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ABSTRACT: Maximizing the functional abilities of the individual
is the primary objective of any therapeutic intervention. Func-
tional outcome data are valuable to those involved in the care of
the athlete because such data provides information that helps
facilitate the clinical decision-making process and, therefore,
helps insure a safe and efficient return to athletics. Functional
outcome measures also provide useful data for assessing
therapeutic intervention efficacy. The clinician/researcher must

T he purpose of health care intervention is to restore the
functional abilities of the individual within the limits
imposed by injury or disease. Functional limitation or

dysfunction represents the individual's inability to perform
specific tasks and activities otherwise considered normal.1' A
functional outcome is a predicted result of care that is mean-

ingful and practical to the athlete and sustainable beyond the
rehabilitation environment.20'21 In the athletic population,
treatment goals are directed toward safely and efficiently
returning the individual to participation in athletics.

Functional outcome data is important to health care consum-

ers, providers, and insurers for several reasons. First, improve-
ment in impairments such as range of motion and strength do
not always lead to functional improvement.20'21 Athletes must
meet criteria to progress through the rehabilitation program.

However, success during an early phase of rehabilitation does
not insure that the athlete will successfully participate in
functional activities. The only way to determine the athlete's
ability is to conduct a functional trial. The clinical decision-
making process must include a mechanism to assess and report
functional outcomes to insure safe return to athletic participa-
tion.

Functional outcome measures provide data to assess treat-
ment outcomes. The continual evolution of health care delivery
and reimbursement requires greater justification for third party
payers. Stewart suggests that functional outcome is the key to
justification of treatment and successful reimbursement. Func-
tional outcome data may also facilitate the assessment of the
efficacy of therapeutic intervention, leading to more efficient
and more effective treatment. Functional outcomes not only
assess benefits but also provide cost-benefit data.9
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consider various factors when selecting an appropriate out-
come measure, such as: the patient population, pathology,
specific test parameters, psychometric properties, and practi-
cality of the measure. The primary purpose of this paper is to
provide the reader with guidelines for either assessing existing
measures or developing new measures of functional outcomes
for use in clinical practice and research.

Rehabilitation of the lower extremity is frequently encoun-

tered in sports medicine. There are several assessment tools
available to the clinician/researcher to measure and report
change in the status of an individual with lower extremity
dysfunction. Tegner et al23 categorized these dimensions as

patient symptoms, clinical exam, activity grading, and perfor-
mance testing. There are advantages and limitations to each
measure used independently or in conjunction with other
measures. Determination of the appropriate outcome mea-

sure(s) may be contingent on the patient population, pathology,
specific test parameters, psychometric properties, and practi-
cality of the measure.

The purpose of this paper is to provide the reader with
guidelines for the assessment of existing or development of
new measures of functional outcomes for use in clinical
practice or research for the assessment of knee dysfunction.
Suggestions for the documentation of functional outcomes in
sports medicine are presented.

CONSIDERATIONS IN THE SELECTION OF
FUNCTIONAL OUTCOME MEASURES

The clinician/researcher must consider the psychometric
properties of the measurement tool when selecting a functional
outcome measure. Reliability and validity are important con-

siderations in the selection of a clinical test. These attributes
applied to data acquisition serve to facilitate the clinical
decision-making process. Additional considerations for test
selection include the practicality of the measure.

Reliability is the degree to which a measure is consistent and
free from error. Clinicians need to be concerned with the
reliability of measures with respect to time and the evaluator.
The assumption is that variations between measures are attrib-
uted to changes in the variable being measured. However,
random measurement error may contribute to this variation,
reducing the reliability of the test. There are several sources of
measurement error that diminish the reliability of testing.
These factors may include flaws with the measurement tool,
inherent instability of the variable being measured, and errors
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made by the examiner. 16 There are limited reports of reliability
of functional measures for the lower extremity.4,15,19
A reliable measure is not necessarily a valid one. The

validity of a test examines whether the test measures what it is
supposed to measure. In addition, the clinician must consider if
the test is valid for the intended purpose. An outcome measure

designed for patients with a total knee replacement may have
questionable validity for patients with anterior cruciate liga-
ment (ACL) reconstruction. There are several reports address-
ing the validity of functional measures for ACL patients17,24
and total hip and knee replacement patients.15'19
A test should possess the ability to discriminate between the

presence or absence of problems. The ability of a test to
determine a positive test when the problem is present (true
positive) is defined as sensitivity.16 A negative test, when the
problem is absent (true negative), is defined as specificity.16
Both of these dimensions are desirable characteristics of a test.
However, there is an inverse relationship between the two
dimensions (sensitivity increase results in specificity decreas-
ing). The dimension of the test should reflect the consequences

of decisions made based on the test data. Combining several
tests to assess function may serve to minimize any trade-offs
between specificity and sensitivity.16
The practicality of functional outcome measures employed

in the clinical/research setting is an important consideration.
Jettel0 describes the following factors: the method of admin-
istration, time required to administer the tests, equipment
required, special training for the examiners, and the nature of
the scoring system. Selection or development of an evaluative
tool will depend on all these factors. In addition, the intended
purpose of the data should be considered. Whether the data will
be used primarily for clinical or research purposes may

influence the decision to select a functional measure. For
example, comparison of data across several investigators or

clinical sites requires the use of standardized assessment tools
to create valid comparisons.

FUNCTIONAL OUTCOME MEASURES

A variety of measures have been established for a range of
lower extremity problems. Oberg et al15 provides a compre-

hensive review of instruments across a range of dysfunctions.
Many authors describe activity rating scores8'13'22 and perfor-
mance testing2'12'23 for use in assessing lower extremity
dysfunction following knee ligament injury. Activity rating
scales solicit qualitative and quantitative subjective informa-
tion from the patient such as functional/recreational abilities,
pain, swelling, instability, and level or intensity of activity.
Performance tests are objective measures of unilateral, bilat-
eral, and sport-specific activity.

Activity Rating

Activity grading scores may be used to compare several
points in time (ie, preop to postop or pretreatment to posttreat-
ment). Draper and Ladd6 used the Lysholm scale to assess knee
function and activity levels of patients with ACL-reconstructed
knees. The athlete/patient responds to items on a questionnaire.

Scores are calculated and recorded. The following examples
are representative of activity rating scales used in the sports
medicine literature to assess knee dysfunction resulting from
ACL injury and/or surgery. The reader is encouraged to consult
original reports for specific information.
Lysholm Score.22 Patients/athletes rate eight dimensions

and are assigned point values with a possible total score of 100
points. The dimensions assessed and maximal point values are

as follows: limp (5 points), support (5 points), locking (15
points), instability (25 points), pain (25 points), swelling (10
points), stairs (10 points), and squatting (5 points). Quality
dimensions for each category generally range between no

problem to consistent limitation. For example, the range of
points for stair climbing and squatting is 0 points for impos-
sible and a maximal point value of 10 points for no problem
with activity.

Activity Score.22 Patients/athletes rate activity level on a

scale of 0 to 10. Levels 6 through 10 describe recreational to
competitive sports participation in activities requiring acceler-
ation/deceleration and cutting (ie, soccer, basketball, hockey,
and tennis). Levels 3 through 5 identify heavy vocational
requirements and competitive recreational activities requiring
straight plane activities (ie, cycling, jogging, and cross-country
skiing). Levels 0 through 3 describe sick leave or disability
pension secondary knee problems through light work/
ambulatory requirements.

Subjective Knee Score Questionnaire. Wilk et a124 used a

questionnaire adapted from the work of Noyes et al13 to study
patients with ACL-reconstructed knees. Patients responded to
questions regarding symptoms and sport activities pertaining to
their knee. Categories along with maximum point values
included: pain (20 points), swelling (10 points), stability (20
points), overall activity level (20 points), walking (10 points),
stairs (5 points), running (10 points), and jumping and twisting
activities (5 points). Levels within each category are based on

scales with a range of abilities. For example, in the running
category, 10 points are awarded for normal, unlimited, and
fully competitive running, while 2 points are awarded for
severe problems with only a few steps. Patients also rated their
overall knee function on a scale of 1 to 100.

Several dimensions contribute to the construct defined as

function. Factors that impact functional performance may

include overall endurance, sport-specific skill, and psycholog-
ical elements, in addition to the specific knee impairments.
These factors may be hard to assess in the structured clinical
setting and require the actual participation of the activity.
Tegner and Lysholm22 suggested that activity rating scores

provide a good overall picture of knee function without
restriction. Seto et al'8 reported that activity scores of patients
with an ACL reconstruction were positively correlated with the
ability to participate in sports. Activity scales provide both the
clinician and the athlete the opportunity to assess the spectrum
of knee performance in an unstructured environment. This data
is an important component of the functional abilities of the
individual.
The activity rating scales listed are based on scales with a

range of abilities. For example, the Lysholm scale has four
levels to describe the swelling dimension: none (10 points), on
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severe exertion (6 points), on ordinary exertion (2 points), and
constant (0 points). The range of responses increases the
sensitivity of the scale. The implications of swelling on severe

exertion are different from swelling that is constant. Properly
designed scales may provide qualitative and quantitative data
about several aspects of knee function. Activity scales provide
useful information regarding the functional status of the
individual related to knee problems. The clinician must con-

sider the level or intensity of the activity. Performance of
certain functional abilities may suggest no limitations in the
capabilities of the knee. However, the activity level may be
decreased when compared to premorbid abilities, hiding the
knee limitations.'1322 Comparisons of functional status must be
made at comparable levels of activity to be valid.
The appropriate selection of activity scales may be deter-

mined by the stage of the rehabilitation program. Risberg and
Ekeland17 reported high functional performance as determined
by the Lysholm Score. However, 55% of the ACL patients
tested had limitations performing strenuous activities. Data
obtained from the Lysholm Scale appears to have limited
ability predicting performance of activities such as running,
jumping, and twisting. Based on this finding, the authors
recommend the use of the Lysholm Score in the early phase of
the rehabilitation program. Any scale should be examined for
content validity before implementation; ie, it should contain
the dimensions you wish to assess.

Performance Tests

Lower extremity dysfunction may be evaluated using uni-
lateral and/or bilateral performance tests. Contrasts between
the involved/uninvolved extremity, pretreatment/posttreat-
ment, or normative data are possible. The following examples
are representative of performance tests used in the sports
medicine literature to assess knee dysfunction resulting from
ACL injury and/or surgery. Summaries are presented and the
reader is encouraged to consult the original reports for specific
information.

Single-Leg Hop for Distance.2'12 The athlete stands on one

limb, hops as far as possible, and lands on the same limb. The
distance obtained for each extremity is measured and used for
comparison.
Timed Hop.2'2 The athlete stands on one limb and then

hops a distance of 6 m. The time is measured for each
extremity and used to determine the symmetry index.
One-Legged Vertical Jump.2 The athlete's bilateral stand-

ing reach is determined. The athlete performs a vertical jump
and lands on the same extremity. The height is measured and
recorded.

Triple Hop for Distance.12 The athlete stands on one limb
and performs three consecutive hops, landing on the same foot.
The distance is measured for each extremity and used to
determine the symmetry index.

Cross-over Hop for Distance.12 The athlete hops three
times on one limb over a 15-cm-wide center strip. The distance
for each extremity is measured and used for comparison.

Bilateral lower extremity performance tests provide baseline
data to assess change between test sessions. Normative data

may also be available for contrast. Comparisons between
uninvolved and involved limbs may be possible by considering
the leg on which the athlete pivots to change direction. The
following are some examples of bilateral functional measures

for the lower extremity.
Shuttle Run.2 The athlete completes two laps running

around cones placed 6 m apart with the uninvolved leg on the
inside. The test is repeated with the involved leg on the inside.
In a variation of this test, the athlete runs, then stops, pivots on

the uninvolved limb, and returns to the starting point. The same

procedure is followed for the involved lower extremity. For
both tests, Barber et a12 recommends two laps with the time
recorded in seconds and comparisons made.
Running in a Figure Eight.17'23 The athlete runs in a figure

eight of a predetermined distance. Tegner et a123 employed a

20-m course, while Risberg and Ekeland17 used circles with a

diameter of 4 m. The time is recorded in seconds.
Running Up and Down a Staircase.23 The athlete runs up

and down a staircase one time, one step at a time. The time is
recorded in seconds. Risberg and Ekeland17 reports a variation
of this, referred to as the stairs hopple test. This test is modified
to be a unilateral test. The athlete hops up and down a staircase
on the uninvolved, followed by the involved, lower extremity.
The time for both tests is recorded in seconds. The stair hopple
test allows comparisons between uninvolved and involved
extremities.

All tests listed have minimal equipment needs and space

requirements. The equipment required for the tests outlined are

a stopwatch, cones, and tape. Space and surface requirements
vary with the desired test and outcome. More complex systems
interfaced with computers designed to assess functional per-

formance are being used in the clinic and in research. One
example is the CYBEX Fastex System (Division of Lumex,
Jericho, NY), which enables the clinician to objectively assess

a variety of unilateral and bilateral lower extremity parameters,
such as reaction time, ground force time, transit speed stabili-
zation time, ground time, and total movement time.

Functional or performance tests provide objective assess-

ment of components of the athlete's ability in a structured,
controlled setting. Skills assessed may include running, jump-
ing, and cutting activities. The clinician must consider the stage
of rehabilitation, status of the patient, surgical restrictions, and
measurement outcome when selecting various tests. Data from
the tests may then be used to identify problems or limitations.
Patient goals are determined and the plan is designed to address
appropriate goals. Data may be used to augment the decision
about return to activity. To be valid, performance tests should
correspond with the functional demands during rehabilitation
through return to activity.
The clinician has the option of unilateral and bilateral lower

extremity tests. Generally, the athlete's ability to perform
unilateral tests is limited in the early phase of rehabilitation.
Risberg and Ekeland'7 examined unilateral and bilateral tests
to assess functional demands of patients with ACL-
reconstructed knees. The bilateral tests (figure eight and stair
running) were correlated with the daily life function and the
unilateral tests (triple jump and stair hopple test) correlated
with the strength and stability function. The daily life function
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represents the early phase of the rehabilitation sequence. The
Lysholm score correlated with the bilateral tests supporting the
ability of bilateral tests to assess the daily life function.17

Tegner et a123 reported that several bilateral tests (turn-
running component of the figure eight, stair running, and slope
running) place greater demands on the knee. The authors
reported only 35% to 46% of ACL-deficient patients were able
to perform normally on these activities when compared to
uninjured subjects. No difference was present in the straight-
running segment or single-leg hopping. Methodological differ-
ences in the performance of the figure eight places different
demands on the knee. A lazy figure eight (large diameter
circles) does not require cutting as in a less circular pattern,
thereby placing less demands on the knee.
The figure eight may be an appropriate assessment tool at

different stages of the rehabilitation program. Progression of
activities from a lazy figure eight with no cutting may be useful
in the early phase of rehabilitation. Performance on a course

with less of a circular (tear drop pattern) requires the athlete to
quickly pivot and turn. This activity is a common component
of many sport skills and is appropriate in the later stages of
rehabilitation.
The clinician must be concerned with substitution and

compensatory actions during the measurement of clinical
parameters. Data obtained when the athlete substitutes may be
of limited value in defining functional limitations. Barber
reported that ACL-deficient patients compensated during the
shuttle run by running at half speed and guarding both lower
extremities. The ability to detect functional limitations was

diminished because of the compensation.
Unilateral lower extremity tests were highly correlated with

strength and stability dimensions described by Risberg and
Ekeland.17 The sensitivity of the four tests used by Noyes et
al12 (single-leg hop for distance, timed hop, triple hop for
distance, and crossover hop for distance) was not sufficient to
detect specific components dysfunction. However, the tests
were able to identify asymmetry between involved and unin-
volved lower extremities. Unilateral test data serves to provide
confirmatory information, enhancing the clinical picture.12

Unilateral leg tests provide the opportunity to compare the
uninvolved and involved limbs. Time or distance data may be
compared between uninvolved and involved lower extremities.
The symmetry index provides a useful guide to determine
abnormal limb symmetry.2'12 To determine the symmetry
index, the mean value for the involved extremity is divided by
the mean for the uninvolved extremity and multiplied by 100.
Barber et a12 reported 91% to 92% of normal subjects tested
(the single-leg hop for distance and the one-leg hop for
distance) obtained symmetry index scores of 85%. A symmetry
index less than 85% may be considered abnormal.2'12 The
ability of performance tests to determine abnormal lower
extremity symmetry does not appear to be affected by gender
or limb dominance.2

Barber et al2 and Noyes et al'2 reported a higher percentage of
abnormal scores when two unilateral tests were combined com-

pared to a single test (60% vs 42% to 50%) when assessing
athletes with ACL-deficient knees. Wilk et al24 reported similar
percentages in ACL-reconstructed patients performing three sim-

ilar tests. Noyes et al12 assessed combinations of four tests
(single-leg hop for distance, timed hop, triple hop for distance, and
crossover hop for distance) and reported no difference in abnor-
mal scores between the combinations. The clinical implications
are that any combination of a minimum of two unilateral tests are
necessary to determine lower extremity asymmetry.

Performance tests are performed in a controlled environment
with minimal distractions. A limitation of performance tests is
that the data do not provide a comprehensive picture of the
athlete's overall abilities or limitations. Barber et a12 reported
that over half of ACL-deficient patients had normal scores on

the one-leg hop test but reported limitations with sport activi-
ties. Athletes with normal performance test results may be at
risk for limitations in performing more complex activities in an

uncontrolled setting. Data from the clinical exam and activity
rating scores should be combined to provide a comprehensive
picture of the functional status of the athlete.

Intrarater and/or interrater reliability of data obtained from
performance tests is an important consideration for the clini-
cian. Booher et a14 examined the reliability of three single-leg
hop tests (hop for distance, 6-m hop for time, and 30-m agility
hop) on 18 healthy subjects. Intraclass correlation coefficients
(ICCs) ranged from .77 to .99, suggesting good reliability
within this investigation. Oberg et al15 reported gamma coef-
ficients for interrater reliability ranging from .99 to 1.0 for total
knee and hip patients. Shields et a120 reported intratester
reliability coefficients of .79 to .90 and intratester reliability
coefficients of .48 to .78 for total hip and knee patients.
However, reliability is specific to examiners and patient
population. Examiners must adhere to the basic principles of
test administration to maximize reliability.

Several sources of error can be controlled, thereby improv-
ing reliability of functional outcome performance tests. Appro-
priate calibration and maintenance of the equipment may serve

to minimize measurement error due to mechanical problems. If
the measure of interest is error-prone, a decision may be made
as to the value of its use.16 Careful planning, clear operational
definitions, and standardization of test procedures can mini-
mize the effect of additional sources of measurement error.16
For example, appropriate practice/test trials and rest intervals
must be established.

Based on research, there are several useful tests to assess

components of function in ACL patients. Performance mea-

sures may be employed throughout the rehabilitation program
based on abilities and goals of the patient. An example of a

sequence over a rehabilitation program is as follows: 1)
low-level bilateral test such as walking, lazy figure eight, and
straight running; 2) unilateral activities such as single-leg hop
for distance, timed hop, triple hop for distance, and crossover

hop for distance; and 3) sport-specific skills that may include
cutting, pivoting, and running at full speed.
The clinician/researcher must obtain a variety of information to

accurately identify patient problems and set realistic goals. Data
will enable the clinician to progress the athlete safely and
efficiently through a rehabilitation program. Various assessment
tools are available to the clinician. Careful selection of the
appropriate dimensions to measure provides a clear and accurate
clinical picture. It is beyond the scope of this paper to discuss all
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aspects of the clinical exam. Due to the emphasis on return to

function, several components of the clinical exam are discussed in
the context of the relationship with functional outcomes.

THE RELATIONSHIP BETWEEN IMPAIRMENTS AND
FUNCTION

The Nagi"1 conceptual scheme for disability would classify
symptoms and clinical signs as impairments that contribute to
fictional limitations. Impairments such as pain, instability, or

decreased range of motion and strength may contribute to the
inability of the athlete to run, cut, jump, or perform other
task-oriented activities. The primary concern of the athlete,
coach, and parents is not specific to impairments, but rather
"can they play?" Several reports in the literature describe the
relationship between impairments and functional parame-

ters 137'1417 18,23,24 The relationship between conventionally
assessed impairments and function are briefly discussed below.

Stability

The relationship between functional abilities and knee joint
stability is not clearly defined. Risberg and Ekeland17 reported
that the triple jump and the stair hopple test were correlated to
instability determined by knee arthrometer measurements.
Other researchers report that data obtained from clinical
assessment of knee joint laxity does not reliably predict
functional stability.27 14"823 Noyes et al'4 suggests that the
forces placed on the knee during a clinical exam are less than
forces acting on the knee during activity. The data obtained
from the clinical exam may not represent in vivo stability,
thereby limiting validity of the measure to infer functional
stability. Several researchers have supported this hypothesis.

Harter et a17 examined ACL-reconstructed patients and
concluded that patients' postoperative perceptions of function
were not strongly correlated with elements of the clinical exam
(instrumented measurement of ligamentous laxity, knee joint
position sense, orthopedic clinical exam, isokinetic muscle
testing). Seto et al18 reported no significant relationship be-
tween objective instability and functional activity score in
patients with an ACL-reconstructed knee. Barber et a12 re-

ported no significant relationship between arthrometer mea-

surements and five functional tests (one-legged hop for dis-
tance, one-legged timed hop, one-legged vertical jump, shuttle
run with pivot, and shuttle run without pivot). Assessment of
knee laxity provides information related to the integrity of the
ligament. However, clinical laxity tests may be limited in their
ability to assess functional stability of the knee. The clinician
must limit inferences about function with absence of additional
data.

Isokinetic Testing

Isokinetic dynamometers are frequently employed in the
clinical/research setting. The data derived from isokinetic
testing provides reliable, objective assessment of a variety of
parameters indicative of muscle performance. The relationship
between isokinetic test data and functional performance is not

clear. Several researchers report no relationship between iso-
kinetic testing and sport skills.1 5 Others report correlations
between isokinetic data and functional test perfor-
mance. 2,12,18,24

Several researchers reported significant relationships be-
tween concentric quadriceps peak torque obtained at 60°/s and
the single-leg hop test.2"2 Seto et al'8 reported a significant
correlation between quadriceps/hamstring concentric peak
torque (obtained at 120°/s and 240°/s) and an activity rating
scale in patients with intra-articular ACL reconstructions. Wilk
et a124 reported a significant, positive correlation between
concentric peak torque of the quadriceps at test speeds of
180°/s and 3000/s and functional testing. Activity rating scales
also correlated with isokinetic measures of quadriceps perfor-
mance. There did not appear to be a relationship between
hamstring peak torque and function.'1824
The method of isokinetic data acquisition is an important

consideration. Data obtained through reciprocal testing proto-
cols provides appropriate neural input to the lower extremity.24
Based on the results of this and other studies, measures of
quadriceps peak torque obtained through reciprocal testing at
test speeds of 180°/s and 300°/s may provide the most valid
indicators of functional performance. Measures of acceleration
and deceleration may provide additional information.

Additional measures of proprioception3 and girth'7 have
been reported in the literature. Measures of impairments may

provide meaningful data about functional status. However, the
construct of function is multifaceted and requires assessment
across several dimensions to allow valid inferences to be made
about functional status.

DOCUMENTING FUNCTIONAL OUTCOMES

Functional outcome reporting should include information
that identifies the tolerance of the individual to the activity,
endurance considerations, and the level of desired perfor-
mance.21 There are several ways to document functional
outcomes related to performance test or specific skill require-
ments. The following example involving a basketball player
returning from ACL reconstruction will illustrate the reporting
of functional outcomes at different periods during the rehabil-
itation process. The functional assessment is presented along
with a corresponding goal: a) Single-leg hop for distance:
unnaffected side 40 inches and affected side 32 inches with
pain in the affected knee during landing (symmetry index:
32/40 x 100 = 80%). An example of a 2-week goal could be
that the athlete will reach 36 inches (symmetry index: 90%)
with the affected extremity while performing the single-leg hop
for distance with no pain. b) Figure-eight run: performed an

8-m figure eight with minimal guarding during cutting to the
affected side in 10 seconds. An example of a 2-week goal
could be that the athlete will perform two consecutive figure
eights with no guarding during turning to the affected side in
18 seconds. The basic concepts of documenting functional
outcomes and determining appropriate goals may be applied to

sport-specific skills. An example of assessment of a basketball
layup: limitations and guarding during jumping and landing
phase with the involved lower extremity for a single layup. An
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Independent ambulation with no
deviations in gait on level
surfaces and stairs

Return to recreational/vocational
activities

ROM and strength within normal
limits

Stability (KT-1000, clinical exam)
Isokinetic test

Performance tests
Unilateral +/or bilateral tests
as appropnate

Sport-specific tests
Activity rating scales

Functional and sport level

A/PROM and strength lower
extremities- bilateral

Gait: Level surfaces and stairs
Strength of bilateral upper

extremities
Skin and soft tissue
Pain

example of a 3-week goal could be the athlete will perform 10
consecutive layups with the involved lower extremity with no

limitations or guarding. An example of the organizational
structure of a functional outcome report for an ACL recon-

struction patient is presented in the Table.

CONCLUSIONS

There does not appear to be a universal measure of function
for athletes with lower extremity dysfunction. The clinician
should consider choosing tests that assess meaningful, practi-
cal, and sustainable functional measures in reliable and prac-
tical ways. Functional outcome measures provide the clinician
with significant data that contribute pieces of meaningful
information to the complex patient puzzle. Functional outcome
data, a careful history, thorough physical examination, and
consideration of the athlete's goals and expectations are all
components of the clinical decision-making process to assure a

safe and expedient return to athletic participation.
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