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Objectives

* Discuss patient-centered care and whole
nerson healthcare

e Describe how the social determinants of

nealth influence patient outcomes in athletic
nealthcare

* |dentify patient-reported outcomes

instruments to assist clinicians in obtaining the
patient voice



Our Patients




Care is collaborative,
coordinated, and
accessible

The right care is provided
at the right time and the
right place

Care focuses on physical
comfort as well as
emotional well-being

Patients and their families
are an expected part of
the care team and play a
role in decisions

i _
ez

INTEGRITY
] B X

Patient and family preferences,

values, cultural traditions, and

socioeconomic conditions are
respected

The presence of family members
in the care setting is encouraged
and facilitated

Information is shared fully and in a
timely manner so that patients
and their family members can
make informed decisions

NEJM Catalyst, 2017
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Disablement Models

e Standard components of clinical practice in
most healthcare professions

* Conceptual schemes or scientific models that
form the basic architecture for clinical
practice, research, and healthcare policy

Table 2. Disablement Models: Components and Comparisona

Model QOrigin Organ Person Level Societal Level Other Domains
Nagi,20 1965 Pathology Impairment Functional Disability
limitations
National Center for Medical Rehabilitation =~ Pathophysiology  Impairment Functional Disability Societal limitations
Research,33 1993 limitations
National Center for Medical Rehabilitation =~ Pathophysiology =~ Organ dysfunction  Task performance Roles
Research,35 2006
World Health Organization International Health condition  Body structure and  Activity Participation  Environmental and
Classification of Functioning,3€.27 2001 function personal factors

# ltalics indicate dimensions that address health-related quality of life.

Snyder Valier, 2008




THE ICF MODEL| 2015

A FRAMEINORK FOR ATHLETIC TRAINING CLINICAL PRACTICE

By Sara Nottingham, EdD, ATC, Carrie Meyer, EdD, ATC, and Barbara Blackstone, MSS, ATC

FIGURE 1: ICF MODEL PATIENT EXAMPLE

_ Health Condition

n 2012, the NATA Board of Directors Fractured distal radius

approved the Future Directions in -

Athletic Training Education document’ ‘

that outlined 14 recommendations i - -
developed by the Executive Committee for Body Functions and Structures Activity Participation
Education (ECE). Recommendation No. 10 (Impairments) o mr::zog - mes"g;g") ;

e : T . pronation/supination, .. thumb hculty hoiding ems completing school

suggested adoption of a practice model utilizing ot s el el pencil, typing, holding assignments; unable to compete with

M&ﬂg\ strength drum sticks, dribbling drum line; cannot play basketball
In December 2015, after recommendation by B . -

F .
ECE, the NATA Board of Directors approved - I
the adoption of the World Health Organization's l
International Classification of Functioning, - . '
Disability and Health (ICF)* with the Children Environmental Factors Personal Factors I
\ 21 Youth (ICF-CY) updates y E;Zmn:iﬁ S:Crzﬂgg]ogest e | Vyo.male

basketball player




What Does Patient-Centered Care
Look Like in Athletic Healthcare




FIRST WORDS Gary Wilkerson, EdD, ATC, Report Editor
e —

Commentary on the Practice and Professions of Athletic Health Care

Patient-Centeredness in Athletic Health (are

John Parsons, MS, ATC, AT/L ® A.T. Still University

 The Uniform Terminology Project of the National
Athletic Trainers” Association established that the
proper name for those receiving athletic training
services Is patient

* Patient — Coach — Athletic trainer relationship can
challenge patient-centeredness
— Morally obligated to defend the patient

* All patients, regardless of their age, level of

competition, or athletic skill level are all worthy of
equal attention




FIRST WORDS

John Parsons, PhD, AT, Report Editor

Patient-(entered (are and Conflict of Interests
in Sports Medicine-Athletic Training

Gary Wilkerson, EdD, ATC ® University of Tennessee at Chattanooga

10 Principles to Guide
Administration of Sports Medicine -
Athletic Training Services

. The physical and psychosocial welfare of the indi-

vidual athlete-patient must always be the highest
priority of the athletic trainer and the team physi-
cian.

. Any program that delivers athletic training ser-

vices, including “outreach” services provided to
high schools or other athletic organizations, must
always have a designated medical director.

. Sports medicine physicians and athletic trainers

must always practice in a manner that integrates
the best current research evidence with the prefer-
ences and values of each athlete-patient.

. The clinical responsibilities of an athletic trainer

must always be performed in a manner that is
consistent with the written or verbal instructions
of a physician or standing orders and clinical man-
agement protocols that have been approved by a
program’s designated medical director.

. Decisions that affect the current or future health

status of an athlete-patient who has an injury or
illness must only be made by a properly creden-
tialed health professional (e.g.. a physician or an
athletic trainer who has a physician’s authorization
to make the decision).

. In every case that a physician has granted an ath-

letic trainer the discretion to make decisions relat-
ing to an individual athlete’s injury management
or sport participation status, all aspects of the care
process and changes in the patient’s disposition
must be thoroughly documented.

. To minimize the potential for occurrence of a

catastrophic event or development of a disabling
condition, coaches must not be allowed to impose
demands that are inconsistent with guidelines and
recommendations established by sports medicine
- athletic training professional organizations.

. An inherent conflict of interests exists when an

athletic trainer’s role delineation and employment
status are primarily determined by coaches or
athletic program administrators, which should be
avoided through a formal administrative role for a
physician who provides medical direction.

. An athletic trainer’s professional qualifications

and performance evaluations must not be primar-
ily judged by administrative personnel who lack
healthcare expertise, particularly in the context of
hiring, promotion, and termination decisions.

. Universities, colleges, and high schools should
adopt an administrative structure for delivery of
integrated sports medicine and athletic training
services to minimize the potential for any conflict
of interests that could adversely affect the health
and well-being of student-athletes.




" 1 Intemational Journal of
4 Environmental Research
/| and Public Health
Article

The Integration of Patient-Centered Care and the Biopsychosocial
Model by Athletic Trainers in the Secondary School Setting

(wbey

Adriana M. Mendoza *, Matthew J. Drescher (0 and Lindsey E. Eberman

Table 3. Global Percepﬁons of Athletic Trainer Patient-Centered Care 'Tool Ttems and Responses a,

Score P No. of I'articipants n/N, %
Prompt: As an Athletic Trainer in the , - -
Secondary School Setting, I Feel I ... Weaw ZoEN  Suonghy Disagree Agree Strongly Rl
(Mode) Disagree Agree
Provide culturally compelent care for patients. 35+ 0.8(4)  6/351,1.7  0/351,0.0  143/351,40.7  196/351,558 6/351,17
Deliver care that is respectful of my i = & S s i &
patint’ profmmcos 35+06(@)  3/351,09  1/351,03  150/351,427  194/351,553 3/351,0.9
Poneca s Apeiinity 34+08(1) 3/351,09  1/351,03 165/351,470 173/351,493  9/351,26
364+ 06(4) 7/351 0.6 (/351 2 212
Promote a healthy lifestyle for my patients. 34+07(4) 3/351,09 1/351,0.3  166/351,47.3  174/351,496 7/351,20
Provide educalion and informalion lo palients. 35+ 0.6(3) 1/351,0.3 0/351,0.0 176/351, 50.1 171/351,487 3/351,09

Address my palienls’ pain, ADI s,

S SAvihRARE: 3.4+ 0.7 (3) 1/350,0.3  2/350,0.6  184/350,52.6 155/350,44.3 8/350,2.3
Recopmizeanyconfichyofinterestthatootld  goudafe)  1/85L03 /051,06  ios/eBiBSe ila/disan  B/em, 12.0]
Coordinate other care for my patients. 3.1+09(3) 2/351,0.6 18/351, 5.1 194/351,55.3 119/351,339 18/351, 5.1
. Have not made my patients participate

competition when deemed “medically 37+06(4)  4/351,1.1  4/351,1.1  79/351,225  261/351,744  3/351,09

out of participation”.

Address my patient’s access to care. 28+11(3)  3/351,09  33/351,94  199/351,567  81/351,23.1 35/351, m.n]
. Support inclusion of friends and family

in decision-making. 3.4+ 0.8 (3) 1/351,03  1/351,0.3  174/351,49.6  166/351,473 9/351, 2.4

Make decisions on patient care without

i a et Rom.coadhas: 3.5+ 0.8 (1) 1/351,03  3/351,09  140/351,39.9 198/351,56.4 9/351, 2.6
. Address my patient’s potential fears 33+1.0(3)  3/351,09  4/351,1.1  170/351,48.4  155/351,412  19/351,5.4

and anxieties.




Collegiate Student-Athletes’ Perceptions of Patient
Centered Care Delivered by Athletic Trainers

Ansley Smallen Redinger, DAT, LAT, ATC*;
Zachary K. Winkelmann, PhD, SCAT, ATCt;
Lindsey E. Eberman, PhD, LAT, ATC*

*Indiana State University, Terre Haute; tUniversity of South Carolina, Columbia
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Editorial

Financial Health Literacy and the Shared Decision-Making

Process in Healthcare

Caitlin S. O'Mara !, Justin P. Young 2 and Zachary K. Winkelmann *

Table 1. Skills of Patient-Centered Care.

Patient-Centered Care
Key Component

Specific Skills

Share power and responsibility with patients
and caregivers.

Discuss short and long-term goals specific to both their healthcare visit and
return to work, life, and sport

Acknowledging those around you that may have a role or responsibility in
the care and creating sup port systems

Promote self-care

Managing one’s pain, comfort, assistance with living, and reducing fears or
anxiety relative to health and healthcare

Respect

Discuss time available before starting the interaction

Communicate with patients in a shared and
fully open manner.

Coordinate and integrate care
Promote team-based care with multiple people and providers
Address health literacy for each individual and their support system

Consider patients” individuality, emotional
needs, values, and life issues.

Address each person’s social determinants of health

Consider how marginalized communities may experience health and
healthcare differently

Integrate whole-person, holistic healthcare

Advocate and reach patient, caretakers, and
other social support systems in the community

Use person-first language when addressing or discussing a patient
Summarize information gathered often and advocate for clear
understanding before continuing with the examination

Enhance prevention and health promotion

Inform others on the process of care including injury and illness prevention
Promote and optimize wellness in all dimensions of health




z 1 International Journal of
4 Environmental Research
and Public Health

Article

The Role of Title 1 Secondary School Athletic Trainers
in the Primary and Patient-Centered Care of Low

Socioeconomic Adolescents

Nicolette A. Harris *© and Michelle L. Odai *

Table 6. Strategies for facilitating patient-centered care.

Strategy

Supporting Quotation

Establishing rapport

“I don’t know if I had any formal training in being able to recognize it [lacerated spleen] other than just
knowing this individual and knowing and seeing the incident happen and just recognizing that this was
not right.”—Marco

Building trust

“I always advocate for myself, let the parents know that they can trust me in helping the healing process
with their child.”—Reese

Treating with respect

“I think this is the best way to teach them about healthcare—through us—respecting their autonomy and
having it be self-driven care. I can help facilitate that and meet their goals.”—RM

Being available

“I feel like going out to practice and just having very nonchalant conversations with people gives
students sometimes an opportunity to be like ‘hey, when it’s not super busy, can I talk to you about this
one thing” and address an existing question or concern.”—NewMom

Providing comfort

“I'm gonna offer this [resource] before you even have to say anything so that you know you feel
comfortable talking with me about it.”—NewMom

Staying vigilant

“I think our main goal is really to be vigilant to not invalidate someone’s symptoms or feelings when
they do come to us with something that is non-orthopedic. The main thing is really just being vigilant,
knowing who our athletes are, knowing where they come from, and understanding them.”—Marco




Family, friends, Work

and community Q
Life-enhancing resources that when

/ Surroundings
distributed across populations

effectively determine length \

and quality of life

Transport

SOCIAL DETERMINANTS OF HEALTH
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Social Determinants of Health: Considerations for
Athletic Health Care

Kelsey J. Picha, PhD, ATC; Cailee E. Welch Bacon, PhD, ATC;
Clinton Normore, MBA; Alison R. Snyder Valier, PhD, ATC

Department of Interdisciplinary Health Sciences, A.T. Still University, Mesa, AZ

* Athletic trainers have the potential to reduce
the influence of SDOH on patients through
— Awareness of their effects on health outcomes
— Efforts to intervene when appropriate

* Need to increase research efforts on the role
of SDOH in athletic health care

* Improved understanding of health policy
drivers of the SDOH is important



[ VIEWPOINT ]

Social Determinants
of Health: If You Aren't
Measuring Them, You Aren't
Seeing the Big Picture

Social & : :
Environmental Behavioral

(10%) (30%)

Economical
(40%)




COMMENTARY

The time is now: why we must identify and
address health disparities in sport and
recreation injury

Charlotte Baker''®, Oziomachukwu Chinaka' and Elizabeth C. Stewart’

“How we medically handle injuries after
they occur is driven by what resources are
available. A high school basketball player

on Medicaid or a parent or guardian’s high
deductible health insurance plan and no
disposable income who breaks their leg
may eventually return to play, but the time
to return could be affected by the
affordability, distance, and timing of care.”
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Scurce: Kaiser Family Poundation

Patient-Centered Care

The social determinants of health
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Measuring the Patient Perspective




SDOH Inventories

* AAFP Social Needs Screening Tool

* The Accountable Health Communities
Health-Related Social Needs Screening Tool
(CMS)

* Healthy Leads Social Needs Screening Toolkit
* |Institute of Medicine 25-item Checklist

* Protocol for Responding to and Assessing
Patients’ Assets, Risks, and Experiences




{AAFP

AMEFECAN ACADEMY OF FAMLY PHYSEGIANS

Social Needs
Screening Tool

HOUSING

1. A you worriad or concernad that in the naxt wo months
you may not have stabls housing that you own, rent, or stay in
as a part of & housshold?'
0O XYag
O No

2. Think about the place you Iive. Do you have problems with
any of the following? (check all that apply)*
Bug infestation
Mold
: "
Inadaquais haat
Ovan or stove nat working
No or nel working smoka dafactors
Walar lnaks
Naoma of the above

ooooooono

FOOD
3. Within tha past 12 manths, you worried that your food woulkd
run oul belfora you got monay fo buy mora.®
0O Often true
O Sometimes true
O Neweritrua

4 Within the past 12 months, the food you bought just didn't last
and you didn't hawe maonay to gat mora 3

0O Often true
O Sometimas true
O Neverirue

TRANSPORTATION

5. Doyou put off or neglect going to the doctor becausa of
distance or fransportation™

0O XYes
O Ne

UTILITIES

6. Inthe past i2 months has the electric, gas, oil, or water
company threatened to shut off sarvices in your homa™

O XYes
O Ne
0O Alrady shut off

CHILD CARE

7. Do problems getting child care maka it difficult for you to
work or study?
O Yes
0O MNo

EMPLOYMENT

8. Doyou hawe a job?®
O Yas
0O Mo

EDUCATION

0. Doyou hawo a high school dagraa®
O Yes
O Mo

FINANCES

10. How often does this describe you? | don't have enough
money to pay my bills:"
O Maver

Raraly
Sometimas
Ofisn
Ahways

oooo

PERSOMNAL SAFETY

1. How often does anyone, including family, physically hurt
you'™

Navar {1

Raraly {2)

Sometimes (3)

Fairly ofien 14}

Fraquently (5)

ooooano

12. How often doas anyone, including famity, insult or talk down
toyou?
O MNewver {h

Raraly 2}

Sometimes (3)

Fairly offen (4}

O
O
|
O Frequently (5

L]
The EveryONE Project” il &
Asvancreg konith eqany tm owery commansy -
£ 2018, ANERICAN ACADEMTY OF FANILY PHYSICIANS



RECOMMENDED SCREENING TOOL

Health Leadss' scresning toolkii /s licensed under a Creatlve Commons CC BY-SA 4.0 license, wiich means you
can frealy share and adapt the tool howevar you ike, All we ask fs you include attrbution to Health Leads and, If
you muodiify the tool, that you distribute the modifications under the same licensing structure. Full defails on the

& ye QMmoo

Example introductory text: This form is available in other languages. If you do not speak Engiish, call

{B00) 666-66686 (TTY: (BO0) 777-8886) to connact to an intarpratar who will assist you at no cost.

Name: Phone number:

Prefemed Language: Best tima to call:

In the last 12 menths®, did you ever eatless than you felt you should bacause thers wasn't
enough mensy for foad?

In the last 12 menths, has the electric, gas, oil, or water company threatened to shut off
your services in your homs?

Ars youwornied that in the next 2 months, you may not have stable housing?

Do preblems getting child care make it difficult for you to work or study?
(leave biank i you do not heve chidren)

In the last 12 menths, have you needed to see a doctor, but could not because of cost?

In the last 12 menths, have you ever had to gowithout health cara becauss you didn't have away
to get there?

Do you ever need help reading hospital materiale?

aF | B e P 5 O | O

Do you often feel that you lack companionship?

Are any of your needs urgent?
p Fer exampla: | don't have foed tenight, | den't have a place to sleap tonight

If you checked YES to any boxes above, would yeu like to receive assistance with any of E] E|
@ theea nesds?

“tima framas csn be sltered a5 neadad

FCR STAFF USE ONLY:
= Place a patient sticker to the right
- Give this form to the patient with patient packst

Place patient sticker here
= PRINT your name and role balow.

RECOMMENDED SCREENING TOOL (SPANISH)

This is a Spanish varsion of the sample socfal nesds screaning fool — pleasa talior i bassd on your population, scope,
and goals. This wark /s fcansad undar a Craafivie Commons Attribution-ShareAllks 4.0 Intemnational Licensea.

Exampls infroductory text: Este formulario estd disponible an ofros idlomas. S no habla inglés, lame al
(B00) 5656-6666 (TTY: (800) 777-8888) pam coneciarse con un inférprete que kb ayudard gralis.

Mombra: Tal&fono:

ldioma preferido: Major momento para llamare:

En bos Gitimos 12 masea, comid menos da lo que creia que neceasitaba porqua no le

O

alcanzaba el dinero para la comida?

En bos Gitimas 12 massa, 3lofa) amenazd con suspendaris &l servicio an su casa la compaiiia
da electricidad, gas, combustible o agua?

Lo preocupa quedarse sin vivienda estable en los prdximoa deos mases?

Coneaguir cuidado de nifice le dificulta trabajar o estudiar? ([Dajar en blance si no tiene nifice)

En bos Gitimos 12 massa, gnecesitd ver a un médco pero no pudeo por el costo?

En loe Gitimos 12 masss, ¢alguna vez dejé de recibir cuidados de salud porgue ne tenia céme
llagar al aitio?

LAlguna viez necesita ayuda para leer los materiales dal hospital?

A menuda siento qua me falta compafia.

iEs urgente alguna de estas necesidades? For sjemplo: No tengo qué comer esta noche, no
tango dénda dormir asta nochs.

Si marcd que & & cuakjuisra de las casillas anteriorss, jle gustaria recibir syuda con cualquiera
de estas necsaidades?

@ || B |« R3O

PARA USO EXCLUSIVO DEL PERSONAL/FOR STAFF

USE ONLY:

+ Placs a patiant atickar to tha right

= Giva this form o the palient with patient packet Riace patient sticker here
#+ PRINT your names and rols balow.



Patient-Report Outcome Measures
(PROMs)

General Specific

Variety of conditions or Focus on a specific injury,
injuries disease, region, or site

Intended to compliment

Multidimensional
general measures

General overview of M Ve to ch
HRQOL ore responsive to change

Less responsive to change HIT-6, POMS, BDI




Single-ltem Measures

s Global Rating of Change

e Patient-perceived changes in general health status
e scale of 1 (very great deal worse) to 9 (very great deal better)

mamw Global Rating of Daily Activities

e Ability to complete daily activities
e Ranged from O (no difficulty, has not affected) to 6 (cannot perform)

mmm  Global Rating of Athletic Activities

e Ability to complete athletic activities
e Ranged from O (no difficulty, has not affected) to 6 (cannot perform)

Valier, 2016



Selecting an Outcome Measure

* Generic and Specific
— Population of interest (adult v. adolescent)
— Specific based on patient’s primary symptoms
— Recall duration of instrument
* Administration
— Ability to support license agreement
— Technology for adaptive measures
— Timing (initial/discharge v. intervals)
— Format (paper/online)



Be prepared to provide additional
resources, education, or support for
endorsed items that are of concern.

If you ask about abuse at home,
feeling unsafe, or mental health
concerns and a patient checks the ‘yes’
box...you can't ignore it at that point.

Picha, Personal Communication, 2024



Criteria for PROM Selection

Instrument

Development Reliability Validity

Responsiveness Interpretability Precision

0]
9
e
©
3
©
)
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0p)
0]
Ll

Acceptability Feasibility Appropriateness

Clinical
Qualities




Patient-Reported Outcome Measures in Sports
Medicine: A Concise Resource for Clinicians and
Researchers

Kenneth C. Lam, ScD, ATC; Ashley N. Marshall, PhD, ATC;
Alison R. Snyder Valier, PhD, ATC, FNATA

Department of Interdisciplinary Health Sciences, A.T. Still University, Mesa, AZ. Dr Marshall is now in the Department
of Health and Exercise Science, Appalachian State University, Boone, NC.

Table 1. Concise Summary of Included Patient-Reported Cutcome Measures

Instrumant Essantials Clinical LHility
Developmenmt Relisbiity Valdity Responswensss Acceptabiliy Feasibiliy Approprizienass

MNadk
Mack Disability Instrumant 4 o ¢ o ¢ d o
Haad
Dizziness Handicap Index s < r 'y o/ r o
Shortaned Headache Impact Tast ¢ "y ! Y 'y J’ o
Abbrandated Profils of Mood Staies
Quastonnaire o v o X o S o

Genanc oulcome measuras

Dizsblament of tha Physically Actve

Scala P ¥ . F 7 v
Musculosks letal Function Assessmant o o J 7 7 7
Musculosks latal Function

Azzeszmant-Short & & o & ? T ?
Padiatric Quality of Life lrva ntory 4 o 'y o o ¢ o
Short Form 36 « « ) F o I o
Short Form 12 ' 4 Ed o =4 « o

Single-tem outcome maasuras

Numaric Pain Rafing Scals X F 'y by o’ ¢ o
Global Rating of Changs X

Patent-Specific Functional Scale



Patient-Reported Outcome Measures for Pediatric
Patients With Sport-Related Injuries: A Systematic

Review

Ashley N. Marshall, PhD, ATC*; Hayley J. Root, PhD, MPH, ATC;
Tamara C. Valovich McLeod, PhD, ATC1§; Kenneth C. Lam, ScD, ATCt
*Department of Health and Exercise Science, Appalachian State University, Boone, NC; tDepartment of Physical

Therapy and Athletic Training, Northern Arizona University, Phoenix; $Department of Interdisciplinary Health Sciences
and §Athletic Training Programs and School of Osteopathic Medicine in Arizona, A.T. Still University, Mesa

(3 B (A B 4 N
Adult Instruments :
: S S Adult Instruments Modified for —
Validated in Pediatric FAE 2 Pediatric Instruments
: Pediatric Population
Population
- L ) & g
/ \ / \ K Pediatric/Adolescent Shoulder Survey (PASS) [l]\
*  Quick Disabilities of the Arm, : Yo.uth 'I.'hrowiflg dedle{1]
Shoulder and Hand Outcome *  Micheli Functional Scale [1]
Measure (QuickDASH) [6] *  Pediatric and Adolescent Shoulder »  Oxford Ankle Foot Questionnaire for Children
I ional Knee D . and Elbow Survey (Pedi-ASES) [1] (OxAFQ-C) [1]
. nternationa ee Documentation . % .
Committee Subjective Knee Chllé l.icalth-Questlovnalrc (CHQ) [2]
Evaluation Form (IKDC) [2] * Knee Injury and Osteo.arthritis *  Multidimensional Fatigue Scale [3]
——— Outcome Score for Children +  Pediatric Quality of Life Inventory (PedsQL) [7]
Global Rating of Change (GROG) [1] (KOOS-Child) [2] *  Pediatric Outcomes Data Collection Instruments
»  Global Rating of Athletic Activity [1] (PODCI) [2]
«  Global Rating of Daily Activity [1 *  Pediatric International Knee *  Activities Scale for Kids (ASK) [1]
sbal Rating ot Datly ety 1] Doc.umt.antation Committ.ee *  Hospital for Special Surgery Pediatric Functional
+  Single Assessment Numerical Subjective Knee Evaluation Form Activity Brief Scale (HSS Pedi-FABS) [4]
Evaluation (SANE) [2] (Pedi-IKDC) [5] *  Physical Activity Questionnaire for Older
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FIGURE 2. Patient-Reported Outcome Measures Organized by Type.
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Table 1.

Considerations for Clinical Utility: Acceptability

Time 1o Readability
No. of Score Range Complete, (Reading Ease;
Region Instrument temns (Interpretation) min Reading Grade Level)
Upper extremity  Pediatric/Adolescert Shoulder Survey 13 0-100 NR 85.0; 4.4
(PASS)
Pediatric and Adolescent Shoulder and 39 084 (1 Score = better function) NR 85.0; 4.2
Elbow Survey (Pedi-ASES)
Quick Disabilites of the Arm, Shoulder 11 0-100 (1 Score = better function) 2 659,79
and Hand outcome measure
(QuickDASH)
Youth Throwing Scale 18 18-90 (1 Score = less pain or NR 73.1;54
effect on HRQOL)
Lower extremity  International Knee Documentation 10 0100 (1 Score = better function) 10 59.6; 9.5
Commiltee Subjective Knee
Evaluation Form (IKDC)
Knee Injury and Osteoarthritis Outcome 46 0—100 (7 Score = fewer knee NR 82.8;: 38
Score for Children (KOOS-Child) problems)
Micheli Functional Scale 5 0100 (| Score = less disability) 5-10 576:95
Oxford Ankle Foot Questionnaire for 14 0—100 (1 Score = better function) NR 74.3; 862
Children (OxAFQ-C)
Pediatric International Knee 10 0-100 (1 Score = better function) NR 90.3; 22
Documentation Committee Subjective
Knee Evaluation Form (Pedi-IKDC)
Generic Child Health Questionnaire (CHQ) 87 0100 (7 Score = better health) 515 784; 44
Multidimensional Fatigue Scale 18 0-100 (7 Score = fewer fatigue 10-15 89.1; 3.0
symptoms and better HRQOL)
Pediatric Quality of Life Inventory 23 0100 (7 Score = better HRQOL) NR 939; 2.1
(PedsQOL)
Pediatric Outcomes Data Collection 83 0100 (1 Score = better HRQOL) 10-20 75.0:4.3
Instruments (PODCI)
Single item Global Rating of Change (GROC) 1 08 NR 63.7; 7.0
Global Rating of Athletic Activity 1 -6 NR 55.3; 8.3
Global Rating of Daily Activity 1 06 NR 50.0:7.8
Single Assessment Numerical 1 0-100 (7 Score = better function) NR 644;: 83
Evaluation (SANE)
Activity Activities Scale for Kids (ASK) 30 0100 (1 Scare = better function) NR 91.2: 3.3
Hospital for Special Surgery Pediatric 8 1-30 NR 503;79
Functional Activity Brief Scale (HSS
Pedi-FABS)
Marx Activity Scale 4 0-16 (] Score = higher level of NR 60.8; 8.3
activity)
Physical Activity Questionnaire for Older 9 945 (1 Score = higher level of 20 76.8; 5.5
Children (PAQ-C) activity)
Physical Activity Questionnaire for g9 9-45 (1 Score = higher level of 10-15 773,55

Adolescents (PAQ-A)

activity)

Abbreviations: HRQOL, health-related quality of life: NR. not reported.
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A Unique Patient Population? Health-Related Quality of
Life in Adolescent Athletes Versus General, Healthy
Adolescent Individuals
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Key Points

Adolescent athletes reported better health-related quality of life than their general, healthy adolescent peers,
particularly in emotional functioning.

As part of the overall evaluation, health care providers should consider whether a patient participates regularly in
physical activity because that may affect baseline emotional well-being.

Adolescent athletes appear to constitute a unique patient population for whom normative values on patient-related
outcome instruments should be established.

Reference Values for the Pediatric Quality
of Life Inventory and the Multidimensional
Fatigue Scale in Adolescent Athletes

by Sport and Sex

Alison R. Snyder Valier,*1*Sl PhD, ATC, FNATA, Cailee E. Welch Bacon, S PhD, ATC,
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