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Index of Outcome Measures by Condition/Diagnosis

ACL injuries Hip/Knee Osteoarthritis
1 Lysholm Score T WOMAC
1 GUG
 LEFS
Al zhei mer 6s
1 Gait Speed
1 Six Minute Walk Test LE Musculoskeletal Disorder
1 Timed Up and Go Test 1 LEFS
Elderly (>65 v.0.) Low Back Pain, Chronic or Acute
1 Berg Balance Test 1 FABQ
1 Gait Speed 1 Oswestry Disability Index
17 POMA 1 Quebec Back Pain Disability Scale
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1 TUG

Multiple Sclerosis
T Six Minute Walk Test

Hip Fracture with Surgical Repair
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1 SFK36 Neck Pain/Cervical Radiculopathy
T Six Minute Walk  NDI

1 SPPB



Pain
T NPRS
M1 PI-NRS

Parkinsonism

ABC Scale

Berg Balance Test
Functional Reach Test
Gait Speed

GUG

Romberg Test

SF36

Six Minute Walk Test
TUG

UPDRS

=4 =2 -0_-0_49_9_45_42_42._-2-

UE Dysfunction/Musculoskeletal Disorder

1
1
1
1

Stroke

= =4 —-a_a_-8_-98_-2

ASES
DASH
Penn Shoulder Score
SPADI

ABC Scale

Berg Balance Test
FugkMeyer Assessment
Gait Speed

Six Minute Walk Test
Stroke Impact Scale
Wolf Motor Function Test

Total Hip/Knee Arthroplasty

1
1

SF-36
WOMAC



ABC

Activities-specific Balance Confidence Scale

The ABC Scale is a iem questionnairesed to measure balance confideincgpecific situations ranging from walking inside the
home to walking on icy sidewalks.

Subjects arasked to rate thegonfidence level on an 1doint scale thatanges from 0% (no confidence) to 100% (complete
confidence)n performing each activity without losing balancebecoming unsteady.

Scores range from 0% to 100% with a higher percentage indicating a higherelee of confi dence i n oneds ¢
activity. (Salbach, et al., 2006; Steffan and Seney, 2008).

Diagnosis MDC (CI) Study Sample Population Author Year

Parkinsonism 13% (95%) 37 community dwelling persons with Steffan and Seney 2008
parkinsonism
Mean age: 71

Stroke 13.99 %* 91 community dwelling persons with residu Salbach, et al. 2006
walking deficit post stroke
Mean time from stroke: 227 days
Mean age: 72

*calculation by researchelbased on SEM of 5.05 and CI of 9§%en in artick.
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ASES

American Shoulder and Elbow Surgeon®®

The patient selfeport section of the ASES is a conditgpecificscak intended to measure functional limitations and paithef
shoulder. Te original ASES consists of twamrtions, anedicalprofessional assessment section and a patienepelftsection.
The patient selfeport sectionis a patient selévaluation questionnail@nsisting of twalimensionspain and activities odaily

living.
The pain score is calculated from girgle pain question arttle functon score from the sum of the §jQestions addressirignction.
The pain score and function composite scorenaighted equally (50 points each) and combined for asote¢ out of a possible

100 points.

A lower function score is equal decreased function. (Michener, 2002).

Diagnosis MDC (CI) Study Sample Population Author Year
Shoulder dysfunction 9.7 points (90%) 63 patients with shoulder dysfunction
including the following: receiving outpatient PT
Mean age: 51.7 Michener 2002

(# of patients in study with dx)
impingement syndrome 25
Instability/dislocation 2
Rotator cuffsyndrone 2
Adhesive capsulitis 5
Hemiarthroplasty 1
Shoulder weakness 2
Humeral fracture 5
Rotator cuff and

adhesive capsulitis 6
Statu® post surgery 15
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Berg Balance Test
The BBT measures both static and dynamic aspedialafce using a ldem scale that quantitatively assesses balance and risk for
falls in older communitydwelling adults through direct observation of their performance.

The scale typically requires 10 t o abiitgtomaintain batasce dtatically or oypiigéhe e a n
performance of various functional movements, for a specified duration of time.

Each item is scored from O to 4, with a score of O representing inability to complete the task and a score of ahgepresent
independence with task.

A total score is calculated out of 56 possible points. (Blum, 2008).

BBT Scoring (points):

0-14 severe balance impairment
1532 moderate balance impairment
3349 mild balance impairment
50-56 normal balance
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Berg Balance Test

Diagnosis MDC (ClI) Study Sample Population Author Year
5 points (95%) 37 community dwelling Steffan and Seney 2008
Parkinsonism persons with Parkinsonisn
Mean age: 71

26 community dwelling

Parkinsonism 2.84 points (95%) withPar ki ns o Lim, et al. 2005

(Hoehn and Yahstage
ranging from 1-3)
Mean age: 62.5

48 patients receiving

5.8 points (90%) inpatient rehabilitation Stevenson 2001
Stroke Mean time since stroke
6.9 points (95%) onset: 30.3 days

Mean age: 73.5

Score rangef5%): Convenience sample of 11

0-24 5 points people > 65 years Donoghue et al. 2009
Elderly (>65 years) 25-34 7 points Mean age 80.5
3544 5 points
4556 4 points
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DASH

Disabilities of Arm, Shoulder, and Hand

The DASH is a 30 item questionnaire with each item rated betwéewith higher scores equating to increased difficulty, pain or
lower function.Scores range from 0 to 100, with O reflecting no disabilitye DASH is regiorspecific and so allows comparisons
across diagnoses of the upmettremity. The DASH is usefr discriminative and evaluative purpos#éscontains two optional
modules for work and sports/performing arts (Schmitt and Di Fabio, 2804, dash.iwh.on.ca

DASH Score calculation:

[(sum ofn responsgsi 1] x 25 wheren is equal to the number of completed responses
n

A DASH score may not be calculated if there are greater than 3 missing items.

Scoring of optional moduleadd up assigned values for each response; divide(bymber of items); subtract 1; multiply by 25.
An optional module score may not be calculated if there are any missing items.

Diagnosis MDC (CI) Study Sample Population Author Year
Upper extremity | All diagnoses (90%): 211 patients with musculoskeletal upg Schmitt and Di Fabig 2004
musculoskeletal | 12.5 pants extremity problems receiving outpatie

problems rehabilitation

Subdivisions by diagnosis Mean age: 47.5
(90%):

Proximal dx 12.2 points

Distal dx 13.7 points
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FABQ

Fear Avoidanc@eliefs Questionnaire

The FABQ is used to quantify feavoidance beliefs specific to low back pain and can help predict those who have a high pain
avoidance behavior. The FABQ consists of 2 subscales. The first subscale {fi¢msHe Physical Actity subscale (FABEPA)
with a score range ofi024 points; and the second subscale (iterti§)ois the Work subscale (FAB®) with a score range ofi042
points. Patients must complete all items in the questionnaire, as there is no procedure to aujosbitete/unanswered items.
Higher scores indicate higher levels of feaoidance beliefs for both FABQ scales (George, 2010).

Each subscale is graded separately by summing the responses of each scalé ftereqbh item). For scoring purposes yohbf
the physical activity scale items are scored (24 possible points) and only 7 of the work items (42 possible pointsP(&ea@noe,

Waddell, et al., 1993).

FABQ Subscale Scoring:

1 FABQ Physical Activity (FABQPA):
Sum items 2, 3, 4, and 5 (tkeore circled by the patient for these items)

1 FABQ Work (FABQW):
Sumitems 6, 7, 9, 10, 11, 12, and 15 (the score circled by the patient for these items)

Diagnosis MDC (CI) Study Sample Population Author Year
FABQT PA 53 patients with chronic LBP
Chronic Low Back Pain|  (physical activity): receiving PT in outpatient setting George 2010

5.4 points (95%)

FABQ1T W
(work):
6.8 points(95%)

Mean age: 44.3
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Fugl-Meyer Assessment

The FM consists of 83-item upperextremity subscale (UEEM) anda 17-item lowerextremity subscale.

The UEFM items are related to movements of the proximal and distal parts of the upper extremities and include reflex testing,
movement observation, grasp testing and assessmewdrdination.

The items of the FM armainly scored on afoint scale from O to 2.

Scoring ranges from 0 to a maximum of 66 for the ENE

Higher scores indicate a higher level function (i.e. a lower level of impairment) (Deakin, et aj.J2@B®ng Lin, et al., 2009).

UE-FM Scoring(points):

0 Unable to perform
1 Able to perform in part
2 Able to perform
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Fugl-Meyer Assessment

Diagnosis MDC (ClI) Study Sample Population Author Year
UE-FM 7.2 points (95%) 60 patients receiving outpatient therap
following stroke
Chronic Stroke | LE-FM 3.8 (> 1 year since stroke onset) I-Ping Hsueh, et alf 2008
Mean age: 57.9
Motor FM 8.4
*Short FM (SFEM)
UE-S-FM 12.2 points (95%)
LE-S-FM 8.6

Motor-S-FM 16.0

Chronic Stroke | UE-FM 5.2 points (95%) 30 patients with chronic stroke

undergoing outpatient therapy JauHong Lin, et al.|] 2009

Mean time since stroke onset: 693.2 d¢
Mean age: 56.6

*The SFM (SHORT FM) also includes both subscales. the UESFM and the LES-FM). Each of the subscales has 6 items
retrieved from the FM. The raw scores of each subscale of M &n be transformed to Rasch interval scores ranging from 0 to
100. The total motor SFM score ranges from 0 to 20@r{¢) Hsueh, et al., 2008).
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Functional Reach Test

The FRT is a static balance test designed to measure margins of stabilitiional reach immeasured using a leveled "yardstick"
secured to the wall at right acromion heightibjects arasked to make adfi and extend their arm forwarthe placement of the end
of the third metacarpal along tlgardstick isrecordedposition 1) Subje t s ar e t hReach asrasforwandag yeudcan gé
withouttaking a step. The placement of the end of ttiérd metacarpal imgain ecorded (position 2).

The upper extremity isot allowed to contact the wall duringghmaneuverNo attempg aremade to control theubjects' methadof
reach. Functional reachdefined aghe mean difference between positiorentl 2 over thretials.

Scores of less than 483 cm indicate limited functional balanddost healthy individualsvith adequate function balance gaach
25 cmor more.(Duncan, et al. 1990).

Diagnosis MDC (ClI) Study Sample Population Author Year
Parkinsonism 9 cm forward reach (95%) 37 community dwelling persons with | Steffen and Seney 2008
7 cm backward reach (95% Parkinsonism
Mean age: 71
Parkinsonism 11.5 cm (95%) 26 community dwel |l Lim, et al. 2005
(Hoehn and Yahstage rangingrom 1-3)
Mean age: 62.5
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Gait Speed

Gait speed is a measure of overadllking performance, but does notlude an endurance component.
Both fast and comfortable gaipeeds are often measured to enthaepatients have trability to change walking speed.

For the test of comfortable gapeed, subjects walk 10 meters andimsguctedtdi wal k at your owrspeedo mf or t a
and stop whenyoureathhe f ar | ine. O

For the test of fast gadpeed, subjects watke1lO neterswi t h t he i nstruasipos ¢tanfnsval &l aswahlls
the far line.

Time to complete theentral 6 reters ismeasured to theearest 100th of a second.

Time startsvhen anypart of the foot crossdbe plane othe first tapelineand endsvhenany part of the foot crossése planeof the
6 meter mark.

Gait speeds are generadigiculatedn meters per second (Steffan and Seney, 2008).
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Gait Speed

Diagnosis MDC (ClI) Study Sample Population Author Year
Elderly (> 65 y.0.)| Free gait speed .19m/s (90%) 52 ambulatory participants recruited
from Senior Day Centers Mangione, et al.| 2010
Fast gait speed .21 m/s (90%) Mean age: 78
Al zhei m .09 m/s (90%) 51 patient s sfomt h
inpatient and day care facilities Ries, et al. 2009
Mean age: 80.71
s/p hip fracture w/ .17 m/s (90%) 108 community dwelling patients s/p
surgical repair hip fracturewith surgical repaifwithin Latham, etl. 2008
last 17 days);
Age: >65 years
All patients (90%) 35 patients post stroke receiving
Stroke (with or without physical assist) .30 m rehabilitation in inpatient facility Fulk and 2008
Mean age: 67.4 Echternach
With physical assist .07 m/s (90%)
No physical assist .36 m/s (90%) Mean time post stroke: 34.5 days
Parkinsonism | Comfortable speed  .18m/s (95%) 37 community dwelling persons with| Steffan and Sene| 2008

Fast speed .25m/s (95%)

parkinsonism

Mean age: 71
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GUG
Get Up ad Go Test

To perform the GUG test, subject is seated on a staitmagtit chair with armrests in front of a 20 meter unobstructed corridor. The

finish line is marked with a strip of tape placed 15.2 m away from the front edge of the chair. Subjacicieth® sit with their

back touching the back of the chair. On the commandariddgoo, t h
The subject is instructed not to slow down before crossing the finish line.

Timeismeasurehi seconds from the command fAigoo until the subject crc
during the test.

Subjects who use canes or other assistive devices are permitted to use them during the test.

GUG Scoring:

Normal

Very slightly abnormal
Mildly abnormal
Moderately abnormal
Severely abnormal

a b wWNPEF

"Normal" indicates that the patient gave no evidence of being at risk of falling during the test or at any other time.
"Severely abnormal” indicates that the patiemiesped at risk of falling during the test.

Intermediate grades reflect the presence of any of the following as indicators of the possibility of falling: undue $lesitessy,
abnormal movements of the trunk or upper limbs, staggering, stumbling.

A patient with a score of 3 or more on the @ptand Go Test is considered at risk of falling (Mathias, et al., 1986; Piva, et al., 2004).
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GUG
Get Up and Go Test

Diagnosis MDC (ClI) Study Sample Population Author Year
Convenience sample of 130 participan|
Knee osteoarthritis 1.27 1.5 seonds* of a larger study;
(95%) n=105 with knee OA Piva, et al. 2004
Mean age: 62
n=25 controls
Mean age 57
26 community dwel |l
Parkinsonism 1.63 seconds (95%) | (Hoehn and Yahstage rangindgrom 1-3) Lim, et al. 2005

Mean age: 62.5

*variance due to intraand interstester measurement differences
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LEFS

Lower Extremity Functional Scale

The LEFS is a 2@tem conditiorspecific questionnairdesigned for use with individuals wihavemusculoskeletatonditions of the
lower extremity

Each item of th&EFS is scored on &point scale ranging frofd (unable to perform/extreme difficulty) to 4 (no difficulty).

LEFS scores range from 0 to 80 poimtath higher scores represtirng higher functional levels (¥ Pua, 2009)

Diagnosis MDC (CI) Study Sample Population Author Year
Lower extremity 9 points (90%) 107 patients in outpatient physical theraj
musculoskeletal clinic Binkley 1999
dysfunction Mean age: 44
Hip Osteoarthritis 9.9 points (95%) 100 community dwelling adults with
systemic hip OA Y.H. Pua, et al. 2009
Mean age: 62
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Lysholm score

The Lysholm score is used as@nprehensiveutcome assessment fatnts with ACL injuries.

This scale i®ften used at six, nine, and twelve mortihglocument early return to function.

This scale evaluates instability (25 points), pain (25 points), locking (15 points), swelling (10 points), stair climpwigt€0limp
(5 points), support, such as udfeassistive device (5 points), and squatting (5 points).

The maximum score is 100 points with a higher score denoting better function.

The Lysholm Sore is generally not interpreted the basis of its individual items (Briggs, 2009).

Lysholm Scorin:

<65 Poor
65-83 Fair
84-90 Good
>90 Excellent
Diagnosis MDC (CI) Study Sample Population Author Year
ACL injuries 8.9 points (95%) 712 patients s/p ACL reconstructig Briggs 2009

surgery
Mean age: 37
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NDI
Neck Disability Index

The NDIis a questionnaire containing 10 items of whielienarerelated to activitiesf daily living, two related to pain, and one
item related taoncentration.
Each iem is scored from 0 to 5 withtatal possiblescoreof 50 points.

The total scorés expressed as a percentd@g multiplying the numerical raw score by two to obtain percentag#) higher scores
correspondingo greater disability (Cleland, 2006; Vernon and Mior, 1991).

NDI scoring (points and percentage):

0-4 points 0-8% no disability

5-14 10-28% mild disability
1524 30-48% moderate disability
25-34 50-68% severe disability
>34 >72% complete disability
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NDI
Neck Disability Index

Diagnosis

MDC (CI)

Study Sample Population

Author

Year

Cervical radiculopathy

10.2 percent (95%)

38 patients undergoing
outpatient PT treatment
Mean age: 51.2

Cleland

2006

Neck pain
(with or without
concomitant upper
extremity symptoms)

10.2 percent (95%)

91 patients with neck pain
Mean age 47.8

Young

2009

Non-specific neck pain

10.5 percent (95%)

183 patients with
nonspecific neck pain
Mean age: 45.8

Pool

2007
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NPRS

Numeric Pain Rating Scale

The NPRS is based on af+point numerical rating scafer determining pain intensity, ranging fra@n(nopain) to 10 (worst pain
imaginable).

The questios associated with the NPRSsars f ol | ows: &mn@Qvesr, tlhey pasit ha4 your pain b
over the past-2ays , how bad has your pain been?0 (Spadoni, 2004) .

Diagnosis MDC (CI) Study Sample Population Author Year
Pain (norchronic) in 3 points (90%) 220 patients receiving outpatient
one of following sites: | for pain over last 2 dayg treatment for musculoskeletal conditig Spadoni 2004
Upper extremity Age: > 16 years old
Head, neck, thorax 3.5 points (90%)
Low back, pelvis for pain over last 24
Lower extremity hours
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Oswestry Disability Index
The Oswestry Disability Index is a self report questionnaire that meatheekegree to which back or leg panpacts functional
activities.

It is divided into ten sections thassess the level piin and interference witphysical activitiesuch as sleepingglf-care, sex life,
social life andraweling.

Eachquestion has a possible six responses wéiielscored fror to 5. Patients cheane response statememteach section that is
most relevant to them.

The scordor each section iadded and divided by the total possibdere (fifty ifall sections are completed), witte resulting score

multiplied by a hundred to yield gercentage score with 0% equivalent to no disabilityl0@i®o equivalent to a great deal of
disability (Maughan, 2010 and Dawson, 2010).

Oswestry Scoring:

Total possible scorf®r each section: 5 points;the first statenent is markedhen the section score =ibthe last statement is marked
the section score 5.

If all ten sections are completed the score is calculated as follows:
Total points scored divided by 50 (total possible score) x 100 = %

If one section imot applicable or is missed, then the total possible score is reduced by 5 points (thus, 45 x 100 = %
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Oswestry Disability Index

Diagnosis MDC (ClI) Study Sample Population Author Year
Chronic LBP 16.7 percent (95%) 63 patients with chronic
LBP reeiving physical Maughan 2010
therapy treatment
Mean age: 52

Low Back Pain (with or 10.5 percent (90%) 106 patients receiving Davidson and
without referral to lower outpatient PT for LBP Keating 2002

extremity) ages: 18 71
Back pain previas year 5.94 percent (90%) 296 nursing students

(n=214) Mean age: 25.9 Dawson 2010

Back pain on day of 6.43 percent (90%)
study
(n=82)
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Penn Shoulder Score

The Penn Shoulder Score (PSS) is a condgetificselfreport meaure.It uses a 100point scaleconsising of 3 subscales,
including pain, satisfaction, and function.

The pain subsda consists of 3 pain itensldresmg pain at rest, with normal activities and wgtrenuous activitiesAll itemsare
based on 40-point numeric at i ng scal e wiptah nd®md amai Widsvop Bt d PdD&

Points are giverfor each item by subtracting the number circled ftbenmaximum of 10. Thus, a patient recei88goints for
complete absence of pain. If a patiemas alle to use the arm for normal strenuousctivities, 0 points are scored for that item.

Patient satisfactio with shoulder function is assessed with gobiht numeric rating scale. Tendpoi nt s ar e O006not sa
00very s anaximsinh of £0obinté for this section indicatesthathe pat i ent 1is O06very satisfied
function of their shoulder.

The function subsection is based on a sum afe20s, using a 4 pointcale. Theresponsept i ons i ncl ud&(mich ( candt
difficulty), 2 (with some difficulty),and 3 (no difficulty).A patient receive$§0 points if all activities can gerformed without
difficulty. Because some items ihis subscale may not be applicable to all patients; thkes pons e @t idon mefdo de i n

available.For scoring purposes, the total possible pdimtshe function subscale is reduced by 3 whendpt#on is circled. Scoring
is based on a percentagetod total possible points

The total PSS maximum score of liflicateshigh function, low pain, and high satisfaction witke shoulder functionThe PSS can
be used in the aggregate or each subscale individilaifygin, 2006).

69



Penn Shoulder Score

Diagnosis MDC (ClI) Study Sample Population Author Year
Shoulder disorders Total score (90%) 12.1points 109 patients with shoulder
(the following conditions were disorders undergoing physica
included in study): MDC (90%) according to therapy treatment Leggin 2006

T
T
il

il
il

Impingement/tendonitis
Rotator cuff tear

Adhesive capsulitis/frozen
shoulder

Proximal humerus fracture

Acromioclavicular joint
arthritis

Glenohumeral joint arthritis

subscale:

Pain 5.2 points
Satisfaction 1.8 points
Function 8.6 points

Mean age 49.1
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The Pain Intensity Numerical Rating Scale usedlapoint numerical rating scafer determining pain intensity, ranging from 0 (no
pain) to 10 (very severe pain). When used as a graphic ratireg ackdcm baseline is used. (van der Roer, 2006).

PI-NRS

Pain Intensity Numerical Rating Scale

Diagnosis MDC (ClI) Study Sample Population Author Year
Subacute and chronic 4.0 points (95%) 658 patients receiving
neck pain and/or referre treatment for neck pain and/d Kovacs 2008
pain Categories (95%): referred pain
Neck pain only 4.2 points Mean age 54.1
Pain referred to an 6.2 points
Acute and chronic low Categories (95%): 1067 patients receiving
back pain (LBP) LBP only 3.7 points | treatment for acute or chroni Kovacs 2007
Pain referredto leg 5.4 points LBP
Mean age: 54.3
Acute Low Back Pain 4.7 points (95%) 442 patients with LBP
(304 acute LBP and 138 van derRoer 2006

Chronic Low Back Pain

4.5 points (95%)

chronic LBP)
Mean age: 46
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POMA

Performance Oriented Mobility Assessement, Tinetti
The Performanc®©riented Mobility Assessment (POMA) is an instrument ugedrovidean evaluation of balance and gdihe
POMA consists of 8 balance items and 8 gait items scoredimee poinbrdinal scale with a range of 0 to 2. A score of O represents
themost impairment, while a &presergindependence of theatient.

Thebalance items include sitting balance, rising from a duadr sitting down again, standing balanceeéegpen andyes closed),
and turning balance. The balance items apltb amaximum score of2 points (POMAB).

The gait itemsnclude gait initiation, step length, step height, seggth symmetry and continuity, path direction, &mohk sway,
addingup to a maximum score of 16 poifBBOMA-G).

The total score (POMA) ranges from 0 t@8 points. Lower scores indicate poorer performance.

In general, patients who scdrelow 19 are at a high risk for falls. Patients who score inaige of 1924 indicate that the patient
has a risk for fallsPatients scoring above 24 are considered at low risk for falls (Faber, et alTR@0Q86, 1986).

POMA Scoring (points):

<19 high risk for falls
19-24 at risk for falls
>24 low risk for falls.
Diagnosis MDC (CI) Study Sample Population Author Year
None specified 245 residents of either
(elderly: >65 y.0.) 5 points (95%) independent or nursing Faber, et al. 2006
home facility
Mean age: 84.9
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Quebec Back Pain Disability Scale

The QBPDS is 2Gitem self report questionnaire that meastheslevel of physical functioning in patiensth low back painEach
item is scored on apoint scale ranging fror® (no difficulty at all) to 5 (unable to do).Thetal score ranges from O (raysfuncton)
to 100 (maximum dysfunction) (van der Roer, 2006).

Diagnosis MDC (ClI) Study Sample Population Author Year
Acute Low Back Pain 32.9 points (95%) 442 total patients with LBP
Subdivided into: van der Roer 2006
304 acute BP
Chronic Low Back Pain 24.6 points (95%) 138 chronic LBP
Mean age: 46
Low Back Pain (with or 15 points (90%) 106 patients receiving outpatiel
without referral to lower PT for LBP Davidson and Keating 2002
extremity) ages: 18 71
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Roland-Morris Questionnaire

The Roland Morris Disability Questionnaire is@fadministered disability measutieat consists of 24 statements regardiogvity
limitationsdue to back pain, such as walking, lying and-eatke. Patients aigsked to answer yes or no to eatdtement. Each

positive answer is worth one point wihores ranging from 0 (no disability) to 24 (severely disab{&®Bughan, 2010 and Stratford,
1996).

Diagnosis MDC (ClI) Study Sample Population Author Year
Chronic LBP 4.9 (95%) 63 patients wh chronic LBP Maughan 2010
receiving physical therapy treatme
Mean age: 52
4-5 points (95%) 60 patients receiving PT in
Low Back Pain depending on score outpatient setting Stratford 1996
comparison* Mean age: 41

*According to Stratford, the MD for the Roland Morris varies according to the location of scores on the scale.

MDC of 4 points needed to deteatprovementvhen:
1 Initial score is between-41 points
1 Initial score is > 16 points

MDC of 4 points needed to detalsteriorationwhen

1 Initial score is < 7 points
1 Initial score is between 130 points

Additionally, improvement in patients with initial score of < 4 points or deterioration in patients with initial scoresin®0 p
cannot be detected with high degree of confidence.
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Romberg Teg

The Romberg Test and Sharpened Rombergarediests of statisalance that measure the abilitynbaintain balance with a
narrowed base of support

The Romberg Test jgerformed with feet togethand eyes open for 60 secorathsl with feet togetheand eyeslosed for 60 seconds.

The Sharpened Romberg Tesp&formed in a tandem standing positiasith the dominant foot behinithe nondominant foot for 60
seconds with eyes open and forgg@onds with eyes closed.

Timing starts after the subjebsassumedhe proper position and stopped itthe subject movelsis or her feet from the proper
position opensghis or her eyesn the eyeslosed trialsor when themaximum balance time of 60 secornglseached.

Subjects may bgiven assistance tssume the tepbsition.

Up to three trials may bgerformedif the maximum balance tims not reached in either of the firtrials. Upperextremity use is
not controlled during testing (Steffan and Seney, 2008).

Diagnosis MDC (CI) Study Sample Popilation Author Year

Standard Rombern®5%)

Eyes open 10 seconds 37 comnunity dwelling persons with
Parkinsonism | Eyes closed 19 seconds Parkinsonism Steffan and Seney 2008
Mean age: 71

AShar pened9%5R)o m
(Tandem stance)
Eyes open 39 seconds
Eyes closed 19 seconds
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SF 36
36-Item ShortForm Health Survey

The SF36isaqualityof-l i f e questionnaire used to assess physical .and

These concepts are:

(1) limitations in physical activities because of health problems (Physical Functioning),

(2) limitations in social activities because of physical or emotional problems (Social Functioning),
(3) limitations in usual role activitigsecause of physical health problems (RBleysical),

(4) bodily pain (Bodily Pain),

(5) psychological distress and wéking (Mental Health),

(6) limitations in usual role activities because of emotional problemsi(Rwietional),

(7) energy and fatige (Vitality), and

(8) general health perceptions (General Health).

These 8 domains are relevant to general functional status andeiegl

For each scale, item scores are coded, summed, and transformed, with final values (expressed as a pangergdgmn 0 (worst
health) to 100 (best health) (Steffan and Seney, 2008).
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SF 36 (36ltem Short-Form Health Survey)

Diagnosis MDC (CI) Study Sample Population Author Year
SF subscales (95%):
Physical Functioning 28 37 community dwelling persons with
Rdei Physical 45 Parkinsonism
Par ki ns g BodilyPain 25 Mean age: 71 Steffen and Seney, 2008
General Health 28
Social Functioning 29
Rolei Emotional 45
Vitality 19
Mentd Health 19
SF Subscales (95%)
Physical Functioning 18.99 | 469 patients/p THA in Spanish hospital syste
s/p Total Hip Rolei Physical 22.71 Mean age: 69.4
Arthroplasty (THA) | Bodily Pain 38.09 Quintana 2005
General Health 27.73
Social Functioning 42.05
Rolei Emotional 30.33
Vitality 31.35
Mental Health 23.33
s/p hip fracture and 108 community dwelling patients s/p hip
surgical repair (non | Physical Functioning 22.82 fracture and surgical repair (within last 17 Latham, et al. 2008
THA) (90%) days)
Age: >65 years
SF Subscales (95%)
Physical Functioning 19.50 | 516 patient s/p TKA in Spanish hospital syst¢
s/p Total Knee Rolei Physical 26.97 Mean age: 71.6
Arthroplasty (TKA) | Bodily Pain 37.91 Escobar 2007
General Health 27.40
Sceial Functioning 41.23
Rolei Emotional 28.52
Vitality 29.84
Mental Health 24.19
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Six Minute Walk T est

The 6MWT tests endurance by measuring the maximum distance that a person can walk in six minutes.

The 6MWT may be conducted in anl@wide hallway with a 15n area marked off at-th intervals and large cones placed at each
end.

Subjects are readeHollowing instructions:

AWhesay 6go, 6 | want you to walk around this track. Kleep wal k
you need to rest, you can stop unt i | howdanyduocan walk ¥alyganbeginwhen a g a i
| say 6go. 60

The following encouragements are provided:

) after 1 minuwte, YOYWOhaaee5dmi ngtwse to go. 0
) at 2 minutesrkiK¥éep lhnapve he miomuwt evd® t o go. O
atd minutesi Keep up t he ug dad ew®@r kmi nut es | eft . o

) at 5 minutes, AYou are doing well. You have only 1 minut
Fifteen seconds prior to completion, subjects are informed that time will stop shortly, and thstoggiad at sixninutes.

Totaldistance walked imeasured to the nearest mdtteffan and Seney, 2008).
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Six Minute Walk Test

Diagnosis

MDC (ClI) Study Sample Population Author Year
Elderly (> 65y.0.) 65 m (90%) 52 ambulatory participants recruited from Senior Day Cent{ Mangione, et al| 2010
Mean age: 78
37 community dwelling persons with parkinsonism Steffan and 2008
Parkinsonism 82 m (95%) Mean age: 71 Seney
51 patients with Al zhei me
Al zhei m¢ 33.47 m(90%) facilities Ries, et al. 2009
Mean age80.71
37 patients post stroke receiving rehabilitation in inpatien
post Stroke 54.1 m (90%) facility
Mean age: 66.3 Fulk, et al. 2008
Mean time post stroke: 33.7 days
108 community dwelling patients s/p hip fracture with surgic
s/p hip fracture w/ | 53.51 m (90%) repair (within last 17 days); Latham, et al. | 2008
surgical repair Age: >65 years
120 community dwelling, ambulatory adults with MS
Multiple Sclerosis | 92.16 m (95%) (88% of participants had primary remittintfl% primary Paltamaa, et al| 2008

progressive; 1% unknown )
Mean age: 45

79




SPADI
Shoulder Pain and Disability Index

The SPADI is a 13em seltadministered questionnaire relating to pain and functistadiis othe shoulder region. Ihcludes a fre-

item pain scale and an eigtem disability scale. Each item is scored from 0 to 10, with total scores ranging from O to 100 for both the
pain and disability sectiorendhigher scores indicate greater disability.

The total SPADI is calculated as timean otthe pain and disability scal€Schmitt and DiFabio, 2004).

SPADI scoring:

Disability score: /80 x 100 =%
Note: If not all questions are answereliijide by the total possible score (thfid question is missed then divide by 70)

Total SPADI score: 130 x 100 =%
Note: If not all questions are answerddjide by the total possible scofthius if 1questionis missedthendivide by 120)

Diagnosis MDC (CI) Study Sample Population Author Year
Upper extremity 211 patients with musculoskeleta
musculoskeletal 18.1 points (90%) | upper extremity problems receivin| Schmitt and Di Fabio 2004
problems outpatient rehabilitation
Mean age: 47.5
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SPPB

Short Physical Performance Battery

The Short Physical Performance Battergpcomposite ofhreetimed tests:
(1) chair rise for fiverepetitionswithout the use of arms;

(2) standingbalance in positions of sidey sidestance, sersiandem stance, arfdll tandem stance; and
(3) walking speed over a 2.4¢h (8-t) course.

Eachtest is scored on a scale of 04towith atotal score range of02 points.

Higherscores indicate better function (Mangione, et al., 2010).

Diagnosis MDC (CI) Study Sample Population Author Year
s/p hip fracture w/ 3.42 points (9%) 108 community dwelling patients s/p
surgical repair hip fracturewith surgical repaifwithin Latham, et al. 2008
last 17 days);
Age: >65 years
Elderly (> 65 y.0) 2.9 points (90%) 52 ambulatory participants recruited
from Senior Day Centers Mangione, et al. 2010

Mean age: 78

81




Stroke Impact Scale
The Stroke Impact Scais a 59item selfreport assessment of stroketcome used to assess health related quality of life.

This testhas 8 domains:

(1) strength,

(2) hand function,

(3) mobility,

(4) physical and instrumental activities of ddilying (i.e., ADLS/IADLS),
(5) memory and thinking,

(6) communication,

(7) emotion, and

(8) social participation.

Scores for each domain range frOrto 100, and higher scores indicate a better HRQoL.

The strengthtemsare rated in terms of strength.

Memory, communicatiorADLs/IADLs, mobility, and hand function items are rated in termarabunt of difficulty.
Emotion and social participation items are rateterms of frequency.

Four of the subsdes (strength, hand functioADLs/IADLs, and mobility) can be combined into a compopitgsical domain
(CarodArtal, et al., 2008).
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Stroke Impact Scale

Diagnosis MDC (ClI) Study Sample Population Author Year

Domain (95%) 174 patients with stroke in outpatient
strength 31.70 points rehabilitation clinic

Stroke hand function 20.36 Mean time since stroke onset: 18.6 mont CarodArtal, etal.| 2008
mobility 18.99 Mean age: 56.9
ADL/IADL 23.22
memory 21.52
communication 24.05
emotion 24.09
social participabn 26.70
Composite
physical domain 13.23 points
Domain (95%) 74 patients with stroke receiving

Stroke strength 24.0 points rehabilitation at a medical center Lin, KC, et al. 2010
ADL/IADL 17.3 Mean time since stroke onset: 17.5 mont
mobility 15.1 Mean age: 54.1
hand function 25.9
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TUG
Timed Up and Go Test

The TUG is a mobility teggenerally usedbr thegeriatric populationit tess basic functional mobility and scored as the minimum
time needed to stand up fronstandard armchair, walk across a distamic@ meters (10ft) turnaround, walk backotthe chair, and
sit down again.

Subjects ar@nstructed to independenttyi s e o n t leoenforhably wailk dolearly marketistance of 3 mters turn around a
cone,walk back to the chair, and sit dowwith their back against the chair.

Timeisstartedoncé he subjectds backwhéenteheesubhectbbai baaéhdit enddes t he

Time to complete theourse igneasured to the neard€i0th of a second. Subjects may compleeemeasure twice with the average
of the two trials used (Faber, et al., 2006; Mangione, et al., 2010; Seffan and Seney, 2008).

Diagnosis MDC (CI) Study Sample Population Author Year
37 community dwelling persons with
Parkinsonism 11 seconds (95%) Parkinsonism Steffan and Seney 2008
Mean age: 71

51 patients with Al
Al zhei m¢ 4.09 seconds (90%) and day care facilities Ries, et al. 2009
Mean age: 80.71

52 ambulatory particip@s recruited from
Elderly (> 65 y.0.) 4.0 seconds (90%) Senior Day Centers Mangione, et al. 2010
Mean age: 78
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The UPDRS is the gold standard instrumesed to measure disease severity Par ki nsonos

UPDRS

Unified Parkinson Disease Rating Scale

It contains3 subscales:

| - Mentation, Behavior, and Mooftange_016),

Il - Activities of Daily Living (ADL) (range_0G52), and
[ll - Motor Examination (range 10108).

A total score (range i@76)can be derived by summating theubscaled.ower scores indicatelass involved disgse process

(Steffan and Seney, 2008).

Di sease.

Diagnosis MDC (ClI) Study Sample Population Author Year

Subscales (95%): 37 community dwelling persons with

Parkinsonism | Mentation, Behavior and Mood 2 poin parkinsonism
Activities of Daily Living 4 points Mean age: 71 Steffan and Sene] 2008
Motor Examination 11 points
Total Score (all scales) 13 poin
Motor Examination 15pointf 26 community dwel |

Parkinsonism (Hoehn and Yahstage ranging from 43) Lim, et al. 2005
Total Score (all scales) 15 points Mean age: 62.5
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Wolf Motor Function Test

The WMFT test is a laboratory based measurement used to assess upper extremity motor function.
This test quantifies upper extremity movement ability through timed single or multiple joint motions and functional tasks.

Progressing from proximal to distal joint movement, the test consists of 15 timed items, 2 strength measures and angtadity of
function scale for each of the timed items.

The quality of motor function scale is gp6int Functional Ability Scale where Odoes not attempt with the involved aamd 5 =
arm does participate/ movement appears to be normal

Tasks 1 to 6 of the WMFihvolve timed jointsegment movements, and tasks 7 to 15 consisted of timed integrative functional
movements

The speed at which functional tasks can be completed is measured by performance time and the movement quality when completing
the tasks is meased by functional ability.

The maximum time allowed to complete an item is 120 seconds.

The WMFT starts with simple items, such as placing the hand on a table top, and progresses to more challenging firks,motor tas
such as stacking checkers or pigkup a paper clip (Fritz, et al., 2008plf, et al., 2001Lin, et al., 2009).
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Wolf Motor Function Test

Diagnosis MDC (CI) Study Sample Population Author Year
(90%) (95%)
Subacute stroke | Performance Time Score .70 sec. .50 se( 96 individuals with
subacute stroke (B2 months)
Item Description participating in the EXCITE Fritz, et al. 2009
Forearm to table 1.8 2.1 national clinical trial
Forearm to box 1.4 1.6 Mean age: 62.3
Extend elbow 1.4 1.7
Extend éow with weight 2.0 2.4
Hand to table (front) 1.3 15
Hand to box (front) 1.6 1.9
Weight to box (Ibs) 4.3 5.2
Reach & retrieve 2.8 3.4
Lift can 1.6 2.0
Lift pencil 2.5 3.0
Lift paperclip 1.8 2.2
Stack checkers 2.6 3.2
Flip cards 1.0 1.2
Grip strength (Ibs) 0.1 0.1
Turn key in lock 0.8 1.0
Fold towel 1.0 1.2
Lift basket 1.7 2.0
Average WMFT FAS 0.1 0.1
*WMFT Performance Time  4.36 seconds (90%) | 57 patients post stroke (> 6 month
Stroke Mean time since stroke: 12.98 | Lin, et al. 2009
*WMFT FAS .37 seconds (90%) months
Mean age: 54.6

*Indicates that when the change scores of an individual stroke patient between 2 measurements reach 4.36 secondsendrotB& WVIFT
time andWMFT FAS respectively, the clinician may interpret the changes as true and reliable (i.e., beyond measurement erfo)9@¥sen t
confidence level (Lin, et al., 2009).
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WOMAC

Western Ontario and McMaster Universities Osteoarthritis Index

The WOMAC is adiseasespecific, sefadministeredjuestionnaire useaith patients who havkip or kneeosteoarthritis.
It containsa multtdimensionakcale made up of 24 items grouped into tlliegensions:

pain (five items),
stiffness (two items), and
physial function (17 items).

Each item has five response levedpresenting differerdegrees of intensity (none, mild, moderate, severextoeme) that are
scored from O to 4.

The final score fothe WOMAC isdetermined by adding the aggregsteres for pin, stiffness, and function.

The data istandardizedio a range of values from 0 to 100, where 0 represkatbkest health status and 100 the worst posstiates.

An improvement iachieved by reducinthpe overall score (Escobar, 2007).
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WOMAC

Western Ontario and McMaster Universities Osteoarthritis Index

Diagnosis MDC (ClI) Study Sample Population Author Year
Hip osteoarthritis WOMAC i PF 100 community dwelling adults wit]
(Physical function) systemic hip OA Y.H. Pua, et al. 2009
9.1 points (95%) Mean age62
Post Total Knee WOMAC Categories (95%): 516 patient s/[FKA in Spanish
Arthroplasty (TKA) | Pain 22.39 poi hospital system Escobar 2007
Functional Limitation 13.1 point Mean age: 71.6
Stiffness 29.12 poir
Post Total Hip WOMAC Categories (95%): 469 patients s/p THA in Spanish
Arthroplasty (THA) | Pain 21.38 poi hospital system Quintana 2005
Functional Limitation 11.93 point Mean age: 69.4
Stiffness 728 points
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Appendix B

Samples of All Outcome Measures Used in Study
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ACTIVITIES-SPECIFIC BALANCE CONFIDENCE SCALE*
(ABC)

Instructions to Participants:

For each of the following, please indicate your level of confidence in doing the
activity without losing your balance or becoming unsteady from choosing one of
the percentage points on the scale form 0% to 100%. If you do not currently do
the activity in question, try and imagine how confident you would be if you had to
do the activity. If you normally use a walking aid to do the activity or hold onto
someone, rate your confidence as it you were using these supports. If you have
any questions about answering any of these items, please ask the administrator.

The Activities-specific Balance Confidence (ABC) Scale*
For each of the following activities, please indicate your level of self-confidence
by choosing a corresponding number from the following rating scale:

0% 10 20 30 40 50 60 70 80 90 100%
no confidence completely confident

AHow confi dent a natlosg your balahca or begama unsieadlyl
when youé

t

e

(0]

1. éwal k around the house? = %

2 . ewal k up or down stairs? _ %

3. ébend over and pi ck wugclosetfleor i pher fr om
4. éreach for a smal.l can off a shelf at
5. éstand on your tiptoes and reach for

6. éeéstand on a chair and reach for somet hi
7. ésweep the floor? = %

8. éwal k ohousestd adcar pdrked in the driveway? %

9. éget into or out of a car? _ = %
10. éwal k across a parking |l ot to th
11. éwalk up or down a ramp? _ = %

12. éwal k in a crowded mal | where pe
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13. ¢é ar edinobypeople as you walk through the mall?__ %

14. é step onto or off an escalator whil e

15. é step onto or off an escalator whil e
cannot hold onto the railing? __ %

1 6. Koutsideonicy sidewalks? %

*Powell, LE & Myers AM. The Activities-specific Balance Confidence (ABC) Scale. J Gerontol
Med Sci 1995; 50(1): M28-34.
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AMERICAN SHOULDER AND ELBOW SURGEONS SCORE
(ASES)

Patient SE-Evaluation
Pain

How bad is your pain today (mark line)

no pain at all pain as bad
as it can be

Function Circle the number in the box that indicates your abilitydare: following
activities:

0= Unable to do; 1= Very Difficult to do; 2= Somewhat difficult; 3= Not difficult

Activity Right Arm Left Arm
1. Putonacoat 0123 0123
2. Sleep on your painful or affected side 0123 0123
3. Wash back/do up bra in back 0123 0123
4. Manage toileting 0123 0123
5. Comb hair 0123 0123
6. Reach a high shelf 0123 0123
7. Lift 10 Ibs above shoulder 0123 0123
8. Throw a ball overhead 0123 0123
9. Do usual work List: 0123 0123
10.Do usual sport List: 0123 0123

(Michener, 2002
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BERG BALANCE TEST

Name: Date:
Location: Rater:
ITEM DESCRIPTION SCORE (0-4)

Sitting to standing

Standing unsupported

Sitting unsupported
Standing to sitting

Transfers

Standing with eyes closed
Standing with feet together
Reaching forward with outstretched arm
Retrieving object from floor
Turning to look behind
Turning 360 degrees

Placing alternate foot on stool
Standing with one foot in front
Standing on one foot

Total

GENERAL INSTRUCTIONS

Please document each task and/or give instructions as written. When scoring, please
record the lowest response category that applies for each item.

In most items, the subject is asked to maintain a given position for a specific time.

Progressively more points are deducted if:

[11the time or distance requirements are not met

[10the subject’s performance warrants supervision

[10the subject touches an external support or receives assistance from the examiner

Subject should understand that they must maintain their balance while attempting the
tasks. The choices of which leg to stand on or how far to reach are left to the subject.
Poor judgment will adversely influence the performance and the scoring.

Equipment required for testing is a stopwatch or watch with a second hand, and a ruler
or other indicator of 2, 5, and 10 inches. Chairs used during testing should be a
reasonable height. Either a step or a stool of average step height may be used for item #
12.
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Berg Balance Test

SITTING TO STANDING

INSTRUCTIONS: Please stand up. Try not to use your hand for support.
() 4 able to stand without using hands and stabilize independently

() 3 able to stand independently using hands

() 2 able to stand using hands after several tries

() 1 needs minimal aid to stand or stabilize

() 0 needs moderate or maximal assist to stand

STANDING UNSUPPORTED

INSTRUCTIONS: Please stand for two minutes without holding on.
() 4 able to stand safely for 2 minutes

() 3 able to stand 2 minutes with supervision

() 2 able to stand 30 seconds unsupported

() 1 needs several tries to stand 30 seconds unsupported

() 0 unable to stand 30 seconds unsupported

If a subject is able to stand 2 minutes unsupported, score full points for sitting unsupported. Proceed to item
#4.

SITTING WITH BACK UNSUPPORTED BUT FEET SUPPORTED ON FLOOR OR ON A STOOL
INSTRUCTIONS: Please sit with arms folded for 2 minutes.

() 4 able to sit safely and securely for 2 minutes

() 3 able to sit 2 minutes under supervision

() 2 able to able to sit 30 seconds

() 1 able to sit 10 seconds

() 0 unable to sit without support 10 seconds

STANDING TO SITTING

INSTRUCTIONS: Please sit down.

() 4 sits safely with minimal use of hands

() 3 controls descent by using hands

() 2 uses back of legs against chair to control descent
() 1 sits independently but has uncontrolled descent
() O needs assist to sit

TRANSFERS

INSTRUCTIONS: Arrange chair(s) for pivot transfer. Ask subject to transfer one way toward a seat with
armrests and one way

toward a seat without armrests. You may use two chairs (one with and one without armrests) or a bed and a
chair.

() 4 able to transfer safely with minor use of hands

() 3 able to transfer safely definite need of hands

() 2 able to transfer with verbal cuing and/or supervision

() 1 needs one person to assist

() 0 needs two people to assist or supervise to be safe

STANDING UNSUPPORTED WITH EYES CLOSED

INSTRUCTIONS: Please close your eyes and stand still for 10 seconds.
() 4 able to stand 10 seconds safely

() 3 able to stand 10 seconds with supervision

() 2 able to stand 3 seconds

() 1 unable to keep eyes closed 3 seconds but stays safely

() O needs help to keep from falling

10z



STANDING UNSUPPORTED WITH FEET TOGETHER

INSTRUCTIONS: Place your feet together and stand without holding on.

() 4 able to place feet together independently and stand 1 minute safely

() 3 able to place feet together independently and stand 1 minute with supervision
() 2 able to place feet together independently but unable to hold for 30 seconds
() 1 needs help to attain position but able to stand 15 seconds feet together

() 0 needs help to attain position and unable to hold for 15 seconds

REACHING FORWARD WITH OUTSTRETCHED ARM WHILE STANDING

INSTRUCTIONS: Lift arm to 90 degrees. Stretch out your fingers and reach forward as far as you can.
(Examiner places a ruler at the end of fingertips when arm is at 90 degrees. Fingers should not touch the
ruler while reaching forward. The recorded measure is the distance forward that the fingers reach while the
subject is in the most forward lean position. When possible, ask subject to use both arms when reaching to
avoid rotation of the trunk.)

() 4 can reach forward confidently 25 cm (10 inches)

() 3 can reach forward 12 cm (5 inches)

() 2 can reach forward 5 cm (2 inches)

() 1 reaches forward but needs supervision

() O loses balance while trying/requires external support

PICK UP OBJECT FROM THE FLOOR FROM A STANDING POSITION

INSTRUCTIONS: Pick up the shoe/slipper, which is in front of your feet.

() 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 2-5 cm(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

TURNING TO LOOK BEHIND OVER LEFT AND RIGHT SHOULDERS WHILE STANDING
INSTRUCTIONS: Turn to look directly behind you over toward the left shoulder. Repeat to the right.
(Examiner may pick an object to look at directly behind the subject to encourage a better twist turn.)
() 4 looks behind from both sides and weight shifts well

() 3looks behind one side only other side shows less weight shift

() 2 turns sideways only but maintains balance

() 1 needs supervision when turning

() 0 needs assist to keep from losing balance or falling

TURN 360 DEGREES

INSTRUCTIONS: Turn completely around in a full circle. Pause. Then turn a full circle in the other direction.
() 4 able to turn 360 degrees safely in 4 seconds or less

() 3 able to turn 360 degrees safely one side only 4 seconds or less

() 2 able to turn 360 degrees safely but slowly

() 1 needs close supervision or verbal cuing

() 0 needs assistance while turning

PLACE ALTERNATE FOOT ON STEP OR STOOL WHILE STANDING UNSUPPORTED
INSTRUCTIONS: Place each foot alternately on the step/stool. Continue until each foot has touched the
step/stool four times.

() 4 able to stand independently and safely and complete 8 steps in 20 seconds

() 3 able to stand independently and complete 8 steps in > 20 seconds

() 2 able to complete 4 steps without aid with supervision

() 1 able to complete > 2 steps needs minimal assist

() O needs assistance to keep from falling/unable to try
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STANDING UNSUPPORTED ONE FOOT IN FRONT

INSTRUCTIONS: (DEMONSTRATE TO SUBJECT) Place one foot directly in front of the other. If you feel
that you cannot place your foot directly in front, try to step far enough ahead that the heel of your forward
foot is ahead of the toes of the other foot. (To score 3 points, the length of the step should exceed the length
of the other foot and the width of the stance should approximate the

subjectdés normal stride width.)

() 4 able to place foot tandem independently and hold 30 seconds

() 3 able to place foot ahead independently and hold 30 seconds

() 2 able to take small step independently and hold 30 seconds

() 1 needs help to step but can hold 15 seconds

() Oloses balance while stepping or standing

STANDING ON ONE LEG

INSTRUCTIONS: Stand on one leg as long as you can without holding on.

() 4 able to lift leg independently and hold > 10 seconds

() 3 able to lift leg independently and hold 5-10 seconds

() 2 able to lift leg independently and hold L 3 seconds

() 1tries to lift leg unable to hold 3 seconds but remains standing independently.
() 0 unable to try of needs assist to prevent fall

() TOTAL SCORE (Maximum = 56)

104



DisaBILITIES OF THE ARM, SHOULDER AND HAND

INSTRUCTIONS

This questionnaire asks about your
symptoms as well as your ability to
perform certain activities.

Please answer every question, based
on your condition in the last week,
by circling the appropriate number.

If you did not have the opportunity
to perform an activity in the past
week, please make your best estimate
on which response would be the most
accurate.

It doesn't matter which hand or arm
you use to perform the activity; please
answer based on your ability regardless
of how you perform the task.
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DisaBILITIES OF THE ARM, SHOULDER AND HAND

Please rate your ability to do the following activities in the last week by drding the number below the appropriate response.

NO MILD MODERATE SEVERE UNABLE
DIFFICULTY  DIFFICULTY  DIFFICULTY  DIFFICULTY
1. Open a tight or new jar. 1 2 3 4 5
2. Write. 1 2 3 4 5
3. Tum akey. 1 2 3 4 5
4. Prepare a meal. 1 2 3 4 5
5. Push open a heavy door. 1 2 3 4 5
6. Place an object on a shelf above your head. 1 2 3 4 5
7. Do heavy household chores (e_g., wash walls, wash floors). 1 2 3 4 5
8. Garden or do yard work. 1 2 3 4 5
9. Make a bed. 1 2 3 4 5
10. Carry a shopping bag or briefcase. 1 2 3 4 5
11. Carry a heavy object (over 10 lbs). 1 2 3 4 5
12. Change a lightbulb overhead. 1 2 3 4 5
13. Wash or blow dry your hair. 1 2 3 4 5
14. Wash your back. 1 2 3 4 5
15. Put on a pullover sweater. 1 2 3 4 5
16. Use a knife to cut food. 1 2 3 4 5
17. Recreational activities which require little effort

(e.g., cardplaying, knitting, etc.). 1 2 3 4 5

18. Recreational activities in which you take some force
or impact through your arm, shoulder or hand

(e.g., golf, hammering, tennis, etc.). 1 2 3 4 5
19. Recreational activities in which you move your

arm freely (e.g., playing frisbee, badminton, etc.). 1 2 3 4 5
20. Manage transportation needs

(getting from one place to another). 1 2 3 4 5
21. Sexual activities. 1 2 3 4 5
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DisSABILITIES OF THE ARM, SHOULDER AND HAND

WORK MODULE (OPTIONAL)

The following questions ask about the impact of your arm, shoulder or hand problem on your ability to work (including homemaking
if that is your main work role).

Please indicate what your job/work is:
£ | do not wark. (You may skip this section.)

Please circle the number that best describes your physical ability in the past week. Did you have any difficulty:

NO MILD MODERATE SEVERE UMNABLE
DIFFICULTY  DIFFICULTY  DIFFICULTY  DIFFICULTY

1. using your usual technique for your work? 1 2 3 4 5
2. doing your usual work because of arm,

shoulder or hand pain? 1 2 3 4 5
3. doing your work aswell as you would like? 1 2 3 4 5
4. spending your usual amount of time doing your work? 1 2 3 4 5

SPORTS/PERFORMING ARTS MODULE (OPTIONAL)

The following questions relate to the impact of your arm, shoulder or hand problem on playing your musical instrument or sport or
both.
If you play more than one sport or instrument (or play both), please answer with respect to that activity which is most important to

you.
Please indicate the sport or instrument which is most important to you:_
o | do not play a sport or an instrument. (You may skip this section.)

Please circle the number that best describes your physical ability in the past week. Did you have any difficulty:

NO MILD MODERATE SEVERE

DIFFICULTY  DIFFICULTY DIFFICULTY DIFFicuTy  UNABLE

1. using your usual technique for playing your

instrument or sport? 1 2 3 4 5
2. playing your musical instrument or sport because

of arm, shoulder or hand pain? 1 2 3 4 5
3. playing your musical instrument or sport

as well as you would like? 1 2 3 4 5
4. spending your usual amount of time

practising or playing your instrument or sport? 1 2 3 4 5

SCORING THE OPTIONAL MODULES: Add up assigned values for each response; divide by
4 (number of items); subtract 1; multiply by 25. ‘
An optional module score may not be calculated if there are any missing items. -

i INSTITUTE FOR WORX, & HEALTH 2006, ALL RIGHTE REBERVED



FEAR AVOIDANCE BELIEFS QUESTIONNAIRE (FABQ)

Purpose: The FABQ was developed by Waddell to investigate fear-avoidance
beliefs among LBP patients in the clinical setting.® This survey can help predict
those that have a high pain avoidance behavior. Clinically, these people may
need to be supervised more than those that confront their pain.

Scoring: The FABQ consists of 2 subscales, which are reflected in the division
of the outcome form into 2 separate sections. The first subscale (items 1-5) is the
Physical Activity subscale (FABQPA), and the second subscale (items 6-16) is
the Work subscale (FABQW). Interestingly, not all items contribute to the score
for each subscale; however the patient should still complete all items as these
items were included when the reliability and validity of the scale was initially
established. A low FABQW score (less than 19) was one of 5 variables in a
clinical prediction rule that increased the probability of success from Sl region
manipulation in individuals with low back pain.' Each subscale is graded
separately by summing the responses respective scale items (0 — 6 for each
item); for scoring purposes, only 4 of the physical activity scale items are scored
(24 possible points) and only 7 of the work items (42 possible points). The
method to score each subscale is outlined below. (Note: It is extremely important
to ensure all items are completed, as there is no procedure to adjust for
incomplete items.)

Scoring the Physical Activity subscale (FABQPA)
Sum items 2, 3, 4, and 5 (the score circled by the patient for these items).

Scoring the Work subscale (FABQW)
Sumitems 6,7, 9, 10, 11, 12, and 15.

Measurement Characteristics: The FABQ has been demonstrated to be valid
and reliable in a chronic LBP population® and appears to be a useful screening
tool for identifying acute LBP patients who will not return to work by 4wks.?

References:

1. Flynn T, Fritz J, Whitman J, Wainner R, et al. Clinical Prediction Rule for
Classifying Patients with Low Back Pain Likely to Respond to a Manipulation
Technigque. Spine (In Press) 2002.

2. Fritz JM, George 57, Delitto A. The role of fear-avoidance beliefs in acute low
back pain: relationships with current and future disability and work status. Pain
2001; 94:7-15.

3. Waddell G, Newton M, Henderson |, Somerville D, Main CJ. A Fear-Avoidance
Beliefs Qluestionnaire (FABQ) and the role of fear-avoidance beliefs in chronic
low back pain and disability. Pain 1993; 52:157-168
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FEAR AVOIDANCE BELIEFS QUESTIONNAIRE (FABQ)

WName:

Here are some of the things which other patients have told us about their pain. For each statement please circle any
number from 0 to 6 to say how much physical activities such as bending, lifting. walking or driving affect or would

COMPLETELY
DISAGREE

affect your back pain.

1. My pain was caused by physical activity 0

2. Physical activity makes my pain worse 0

3. Physical activity imght harm my back 0

4. Ishould not do physical activities 0
which (might) make my pain worse

3. I cannot do physical activities which 0

(might) make my pain worse

The following statements are about how your normal work affects or would affect your back pain.

COMPLETELY
DISAGREE

6. My pain was caused by my work or by 0
an accident at work
7. My work aggravated my pain 0
8 Thave a claim for compensation for my pain 0
9 My work 1s too heavy for me 0
10. My work makes or would make my pain worse 0
11. My work mught harm my back 0
12. I should not do my normal work with my 0
present pain
13. I cannot do my normal work with my 0
present pain
14. I cannot do my normal work until my pain 0
15 treated
15. I do not think that I will be back to my 0
normal work within 3 months
16. T do not think that I will ever be able to go 0

back to that work

[§]

[§]

[§]

It

(]

(]

(&1

[§]

[§]

[§]

(]

It

[§]

(]

COMPLETELY
AGREE
3 6
3 6
3 6
3 6
3 6
COMPLETELY
AGREE
3 6
3 6
3 6
3 6
3 6
3 6
3 6
3 6
3 6
3 6
3 6



FUGL-MEYER ASSESSMENT

Research report

Appendix 1

-
=y

1.2

1.3

1.4

1.

(%2}

1.

o

2

2.1
2.2
2.3
24
25

Scoring sheet for the Fugl-Meyer Assessment, devised from the
original paper (Fugl-Meyer et al, 1975).

Produced with permission of the publisher, Taylor and Francis. http:/mmww.tandf.co.uk

Shoulder / elbow / forearm

Reflex activity

1.1.1 Flexors (biceps and finger flexors)

1.1.2 Extensors (triceps)

Flexor synergy — volitional movement within synergy
1.2.1 Shoulder retraction

1.2.2 Shoulder elevation

1.2.3 Shoulder abduction

1.2.4 Shoulder external rotation

1.2.5 Elbow flexion

1.2.6 Forearm supination

Extensor synergy — volitional movement within synergy
1.3.1 Shoulder adduction / internal rotation

1.3.2 Elbow extension

1.3.3 Forearm pronation

Volitional movement mixing the dynamic flexor and extensor strategies
1.4.1 Hand on lumbar spine

1.4.2 Shoulder flexion

1.4.3 Forearm pronation / supination

Volitional movements are performed with little or no synergy dependence
1.5.1 Shoulder abduction

1.5.2 Shoulder flexion

1.5.3 Forearm pronation-supination

MNormal reflex activity

Wrist

Wrist stability — elbow 90

Wrist flexion/extension — elbow 90°
Wrist stability — elbow 0"

Wrist flexion/extension — elbow 0°
Circumduction

3 Hand

31
32
33
34
35
36
3.7

Mass flexion

Mass extension

Grasp A - distal finger grasp

Grasp B — thumb adduction grasp
Grasp C-thumb to index finger grasp
Grasp D - cylinder grasp

Grasp E - spherical grasp

4 Co-ordination/speed

4.1
4.2
4.3

Tremor
Dysmetria
Speed

Upper limb score

759

Score

0 1 2
0 1 2
0 1 2
0 1 2
0 1 2
0 1 2
0 1 2
0 1 2
0 1

0 1 2
0 1 2
0 1 2
0 1 2
0 1 2
0 1 2
0 1 2
0 1 2
0 1 2
0 1 2
0 1 2
0 1 2
0 1 2
0 1 2
0 1 2
0 1 2
0 1 2
0 1 2
0 1 2
0 1 2
0 1 2
0 1 2
0 1 2
0 1 2
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Appendix 2

Manual for the Fugl-Meyer Assessment

upper limb section
Produced with permission of the publisher, Taylor and Francis. http://www.tandf.co.uk

This appendix is based on the original report published in (and produced with the permission of)
The Scandinavian Journal of Rehabilitation Medicine.

The starting position for all the items is, unless otherwise stated, with the patient seated on a dining type chair
without arms. The patient’s forearms and hands should rest on the thighs in pronation. If sitting balance is a
concern a Velcro trunk strap may be used for safety.

Instructions should be given to the patient as shown in italics. At the same time the examiner should demonstrate
the movement. If the patient is unable to follow this, the movement should be modelled on the patient.

Scores are shown in shaded boxes.

Shoulder/elbow/forearm

1.1 Reflex activity

Fig 1: Reflex testing No activity 0
Reflex activity present 2

1.2 Flexor synergy
Touch your ear with your weaker hand.

The patient may be asked to repeat the movement
up to three times to enable observation.

Cannot be performed 0
Detail partly performed 1
Detail is performed faultlessly 2

Fig 2: Flexor synergy position

Manual for the Fugl-Meyer Assessment upper limb section.
Deakin, Hill and Pomeroy (2003) Adapted from
Fugl-Meyer and Jaasko (1976) http:/Avww.tanf.co.uk
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1.3 Extensor synergy

Starting position is the full flexor synergy (fig 2). The patient may be helped to
achieve the starting position.

Move your hand from your ear to your opposite knee.

The patient may be asked to repeat the movement up to three times to enable
observation.

Cannot be performed 0
Detail partly performed 1
Detail is performed faultlessly 2

Fig 3: Extensor synergy position

1.4 Volitional movement mixing synergies

1.4.1 Hand on the lumbar spine

Put your hand on your back.

The patient has to move forward on the chair for this item and may be given
some support for balance.

Score as previously, for a score of 2 the patient’s hand must go higher than the
anterior superior iliac spine.

1.4.2 Shoulder flexion 0-90°
Lift your arm straight up, keep your thumb pointing up.
Score as previously, the elbow must remain fully extended for a score of 2.

1.4.3 Forearm pronation/supination

Turn your palm face up and face down.

Starting position elbow actively held at 90°.

Elbow and shoulder position must be maintained to score 1 or 2.

1.5 Volitional movements without synergy

1.5.1 Shoulder abduction 0" to 90

Lift your arm out to the side.

Score as previously, elbow must be extended and forearm pronated to score 2.

1.5.2 Shoulder flexion 90°to 180°

Examiner may help the patient to achieve the starting position.

Lift your hand towards the ceiling, keep your elbow straight and thumb pointing
up.

Score as previously.

1.5.3 Forearm pronation/supination

Shoulder should be between 30°and 90" of flexion.

Turn your palm face up and face down, with your elbow straight.
Score as previously.

1.6 Normal reflex activity

Test only if full marks given in 2 or 3 markedly hyperactive 0
section 5. 2 lively or 1 hyperactive 1
Test the three reflexes as in 1 or no lively reflexes Z
section 1.1.
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2. Wrist

2.1 Wrist stability (elbow 90%)

Apply resistance at 15° dorsiflexion.

The elbow may be supported if needed.

Lift your hand and hold it there, keep your elbow
bent.

2.2 Wrist flexion/extension (elbow 90°)
The elbow may be supported if needed.
Lift your hand up and down, keep your elbow bent.

2.3 Wrist stability (elbow 90°)

Apply resistance at 15° dorsiflexion. The elbow may
be supported if needed.

Lift your hand, hold the position with your arm
straight.

2.4 Wrist flexion/extension
(elbow 90°)

The elbow may be supported if needed.
Lift your hand up and down with your arm straight.

2.5 Wrist circumduction
Move your hand around, keep your elbow bent and
your arm still.

3. Hand

For all the items the examiner may support the
patient’s elbow at 907,

3.1 Mass flexion
Make a fist.

3.2 Mass extension
Stretch out your hand.

3.3 Distal finger grasp
Grip my finger — hold it.

Fig 4: Distal finger grasp position

15" Dorsiflexion cannot be performed
Dorsiflexion performed but not against resistance
Position can be maintained against slight resistance

No voluntary movement

Voluntary movement but not through total passive
range

Movement through total passive range

15° dorsiflexion cannot be performed
Darsiflexion performed but not against resistance
Position can be maintained against slight resistance

No voluntary movement

Voluntary movement but not through total passive
range

Movement through total passive range

Movement cannot be performed
Jerky motion or incomplete circumduction
Detail performed fully and adequately

No flexion
Some but not full active finger extension
Full active flexion (compared to unaffected hand

No extension occurs
Can release mass flexion grasp
Full active extension (compared to unaffected hand

Required position cannot be achieved
Grasp is weak
Grasp maintained against resistance

[

-
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3.4 Thumb adduction grasp
Grip the paper between your thumb and hand.

Function cannot be performed

Paper held between thumb andindex metacarpal
can be kept in place but not against a tug

Paper is held well agianst a tug

Fig 5: Thumb adduction grasp position

3.5 Thumb to index finger grasp
Hold the pencil - keep it there.

Pencil cannot be held
Pencil can be held but not against a tug
Pencil is held against a tug

3.6 Cylinder grasp
Plastic mug diameter 8 cm.
Hold the mug — keep it there.

3.7 Spherical grasp
Tennis ball.
Hold the ball - keep it there.

4. Co-ordination and speed

Fig 6:

763

Pencil hold

Mug cannot be held
Mug can be held but not against a tug
Mug is held against a tug

Ball cannot be held
Ball can be held but not against a tug
Ball is held against a tug

Finger to nose test: The patient is blindfolded. He first performs the test with the non-

paretic side then the paretic side. Each test is timed.

Touch your finger to your nose five times as quickly as you can.

4.1 Tremor

4.2 Dysmetria
(error in endpoint destination)

4.3 Speed

No tremor
Slight tremor
Marked tremor

No dysmetria
Slight dysmetria
Marked dysmetria

Less than 2 seconds difference between sides

2-5 seconds difference
At least 6 seconds difference

Physiotherapy December 2003 /vol 89 /no 12
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FUNCTIONAL REACH TEST

Directions for Functional Reach Test

Using a yardstick mounted on the wall at shoulder height, ask the subject to position body close to, but not
touching the wall with arm outsiretched and hand fisted. Take note of the starting position by determining
what number the MCP joints line up with on the rule. Have the subject reach as far forward as possible in
a plane parallel with the measuring devise. Instruct subject to “Reach as far forward as you can go without
taking a step.” They are free to use various reaching strategies. Take note of the end position of the MCP
joints against the ruler, and record the difference between the starting and end position numbers. If the
feet move, that trial must be discarded and repeated. Guard the subject as the task is performed to pre-
vent a fall. Subjects are given two practice trials, then their performance on an additional three trials is
recorded and averaged. Scores less than 6 or 7 indicate limited functional balance. Most healthy individu-
als with adequate function balance can reach 10 inches or more.

(Duncan, et al., 1990
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Gait Speed

frigure 3 displays a suggested reliable, inexpensive method to collect WS by using the 10 meter
(m) walk test. It requires a 20m straight path, with 5m for acceleration, 10m for steady-state
walking, and 5m for deceleration. Markers are placed at the 5 and 15m positions along the path.
The patient begins to walk fAat a comfortabl e
until he or she reaches the other end. The Physical Therapist uses a stopwatch to determine how
much time it takes for the patient to traverse the 10m center of the path, starting the stopwatch as

soon as the patientds | imb crosses the first

pat i emnbtrosses the second marker. If a full 20m walkway is not available, shorter distances
can be used, as long as there is adequate room for acceleration and deceleration (e.g., 5ft
acceleration, 10ft. steady state, 5ft. deceleration).0

0 T gection -
N gometerWoR e
— —izzeleTotion 20N e
i

_—

Figure 3. Suggested methods for collecting 10 meter walk test times.

Walking Speed

[meter per second {mys)]
o 0.2 .4 0.& 0.8 1 1.2 1.4

.

Dependent in ADL's and
More likely to be |
Need Intervention to “

D0/ ta SHNFY

r'_..

Limited Community

Household Walker®
0 mph 0.4 mph 0.9 mph 1.3 mph 1.8 mph 2.2 mph 2.7 mph 3.1 mph
10 meter walk time 50 sec 25 sec 16.7 sec 12.5 sec 10 sec 8.3 sec 7.1 sec
10 foot walk dme 15.2 sec TG sec 3 sec 3.8 sec 3 sec 2.9 sec 2.2 sec

sec: seconds

ADL: acrivities of daily living; [ADL: instrumental ADLs DVC: discharged; W5: walking speed; mph: miles per hour

Figure 1. A collection of walking speed times that are linked to dependence, hospitalization,

rehabilitation needs, discharge locations, and ambulation category.

Fritz, Stacyad Lusardi, Michell e; AWhite Paqumalof
Geriatric Physical Therapyol. 32;2:09
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Get-up and Go Test

Instructions:
Ask the patient to perform the following series of maneuvers:

Sit comfortably in a straight-backed chair.

Rise from the chair.

Stand still momentarily.

Walk a short distance (approximately 3 meters).
Turn around.

Walk back to the chair.

Turn around.

Sit down in the chair.

@MNeMRWN =

Scoring:

Observe the patient's movements for any deviation from a confident, normal
performance. Use the following scale:

1 = Normal

2 = Very slightly abnormal
3 = Mildly abnormal

4 = Moderately abnormal
5 = Severely abnormal

"Normal" indicates that the patient gave no evidence of being at risk of falling
during the test or at any other time. "Severely abnormal” indicates that the patient
appeared at risk of falling during the test. Intermediate grades reflect the
presence of any of the following as indicators of the possibility of falling: undue
slowness, hesitancy, abnormal movements of the trunk or upper limbs,
staggering, stumbling.

A patient with a score of 3 or more on the Get-up and Go Test is at risk of falling.

Source:

Mathias S, Nayak USL, Isaacs B. Balance in elderly patients: the “get-up and go”
test. Arch Phys Med Rehabil. 1986;67:387-389.




LOWER EXTREMITY FUNCTIONAL SCALE (LEES)

The Lower Extremity Functional Scale

We are interested m knowing whether yon are havng any diffienlty at all with the activities listed below because of your lower hmb problem for which yon aze
encrently seeling attention. Please promde an answer for each actmty.

Today, do you or would you have any difficulty at all with:

Extreme Difficulty

or Unable to Quite a Brt of Moderate A Littie Bit of
Activities Perform Activity Dinculty Ditnculty Ditficulty No Difficurty
1 Any of your usual work, housework, or school activities 0 1 2 3 4
2 Your usual hobbies, re creational or sparting activities. 0 2 3 4
3 Getting into or out of the bath, 0 2 3 4
4 Walking between rooms. 0 2 3 4
5 Putting on your shoes or socks. 0 2 3 4
[ Souatting. 0 2 3 4
7 Lifting an object, like a bag of groceries from the floor 0 2 3 4
B Performing light activities around your home. 0 2 3 4
9 Performing heavy activities around your home. 0 2 3 4
10 Getting into or out of a car 0 2 3 4
11 Walking 2 blocks. 0 2 3 4
12 Walking a mile. 0 2 3 4
13 Going up or down 10 stairs (about 1 flight of stairs). 0 2 3 4
14 Standing for 1 hour, 0 2 3 4
15 Sitting for 1 hour. 0 2 3 4
16  Runnirg on even ground. 0 2 3 4
17 Running on uneven ground 0 2 3 4
18 Making sharp turns while running fast 0 2 3 4
19  Hopping 0 2 3 4
20 Rolling over in bed. 0 2 3 4

Column Totals:

Minimum Level of Detectable Change (90% Confidence): 9 points  SCORE: 1 80

Source: Binkley et al (1999): The Lower Extremity Functional Seale (LEFS): Scale development, measncement properties, and
clinical application. Physical Thempy. 79:371-383.
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Lysholm Knee Scale

Limp (5 Points)
None

Slight or periodic
Severe and constant

Support (5 Points)

Full Support

Cane or crutch

Weight Bearing impossible

Stair Climbing (5 points)
No problems

Slightly impaired

One step at a time

Unable

Squatting (5 Points)
No problem

Lightly impaired

Not past 90 degrees
Unable

TOTAL
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Walking, Running and Jumping

Instability (30 Points)
Never giving way
Rarely gives way except
for athletic or other
severe exertion

Gives way frequently
during athletic events
or severe exerfion

0

Occasionally in daily activities 10

Often in daily activities
Every step

Swelling (10 Points)
None

With giving way

On severe exertion
On ordinary exertion
Constant

Pain (30 Points)
None

Inconstant and slight
during severe exertion
Marked on giving way

5

0

25
20

Marked during severe exertion 15

Marked on or after walking
more than 1 %4 miles
Marked on or after walking
less than 1 % miles
Constant and severe

Atrophy of thigh (5 Points)

None
-2 cm
=2 cm

TOTAL

10
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The Neck Disability Index

Patient name:

File# Date:

Please read instructions:

This questionnaire has been designed to give the doctor information as to how your neck pain has affected your ability to manage everyday life. Please

answer every section and mark in each section only the ONE box that applies to you. We realize that you may consider that two of the statements in

any one section relate to you, but please just mark the box that most closely describes your problem.

SECTION 1-PAIN INTENSITY

1 TIhave no pain at the moment.

[1 'The pain is very mild at the moment.

[ The pain is moderate at the moment.

] The pain is fairly severe at the moment.

[[1  'The pain is very severe at the moment.

[] The pain is the worst imaginable at the moment.

SECTION 2-PERSONAL CARE (Washing, Dressing, etc.)

I can lock after myself normally, without causing extra pain.
I can lock after myself normally, but it causes extra pan.

It 1z painful to lock after myself and [ am slow and careful.
1 need some help, but manage most of my personal care.

I need help every day in most aspects of self care.

I do not get dressed; I wash with difficulty and stay i bed.

noooon

SECTION &-LIFTING

] 1 can lift heavy weights without extra pain.

1 T can Lift heavy weights, but it gives extra pain.

[]  Pain prevents me from lifting heavy weights off the floor, but I can
manage if they are conveniently positioned, for example, on a table.

[]  Pain prevents me from Lfting heavy weights off the floor, but I can

manage light to medium weights if they are conveniently positioned.

[T 1 can Lift very light weights.
I 1 cannot lift or carry anything at all.

SECTION 4READING

L T can read as much as T want to, with no pain in my neck.

1 T can read as much as I want to, with slight pain in my neck.

] 1can read as much as I want to, with moderate pain in my neck.

[l Ican't read as much as I want, because of moderate pain in my
neck.

] T can hardly read at all, because of severe pain in my neck.

[l T cannot read at all.

SECTION 5-HEADACHES

I have no headaches at all.

1 have slight headaches that come infrequenty.

I have moderate headaches that come infrequently.
I have moderate headaches that come frequently.

I have severe headaches that come frequently.

I have headaches almeost all the time.

oooooo

Instructions:

1. The NDI is scored i the same way as the Oswestry Disability Index.

SECTION 6-CONCENTERATION

— I can concentrate fully when I want to, with no difficulty.

I can concentrate fully when I want to, with shght difficulty.

I have a fair degree of difficulty in concentrating when I want to.
I have a lot of difficulty in concentrating when I want to.

— I have a great deal of difficulty in concentrating when I want to.
I cannot concentrate at all.

SECTION 7-WORK

I can do as much work as I want to.

I can do my usual work, but no more.

I can do most of my usual work, but no more.

I cannot do my usual work.
1 I can hardly do any work at all.
1 I can’t do any work at all.

[

SECTION 8-DRIVING

I can drive my car without any neck pain.

I can drive my car as long as I want, with slight pain in my neck.
I can drive my car as long as I want, with moderate pain in my
neck.

I can't drive my car as long as I want, because of moderate pan
in my neck.

I can hardly drive at all, because of severe pain in my neck.

] I can’t dnive my car at all.

SECTION 9-5LEEFING

1 I have no trouble sleeping.
My sleep is slightly disturbed (less than 1 hr sleepless).
1 My sleep is mildly disturbed (1-2 hrs sleepless).
1 My sleep is moderately disturbed (2-3 hrs slespless).
(1 My sleep 1is greatly disturbed (3-5 hrs sleepless).

My sleep is completely disturbed (5-7 hrs sleepless).

SECTION 10-RECREATION

I am able to engage in all my recreation activities, with no neck
pamn at all.

I am able to engage in all my recreation activities, with some
neck pan at all.

I am able to engage 1 most, but not all, of my usual recreation
activities, because of pain m my neck.

I am able to engage in few of my recreation activities, because of
pain 1 my neck.

I can hardly do any recreation activities, becanse of pain in my
neck.

I can’t do any recreation activities at all.

9, Using this system, a score of 10-28% (1.e., 5-14 points) 1s considered by the authors to constitute mild disability; 80-48% 1s moderats; 50-68% is

severe; 72% or more is complete,

12C



Numeric Pain Rating Scale
and
Pain Intensity-Numerical Rating Scale

Patient Name: Date:

0-10 Numeric Pain Intensity Scale*

Mo Moderate Worst
pain pain possible
pain

*If used as a graphic rating scale, a 10-cm basaling is recommended.

From: Acute Pain Management: Operative or Medical Procedures and Trauma, Clinical Practice Guidaline No. 1. AHCPR Publication

Mo, 920032 February 1992, Agency for Healthcare Research & Quality, Rockville, MD; pages 116-117.
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