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Summary and Analysis of Service Effectiveness Data 

Medical Rehabilitation 

Easterseals Capital Region & Eastern Connecticut 

 

Reporting Period:  January 1, 2016 – December 31, 2016 

 
 

 

Process 

 

Service effectiveness is evaluated through a four-part assessment of functional capacity, tailored 

from the widely recognized Functional Assessment Measurement (FAM) system.  Following an 

admission for medical rehabilitation services, the primary therapist compiles an assessment of a 

patient’s functional capacity on up to 44 different dimensions of functional capacity that are 

expressly being addressed through treatment.  Initial and projected FAM scores are generated 

during the initial evaluation.  These measures have been selected on the basis of relevance to the 

types of patients served and therapeutic services provided by our therapists.  Major areas and 

items are summarized in Table 1 below. 

 

Table 1 

Functional Capacity Measures 

Major Area Functional Capacities Measured 

1 Self-Care A. Eating      D. Dressing Lower Body 

B. Grooming      E. Toileting 

C. Dressing Upper Body   F. Swallowing 
 

2 Mobility/Transfers A. Bed/Chair/Wheelchair   C. Tub or Shower 

B. Toilet      D. Car 
 

3 Mobility/Locomotion A. Wheelchair     C. Stairs 

B. Walking 
 

4 Communication A. Comprehension/Auditory   E. Reading 

B. Comprehension/Visual   F. Writing 

C. Expression/Non-Verbal   G. Speech Intelligibility 

D. Expression/Verbal 

 

5 Cognitive Function A. Problem Solving    D. Attention 

B. Memory      E. Safety Judgment 

C. Orientation 
 

6 Orthopedic A. Range of Motion    D. Edema 

B. Strength      E. Gait 

C. Pain 
 

7 Community Re-Entry A. Community Ambulation   D. Executive Function 

B. W/C Community Mobility   E. Food Preparation 

C. Communication     F. Medical Management 
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Ratings are made on a seven-point ordinal rating scale, based on the classification schema 

presented in Table 2 below.  New therapists are oriented to the system prior to application 

through the discipline specific training/mentoring process and the Business Line Manager 

reviews initial ratings to ensure inter-rater reliability.  Review sessions on the assessment 

protocol are provided episodically to promote consistency and to identify changes to the protocol 

that may be indicated to sustain relevance to the practice and current patient base. 

 

Table 2 

Functional Capacity Rating Schema 

 

Rating Interpretative Considerations 

1 Dependent Does <25% of task 

2 Maximum Assistance Does 25-49% of task 

3 Moderate Assistance Does 50-74% of task 

4 Minimal Assistance Does >75% of task 

5 Supervision Requires some help, possibly including safety issues 

6 Modified Independent Can do the task, but requires extra time, or a device 

7 Complete Independent Can perform the task on a timely basis, safely, consistently, and with endurance 

 

Following an initial period of assessment and observation, individualized treatment planning is 

performed and, as part of that process, goals are set for the functional capacities that will be 

addressed through therapy services.  These same functional capacities are measured at discharge. 

 

Data are aggregated into the seven major functional areas to understand the impact of treatment.  

In addition to outcome data, statistics are collected on units of treatment provided, service 

intensity, and costs.  While number of visits is externally controlled by third party payors, a new 

measure has been added to examine treatment efficiency.  As an assessment of comparative 

efficiency, a measure has been established for units of functional capacity gain per ten (10) visits 

of direct treatment.  The intent of this measure is to have a proximate measure of gain which is 

independent of how much treatment may be authorized by a third-party payor.  

 

 

Findings 

 

As summarized in Table 3 below, patients made significant gains in all seven major areas.  

Across the seven areas, patients were presenting at time of admission in the range of 3.40 to 

4.74, reflecting a need for significant physical, organizational, and/or structural assistance.  At 

the time of discharge, however, patients had made gains in all areas, achieving a “Supervision” 

level for self-care, locomotion, cognitive functioning, orthopedic functioning, and community re-

entry.  Magnitude of increase ranged from a low of 0.23 in the area of locomotion to a high of 

1.90 for Cognitive Function. 
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Table 3 

Functional Outcomes for Patients 

 

Major Area Admission Projected Discharge Difference 

1. Self-Care 4.62 5.33 4.91 0.29 

2. Mobility 4.60 5.20 4.97 0.37 

3. Locomotion 4.74 5.20 4.95 0.21 

4. Communication 3.40 5.85 4.03 0.63 

5. Cognitive Function 3.93 6.15 5.87 1.93 

6. Orthopedic 4.30 5.40 5.23 0.93 

7. Community Re-Entry 4.45 6.13 5.63 1.18 

Simple Average 4.29 5.61 5.08 0.79 

 

Areas of comparative strength in terms of pre- vs. post-treatment change are obviously Cognitive 

Function and Community Re-Entry.  This is consistent with the significant reputation as a 

provider of neurorehabilitation.  That said, the increase for Orthopedic functioning speaks to an 

increasing presence as a provider of physical therapy, alone or in combination with occupational 

therapy.  Smaller gains and/or continued need for more than supervision at the time of discharge 

are seen in the areas of general mobility and self-care.  These smaller gains seem to reflect, in 

part, a propensity of providers of services for people with developmental disabilities to make 

referrals to Easterseals as they see a person deteriorating. 

 

It is also noteworthy that while significant gains were made (i.e., average increase of 0.79), gains 

did fall short of projections.  Lower percentages of increase achieved of note were observed for 

Communication, Self-Care, and Locomotion. 

 

Comparative analysis of net gain for each major area of functional outcome is not possible at this 

time, as previous data analyses had aggregated by major class of program.  This differentiation 

by program had become less critical as the overall scope of medical rehabilitation has decreased 

over the years.  That change had led to the decision to start aggregating by classes of functional 

treatment goals.  The value of this changed analytic approach was seen, as there appears to be a 

pronounced difference across the seven areas.  What will be significant, in turn, will be the 

ability to now start tracking outcomes by major area over time.  It certainly would have been 

possible to reanalyze previous data by major outcome area, but any findings might be 

confounded by patient program by mix, which certainly has been changing. 

 

That said, one global comparison that is immediately available is the simple average for the past 

12 months versus that from the previous reporting period.  Here we do see that the recent average 

of 0.79 units (as the simple average across the seven major areas is significantly lower than the 

prior period average of 1.20 units.  Where (1) this difference is felt to be clinically significant; 

and (2) projected increases remained fairly stable (1.32 units vs. 1.40 units), secondary analysis 

certainly was needed. 
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The first level of review was for the percentage of projected increase that was achieved by major 

outcome area.  These findings, summarized in Table 4, pretty much parallel those seen in the 

absolute magnitude of gain, with the exception of Communication.  Here, we see a moderate 

level of gain (0.63 units), but only 26% of the projected increase (2.45 units) was actually 

achieved.  This would suggest that part of what we are seeing in the year-over-year decrease is a 

drop-off in communication-related outcomes. 

 

Table 4 

Percent of Expected Increase Achieved 

 

Major Area % Increase Achieved 

1. Self-Care 41% 

2. Mobility 61% 

3. Locomotion 45% 

4. Communication 26% 

5. Cognitive Function 87% 

6. Orthopedic 84% 

7. Community Re-Entry 70% 

 

That said, we do also note that the communication function (1) started at the comparatively 

lowest point (i.e., compared to the other six major outcome areas); and (2) ended at the 

comparatively lowest point.  One hypothesis to therefore be considered/monitored is whether the 

lower functioning level of patients seen relative to communication is being matched with a 

reasonable intensity/duration of treatment. 

 

This, in fact, brings us to the issue of numbers of treatment visits provided.  Overall, it was 

observed that patients received an average of 9.87 treatment visits (see Table 5).  This translates 

into slightly less than one visit per week over the course of an average 11.64-week length of 

attachment.  Direct care costs for this service totaled $530 per patient. 

 

Table 5 

Treatment Efficiency 

 

Major Area Net Gain Visits 
Gains Per 

10 Visits 

1. Self-Care 0.29 6.75 0.47 

2. Mobility 0.37 3.00 1.22 

3. Locomotion 0.21 12.67 0.16 

4. Communication 0.63 6.90 0.92 

5. Cognitive Function 1.93 25.00 0.77 

6. Orthopedic 0.93 10.31 0.90 

7. Community Re-Entry 1.18 4.50 2.61 

Average   1.00 
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Looking then to the earlier referenced question with regard to gains in the area of 

communication, we see that the average number of visits for those with communication goals 

was only 6.90 visits.  This is significantly lower than that seen for patients with goals of 

locomotion, cognitive functioning, or orthopedic issues (i.e., 12.67, 25.00, and 10.31 visits, 

respectively).  We will be monitoring this issue of average visits per course of treatment by 

major outcome area, but we do have from the prior reporting period strong indication that units 

of treatment authorized/delivered is dropping.  The observed average of 9.87 visits (i.e., the 

simple average for the seven major areas) is significantly lower than that of the prior reporting 

period, wherein the average was 16.48 visits.  This 40% decrease in visits authorized and 

delivered could, in fact, be an influential factor relative to the decrease in gains achieved, but, 

again, until we have longitudinal data specific to each major outcome, this would be considered 

speculative. 

 

Consultation with our speech & language pathologist does, however, affirm that 6.90 visits is 

lower than that which was indicated given the magnitude of projected increase in those patients’ 

goals.  That observation, in turn, highlights a secondary issue of insurance companies tending to 

prematurely terminate speech & language pathology service coverage for a number of our 

patients, an emerging trend that will also have to be closely monitored. 

 

This issue of decreased gains in treatment being driven by decreased visits (as opposed to some 

other treatment- or clinician-based factor) can be assessed by examining a standardized measure 

of gains.  In this case, we have examined treatment efficiency by comparing gains per 10 

treatment visits.  In fact, what we do see is that treatment efficiency is unchanged.   Specifically, 

the average of 1.00 unit of gain per 10 visits (i.e., computed as the simple average across the 

seven major areas) is seen as on par with the prior period rate of 0.93 units of gain per 10 visits. 

 

Comparing treatment efficiency (i.e., gains per 10 hours of treatment) across the seven functional 

domains provides additional insight regarding the earlier raised question regarding 

communication outcomes.  Here, we see 0.92 units of gain for communication outcomes per 10 

visits – an outcome regarded herein as clinically reasonable.  As additional findings, we do note 

that greatest gains were made for community re-entry, wherein a lower number of visits coupled 

with strong gains resulted in a rate more than twice that of the next highest rate, which was seen 

for mobility and, more specifically transfers.  This may also be a function of a lower number of 

visits and additional evidence that the higher ranking is confounded by the number of visits.  On 

the other hand, the 0.77 gain per 10 visits seen for Cognitive Function suggests that continuing 

gains were made throughout the average 25 visits. 

 

T 

Action Plan 

 

While it is clear that the overall results evidence significant gains in functional capacity and 

overall treatment effectiveness, the statistics do reflect a few areas that warrant additional 

consideration and/or action. 
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Results and tentative action plans were presented to staff for review and comment.  The findings 

and suggested strategies will be presented to the Board of Directors at its April 2017 meeting.  

That plan is summarized in Table 6 below. 

 

The Program Manager shall assume responsibility for implementation and monitoring of all 

action items.    All action items will be immediately implemented upon Board review and 

approval. 
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Table 6 

Action Items 

 

 Finding Action 

1. Significant gains in the areas of self-care, 

communication, and locomotion were 

projected, but not achieved. 

Review goal setting process with treatment 

team.  For treatment reviews for patients 

with goals in these specific areas, flag issue 

for continued viability of goal.   

 

2. Gains did fall short of the projections for 

all seven functional measure domains. 

 

Review goal setting process with treatment 

team.   

3. In reviewing the outcomes in comparison 

to goals, the need for patient and family 

participation in the treatment advocacy 

process was flagged. 

 

Coordinate with Client Systems to develop 

a system for bringing the patient and his/her 

family into the “care coordination” process. 

 

4. Comparing treatment efficiency (i.e., gains 

per 10 hours of treatment), self-care stood 

out with the lowest level of efficiency, but 

also reflected fewer numbers of visits. 

 

The treatment team needs to re-examine 

patient and referring physician expectations 

relative to individuals needing treatment to 

improve self-care capacity. 

5. Longitudinal data by major outcome area 

will be helpful in understanding and, as 

necessary, addressing any issues relative to 

possible underachievement of goals as a 

reflection of decreased treatment 

authorizations. 

Continue the analytic process that 

aggregates data by major outcome area. 

6. There is concern that insurance carrier 

denials of coverage for speech & language 

pathology services is causing interruptions 

in treatment and lesser outcomes. 

Continue to monitor the incidence of such 

interruptions. 

 


