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Measuring Success in Physical Therapy: Beyond Pain Scales and Gait Scores
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Abstract: Pain scales, gait scores, and other traditional measures in physical therapy are long overdue in quantifying
improvements in patients. Yet, these tests only give a partial and, at best, incomplete picture of recovery, because they are specific
about symptoms and motor recovery. The following review examines the more widespread, comprehensive measures of success in
the physical therapy field, going beyond standard instruments. It talks of the limits of pain and gait measures, the increasing use of
patient-reported outcome measures (PROMSs), functional evaluation, wearables, psychosocial biomarkers, and treatment adherence.
Stress is put on the incorporation of the emotional, cognitive, and social aspects into the assessment schemes, which are in line with a
biopsychosocial model of care. The article suggests that a multidimensional evaluation of the results of the treatment is in favor,
which takes into account not only that the symptoms have been removed but also that actual functional improvement and patient
success are achieved. By referencing articles with high impact, this review puts forward an original and updated concept of

quantifying the success of physical therapy.

Keywords: Physical therapy, pain scales, gait scores, patient-reported outcomes, wearable technology, functional assessment,
psychosocial factors, rehabilitation success, biopsychosocial model, and treatment adherence.

INTRODUCTION

PT is central to rehabilitation, management of
chronic diseases, injury, or restoration of physical
functioning, or improvement of physical functions
of all ages. Evaluations based on pain scales and
gait scores are the traditional methods of
determining the result of physical therapy. Such
tools as the Visual Analogue Scale (VAS), the
Numeric Pain Rating Scale (NPRS), or the
measures of gait parameters (e.g., speed, cadence,
the length of the stride) are popular as they are
simple and easily accessible. Nevertheless, in the
context in which healthcare is becoming more
patient-centred and patient-driven, and hospital
evaluations are more holistic, these measures are
not sufficient to reflect the multidimensional
aspects of recovery. Regardless of the measurable
level, pain scores remain subjective and depend on
such aspects as mood, culture, and pain handling
approaches (Turk, D. C., & Melzack, R. 2011)
Likewise, the gait scores mainly evaluate motor
ability without taking into consideration contextual
execution, stamina, or integration into everyday
activities. Recently, an increasingly recognized
literature indicates that effective rehabilitation
should be able to address psychological well-
being, functional independence, patient
satisfaction, and quality of life (Mathis, R. A. et
al., 2019). New paradigms of measurement and
evaluation systems are inclined toward dynamic,
multi-dimensional instruments which encompass
patient-reported outcomes (PROs), real-world
functional scales, biological markers,
psychosocial, and adherence abnormalities. It will
not be satisfied with symptom relief but with the
recovery of meaningful participation in roles in

life. In addition to that, increased technological
capabilities, including the use of sensors and
artificial intelligence, have further widened the
physical therapist's tool set that enables constant
and personalized monitoring of the healing
process. This paper gives an overview of the
dynamic nature of how success in physical therapy
has been measured, discussing the caveats when it
comes to ftraditional instruments and showing
some of the newer approaches, which give a more
complex and patient-oriented view of the
effectiveness of treatment.

LIMITATIONS OF TRADITIONAL
METRICS: PAIN SCALES AND GAIT

SCORES

Most frequent outcome measures used in physical
therapy pain scales and gait evaluations are of
limited use in gaining information about functional
and psychosocial recovery. Pain as a significant
problem varies day-to-day and is not necessarily
related to objective functional loss or quality of
life (Cleeland, C. S., & K. M. Ryan. 1994). As an
example, even when the functional ability and
mobility are enhanced in chronic cases of
musculoskeletal disorders, their reports are of pain
throughout, implying disparity between the
perceived pain ratings and the practical
achievements (Archer, K. R. et al., 2012). Equally,
gait scores like the Timed Up and Go (TUG) test,
10-Meter Walk Test, and Berg Balance Scale
evaluate mainly locomotor abilities by failing to
gauge fully the capacity of the individual to
execute activities of daily living (ADLs), social
participation, and  self-efficacy. Clinical
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performance of automatically walking patterns, as
well, could be different in comparison with real
life because of artificial conditions or motivation
(Nilsagard, Y. et al, 2009). Further, this
dependence on these parameters does not curb the
cognitive and emotional aspects of rehabilitation.
Depression, anxiety, and Kkinesiophobia can
significantly slow progress, but this fact is not seen
in ordinary scales (Vlaeyen, J. W., & S. J. Linton.
2000). It is impossible to neglect these dimensions

and have a still effective treatment plan on paper,
and the patient fails to perform the most common
actions. The interventions are limited in tailoring
by the skin-deep approach toward pain and gait.
Two patients who have the same pain scores, in
other words, can face extremely different
functional barriers or psychosocial issues, and this
may require tailored solutions. Thus, a more
detailed framework is needed to recognize the
effect of physical therapy and optimize it.

LIMITATIONS OF PAIN AND
GAIT MEASURES

Barriers
Cognitive

_

-
LIMITED INSIGHTS LACK OF i
Pain Scales and COMPREHENSIVE
Gait Assessme- EVALUATION
nts in Physical Functional
Therapy Recovery
Psychosocial
LACK OF COMPREHENSIVE | Recovery
EVALUATION
; DIFFICULTY TAILORING
Functional INTERVENTIONS
Recovossal
Pyschosocial Ide:ntical
Recovery Pain (3)
Scores
Psychosocial Functional

and Emotional

Limitations
Psychosocial
Barriers

J

Figure 1: Limitations of Pain and Gait Measures in Physical Therapy

This figure highlights key limitations of relying
solely on pain scales and gait assessments,
including limited insight into overall recovery, a
lack of evaluation of psychosocial and cognitive
factors, and challenges in tailoring interventions
for individual needs.

PATIENT-REPORTED

MEASURES (PROMS)

Patient-reported outcome measures (PROMSs) have
come up as critical measures in determining the
efficiency of physical therapy regardless of the
metrics assessed. PROMSs describe the patient's
opinion of his or her health, function, and quality
of life, which makes it possible to comprehend the
results of the therapeutic ~work more
comprehensively (Beaton, D. E. et al., 2001).
Among the tools that have been tested on different
groups of people with different disabilities, there
an instruments like the Disabilities of the Arm,

OUTCOME

Shoulder and Hand (DASH) questionnaire, the
Oswestry disability Index (ODI), and the Knee
Injury and Osteoarthritis outcome Score (KOQS)
(Roos, E. M. et al., 1998). In contrast to clinician-
administered instruments, PROMs include a
patient voice in an assessment, thereby
corresponding to the idea of person-centered care.
These instruments enable monitoring of the
progress over time, recognition of outstanding
needs, and determining the effects of the
interventions in the day-to-day life of the patient.
PROMs also play an important role in shared
decision-making, which enhances collaboration
between the therapist and the patient (Black, N.
2013). It has been evidenced that the use of
PROMs  during regular care  enhances
communication, boosts patient satisfaction, and
treatment adherence (Valderas, J. et al., 2008).
Moreover, the long-term outcomes are predicted
by means of PROMs as compared to certain
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customary indicators. What is typical is the use of
the baseline SF-36 or EQ-5D scores that are
usually linked to functional recovery and returning
to work after an intervention (Garratt, A. M. et al.,
1993). Nonetheless, the administration of PROMSs
should be efficient and aware of language, literacy,
and cultural discrepancies in order to be valid. The
digitalization of the process of collecting and
interpreting  PROMs, as well as automated
systems, is actively being used, which is why it
can be deemed a convenient aspect of one of the
latest and most up-to-date clinical practices.

OBJECTIVE FUNCTIONAL
ASSESSMENTS AND WEARABLE
TECHNOLOGY

Functional tests of real-time activities demonstrate
the picture of recovery more clearly as compared
to isolated clinical tests. Examples of such tools
are the Functional Independence Measure (FIM),
6-Minute Walk Test (6MWT), and Short Physical
Performance Battery (SPPB), which consider
endurance, strength, balance, and performance in
specific tasks (Studenski, S. 2011 ). Assessments
such as these can especially be helpful in geriatrics
and neurological rehabilitation, where becoming
independent in the ADLs is one of the important

measurement units (IMUs), accelerometers, and
gyroscopes are devices that enable constant
tracking of movement patterns, activity, and
energy going out of the clinic (Salaorni, F. et al.,
2024). Such data can determine minor gains or
slacks that cannot be assessed by routine visits.
Wearable devices allow for providing real-time
feedback, which is helpful to introduce adaptive
measures and promote motivation. As an
illustration, exercise count data and exercise
duration would assist with personalization of an
aerobic program by patients with cardiovascular
diseases. Tele-rehabilitation platforms have also
been developed, which combine wearable data to
enable remote supervision of patients, with therapy
being available in less-served areas (Cottrell, M.
A., & T. G. Russell. 2020). There is also evidence
in research that warns of the predictive ability of
wearable-generated metrics. Step counts, cadence,
and postural transitions have been associated with
measures of fall risk, frailty, and recovery course
in the sternal surgical (after operation) and
geriatric populations (Okubo, Y. et al., 2016).
Nevertheless, the issues of data security,
compliance, and their interpretation are the
problems that should be addressed with caution to
be successfully introduced into care pathways.

objectives. Wearable technology has also
revolutionized in functional assessment. Inertial
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Figure 2: Functional Assessments and Wearable Technology in Rehabilitation

Copyright © 2022 The Author(s): This work is licensed under a Creative Commons Attribution- NonCommercial-NoDerivatives 4.0 18
(CC BY-NC-ND 4.0) International License

Publisher: SARC Publisher



Nathani, P.

Sarc. Jr. int. med. Pub. Heal.vol-4, issue-6 (2025) pp-16-22

This figure shows how traditional assessments
(FIM, 6MWT, SPPB) and wearable technology
(accelerometers, IMUs, gyroscopes) are used
together to monitor endurance, strength, and
balance, providing real-time feedback and
predictive insights during physical therapy.

PSYCHOLOGICAL AND SOCIAL
INDICATORS OF RECOVERY

The success of rehabilitation cannot be measured
purely within the physical scope of recovery.
Physical  therapy regards emotional and
psychological health as the pillars of a positive
long-term outcome. Depression, anxiety, coping
mechanisms, motivation, and social support are
other factors that play a significant role in the
relationship with therapy and the results of
potential long-term effects. Unluckily enough,
even conservative physical therapy measurements
rarely embrace such psychosocial factors, even
though a body of research is accumulating to
demonstrate their relevance (Baird, C. L., & L.
Sands. 2004). In recovering patients with injury or
chronic illness, the psychological consequences
are immense, such as fear-avoidant behaviour,
frustration, or loss of identity due to reduced
physical ability. The latter emotional states may
increase the perception of pain, participation in
treatment, and eventual functional improvement.
The psychological constructs are the area where
measurement tools can be applied; the Tampa
Scale  for  Kinesiophobia  (TSK), Pain
Catastrophizing Scale (PCS), and Hospital Anxiety
and Depression Scale (HADS) are validated
devices that measure these psychological
constructs and might be used together with
physical tests (Sullivan, M. J. et al.,, 1994).
Another essential predictor of recovery is the
social determinants of health, which entail social
support, socioeconomic status, occupation, and
community participation. Research has indicated
that those patients who have good social support
and living status exhibit improved compliance
with the treatment regimen and quicker functional
gains (Sveinsdottir, V. et al., 2012). On the other
hand, isolation, poverty, or inaccessibility to
transportation can hinder engagement and distort
conventional measures of recovery. Also, the
collaboration of patient and therapist, known as the
therapeutic alliance, is a central factor in

motivation, engagement, and felt success. Good
rapport, denoted by understanding,
communication, and sharing of objectives, can
raise morale and enhance compliance with given
exercises and exercise routines (Hall, A. M. et al.,
2010). Direct representation of this alliance is
patient satisfaction, which is gaining prominence
due to its emergence as one of the most significant
indicators of quality care and success in
rehabilitation efforts. In order to receive a
complete insight into the psychological and social
aspects of recovery, clinicians are welcome to
implement a biopsychosocial model. This practice
not only draws biological conditions together with
psychological conditions and social situations but
also allows the development of personal
approaches in treatment. Such a holistic
assessment is facilitated by the International
Classification of Functioning, Disability and
Health (ICF) model, organized by the World
Health Organization in terms of the interaction
between health conditions and contextual factors
(Cieza, A., & G. Stucki. 2008). Interdisciplinary
cooperation is also needed when it comes to the
treatment of psychological and social variables.
Physical therapists might require signing off on
psychology therapists, social workers, or case
managers in complex cases where they are
required to provide comprehensive care to the
patient. Integrating counseling, motivational
interviewing, or behavioral interventions as a part
of the therapy sessions can help greatly to improve
the results of work with patients who have to deal
with  psychosocial  issues.  Finally, their
psychological resilience and social support not
only impact the short-term objectives in
rehabilitation, it also predict their long-term
independence and well-being. A change towards
the inclusion of such indicators into everyday
working is a crucial change due to the need to
assess the real triumph of physical therapy
interventions.

To operationalize these psychological and
contextual components within clinical settings, the
following table outlines key psychosocial
indicators, corresponding evaluation tools, and
their clinical relevance in guiding patient-centered
physical therapy outcomes.

Table 1: Psychosocial and Contextual Indicators of Physical Therapy Success

Indicator Category | Example Factors

Standardized Tools for
Assessment

Clinical Implications

Cognitive- Pain beliefs, fear

Tampa Scale for

Tailoring of behavioral
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Behavioral avoidance, and coping | Kinesiophobia (TSK), Pain therapy components;
Variables style Catastrophizing Scale (PCS) | identifying maladaptive

responses to pain

Affective and Mood
Disorders

Depression, anxiety,
frustration, and
emotional resilience

Hospital Anxiety and
Depression Scale (HADS),
Beck Depression Inventory
(BDI)

Psychological referral,
pacing strategies, and
graded exposure for
functional reintegration

Motivational and
Self-Efficacy

Goal ownership,
confidence in
performing tasks

Self-Efficacy for Exercise
Scale, Goal Attainment
Scaling (GAS)

Influences adherence;
guides goal-setting and
treatment personalization

Socioeconomic and
Environmental
Context

Financial stability,
employment, housing,
transport

Social Determinants of Health
Questionnaire (SDOHQ),
Employment Support
Assessment (ESA)

Coordination with social
services impacts
accessibility and continuity
of care

Social Integration
and Support

Presence of caregivers,
peer networks,
community ties

Medical Outcomes Study
Social Support Survey (MOS-
SSS)

Enhances adherence and
morale; buffer against
relapse or drop-out

Therapist-Patient Empathy, Working Alliance Inventory | Determines patient
Relationship communication (WAI), MedRisk Satisfaction | satisfaction and
quality, and Scale (MRPS) engagement; can predict
therapeutic alliance treatment retention
TREATMENT ADHERENCE, such as the Patient Satisfaction Questionnaire
SATISFACTION AND HOLISTIC (PSQ) or using the MedRisk Instrument of
SUCCESS ’ Measuring Patient Satisfaction with Physical

Patient satisfaction and treatment adherence are
pivotal aspects of therapeutic success that are
underemphasized in most cases. To a great extent,
better outcomes are in direct relationship with high
rates of adherence to recommended regimens such
as home exercise programs and lifestyle changes.
Nevertheless, the conventional evaluation, like
pain or range of movement, does not consider
these behaviors, although they are critical to
maintaining the long-term recovery (Jack, K. et al.,
2010). Since compliance is a multifactorial
process, it depends on the clarity of instructions,
perceived utility, the burden of therapy, and how
good the relationship between the therapist and the
patient is. Home-based programs have low
adherence, which is normally caused by a lack of
supervision, improper motivation, or limited
knowledge of the exercises. Newer ways of
implementation like cell phone applications,
distant coaching, and wristband comments, are
demonstrating some success in compliance and
measuring participation continuously (Schoeppe,
S. et al.,, 2017). The other effective, subjective
measure of success is patient satisfaction.
Although usually taken as second to objective
clinical outcomes, satisfaction is the perceived
quality,  accessibility, = communication, and
accomplishment of the goals. Such dimensions can
be measured in structured ways using instruments

Therapy (MRPS). Increased satisfaction implies
improved adherence, reductions in dropout
outcomes, and enhanced self-reported results
(Jahan, A. M. et al., 2021). Holistic success is also
associated with the process of putting the patients
back to their former position, be it work, sporting
activities, or social duties. The rates of returns-to-
function and goal attainment scales (GAS) provide
individualized measures to assess progress.
Specifically, the GAS enables customized goal
setting and result measurement that helps build a
feeling of ownership and connection between a
patient and a therapist (Turner-Stokes, L. 2009).
Also, the long-term follow-up of performance and
quality of life is required. The WHOQOL-BREF
or SF-36 is among the measures that allow
assessing physical, psychological, and social
realms months after the end of therapy. This kind
of follow-up makes sure that such gains do not
occur temporarily but instead are long-lasting in
the daily life of the patient. The introduction of
satisfaction, adherence, and whole-of-life outcome
changes the definition of success to successful
symptom reduction to restoration, and the
existence of a meaningful life. A more holistic
assessment paradigm not only leads to superior
results but also to more ethical, empathic, and
patient-directed care provision.
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CONCLUSION 6. Vlaeyen, J. W., and S. J. Linton. “Fear-
Success, then, is a matter of measure in physical avoidance and its consequences in chronic
therapy-but there needs to be a paradigm change in musculoskeletal pain: a state of the art.” Pain
how success is measured- away from classical 85.3 (2000): 317-332.

measures of success like pain scores and gait 7. Beaton, D. E,, J. N. Katz, A. H. Fossel, J. G.

measures towards more enlarged metrics of Wright, V. Tarasuk, and C. Bombardier.

success. Although the tools present convenient “Measuring the whole or the parts? Validity,
baseline data, they do not reflect the complexity of reliability, —and responsiveness of the
human recovery. The enlistment of patient- Disabilities of the Arm, Shoulder and Hand
reported outcomes, objective functional outcome measure in different regions of the
measurement, wearable technology, psychosocial upper extremity.” Journal of Hand Therapy

predictors, and adherence and satisfaction 14.2 (2001): 128-142.

measures contributes to a more accurate, 8. Roos, E. M., H. P. Roos, L. S. Lohmander, C.

comprehensive, systematic, and  significant Ekdahl, and B. D. Beynnon. “Knee Injury and

assessment of the therapeutic performance. This Osteoarthritis  Outcome ~ Score  (KOOS)—
mixture and amalgamation of various measures are development of a self-administered outcome
in line with contemporary healthcare that is measure.” Journal of Orthopaedic & Sports

patient-centered and individualized. It allows Physical Therapy 28.2 (1998): 88-96.

physical therapists to create interventions with 9. Black, N. “Patient-reported outcome measures

greater specificity, check the progress more could help transform healthcare.” BMJ 346

adequately, and make patients more involved. It is (2013).

expected that in future research and clinical 10. Valderas, J., A. Kotzeva, M. Espallargues, G.

practice, efforts will both build on these Guyatt, C. E. Ferrans, M. Y. Halyard, et al.

assessment frameworks and hone them, so that “The impact of measuring patient-reported
they succeed not just in reaching the symptom outcomes in clinical practice: a systematic
reduction focus of physical therapy but also the review of the literature.” Quality of Life

goals of restored function, independence, and Research 17 (2008): 179-193.

quality of life. 11. Garratt, A. M., D. A. Ruta, M. I. Abdalla, J. K.

Buckingham, and I. T. Russell. “The SF36
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