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American Academy of Physical Medicine and Rehabilitation

Standards for Assessing Medical Appropriateness Criteria for Admitting Patients
to Rehabilitation Hospitals or Units

l. Introduction

The decision to admit a patient to a hospital is the responsibility of a physician and a primary function of the
practice of medicine. In many cases, that decision is self-evident, for example when the patient has a life-
threatening illness or injury. However, often the medical decision to admit a patient to a rehabilitation hospital
or unit (referred to as an Inpatient Rehabilitation Facility (IRF) by the Medicare program) is more complex
and involves the consideration of medical, functional and other criteria that are almost always inter-related.

Disagreements over the decision to admit a patient are commonly encountered with insurance carriers,
regulators, and governmental agencies. There are few evidence-based standards that physicians or hospitals
can look to defend their clinical judgments.

Many hospitals have formal admitting criteria. Many insurers, agencies, and regulatory bodies have attempted
to create admitting decision tools or criteria (such as the Local Coverage Determinations of Medicare,
elements of the Medicare 75% Rule, and private organizations’ products such as InterQual’s Level of Care
tool). The lack of agreement between many of these criteria and prevailing clinical practice is striking, and
forms the basis of frequent disagreements that affect access to care by patients, and reimbursement for care
provided by facilities and practitioners.

To address these disagreements, the American Academy of Physical Medicine and Rehabilitation (AAPM&R)
convened an expert panel to develop a consensus position regarding the standards and elements that should be
addressed by any decision tool or process intended to determine the correctness of the physician’s judgment to
admit a patient to a hospital for comprehensive inpatient rehabilitation care.

These standards are the best available consensus opinions of experts on the subject. The AAPM&R hopes that
hospitals, physicians, insurers, regulatory agencies and accrediting bodies will review their decision making
processes and tools against these standards, and draw upon them for use in resolving disputes regarding
individual patient care decisions. It also hopes that the articulation of these standards will help to stimulate the
initiation of appropriate research to advance the state of the art and objectivity needed to assure that proper
clinical decisions are made while appropriately helping to conserve health care resources.

I1. The Decision to Admit a Patient: Reason for Conflict

Facilities, referring physicians and hospitals, patients and payers all have somewhat different concerns
regarding the criteria that are utilized to determine whether a patient should be admitted to an IRF. Facilities
seek to accurately match the needs of the patient with the capability of the facility so that appropriate payment
will follow. Physiatrists seek to effectively utilize their skills and medical knowledge to help patients who are
most in need of therapy and require hospital-based care. Referring physicians and hospitals want to transfer
patients to the next setting for their continuing care with minimal confusion, delay, or effort. And patients
seek to gain access to the best possible care and treatment for their health, well being, and functional
improvement. Payers are concerned that only patients who uniquely need care in the rehabilitation hospital are
admitted, and seek to identify less expensive alternative settings, such as skilled nursing facilities (SNF), home
health care agencies or outpatient services.

Although the cost of care is certainly a consideration in evaluating alternative treatment options, price
comparisons only become appropriate once it has been determined that the options being considered are
similar (i.e., similar clinical capacities, similar resources, and capability of achieving similar outcomes in



reasonably comparable time frames). Clinicians believe that cost should be a secondary consideration, with
clinical need and efficacy being considered as primary factors.

I11. Medical Necessity vs. Medical Appropriateness

The term “medical appropriateness” as used here refers to the clinical judgment of a physician that a patient
needs care, has the potential to benefit, and that the environment of the rehabilitation hospital or unit is the
most appropriate environment for that care to be delivered.

“Medical necessity” or “medically necessary” are terms commonly used by insurers and payers to indicate
health care services that meet their criteria for payment under the terms of their contracts. These terms include
language that outlines the responsibilities of their plans. Although the language describing these terms,
medical appropriateness and medical necessity, is often similar, medical necessity as used by payers is
commonly determined by reviewing staff or medical directors not involved in care of the patient. This
document focuses on the issues relevant to medical appropriateness. It is recognized that contractual or
regulatory requirements may influence reimbursement practices, but those factors are not influential in
determining what is clinically proper for an individual patient.

IV. Standards for Determining Medical Appropriateness of Rehabilitation Hospital Admissions

Decisions to admit patients to or discharge them from rehabilitation hospitals are complex and require the
consideration of many factors. This complexity precludes the development of rigid quantified criteria
applicable to all cases. Because much of this complexity is the result of clinical variations unique to individual
patients, the final decisions must be the responsibility of physicians. The standards that follow are intended to
be general guidelines based on expert opinion and core principles that guide these decision-making processes.

The expert panel has determined that the following are key concepts and factors that should be addressed by
any physician when making an admission decision. Further, any existing tool or admission criteria should be
responsive to, and consistent with these standards of good medical practice.

A. Patient Characteristics

Determination to admit patients is based first upon patient characteristics that are related to their needs for both
medical management and rehabilitation programs. These characteristics apply to patients with physical and/or
cognitive impairments from all diagnostic conditions.

1. The patient is judged to have significant functional deficits and medical and nursing needs regardless
of diagnosis that require:

a. close medical supervision by a physiatrist or other physician qualified by training and
experience;

b. 24 hour availability of nurses skilled in rehabilitation; and

c. treatment by multiple other licensed rehabilitation professionals (such as physical therapists,
occupational therapists, speech language pathologists, and psychologists) as needed in a time
intensive and medically coordinated program.

2. The medical stability of the patient and management of medical or surgical co-morbidities are
considered to be:
a. manageable in the rehabilitation hospital; and
b. sufficiently under control so as to permit simultaneous participation in the rehabilitation
program.

3. The patient presents as capable of fully participating in the inpatient rehabilitation program (in
unusual situations, when it is unclear as to whether the patient is able to fully participate in the



4.

5.

6.

program, a brief period of inpatient care may be required to make the final determination — these
circumstances may be referred to as an evaluative admission or a trial admission).

The patient has clear functional goals identified to warrant the admission that:
a. are realistic;
b. offer practical improvements; and
c. are expected to be achieved within reasonable time periods.

The patient has a high probability of benefiting from the program of care.

The patient in most circumstances has a home and available family or care providers such that there is
a likelihood of returning the patient to home or a community-based environment.

B. Organizational Characteristics

1.

Admission decisions are based upon the capability of the facility to provide the required care (e.g., a
patient with a high spinal cord injury should not be accepted for admission to a facility that does not
regularly care for this type of patient).

The final authority for the decision to admit a patient to a rehabilitation hospital is made by a
physiatrist, or other physician who by training and experience is qualified to make the judgment and
has privileges in the organized medical staff of the facility to do so.

A nurse or other individual who screens and/or reviews patients referred for admission operates under
the direct clinical supervision of the appropriate physician who holds that admitting authority.

Medical information sufficient to determine clinical appropriateness for admission to inpatient
rehabilitation is reviewed by the admitting physician.

General admission criteria for the rehabilitation hospital or unit are written and developed by
physicians in conjunction with other members of the rehabilitation team.

There is a clear distinction between the medical decision making process and the administrative
factors that must also be satisfied in order to admit a patient.

All patients who are admitted have been approved by the responsible physician with admitting
authority.

No patient who is judged medically inappropriate for admission is admitted.



V. Appendices
A. Characteristics of Rehabilitation Hospitals and Units

Rehabilitation hospitals and units have many characteristics that differentiate them from other levels of care,
such as acute hospitals, skilled nursing facilities (SNFs) and home care programs. These facilities are licensed
as hospitals or rehabilitation hospitals, depending on state law, and are subject to state health department rules
and regulations. They provide medical, nursing, rehabilitation therapies and many other services on an
intensive basis. Not only do they provide the physical resources of hospitals but in addition have therapeutic
gyms, dining facilities and other facilities that are generally not found in other inpatient settings.

Rehabilitation hospitals and units must, under Medicare rules, provide 24-hour, 7-day-a-week availability of
physicians and nurses with specialized training or experience in medical rehabilitation. These include
physiatrists, or other physicians with extensive experience in inpatient rehabilitation care, and nurses with
training and certification in rehabilitation nursing (CRRN). Therapists include registered or licensed
practitioners in physical therapy, occupational therapy, speech/language pathology, therapeutic recreation, and
respiratory therapy. Psychologists, social workers, vocational counselors, prosthetists and orthotists, and
dieticians or nutritional counselors must also be available. The number of staff members has to be sufficient to
provide each patient with at least three hours of therapy daily and meet the rehabilitation medicine and
rehabilitation nursing needs of the patients. Medical, surgical, and mental health specialists must be readily
available to provide consultations and to obtain access to hospital services necessary for the diagnosis and
treatment of the co-morbidities that frequently complicate the course of a patient’s stay. Rehabilitation
physicians, nurses, therapists and other professional staff members generally communicate as a group at least
weekly to discuss the patient’s progress and establish goals and time frames, conduct discharge planning, and
function daily as an onsite interdisciplinary team of rehabilitation specialists

B. Characteristics of Rehabilitation Hospital Patients

Patients admitted to rehabilitation hospitals and units usually have had a recent onset or significant
exacerbation of a serious illness or injury due to one or more medical conditions. Impairments result in
reduced abilities to perform activities of daily living and ambulation. These patients are often unsafe when left
alone without the help of others to assist them with these activities. They may require medical and post-
operative care at a hospital level, such as dialysis, wound care, chemotherapy, hyperalimentation or radiation
treatments. Even though patients may be dependent in mobility and self-care and have medical conditions
requiring on-going treatment, these patients are relatively medically stable at the time of admission. They
normally have the stamina to participate in active rehabilitation therapies for at least three hours per day for
five days per week, with the potential to make substantial functional improvement in a reasonable period of
time, resulting in the ability to return home or to an equivalent community setting. Often family members or
other identified caregivers require intensive training to allow for a safe discharge to the community.

Functional goals for patients usually include improved abilities to move from place to place, greater self-
sufficiency in activities of daily living, increased understanding of the disease processes and impairments
causing their disabilities, promotion of good physical and mental health practices and training in the use of the
equipment needed to increase mobility and self-sufficiency. Other goals during rehabilitation hospital
admissions include prescribing and procuring equipment and medical supplies, training of family members and
other caregivers, and transition planning to safe discharge environments.

C. Characteristics of Skilled Nursing Facilities

There are settings other than hospitals where medical rehabilitation services are delivered. The question
frequently arises as to whether a nursing home or skilled nursing facility can substitute for IRF care in specific
cases. In assessing whether SNF or other non-IRF care would be medically appropriate and provide
equivalent rehabilitation services, one must consider the differences between SNFs and IRFs. One must also
consider the fact that there are significant variations among SNFs.
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Although SNFs vary considerably in their ability to furnish rehabilitation services, there are minimum
standards SNFs are required to meet to participate in the Medicare program. Although SNFs may provide
more than the minimum level of care required for Medicare participation, they are not required to do so.

SNF Minimal Medicare Facility Elements

1.
2.

BHoOoo~NoO

12.
13.
14.
15.

Admission to SNF must be approved by a physician.

A comprehensive care plan must be developed by physician and nurse with input from other staff only
“to the extent practicable.”

A physician must provide general medical supervision of the patient but this does not necessarily
include management of therapy services.

Physician visits are required once every 30 days (and once every 60 days after first 3 months) and
mid-level practitioners can substitute for physicians on intermittent basis.

Patient assessments are required quarterly or within 14 days of a significant change.

There is no requirement for interdisciplinary team conferences.

Therapy providers can determine, independently of one another, when therapy will end.
Twenty—four hour RN staffing is not required.

Rehabilitation nursing is not required.

. Physical, occupational and speech therapy services must be available, if required by the patient’s plan

of care, either through facility staff or outside contractors.

. There is no requirement that the patient be provided with 3 hours or any minimum amount of

therapeutic services per day.

Laboratory, radiological and emergency visits are not required to be available on-site.
There is no requirement for a director of rehabilitation position.

There is no requirement that the SNF provide prosthetic or orthotic services.

Social services provided by a social worker must be available.

D. Suggested Decision Pathways

The next two pages include pathways designed to facilitate the decisions related to admitting patients to
hospital level rehabilitation facilities, and continuing their care once admitted. The information utilized in
their development is included in the text of this report. This text should be consulted when those using the
decision pathways desire additional information regarding the various considerations included in the Decision
Pathways.
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Disclaimer
These Standards for Assessing Medical Appropriateness Criteria for Admitting Patients to Rehabilitation
Hospitals or Units (“Standards”) provide information to consider when deciding whether to admit a patient to
a rehabilitation hospital or unit. The Standards are not intended to be all-inclusive or otherwise limit the
inquiry and consideration applicable to decisions regarding a patient’s rehabilitation needs. The Standards
neither endorse nor make any representation regarding the qualifications, capabilities, skill or competence of
any individual physician. The Standards present general information for educational purposes only and are not
intended nor should it be used as a substitute for professional medical advice. The American Academy of
Physical Medicine and Rehabilitation (AAPM&R) and the individuals who participated in creating the
Standards expressly disclaim all responsibility and liability arising from your use of or reliance on the
Standards, and assume no responsibility and liability arising from your use of or reliance on the Standards, and
assume no responsibility or liability for any claims that may result directly or indirectly from your use of the
information.
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