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The original definition of severe acquired brain injury (sABI),
according to the Italian Guidelines of Rehabilitation, pub-
lished in 1998, was the following: “a neurological condition
due to a severe acquired brain damage with a coma lasting at
least 24 hours, according to a Glasgow Coma Scale equal or
lower than 8 and/or complex and severe neurological disabil-
ities treatable only in high specialty neurehabilitative wards”
[1].

Unfortunately, the national and local regional health policy
has in the last years progressively restricted the inclusion
criteria to be admitted in high specialty post-acute rehabilita-
tion wards only to post-comatose patients, and in some Italian
regions as example, even with persistent disorder of con-
sciousness and specific cut off for the Disability Rating
Scale and Level of Cognitive Functioning (Lazio Region
Law 159, May 13th 2016). This means that a patient with a
coma lasting at least 24 h in the acute phase should be neces-
sarily more severely disabled than a patient with devastating
or catastrophic stroke or other severe neurological disabilities,
like Locked-in syndrome or Guillain Barré polyneuropathy
[2]. Conversely, such complex clinical pictures actually re-
quire a multidisciplinary specific neurorehabilitative approach
of high intensity, like in post-comatose patients.

Indeed, daily nursing should be specialized in the manage-
ment of tracheal tube and enteral nutrition, in the monitoring
of possible oxygen desaturations, frequent aspirations of
tracheo-bronchial secretions, and respiratory and swallowing
training, besides the neuromotor and cognitive-behavioral re-
habilitation, this latter when needed. In particular, as for the
neuropsychological training, only in highly specialized inten-
sive post-acute neurorehabilitation wards such treatment is
generally available.

In summary, the neurorehabilitation field needs a coperni-
can revolution, where besides neuromotor rehabilitation, also
highly specialized nursing, advanced diagnostic techniques,
such as neuroimaging and neurophysiology, and the presence
of a multidisciplinary staff, including intensivists, phoniatrists,
pneumologists, cardiologists, urologists, neuropsychologists,
physical therapists, speech, cognitive and occupational thera-
pists, orthoptists, and caregivers psychological support,
should be an unrenounceable requisite to be accreditated for
admission of patients with severe neurological disabilities in
high specialty neurorehabilitation wards. Efficiency and effi-
cacy indicators of the high specialty neurorehabilitation units
may be represented by the improvement rate of the disability
scales commonly used in patients with sABI from admission
to discharge in the neurorehabilitation units [3]. Indeed, it is
not acceptable that only being post-comatose and even worst
with prolonged disorders of consciousness, such as vegetative
state, more recently defined as unresponsive wakefulness syn-
drome [4] or minimally conscious state could be considered
the unique requisite to merit the admission in high specialty
neurorehabilitation hospitals.

Although this policy trend seems to interest only some
European countries, such as Italy, a cross-sectional survey
among the different countries, on this topic, could be of some
interest.

On the other hand, the trend to admit patients in post-acute
rehabilitation wards even earlier from intensive care units,
neurosurgery wards and stroke units, is already shared world-
wide with its challenges [5, 6].

According to recent evidence [7], if the clinical complexity
of patients with sABI, defined as post-comatose patients, has
been extensively reported, the issue of clinical comorbidities
requiring elevated care assistance in patients diagnosed with
sABI, without coma in the acute phase, may be
underestimated. In fact, in recent years, a reduction in the
duration of acute-phase hospital stays, per episode of care,
has inevitably resulted in longer stays in post-acute care facil-
ities [8]. Discharging patients “quicker and sicker” has a
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significant impact on the scope for applying more aggressive
rehabilitation in patients with functional limitations, because
of the general conditions and medical or surgical complica-
tions of “sicker” patients. In fact, although shorter hospital
stays do not seem to have had a negative effect on mortality,
it would be more meaningful to measure their impact on dis-
ability [8]. Aspects to consider with regard to lower-resource
settings, such as post-acute care facilities, are their lower risk
of iatrogenic harm, and also their safety, but it is also neces-
sary to evaluate how safe it is to transfer patients with unstable
vital functions to such settings, and how likely it is that the
iatrogenic risk will be spread to post-acute care facilities.
Indeed, patients with more severe and complicated clinical
pictures, discharged from intensive care units (ICU), often
require increasing rates of emergency department visits, ag-
gressive antibiotic therapies, and even longer stays in post-
acute care facilities; in addition, recurrent medical complica-
tions can make it difficult to apply more intensive rehabilita-
tion in these patients [5]. Furthermore, in the measurement of
home-to-home time for patients with complex conditions, the
rate of hospital readmissions and the final outcomes should
also be taken into account [5].

To conclude, although the knowledge of clinical complex-
ity of sABI patients is important, it is to underline that inter-
national recommendations on admission criteria of patients
with sABI to post-acute rehabilitation settings should be man-
datory, according to the Italian Consensus Conference on
transfer criteria [9].

Finally, the reduction of acute hospital stays applied by
Medicare in the past 30 years not only in the USA [8] but also
in other countries [10–12] has profound implications for the
costs and efficacy of post-acute rehabilitation facilities, which
are rarely properly recognized and economically supported by
national public health system [6].

The final questions are “how should be safer and more
efficient the availability of rehabilitation professionals in
ICU instead of discharging even more patients with sABI
quicker and sicker?” and “are we sure that this trend would
not increase the severity of the final disability?”
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