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AAN/ACRM/NIDILRR Guidelines on Treatment

Click to add text
• Click to add text

Clinicians should refer patients with 
DoC who have achieved medical 

stability to settings staffed by 
multidisciplinary rehabilitation 

teams with specialized training to 
optimize diagnostic evaluation, 

prognostication, and subsequent 
management, including medical 

monitoring and rehabilitative care. 

(Level B = should)

AAN.com/guidelines



Why is specialized rehabilitation 
needed?

• Systematic evaluation for diagnosis & reversible causes
• Infection, neuroendocrine, pain, hydrocephalus, occult seizure, medications, 

damage to visual or auditory tracts
• Identify & prevent secondary complications & treat emerging issues

• Control spasticity, prevent contractures & skin breakdown, …
• Increase arousal and awareness & improve behavior

• Promote responsiveness through structured system of intervention with 
observation of responses to medication changes & sensory stimuli

• Restore function (cognitive, behavioral, & physical)
• Educate & train family
• Provide prognostic information
• Establish a long-term rehabilitation connection & follow up plan



Are current 
health 
service 
delivery 
trends in 
step with 
clinical 

guidelines?
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Increasing % acute care discharges to SNF vs IRF
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Data on Rehab Impairment Code 2 (TBI)
Source: Erehab 2002 – 2018 (www.erehabdata.com)
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Dangers of Not Receiving Rehabilitation: 
Lasting, Unmet Needs

• Lack of structured follow up
• F/u uncommon if no IR

• Lack team with expertise
• Misdiagnosis common due to 

confounding issues & inexperience
• Medical complications common

• Outcome
• Higher mortality for SNF vs IRF
o 3-year cumulative mortality post-d/c 

significantly lower for those 
discharged to IRF/home v. SNF, after 
adjusting for covariates (Davidson et 
al, JAMA, 2011).



Co-morbidities and mortality related to age & disability 
underscore importance of structured follow up

• Higher risk of cardiovascular, endocrine, neurologic, & psychiatric disorders in 
both mTBI & msTBI that emerge within a median 3.5 years after TBI (Izzy 2022)

• IRF (TBIMS cohort): 
• 9-year life expectancy reduction (Harrison 2015)
• 22% die from Year 1 -2 to 5 years (Corrigan, 2014) (2 in 10 die)
• Associated with older age, days LOC, > disability, non-home discharge (Harrison 2012) 



Co-morbidities & consequences
• Pain
• Substance use
• Social isolation
• Incarceration
• Reinjury
• Psychiatric disorders 
• Neuroendocrine dysfunction
• Diabetes
• Seizure
• Stroke
• Dementia
• hypertension, myocardial infarction, 

cerebrovascular disease, peripheral 
vascular disease

• Chronic pulmonary disease
• Renal disease 
• Premature mortality

Dizziness
Imbalance

Incontinence
Spasticity



Summary

• 2018 guidelines that clinicians should refer patients with 
severe BI/DoC to settings staffed by multidisciplinary 
rehabilitation teams

• Yet:
• More going to SNF; less to IRF
• Shorter time from injury to rehab & shorter RLOS
• Lower case mix / higher functioning (less lower 

functioning)
• Risks: worse outcomes (mortality, comorbidities and other)
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