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ABSTRACT
Patients, who suffer catastrophic and non-catastrophic injuries, as well as debilitating diseases, are often left with

physical and cognitive deficits that require support care following their hospital discharge. While the type and level of

support varies according to the severity of the injury or the patient’s condition , receiving the appropriate level of care

is critical to reducing morbidity and mortality, for improving quality of life for these patients, and for minimizing

overall healthcare costs. Given that the costs of the necessary ongoing care for disabled persons can be exorbitant, it is

critical that these costs be covered by insurance. Debilitated conditions that result from injury and disease should not

bankrupt patients and their families and instead should be managed by insurance organizations that exist and are

regularly funded for the specific purpose of helping people whose suffering is unanticipated. Currently, there is a gap

between what is medically necessary and what insurance covers, leaving people to choose between paying for services

they cannot afford or forgoing the care they require. By enabling physiatrists to define long-term care needs and

implementing covered support care services, secondary complications and associated expenses can be avoided or

quickly treated, driving down burdens on patients and the overall healthcare system.
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INTRODUCTION
Millions of Americans suffer catastrophic and non-catastrophic
traumas and diseases each year, and many of them are left in a
debilitated state, requiring long-term care. Secondary
complications in these patients are common and associated with
poorer outcomes and higher costs. Though these complications
occur in patients who have suffered dozens of distinct types of
acute incidents, for brevity, we highlight examples from some
well-known phenomena, such as stroke, Traumatic Brain Injury
(TBI), and Spinal Cord Injury (SCI).

Many hospitals have a discharge planner. This person helps
coordinate the information and care you’ll need after you leave.
You’ll need to understand your injury or illness. You’ll need to
know the next steps to take. This may include taking medicine

and caring for a bandage. Make sure you know who to contact if
you have a question or a problem. The discharge planner and
your healthcare provider will answer your questions.

Why would a hospital discharge a person who has not fully
recovered? Hospital care is for people who need a high level of
medical attention. It is also expensive, and often uncomfortable.
Being in the hospital also exposes you to the possibility of
infection, particularly if you have a weak immune system. Once a
person is getting better and does not need a high level of care, a
hospital stay is not needed. When the person is discharged, this
makes a bed available to another person who needs a high level
of care.
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LITERATURE REVIEW

Millions of Americans who experience catastrophic
and non-catastrophic trauma and diseases each year
suffer from costly secondary complications

More than 75% of those undergoing stroke rehabilitation
experience secondary complications, which include pneumonia,
falls, urinary tract and other infections, pain, depression, cardiac
disease, and thromboembolism [1,2]. Similarly, while an
estimated 50,000 people die each year from TBIs, the remaining
1.45 million who have experienced a TBI are at a higher risk of
secondary complications [3]. These high prevalence
complications can include urinary tract infections, pneumonia,
pressure ulcers, joint contractures, and deep venous thrombosis
[4].

Like TBI, SCI, which occurs in more than 12,000 people in the
U.S. each year, heightens one’s risk for secondary complications,
particularly in the year following the injury [5]. Common
complications following SCI include pneumonia, depression,
urinary tract infections, pressure ulcers, fractures, deep vein
thrombosis, spasticity, cardiovascular problems and more [6].

These secondary complications significantly increase healthcare
costs. Data on the timescale of costs for stroke patients for
instance are telling, as they show that costs associated with acute
ischemic stroke are substantial initially but double within a year
of the initial event [7].

Research on the economics of stroke that consider medical costs
over the 4 years following stroke have revealed the exorbitant
costs incurred following the initial medical incident [8]. The
total projected cost for stroke in 2050 is expected to surpass $1.5
trillion annually (in 2005 dollars) for certain groups [9].

Pain and costs associated with secondary
complications are preventable

Experts have pointed to the importance of identifying and
treating secondary complications quickly, as some of these
complications are fatal, and earlier intervention is associated
with better outcomes [10]. With the right care and prevention
strategies, secondary complications can be largely avoided. Safety
at home, for example, is equally as important as safety in the
hospital or other healthcare settings, and when people are in
unsafe conditions, they are at risk for having to be hospitalized
again [11]. Fall-related injuries, which are highly preventable and
often occur in those who have suffered strokes or traumatic
injuries, enhance costs due to hospitalization, diagnostic
procedures, and potentially surgeries [12].

Lack of adequate support care has been identified as a major
risk factor for adverse events, and many secondary complications
have been recognized as preventable or treatable when promptly
recognized [2,13,14]. Having the right kind of care in the home
can help to provide safe conditions and to prevent
hospitalization through other mechanisms. For instance, better
communication between home health nurses and physicians is
associated with a reduced risk of hospital readmission in high-

risk patients [15]. Without home health nurses, this necessary
communication amongst healthcare professionals is lacking.
Physiatrists have the medical expertise to offer specific guidance
for long-term care support and should be leveraged to help
classify the type and volume of care each patient requires.

Successful prevention requires the appropriate type
and volume of care

Better and quicker care is all associated with better outcomes for
those at risk for secondary complications following catastrophic
events. Having more access to care increases the likelihood of
early intervention in the case of complications. Quality of
support following stroke is associated with improved behavioral
and emotional outcomes [16]. There are significant
discrepancies in data on the type and frequency of
complications following stroke, which may be at least partially
explained by differences in the type of support care patients
received [2].

Deploying appropriate prevention strategies for complications,
such as for bladder and bowel problems following stroke can
prevent hospital readmissions and further medical
complications [17]. Further, nurses can be trained to reduce the
specific risks that patients face post-stroke, including the risk of
falls, malnutrition, dehydration, dysphagia, altered glucose
metabolism, pneumonia, delirium, and depression [18]. Recent
research supports the notions that highly specialized nursing
care can improve outcomes in stroke [19].

In TBI, only about 1 out of every 4 people achieves long-term
functional independence [20]. Expert assessment of functional
status following injury is critical for these patients to receive the
appropriate amount and level of care to help prevent
complications. Specially trained caregivers must also be deployed
to improve outcomes for this patient population has also shown
that the duration of medical attention required is lower when
registered nurses spend more time with patients each day [21].
This observation is likely due to the enhanced likelihood that
medical risks are rapidly addressed and new or worsened
conditions or injuries are prevented.

But what is medically necessary in the context of
long-term care is not covered by insurance

Too many patients do not have the ongoing care required to
quickly identify signs of secondary complications, largely
because this type of care tends not to be covered by insurance
companies. Though home care delivery was once the norm in
healthcare, the needs for patients who require home health care
are today poorly met under the current model of healthcare
delivery [22]. There is thus a significant gap between what
patients need and what insurance covers in cases where long-
term care is needed.

Medicare, for example, does not generally cover long-term home
health care [23]. In cases where Medicare does provide such
coverage, that coverage is for part-time care and is only provided
for a limited period. For home health care services to be covered
by Medicare at all, those services need not only to be deemed
medically necessary but must also be provided on a non-
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continuous basis [24]. This policy, by definition, prevents people
who need to be regularly monitored from getting adequate care
unless they have the medical means to pay directly for the
services. Patients and their families are thus left with the
difficult decision of whether to forego necessary medical
attention or incur significant debts to receive services they
cannot afford.

Without coverage for necessary medical support,
patients and their families face exorbitant costs

Rising unmet needs in long-term home care is placing an
increasing burden on family caregivers [25]. In addition to the
emotional, physical, and work-related stresses, the financial costs
of caring for patients who require care at home and who are at
risk for new or worsening complications negatively affects
families across the country. A family member with a disability is
the second most common reason given for why medical bills
have had a major impact on the family [26]. According to the
U.S. Consumer Financial Protection Bureau in 2014, medical
bills are by far the most common cause of unpaid bills [27].
Medical bankruptcy is common and receives significant
attention because of the is perceived injustice of Americans
suffering due to the health care finance system [28].

Exacerbating the problem of the personal financial burden of
long-term disability is that indebtedness is known to negatively
affect health, with severe financial distress increasing the risk for
mortality in certain contexts [29,30]. Hospital admissions in
turn have negative financial consequences, including enhancing
out-of-pocket medical spending, increasing bankruptcy, reducing
earnings, and minimizing access to credit [31]. While the Patient
Protection and Affordable Care Act (ACA) provided more
universal care, it did not provide the comprehensive care that
prevents financial suffering in cases of long-term disability, and
this unmet need must be addressed through new and innovative
solutions [28].

Coverage for appropriate care is urgently needed to
reduce the burden of secondary complications

This vicious cycle where medical need leads to financial demise,
which worsens health and leads to further financial destruction
needs to be broken by ensuring that people’s medical needs are
covered from the moment they are needed. The Affordable Care
Act pushed for improving quality of care while reducing costs,
with one of the strategies for cost reductions to include shifting
care from costly settings like hospitals to less expensive settings
such as the home [32]. Indeed, moving delivery of care to the
home has been deemed one of the best opportunities to
improve care while driving down costs, as home care not only
enhances health-related outcomes but also reduces the length of
hospital stays and spending [33-40].

In the case of primary care alone, home-based care reduces
emergency department visits, hospitalizations, and readmissions,
saving $ 2,700 on average per beneficiary annually while also
enhancing satisfaction for both patients and caregivers [40]. In
cases where more regular care is appropriate or urgently needed,
these savings are undoubtedly significantly higher.

In addition to driving down costs, home-based care tends to be
preferred to other types of care by patients who require long-
term medical attention. Even when people know that they
cannot adequately care for themselves, they often express a
preference to be able to stay at home [25]. Having them do so
should be the least costly option for every healthcare
stakeholder, including the patient.

Coverage must be standardized and transparent

There is currently no standardized, evidence-based way to
provide effective support care for those requiring long-term
home care, which obviates transparency on how to best support
these patients. Instead, we need a clear, uniform approach for
providing those who need long-term home care support with the
care they need. As part of this protocol, rather than insurance
companies, physiatrists, who are specially trained and uniquely
qualified to prescribe and describe support care for the future,
should dictate the amount and level of care patients can and do
receive.

To capitalize on the opportunities of home-based care, a true
shift away from fee-for service models toward value-based care is
critical [40]. Currently, Medicare emphasizes office-based care
and fee-for-service models, preventing clinical decision making
that is conducive to improved long-term health outcomes
[22,25]. The majority of experts interviewed on the topic
believed that the Medicare home health benefit should be more
flexible and should be based on patients’ needs. The need to
evolve Medicare to respond to increasing demands of patients
with limitations in their daily activities was also highlighted.

Physicians-not insurance companies-should dictate
the care patients receive

Physicians as the gatekeepers to long-term care coverage is
consistent with value-based care not only because it will improve
long-term health outcomes and drive down costs associated with
healthcare utilization but also because physicians can assign
volume and level of care based on the specific needs of the
patient to successfully balance care and cost. For instance,
depending on the specific needs of the patient, physicians may
deem different levels of care appropriate.

Research has shown that both Registered Nurses (RNs) and
Licensed Practical Nurses (LPNs) are valuable for maintaining
the safety of nursing home residents, though RNs are uniquely
able to contribute successful care in certain complex scenarios
such as with medication reconciliation, which may be more
relevant for certain patient populations [41]. Certified Nursing
Assistants (CNAs), however, are important for care that does not
require medical monitoring. For instance, rather than use a
costlier care option such as an RN or LPN, a CNA is adequate
for custodial care and prevention of falls, for medical stability,
physically disabled patients.

Not only will a healthcare system that enables people to get long-
term care in their own homes affordably improve health
outcomes and health-related spending, but it is consistent with
the trend toward personalized, on-demand care that is
customized to and directed toward the consumer. Now is the
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time for a new pathway for home-based health care to be paved,
supported by physiatrist recommendations, and fully integrated
into the U.S. health care system [25].

Takeaway

Traumatic catastrophic and non-catastrophic injuries are not
only painful, dangerous, debilitating and life-altering, but it is
also an incredible financial burden [42].

DISCUSSION
More than 12% of the U.S. population suffers significant
disabilities, and there is growing consensus that persons with
disabilities are an unrecognized health disparity population [43].
These patients require long-term care services, most of which are
not covered by health insurance and thus place enormous
financial burden on the patients and their families. Because
each patient is different, and each injury is unique, careful
expert evaluation is required to determine the most appropriate
care for each patient, and medical coverage for such care should
track with expert assessments and recommendations. In other
words, those in need of higher levels of care should not be
subject to the same coverage limitations as those with lesser
disabilities and risks of complications. Though we have focused
on stroke, TBI, and SCI, the number of Americans who suffer
disability following injury are not limited to these conditions.
Disability from myocardial infarction, amputation, burns;
orthopedic trauma, progressive neurologic disease, cancer, and
chronic pain are also common and add tremendously to the
overall burden of disability in our country.

CONCLUSION
Though the injuries themselves are distinct, there is significant
overlap in the secondary complications, likely owing to the way
each of these injuries impacts patients’ abilities to function
normally, properly care for themselves, and identify secondary
complications quickly. With better, more personalized support
care that has been appropriately defined by physiatrists, the
health outcomes associated with these complications and the
accompanying costs could be significantly reduced.
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