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Our objectives in this module
• In this module, you will learn how to:
– Select outcome assessments using the ICF framework
– Evaluate the rigor of outcome assessments
– Utilize online databases and resources to find and evaluate
outcome assessments
– Use outcome assessments to document client, therapist & key
stakeholder goals for rehabilitation
– Use outcome assessments and research to guide evidencebased intervention planning
– Document outcomes over time and across clients to show
impact of rehabilitation
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Introduction to Selecting
Outcomes
Section I
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A Changing Medical System
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Happening Now: A Blended Medical and Community Health System
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A Changing Rehabilitation Paradigm
Institutional Services
TRIAGE
A
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Community Participation Areas
Physical
Activity

TREATMENT
Home Health

Rehabilitation
Skilled Nursing

Out Patient

•Fitness Center
•Therapeutic Pool
•Exercise Classes
• Sports
• Walks

Social/Peer
Support/Info
• Religious Activities
• Clubs
• Family Activities
• Community Activities

Work/
Learning
• Classes
• Work
• Volunteer

Rehabilitation Initiatives Focused on Participation
•
•
•
•
•
•

Opportunities for mass training
Virtual training strategies
Assistive technology and robotics
Driving assessment and training
Communication strategies
Home assessment/management

Learning strategies to support performance
Family and patient training
Return to work training and accommodations
Relationship with Independent Living
Centers and Vocational Rehabilitation
• Enabling mobility, post-rehab fitness
• Social opportunities
• Self Management strategies for home, community, and work
•
•
•
•

Baum, 2011
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Outcome Domains Relevant to Rehabilitation
Level of
Analysis or
Domain
Definition

Measurement
Constructs

Body Function/
Body Structure

Activity

Participation

Environmental
Factors

Quality of Life

Physiological function of body
systems or anatomical parts
such as organs, limbs, brain
(ICF)

The capacity to
perform a task or
action by an
individual (ICF)

Individuals actual doing
/involvement in life
situations (ICF)

The physical, social and
attitudinal environment in
which people live and conduct
their lives
(I CF)

Incorporates health,
psychological state, level of
independence, social
relationships and
relationships with the
environment.
WHO-Qual Group, 1994

•Motor control
•Motor Planning
•Vision
•Audition
•Mood
•Language
•Executive Control
•Memory
•Verbal Fluency
•Visuo-spatial function
•Strength
•Gait
•Posture
•Flexibility (Range)
•Grasp/Pinch
•Problem Solving
•Executive Function
•Attention
•Awareness
•Speech
•Learning
•Hearing
•Seeing
•Sleep

•Standing
•Stair Climbing
•Walking
•Mobility
•Lift/Carry
•Sitting
•Dressing
•Eating
•Grooming/Hygiene
•Bathing
•Bowel and Bladder
Management
•Money Management
•Cooking /meal
preparation
•Laundry
•Cleaning
•Driving
•Tasks associated with
leisure interests
•Communicating,
•Medication management
•Health self -management

•Home management
•Education
•Work
•Recreation
•Leisure
•Religious/Spiritual
•Civic Life
•Parenting
•Child Care
•Community Activities

•Social Support of friends and
families
•Social Capital
•Assistive Technology
•Policy
•Workplace Accommodations
•Community Receptivity
•Access to Services and
information
•Natural environment
•Built environment
•Attitudes
•Systems

•Physical
•Psychological
•Social
•Spiritual
•Role functioning
•General well being
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EXAMPLE OF ICF CONSTRUCTS TO ADDRESS CLINICAL ISSUES
Medical Care ( Recovery)
Socio-cultural Care ( Compensation)

Body Structure/
Function
•Motor control
•Motor Planning
•Vision
•Audition
•Mood
•Language
•Executive Control
•Memory
•Strength
•Flexibility (Range)
•Grasp/Pinch
•Problem Solving
•Executive Function
•Attention
•Awareness
•Sleep

Activity
•Climb stairs
•Mobility
•Lift/Carry
•Sit/Stand
•Dress/Eat
•Groom/Hygiene
•Money
Management
•Cook /meal prep
Communication,
•Manage meds

Participation
•
•
•
•
•
•
•
•
•

Care of Self
Care of Others
Maintenance of
Home
Work Activities
Fitness Activities
Leisure/Sport
Activities
Community
Activities
Social Activities
Religious &
Spiritual Activities

Environment
•Social Support
•Social Capital
•Assistive
Technology
•Workplace
Accommodations
•Natural
environment
•Built environment
•Attitudes
•Systems

Quality of Life
*Physical* Psychological*Social* Spiritual*Role Functioning *
General Well-being
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Why is it important to document
outcomes?

• There are several compelling reasons for documenting outcomes,
particularly outcomes related to activity AND participation. These
include:
– Ensuring individual’s civil rights to fully participate in society
post-rehab, as mandated within the Americans with
Disabilities Act
– Meeting individual clients’ needs and priorities, as well as
those of family and significant others
– Guiding effective and efficient clinical practice
– Responding to a growing call for activity and participation
outcome document by funders and service deliverers
– Fostering communication with physicians and policy makers
11

Why document participation outcomes?

• The Americans with Disabilities Act (ADA) mandates that

•

American citizens with disabilities have the right to fully participate
in society, including participation in community living, social
participation, school, work and citizenship.
Internationally, the right to participate is also validated in the
Convention on the Rights of People with Disabilities (CRPD)
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Why document participation outcomes?

• Although the ADA was passed over 20 years ago, people with
disabilities in the U.S. still face significant participation
disparities in major areas of participation when compared to
people without disabilities, including:
–
–
–
–
–
–
–

employment,
household income,
access to transportation,
health care,
socializing,
going to restaurants, and
satisfaction with life


Kessler Foundation/NOD 2010 Survey of Americans with Disabilities
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Why document participation outcomes?
• The ADA is important in that the right to live in a least restrictive setting was

•

validated in the 1999 Supreme Court LC vs. Olmstead Decision. In response,
major federal policy & funding agencies also incorporated this participation
focus into their mandates to service providers.
Some relevant examples for rehabilitation providers include:
– Centers for Medicare & Medicaid Services (CMS) funding Home &
Community-based Waivers (see Money Follows the Person Rebalancing
Demonstration Grant )
– Commission on the Accreditation of Rehabilitation Facilities (CARF)
requiring therapists to document participation for “Stroke Specialty
Programs” (CARF, 2011).
– The Affordable Care Act of 2010 focusing on provision of communitybased service delivery and participation outcomes
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Why document participation outcomes?

• Participation and activity are emphasized in the ICF as important
•
•

elements of health, functioning and disability.
There is a growing body of research examining participationfocused interventions and their impact on health, as well as on
how to rigorously assess participation outcomes.
Thus we have a compelling case in rehabilitation to include
participation in our outcome plans and evidence-based research.
The following content provides a summary of how to assess
rehabilitation outcomes across ICF categories, and how to use
this information to guide evidence-based interventions in
rehabilitation.
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Applying what you’ve learned
• Throughout this workshop we will apply the material to a case
study to enhance understanding and offer examples of how you
can incorporate rehabilitation outcomes into your practice.

16

Meet our Case Study Client: John
•
•

•

John is a 52 year old man who was hospitalized after a stroke. He is statuspost right parietal CVA. He remained in acute care for 8 days following acute
care admit and is currently receiving inpatient rehabilitation.
John presents with left sided hemiplegia (UE more involved than LE), left
sided facial droop, slurred speech, left homonymous hemianopsia,
dysphagia, left neglect, and impaired sensation/proprioception on the left.
Specifically, John has no protective or discriminative sensation distal to the
mid forearm. PROM through the left (nondominant) UE is full.
Fortunately, John has no shoulder subluxation or edema. His endurance is
sufficient to support his involvement in six hours of therapy a day, however
he is quite fatigued at the end of the day. John presents with mild cognitive
deficits. He is able to carry-over instructions from one session to the next,
but requires cues for safety and is distractible with higher-level activities.
Additionally, John is experiencing reactive depression.
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Case Study (cont.)
•

•

John lives with his wife in a 2-story home. John and his wife are very
close. John’s wife is highly invested in John’s progress in rehabilitation
and attends daily rehab sessions. Emotionally, she is having difficulty
coping with John’s current limitations, especially since this contrasts
greatly with his abilities prior to the stroke. Prior to his stroke, John was
completely independent. He drove daily, worked as a real estate sales
agent for a major real estate agency, and went to the health club
regularly. John and his wife enjoyed an active social life in their
community prior to John’s stroke and disability has not been an issue for
either of them. Additional leisure activities include going out to dinner
and spending time with his family.
Currently, John has been in inpatient rehabilitation for 3 weeks. John will
be discharged in 2 weeks and is starting to have concerns about
integrating into the community post discharge.
18

Using the ICF to choose
outcome assessments
•

ACTIVITY: Given this short description of John, which ICF categories
would you assess with him and why? Use ICF worksheet on the
following slide to identify outcome assessments across areas of:
– Body Structure & Function
– Activity
– Participation
– Environment

19

ICF Outcome Assessment Toolbox Worksheet
Medical Care ( Recovery)
Socio-cultural Care ( Compensation)

Body Structure/
Function

Activity

Participation

Environment

Quality of Life
20

Using the ICF to choose
outcome assessments
• As examples, you may want to assess activity engagement with

•

John beyond functional independence/dependence in the
Functional Independent Measure. The Activity Card Sort (ACS)
(Baum & Edwards, 2008) uses a client-centered card sort to
assess current activity profiles (home, community, work, social)
over time (past life vs. current, pre-disability vs. post, start of
rehab to discharge evaluation).
Click HERE to watch the ACS being administered to John
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This slide shows you a
sample of ACS data
from John to give you
an idea of the kind of
activity data you can
use to guide your
intervention with him.
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Using the ICF to choose
outcome assessments
• As another example, you may want to add participation data to

•

your outcome plan. The Community Participation Indicators (CPI)
(Heinemann et al, 2011) is an assessment that documents
participation in key areas of life (home, community,
work/productive/economic, and social). It provides data on
participation engagement (frequency, importance, satisfaction),
and a set of participation values (enfranchisement and
empowerment).
Click HERE to watch the CPI being administered to John
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Using the ICF to choose
outcome assessments
• The following slides show you some sample CPI data from John
to give you an idea of the kind of participation data you can use to
guide your intervention with John.
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CPI data-1 (engagement, social sample)
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CPI data-2 (participation values)
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Evaluating the Rigor of Rehabilitation
Outcome Assessments
• In addition to applying a framework like the ICF to organize your
outcome assessments, you also need to know more about the
rigor of assessment tools so you can evaluate whether they will
allow you to document outcomes effectively & efficiently.
– To do this, you need to know more about common criteria to
evaluate the rigor of outcome assessments. Following is a
brief overview of these criteria to evaluate the rigor of
outcome measures, including




Validity & reliability
Interpretability indices
Clinical utility
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Introducing the Concepts of Reliability
& Validity
• Reliability = consistency in measurement
• Validity = having the right instrument for the right situation
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Introduction to Interpretability indices
• Minimal Detectable Change (MDC)
– Minimum amount of change, outside of error, that reflects the
true change by a client between two time points (other than a
variation in measurement)
http://strokengine.ca/assess/definitions-en.html

•

Minimal Clinical Important Difference (MCID)
– Patient-derived scores that reflect changes in a clinical
intervention that are meaningful for the patient. The goal is to
improve the participation of clients in the judgment of the
benefit of care received.
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2716157/
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Introduction to Clinical utility
• Weigh the value of using the instrument with the cost:

•

– Financial: initial investment and ongoing costs
– Time: patient and clinician burden
– Equipment: purchase, maintenance, storage
– Space: shared or designated to administer properly
Other factors:
– Integration with clinical record systems
– Comparability with other departments or facilities
– Other stakeholder needs and preferences
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Finding rigorous outcome assessments

• As a rehabilitation professional, you are incredibly busy and don’t
always have the time to search for assessments or to figure out if
they are rigorous ways to document outcomes. Fortunately, there
are many online rehabilitation assessment databases that can
help you do this more efficiently and effectively.
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Rehabilitation Measures Database
•

One assessment database is the RMD (Rehabilitation Measures
Database)

• http://www.rehabmeasures.org/default.aspx
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RMD Activity
•

ACTIVITY: Go to the RMD database located at
http://www.rehabmeasures.org/default.aspx and familiarize yourself
with the search options. Try searching on assessments that
measure PARTICIPATION and find one that would work with John
and let you document some of his key participation goals and issues.
Make sure to evaluate the rigor of the different available
assessments so you can choose an effective tool to measure
outcomes.

• ACTIVITY: Bookmark the RMD in your web browser so you can go
back and do future searches.
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Other outcome assessment databases

•

In addition to the RMD, there are a number of outcome
assessment databases from which you can choose and
evaluate the rigor of outcome assessment tools. Follow
the links below to explore these and bookmark those
most relevant to your practice.

http://strokengine.ca/

http://www.nihpromis.org/measures/measure
shome
http://www.nihtoolbox.org/Pages/default.aspx
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Using Measures to Inform
Goal Setting
Section II
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Client-Centered Goal Setting

•

A major consideration in selecting outcome
assessments is whether these assessments will
highlight client goals, or how to utilize a client-centered
practice approach that emphasizes:
– The goal of the [client-]centered philosophy is to create a
caring, dignified and empowering environment in which
[clients] truly direct the course of their care and call upon their
inner resources to speed the healing process
Matheis-Kraft, George, Olinger & York, 1990
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Client-Centered Goal Setting
• The basic assumptions of client-centered practice are that:
– Clients/families know themselves best
– Clients/families are different and unique
– Optimal client functioning occurs within a supportive family
and community context

Law, Baptiste & Mills, 1995
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Client-Centered Goal Setting

• Clients who set goals achieve better outcomes that those

who do not, which may be due to:
– Setting goals focuses a person’s attention and directs
his/her efforts
– Establishing challenging, but realistic goals leads to
greater effort and persistence
– Challenging goals leads to higher performance vs. just
encouraging the person to do their best.
– Setting goals prompts the person to apply or develop
their skills to achieve the goal.
– Goal achievement requires on-going feedback that
recognizes the person’s progress toward the goal.
Locke & Latham, 2002
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Using a Client-centered Approach to Enable
Participation
What the client
wants to do
Determined from
their goals

Capacities and
Impairments
Determined from
Body
Structure/Function
and Activity
Measures

Enablers and
Barriers
Determined from
Environmental
Measures

Intervention
Change the Person: Recovery, Remediation
Change the Activity: Use Capacities and Remove Barriers
Change the Environment: Home Modification, Work
Accommodations, Use personal attendant, find barrier free
environments.

PARTICIPATION
* Care of Self *Care of Others *Maintenance of Home *Work Activities *Fitness Activities*Leisure/Sport
Activities *Community Activities *Social Activities *Religious & Spiritual Activities
Modified from: Baum & Christiansen,
2005; Hammel, Baum, Wolf & Lee, 2013

Quality of Life
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Goal Setting: Using client-centered
assessments to set goals

• There are several assessments that use client-centered goal

•

setting, and let you compare the client’s goals and perceptions to
your goals as a therapist or to those of family members/significant
others in their lives. These are very useful for gaining rapport with
clients, to identify what is most important to them, as well as to
document outcomes related to client-centered goals.
The Canadian Occupational Performance Measure (COPM) is an
example of a widely used client-centered assessment (Law et al
1998). Canadian Occupational Performance Measure (3rd ed.)
Ottawa, ON: CAOT Publications ACE).
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Goal Setting: Using client-centered
assessments to set goals

•

Activity:
– Find the COPM in the RMD (Rehabilitation Measures Database)
and review its use (http://www.rehabmeasures.org/default.aspx )
– Click HERE to watch an OT administering the COPM to John
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Goal Setting: Using client-centered
assessments to set goals

•

Activity (continued):
– Look at the next slide to view the actual assessment form for more
details on John’s goals.
– Answer the following questions:
 What were John’s most important goals to him? Which areas
of the ICF do these goals correspond to?
 How could you use the COPM to document client goals to
John, his wife, and the funder of his rehabilitation?
 How could you use John’s COPM goals to plan your
intervention?
 How could you use the COPM to show changes in outcomes
over time from the client perspective?
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Canadian Occupational Performance Measure initial assessment results for John

43

Goal Setting: Comparing client to
family & stakeholder goals
• In addition to the client and your goals as a rehabilitation

professional, you also need to take into account other stakeholder
goals too. These may include assessing goals of:
– Family
– Friends & important social supports
– Caregivers (formal, informal)
– Employers, teachers, supervisors
– Case managers & coordinators in positions to support client
goals
– Other rehabilitation team members
– Funders, systems and provider goals

44

Goal Setting: Comparing client to
family & stakeholder goals
• In addition to the client and your goals as a rehabilitation

professional, you also need to take into account other stakeholder
goals too. These may include assessing goals of:
– Family
– Friends & important social supports
– Caregivers (formal, informal)
– Employers, teachers, supervisors
– Case managers & coordinators in positions to support client
goals
– Other rehabilitation team members
– Funders, systems and provider goals
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Goal Setting: Comparing client to
stakeholder goals
• To document stakeholder goals you could have a family member

•

look at the client’s COPM goals and also have family rate them
from their perspective on importance, performance and
satisfaction and then compare to the client’s ratings
You could also choose other assessments that specifically
document family and/or caregiver perceptions of issues over time,
such as the Caregiver Strain Index (see RMD for more details:
http://www.rehabmeasures.org/default.aspx
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Goal Setting: Comparing client to
stakeholder goals
•

ACTIVITY:
– How might you gather and use family goals in your treatment
with John?
– How and when would share client & family goals with other
rehabilitation team members and why would it be important for
them to know about these?
– You want to do a self report of goals with John and his wife
tells you he can’t do that by himself after the stroke, and she’ll
do it as a proxy instead. Is it OK to use this kind of proxy
data? Why or why not? What are the pros and cons to using
proxy data in your outcome toolbox?
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Goal Setting: Setting rehabilitation
intervention goals
•

In addition to understanding client and stakeholder goals, you also need
to document specific rehabilitation goals as a professional for a number
of important reasons, including:
–
–
–
–

To show client status at specific points in time (intake, weekly progress)
To predict client recovery or to plan interventions
To document client outcomes and change over time
To proactively do discharge planning from time of intake forward, and to
ensure effective services across the continuum of care
– To proactively order needed assistive technologies or equipment, or to
plan ahead on environmental modifications to transition home
– To make referrals to other professionals and services or for long term
supports and community resources
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Goal Setting: The Science behind Goal
Measurement
• From an outcomes measurement perspective, goals are

•

measured for several reasons, including to:
 Measure status at a point in time (discrimination)
 Predict recovery and plan treatment (prediction)
 Measure change in outcomes over time (evaluation)
You’ll learn more about these measurement principles in Module
3

49

Goals to Intervention Planning
Section III
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Intervention Planning

•
•
•

After assessing goals, the next step is to plan effective
interventions.
Rehabilitation outcomes measures can also be used to
plan evidence-based interventions, and to then measure
the impact of those interventions.
The Person-Environment-Occupation-Participation
(PEOP) model (Baum & Christiansen, 2005), coupled
with the ICF (WHO, 2001), offer a guiding framework
and sequence for doing so (see next slide for model).

51

The Elements of Evidence-based
intervention planning
Client Self Report of
Participation & Activity Goals

Observable performance
screening assessment of client
participation engagement &
activity

Client Self Report of
environmental barriers
& supports to
participation & activity

Clinical assessment of
Body Structure & Function
as related to impact on
participation & activity

Evidence-based intervention

Documentation of outcomes,
changes over time, and impact
across clients

Client Discharge
planning & referrals;
Program outcome
reporting
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Evidence-based intervention planning

•

There are also a number of research measurement
issues related to using outcomes in intervention
planning. One important one is:
– Observing performance vs. using self report
measures
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Using Self Report Measures in
Intervention Planning
• Increasingly, rehabilitation has developed and been

•

recommending the use of self report measures, that is
assessments reflecting the client or consumer’s perspective on
their own confidence or satisfaction in specific areas of
performance and outcomes.
This is especially evident in the trend to validate Patient-Reported
Outcome Measure (PROM) tools for use in rehabilitation. These
may also be known as:
–
–
–
–

Self report, subjective vs. objective
Client-centered practice, goal setting & outcomes
Consumer-directed outcomes & programming
Community-based participatory research (CBPR) & Patient-Centered
Outcomes Research (PCORI)
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Definitions Related to
Patient-Reported Outcome Measures
• Patient-reported outcome (PRO): Self report of the status of a patient’s
health condition that comes directly from the patient (or in some cases a
caregiver).
• TO ASSESS INDIVIDUAL STATUS & SET GOALS

• PRO measure (PROM): A validated instrument, scale, or single-item measure
used to assess the PRO as perceived by the patient.
• TO DOCUMENT INDIVIDUAL OUTCOMES OVER TIME

• PRO-based performance measure (PRO-PM): A performance measure or
system that is based on PROM data aggregated for a health care entity.
• TO DOCUMENT SERVICE/PROGRAM OUTCOMES ACROSS PEOPLE
TO DOCUMENT IMPACT & EFFECTIVENESS
(Tinetti & Basch, 2013)

Comparing Patient-report to Clinician
Observation: The Need for Both

•

Common misconceptions about Patient-reported Outcome
Measures: They are not:
• more valid than self report (SR) measures.
• more reliable than SR measures
• objective, and patient-report is not subjective

• “Patient reported and clinician rated measures may only be weakly correlated.

Therefore, the two types of measures may reflect different attributes of the
construct. It is important to administer both when possible to make an accurate
determination of the patient’s ability and recommendations for care.” (Robinson
et al, 2011)

An example of a PRO
• The Canadian Occupational Performance Measure (COPM) that
you looked at earlier is a good example of Patient-Reported
Outcome (PRO)
• Started as a client self report on a 10 point scale:
• Client identifies issues & goals in three areas of functioning
• Self Care,
• Productive,
• Leisure
• Client self reports on each goal on 1-10 scale of:
• Performance
• Satisfaction with Performance
• Goal Importance/Prioritization
57

COPM: Going from PRO to PRO-M
• The Canadian Occupational Performance Measure (COPM) also
has been validated as a PRO-measure (PROM) over many years
across thousands of clients across Canada
– Validated to show changes over time and goal attainment (performance,
satisfaction) from client perspective
– Could also be used to compare to family/significant other or clinician
ratings


See Canadian Occupational Performance Measure (COPM) (Law et al,1998). Canadian
Occupational Performance Measure (3rd ed.) Ottawa, ON: CAOT Publications ACE).
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Using Observable Performance AND
Patient-Reported Outcomes Together
• As an example, let’s return to our case client, John. Earlier you
•

saw his self report on his goals and his performance and
satisfaction with them in the COPM.
Now click HERE to watch the Executive Functioning Performance
Test (EFPT) (Baum et al, 2008) being administered that lets you
compare self report to observable performance in context.
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EFPT data-1 (self report)
On the following
slides, you’ll find
more EFPT
performance data
from this
assessment.
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EFPT data-2 (actual task)

61

EFPT data-3 (summary & clinical implications)
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Evidence-based intervention planning:
Comparing performance & patient-reported
outcomes

•

ACTIVITY : Review the case study self report and objective
performance data about John from the EFPT.
– Which issues did the client report were of greatest concern to
him?
– What activity performance issues did you observe with John?
– What were the differences between self report and performance?
Might there be awareness or judgment issues affecting the
client’s ratings and performance?
– What is the value of doing both performance and self-report
assessments when planning interventions?
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Case Example 2: Comparing Observable
Performance to Patient Report Outcome
Measures
Two tests chosen to determine fall risk
Berg Balance Scale:
• Clinician Rated
• 14 item static and dynamic balance
measure
• Items include sitting to standing,
standing balance, turning, stepping
onto a stool, reaching to the floor,
etc.
• Score < 45 indicates fall risk

Activities Specific Balance Confidence (ABC)
Scale:
• Patient Reported
• 16 questions that determine a patient’s
confidence in their balance during specific
activities
• "How confident are you that you can
maintain your balance and remain steady
when you....”
–
–
–
–

Walk inside
Walk outside
Pick things up
Etc

• Scores < 67% indicates a risk for falling

Case Example 2: Comparing Patient-report
to Clinician Rated Measures
Berg Balance Scale results:
• Score of 41/56
• Indicates at risk for falls
• Sample Item: Reaching to Floor
4) able to pick up slipper safely and easily
3) able to pick up slipper but needs supervision
2) unable to pick up but reaches 2-5cm (1-2 inches) from slipper and keeps
balance independently
1) unable to pick up and needs supervision while trying
0) unable to try/needs assist to keep from losing balance or falling
Click HERE to see a video of a client performing an item from the BBS
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Case Example 2: Comparing Patientreport to Clinician Rated Measures
Activity-Specific Balance Confidence Scale results:
• The score on this self report assessment of 74%
indicates the patient perceives he is NOT at risk of falls
– Example answers are below: "How confident are you that you can
maintain your balance and remain steady when you....”






bend over and pick up a slipper from the front of a closet floor? 90%
walk up or down stairs? 100%
are bumped into by people as you walk through the mall? 80%
stand on a chair and reach for something? 30%
walk outside on icy sidewalks? 30%
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Case Example 2: Comparing Patientreport to Clinician Rated Measures
•

ACTIVITY: Answer the following questions about this case:
– Is there a mismatch between the patient’s self report of confidence in his
balance and his actual abilities?
– If so, what would you do clinically to work on this self awareness issue in
your intervention with this client?
– As a clinician, why is it important to document both self report and actual
performance outcomes?
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Evidence-based Intervention Planning:
Measuring Change over Time
•

•

In addition to thinking about observable performance vs. self
report measures, there are also a number of key questions you
should be asking yourself about how to document outcomes and
measure change over time. They include:
– How will you record and document clinical changes over time?
– Are your assessment tools sensitive to measuring change?
What are the best ways to determine meaningful change (e.g.,
MDC/MDIC)?
– How will you use outcome measures to inform discharge
planning and referrals to next level of care, other
professionals, and community resources?
You will learn more about these concepts in Module 3
68

Outcome Assessment & Intervention
Planning: Making an Action Plan in your
Practice

•

Summary Activity:
– Now that you’ve examined outcome-based assessment and intervention
planning, you’re ready to make an action plan to incorporate outcome
assessments into your future practice.
– Use the worksheet on the following page to develop an outcome plan for
one of the following rehabilitation groups, and share it with the other teams





Stroke inpatient rehabilitation
TBI inpatient rehabilitation
SCI inpatient rehabilitation
Multiple Sclerosis inpatient rehabilitation
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ICF Outcome Assessment Toolbox Worksheet

Body Structure/
Function

Activity

Participation

Environment

Quality of Life
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What’s Next:

•
•

Module 3 gives you critical information to understand and apply
measurement principles.
Module 4 summarizes ways to support you in developing your
outcome plan in your practice, and strategizing the challenges to
doing so.
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Questions and
Discussion
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Help us improve…
Thank you for downloading the Outcomes Measurement Educational Modules.
Please help us enhance and improve this resource by completing our short (10
minute) survey:

https://www.surveymonkey.com/s/B6QT3GT
Thank you!

