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[Background and Purpose: Physical therapists tend o underuse re-
search evidence in clinical practice. Emerging research on knowl-
edge translation activities (KTAs) provides guidance to address this
problem. We describe a yearlong effort to promote clinical practice
behavicr change in neurologic physical therapists.

(Case Description: Physical therapy stroke and brain injury teams
in an inpatient rehabilitation setting implemented a quality improve-
ment project to encourage use of a novel, evidence-supported gait
training method (nonsupported gait training [NSGT]) for patients
with hemiparesis.

Intervention: The project consisted of multidimensional KTAs, in-
cluding (1) quarterly staff meetings at which NSGT was introduced,
raviewed, and discussed; (2) group and individual dialogue regard-
ing successes, challenges, solutions, and clinical decision-making;
(3) ongoing monitoring of and aggregate feedhack about appropriate
[NSGT attempts via chart audit; and (4) ongoing reminders, role mod-
eling. and clinical consultation. Specific staff perceptions about the
approach. captured by a mid-year survey, further informed tarpeted
problem-solving and clinical case presentations.

(Outcomes: In the first. second and fourth guarter, 50%, 60%, and
73% of eligible patients were trained with NSGT, respectively. A
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mic-year survey showed that 19% of therapists were very/moderately
familiar with NSGT before the quality improvement project, versus
75% at the 6-month point. Thirty-three percent stated that they used
NSGT almost alwaysiofien before the project, versus 66% at the
-month point.

ion: Extensive KTAs were feasible in in-

patient rehabilitation and were accompanied by a moderate increase
in documented and self-reported frequency of NSGT attempts. Clin-
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Case Report

Outcome Measures for Individuals
With Stroke: Process and
Recommendations From the American
Physical Therapy Association
Neurology Section Task Force

Jane E. Sullivan, Beth E. Crowner, Patricia M. Kluding, Diane Nichols,
Dorian K. Rose, Rie Yoshida, Genevieve Pinto Zipp

Background and Purpose. The use of standardized outcome measures (OMs)
can support clinicians’ development of appropriate care plans, guide educators in
curricular decisions, and enhance the methodological quality and generalizability of
clinical trials. The purposes of this case report are: (1) to describe a framework and
process for assessing psychometrics and clinical utility of OMs used poststroke; (2) to
describe a consensus process used to develop recommendations for stroke-related
OMs in clinical practice, research, and professional (entry-level) physical therapist
education; (3) to present examples demonstrating how the recommendations have
been utilized to date; and (4) to make suggestions for future efforts.

Case Description. A task force of 7 physical therapists with diverse clinical and
research expertise in stroke rehabilitation used a 3-stage, modified Delphi consensus
process to develop recommendations on OM use. An evidence-based systematic
review template and a 4-point rating scheme were used to make recommendations on
OM use by care setting and patient acuity, for research, and for inclusion in profes-
sional education.

Qutcomes. An initial list of 77 OMs was developed based on input from numer-
ous professional sources. Screening measures and duplicate measures were elimi-
nated. Fifty-six OMs received full review. Measures spanned the constructs of body
structure/function (21), activity (28), and participation (14). Fourteen measures
received a rating of “highly recommend.”

Discussion. Use of highly recommended OMs may provide a common set of tools
enabling comparisons across patients. interventions, settings, and studies. The use
of a clearly defined, comprehensive assessment template may facilitate the pooling of
data on OMs and contribute to best practice guidelines. Educational recommenda-
tions may inform curricular decisions.
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Clinician Survey: n=64
» 43 different outcome measures (OM)
* Frequency of reported stroke OM use:

Never Rarely Occasionally Often Regularly
4.7% | 10.9% 28.1% 14.1% 42.2%

Universityof Vermont
MEDICAL CENTER This was clinician survey results: perception of use of OM
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Clinician survey (n=64)

Number of barriers pre
implementation

Barrier Categories:

Access 54 (32.5%)
Time 12 (7.2%)
Inconvenience 1 (0.6%)
Lack of knowledge 34 (20.5%)
Lack of training 12 (7.2%)
Lack of resources 3(1.8%)
Perceived patient factors 50 (30.1%)
Total number of actual barriers 166

| Respondents identifying no barriers 14
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Clinician Survey (n=64): “| use OM because....”

Clinically Guide clinical

Measure Needed Our Evidence-

valuable decision ualit
i patient for facility based s V
for making and i i i assurance
: change reimburse policy practice
prognosis treatment
50 44 52 15 7 44 11
78.1% 68.8% 81.3% 23.4% 10.9% 68.6% 17.2%
Universit)l; o Vermont ’
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ldentification of Knowledge Gap

Clinician pre implementation audits: n=144

Key Metrics % of Cases with

Recommended OM (rOM)

% of cases with at least 1 0
rOM administered 1x 220%

% of cases with at least 1 0
rOM administered 2x Sl

46 different tests were administered
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Adaption to Local Context
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* QI process and KTA framework
* Evidence

* Decision making
 Measurement

 Benchmarks

 Data management

» Decision rubric -final rOM
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Implementation Plan
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Recommended Stroke Outcome Measures Toolbox

5 - Times Sit To Stand Test 30 - Second Sit to Stand Test

6 - Minute Walk Test Functional Gait Assessment

10 - Meter Gait Speed Mini-BESTest

Activity Balance Confidence Scale Mobility Scale for Acute Stroke

Berg Balance Scale Modified Rankin Scale

Fugl-Meyer Assessment LE Motor Stroke Impact Scale - 16
Universitye Vermont
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Implementation Plan

Knowledge
Training
Access

Time
Resources
Documentation
Patient factors
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Implementation Plan

Near admission Acute Care
Near DC
Motor LE motor
control Fugl Meyer Near admission |npatient Rehab
Fct’l Motor LE motor Near DC
Mobility, control Fugl Meyer
St . Mobility scale for . . H
galt, Acute Stroke Outpatlent
strength, Motor LE Fugl Meyer
Fct'l (FMA LE)
endurance, - control
speed l\gﬁb'“t‘f* Mobility scale fof If score 25 on sit 5X sit& >stand
gt " ath Acute StronD Mobility, Mobility Scale to vertical (5XSTST)
strength, .
| Berg Balance endurance gait, speed, for Acute :
Balance Scalt ’ strength, Stroke (MSAS) If SCOTE'?“ 6 Minute Walk Test
speed ahidutstice on gait (6MWT)
Bere Bal Berg Balance If score 23 on g, it d
Stroke Balance erg balance Balance Scale (BERG) gart meter gait spee
Severity Scale

Functional Gait

Activities Balance if A%
Coordination (ABC) FOIES Assessment (FGA) or
Mini-BESTest

Impact of
Str()kE_! stroke on Stroke Impact
Severity health & Scale 16 (SIS-16) Perform repeat testing-test

progress note and at dc

participation

Stroke A Modified Rankin
only at dc

Severity

IHE
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Implementation Plan
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Gait Speed (meters/second):
Age/gender normative values (Bohannon, 2011):

Age |Gender (95% CI
meters/second

60-69 |Female [0.97-1.45

70-79 |Male 0.95-1.41

Walking categories by gait speed (Perry 1993):

Category Gait speed

meters/second

Physiologic 0.10

Limited household | 0.23

Unlimited 0.27

household

Most limited 0.40

community

Least limited 0.58

community

Community 0.80

The minimally clinically important difference (MCID) for patients
undergoing inpatient rehabilitation after acute stroke is 0.14
meters/second (Bathuly 2012) using walking categories as an anchor
(Bohannon 2013) and for patients 2-5 months post stroke the MCID is
. 175 meters/second (Fulk 2011).
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Monitor & Evaluate Outcomes
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Post Implementation: Clinician Perception Survey-
reported barriers to rOM use, pre = 64; post = 53

Number of barriers
Pre Post

Access to medical record and OM 54 (32.5%) 9 (9.0%)

Time it takes to perform, analyze and
document a test

Barrier Categories: (Grouped by Theme)

12(7.2%) | 12 (11.9%)

Inconvenience 1 (0.6%) 3 (3.0%)
Lack of knowledge 34 (20.5%) | 12 (11.9%)
Lack of training 12 (7.2%) 12 (11.9%)
Lack of resources (staffing, automation) 3 (1.8%) 2 (2.0%)

Perceived patient factors: patient acuity,

transfer, short length of stay 50 (30.1%) | 51(50.5%)

Total number of actual barriers identified 166 101
Respondents identifying no barriers 14 18
Universityof Vermont
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Monitor & Evaluate Outcomes
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Post-Implementation Clinician Survey- Reported rOM use:

70% — — N=32
OPre: (N=65 clinicians) @ Post: (N=53 clinicians)
60%

50%

N=28

40%
N=18

c 30% N=13
8 20% NZS
CT) N=7 N=5
10% .
o "] N=8nN=1 i

Never Use Rarely Use Occasionally Often Use Regularly Use
(0%) (1-10%) Use (11-40%) (41-70%) (71+%)

Frequency of Use

University o Vermont
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Monitor & Evaluate Outcomes:

e Clinician Practice Change .-

Post-Training Patient Chart Audit: Pre = 144 charts,
Post® Mo = 148 charts, Post 16 mo. = 216 charts

Percent of rOM Used
Post -6 mo. Post-16 mo.

Key Metrics

% of cases with at least 1 rOM 52.0% 37.8% 88.49%**
administered 1x

% of cases with at least 1 rOM 31.1% 54.7% 59, 704%*+
administered 2x

** Chi square test for % of cases with at least 1 rOM 1x= 78.27
(p<0.00001)

*** Chi square test for % of cases with at least 1 rOM 2x = 29.23
(p<0.0001)

Universityof Vermont
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Sustainability
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Build rOM use into standard practice
Integrate into everyday routines
Integrate into hiring and training process

Measure clinician performance against site
benchmarks

Update rOM literature and psychometric
references

> w e

o1
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Conclusions: Successes
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KTA framework was effective:
« Fostered (+) clinician engagement
« Leveraged clinician- researcher-
Kknowledge broker partnership

« Resulted in increased rOM use across all
oractices

Barriers drove the solutions
Cliniclans set local benchmarks

All new standards, tools, processes, and
documentation were embedded in local practice

Universityof Vermont
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