11/15/23, 11:51 AM RFC - Inpatient Rehabilitation Facility (Acute Rehabilitation): Amputation: Upper Extremity

Recovery Facility Care > Optimal Recovery Guidelines > Inpatient Rehabilitation Facility (IRF) > Orthopedics >Inpatient Rehabilitation Facility
(Acute Rehabilitation): Amputation: Upper Extremity (1-7007)

Inpatient Rehabilitation Facility (Acute MCG Health

Recovery Facility Care

Rehabilitation): Amputation: Upper 27th Edition
Extremity

IRF: 1-7007 (RFC)
Link to Codes

¢ Clinical Indications for Admission to Inpatient Rehabilitation Facility (Acute Rehabilitation)
e Length of Stay
o Evaluation and Treatment
e General Treatment Course
¢ Clinical Assessment
o Extended Stay
¢ Rehabilitation Treatment Plan
e Physical Therapy Treatment Plan
e Occupational Therapy Treatment Plan
e Patient Education
o Discharge Planning
¢ Quality Measures
e Evidence Summary
¢ Background
o References
e Footnotes
e Definitions
e Codes

Clinical Indications for Admission to Inpatient Rehabilitation Facility
(Acute Rehabilitation)

« Inpatient rehabilitation facility (acute rehabilitation) admission may be indicated by ALL of the following(1)(2)(3):
o No acute hospital care needs
o Patient status supports active participation in, and benefit from, intensive rehabilitation Skilled care that includes ALL of the
following(4):
= Intense and complex care needs make inpatient care safer and more practical than attempting care at a lower level.
[=] Intensive rehabilitation therapy program that includes 1 or more of the following[Al[BI(2)(3):
e Therapy at least 3 hours per day for 5 days per week
e Therapy at least 15 hours per week (7 consecutive days)
¢ Other intensive therapy to improve functional capacity at patient's maximum participation level without compromising safety
or exceeding ability or tolerance(4)
[=] Goals for measurable improvement include identification of ALL of the following(3)(4):
¢ Nature and degree of improvement
e Time expected for achievement
¢ Functional improvement anticipated to be practical, ongoing, and sustainable
=l Interdisciplinary team care should include close rehabilitation physician monitoring, therapy rehabilitation, nursing rehabilitation
and care, and case management/social work services. Physician monitoring should be in-person assessment at least 3 days per
week, by a licensed physician determined to have specialized rehabilitation training and experience.[C](2)(3)(4)
o Therapy services needed, including ALL of the following(7)(8):
= Skilled therapy services needed for 1 or more of the following:
¢ Edema management techniques
¢ Environmental and activity modification for ADL performance(9)
¢ Equipment and adaptive technology use and safety(10)
« Fall-prevention training
o Functional activities evaluation and training
¢ Motor control and balance evaluation and training
¢ Orthotic or prosthetic evaluation and training(11)(12)(13)
¢ Pain management techniques(14)
¢ Positioning techniques and training
¢ Range of motion evaluation and training
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o Safety awareness training related to functional mobility and ADL performance(9)
e Strength evaluation and training
e Therapeutic exercises or activities supervision to ensure patient safety and treatment effectiveness
= Multidisciplinary therapy services needed, including 2 or more of the following(15):
¢ Physical therapy (PT)
e Occupational therapy (OT)(16)
o Orthotics or prosthetics(17)
o Nursing services needed, including 1 or more of the following(4)(7)(18):
= Behavioral health condition monitoring(19)
= Bowel and bladder management(20)(21)(22)
= Coordination of care between interdisciplinary team members
= Infusion therapy management
= Medical condition monitoring with evaluation of rehabilitation on clinical status
= Musculoskeletal management(23)
= Therapy skills incorporated and reinforced in nursing care
= Time-tabling and routine establishment (eg, for ADL adaptation)
= Pain management(24)
= Patient and caregiver education (eg, safety, skin care, medication)
= Wound management

Length of Stay

Length of stay is displayed as percentiles that are based on the observed utilization of inpatient rehabilitation facility length of stay
for this diagnosis. For guidelines with low claims data volume, length of stay statistics that are displayed are from combined categories (eg,
major postoperative and major medical). Individual patients may require shorter or longer stays as appropriate for their clinical status and care
needs. This table is designed to allow organizations to define their goals for inpatient rehabilitation utilization by choosing from the displayed
range.

Inpatient Rehabilitation Facility Commercial Length of Stay Inpatient Rehabilitation Facility Medicare Length of Stay

10%ile 20%ile 30%ile 40%ile 50%ile 10%ile 20%ile 30%ile 40%ile 50%ile

6 7 8 9 10 7 9 10 11 12

Evaluation and Treatment
General Treatment Course

Stage Clinical Status Interventions
1 « Clinical indications for admission met « Transition of care planning
- IRF admission assessment complete with intensive rehabilitation needs and services identified initiated with evaluation for
and evaluation of current level of functioning (eg, next level of care QM (25)
il Activities of Daily Living (ADL) Scoring Tool Calculator) QMID](7) + Interdisciplinary care plan
established and implemented
QM (26)

« Education for self-care(16)

« PT evaluation

« OT evaluation

« Possible orthotic or prosthetic
evaluation(12)(27)

« Social work or case
management evaluation(28)

(29)
2 « Intensive rehabilitation therapy program established and patient actively participating « Interdisciplinary care plan
« Unexpected clinical event resolved (eg, infection, DVT, pneumonia)lE](3) continues QM

« Ongoing assessment of
clinical needs QM
« Ongoing patient or caregiver

« Patient demonstrating measurable practical improvement in functional condition with evaluation of
-

current level of functioning (eg, i Activities of Daily Living (ADL) Scoring Tool Calculator) QM(7)
(30)

. . education
. Phy5|cal.therapy (PT) progression . . Ongoing equipment (eg, DME)
« Occupational therapy (OT) progression training

« Other care needs stable or diminished . Ongoing rehabilitation therapy

« Possible orthotic or prosthetic
training
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« Transition of care planning
continues with evaluation for
next level of care QM (28)

3 . Adequate intensive inpatient rehabilitation completed for safe transfer to next level of care, « Transition of care planning
or patient's condition prevents active participation in intensive therapy program, or patient completed QM
no longer demonstrating significant functional gains (eg, « Safe to go home and transition
il Activities of Daily Living (ADL) Scoring Tool Calculator) to community or transition to

alternative level of care (eg,
skilled nursing facility, home
care) QM

« Equipment (eg, DME) training completed

« Gastrointestinal status stable or manageable at lower level of care

« Medical status stable or manageable at lower level of care (eg, vital signs, laboratory
values)

« Neurovascular status stable or manageable at lower level of care

« Orthotic or prosthetic training completed or manageable at lower level of care

« Pain controlled or manageable at lower level of care

« Patient and caregiver education completed or manageable at lower level of care

« Patient transitioned to another level of care due to unexpected clinical event (eg, DVT, infection)

« Wound(s) or dressing changes manageable at lower level of care

« Transition plans and education understood

Recovery Milestones are indicated in bold.

Clinical Assessment
e Admission and clinical status assessment

-
o Physical ability assessment (eg, & Activities of Daily Living (ADL) Scoring Tool Calculator, Inpatient Rehabilitation Facility Patient
Assessment Instrument (IRF-PAI), FIM Score, and/or Functional Independence Measure for children (WeeFIM®))IF]
o Pressure injury assessment (ie, risk for new or presence of existing pressure injury). See Wounds Due to Surgery, Injury, or Pressure

'SR, QM
o Psychosocial status assessment. See Psychosocial Assessment SR.QM

e Social determinants of health screening. See Social Determinants of Health Screening Tool ' SR for further information.(47) QM
o Activities of daily living (ADL) and instrumental activities of daily living (IADL) status assessment. See Activities of Daily Living (ADL) and

Instrumental Activities of Daily Living (IADL) Assessment I SR for more information. QM

Extended Stay

Extended recovery facility stay may be: brief (1 to 3 days), moderate (4 to 7 days), or prolonged (more than 7 days).

o Extended stay beyond goal length of stay may be indicated when ALL of the following exist:
o No acute hospital care needs
o Patient able to make measurable improvement in functional condition in predetermined and reasonable period of time
o Intensity of medical and rehabilitation management necessitates inpatient stay.
o Coordinated interdisciplinary team approach required to manage intensity of medical and rehabilitation needs
=l Therapy services required, including 2 or more of the following:
= Physical therapy (PT)
= Occupational therapy (OT)
= Orthotics or prosthetics
o Patient has had an unexpected clinical event and Skilled care needed on daily basis for 1 or more of the following[El(3):
=l Deep venous thrombosis (DVT) or pulmonary embolus (PE) management; examples includelGl:
¢ Pharmacoprophylaxis initiation(49)
¢ Hemodynamic measurements outside normal limits
e Laboratory values outside normal limits; examples include:
o Oxygen saturation below 90% (or below baseline)
o Coagulation studies remain outside therapeutic range.
¢ Signs of active bleeding
o Expect brief stay extension.
[=] Fall management; examples include(50):
« Functional status impaired, impacting ability to actively participate in intensive rehabilitation program
o Evaluation and treatment of fall injury, injury regimen established within 3 days of fall, and intensive rehabilitation program
resumed
o Expect brief stay extension.
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[=] Fever management; examples include(51):
o Temperature status outside prescribed limits
e Laboratory values outside normal limits; examples include(52):
o Electrolyte abnormalities
o WBC count abnormalities
o Cultures positive or identification of infective source pending, and treatment regimen not established
o Oxygen saturation below 90% or below baseline
¢ Hemodynamic measurements outside normal limits
e Behavioral symptoms (eg, agitation, somnolence, or inappropriate behavior) that interfere with medical care
o Expect brief stay extension.
[=] Infusion therapy; examples include(3)(53):
¢ Administration of agent (eg, chemotherapy, new intravenous medication) that requires clinical management and may require
brief break in intensive therapy rehabilitation program(54)
o Expect brief stay extension.
= Malnutrition, dehydration, or electrolyte management; examples include:
¢ Oral nutrition and hydration not tolerated and enteral or parenteral nutrition implemented
o Enteral or parenteral nutrition complications present(55)
¢ Transition from enteral or parenteral nutrition to oral nutrition(56)
e Hemodynamic measurements outside normal limits
e Laboratory values outside normal limits; examples include(57):
o Electrolyte abnormalities
o Liver or renal function abnormalities
e Urinary output below prescribed parameters(57)
o Expect brief stay extension.
[=] Mental status changes; examples include(58)(59):
e Danger to self or others
e Behavior crisis management (eg, physical or chemical restraints) needed(60)
¢ Behavioral symptoms (eg, agitation, somnolence, or inappropriate behavior) that interfere with medical care
¢ Sudden disturbances in consciousness, changes in cognition (eg, disorientation, memory loss, or language impairment), or
disturbances in thought that prevent intensive therapy services
e Laboratory values outside normal limits; examples include:
o Electrolyte abnormalities
o CBC abnormalities
o Chemistry screen abnormalities (eg, BUN, creatinine, glucose)
o Cultures positive, or identification of infective source pending and treatment regimen not established
o Oxygen saturation below 90% or below baseline
o Expect brief stay extension.
[=] Pain evaluation and management; examples include(61)(62)(63):
o Frequent pain assessment using validated diagnostic tool[H]
o Early referral and treatment of pain
¢ Ongoing education and training of pain treatment plan (eg, multimodal pain management)[[J]
« Pain medication side effects or risk factors for adverse effects (eg, constipation, sedation, falls)
o Expect brief to moderate stay extension.
= Significant comorbid disease exacerbation with need for skilled clinical intervention and monitoring; examples include(3):
¢ Hyperglycemia or hypoglycemia
¢ Hypertension or hypotension
¢ Inadequate pain management
¢ Condition assessment or care unmanageable at lower level of care
o Expect brief extension stay.
=l Urinary management; examples include(65)(66):
e Urinary catheter or percutaneous suprapubic tube complications
¢ Urinary output inadequate for medical condition(67)
e Laboratory values outside normal limits; examples include(68)(69):
o Cultures positive, or identification of infective source pending, and treatment regimen not established
o Renal function not at baseline or values inconsistent with renal function return
o WBC count abnormalities
o Electrolyte abnormalities
o Expect brief stay extension.
[=] wound management; examples include(70):
¢ Wound status changed with new type of dressing or procedure
¢« New wound developed (eg, pressure injury)
¢ Healing impeded due to comorbidities (eg, diabetes, malignancy)
¢ Nutrition or hydration inadequate for normal duration of healing
o Expect brief stay extension.
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Rehabilitation Treatment Plan

Physical Therapy Treatment Plan
¢ Physical therapy treatment plan includes(71)(72):
[=] Goals of physical therapy
= Activity tolerance and endurance improved
= ADL/IADL performance, independence, and safety maintained or improved
= ADL/IADL restrictions, precautions, or activity guidelines understood
= Awareness of community resources improved
= Balance improved to reduce risk of falls
= Chronic disease modifiable risk factor interventions understood
= Durable medical equipment (DME) independence improved
= Exercise tolerance and endurance improved
= Fall risk reduction techniques understood
= Functional independence and safety with mobility-related tasks maximized
= Home rehabilitation program and recommendations understood
= Independence with energy conservation techniques and proper body mechanics maximized
= Pain management techniques understood and pain managed during functional activities
= Potential personality or emotional changes understood
= Prosthetic management and independence maximized(17)
= Risk and disability associated with disease, injury, or surgical procedure understood
= Self-management of health, injury, surgical procedure, or disease process understood
= Self-reported quality of life improved
= Strength and range of motion (ROM) improved
= Tone managed to prevent pressure injury and contractures
= Prepare for safe discharge.
[=] Rehabilitation techniques and training(73)(74)
= Education of therapeutic program with patient and caregiver
= ADL training
= Age-appropriate functional strategies and techniques in alignment with developmental progression(75)
= Amputation recovery, including residual limb care and preparation for prosthetic
= Behavior management strategies and techniques (eg, cognitive behavioral therapy, cognitive rehabilitation techniques)(76)
= Cast, immobilizer, brace, or orthotic management(77)
= Compression dressing or garment management
= Contracture prevention or management(17)(78)
= Edema prevention or management(79)
= Energy conservation and work simplification
= Equipment and device use and training
= Exercise program setup and progression, which may include(8):
¢ Aerobic exercises or endurance conditioning
¢ Balance or coordination techniques
o Proprioception training(80)
¢ Range of motion techniques
+ Resistance exercises
e Sports-specific retraining, as indicated
¢ Strengthening exercises
o Stretching exercises
= Fall prevention QM (81)
= Functional mobility
e Bed mobility
e Transfer training
= Lifting as prescribed for diagnosis
= Manual therapy: manipulation, passive joint or soft tissue mobilization techniques, scar management, or massage(80)
= Neuromuscular re-education and balance training
= Pain management strategies and techniques(74)(82)
= Posture, positioning, or body mechanics as prescribed for diagnosis
= Pressure injury prevention or management(83)(84)
= Prosthetic management(12)
= Safety awareness education
= Self-management strategies and techniques
= Sensory stimulation and integration techniques
= Stress management techniques(85)
= Therapeutic physical modalities, as indicated(86)
¢ Cold modalities
« Thermal modality precautions related to circulatory deficiency, areas of desensitization, open wounds, or fractures
e Transcutaneous electrical nerve stimulation (TENS)
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(=] Discharge recommendations, which may include:

Activity modifications

Environmental adaptation(9)

Home modifications

Pre-driver assessment and automobile modification, if indicated
Vocational rehabilitation(87)

Occupational Therapy Treatment Plan
¢ Occupational therapy treatment plan includes(88)(89)(90)(91):
[=] Goals of occupational therapy

ADL/IADL activity tolerance and endurance improved

ADL/IADL performance, independence, and safety maintained or improved

ADL/IADL restrictions, precautions, or activity guidelines understood

Balance and body alignment for ADL/IADL improved

Home rehabilitation program and recommendations understood

Pain management techniques understood and pain managed during functional activities

Potential personality or emotional changes understood

Upper body range of motion, strength, and functional use for ADL or IADL maintained or improved
Prepare for safe discharge.

[=] Rehabilitation techniques and training(92)(93):

Education of therapeutic program with patient and caregiver
Behavior management strategies and techniques (eg, cognitive behavioral therapy, cognitive rehabilitation techniques)(94)(95)
(96)
Cast, immobilizer, brace, or orthotic management(13)(97)
Compensatory strategies for completion of ADL/IADL
e Energy conservation(97)
¢ One-handed techniques
¢ Perceptual deficits management
e Sensory impairment management
¢ Visual impairment management
o Work simplification
Compression garment application and use
Contracture prevention or management(98)
Edema prevention or management(88)
Environmental and activity modification for ADL/IADL performance
Equipment and device use and training(99)(100)(101)
Fall prevention QM
Functional skills practice(102)
Manual therapy: manipulation, passive joint or soft tissue mobilization techniques, scar management, or massage(103)
Mobility training (eg, transfer)
Neuromuscular re-education and balance training(50)
Pain management strategies and techniques
Physical agent modalities (eg, heat or ice packs) use and training(104)
Posture, positioning, and body mechanics as prescribed for diagnosis(98)
Prosthetic management, as indicated
Safety awareness education
Self-management strategies and techniques
Sensory stimulation or modulation
Stress management techniques(85)
Upper body therapeutic strengthening exercise program, as indicated(102)(105)
Wheelchair mobility use and training for ADL/IADL participation(106)(107)

Patient Education
o Patient and caregiver education. See Inpatient Rehabilitation Facility (Acute Rehabilitation): Musculoskeletal: Patient Education for Clinicians

' sR,

Discharge Planning

¢ See Discharge Planning Tool SR,

Quality Measures

o HEDIS Measures include(25):
o Transition of care needs are assessed and addressed.
o Psychosocial status (eg, depression screening) is assessed and addressed.
o Fall risk is assessed and addressed.
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o Immunization status is assessed and addressed.
o Social needs screening and intervention is completed.
« Inpatient Rehabilitation Facility Compare Quality Measures include(108):
o Pressure injury risk is assessed and addressed.
ADL status is assessed for improvement.
Fall risk is assessed and addressed.
Transfer of health information to provider and patient is completed.
Healthcare-associated infection risk is reduced
Medication reconciliation is completed.
o Discharge to the community is completed.
« Inpatient Rehabilitation Facility Quality Reporting Program measures include(108):
o Pressure injury risk is assessed and addressed.
o ADL status is assessed for improvement.
o Fall risk is assessed and addressed.
o Transfer of health information to provider and patient is completed.

0O O 0O 0o o

Evidence Summary
Background

Outcomes: For outcomes after inpatient rehabilitation for a variety of diagnoses including physical trauma, musculoskeletal disorders, and
degenerative neurologic disease (eg, Parkinsonism and multiple sclerosis), a study of 178 such consecutive rehabilitation inpatients found that
diagnosis at admission correlated with functional results, but the number and types of comorbidities did not seem to affect functional outcomes
of treatment.(31) (EG 2) A retrospective study of 479 Medicare patients who received rehabilitation in a nursing home or inpatient rehabilitation
facility (IRF) setting found that patient-reported outcomes suggested that 1 in 3 patients reported no functional improvement during
rehabilitation; greater odds of reporting no improvement included high school education or less, impaired instrumental activities of daily living,
less than one month total duration of rehabilitation, and no outpatient rehabilitation services.(32) (EG 2) A retrospective review of 343,193
Medicare patients discharged from acute inpatient care to an inpatient rehabilitation facility (IRF) found that those who received vertically
integrated care in a hospital-based IRF had shorter inpatient and IRF lengths of stay with maintained or improved health outcomes, fewer
readmissions, and were more likely to be discharged home with home health services when compared with patients who received care in a
freestanding IRF (ie, IRF with hospitals within the same health system but not hospital-based).(33) (EG 2) A systematic review of 24 articles
including adult patients in post-acute care (eg, inpatient rehabilitation facilities (IRFs), long-term care hospitals, skilled nursing facilities, or home
health settings) found that occupational therapy interventions may reduce or manage preventable adverse events. Strong strength of evidence
was found to support an exercise program to reduce risk of falls in an IRF. Moderate strength of evidence was found to support facility-wide
pressure injury reduction programs to reduce pressure injuries; dysphagia management through multidisciplinary care and strengthening
exercises for swallowing; and a multidisciplinary, multicomponent falls program.(34) (EG 1) A retrospective analysis of 5,033,820 Medicare
patients discharged from acute care to post-acute care found that those discharged to an inpatient rehabilitation facility (IRF) were least likely to
demonstrate cognitive impairment, use a bowel appliance, or be on a therapeutic diet, and had the shortest average length of stay when
compared with other post-acute settings.(35) (EG 2) A retrospective cohort study of 5423 patients discharged from an acute hospital setting to
an inpatient rehabilitation facility (IRF) found that delayed discharge to the IRF because of IRF capacity strain (ie, bed unavailability,
understaffing) was associated with prolonged IRF lengths of stay. This study shows that reducing capacity strain in the IRF setting could reduce
discharge delays from acute care and improve rehabilitation efficiency.(36) (EG 2)

Rehabilitation frequency: Studies suggest that care models incorporating close to 7-day-per-week care, as compared with 5-day-per-week
care, may have positive effects upon patient outcomes, such as functional independence measure scores.(37) (EG 2) A retrospective review of
1808 patients in an inpatient rehabilitation setting who received therapy 7 days per week as compared with 1692 patients who received therapy
5 days per week found length of stay in the former group was significantly reduced by 5%, but there were no significant differences between the
groups in terms of functional improvement, discharge destination, or goals met.(38) (EG 2) A claims-based study of 1.4 million Medicare
beneficiaries discharged from an acute care hospital to a post-acute care setting, including an inpatient rehabilitation facility (IRF), a skilled
nursing facility (SNF), or home care (HC), found that more hours of occupational therapy and physical therapy services were associated with
greater functional improvements, and fewer hours of occupational therapy and physical therapy services were associated with a higher risk for
30-day hospital readmission across all post-acute care settings.(39) (EG 2)

Readmission risk considerations: An observational review of 567,850 inpatient rehabilitation facility (IRF) Medicare inpatient stays in 1166
facilities during 2013 to 2014 found that adjusted hospital readmission rate 30 days post-IRF discharge was in the range of 12.4% to 13.1%, but
almost 75% of facilities demonstrated readmission rates that were significantly different than this average. The mean number of days to
readmission was 13.0, which varied significantly by rehabilitation diagnosis.(40) (EG 2) A retrospective cohort study of a Medicare claims
database involving 371,846 patients discharged from inpatient rehabilitation from 2013 to 2014 found that functional independence at discharge
was associated with lower rates of potentially preventable hospital readmissions. Readmission rates for highest vs lowest quartiles within each
functional domain were 3.4% vs 6.9% for self-care, 3.3% vs 7.2% for mobility, and 3.5% vs 6.2% for cognition; 44.1% of readmissions were for
infection-related conditions, 31.2% were for inadequate management of chronic conditions, and 24.7% were for inadequate management of
other unplanned events.(41) (EG 2) A retrospective cohort analysis of 539 geriatric patients discharged from acute care to geriatric rehabilitation
found that predictors of acute readmission include severe infection, fracture secondary to falls, intra-abdominal complications, cardiac
complications, and acute neurologic events.(42) (EG 2) An observational cohort study of 682 geriatric patients in an inpatient rehabilitation
facility (IRF) found that risk factors for 30-day and 90-day readmissions included a high fear of falling and higher Charlson Comorbidity Index
and Cumulative lliness Rating Scale (CIRS) scores.(43) (EG 2) A retrospective analysis of 1,102,785 patient discharges from 944 inpatient
rehabilitation facilities (IRFs) found that patient factors associated with 30-day readmissions to acute care included older age, male sex, White
race, married, Medicare insured, longer duration of impairment, lower admission FIM® cognitive and motor scores, more comorbidities,
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dysphagia, pneumonia, and weekend admission to the IRF.(44) (EG 2) A retrospective analysis of 3294 patients age 55 years or older
discharged from inpatient acute care to either home without home healthcare, home with home healthcare, or an inpatient rehabilitation facility
(IRF) found that most readmissions and emergency department/observation visits within 24 hours came from IRFs. The study also found that
patient characteristics associated with readmission from an IRF included younger age, less chronic illness burden, and greater and more recent
functional decline.(45) (EG 2)
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Footnotes

[A] National guidelines: The Centers for Medicare and Medicaid Services (CMS) is currently providing a waiver on the intensity of therapy
requirement of at least 15 hours per week that will end at the conclusion of the COVID-19 Public Health Emergency (PHE).(5)(6) [ A in Context
Link 1]

[B] National guidelines: The Centers for Medicare and Medicaid Services (CMS) Medicare Benefit Policy Manual states that admissions that
are intended to assess if a patient would benefit and tolerate treatment in an IRF setting are no longer considered reasonable and necessary.(3)
[ B in Context Link 1]

[C] National guidelines: The Centers for Medicare and Medicaid Services (CMS) is currently providing waivers around telehealth usage that
will end at the conclusion of the COVID-19 Public Health Emergency (PHE).(5)(6) [ C in Context Link 1]

[D] National guidelines: Therapy treatments should begin within 36 hours of admission.(2)(3) [ D in Context Link 1 ]

[E] National guidelines: If an unexpected clinical event cannot be resolved sufficiently within 3 days for the patient to return to intensive
services, consider the patient for transition to another level of care.(3) [ E in Context Link 1, 2]
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[F] National guidelines: The Centers for Medicare and Medicaid Services uses a data collection system to establish best practice, understand
costs, and identify cost-effective systems and procedures. The current data collection system for eligible patients is the Inpatient Rehabilitation
Facility Patient Assessment Instrument (IRF-PAI). IRF-PAI is an assessment tool used to identify patient problems, strengths, and preferences.
The IRF-PAI used to create an individualized care plan can be found at www.cms.gov and search Inpatient Rehabilitation Facility Patient
Assessment Instrument.(46) [ F in Context Link 1]

[G] Evidence: A retrospective cohort study of 2312 discharges from an inpatient rehabilitation facility for patients being diagnosed with venous
thromboembolism (VTE) to those without VTE diagnosis, found that VTE patients were twice as likely to transfer to an acute care hospital, and
although they ultimately had comparable improvement in functional independence during rehabilitation, it was associated with significantly less
efficiency and an inpatient rehabilitation length of stay 4.7 days longer.(48) [ G in Context Link 1 ]

[H] Pain assessment should include how pain affects patient's physical and psychosocial function and progress toward treatment goals.(61) [ H
in Context Link 1]

[1] The patient's agreed-upon pain treatment plan should include measurable and realistic functional or quality-of-life goals, pain management
education, treatment options, and safe use of opioid and nonopioid medications as prescribed.(61) [ | in Context Link 1]

[J] National guidelines: The Centers for Disease Control and Prevention (CDC) recommends nonpharmacologic and nonopioid therapy before
opioids for management of chronic pain (not due to malignancy). Considerations for opioids should include pain management goal setting and
determining if benefits outweigh risks. When opioids are prescribed, they should be provided in conjunction with nonpharmacologic pain
management interventions and planned monitoring for misuse or use escalation.(64) [ J in Context Link 1]

Definitions

Custodial care
o Custodial care is personal unskilled care to support the patient's care of activities of daily living (ADL), such as bathing, dressing, and eating.
1M
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1. Mauk KL. Post-acute care. In: Larsen PD, editor. Lubkin's Chronic lliness: Impact and Intervention. 11th ed. Jones & Bartlett Learning;
2022:477-520.

FIM Score

e The Functional Independence Measure (FIM®) is an instrument that classifies a patient's ability to carry out activities and the need for
assistance from a person or device. It is a 7-level scale measurement of gradations in behavior (from dependence to independence) that can be
used to monitor patient progress throughout rehabilitation and help with care plan development and defining discharge needs.(1)
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Intense and complex care needs

« Intense and complex care needs require assessment of the patient's clinical needs, ability, and tolerance for treatment, with an evaluation of
logistical requirements of needed services. Care must support positive outcomes and safe transition to the next level of care.(1) Logistical
requirements of needed services is the ability to coordinate and transfer the patient from various care settings. Logistical requirements may
increase the complexity of the patient's care, for example, conditions requiring extensive assistance (eg, body cast, burns, being bedbound)
may create an excessive physical hardship for the patient to receive needed care on an outpatient basis.(2)
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Occupational therapy (OT) progression
e OT progression includes ALL of the following(1)(2):
¢ Ongoing evaluation of treatment plan with short-term and long-term goals
¢ Ongoing evaluation of rehabilitation potential toward achieving goals
o Patient demonstrates resolution of barriers to transition of care and 1 or more of the following:
e Measured improvements in performance of short-term goals in reasonable and predictable time frame based on treatment plan(Al
(3)(4)(5)
« Minimal progress due to unexpected clinical event, but progress expected to resume toward goals within 3 days as condition
improves(6)
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Footnotes
A. Improvements may be measured by accuracy (percentage or number of correct trials), increased number of repetitions, decreased
assistance level (maximum, moderate, or minimal assistance), decreased pain level, decreased level of cues or prompts required (in
conjunction with level of assistance), or improvement in standardized functional outcome measures (eg, FIM®).(3)(4) Generally, it is
expected that measured improvements should be demonstrable in targeted areas over a 1-week to 2-week period of restorative therapy.
Speed of recovery is variable and may be linked to intensity of treatment, patient condition, age, comorbidities, and other factors.

Physical therapy (PT) progression
e PT progression includes ALL of the following(1)(2)(3):
¢ Ongoing evaluation of treatment plan with short-term and long-term goals
¢ Ongoing evaluation of rehabilitation potential toward achieving goals
o Patient demonstrates resolving of barriers to transition of care and 1 or more of the following:
e Measured improvements in performance of short-term goals in reasonable and predictable time frame based on treatment plan[A]l
(4)(5)
o Minimal progress due to unexpected clinical event, but progress expected to resume toward goals within 3 days as condition
improves(6)
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Footnotes
A. Improvements may be measured by accuracy (percentage or number of correct trials), increased number of repetitions, decreased
assistance level (maximum, moderate, or minimal assistance), decreased pain level, increased ROM/strength, increased balance scores,
decreased level of cues or prompts required (in conjunction with level of assistance), or improvement in standardized functional outcome
measures (eg, FIM®, WeeFIM®, Tinetti, BERG Balance Scale).(2)(4) Generally, it is expected that measured improvements should be
demonstrable in targeted areas over a 1-week to 2-week period of skilled therapy. The speed of recovery is variable and may be linked to
intensity of treatment, patient condition, age, comorbidities, and other factors.

Safe to go home
o Patient safe to go home if ALL of the following exist(1)(2)(3):
¢ Medical condition manageable at home
e Functional status manageable at home
+ Mental status stable
« Medication availability confirmed and reconciliation complete
e Patient/caregiver education complete and written discharge instructions provided
e Caregiver and community resources identified (as needed)
¢ Community resources identified and referrals made, as needed
e Home care arranged, if indicated
¢ Necessary medical equipment delivery arranged or available in home, if indicated
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« Necessary medical supplies ordered, or patient/caregiver can obtain, if indicated
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Skilled care

o Skilled care is that which must be performed or supervised by professional or technical personnel, be reasonable and necessary for patient's
treatment, and exceed scope of Custodial care . Skilled care may be direct (eg, in-person assessment and administration of treatments) or
indirect (eg, coordinating care between providers, supervising care aides).[Al(2)(3)
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Footnotes
A. National guidelines: The Centers for Medicare and Medicaid Services defines skilled care as a service that is "so inherently complex that it
can only be safely and effectively performed by, or under the supervision of, professional or technical personnel."(1)

Transition of care planning completed
e Transition of care planning completed; including ALL of the following(1)(2):
¢ Transition plan communicated to all members of patient's healthcare team
¢ Summary of inpatient rehabilitation facility admission, current list of medications, and discharge plan communicated to primary care
provider at next level of care
¢ Medication reconciliation complete
e Education on condition management and complications to report provided to patient or caregiver
e Follow-up appointments scheduled
¢ Referrals to continue rehabilitation goals (eg, outpatient or home therapy) arranged, if needed
e Services (eg, equipment, environment modifications, transportation) required for transition to next level of care arranged, if needed
e Psychosocial issues addressed, or plan for management at next level of care arranged, if needed
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Codes

ICD-10 Diagnosis: S48.011A, S48.011D, S48.011S, S48.012A, S48.012D, S48.012S, S48.019A, S48.019D, S48.019S, S48.021A, S48.021D, $48.021S,
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$48.912D, S48.912S, S48.919A, S48.919D, S48.919S, S48.921A, S48.921D, S48.921S, $48.922A, $48.922D, $48.922S, S48.929A, S48.929D, S48.929S,
S$58.011A, $58.011D, $58.011S, $58.012A, S58.012D, S58.012S, $58.019A, S58.019D, S58.019S, S58.021A, S58.021D, $58.021S, S58.022A, S$58.022D,
$58.022S, S58.029A, S58.029D, S58.029S, S58.111A, S58.111D, $58.111S, S$58.112A, S58.112D, $58.112S, S58.119A, $58.119D, $58.119S, $58.121A,
$58.121D, S58.121S, $58.122A, $58.122D, $58.122S, S$58.129A, $58.129D, $58.129S, S$58.911A, $58.911D, $58.911S, $58.912A, $58.912D, $58.912S,
S$58.919A, S58.919D, $58.919S, S58.921A, $58.921D, $58.921S, §58.922A, $58.922D, $58.922S, $58.929A, $58.929D, S58.929S, S68.411A, $68.411D,
S$68.411S, S68.412A, S68.412D, S68.412S, S68.419A, S68.419D, S68.419S, S68.421A, S68.421D, S68.421S, S68.422A, S68.422D, S68.422S, S68.429A,
$68.429D, S68.429S, S68.711A, S68.711D, S68.711S, S68.712A, $68.712D, S68.712S, S68.719A, S68.719D, S68.719S, S68.721A, $68.721D, $68.721S,
S$68.722A, S68.722D, S68.722S, S68.729A, S68.729D, $68.729S [Hide]

MCG Health

Recovery Facility Care 27th Edition
Copyright © 2023 MCG Health, LLC
All Rights Reserved

https://careweb.careguidelines.com/ed27/rfc/rfc_04910.htm?printview=1 14/15



11/15/23, 11:51 AM RFC - Inpatient Rehabilitation Facility (Acute Rehabilitation): Amputation: Upper Extremity

Last Update: 9/21/2023 4:35:31 AM
Build Number: 27.2.2023092114759.013030

https://careweb.careguidelines.com/ed27/rfc/rfc_04910.htm?printview=1 15/15



