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Abstract Individuals with neurologic conditions seek physical therapy services to improve
mobility in their daily lives. While clinicians commonly track activity capacity, measurement of
activity performance in daily life is an emerging yet unstandardized practice within routine clini-
cal physical therapy. The purpose of this case report is to (1) provide an example of the struc-
ture, clinical reasoning, and implementation of both activity capacity and activity performance
level assessments across an episode of outpatient physical therapy and (2) to describe how
objective activity performance in daily life tracking supported the physical therapy intervention
and education plan.
A 42-year-old woman presented to outpatient neurologic physical therapy with a rare autoim-
mune-mediated disorder with primary goals of independently caring for her youngest child and
grandchild, walking without limitations in the home and community, participating in exercise,
and returning to work due to deconditioning and dizziness. The patient participated in 12 visits
across a span of 4.5 months targeting performance in daily life (steps per day), aerobic condi-
tioning, and vestibular habituation. Activity capacity measurement served as a standardized
assessment of what the patient was able to do in the clinic, and activity performance in daily
life tracking via a Samsung wrist worn consumer-grade device provided a quantitative assess-
ment of real-world daily stepping activity. Tracking of activity performance in daily life was an
essential component of physical therapy management that provided an objective quantification
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of daily stepping activity to identify barriers and facilitators to increasing daily performance in
an individual with a medical diagnosis of Susac syndrome.
© 2023 The Authors. Published by Elsevier Inc. on behalf of American Congress of Rehabilitation
Medicine. This is an open access article under the CC BY-NC-ND license (http://
creativecommons.org/licenses/by-nc-nd/4.0/).
Individuals with neurologic conditions seek physical therapy
services to improve mobility in their daily lives.1 Mobility in
daily life, or activity performance, is a construct within the
Activity level of measurement of The World Health’s Organi-
zation of Function, Disability and Health.2 This is separate
from activity capacity, defined as the ability to execute an
action in a controlled laboratory or clinical environment.
Assessment of activity capacity has been recently adopted
within clinical physical therapy with a multitude of success-
ful efforts at the national level enhancing translation into
clinical practice.3 While both activity capacity and activity
performance in daily life assessments together can provide a
more holistic view of the activity level, assessing the effect
of rehabilitation interventions in the context of an individu-
al’s daily life should serve as a primary indicator of effec-
tiveness of rehabilitation interventions.

A few barriers exist for the adoption of activity perfor-
mance level tracking into clinical physical therapy. The first
barrier includes common assumptions including (1) self-
report of activity performance in daily life matches direct
assessment of activity performance in daily life; (2) activity
capacity level assessment (eg, gait speed) can serve as a
proxy activity performance level assessment; and (3)
changes in activity capacity level assessments will result in
change in activity performance level assessments. Though a
moderate relation between activity capacity and activity
performance has been demonstrated,4 a recent analysis
demonstrated that individuals engaging in routine outpa-
tient rehabilitation improved in their activity capacity but
not activity performance in daily life, highlighting the dis-
crepancies in activity capacity and activity performance in
daily life.5 It is now time to appreciate the distinct measure-
ment properties between assessments deployed in a struc-
tured setting at an isolated point in time as compared with
an assessment of what the individual does in their authentic
environment throughout the day. The second barrier is the
lack of affordable consumer-grade sensors sensitive to the
movement characteristics of those with neurologic diagno-
ses.6 Wearable sensor technology is a rapidly evolving field
that could afford rehabilitation clinicians the ability to
quantify and monitor changes in an individual’s movement
in everyday life. Characteristics of movement that contrib-
ute to inaccuracy of consumer-grade devices include use of
an assistive device,7-9 slowed gait speeds (<0.8 m/s),10-15 or
interruptions in continuous walking.16,17 Despite limitations
in technology, activity performance level tracking is possible
in many individuals, and when deployed taking into consid-
eration these limitations, has the potential to allow more
tailored interventions and educational strategies to improve
activity performance in daily life and target behavioral self-
modification. Behavioral self-modification strategies include
a variety techniques targeting motivation, a sense of respon-
sibility, and self-efficacy in performing exercise and activity
performance in daily life.18
The purpose of this case report is to provide an example
of the structure, clinical reasoning, and implementation of
both activity capacity and activity performance level assess-
ments across an episode of outpatient physical therapy and
to describe how objective activity performance in daily life
tracking supported the physical therapy intervention and
education plan. This clinical case will serve as an example of
how to assess activity performance in daily life and demon-
strate how these data supported a more patient-directed,
customized intervention program that prioritized behavioral
self-management that could be applied to other patient
populations.
Case description

Participant history and systems review

The patient was a 42-year-old woman with a diagnosis of Susac
syndrome. Susac syndrome is a rare autoimmune-mediated
disorder characterized by occlusions of microvessels in the
brain, retina, and inner ear causing the clinical triad of
encephalopathy, branch retinal artery occlusions, and hearing
loss, respectively.19 Individuals can present with varied clinical
presentations of central nervous system dysfunction, visual
disturbances, and hearing deficits with fluctuating symptom-
atology.20 Data are limited regarding long-term outcomes,
with some patients having irreversible damage to neurologic,
auditory, and/or ocular systems,21-23 and only recently have
guidelines been developed for medical management.24

The patient initially presented to the Neurology physician
with vision loss, dizziness, and numbness and tingling in her
distal fingers. Over the course of 9 months, the patient expe-
rienced progression and regression of her Susac syndrome
symptoms, with episodic experiences of vertigo, mental fog-
giness, hearing loss, and balance difficulties. Magnetic reso-
nance imaging revealed supratentorial white matter
indicating lesions in the corpus callosum, pericallosal region,
basal ganglia, pons, and cerebellar hemispheres. Neurology
and Ophthalmology physicians closely monitored the patient
with imaging and adjustment of immunosuppressive therapy.
She presented to physical therapy with a referring diagnosis
of Susac syndrome 9 months post-diagnosis on a stable dose
of immunosuppressive agents. The patient had a past medi-
cal history of hyperlipidemia and hypercholesterolemia con-
trolled by medication and had never received physical
therapy services.

At initial physical therapy examination, the patient
reported she was a mother of 3 and employed full time in a
role that required frequent use of a computer. She lived in a
2-story home with her youngest daughter and her husband
and had numerous other supportive family members including
2 adult children. Some of her favorite leisure time physical
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activities included exercising and playing basketball with her
husband. The patient presented with chief complaints of
brain fogginess, decreased endurance, and dizziness, which
prevented her from achieving her goals of independently car-
ing for her youngest child and grandchild, walking without
limitations in the home and community, participating in exer-
cise, and returning to work. She reported that when her
symptoms were at their worst, she would spend several hours
in bed until they lessened. The patient also shared feelings of
frustration, anxiety, and sadness over the course of her symp-
toms and history of diagnosis, including a period of 5 months
where she had no episodic memory. Written informed consent
was obtained from the patient for publication of this retro-
spective case report, and Institutional Review Board approval
was not applicable or required.
Activity capacity and impairment assessments

The initial examination was intentionally arranged to start
with activity capacity assessments sequenced from least to
most likely to increase vestibular symptomatology, specifi-
cally. The examination was arranged this way to ensure that
the most provoking assessments would not cut short the
comprehensive examination. Isolated impairment assess-
ments such as strength, sensation, and proprioception were
deferred, as this information likely did not have the poten-
tial to alter the plan of care, especially because the patient
walked into the initial assessment appointment. Confronta-
tional visual field testing and a single vestibular assessment
were performed after the activity capacity assessments to
confirm assumptions of the visual and vestibular impair-
ments that were contributing to the functional deficits.
Table 1 displays the order in which the activity capacity and
impairment assessments were conducted, underlying con-
struct assessed, the physical therapist’s clinical interpreta-
tion of each assessment on the initial assessment, and the
outcomes over the course of care.

The patient was alert and oriented £ 4, with report of
mild memory deficits documented during a prior occupa-
tional therapy evaluation. On initial examination, the
patient walked slowly on level surfaces (10 Meter Walk Test
[10mWT] and Six Minute Walk Test [6MWT]), had difficulty
with conditions that required head movement (functional
gait assessment [FGA]), and had difficulty when turning,
starting, and stopping with ambulation as demonstrated by
staggering and loss of balance on these items (FGA). At the
end of the initial evaluation, the patient reported less dizzi-
ness than at the beginning of the session, a sign that move-
ment could beneficially modify her symptoms.
Confrontation visual field testing revealed a superior medial
quandrantanopia of the left eye that was not present with
both eyes open. Smooth pursuit testing showed lack of
smooth eye tracking, corrective saccades, and difficulty
keeping eyes open due to symptom provocation, which the
therapist interpreted as confirmatory of central vestibular
dysfunction and did not pursue further vestibular testing.
Activity performance in daily life assessment

The patient’s primary goals were to be independent in caring
for her young child and grandchild, return to unlimited
mobility in the community, participate in exercise, and return
to work. The therapist used activity performance level assess-
ments as the primary measure of clinical success to align with
the patient’s primary goals as well as behavioral self-manage-
ment.18 After conducting activity capacity and brief vestibular
system impairment assessments, the remaining portion of the
initial evaluation included an iterative discussion of how activ-
ity performance in daily life assessment would be integral in
achieving the patient’s goals. The patient and therapist dis-
cussed how activity performance tracking would allow the
patient and therapist to (1) quantify amount of movement in
daily life; (2) explore barriers and facilitators to daily move-
ment; and (3) progress the therapeutic plan aimed to reduce
vestibular symptoms, improve endurance, and increase overall
activity. The patient reported that she had a Samsung Galaxy
Smartwatch. The patient agreed to track stepping data daily,
ensuring that each day between therapy visits (7 days initially)
were captured during all waking hours. Tracking for multiple
days is consistent with research protocols of capture for at
least 3 days15,32,33 and important because of the wide variabil-
ity in stepping amounts day over day.4 The request for explicit
monitoring over all days between visits was selected because
of the unstable symptomatology and high-anticipated variabil-
ity for this patient. The patient returned to her home environ-
ment with wearing instructions and planned to return to the
next visit, a week later, with her phone to review the data col-
laboratively with the therapist.
Diagnosis and prognosis

There were 2 primary areas of focus for this rehabilitation
episode based on findings from capacity level assessments.
Based on the patient’s slowed gait speed and diminished
endurance as assessed by the 10mWT29,34 and 6MWT,35

respectively, initiation of an aerobic conditioning program
was indicated and the patient was given a physical therapy
diagnosis of hypoactivity.36 Based on the patient’s limita-
tions in any activity that required head movement, accelera-
tion, or deceleration as assessed by the FGA, the patient was
given a physical therapy diagnosis of sensory selection and
weighting deficit,37,38 and a tailored vestibular habituation
program was indicated. The initial examination provided
critical information about the status of the patient’s capac-
ity for activity and outcomes from these assessments
allowed comparison with published normative values based
on the patient’s age and diagnosis to inform the plan of
care. Performance in daily life assessment revealed a low
number of steps over the course of the initial tracking period
revealing a diagnosis of hypoactivity.36 The comprehensive
intervention plan included initiation of an aerobic condition-
ing program, daily walking program, and vestibular habitua-
tion program. Because of the patient’s age, motivation for
change, and social support, the patient had a positive prog-
nosis for return to activity levels recommended for healthy
adults and for reduced dizzy symptoms in daily life.
Intervention

The approach for rehabilitation over the episode of care was
consistent with recommended behavioral change and self-



Table 1 Measure order, construct of measurement, therapist interpretation of results, and outcomes over the course of care

Measure Order Construct Initial Examination Month 1 Month 2 Month 4.5
Interpretation Interpretation Interpretation Interpretation

1. Activities-
Specific Balance
Confidence
Scale

Self-report
balance
confidence

61.88 83.13 Not performed,
would not change
plan of care

*

Low confidence in
balance abilities25,26

High functioning27 N/A N/A

2. Five times sit-
to-stand (secs)

Functional
strength and
transitional
movement
capacity

Not prioritized due to
time

15.29 13.88 13.15
Balance disorder28 * *

3. Self-selected 10
meter walk test
(m/s)

Walking speed
capacity

0.79 1.13 1.14 1.15
Slowed for age29 Improving without

explicit focus
No change *

4. Fastest-possible
10 meter walk
test (m/s)

Walking speed
capacity

0.95 1.39 1.68 1.6
Slowed for age29 Improving without

explicit focus
* No change

5. Six minute walk
test (m)

Walking endurance
capacity

371 457 Not prioritized for
re-assessment

*

Below normative
distance for age30

Improving without
explicit focus

N/A N/A

6. Functional gait
assessment

Dynamic walking
capacity

7/30 15/30 17/30 26/30
Fall risk31 Improving, still fall

risk31
Fall risk31 Low fall risk31

7. Visual smooth
pursuit

Identification of
central
vestibular
dysfunction
impairment

Lack of smooth
tracking, saccadic
eye movement,
symptom provoking

Not performed,
would not change
plan of care

* *

Positive sign for
central vestibular
dysfunction

N/A N/A N/A

8. Confrontation
visual field

Visual field
impairment

Absent vision superior
medial portion of
left eye, right eye
intact

Not performed,
would not change
plan of care

* *

Unlikely to affect
function

N/A N/A N/A

* Duplication of previous statement in prior assessment time-point. N/A refers to interpretation not applicable for the assessment time-

point.
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management practices18 in order to facilitate patient’s abil-
ity to manage her symptoms and achieve her goals. Consis-
tent with this approach, appointments were initially spaced
at 1 time per week to allow the patient time in the home
and community environment to carryover the therapeutic
activities and discover barriers that contributed to a reduc-
tion in daily activity. We note that this approach is inten-
tionally different than the traditional 2-3 times/week over
8-week standard-of-care paradigm. All activities prescribed
for the home or community environment were performed in
the clinical setting prior to the patient performing indepen-
dently to support greater self-efficacy to enhance
adherence.39,40 Concurrent with the trialing of activities,
the therapist had the patient articulate how she would mon-
itor and ensure appropriate duration and intensity of the
activities, with faded feedback provided until the patient
could accurately verbalize how to self-monitor and adjust
within each activity over the course of care. Each of the pri-
mary areas of the intervention were addressed at each visit,
and the details for how each area was progressed are
described below.

Daily stepping review and goal setting

At every session, the therapist had the patient self-identify
targeted daily step minimums until the next therapy visit.
This allowed the patient to set realistic and achievable
daily step counts based on her upcoming home and family
responsibilities.41 Part of the goal setting process also
included review of stepping data since the last therapy
visit. The goals of this collaborative review of performance
data were to identify barriers to mobility on low step count
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days and facilitators on high step count days, and to prog-
ress the patient to greater steps per day and to reduce vari-
ability day-over-day in stepping amount. Through these
iterative and collaborative discussions, the therapist was
able to support the patient in structuring a daily plan to
reduce symptomatology and increase daily stepping over
time, with a long-term goal of having no vestibular symp-
toms and progressing the patient to daily step counts
described in the literature as “active”.42 Given that lack of
movement made symptoms worse, a key focus was to have
fewer days where there were low step count levels. The
therapist capitalized on opportunities to highlight the link-
age between activities included in the plan of care with the
patient’s goals.43 Figure 1 depicts the stepping mean range
of the 7 days prior to each therapeutic visit over the epi-
sode of care as depicted on the Samsung Health phone
application.
Referral to other providers

Activity performance monitoring brought forth the symptom
provoking effects of both patient reported anxiety and lack
of sleep. On days where the symptoms were at a peak, the
patient was able to recall she had not slept well the night
before, or that the day was particularly stressful, which in
turn had an effect on her daily performance. Collaborative
activity performance data review supported the patient in
identifying that anxiety (visit 4) and sleep (visit 11) as symp-
tom provoking factors that reduced daily activity. Identify-
ing these barriers to daily activity resulted in
communication to the physician to request a referral to sup-
portive counseling and to elicit advice on sleep hygiene.
Referral back to the primary physician yielded a psychologi-
cal referral and Physician recommendations for improving
sleep duration and quality.
Fig 1 Stepping data across the episode of care, as quantified
by the Samsung Health device. Values are the mean of 7 days
preceding the therapy visit, with error bars representing the
minimum and maximum daily values within the 7-day period.
Note the gradual increase over time in the mean and minimum
(descending error bar) values.
Aerobic conditioning

All exercises targeting aerobic conditioning were performed
with the patient using the heart rate monitoring feature of
her wrist-worn watch as a mechanism to measure intensity.
Initially, the patient could only tolerate low levels of aerobic
intensity due to the severity of her vestibular symptoms and
so the primary goal was duration of activity. As the patient’s
vestibular symptoms improved, higher levels of aerobic
intensity were achievable and in more dynamic environ-
ments. Over the course of care, the patient transitioned
from performing low level aerobic walking tasks to incorpo-
rating interval running and basketball to achieve recom-
mended levels of physical activity.44
Vestibular habituation program

Early on in the episode of care, slow walking and minimal
amounts of daily activity were highly symptom provoking for
the patient. The patient required a lot of education on cen-
tral vestibular dysfunction and how habituation would target
the problems she was experiencing as this treatment is coun-
terintuitive to those experiencing severe dizziness of central
origin. The patient initially targeted vestibular habituation
at tolerating a greater amount of daily activity. As normal
daily activities, including dressing, cooking, and cleaning,
additional exercises were added to the home program.
These included progressive challenges in the vestibular ocu-
lar reflex from sitting to standing to walking, walking with
no head turns to walking with head turns to high level
dynamic challenges including quick turning and basketball
activities.
Outcomes

Over the course of care, as the patient increased consistency
of daily stepping activity, improvements in capacity were
noted, as demonstrated in Table 1. No adverse events
occurred during the episode of care. Outcome assessments
were prioritized based on their redundancy with other meas-
ures, their ability in altering the course of care, time allot-
ted during the therapy session, and the patient’s goals. For
example, the Five Times Sit-to-Stand test was not prioritized
on initial evaluation, as the patient did not report a primary
area of concern in transferring from sitting to standing. The
6MWT was not repeated after the 1-month assessment due
to the patient’s improvement to age-normative range within
the first month of care and due to the strong correlation
between the 6MWT and 10mWT.45,46 Impairment level test-
ing of the vestibular system was not repeated after the ini-
tial evaluation as results from this assessment would not
alter the plan of care.

The episode of care was 12 visits and spanned 4 and a half
months. Once the patient verbalized that she felt she had all
the tools necessary to self-manage her symptoms and
reported no new barriers to daily stepping, the therapist
and patient determined discharge to the community was the
appropriate next step. The therapist provided patient edu-
cation on the signs or situations that would warrant a return
to skilled physical therapy including a decline in daily
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activity, an increase in vestibular symptoms, or new falling
episodes. The therapist discharged the patient and encour-
aged her to return to therapy in 6 months for evaluation of
long-term carryover of activity performance goals.

The patient reported that through interventions per-
formed in clinic combined with the use of activity perfor-
mance level assessment, she was able to understand how to
control her symptomatology and progress toward achieving
her goals. Most notable was when the therapist would have
the patient perform an activity in clinic that the patient
identified as symptom provoking from her daily life, and
then support the patient in using the home exercise program
to return symptoms to baseline within session. This strategy
brought to life how movement could control her symptoms,
and that the patient was in charge of how much movement
she performed. On a follow-up phone call 5 months after dis-
charge, the patient reported she still used her watch daily to
track her steps and was trying to achieve a daily output of
10,000 steps. The patient shared “You showed me the tools,
but I have to use them”.
Discussion

This case report describes the use of both activity capacity
and activity performance level assessment data during a
routine outpatient physical therapy episode of care, and
how activity performance in daily life assessment was used
to provide a patient-centered intervention program that
promoted behavioral self-management. This case study does
not provide results of how to deliver a specified frequency,
intensity, time or type of treatment, but provides an initial
example in shifting the focus of aligning outcomes for clini-
cal care to why individuals seek out rehabilitation services.1

The use of both activity capacity and activity performance
level assessments provide holistic assessment across the
activity level of the ICF. Activity capacity assessments pro-
vide information about what a patient is capable of, which is
related to, but not predictive of activity performance.47-49

Activity capacity level assessments also provide a standard-
ized way to assess an individual’s ability to move across a
Fig 2 Contributions of domains across the ICF Model that guide an
the relative importance in evaluation and clinical decision-making. (
approach where capacity is central. (C) Proposed approach where pe
variety of salient functional tasks, support the identification
of movements that require further assessment, and can
inform prognosis in the acute or sub-acute stages.50-52 Activ-
ity capacity level outcomes, therefore, could inform deter-
mination of frequency of therapy visit. However, activity
capacity measures do not provide direct measurement of
activity performance in a patient’s authentic environment.
This case report highlights advantages and shortcomings of
activity capacity level assessments, and how they contribute
to a plan of care.

Using activity performance level assessments as a bench-
mark for clinical success aligns with behavioral self-manage-
ment strategies, is patient-centered because of the relation
to patient goals, and is complimentary to activity capacity
assessments in providing information regarding activity in
the real-world context. Many factors have the potential to
affect activity performance outside of an individual’s physi-
cal capacity including physical structures of the home and
community environment, social support, transportation,
cultural influences, and individual attitudes, among others.
Direct assessment provides an objective means to capture
data that allows exploration of facilitators to activity perfor-
mance and problem solving around the barriers to activity
performance. The emphasis on activity performance level
assessment is in contrast to historical and contemporary
approaches to clinical care, with figure 2 depicting the dif-
ferences between approaches. A primary focus in historical
approaches of physical therapy for both evaluation and
intervention have occurred at the impairment level
(fig 2A),53,54 where the assumption was made that if impair-
ments improved, so would an individual’s activity capacity.
In this model, activity performance was not considered.
Practice patterns have evolved to the current state, with
great emphasis placed on focusing assessment and interven-
tion on improving activity capacity, with the assumption
that if activity capacity improves, so will activity perfor-
mance (fig 2B).3 While activity capacity level assessments
should inform clinical care decisions and be used to docu-
ment changes in capacity for function, their prioritization
above activity performance in daily life is questionable. The
proposed approach, for which this case serves as an
d prioritize evaluation and intervention. Size and shape reflects
A) Historical approach where impairment is central. (B) Current
rformance is central.
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example, advocates performance as the primary measure
for guiding or assessing the effectiveness of treatment due
to its central focus within clinical care (fig 2C). Further, the
proposed approach would shift the focus to maximizing
activity performance in real-contexts, which has the poten-
tial to have a greater effect on overall health status.55

Despite the many barriers that exist in implementing
activity performance monitoring into clinical practice, it is
Fig 3 Decision tree for implementing performa
feasible with many patients. When employed in a way that
takes into account limitations of the technology as described
in research, activity performance monitoring can have an
enormous effect on a therapeutic program. Figure 3 depicts
the decision tree used to implement a lower limb activity
performance-level variable (ie, daily stepping) into clinical
practice by the treating clinician in partnership with the
research team. The tree provides a roadmap for clinicians to
nce level assessments into clinical practice.
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follow in order to incorporate activity performance in daily
life assessment with a behavioral self-management focus
despite limitations of current consumer grade technology or
when technology is not available. This decision tree also lev-
erages research recommendations on minimum wear time to
account for variability in daily stepping.4 This decision tree
could serve as a comprehensive tool for therapists to imple-
ment activity performance assessment via either direct or
self-report means (when technology not available) and
engage in dialog with their patients about activity perfor-
mance in daily life. A few tips to overcome barriers to cap-
turing daily stepping due to device inaccuracies include
having the patient wear the device on the ankle if they use a
bilateral walking device, or performing accuracy validation
comparing manual step counts to device output within the
clinical environment. When direct performance monitoring
is not feasible, activity logs or patient-reported question-
naires can be incorporated. Therapists should use patient-
reported strategies, however, with caution, as these meas-
ures have been shown to lack consistency with more direct
assessments.1,56 Incorporating lower limb activity perfor-
mance monitoring into clinical practice requires therapy
time to assist individuals in establishing a direct tracking
mechanism, which frequently involves managing and learn-
ing new technology. When behavioral self-management is
the primary focus of the rehabilitation episode, the required
time to establish direct tracking is reasonable.

Steps-per-day is but 1 of many performance level variables
studied in the literature.57-59 Steps-per-day has sufficient
established psychometric and clinical utility, making it a pri-
mary variable for lower limb performance. Number of steps-
per-day has also been linked mortality risk, disease incidence
or risk, and has been studied in healthy individuals, at-risk
populations, and those with mobility impairments,42,60,61

making steps-per-day a prime target for health promotion
across populations. Further studies are required to standard-
ize additional clinically meaningful variables to inform deci-
sion-making across the activity performance level.

Limitations

Limitations of the current case report include the potential
of imprecise output of the Samsung Galaxy watch, however,
device inaccuracies are likely similar across assessment
intervals. While accuracy of step activity count tracking
with a Samsung Galaxy smartwatch has not been estab-
lished, the decision to use it was reasonable because the
patient’s self-selected gait speed was above thresholds
where inaccuracies have been identified across consumer-
grade products (>0.8 m/s)10-14 and because she did not use
an assistive device.7-9 Other limitations include the limited
generalizability of the results; however, the purpose of this
manuscript is to highlight, through a case example, the use
of both activity capacity and activity performance assess-
ments in routine physical therapy, and how performance
monitoring was integral in driving intervention within outpa-
tient physical therapy. The approach used in this case report
can be replicated in other patient scenarios where activity
performance in daily life is the targeted outcome; however,
more work is required to evaluate the effectiveness of using
activity performance data to drive clinical care.
Conclusions

This complex case provides an example of the structure,
clinical reasoning, and implementation of both capacity and
performance level assessments across an episode of outpa-
tient physical therapy for a patient. Assessment of activity
performance in daily life created a patient-directed, cus-
tomized intervention program that prioritized behavioral
self-management. Without the inclusion of performance
level assessment, the primary goal of behavioral self-man-
agement would have been impossible to achieve, as the
exploration of barriers to behavior change would be limited
without objective performance assessment.
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