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Measure ID: FOTO3 

Title of measure: Functional Status Change for Patients Post Stroke: Upper Body 

Measure Description:  
This is a patient-reported outcome performance measure (PRO-PM) consisting of a patient-reported outcome 
measure (PROM) of risk-adjusted change in functional status (FS) for patients aged 14 years+ who have 
experienced a stroke with sequelae impacting functional abilities related to use of the hand, arm, and upper 
trunk. The change in FS is assessed using the Stroke Upper Extremity (SUE) FS PROM. In order to fairly 
measure performance between providers, the measure is adjusted to patient characteristics known to be 
associated with FS outcomes (risk adjusted) and used as a performance measure (PM) at the patient level, 
individual clinician level, and clinic level to assess quality. Free public access is available at 
https://www.fotoinc.com/science-of-foto/nqf-measure-specifications. 
 
Denominator description:  
All patients aged 14 years and older who initiated and completed an episode of physical therapy, occupational 
therapy, or medical care (as defined by the following CPT codes: 97161, 97162, 97163, 97165, 97166, 97167, 
99201, or 99202, 99203, 99204, 99205, 99212, 99213, 99214, or 99215) who have experienced a stroke with 
sequelae impacting functional abilities related to use of the upper limb, as documented in the medical record. 
The following ICD-10 codes* are provided to further clarify the target population:  
I69.05 Hemiplegia and hemiparesis following non traumatic subarachnoid hemorrhage  
I69.06 Other paralytic syndrome following non traumatic subarachnoid hemorrhage  
I69.090 Apraxia following non traumatic subarachnoid hemorrhage 
I69.093 Ataxia following non traumatic subarachnoid hemorrhage 
I69.15 Hemiplegia and hemiparesis following non traumatic intracerebral hemorrhage  
I69.16 Other paralytic syndrome following non traumatic intracerebral hemorrhage  
I69.190 Apraxia following non traumatic intracerebral hemorrhage 
I69.193 Ataxia following nontraumatic intracerebral hemorrhage 
I69.25 Hemiplegia and hemiparesis following other nontraumatic intracranial hemorrhage  
I69.26 Other paralytic syndrome following other nontraumatic intracranial hemorrhage 
I69.290 Apraxia following other nontraumatic intracranial hemorrhage 
I69.293 Ataxia following other nontraumatic intracranial hemorrhage 
I69.35 Hemiplegia and hemiparesis following cerebral infarction 
I69.36 Other paralytic syndrome following cerebral infarction 
I69.390 Apraxia following cerebral infarction  
I69.393 Ataxia following cerebral infarction  
I69.85 Hemiplegia and hemiparesis following other cerebrovascular disease  
I69.86 Other paralytic syndrome following other cerebrovascular disease  
I69.890 Apraxia following other cerebrovascular disease  
I69.893 Ataxia following other cerebrovascular disease  
I69.95 Hemiplegia and hemiparesis following unspecified cerebrovascular disease  
I69.96 Other paralytic syndrome following unspecified cerebrovascular disease  
I69.990 Apraxia following unspecified cerebrovascular disease  
I69.993 Ataxia following unspecified cerebrovascular disease  
  
* Codes with less than the number of characters required for billing are used to represent the inclusion of the 
more specific codes in that category.  This was done to manage the number of codes. 
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The completion of an episode of care (Discharge) is indicated by documentation in the medical record 
identifying the close of the episode of care for the stroke upper extremity functional limitation condition 
identified at the start of the episode of care (Initial Evaluation). 

Numerator description:  

The numerator is the number of a provider’s (clinic’s or clinician’s) patient care episodes that completed an 
episode of care and met or exceeded the risk-adjusted predicted Residual Change Score.  
The completion of an episode of care (Discharge) is indicated by documentation in the medical record 
identifying the close of the episode of care for the stroke upper extremity functional limitation condition 
identified at the start of the episode of care (Initial Evaluation).  
The Residual Change Score is defined as the difference between the Actual and Predicted Change Scores 
where  
•The Actual Score is the patient’s Functional Status (FS) Score,  
•The Actual Change Score is the change in the patient’s FS score from Initial Evaluation to Discharge, and  
•The Predicted Change Score is the risk-adjusted prediction of FS change. 
 Numerator Options are Performance Met (The Residual Change Score is equal to or greater than 0) and 
Performance Not Met (The Residual Change Score is less than 0 or patient did not complete the measure and 
reason not given or reason does not match the exclusion or exception criteria.)  
Performance may be calculated on 3 levels: 
1. Patient Level: For the individual patient episode, the patient’s Actual FS scores relative to the risk-adjusted 
predicted.  
2. Clinician Level: The average of the Residuals for patient care episodes managed by a clinician (individual 
provider) over a 12 month time period.  
3. Clinic Level: The average of the Residuals for patient care episodes managed by a group of clinicians within a 
clinic over a 12 month time period. 
 
Denominator exclusions:  
1) Patients with diagnosis of a degenerative neurological condition such as ALS, MS, Parkinson’s diagnosed at 
any time before or during the episode of care (F2007). 
2) Patient unable to complete the SUE FS PROM at Initial Evaluation or Discharge due to cognitive deficit, 
visual deficit, motor deficit, language barrier, or low reading level, and a suitable proxy/recorder is not 
available (F2002). 
 
Denominator exceptions:  

1)  Ongoing care not clinically indicated because the patient needed a home program only, referral to another 
provider or facility, or consultation only, as documented in the medical record (F2005) 
2) Ongoing care not medically possible because the patient was discharged early due to specific medical 
events, documented in the medical record, such as the patient became hospitalized or scheduled for surgery 
(F2004 ) 
3) Ongoing care not possible because the patient self-discharged early (e.g., financial or insurance reasons, 
transportation problems, or reason unknown)(F2003) 
4) Patient refused to participate at Initial Evaluation and/or Discharge (F2001) 
 

Which Score is Risk Adjusted?  
The SUE FS PROM score is the score that is risk-adjusted. Specifically, a risk-adjusted prediction of FS change, 
as described in the Numerator. 
 

Proportional Measure: Yes 
 
Performance Rate Description: Proportion of patient episodes that Met or Exceeded the Risk Adjusted 
Residual Change Score 
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Number of Performance Rates: 1 
 

NQS Domain: Effective Clinical Care 
 
High Priority: Yes 
 
High Priority  Type: Outcome 
 
Measure Type: Patient Reported Outcome (PRO) 
 
Meaningful Measure Area: Functional Outcomes  
 
Meaningful Measure Area Rationale:  
The SUE PRO-PM promotes patient/family engagement and communication with the provider. During a 
patient’s encounter with the provider, using risk-adjusted patient-reported outcome measures (PROMs) of 
function promotes a focus on patient-perceived function and encourages meaningful discussions about goals 
and expectations for the results of the care episode. The provider is encouraged to attend to data-driven 
clinical decision making with the patient at the center. While other modes of measurement, such as provider 
(clinician)-rated, are useful adjuncts, the single most important indicator of the impact of healthcare on a 
patient's life is the patient’s perception. The patient is in the best position to judge his/her status on a day to 
day basis. In the absence of a patient’s ability to assess his/her status (e.g., the presence of cognitive deficits), 
the next most suitable (proxy) respondent should be a family member or caregiver who observes the patient’s 
day to day functioning. 
 
Data Source: 
The FOTO Patient Outcomes system and database has existed since 1994 and consists of approximately 21 
million patient assessments. FOTO provides web-based data collection and reporting for approximately 23,000 
clinicians in 5200 clinics across all 50 states. During a recent 12-month period ending July 31, 2020, the FOTO 
database recorded 16,548 assessments for patients presenting for outpatient care post stroke 
 
Care Setting:  
Ambulatory Care: Clinician Office/Clinic (includes Telehealth) 
 
Clinical Recommendation Statement: 
PROMs are increasingly advocated as necessary components of an overall strategy to improve healthcare 1,2 
and are advocated for use in clinical decision making and research in the care of patients who have 
experienced stroke.3,4 Placing risk-adjusted PROM data directly into the hands of the provider embodies the 
definition of patient-centered healthcare and is consistent with National Quality Forum’s vision to achieve 
performance improvement and accountability through patient-reported outcomes.5 This approach improves 
quality of care by promoting improved communication between provider and patient and enhancing the 
provider’s understanding of the patient’s perception of functional status. Use of patient-reported outcome 
measures is recommended in clinical practice guidelines as a standard component of evaluation and 
management for multiple provider types, including physical therapists.6,7,8 
1. Black N. Patient reported outcome measures could help transform healthcare. BMJ. 2013;346:f167. 
2. Griggs CL, Schneider JC, Kazis LE, Ryan CM. Patient-reported outcome measures: a stethoscope for the patient history. Ann Surg. 2017;265:1066-
1069. 
3. Reeves M, Lisabeth L, Williams L, et al. Patient-reported outcome measures (PROMs) for acute stroke: rationale, methods, and future directions. 
Stroke. 2018;49:1549-1556.  
4. Price-Haywood EG, Harden-Barrios J, Carr C, et al. Patient-reported outcomes in stroke clinical trials 2002-2016: a systematic review. Qual Life Res. 
2019; 28(5):1119-1128. 
5. National Quality Forum. Patient Reported Outcomes (PROs) in Performance Measurement. January 10, 2013. 
https://www.qualityforum.org/publications/2012/12/patient-reported_outcomes_in_performance_measurement.aspx Accessed March 21, 2019. 
6. Guide to Physical Therapist Practice 3.0. Alexandria, VA: American Physical Therapy Association; 2014. Available at: 
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http://guidetoptpractice.apta.org/. Accessed August 13, 2019. 
7. Reeves M, Lisabeth L, Williams L, et al. Patient-reported outcome measures (PROMs) for acute stroke: rationale, methods, and future directions. 
Stroke. 2018;49:1549-1556.  
8. Price-Haywood EG, Harden-Barrios J, Carr C, et al. Patient-reported outcomes in stroke clinical trials 2002-2016: a systematic review. Qual Life Res. 
2019; 28(5):1119-1128. 
 
 
QCDR Measure Rationale:  
Stroke is a common reason for patients seeking care in rehabilitation settings; during a recent 12-month 
period ending July 31, 2020, the FOTO database recorded 16,548 Intake assessments for patients presenting 
for outpatient care for functional limitations related to stroke. Together with the Stroke Lower Extremity 
QCDR measure, these measures may allow more providers whose practice focuses on neurological conditions 
to participate in MIPS by having relevant outcome measures available to them for MIPS reporting.  
The list of MIPS QCDR measures is otherwise lacking in quality outcome measures pertaining to providers who 
care for patients with neurological conditions. Particularly, the list does not include patient-reported outcome 
performance measures focusing on upper and lower extremity functional limitations related to stroke, based 
on modern scientific measurement methods, offering CAT administration to reduce burden, and sophisticated 
risk adjustment to provide fair comparisons across providers.  
Condition-specific measures may have advantages over generic measures by assessing key aspects of function 
that are particularly meaningful to the target population and in being more sensitive to small but important 
changes in function for patients with sequelae of stroke.1 Furthermore, based on FOTO’s experience receiving 
input from large numbers of providers over 25 years, providers and patients strongly prefer functional 
questions that are specific to the patient’s condition.  
Furthermore, the literature lacks stroke-specific FS PROMs based on modern scientific measurement methods 
like item response theory (IRT).1,2,3 IRT and related methods provide a number of measurement advantages 
including valid assumptions of interval scaling, superior scale coverage, uni-dimensionality for valid score 
change interpretations, and precise methods for evaluating components of the measures such as the 
functional questions and scales. IRT additionally forms the basis for computer adaptive testing (CAT) 
administration which reduces patient burden by minimizing the number of functional questions the patient 
must respond to in order to obtain a precise estimate of the patient’s functional ability level. When combined 
with robust risk adjustment to provide for fair comparisons between providers, the FS PROM forms the basis 
for a valuable patient reported outcome performance measure (PRO-PM). The scientific methods used for the 
development of the SUE PRO-PM are the same as previously published FOTO IRT/CAT measures and risk 
adjustment models. 
1. Reeves M, Lisabeth L, Williams L, et al. Patient-reported outcome measures (PROMs) for acute stroke: rationale, methods, and future directions. 
Stroke. 2018;49:1549-1556.  
2. Price-Haywood EG, Harden-Barrios J, Carr C, et al. Patient-reported outcomes in stroke clinical trials 2002-2016: a systematic review. Qual Life Res. 
2019; 28(5):1119-1128. 
3. Groeneveld IF, Goossens PH, van Meijeren-Pont W, et al. Value-based stroke rehabilitation: Feasibility and results of patient-reported outcome 
measures in the first year after stroke. J Stroke Cerebrovasdis. 2018;28(2):499-512. 

 
 


