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Introduction: 
Satisfaction & Outcome Acquisition 
Program (SOAP) [Back to Table of Contents] 

   
 

National Challenge 

here are a variety of market dynamics highlighting the need to make patient satisfaction and outcome data 
regarding health care services more transparent to consumers. Consumers play a large part in the changing 
market landscape, as they will continue to have an increasing role in their health care decision-making, including 
selection of their health care provider. This trend towards greater transparency highlights the need for 

providers to have more in-depth knowledge of what drives consumer health care decision-making.  

Another major driver of change is the Patient Protection and Affordable Care Act of 2010, which brings significant and 
sweeping changes to how patients, providers, and payers interact, access, and pay for health care. There is increasing 
pressure from the U.S. government and employer groups to shift the focus of our health care system to improving 
outcomes, lowering costs, understanding consumer satisfaction, and increasing overall access to care. As an example, the 
Affordable Care Act (ACA) has led the Centers for Medicare & Medicaid Services (CMS) to introduce the use of the 
Consumer Assessment of Healthcare Providers and Systems (CAHPS®) Clinician and Group Survey to assess 
beneficiaries’ experience with Accountable Care Organizations (ACOs), medical homes, and medical groups. CMS 
is also being required to publicly report on patient experience with ambulatory care on its Physician Compare 
Website (http://www.medicare.gov/find-a-doctor/provider-search.aspx).  

Since the mid 1990’s Optum® Physical Health (Optum) has supported the use of outcome measures as well as 
implemented patient satisfaction surveys. More recently, in response to consumers’ interest, Optum has developed 
an initiative to collect patient satisfaction and outcome data to share with consumers. Prior to any data being shared 
with consumers, providers will have an opportunity to review the information. 
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The Satisfaction & Outcome Acquisition Program  

The Satisfaction & Outcome Acquisition Program (SOAP) initiative promotes delivery of high quality care, through the 
acquisition and reporting of satisfaction and outcomes data. Obtaining baseline and discharge outcome scores during 
care at a clinic is crucial. 

 
Optum recommends and makes available the following patient self-report measures: 

• STarT Back Screening Tool (SBST) 
• Neck Index  Neck Disability Index (NDI) 
• Back Index  Oswestry Disability Index (ODI) 
• DASH Disabilities of the Arm, Shoulder and Hand 
• LEFS  Lower Extremity Functional Scale 

 

The objectives of this initiative are: 
 

1. Achieve measureable improvements in quality: Increase health care providers’ insight of patient 
outcomes and the patient experience, allowing more objective and actionable information, highlighting 
opportunities for continuous quality improvement (CQI).  
 

2. Create consumer awareness for patient satisfaction and clinical outcomes: Combining consumer 
ratings/reviews that measure consumer satisfaction along with outcomes data, allows consumers to assess 
and compare patients’ experiences and outcomes among health care providers. This aids the consumer in 
their decision-making when selecting a health care provider. 
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SOAP Initiative – Quick Reference Guide 
[Back to Table of Contents] 
   

Note: See related manual sections for detailed information 

For each patient… 

1. Follow current processes for reporting patient care planning to Optum by submitting the clinical Patient 
Summary Form (PSF) 

2. Register the patient for the Consumer Assessment of Health care Providers and Systems (CAHPS®) 
Clinician and Group Survey (see Section 3 for instructions) 

3. Patient completes the STarT Back Screening Tool (SBST) and one or more of the  most appropriate 
outcome measure tools:  

• Oswestry Back  Disability Index (ODI) 
• Neck Disability Index (NDI) 
• Lower Extremity Functional Scale (LEFS) 
• Disability of the Arm, Shoulder and Hand (DASH) 

4. Score the tools: 

• SBST: 
− http://provider-backaid.optumhealth.com/  

− http://www.keele.ac.uk/sbst/onlinetool/  

− STarT Back Questionnaire App (for smart phones and tablets) 
 

• Oswestry, NDI, LEFS and DASH have easy-to-use scoring applications available on the 
provider Web portal: 
− http://www.myoptumhealthphysicalhealth.com 

− Enter your user name (six-digit Optum provider ID) 

Section 
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− Enter your password (unique password supplied by Optum) 
5. Complete and submit the clinical PSF using the provider Web portal, ensuring all outcome measure scores 

have been documented on the PSF: 

• http://www.myoptumhealthphysicalhealth.com 

− Enter your user name (six-digit Optum provider ID) 

− Enter your password (unique password supplied by Optum) 

6. Administer treatment and report patient care management as per your office’s standard procedures for your 
patients 

7. Remind patient to complete CAHPS survey as the end of an episode of care approaches 

8. At the end of each month, access and complete the PSR (See Section 10 for details) 

• http://www.myoptumhealthphysicalhealth.com 

− Enter your user name (six-digit Optum provider ID) 

− Enter your password (unique password supplied by Optum) 

9. If you need assistance or have questions regarding the SOAP initiative, please call (800) 873-4575 and ask to 
speak with your assigned support clinician. 

 

 

http://www.myoptumhealthphysicalhealth.com/
http://www.myoptumhealthphysicalhealth.com/
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CAHPS®
 Survey [Back to Table of Contents] 

   
 

An important element of the SOAP initiative is obtaining feedback from patients regarding their health care 
experience. The Consumer Assessment of Healthcare Providers and Systems (CAHPS®) Clinician and Group 
Survey is an initiative of the Agency for Healthcare Research and Quality (AHRQ): http://cahps.ahrq.gov/.  

The CAHPS Clinician & Group Survey is a satisfaction questionnaire that allows patients to rate the provider’s care 
and service.  By encouraging patients to register and complete a survey following an episode of care, you will receive 
valuable feedback on your performance. Patients are more likely to participate in the survey process when their 
treating provider requests feedback using an independent survey company and all survey responses are kept 
confidential.  

The survey asks about patient experiences with a health care provider from the moment they walk into a provider’s 
office until the end of the episode of care. It also includes patient experiences with phone calls or other contact that 
they had with office personnel. Reporting on experience, not just “satisfaction,” produces more objective and 
actionable information for improvement. 

The Clinician & Group Survey is based on questions that ask patients to report their experiences concerning: 

• Ease of scheduling and timeliness of appointments  

• Availability of information about conditions and treatments  

• Patient-provider communication: did the provider explain something in a way patients understood?  

• Courtesy and responsiveness of provider staff  

• Treatment outcomes 
 

Patients care about how well their health care provider communicates and whether the office staff is polite and 
helpful. They want care to be available when they need it. This can help those who are sick get better and patients 
who are healthy stay healthy.  

Section 
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Registering for the CAHPS Survey 
There are 2 options for participating in the registration process: 

1. Your office registers patient. This is the preferred process, when patients are willing to share their email. 

• Log on to the survey Website (see below) 

• https://www.directsurv.net/2008/Survey.aspx?s=9c30d0fb2a5546799fc7b3f36e972929 

• Enter your Optum six-digit provider ID, ZIP Code, member health plan, member employer group and 
patient email address 

• Click “Submit and Send Email” 

• Patient will receive an email from the survey vendor with a link to launch the survey 

• Tip: Add Website URL to your Favorites 

 
 

https://www.directsurv.net/2008/Survey.aspx?s=9c30d0fb2a5546799fc7b3f36e972929
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2. The patient self-registers. For patients who do not have or do not want to provide an email address. 
• Complete the patient registration form (see below) 

• http://go.optumhealth.com/optumhealth/cahps/CAHPSform.pdf 

• Enter your Optum six-digit provider ID, ZIP Code and member health plan 

• Print the form for the patient 

• Patient follows instructions to self-register and completes the survey online 

 

How you and your office personnel introduce the CAHPS survey registration process to patients makes a difference 
in their willingness to participate. Feedback from others suggests that using phrases containing negative 
connotations e.g., “There’s a survey I have to do with you”… “There’s a survey we are supposed to complete…” 
etc. undermines participation in the CAHPS survey process. 

An example of an approach that conveys the value of participating in the CAHPS survey is, “It’s important to me 
that you are supported and getting what you need from our interactions.  To help me know how best to support 
you now and in the future, I’d like to arrange for you to have an opportunity to complete a confidential survey. The 
survey is performed by an independent organization at the end of planned care. It asks questions that are important 

http://go.optumhealth.com/optumhealth/cahps/CAHPSform.pdf
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to patients about their experiences with our office care. Please do not feel rushed into deciding, if you have any 
concerns.” 

The following steps describe how to access and review a Tutorial on the CAHPS survey process, on the Optum® 
provider portal: 

1. Go to www.myoptumhealthphysicalhealth.com 

2. Enter your Optum six-digit provider ID & password  

3. Click “Tools & Resources” 

4. Click “Patient Satisfaction CAHPS Survey Tutorial” 
 

http://www.myoptumhealthphysicalhealth.com/
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STarT Back Screening Tool [Back to Table of Contents] 

   
 

Overview 

The Start Back Screening Tool (SBST) was originally developed at Keele University 
(http://www.keele.ac.uk/sbst/) for use in primary care to prospectively identify and stratify individual patients with 
low back pain (LBP) according to their risk of chronicity. It is a nine-item questionnaire that takes less than two-
minutes to complete. The SBST has been modified so that the instrument can be applied to patients with a range of 
musculoskeletal pain problems. It can easily be administered as part of the initial intake data at the point of care e.g., 
a chiropractor’s or therapist’s office.  

The psychometric properties of the SBST are sufficient to allow for patients with LBP to be placed with confidence 
into one of three categories (low, medium, high). The validity of the SBST for other musculoskeletal disorders has 
not been established but is viewed as clinically sensible. This ‘subgrouping’ system has been aligned with evidence-
based treatment approaches tailored to mitigate those factors influencing or confounding recovery. Figure 1 offers a 
visual depiction of the model.  

Figure 1: 

 

Section 
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Administration 

The SBST is recommended in addition to one or more of the functional outcome tools and needs to be completed 
only once at the beginning of an episode of care. The SBST is not regarded as a suitable proxy for standardized 
patient-reported functional outcomes e.g., Oswestry Back Disability Index.  

The SBST can be printed, so that patients can complete a paper copy. Click on this hyperlink to open a printable 
version of the SBST: STarT Back Musculoskeletal Screening Tool - Printable Version 

The SBST (Figure 2) consists of 9 items that typically can be completed in less than 2 minutes. The last 4 items 
represent a distress (yellow flags) sub-scale. 

Figure 2: 

 

https://www.myoptumhealthphysicalhealth.com/documents/SBST.pdf
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There is also a commercial app  that can be downloaded for use with smartphones and tablets. 
 
Once the patient has completed the SBST, the results should be recorded within the Optum electronic Patient 
Summary Form (PSF).  
 
The PSF can be accessed by logging onto the Optum Provider Web Assist Portal: 
www.myoptumhealthphysicalhealth.com       

 
Once login is complete, follow these steps: 

1. Go to Clinical Subs & Claims (Figure 3) 
2. Click on Submit a Clinical Sub  
3. OR click Submit below the term Clinical Submissions 

 
Figure 3: 

 

 

The SBST is located in the Patient Completes This Section (Figure 4). By clicking on the “Calculate” button, the 
SBST will be automatically scored and the category (low, medium or high) will be recorded. 

The SBST may not be reported for some patients. For these situations, please record the reason in the drop down 
list of the “SBST Not Completed” portion of the PSF.  

Note: In order to submit the PSF, either the SBST must be calculated or the reason for not administering 
the SBST must be recorded. 

 

 

 

http://www.myoptumhealthphysicalhealth.com/
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Figure 4: 
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Scoring 

The scoring scheme is straightforward and does not require a clinician. Questions left blank are scored “0”. The 
PSF and the mobile app both automatically calculate the SBST score and category.  

The Overall score is used to separate the low- risk patients from the medium-risk subgroup. Scores range from 0-9 
and are produced by adding all positive (1) items. Patients who achieve a score of 0-3 are classified into the low-risk 
subgroup. Those with scores of 4-9 are allocated to the medium-risk subgroup. (Figure 5) 

The Psychological Distress sub-score is derived by totaling the score from questions 5–9. These last five items measure 
fear, anxiety, catastrophizing, depression & bothersomeness (bothersomeness responses are positive for “very 
much” or “extremely” bothersome back pain). Subscale scores range from 0 to 5 with patients scoring 4 or 5 being 
classified into the high-risk subgroup. 

Figure 5: 
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Interpretation 

This table offers a high level summary of the SBST categories, their characteristics and evidence-based targeted 
interventions.  

 

The distribution of each risk category has been calculated from an analysis of empirical studies where the SBST was 
used as a screening tool. The median percentiles are reported with the range in parentheses.  

Individuals categorized as being at low risk of chronicity, typically can self-manage their episodes with limited skilled 
intervention. Those in the medium-risk category typically benefit from skilled intervention to best resolve 
physical/functional limitations, which place individuals at risk of a sub-optimal outcome. Interventions commonly 
performed by chiropractors, physical and occupational therapists are appropriate for this subgroup. Individuals 
categorized at high-risk of a poor outcome manifest psychological barriers in addition to physical/functional 
limitations. More complex interventions that target both psychological distress and physical impairments are 
generally targeted for this subgroup. 

Please consult the Keele University Website (http://www.keele.ac.uk/sbst/) or your designated Optum support 
clinician for additional information regarding the SBST. 

http://www.keele.ac.uk/sbst/
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Oswestry Back Disability Index & Neck 
Disability Index [Back to Table of Contents] 

   
 

Overview 

The Oswestry Back Disability Index (ODI) and Neck Disability Index (NDI) are self-administered 
questionnaires that have been designed to assess the impact of specific conditions (i.e. low-back pain, neck pain) on 
patients’ ability to perform typical daily functions (intensity of pain, personal care, ability to walk, ability to sit, ability 
to stand, social life, sleep quality, ability to travel, and the changing degree of pain). These offer a valid and reliable 
way to measure and accurately assess changes in patients’ function (disability). They have been extensively tested, 
showed good psychometric properties, and applicable in a wide variety of settings. 

Due to the variation in patient presentation, the ability to measure degree of functional limitations is important: 

• To understand the impact of a patient’s condition; 

• To tailor the support and information patients need to be successful self-managers;  

• Provide “quantifiable” information that can assist in setting obtainable treatment goals; and 

• To have a marker for quality care 
 

Administration 

The ODI and NDI are first administered as part of your clinic’s intake information for an episode of care (baseline). 
The average completion time is three-minutes. Periodic assessments using the same measurement tool should take 
place during the course of care. As an example, the ODI and NDI may be repeated based on the chart below or just 
prior to patient discharge: 
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If a patient cannot complete the ODI or NDI themselves, you may read each statement to them and have them 
verbally state their agreement. Read each statement exactly as it appears on the survey.  Do not add, remove or 
interpret words. Provide the member with the list of possible responses after each question. If a member does not 
know the answer, does not believe it applies, or refuses to respond, leave that question blank. Allow the member 
time to respond; don’t rephrase or interpret the question for a quicker response. 

 

Scoring 
Both indexes use the following scoring procedure:  

The index consists of 10 sections. The heading of each section contains an activity of daily living (ADL) or pain 
descriptor. Beneath the heading of each section are six statements describing increasing levels of disability or 
severity of pain. A value ranging from 0 (no disability or pain) to 5 (total disability or severe pain) is assigned to each 
statement.  

For each section, the patient selects the one statement that most closely describes pain intensity, or how the 
condition affects the  ability to perform the ADL described.  

To facilitate scoring, the value of each statement corresponds to the number preceding the statement.  

The raw score out of 50 is obtained by adding the values of the statements selected in all of the sections. If the 
patient has answered all 10 sections, the raw score can be multiplied by two to obtain the % Disability.  

Example 1:  

A patient selects a statement in each of the 10 sections of the index and these add up to 16.  Since the 
patient chose a statement in each section, you can just multiply this score by two to get the % Disability:  

Index Score = 16 (total scored) x 2 = 32% disability 

For those cases when the patient does not respond to every section, the index score is calculated by adding the 
values of the statements selected in all of the sections, dividing this total by the maximum possible value of the 
sections and multiplying the result by 100: 

 

 

 

Example 2:  

A patient selects a statement in only 9 of the 10 sections and these add up to 16. Since the patient chose a 
statement in only 9 sections the maximum possible value of the sections is 45 (9 sections x 5). Therefore: 
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If a patient selects two or more statements in one section, use the statement with the highest value when calculating 
the index score. The score(s) from the index(es) should then be transferred to the appropriate box on the Patient 
Summary Form. The index score from the initial evaluation is the baseline for subsequent re-assessments of the 
patient’s condition. The re-assessment or final evaluation index score is compared with the initial score and previous 
re-assessment scores to document change in the patient’s functional status. 

Interpretation 

The index scores should be correlated with a patient’s evaluation (history and examination), the SBST classification, 
as well as any additional diagnostic testing to develop a patient-centered treatment plan. Remember that interpreting 
the ODI and NDI involves more than tallying the points and calculating a total. These indexes are excellent tools 
for identifying realistic, short-term goals with patients e.g., improve sitting ability from 30 minutes to one-hour 
within one-week.  

The information obtained from the ODI/NDI and the SBST (see Section 4) can be viewed as complementary. 
Together prognostic triage (SBST) and the assessment of functional limitations (ODI/NDI) provide a more holistic 
or bio-psychosocial understanding of a person’s healthcare needs. This approach takes into account the complex 
interactions between the physiologic/anatomic components of a physical disorder, and how the patient interprets 
and responds to pain including coping strategies. 

This assessment is the most significant because:  

• A higher ODI/NDI score does not always mean there is a greater injury or a more complex condition   

• A person’s emotional/psychological response to pain has been shown to be a key prognostic risk factor   

• Treatment strategies can be “tailored” to overcome identified barriers to recovery   
 

According to the original research on these questionnaires, general grading schemes were developed to categorize 
the severity of scores as follows: 
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For the Oswestry Low Back Index: 

 
For the Neck Disability Index: 
 

 
 
Assessing Treatment Response 
Functional outcomes measures like the ODI and NDI provide valid and reliable information about clinical 
improvement or the lack thereof during an episode of care. These tools translate patient data into objective 
(quantified) measures of treatment response. Psychometric testing supplies the health care provider with a basis for 
making informed judgments about meaningful clinical improvement, treatment success and appropriate care 
management. 
 
The minimal clinically important change (MCIC) is the smallest change in the ODI/NDI that a patient usually 
considers to be worthwhile. The MCIC for both the ODI and the NDI can be assessed in either absolute or relative 
terms. A 10% absolute change (e.g., 60%  50%), or a 30% relative change (e.g., 50%  35%) represents MCIC. 
Patients, who are not achieving at least MCIC with care, should be evaluated for the appropriateness of a change in 
management approach, and/or referral, and/or discharge. 

Effective care management, which equates to treatment success, is typically calculated as >50% relative change 
(e.g., 50%  25% ODI score = a 50% relative change).  Patients who do not achieve treatment success may not be 
suitable candidates for periodic chronic care management (supportive care). More likely, these patients may benefit 
from referral to an alternative treatment approach.  
 



 

20 

The likelihood of a patient’s responsiveness to treatment can generally be identified early during care management 
e.g., within the first two weeks. For those patients exhibiting a positive response to treatment, recovery patterns for 
a range of musculoskeletal conditions (including spine-related disorders) show that clinically meaningful change is 
usually detectable within the first two weeks of the index visit. After four to six weeks of care management many 
patients with common musculoskeletal disorders exhibit >50% of improvement in pain and/or function. Further 
clinically meaningful improvement usually does not take place beyond 12 weeks.  
 
Practical Application 
Patients gauge the severity of their conditions by the limitations they have on everyday activities. Thus, they evaluate 
the effectiveness of our treatment plans on the improvement of their activity level. Patient satisfaction with our care 
is found to increase when the healthcare provider focus on how symptoms are affecting their lives and understand 
the specific concerns that they have.  

It may be helpful to understand not only what activities are painful or limited, but understand how difficult, how 
important, and how often the activity is required to be performed. For example, someone with low back pain who 
identifies sitting as limited and painful and works in a sedentary office environment will place greater importance on 
this function as compared to someone with a similar complaint but works at a job where they stand all day. 
Understanding these variables helps providers focus on the patient, the functional difficulties they are having and 
set realistic and attractive/valuable goals for the patient. 

Please consult with your designated Optum support clinician for additional information regarding the Oswestry or 
Neck Disability Index. Additional information on treatment effectiveness and limitations on these instruments as 
well as a downloadable copy may be accessed on the Optum provider portal. 

1. Go to www.myoptumhealthphysicalhealth.com 

2. Enter your Optum six-digit provider ID & password  

3. Scroll over the drop-down menu “Clinical Resources” 

4. Click “Clinical Forms” 
 

 
 

http://www.myoptumhealthphysicalhealth.com/


 

21 

Lower Extremity Functional Scale  

[Back to Table of Contents] 
   
 

Overview 

The Lower Extremity Functional Scale (LEFS) was developed to evaluate the functional impairment of a patient 
with a disorder of one or both lower extremities.  The LEFS is a self-report, condition-specific questionnaire. It is 
comprised of 20 questions about a person’s ability to perform everyday tasks that involve balance, coordination, 
functional mobility, occupational performance, quality of life, range of motion and strength. 

The LEFS can be used as a measure of initial function, ongoing progress and outcome (effectiveness of an episode 
of care), as well as to set functional goals. It has been proven to yield reliable and valid measurements.  

Administration 

The LEFS is first administered as part of your clinic’s intake information for an episode of care (baseline). The 
average completion time is three to five minutes by the patient and 30 seconds to score by the health care provider. 
The LEFS may be repeated during care and just prior to patient discharge: 

If a patient cannot complete the LEFS themselves, you may read each statement to them and have them verbally 
state their agreement. Read each statement exactly as it appears on the survey.  Do not add, remove or interpret 
words. Provide the member with the list of possible responses after each question. Allow the member time to 
respond; don’t rephrase or interpret the question for a quicker response. 

Scoring 

Patients answer the question "Today, do you or would you have any difficulty at all with:" in regards to twenty 
different activities. Patients select an answer from the following scale for each activity listed:  

0. Extreme Difficulty or Unable to Perform Activity  

1. Quite a Bit of Difficulty  

2. Moderate Difficulty  

Section 
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3. A Little Bit of Difficulty  

4. No Difficulty  
 
LEFS is scored by summation of all responses (one answer per section).   If a patient selects two or more statements 
in one section, use the statement with the highest value when calculating the index score.  The LEFS raw score is 
the final score and should be compared to a total possible score of 80 as a reference point. 

                                      
                                     ( Score = sum of responses  ) 

80 
 

 

 

The raw score from the index should then be transferred to the appropriate box on the online PSF. In the example 
above, this would be the raw score of 29. The index score from the initial evaluation is the baseline for subsequent 
re-assessments of the patient’s condition. The re-assessment or final evaluation index score is compared with the 
initial score and previous re-assessment scores to document change in the patient’s functional status. 
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Interpretation 

The maximum possible score is 80 points, indicating very high function. The minimum possible score is 0 points, 
indicating very low function. So, the lower the score the greater the patient disability.  

• The minimal detectable change (MDC) is 9 scale points. Therefore, change of more than 9 points on the 
LEFS represents a true change. 

• The minimal clinically important difference (MCID) is 9 scale points. This means that a change of 
greater than 9 points is a clinically meaningful functional change. 

• There is an error of +/- 5 points. This means that an observed score is within 5 points of a patients 
“true” score. 

• Percent of maximal function = (LEFS score) / 80 * 100 
 

Assessing Treatment Response 
Similar to the ODI and NDI, the LEFS can provide valid and reliable information about clinical improvement or 
the lack thereof during an episode of care. The information gained from the LEFS, affords the health care provider 
with objective (quantified) measures of treatment response. The LEFS supplies the health care provider with a basis 
for making informed judgments about meaningful clinical improvement, treatment success and appropriate care 
management, including setting treatment goals. 
 
The minimal clinically important change (MCIC) is the smallest change in the LEFS that a patient usually considers 
to be worthwhile. The MCIC for the LEFS can be assessed by an absolute change of +/- 9 scale points (e.g., 60% 
 69%). Health care providers can be confident that a change of 9 scale points or more is not only a true change, 
but a clinically meaningful functional change in the patients’ status. Patients, who are not achieving at least MCIC 
with care, should be evaluated for the appropriateness of a change in management approach, and/or referral, 
and/or discharge. 
 
Effective care management, which equates to treatment success, is typically calculated as >50% relative change 
(e.g., 40/80  20/80 LEFS score = a 50% relative change). Patients who do not achieve treatment success may not 
be suitable candidates for periodic chronic care management (supportive care). More likely, these patients may 
benefit from referral to an alternative management approach. 
 
The emerging evidence for common musculoskeletal conditions involving the lower extremities parallels that of 
spine-related disorders. A patient’s likely responsiveness to treatment can generally be identified early during care 
management e.g., within the first two weeks. For those patients exhibiting a positive response to treatment, recovery 
patterns for a range of common musculoskeletal disorders show that clinically meaningful change is usually 
detectable within the first two weeks of the index visit. After four to six weeks of care management many patients 
with common musculoskeletal disorders exhibit >50% of improvement in pain and/or function. Further clinically 
meaningful improvement, attributable to skilled rehabilitative interventions, usually does not take place after an 
episode of care extends beyond 12 weeks. 
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Practical Application 
Consider a patient that has recently sprained their ankle playing football. The patient has activity limitations as 
observed by a LEFS score of 30/80 (LEFS range 0–80, 80 = full function). Knowing that this patient’s condition is 
acute, and that the patient would be expected to experience rapid improvement, the health care provider can set a 
one-week, short-term goal to increase the LEFS score greater that the MCID. In this scenario, the health care 
provider may set the one-week goal to increase the LEFS greater than the MCIC of 9 points. At one-week of care, 
the LEFS is re-administered with the patient’s LEFS score going from 30 to 45 (taking into account the LEFS error 
of 5 points at any given time). The LEFS increased by 15 points; this 15-point change is greater than the error in the 
LEFS and is considered clinical meaningful change, because the MCIC is 9 points. It is evident that the patient is 
improving with care, but still has some loss of functional activity, as their LEFS score of 45/80 (56%) still indicates 
a level of functional deficit. The health care provider can review the individual items on the LEFS and then assess 
the areas of greatest functional deficit to set new goals. 

Please consult with your designated Optum support clinician for additional information regarding the LEFS. 
Additional information and a downloadable copy of the instrument may be accessed on the Optum provider portal. 

1. Go to www.myoptumhealthphysicalhealth.com 

2. Enter your Optum six-digit provider ID & password  

3. Scroll over the drop-down menu “Clinical Resources” 

4. Click “Clinical Forms” 

http://www.myoptumhealthphysicalhealth.com/
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Disability of the Arm, Shoulder, and Hand 
Scale [Back to Table of Contents] 

   
 

Overview 

The Disability of the Arm, Shoulder, and Hand scale (DASH) is a 30-item self-report questionnaire that measures 
physical function, symptom, and social/role function items.

 
The DASH was jointly developed by the Institute for 

Work & Health and the American Academy of Orthopaedic Surgeons (AAOS). The project was supported by the 
American Association for Hand Surgery, the American Orthopaedic Society for Sports Medicine, the American 
Shoulder & Elbow Surgeons, the American Society for Surgery of the Hand, the Arthroscopy Association of North 
America and the American Society of Plastic and Reconstructive Surgeons. 

The DASH was designed to measure physical disability and symptoms in a heterogeneous population. This includes 
males and females; people who place low, moderate or high demands on their upper limbs during their daily lives; 
and people with a variety of upper-limb disorders. 

The tool has been found to be a reliable instrument that can be used to assess any or all joints in the upper 
extremity. 

 

Administration 

The DASH is first administered as part of your clinic’s intake information for an episode of care (baseline). The 
average completion time is five minutes. The DASH may be repeated periodically during care or just prior to patient 
discharge. 

Similar to the LEFS, if a patient cannot complete the DASH themselves, you may read each statement to them and 
have them verbally state their agreement. Read each statement exactly as it appears on the survey.  Do not add, 
remove or interpret words. Provide the member with the list of possible responses after each question. Allow the 
member time to respond; don’t rephrase or interpret the question for a quicker response. 

 

Section 
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Scoring 

The DASH Outcome Measure is scored in two components: the disability/symptom section (30 items, scored 1-5) 
and the optional high performance Sport/Music or Work section (four items, scored 1-5). However, currently 
Optum recommends only submitting the score for the disability/symptom section (30 items). 

The following simple steps are used to score the DASH: 

1: Patients are asked to answer all sections and respond based on their ability to perform activities over the 
past week; only one answer per question. 

2: At least 27 of the 30 items must be completed for scoring. That is, if more than three items are left blank 
by the patient, you will not be able to calculate a DASH disability/symptom score. 

3: Utilizing the formula below, the assigned values completed by the patient are summed and divided by the 
number of questions answered, producing a score out of five. This value is transformed to a score out of 
100 by subtracting one and multiplying by 25. 

DASH = { (sum of n responses) - 1} x 25     n = total number of questions answered 
               n 

 4:  The calculated percent score should then be transferred to the appropriate box on the online PSF. In 
the example below, this would be the score of 35.83. The index score from the initial evaluation is the 
baseline for subsequent re-assessments of the patient’s condition. The re-assessment or final evaluation 
index score is compared with the initial score and previous re-assessment scores to document change in the 
patient’s functional status. 

 

Interpretation 

The maximum possible score is 100%, indicating very low function. The minimum possible score is 24%, indicating 
very high function. So, the higher the score the greater the patient disability.  

• The minimal detectable change (MDC) is 13 scale points. Current literature holds 13 points to be the 
minimal change in score to be statistically significant at the 95% confidence interval. 

• The minimal clinically important difference (MCID) is 15 scale points. This represents the change in 
score required to be considered clinically significant. 

 
You may visit the DASH Website at www.dash.iwh.on.ca for additional resources. 
 

 

 

 

http://www.dash.iwh.on.ca/
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Assessing Treatment Response 
Similar to the ODI, NDI and LEFS, the DASH can provide valid and reliable information about clinical 
improvement or the lack thereof during an episode of care. The information gained from the DASH affords the 
health care provider with objective (quantified) measures of treatment response. The DASH supplies the health care 
provider with a basis for making informed judgments about meaningful clinical improvement, treatment success 
and appropriate care management, including setting treatment goals. 
 
The minimal clinically important change (MCIC) is the smallest change in the DASH that a patient usually considers 
to be worthwhile, and can be used as a measure of responsiveness. The MCIC for the DASH can be assessed by an 
absolute change of 15 scale points. Health care providers can be confident that a change of 15 scale points or more 
is not only a true change, but a clinically meaningful functional change in the patients’ status. Patients, who are not 
achieving at least MCIC with care, should be evaluated for the appropriateness of a change in management 
approach, and/or referral, and/or discharge. 
 
Effective care management, which equates to treatment success, is typically calculated as >50% relative change 
(e.g., 60%  30% DASH score = a 50% relative change). Patients who do not achieve treatment success may not 
be suitable candidates for periodic chronic care management (supportive care). More likely, these patients may 
benefit from referral to an alternative management approach. 
 
The emerging evidence for common musculoskeletal conditions involving the upper extremities parallels that of 
spine-related disorders. The likelihood of a patient’s responsiveness to treatment can generally be identified early 
during care management e.g., within the first two weeks. For those patients exhibiting a positive response to 
treatment, recovery patterns for a range of common musculoskeletal disorders show that clinically meaningful 
change is usually detectable within the first two weeks of the index visit. After four to six weeks of care 
management, many patients with common musculoskeletal disorders exhibit >50% improvement in pain and/or 
function. Further clinically meaningful improvement, attributable to skilled rehabilitative interventions, usually does 
not take place after an episode of care extends beyond 12 weeks. 
 
Additional details on recovery patterns and treatment response, and how they may assist in the timely identification 
of progress towards goals, assessment of treatment effect, and identification of end-points in care due to maximum 
therapeutic benefit, may be reviewed by visiting www.myoptumhealthphysicalhealth.com Website and reading 
clinical policy 84: Determination of Maximum Therapeutic Benefit (MTB). 
 
 
Practical Application 
Consider a patient that has recently injured their elbow, and presents with activity limitations as observed by an 
initial DASH score of 40/100 (DASH range 0–100, 0 = no disability). Knowing that this patient’s condition is acute, 
and that the patient would be expected to experience rapid improvement, the health care provider can set a one-
week, short-term goal to increase the DASH score greater that the MCID. In this scenario, the health care provider 
may set the one-week goal to increase the DASH greater than the MCIC of 15 points. At one-week of care, the 
DASH is re-administered with the patient’s DASH score going from 40 to 10. The LEFS decreased by 30 points, 
and is considered clinical meaningful change, because the MCIC is 15 points. The patient reports that they can fully 
participate in work and leisure activities without any discomfort. It is evident that the patient improved with care 
with no functional limitations, even though their second DASH score was not 0%. This shows the importance of 

http://www.myoptumhealthphysicalhealth.com/
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not trying to treat to a 0 score, but rely on goal setting and functional change to determine treatment response, and 
timing of patient discharge. 

Please consult with your designated Optum support clinician for additional information regarding the DASH. 
Additional information as well as a downloadable copy of the instrument may be accessed on the Optum provider 
portal. 

1. Go to www.myoptumhealthphysicalhealth.com 

2. Enter your Optum six-digit provider ID & password  

3. Scroll over the drop-down menu “Clinical Resources” 

4. Click “Clinical Forms” 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

http://www.myoptumhealthphysicalhealth.com/


 

29 

 

Global Perceived Effect Scale [Back to Table of Contents] 

   

 

Overview 

Whether a patient’s condition has improved or deteriorated with care is core to clinical practice, and the information 
gained from measuring this change is used in making decisions regarding prognosis, treatment, and ongoing 
management. The need to be able to measure and assess the clinical relevance of the measured change from the 
patient’s perspective is important. 

While measurement of physical functioning usually takes place using condition-specific questionnaires e.g., ODI or 
NDI, perceptions of change scales or global ratings of change scales are used to measure the domain of patient 
satisfaction with the outcome of care. The global perceived effect (GPE) scale is a commonly used anchor-based 
approach, in both research and clinical practice for measuring a patient’s own impressions of change in their 
condition. Choosing an anchor that corresponds to a significant event improves the ability of a patient to recall 
health status at that time, which optimizes the reliability of the score. In the question utilized by Optum, this event is 
the commencement of treatment at the current facility. 

These ‘global impressions of change’ scales constitute an external criterion or gold standard of clinically important 
change. The determinations of meaningful important change values are calculated by using statistical methodologies 
in combination with descriptive criteria.  

It is important to realize that use of the GPE scale does not eliminate the need to collect other outcome 
information, such as functional limitations using the ODI or NDI. Rather the GPE scale may access important and 
relevant information additional to standardized pain and disability indexes. 

There are variations in the design of GPE scales, such as the type of question asked, how many points are on the 
scale, and the labels assigned to the scale points. The optimal number of response categories has been investigated. 
Scales of Seven to 10 points appear to provide the best balance of reliability, discriminatory power, utility and 
patient preferences. Optum utilizes a design with a seven-point, likert scale that asks the patient to assess how their 
condition has changed, since beginninge at this facility. The scale provides a method of obtaining information in a 
quick and efficient manner. 

Section 
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Administration 

The GPE scale is part of the current Optum intake Patient Summary Form (PSF) that is completed by the patient, 
and submitted electronically to Optum by the health care provider, making the GPE scale easy to administer. The 
GPE scale is taken alongside a functional outcome index (e.g. ODI and NDI) to see if the functional outcome 
scores actually represent a perceived change. The average completion time for the patient is less than 10 seconds. 
Periodic assessments using the same measurement tool, alongside the functional outcome tool should take place 
during the course of care. Below is a view of PSF that patient completes, and an enlarged view of the GPE scale. 

  

 

The GPE scale is also administered as part of the CAHPS survey instrument. 

Scoring 

The GPE index used by Optum asks the patient to assess how their condition has changed, since beginning care at 
this facility. The scale, being a single question, provides a method of obtaining information in a quick and efficient 
manner. The patient selects one point on the scale, and the results are easy to interpret. 
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Interpretation 

The “global” aspect of the GPE scale is important and distinguishes itself from functional outcome measures (e.g., 
ODI and NDI), that may focus on one specific dimension of the patient's health status such as disability. Instead, 
the GPE scale allows the patients themselves to decide what they consider important. 

Global rating scales are used as external criteria that aid in the interpretation of validated core outcome 
measurements (e.g., ODI and NDI). These scales make intuitive sense in that they ask individual patients to provide 
measurable data concerning their subjective judgments about the meaning of change. For the most part, global 
rating scales have not been tested for reliability and validity. Accordingly, they are typically used to inform the 
interpretation of standardized outcome measures i.e., pain and physical functioning. Global ratings that convey 
responses of “much improved” and “very much improved” are broadly interpreted as clinically meaningful.  

Minimal clinically important change (MCIC) is the smallest change in the OA (outcome assessment) score that the 
patient perceives as beneficial. Another analogous term, Minimal Clinically Important Difference (MCID) is defined 
as the smallest change that is important to patients. The MCIC and MCID differ in context. MCIC is a measure of 
meaningful change at the individual patient level. MCID refers to meaningful change within a group i.e., between 
patients. 

Scores of 6 or 7 on the 7-point scale equates to clinically meaningful improvement. 

 

 

Practical Application 

The Integration of the Global Perceived Effect Scale with Core Outcome Measurements provides guidance in the interpretation 
of standard outcome measures (pain and physical function) in the context of a global measurement of satisfaction 
with treatment outcome. Four possible scenarios are described: 

Scenario A: Core Outcome Measures (e.g. ODI, NDI) and Global Perceived Effect Scale AGREE 

Clinical Decision-Making Score Details Clinical Considerations 
Straightforward: 

Patient Improved or Not improved 
All outcomes favor the same direction i.e., 
improved or not improved. 

Patient perception is aligned with valid and 
reliable outcome assessment tools (OA). 
Care management should be in accord with 
the likelihood of MCIC with ongoing care. 

 

Scenario B: Core Outcome Measures AGREE and Global Perceived Effect Scale DISAGREE 

Clinical Decision-Making Score Details Clinical Considerations 
Straightforward: 

Patient Improved 
Core outcome measures are consistent for 
clinically meaningful improvement, but 
GPE score is < 5. 

Patient satisfaction with outcome is at 
variance with standard OA. Final status may 
be influenced by patient discussion. 
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Scenario C: Core Outcome Measures AGREE and Global Perceived Effect Scale DISAGREE 

Clinical Decision-Making Score Details Clinical Considerations 
 

Complex: 
Improved → Not improved 

Core outcome measures are consistent for 
NO clinically meaningful improvement and 
GPE score is > 6. 

• Lack of improvement as reported in 
standardized OA conflicts with the 
patient self-report. 

• Patient discussion is indicated to 
ascertain the most likely ‘change-status’ 
of the patient. 

 

Scenario D: Core Outcome Measures DISAGREE 

Clinical Decision-Making Score Details Clinical Considerations 
 

High Complexity: 
Improved → Not improved 

Outcome measures for pain and disability 
are at variance. The GPE scale is in 
agreement with one of the standard 
outcome assessments. 

The GPE scale can be helpful with 
informing judgment. Other factors to 
consider include: 
 
•  the relative values placed upon types   
    of outcomes i.e., pain reduction for  
    acute vs. change in Activities of daily   
    living (ADL) for chronic 
 
•  magnitude of clinical change in  
    standard OA e.g., large change in  
    pain level vs. modest change in pain 
 
•  magnitude of change in GPE scale 
 
•  probability of further MCIC 
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Patient Summary Form – Data Entry System 
[Back to Table of Contents] 

   

 

Overview 

As part of the Optum network, participating health care providers are already familiar with submitting the PSF to 
Optum. However, a brief review is presented in this section for entering initial outcome measure scores. The data 
entry steps are intended to be straightforward and easily completed by the treating health care provider. This section 
includes detailed guidance for each data entry step in order to better assure an understanding of the terms and 
descriptors. 

Detailed Guidance 

As always, your assigned support clinician can further assist should you have any questions regarding the data entry 
system. 

1. Logging into the Optum Provider Portal System 

1. Login to the Optum Provider Site: http://www.myoptumhealthphysicalhealth.com/ 

2. Enter your Optum six-digit Provider ID and Password.  

3. Click “Log In" to continue. 

Section 
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• You should now see the Welcome Page.  Click on “Submit” under “Clinical Submissions” to create and 
submit a PSF. 
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2. Entering Outcomes, Global Perceived Effect (GPE) and STarT Back (SBST) Scores 

• You should now see the Patient Information Section come up. After completing the Patient 
Information Section, the Provider Section with the Outcome Measure, GPE and SBST scoring boxes 
will appear. Below is an enlarged view of these specific score areas, with the Outcome Scores 
highlighted in green, the GPE scores highlighted in blue and the SBST highlighted in purple. 

− Enter the outcome scores in the appropriate box directly, or utilize the scoring algorithm to assist in 
scoring the functional outcome tool (gray box). 

− Enter the GPE score in the appropriate box directly. 

− Enter the SBST scores for each question directly. Then click the gray “Calculate” button, the SBST will 
be automatically scored and the category (low, medium or high) will be recorded. The SBST may not be 
reported for some patients. For these situations, please record the reason in the drop down list of the 
“SBST Not Completed” portion of the PSF. Note: In order to submit the PSF, either the SBST 
must be calculated or the reason for not administering the SBST must be recorded. 
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• Once you have completed all sections, print a copy for your records and then press the “Submit” 
button. 

 

• You can process another PSF, go to the homepage for additional resources, or close out of the Website.  
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Patient Status Report – Data Entry System 
[Back to Table of Contents] 

   
 

Overview 

The Patient Status Report (PSR) captures reportable data that allow for useful conclusions about patient outcomes 
(benefits/undesirable events), and the efficacy of care. The PSR serves as the mechanism for the provider to report 
recognized clinical quality measures at the individual patient level, and for Optum to report back to the provider at a 
population level. 

The PSR is electronically completed by the health care provider at the end of an episode of care. An episode of care 
is complete when any of the following occur: 

• When patient is discharged by the provider; or 

• When patient self-discharges; or 

• When the timeframe of clinically appropriate/medically necessary care has been reached (note: The end 
date will appear on the PSF response letter from Optum). 

 

Submitting the PSR - Provider Reported Data 

The PSR includes the following information to be reported by the treating provider: 

1. At the end of each month access and complete the PSR 

• http://www.myoptumhealthphysicalhealth.com 

− Enter your user name (six-digit Optum provider ID) 

− Enter your password (unique password supplied by Optum) 

− In the “Activity Center” section under “Patient Status Report” click “Click here to complete PSR” 

Section 
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2. Select the month that you desire to complete. Patient information (name, PSF number, treatment end date 
and any initial outcome scores) will be pre-populated for you 30 days prior to the treatment plan ending. 
The month shown is the month that the treatment plan was anticipated to end. 
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3. Patient Status 
• Within each month, the patients are listed alphabetically by last name; find the patient that you are 

looking for and then select the Patient Status Category from the drop-down box. 

 

 

4. Adherence to Treatment Plan 
• Rate the patient's adherence to your treatment plan from:  

− 0= Non-compliant to 10= Perfectly compliant. 

 

5. Enter the final Functional Measure scores (Back, Neck, DASH, LEFS or FOTO). If a follow-up STarT tool 
was scored add the score (1, 2 or 3) in the “other” box. 

 

6. Move to the next patient and repeat steps three to five. 



 

40 

 

7. When you are done entering for this session, click the SUBMIT FOR REVIEW button at the top of the 
page. 

 

Patient Reported Data 

As the patient nears completion of their treatment plan, remind them to complete the CAHPS (Consumer 
Assessment of Healthcare Providers and Systems) survey, if they have not done so already. This survey reports on 
quality measures associated with their health care experience during this episode of care. The survey focuses on 
composite measures of timeliness, communication skills, staff helpfulness, and an overall provider rating. An 
additional measure – global perceived effect – of the patient’s rating of improvement (outcome) during the episode 
of care has been added to the survey. 
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