Selecting Rehabilitation
Outcome Measures for People with
Multiple Sclerosis
Evan T. Cohen, PhD; Kirsten Potter, DPT; Diane D. Allen, PhD; Susan E. Bennett, EdD;
Kathi G. Brandfass, MS; Gail L. Widener, PhD; Amy M. Yorke, PhD

D

espite the importance of measuring outcomes
in clinical practice, a variety of barriers limit
the use of standardized outcome measures
(OMs), and evidence suggests that rehabilitation therapists do not routinely apply them in practice.1 One barrier that restricts the use of OMs is lack of knowledge
to choose the most appropriate OM for a given patient
or situation.2,3 Selection of OMs has received considerable attention,4-10 but little information exists to specifically describe clinical decision-making processes that

clinicians can use in practice. Rehabilitation therapists
working with people with multiple sclerosis (MS) have
additional challenges in OM selection because of the
heterogeneous patient population and symptom variability in individual patients.
In 2010, the Neurology Section of the American
Physical Therapy Association appointed the Multiple
Sclerosis Outcome Measures Task Force (MSTF) to
review and make evidence-based recommendations
for the use of OMs in clinical practice, education, and
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Despite the well-known benefits of using standardized outcome measures (OMs) in clinical practice, a variety of barriers interfere with their use. In particular, rehabilitation therapists lack sufficient knowledge in
selecting appropriate OMs. The challenge is compounded when working with people with multiple sclerosis
(MS) owing to heterogeneity of the patient population and symptom variability in individual patients. To
help overcome these barriers, the American Physical Therapy Association appointed the Multiple Sclerosis
Outcome Measures Task Force to review and make evidence-based recommendations for OM use in clinical practice, education, and research specific to people with MS. Sixty-three OMs were reviewed based on
their clinical utility, psychometric properties, and a consensus evaluation of the appropriateness of use for
people with MS. We sought to illustrate use of the recommendations for two cases. The first case involves a
43-year-old man with new-onset problems after an exacerbation. The second case pertains to an outpatient
clinic interested in assessing the effectiveness of their MS rehabilitation program. For each case, clinicians
identified areas that were important to assess and various factors deemed important for OM selection. Criteria were established and used to assist in OM selection. In both cases, the described processes narrowed
the selection of OMs and assisted with choosing the most appropriate ones. The recommendations, in addition to the processes described in these two cases, can be used by clinicians in any setting working with
patients with MS across the disability spectrum. Int J MS Care. 2015;17:181–189.
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Table 1. The Multiple Sclerosis Outcome
Measures Task Force’s outcome measure
rating scale

3

2

1

Highly
Excellent psychometrics in an MS
recommend population (eg, valid and reliable and
some data on responsiveness, MDC,
MCID, etc.) and
Excellent clinical utility in an MS
population (eg, administration is ≤20
min, requires equipment typically found
in the clinic, no copyright payment
required, easy to score)
Recommend Good psychometrics in an MS
population (may lack information about
reliability, validity, or responsiveness) and
Good clinical utility in an MS population
(eg, administration >20 min, may require
additional equipment to purchase or
construct)
Unable to
Insufficient information to support a
recommend recommendation for individuals with MS
at this time (eg, limited psychometric data available
or not available in an MS population)
Do not
Poor psychometrics or poor clinical utility
recommend in an MS population (time, equipment,
cost, etc.)

Abbreviations: MCID, minimum clinically important difference;
MDC, minimal detectable change; MS, multiple sclerosis.

Case 1: Selecting Rehabilitation OMs for a
Person with MS
The rehabilitation clinician conducts a detailed interview and systems review with an individual with MS to
identify which constructs (ie, issues or concerns) might
require standardized assessment. Factors to consider
include the MS disease phenotype and severity, healthcare setting, premorbid and comorbid conditions, goals
identified by the patient, issues raised during the history and interview, and any occult issues (eg, fatigue or
depression) that may not be obvious at the outset. The
goal in identifying constructs is to direct and narrow the
selection of OMs. The clinician chooses the OMs that
are closely aligned with the patient’s goals, most helpful in guiding decisions about intervention, and able to
provide a basis for accurate documentation of changes
during the intervention period.

Case Description

Numeric Recommenrating dation level Description
4

this question for each case, the rehabilitation therapist
considered OMs across body function, activity, and
participation levels of the International Classification of
Function, Disability, and Handicap,12 aiming to select
OMs with high clinical utility and adequate psychometrics. Additional criteria and questions were used to assist
in OM selection for each of the two cases. The reader is
referred to the MSTF’s previous work for detailed information on each OM discussed in the following cases.11,13

Mr. G is 43 years old, has a 10-year history of relapsing-remitting MS, and is receiving care in an outpatient
setting. He recently experienced an exacerbation and has
subsequently had several falls. He was previously independent in all aspects of functional mobility and was
working full time as a computer programmer. His chief
concerns are marked fatigue and a decline in left arm
and hand function and walking ability. Mr. G’s primary
goal is to return to work as a computer programmer.
Findings from the systems review and screening examination appear in Table 2. The clinician determined
that three health-related constructs were most important for this patient: upper-extremity function, fatigue,
and walking ability. The clinician investigated OMs
appropriate for the setting (outpatient) and for Mr. G’s
Expanded Disability Status Scale14 (EDSS) score of 6.0.

Selecting an OM for Upper-Extremity Function
The clinician wanted a performance-based standardized OM that would document the baseline agility of the
upper extremities in a way most relevant to the patient’s
desired computer programming occupation. The MSTF
reviewed five OMs that measured upper-extremity func-
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research specific to people with MS. Sixty-three rehabilitation OMs were reviewed. An Evaluation Database
to Guide Effectiveness (EDGE) form, developed by
the Research Section of the American Physical Therapy
Association, was modified and used by the MSTF to
record each OM’s properties, psychometrics, clinical
utility, and recommendations. Recommendations were
based on an analysis of the OM’s clinical utility, a synthesis of psychometric data, and a consensus evaluation
of the appropriateness of the OM for people with MS via
a modified Delphi process. A 4-point rating scale, based
on the strength of the OM’s psychometrics and clinical
utility, was used to evaluate each OM and provide recommendations for use in patients across the MS disability spectrum and in five practice settings (Table 1). These
recommendations have been published previously.11
The purpose of this article is to describe the clinical
decision-making process for selecting OMs for two distinct MS-related cases. We demonstrate application of
the MSTF recommendations to select the appropriate
OMs for one individual with MS and one outpatient
program for MS. The overarching question for each case
was, “Which OM(s) should be selected?” To answer

Selecting Rehabilitation Outcome Measures in MS
Table 2. Systems review and screening examination findings
Body function and structure

Activity

Participation

• 50% AROM of left shoulder/hand with MMT
grade 2/5
• Left elbow AROM normal, MMT grade 3+/5
• 50% AROM of left hip, knee, and ankle with
MMT grade 2/5 in all muscle groups
• AROM and strength of the right side intact
• Light touch and proprioception intact bilaterally
• Fatigue limiting community ambulation and
participation in work

• EDSS score = 6.0
• Works full time
• Can negotiate stairs with one handrail and
• Drives a nonmodified
nonreciprocal gait
vehicle independently
• Modified independence in ADLs (uses compensatory
strategies)
• Difficulty with bimanual tasks, particularly food
preparation and use of utensils
• Inability to walk >3-4 min without resting; difficulty
crossing a busy street

Abbreviations: ADLs, activities of daily living; AROM, active range of motion; EDSS, Expanded Disability Status Scale; MMT, manual muscle test.

patient’s level of disability (Figure 2). Two self-report
OMs met the criteria:
• The Fatigue Scale for Motor and Cognitive Functions (FSMC): A 20-item OM developed as a
Upper-Extremity Function (Reach and Grasp) OMs Reviewed
by the MSEDGE Task Force
1.
2.
3.
4.
5.

Nine-Hole Peg Test (NHPT)
Box and Block Test (BBT)
Function in Sitting Test (FIST)
Multiple Sclerosis Functional Composite (MSFC)
Multiple Sclerosis Impact Scale (MSIS-29)

Performance
based?

Specifically
tests upperextremity
function?

No

FIST and MSFC
rejected

Yes

Has good
clinical utility
and is
recommended
by the MSTF?

Yes
OMs Considered for Use
NHPT
BBT

Figure 1. Decision tree for selecting an
outcome measure (OM) for upper-extremity
function
MSEDGE, Multiple Sclerosis Evaluation Database to Guide
Effectiveness; MSTF, Multiple Sclerosis Outcome Measures
Task Force.
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MSIS-29
rejected

Yes

Selecting an OM for Perceived Fatigue
The clinician wanted a self-report measure of the
impact of fatigue on Mr. G’s participation in life. The
MSTF reviewed 12 OMs that addressed the construct
of fatigue. All 12 measures were screened for appropriateness for this case considering the following criteria: a
participation-level measure specifically for fatigue that
was recommended for use given the setting and the

No
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tion. Each OM was screened for appropriateness for this
case using the following criteria: a performance-based,
standardized test of upper-extremity function with good
clinical utility (Figure 1). In this case, a performancebased test was preferred over a self-report measure
because the clinician wanted to measure actual, not
perceived, upper-extremity functional ability. Two measures met the criteria:
• Nine-Hole Peg Test (NHPT): A timed test
whereby the individual removes nine ¼-inch pegs
from a well, places them in a pegboard, and then
replaces them back in the well, performing the
sequence with the dominant and nondominant
hands.15
• Box and Block Test (BBT): A timed test in which
the individual moves as many 1-inch blocks, one
at a time, from one container to another within 1
minute.16
The MSTF recommendations for the NHPT and the
BBT indicate that there is essentially equivalent psychometric data for these OMs in the MS population, and
both require little time (<5 minutes) to administer. The
NHPT was selected for two reasons. Because the patient
was a computer programmer, the finer grip required
for the NHPT (¼-inch pegs) was preferred to the grip
required when manipulating the 1-inch cubes used for
the BBT. Also, the NHPT has somewhat better clinical
utility because the required equipment is less expensive
than that required for the BBT.

Cohen et al.

Fatigue OMs Reviewed by MSEDGE Task Force
1. Brief Fatigue Inventory (BFI)
2. Fatigue Descriptive Scale (FDS)
3. Fatigue Scale for Motor and Cognitive Functions (FSMC)
4. Functional Assessment of Multiple Sclerosis (FAMS)
5. Guy's Neurological Disability Scale (GNDS)
6. Modified Fatigue Impact Scale (MFIS)
7. Multicomponent Fatigue Scale (MFS)
8. Multiple Sclerosis Impact Scale (MSIS-29)
9. Multiple Sclerosis Quality of Life-54 (MSQOL-54)
10. Multiple Sclerosis Quality of Life Inventory (MSQLI)
11. 36-item Short Form Health Status Survey (SF-36)
12. Visual Analogue Scale for Fatigue (VAS-F)

No
Specifically
measures
perceived
fatigue?

FAMS, GNDS,
MSIS-29,
MSQOL-54, MSQLI,
SF-36 rejected

Yes
No
Recommended
by the MSTF?

BFI, FDS, MCFS
rejected

Yes
No
Participationlevel measure?

VAS-F rejected

Yes
OMs Considered for Use
FSMC
MFIS

Figure 2. Decision tree for selecting an
outcome measure (OM) for perceived
fatigue
MSEDGE, Multiple Sclerosis Evaluation Database to Guide
Effectiveness; MSTF, Multiple Sclerosis Outcome Measures
Task Force.

some situations is that it is recommended only for use
in people with an EDSS score of up to 7.5 (because the
literature reported use in these populations), whereas the
FSMC was recommended for use in patients at all EDSS
levels. This might make the FSMC a better choice when
long-term outcomes across increasingly severe disability
levels are a high priority. For this case, the MFIS was
chosen because of the availability of minimal detectable
change data and the expectation that this episode of care
will be discrete.

Selecting an OM for Gait and Walking Ability
Because the patient reported reduced walking ability,
the clinician wanted an OM of physical performance
and self-report. The MSTF reviewed nine performancebased gait measures. These were screened for appropriateness for this case considering the following criteria:
focuses primarily on gait performance and was most
highly recommended for use given the setting and
the patient’s level of disability (Figure 3). The MSTF
reviewed five self-report gait measures. These were
screened for appropriateness for this case considering
the following criteria: focuses primarily on the impact
of gait limitations and was highly recommended by the
MSTF for use given the setting and the patient’s level
of disability (Figure 4). Two OMs met the criteria for
physical performance, but only one met the criteria for
self-report:
• The Timed 25-Foot Walk test (T25FW): A measure of gait velocity as one walks 25 feet while
timed.19
• The Timed Up and Go test (TUG): The time for
the person to stand up from a chair, walk 3 m,
turn and walk back to the chair, and sit down.20
• The 12-item Multiple Sclerosis Walking Scale
(MSWS-12): A self-report measure of the impact
of MS on the individual’s walking ability.21
The decision was to use the T25FW in conjunction
with the MSWS-12. Although the TUG and T25FW
were each recommended by the MSTF, there is a richer
body of literature for the T25FW for people with MS
(eg, predictive and discriminative validity and responsiveness data). In addition, the TUG includes sit to/
from stand and turning, yet neither was identified as
problematic by the patient. An assessment of pure gait
speed measured by the T25FW was determined to be
more important because normative values for gait speed
could help in setting goals and measuring progress. The
MSWS-12 can provide the rehabilitation therapist with
the patient’s perception of the degree of limitations in
walking ability in a variety of contexts (eg, indoors vs.
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measure of cognitive and motor fatigue for people
with MS.17
• The Modified Fatigue Impact Scale (MFIS): A
21-item OM that assesses the effects of fatigue on
physical, cognitive, and psychosocial functioning
in people with MS.18
The FSMC and the MFIS have equal ratings and
approximately equivalent clinical utility, as seen on their
respective EDGE forms. The MFIS has data to support calculation of minimal detectable change for the
total scale and its subscales (ie, physical, cognitive, and
psychosocial). Having a minimal detectable change will
help the clinician determine whether any changes with
intervention are large enough to rule out measurement
error, suggesting that a positive change is likely due to
the intervention provided. A drawback to the MFIS for

Selecting Rehabilitation Outcome Measures in MS

receive services in the practice so that the clinician can
examine the outcomes of the practice as a whole.

Physical Performance of Gait/Walking OMs Reviewed
by the MSEDGE Task Force

Case Description

1. 2-, 6-, and 12-Minute Walk Tests (2MWT, 6MWT,
and 12MWT)
2. Disease Steps
3. Expanded Disability Status Scale (EDSS)
4. Functional Gait Assessment (FGA)
5. Hauser Ambulation Index (HAI)
6. High-Level Mobility Assessment Tool (HiMAT)
7. Timed 25-Foot Walk test (T25FW)
8. Timed Up and Go test (TUG)
9. Tinetti Performance-Oriented Mobility Assessment
(POMA)

No

Disease Steps,
EDSS rejected

Yes

Recommended
by the MSTF?

No

Self-report of Gait/Walking OMs Reviewed by the
MSEDGE Task Force

2MWT, 6MWT,
12MWT, FGA,
HAI, HiMAT,
POMA rejected

1. 12-Item Multiple Sclerosis Walking Scale
(MSWS-12)
2. Canadian Occupational Performance Measure
(COPM)
3. Multiple Sclerosis International Quality of Life
Questionnaire (MusiQOL)
4. Multiple Sclerosis Quality of Life Inventory
(MSQLI)
5. 36-item Short Form Health Status Survey (SF-36)

Yes
Performance-based OMs
Considered for Use
T25FW
TUG

Figure 3. Decision tree for selecting an
outcome measure (OM) for gait/walking
performance

Focuses
primarily on
impact of
limited gait?

MSEDGE, Multiple Sclerosis Evaluation Database to Guide
Effectiveness; MSTF, Multiple Sclerosis Outcome Measures
Task Force.

The clinician sometimes wants to assess the effectiveness of a rehabilitative program for multiple people
rather than a single individual with MS. The goal is to
standardize data collected on all people with MS who

Most highly
recommended
by the MSTF?

Yes
Self-report OMs
Considered for Use
MSWS-12

Figure 4. Decision tree for selecting an
outcome measure (OM) for self-report of
gait/walking ability
MSEDGE, Multiple Sclerosis Evaluation Database to Guide
Effectiveness; MSTF, Multiple Sclerosis Outcome Measures
Task Force.
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COPM,
MusiQOL,
MSQLI, SF-36
rejected

Yes

outdoors) and has useful responsiveness and normative
data. In addition, the MSWS-12 was viewed as a helpful complement to the T25FW because the T25FW is
traditionally performed on an indoor level surface but
the MSWS-12 includes items pertaining to a variety of
gait-related tasks in the home and community.
To summarize, the clinician can use the four OMs
selected—the NHPT, MFIS, T25FW, and MSWS12—to record baseline performance and to monitor for
changes throughout at the end of the episode of care.

Case 2: Selecting Rehabilitation OMs for
People with MS in a System of Care

No
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Focuses
primarily on
gait
performance
?

A local interdisciplinary rehabilitation practice (“the
practice”) offers a long-term outpatient rehabilitation
program (“the program”) for people with MS with
EDSS scores of 0 to 7.5. The program focuses on restoration of maximal function and prevention of secondary
complications. Team members include physical therapists, occupational therapists, speech-language pathologists, social workers, physicians, and others. In addition,
the practice received a community grant from a charitable organization to provide program services to people
with MS in the community.

Cohen et al.

1.
2.
3.
4.
5.
6.
7.
8.
9.

Comprehensive
measure of
varied
constructs?

No

DHI and
SF-36
rejected

Yes

Uses
standard
items?

No

GAS and
PSFS
rejected

Yes

Recommended for
research?

No
MusiQOL
rejected

Yes
Is the
OM free
or
inexpensive
to use?

Selecting an OM for QOL
The MSTF recommendations included nine OMs
that measure various aspects of QOL and were deemed
appropriate for the practice setting (outpatient) and
the EDSS scores of the population (generally 0–7.5).
The practice manager considered the following criteria:
the OM should be comprehensive and measure varied
constructs, be appropriate for research for program-level
review of effectiveness, and be inexpensive to use (Figure
5). Four measures of QOL met the criteria for consideration:
• The Functional Assessment of Multiple Sclerosis: A 59-item measure of QOL in six domains
(mobility, symptoms, emotional well-being, general contentment, thinking/fatigue, and family/
social well-being).23
• The abbreviated version of the Multiple Sclerosis
Quality of Life Inventory (MSQLI): A QOL measure totaling 81 items covering discrete aspects of
QOL (eg, general health, fatigue, vision, and others).10
• Multiple Sclerosis Impact Scale (MSIS-29): A
29-item self-report measure with 20 items associ-

Nine QOL OMs reviewed by MSEDGE Task Force
Dizziness Handicap Inventory (DHI)
Functional Assessment of Multiple Sclerosis (FAMS)
Goal Attainment Scaling (GAS)
Multiple Sclerosis Impact Scale (MSIS-29)
Multiple Sclerosis International Quality of Life Questionnaire
(MusiQOL)
Multiple Sclerosis Quality of Life (MSQOL-54)
Multiple Sclerosis Quality of Life Inventory (MSQLI)
Patient-Specific Functional Scale (PSFS)
36-item Short Form Health Status Survey (SF-36)

Yes
OMs Considered for Use
FAMS
MSQLI
MSIS-29
MSQOL-54

Figure 5. Decision tree for selecting an
outcome measure (OM) for quality of life
(QOL)
MSEDGE, Multiple Sclerosis Evaluation Database to Guide
Effectiveness.

ated with a physical scale and nine items associated with a psychological scale.24
• Multiple Sclerosis Quality of Life (MSQOL-54):
A multidimensional health-related QOL measure
that combines generic and MS-specific items into
a single instrument.25
Ultimately, the program opted to implement the
abbreviated version of the MSQLI because a separate
score is calculated for each questionnaire, enabling the
practice to better identify specific disciplinary strengths
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To assess the success of the program, the practice
manager wanted to identify a set of standard OMs to be
collected at baseline and quarterly for each participant.
To facilitate comparison within and across all patients
receiving care at the program, the items should be standardized and not individualized (ie, not patient or clinician identified as in Goal Attainment Scaling).22 The
aggregate data would help document and examine the
program and would be used for internal research to provide outcome information to the charitable organization
in hopes of securing additional community grant funds.
Because MS presentation is heterogeneous, there is no
“typical” clinical presentation. In addition, OMs need
to have relevance for the multiple disciplines involved.
Clinician time and facility resources are also important.
Thus, body function measures were considered less
useful because many of these are patient and discipline
specific; the focus was on activity- and participation-level
measures of the constructs most commonly affected in
people with MS.
The practice identified the following three constructs
as most important for measurement across the population served: quality of life (QOL) (a participation-level
construct), general physical function/activity (an activity-level construct), and endurance (assessed as an activity- or participation-level construct).

Selecting Rehabilitation Outcome Measures in MS

1.
2.
3.
4.
5.
6.
7.

Comprehensive
measure of
varied
constructs?

Uses
standard
items?

The MSTF recommendations included seven OMs
of general physical activity and were deemed appropriate for the practice setting (outpatient) and the EDSS
scores of the population (generally 0–7.5). The practice
manager screened OMs for those that are comprehensive
(measuring multiple items) and likely to be appropriate for research for program-level review of effectiveness
(Figure 6). Two measures met these requirements:
• MSIS-29: Previously described.24
• Multiple Sclerosis Functional Composite
(MSFC): A tool consisting of three discrete
performance-based tests: the NHPT (for upperextremity function), the T25FW (for walking/
lower-extremity function), and the 3-Second
Paced Serial Addition Test (for cognition/working
memory).26
The practice opted to implement the MSFC because
it is a measure of general physical and cognitive function. In addition, some of the content of the MSIS-29
is captured in the MSQLI, selected previously, and the
team aimed to avoid redundancy of information gathered from the measures selected. Last, the three separate
measures included in the MSFC enable a representative
examination of the strengths and weaknesses of different
disciplines in the practice.
The MSTF identified nine OMs of aerobic capacity/
endurance. The practice manager screened these OMs to
include standardized measures of functional endurance
that are appropriate for research for program-level review
of effectiveness and that demonstrated good clinical utility (Figure 7).
Only the Six-Minute Walk Test (6MWT) met the
criteria identified by the program. The 6MWT measures
the distance the person can walk in 6 minutes.27 This is
a particularly good option because responsiveness and

No

NHPT, BBT,
FIST
rejected

Yes

Selecting an OM for Physical Function/Activity

Selecting an OM for Endurance

Seven Activity OMs reviewed by MSEDGE Task Force
Nine-Hole Peg Test (NHPT)
Box and Block Test (BBT)
Function in Sitting Test (FIST)
Goal Attainment Scaling (GAS)
Multiple Sclerosis Functional Composite (MSFC)
Multiple Sclerosis Impact Scale (MSIS-29)
Patient-Specific Functional Scale (PSFS)

No

GAS and
PSFS
rejected

Yes
Recommended
for
research?

No
NA

Yes
Is the
OM free
or
inexpensive
to use?
Yes
OMs Considered
for Use
MSFC
MSIS-29

Figure 6. Decision tree for selecting an
outcome measure (OM) for physical
function/activity
MSEDGE, Multiple Sclerosis Evaluation Database to Guide
Effectiveness; NA, not applicable.

normative data in MS exist for the 6MWT, enabling
within- and between-patient comparisons and overall
program evaluation.
To summarize, the practice was seeking OMs that
were standardized, easy to administer, broad in scope,
and useful for program evaluation. In addition to individualized examinations conducted by each member
of the health-care team, each participant who entered
the program was tested using the MSQLI, MSFC, and
6MWT.
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and weaknesses of the program. The MSTF rating of
“recommend” for the MSQLI was based on its good
psychometric properties, but it has limited clinical utility: approximately 30 minutes is required to complete
the questionnaire, and additional time is required for
scoring. This is in contrast to the MSQOL-54 and
MSIS-29, which were rated “highly recommend” by the
MSTF. The MSQOL-54 and MSIS-29 take approximately 15 minutes to complete but are less comprehensive, measuring fewer aspects of QOL compared with
the MSQLI. Of benefit, most patients seen at the practice could complete the MSQLI independently, reducing the administration time by the clinician.

Cohen et al.

1.
2.
3.
4.
5.
6.
7.
8.
9.

Uses
standard
items?

No
GAS and PSFS
rejected

Yes

No
Recommended
for
research?

12MWT
2MWT
HiMAT
MAM
PCI
rejected

Yes

Does the
OM have
good
clinical
utility?

No
VO2 Max/Peak

Yes

OMs Considered
for Use
6MWT

Figure 7. Decision tree for selecting an
outcome measure (OM) for endurance
MSEDGE, Multiple Sclerosis Evaluation Database to Guide
Effectiveness; QOL, quality of life.

PracticePoints

Discussion
This article illustrates a clinical decision-making
process by which the recommendations of the MSTF
were used to select appropriate OMs for an individual
person with MS and for programmatic assessment in an
interdisciplinary practice for people with MS. The process narrowed OM selection to a manageable number
to compare with clinician- or practice-identified criteria.
From these OMs, clinicians could then choose a discrete
set of the most appropriate OMs to meet their situation.
The process described could be applied by clinicians in
any practice setting working with people with MS at any
disability level.

• Rehabilitation clinicians underuse standardized
outcome measures when working with people
with MS.
• Using patient- and practice-specific outcome measures can help clinicians and practices better measure patient status and progress.
• The report and recommendations of the American
Physical Therapy Association’s Multiple Sclerosis
Outcome Measures Task Force can be used as a
resource to assist rehabilitation clinicians in selecting useful outcome measures for their patients and
their practice.
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Many benefits accrue for those using the MSTF’s
recommendations in clinical practice. The recommendations have broad applicability across the disability
spectrum of MS and in any health-care setting. The recommendations allow efficient identification of OMs
pertinent to constructs important to people with MS,
and the summaries of psychometric data on the EDGE
documents facilitate sound OM selection. For example,
reported responsiveness and normative data provided a
basis for measuring change and making comparisons,
respectively, for an individual with MS. In addition,
the usefulness of OMs for particular settings and ability
levels for people with MS has been recorded, enabling
clinicians to efficiently identify OMs that might have
particular relevance. References for evidence on the
OMs are reported, along with instructions for administration and information on other available resources (eg,
Web-based links). The recommendations can facilitate
assessment of clinician and programmatic effectiveness,
which could, in turn, be used for marketing and public
relations efforts.
There are several limitations to the MSTF recommendations. First, the recommendations did not result
directly from a systematic review or meta-analysis of the
literature. They were developed through a consensus
process based on a review of the literature by a single
individual and evaluation of the reported characteristics
by a secondary reviewer and then the whole task force.
Time constraints limited the number of OMs reviewed.
The MSTF aimed to review a broad group of OMs,
representing all major constructs relevant to physical
therapy for people with MS. Some OMs relevant to
this population (eg, the Fatigue Severity Scale) were not
included in the MSTF review. Limited availability of

Nine QOL OMs reviewed by MSEDGE Task Force
12-Minute Walk Test (12MWT)
2-Minute Walk Test (2MWT)
6-Minute Walk Test (6MWT)
Goal Attainment Scale (GAS)
High-Level Mobility Assessment Tool (HiMAT)
Maximal Oxygen Uptake (VO2 Max/Peak)
Movement Ability Measure (MAM)
Patient-Specific Functional Scale (PSFS)
Physiological Cost Index (PCI)

Selecting Rehabilitation Outcome Measures in MS
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published evidence for many OMs across the MS disability spectrum led to a rating of “unable to recommend at this time” for many of the reviewed OMs.
Others had good reliability and validity data but lacked
responsiveness values, leading to a rating of “recommend” rather than “highly recommend.” Completion of
the EDGE forms relied on the literature available at the
time of the reviews, generally the summer of 2011. Last,
it is unknown whether use of the recommendations will
assist in standardizing the selection of OMs and whether
they will assist clinicians with making better clinical
decisions when developing a plan of care.
The recommendations of the MSTF provide important information to assist with clinical decision making;
however, more work is needed. The MSTF acknowledges the need for additional research to document the
usefulness of the measures in less-studied populations of
people with MS and the need to update and complete
the information in the MSTF documents. Also, the
MSTF did not attempt to identify core sets (ie, specific
OMs to be used for all patients receiving services in a
given practice setting or at a given MS-related disability level). The MSTF contends that the development of
core sets could be a next step to improve the consistency
and quality of care. The EDGE documents and recommendations could provide a foundation to inform the
development of core sets.
In summary, the recommendations provided by the
MSTF provide guidance for patient- and program-level
evaluation. The cases described herein illustrate how the
recommendations can be used in selecting OMs. Given
practice and patient circumstances, alternative OMs
might be helpful in particular situations. The MSTF
does not endorse any particular OM as serving all the
needs of patients or clinicians. The MSTF does propose
that clinicians use a thoughtful process, such as the one
described herein, when they seek the appropriate OMs
to enhance patient care. o

