  
goals, including walking and self-care. 
She will be discharged soon, and will 
receive outpatient care as needed, in 
addition to chemotherapy treatment.
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A Perplexing 
Percentage

Under the “60 percent rule” imposed by 

the Centers for Medicare & Medicaid 

Services (CMS), at least 60 percent of 

the population in an inpatient reha-

bilitation facility each year must have 

diagnoses that fall within 13 desig-

nated categories. These include stroke, 

spinal cord injury, amputation, hip 

fracture and other diagnoses thought 

to cover the majority of rehabilita- 

tion patients when the rule was 

devised. If a facility’s census falls out-

side these limits, it may lose the IRF 

classification, which is required for 

reimbursement by CMS and most pri-

vate insurance plans. Unfortunately, 

this rule is based solely on diagnoses, 

not actual rehabilitation needs. 

The changing demographics of our 

patients are often not reflected in the 

13 designated categories
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The physical signs of trauma 
take time, of course, to 
heal. Fortunately, we know 
patients are recovering 

because we can objectively see and 
measure their progress. But what  
of the more elusive psychological 
stresses faced by those who’ve expe-
rienced an injury or disability? Here, 
properly evaluating headway, or even 
recognizing a problem in the first  
place, can prove challenging—but  
certainly not impossible.

Delineating Disorders
For example, delirium—a cognitive  
disorder—is a sudden state of severe 
confusion associated with rapid changes 
in brain function. This results in a reduced 
level of consciousness, sensory misper-
ceptions and illusions, sleep disturbances, 
drowsiness and disorientation.

Symptoms of delirium may include 
an inability to concentrate and disor-
ganized thinking—patients can exhibit 
rambling, irrelevant or incoherent speech. 
Inpatient delirium may occur in the form 
of post-traumatic amnesia or cognitive 
confusion. After discharge, patients may 
not remember anything about their 
hospitalization. Once home, they may 
begin to experience restlessness, anxi-
ety or post-traumatic stress.

Depression, which differs from 
delirium and confusion, is an affective 

disorder—one that disrupts a person’s 
mood and emotional state. It comes 
as the patient begins processing past 
events and future prospects. Anywhere 
from 10 to 42 percent of traumatic 
brain injury patients meet the criteria 
for major depression and the incidence 
increases as they adjust to their loss  
of skills or abilities. Many times this 
starts six months to one year post-
trauma and leads to clinical depression 
if the patient has adjusted poorly to 
his or her circumstances. Community 
reintegration should be a major focus 
of therapy.

First Signs
Clinicians often first notice cognitive 
and affective disorders in the outpatient 
setting, because of the psychological 
aspects of a recent traumatic event. In 
some cases, the patient experienced the 
trauma years ago, but the untreated 
disorder causes social isolation leading to 
treatment. In fact, only 40 to 50 percent 
of patients receiving outpatient cognitive 
rehabilitation and psychological services 
at Kessler Institute for Rehabilitation are 
referred from the inpatient setting. The 
balance come through Kessler outpatient 
services or the community.

One of the major challenges medi-
cal professionals face when evaluat-
ing these patients is to differentiate 
between cognition and the symptoms 

of a condition. A patient with double 
vision, for example, will likely fail at 
visual-spatial tasks, despite intact abili-
ties. Without a baseline evaluation,  
the diagnosis is convoluted. The need 
for periodic reevaluation varies by  
individual and may be deferred until  
the patient is ready to meet a mile- 
stone, such as returning to work.

Patients Helping Patients
Much of Kessler’s Cognitive Rehabil- 
itation therapy is done in groups, to 
simulate a more natural healing environ-
ment. Patients with similar needs help 
each other learn to process common 
ideas. The family is involved through 
regular meetings, communication logs 
and special events. Those who are at risk 
for major depression receive individual 
psychotherapy. Both group and indi-
vidual therapies help patients adjust to 
their post-injury skills, recognize future 
options and avoid isolation. The average 
length of outpatient therapy is usually 
three to eight months depending on a 
person’s rate of healing.

Patients with traumatic brain injury 
or right hemisphere stroke usually have 
good outcomes: working, driving and 
reconnecting with the community. 
Successful therapy, however, is more 
than just reaching individual milestones. 
Instead, patients and clinicians should 
view success in terms of an overall 
acceptable quality of life.
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