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Introduction:
Satisfaction & Outcome Acquisition
Prog ram (SOAP) [Back o Table of Contents]

National Challenge

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.

T here are a variety of market dynamics highlighting the need to make patient satisfaction and outcome data

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 Sutvey 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 Opturn® 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.


http://www.medicare.gov/find-a-doctor/provider-search.aspx

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:
e 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
e 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

[Backto Table of Contenis]

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 measutre tools:

*  Oswestry Back Disability Index (ODI)

e Neck Disability Index (NDI)

* Lower Extremity Functional Scale (LEES)

* Disability of the Arm, Shoulder and Hand (DASH)

4. Score the tools:

 SBST:

—  http: rovider-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)
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— Enter your password (unique password supplied by Optum)
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)

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

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

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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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.ahrg.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

Auvailability 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.


http://cahps.ahrq.gov/

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=9¢30d0fb2a5546799£c7b3£36972929

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

e C(lick “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

S
"

< OPTUM'

Provider Registry
*Six digit Optum Provider ID:

*Provider Zip Code:

*Provider First Name:

*Provider Last Name:

*Provider Specialty:

Select =
*Health Plan
Select s
*Member Employer Group
Select ]

*Member E-mail Address:

Submit and Send Email

For technical support email surveys@directsury net



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

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

Please take a few minutes
to give us your feedback.

Owr clinic is participating in an online survey to obtain patient feedback on the care you received at
our clinic, as well as your interaction with the dinic staff. Your feedback is very important to us and will
help improve the service we provide to our patients.

The survey will take less than five minutes to complete. To access the survey, go to

https=/ ferww.directsurvnet/ophuasp and enter the following information:

Frovider |0;  Enter Prowvider 1D before giving form to member

Frovider Zip Code: Enter Provider Zip Code before giving form to member

Member Health Plar: Enter Member Health Plan before giving form to member

Thank you for your valuable feedback.

Sincarely

Enter Clinic Name before giving form to member

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
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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:

Go to www.myoptumhealthphysicalhealth.com
Enter your Optum six-digit provider ID & password

Click “Tools & Resources”
Click “Patient Satisfaction CAHPS Survey Tutorial”

el e


http://www.myoptumhealthphysicalhealth.com/

STarT Back Screening ToOl puwredores

Overview

The Start Back Screening Tool (SBST) was originally developed at Keele University

(http://www.keele.ac.uk/sbst/) for use in primary cate to prospectively identify and stratify individual patients with

Section

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:

o OPTUM S

Matched Pathways

B4

Stratified (Targeted)

Interventions
Complex: behaviourally-infarmed mat. A
Conservative physical/manual care m

Support self-magt. + minimal intervention

RISK

- Mot all patients are the same
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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:

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:

“d OPTUM

The STarT Back Musculoskeletal Screening Tool

Patient name: Date:

Thinking about the last2 weeks tick your response to the following questions:

Disagree  Agree
0 1

1 My painhasspread at some time in the past 2 weeks

2 Inadditionto mymainpain, [ have had pain elsewhere in the last 2 weeks

3 Inthelast2 weeks, IThave only walked short distances because ofmy pain

4 Inthelast 2 weeks, Thave dressed more slowly thanusualbecause of my pain

5 It’sreally notsafe fora personwith a conditionlike mine to be physically active

6 Worrying thoughts have been going through my mind a lot ofthe time in the
last 2 weeks

I feel that my pain is terrible and that it’s never going to get any better

oo)|o|o|jo|o|jo o
o o)o |o|o|ojo|oa

2 Ingeneralin thelast 2 weeks, [ have not enjoved all the things [ usedto enjoy

9. Overall, how bothersome has yvourpambeenm thelast 2 weeks?

Notatall Slightly Moderately Very much Extremely
O O O O O
o a ] 1 1

Originally developedby:
£ Keele Unmiversity 01/08/07
Funded by Arthnitis Besearch UK
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st STarTBack
There is also a commercial app o Sereening App that can be downloaded for use with smartphones and tablets.

o6

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:

Phy=zical Health Locations Clinical Subs & Claims

U Ld L Ll Ul

== Activity Center Clinical Sub Status
: -
Submit a Claim
Claimz Status
Clinical Submissions Claims

-

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.
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Figure 4:

>> Patient Completes This Section

* Dol otings
mopsin 0001020040506 07 08 09010 worstpain
" How is your condition changing, since care at this facilty?

) Mk - Thiis in thve imitiad visit () 1 - Much worse 0 2. Worse © 3. A 8 worse
Da.-Nochange O 5-Amebetier D 6-Betier O 7. Woch betir

STarT Back Screening Tool (SBST); e PSF Gude
1. My pain has spread at some time in the past 2 weeks:

©¥es © No
2. In addition to my pain, | have had pain elsewhere in the last 2 weeks:
OYes © No
3. In the last 2 weeks, | have only walked short distances because of my pain:
O ¥es £ No
4. In the last 2 weeks, | have dressed more slowly than usual because of my pain:
CYes © Mo
5. It's really not safe for a person with a condition like mine to be physically active:
O Yes © No
va::urr;in'f thoughts have been going through my mind a lot of the time in the last 2 weeks:
' e o
7.1 feel that my pain is terrible and that it's never poing to get any better:
€ Yes O No
8. In general in the last 2 weeks, | have not enjoyed all the things| used to enjoy:
O Yes © No

9. Overall, how bothersome has your pain been in the last 2 weeks?
O Notat all © Skghtly ©Moderately © Verymuch © Extremeldy

Calculate Clear Data

* SBST Category

. — Originally developed by:
SBST Not Completed: “, © Keele University 01/08/07
Funded by Arthritis Research UK

O reirne NI

“Prase print s page for you records before clciing the Submi bufion

13



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:

The STarT Back Tool Scoring System

l Total score

Jorless

L

4 or more

Y

Mediumrisk High risk

i |

2R R ST T PG b s TP s (DT Y6 S

D Eeels Ulniverniny 010807
Fusided by Anhittia Reseaich T



Interpretation

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

Category Prognosis/Characteristics Approach
« Low risk of chronicity *Reassurance
Low « Favorable prognosis Self-management
P Risk * Able to maintain most usual daily activities *Advice sheet
or less
40% « Can manage pain pretty well on their own *Brief educational video
(26-42)
 Physical obstacles to recovery Low risk treatment AND
AT Medi * Less favorable prognosis/moderate risk of *Exercises
with © . um chronicity *Manual therapy
e Risk * Likely experiencing noticeable challenges in ADLs | .paturn to work advice
score (40%) * Optimal recovery achieved usipg tr(laat.me.nts that -Medication compliance
e (25-48) control pain and/or target physical limitations
(manipulation, exercise, OTC)
4 of more * Psychological obstacles to recovery *Medium risk treatment AND
with High * Unfavorable prognosis for normal recovery +Cognitive behavioral treatment
- - Combination of physical challenges AND negative | (CBT) approach:
distress Risk ombination of physical challenges negative o _
score psychological response — to reduce disability and pain,
20% o : improve psychological
* Treatments target combination of physical and e . .
of 4 or more (8-27) behavioral approaches functioning (coping skills)to
manage ongoing/future
episodes

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 poot outcome manifest psychological battiers 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/) ot your designated Optum support

clinician for additional information regarding the SBST.

15


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

Section

Oswestry Back Disability Index & Neck
Dlsablllty INdEX BakoTaedcotens

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:

Attribute Instrument Acute Chronic

Acute — Baseline + at least every 2 weeks

Function (Disability) Neck or Back Index Chronic — Baseline + at least every 4 weeks
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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:

Total value of all statements selected
Index Score = - - - - x 100
Maximum possible value (# of sections with a statement selected x5)

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:

Index Score = 16 (total scored) x 100 = 36% disability

5 (total possible)
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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
ot 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:

18



For the Oswestry Low Back Index:

% Disability Score Level of Disability Description

0-20% Minimal Disability - Copes with most daily living activities

- Usually no treatment is needed, apart from
self-care advice on lifting, sitting, posture,
physical fitness, and diet.

20-40% Moderate Disability - Experiences more pain/problems with sitting,
lifting, and standing.

- Travel and social life more difficult

- May be off work

- Conservative management usually helps

40-60% Severe Disability - Pain is the main problem, but travel,
personal care, social life and sleep are also
affected.

60-80% Crippled - Pain impinges on all aspects of life at home
and at work

80-100% Bedbound - Careful observation should be made during

the exam as these patients are typically:
Bed-bound or
Exaggerating symptoms

For the Neck Disability Index:

Raw Score {Out of % Disability (Out of Level of Disability
50) 100)
0-4 0-8% no disability
5-14 10 - 28% mild
15-24 30 -48% moderate
15-34 50 — 68% severe
Above 34 Above 68% complete disability

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 wotrthwhile. The MCIC for both the ODI and the NDI can be assessed in either absolute or telative
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.
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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”
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Section

Lower Extremity Functional Scale

[Backto 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 LEFES 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
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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 LOWER EXTREMITY FUNCTIONAL SCALE

We are interested in knowing whether you are having any difficulty at all with the activities listed below because of your lower limb
Problem for which you are currently seeking attention. Please provide an answer for each activity,

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

Extreme
Difficulty or Quita a Bit Moderate | A Little Bit No
Activities Unable to of Difficulty | Difficulty of Difficulty
Perform Activity Difficulty
[6p] 3
1
(€]

Any of yvour usual work, housswork, or school activities,
Your usual hebbies. re creational or sporting aclivities.
Getting into or out of the bath,

Walking belween rooms.

Putting on your shoes or socks.

Squatting.

Lifting an object, like a bag of grocenes from the floor,
Ferforming light activilies around your home.
Ferforming heawvy activities around your home.

10 | Getting into or out of a car.

11 | Walking 2 Hocks.

12 | Walking a mile.

13 | Going up of down 10 stairs (gbout 1 flight of stairs).
14 | Standing for 1 hour,

15 | Sitting for 1 hour.

16 | Running on éven ground.

17 | Running on uneven ground.

18 | Making sharp tums while running fast.

19 | Hopping.

20 | Relling over in bed.

Column Totals:

WICe || N | C2 P [

NNMNNH@NNWN@NMM@NNN
uuuuu@umuuuuu@u@uuu

_._L_l_l_._;_Lee_L_.e_.
aaaahh&aahhaahhuabah

O%%DODODDOODOOO" ) fu}

SCORE: @ {80

- etwork, The Lower Extremiy
| 4371-283, with permission of the

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

Reprinted from Binkley, J., Stratford, P., Lotl, 3., Riddle, D., & The Neorth American Crthopaedic Rehabi
Functional Seale: Scaiy dovelopmont, moasumment properties, and elinkal application, Physical
American Physical Therapy A ssociation .

Score = sum of responses 29
80 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 LEFES 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 mote 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 cate, 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 LEES 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 LEFES is re-administered with the patient’s LEEFS 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”
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Section

Disability of the Arm, Shoulder, and Hand

Scalé paxwTedcones

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.
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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} x25 1 = 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.

N
DASH = {(73/30)-1}x25 65.83@

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.

e 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.
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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 dischatge.

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, O = o 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
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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”
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Section

Global Perceived Effect Scalé paxwmedcatens

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.
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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.

Patient Summary Form [ ———
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1. Briefly describe your symptoms:

2. How did your symptoms start?

3. Average pain intensity:
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Patient Signature: X Date:

| 7. In general, would you say your overall health right now is_

How is your condition changing, since care began at this facility?
@ N/A — This is the initial visit @ Much worse @ Worse @ A little worse @ No change @ A little better @ Better @ Much better

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.

How is your condition changing, since care began at this facility?
@ N/A — This is the initial visit @ Much warse @ Worse @ A little worse @ No change @ A little better @ Better @ Much better

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: All outcomes favor the same direction i.e., Patient perception is aligned with valid and
Patient Improved or Not improved improved or not improved. 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: Core outcome measures are consistent for Patient satisfaction with outcome is at
Patient Improved clinically meaningful improvement, but variance with standard OA. Final status may
GPE score is < 5. 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 > 0.

*  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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Section

Patient Summary Form — Data Entry System

[Backto Table of Contenis]

Ovetview

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.
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QOPTUM"‘

Click here to bookmark the OptumHealth Care Solutions, Inc. Web site.

WebAssist
Physical Health

Provider 1D |:|
Password: |:|

If you need your provider ID or pazssword, pleaze
click here.

To change your current password, please click
here.

»» What's Inside

For the Staff

+ Submit Claims & Clinical Submissions

+ Check Status of Claimz & Clinical
Submizzions

+ Obtain Forms & Manuals

For the Clinician

+ Provider Profiles

+ Continuing Education

# Clinical Information & Resources

*  You should now see the Welcome Page. Click on “Submit” under “Clinical Submissions” to create and

submit a PSF.

QOPTUM”

Physical Health Locations »

Welcome Dr. John Chiropractor, DC,MD WebAssist
Your Tier Status: Tier 1

Clinical Subs & Claims Tools & Resources

Clinical Resources -im Logout

Physical Health

>> Activity Center

Clinical Submissions and Claims

linical Submissions
Submit
Check Status

Claims
Submit
Check Status

> Informational Center

Recent Clinical 3ubmissions

There are no recently submitted web clinical submissions in
process and 1 web clinical submizszions completed in the last 2

weeks.
See Recent Clinical Submissions »

Clinical Submissions Expiring
None expiring in the next 10 days

guaraniee services.

O Welcome to WebAssist! ~

To utilize this provider dedicated web site, you must have your provider ID and web site password
on hand. ou must alse use Internet Explorer as your browser,; it is the only browser that we

Obtain the WebAssist Guide
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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.

Wogos s Fapgd
Bl Dol e O Current Functional Measure Score: |
e——— - - -
e et T s o loasH | DASH Form |[REE LEFS Form [RRstN
|
» . € * . ] |
i - Vman s -
| aes v B8 = s
o= =3
=platan This be
. Howy is your conditon changing, since care at bhis Tacility T
[ T . A N - This in the initial visit 1 = Much worse dle worse
4 - o change L . A tie betier € - Batler
$TarT Back Soreening Tool (SAST); e 79 et l

¥ pains bt 1prrad #1 womae time in b pait 1 weein
e N 5TarT Back Screening Tool (SB8T); " ™ o
7. = pddition [o my pas, | haer had pais chiowderie 1B Liid J wecki

W
L. My pain has spread at some time in the past 2 weeks:
. el | have arly wlliod 1 - y Yei © Mo
- 2, In sdditlon to my pain, | have had paln elsewhere in the last 2 weeks:
i 11} weehy, | have drevsed mote dowdy than vl because of my pasn Yei Mo
ally e i M I - 3. In the last 2 weeks, | have only walked short distances because of my pain:
. 0 Yird Mo
& Waory \""" ity harve beeen oang Eheough iy mand alot of the time inthe lnt 2 weel d, In the last 2 weeks, | have dressed more slowly than usual because of my pain:
Yes (T
A e 5. It's really not safe for a person with a condition like mine to be physically active
Yeu i No
harre mot engoryed #l The things | uned Lo enjoy B, Warrving thoughts have been gelng through my mind a lot of the time in the last 2 weeks
ri No
™ e ot e — 7. 1 foul that my pain Is terrible and that It's never golng to get any better:
¥es L
B. In generalin the last 2 weeks, | have notenjoyed all the things | used to enjoy:
Yes No

SBST Category 9, Overall, bow bothersome has vour pakn been in the last 2 weeks?
by die Wotwiall 0 Siightly © Voderately © Verymuch © Inremely
85T Mot Completed B Caude i .

35



Once you have completed all sections, print a copy for your records and then press the “Submit”
button.

*Please print this page for you records before clicking 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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Section

Patient Status Report — Data Entry System

[Backto 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 setves 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 necessaty cate 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”
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Q OPTUM”

Physical Health Locations » Clinical Subs & Claims

=> Activity Center

Clinical Submissions and Claims

Clinical Submissions Claims
Submnit Submit
Check Status Check Status

Recent Clinical Submissions

Thers are no recenthy submitted web clinical submiz=ions in
process and any web clinical submizsions completed in the last 2
weeks.

Clinical Submissions Expiring
Mene expiring in the next 10 days

FPatient Status Report
Click here to complete PSR

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.

Patient Status Report
When you have completed as many PSRs as you would like please click
Submit for Review /
Instructions October 2013 November 2013 December 2013 ( January 2014 February 2014 March 2014
Initial Score Ending Score
Patient Name Ref # Tmt End Date Back MNeck DASH LEFS Other Lohent Adnerance Back Neck DASH LEFS Other
Status wiPlan
i Oy OO 0?0 0 g B
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3. DPatient 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.

Ending Score

Patient ) Adherance
et oot Back Neck DASH LEFS FOTO Other

12 [ 1 ! Pt |

. MTB without residuals and was discharged

. MTB with residuals and supportive care is not anticipated

. MTB with residuals and supportive care is anticipated
Patient discontinued care due to a reduction in symptoms
Patient discontinued care due for financial reasons
Patient discontinued care due for personal reasons

. Patient discontinued care due for unknown reasons

. Patient had a new injury covered by OptumHealth

. Patient had a new injury not covered by OptumHealth

10. Patient required a continuation of care

11. Patient's coverage expired or benefits were exhausted

12. Patient was referred/transferred to another health care provider

13. Patient was discharged for non-compliance

14. Referral expired, new referral not issued

15. Patient released to PRN care

16. Patient continued care on a self-pay basis

99. Other

W oo =~ Mo b w p

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

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

Ending Score

Patient Adherance
5 & wiPlan Back Heck DASH LEFS FOTO Other

| O 1 ! Pt |

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.

Endini Score

Patient Adherance
5 & wiPlan Back Heck DASH LEFS FOTO Other

1» [ 1 ! Pt |

6. Move to the next patient and repeat steps three to five.
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7. When you are done entering for this session, click the SUBMIT FOR REVIEW button at the top of the
page.

Patient Status Report

When you have completed as many PSRs as you would like please click

Submit for Review €

Hovember 2013 December 2013 January 2014

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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