	Operative versus Non Operative Treatment of Isolated Humerus Fractures: A Prospective Cohort Comparison Study
	
	Inclusion/Exclusion Criteria

Patient ID#_______

Date: ___ / ___ / _____




Directions: Answer every question by filling in the correct circle or writing in the information. If you need to change an answer, completely erase or cross out the incorrect mark, initial, and fill in the correct information. Mark only one answer for each question, unless otherwise instructed. Shade circles like this: (
	Criteria for Inclusion
Questions 01 – 06  must be answered YES for subject to be included in the study

	
	
	Yes
	No

	01.
	Diagnosis of an isolated, closed, extraarticular humeral shaft fracture
	(
	(

	02.
	English Speaking
	(
	(

	03.
	Age between 18-65 at the time of injury
	(
	(

	04.
	Entry into the study within 2 weeks of injury
	(
	(

	05.
	Available for follow-up for at least 12 months
	(
	(

	06.
	Patient signs informed consent
	(
	(

	Criteria for Exclusion 
Questions 07-20 must be answered NO for subject to be included in the study

	
	
	Yes
	No

	07.
	Age less than 18 or greater than 65 at time of injury
	(
	(

	08.
	Patients who are skeletally immature
	(
	(

	09.
	Open humeral shaft fractures
	(
	(

	10.
	Vascular injury requiring repair
	(
	(

	11.
	Pathologic fracture
	(
	(

	12.
	Definitive treatment delay of more than 2 weeks from initial injury
	(
	(

	13.
	Immunocompromised patient
	(
	(

	14.
	Unable to comply with post-operative rehabilitation protocols or instructions
	(
	(

	15.
	Current or impending incarceration
	(
	(

	16.
	Unlikely to follow-up in surgeon’s estimation
	(
	(

	17.
	Pregnant or lactating female
	(
	(

	18.
	Previous retained hardware in humeral shaft
	(
	(


	19. Does the patient qualify for the study?
( Yes 
( No  
	 


Directions: Answer every question by filling in the correct circle or writing in the information. If you need to change an answer, completely erase or cross out the incorrect mark, initial, and fill in the correct information. Mark only one answer for each question, unless otherwise instructed. Shade circles like this: (
	________________________________        _____________________________        _______
	

	Last Name
First Name
 MI

___________________________________________
	Physician’s Name:

__________________________

	Street Address 1
___________________________________________  
	Patient ID Number:
__________________________

	Street Address 2

___________________________________________                   _____     _____________

	City
 
        State
    Zip Code

           
             

	(__ __ __)  __ __ __ - __ __ __ __                (__ __ __)  __ __ __ - __ __ __ __                   ___/___/______

	Home Phone (or primary contact)
Work Phone
  Date of Birth (MM/DD/YYYY)

                           

	_______                                                               _____________________________

	Sex M/F
E-mail (example: johndoe@abc.com)


	

	Alternate Contact Information 1
___________________                       _______________________
    _________________                   ____

	Relationship to patient
   Last Name
 First Name

   MI

__________________________________________                                                  (__ __ __)  __ __ __ - __ __ __ __                

	Street Address 1
__________________________________________
	Home Phone (or primary contact)



	Street Address 2

_______________________________                              ____      _____________

	City
               State
Zip Code

                              

	

	Alternate Contact Information 2    
___________________                       _______________________
    _________________                   ____


	Relationship to patient
   Last Name
 First Name

   MI

__________________________________________                                                  (__ __ __)  __ __ __ - __ __ __ __                

	Street Address 1

__________________________________________
	Home Phone (or primary contact)



	Street Address 2

_______________________________                               ____       _____________

	City
               State
Zip Code
Please continue on next page 


	01. Date and time of injury 

a. Date  __ __/__ __/__ __ (MM/DD/YY)

b. Time __ __ : __ __ AM / PM (circle one)

02. Ethnicity


( American Indian


( Asian or Asian American


( Black or African American


( Hispanic or Latino


( Native Hawaiian or Pacific Islander 


( White or Caucasian


( Other (Specify): ______________________________
03. Side of injury


( Left


( Right

04.
Hand dominance

( Left


( Right

05.
Sensation at time of presentation

Location
Normal
Diminished
Absent
Radial Nerve

   (
      (
    (
AIS Scores:

[image: image16.png]



Region
AIS Score
[image: image17.emf]
06.

Head & Neck

____

07.

Face

____

08.

Chest

____

09.

Abdomen

____

10.

Extremity

____

11.

External

____

12. If known, please record the ISS score below


__ __ ISS Score
	13. Primary cause of injury


( Motor vehicle accident


( Motorcycle accident


( Bicycle accident


( Pedestrian accident


( Recreational activity / sports

( Fall from a height greater than 4 feet


( Fall from a height less than 4 feet


( Direct trauma (blunt)


( Direct trauma (penetrating) 


( Crush


( Twist 


( Other (Specify):____________________________
14. High energy injury


( Yes 
( No 

15. Work related injury


( Yes
( No (Skip to question 17)
16.
If “Yes”, is patient currently seeking or receiving 
worker’s compensation? 


( Yes
( No
17. Patient has been or is currently involved in litigation


( Yes 
( No 

18. History of smoking or tobacco use


( No (Skip to question 21)


( Yes, quit smoking (Continue to question 19)

( Yes, current smoker (Skip to question 20)

19.
If “Yes, quit smoking”, years tobacco free


_____ years

20.
If “Yes, current smoker”, specify packs 


smoked per day and years smoked

a.  _____ . _____ packs per day


b.  _____  _____ years smoked

Please continue on next page

	21.
History of drug or alcohol use

( Yes
( No (Skip to question 24)

22
a. If “Yes”, is there a history of drug or alcohol abuse?


( Yes (Specify below)


( No 
(Skip to question 24)


b.  If “Yes”, specify type of drug or alcohol abuse


(Mark all that apply)


( Alcohol
( Drugs
( Both
23
a. If “History of drug or alcohol abuse”, is the patient recovered?


( Yes (Specify below)


( No 
(Skip to question 24)

b. If “Yes”, specify years recovered


____ ____ years

24. Patient’s height    ____ ____ inches

25. Patient’s weight   ____ ____ ____ lbs
History of surgery

Procedure

Systemic

Extremity
Date
(MM/DD/YY)
26.______________

(
(
___/___/___

27.______________
(
(
___/___/___

28.______________

(
(
___/___/___

29.______________

(
(
___/___/___

30.______________

(
(
___/___/___

31.______________

(
(
___/___/___

32.______________

(
(
___/___/___


	33. Current Medications (Mark all that apply)

b. Dose

c. Duration

O

Steroids
(examples: Cortone, Deltasone, Medrol, Prelone)

_____mg/day
___yrs

___mos
O

Anticoagulants

(examples: Coumadin, Miradon)
_____mg/day

___yrs

___mos
O

Anticonvulsants

(examples: Phenytoin, Carbamazepine, Phenobarbital, diazepam)
_____mg/day

___yrs
___mos

O
Statins
(examples: Lipitor, Lescol, Pravachol, Zocor)

_____mg/day

___yrs
___mos

O

Anti-inflammatories

(examples: Anaprox, Celebrex, Motrin, Naprosyn)
_____mg/day

___yrs
___mos

O

Biophosphonates

(examples: Actonel, Boniva, Fosamax
_____mg/day

___yrs
___mos

O

Antibiotics

(examples: Amoxil, Ceporex, Cydomycin, Vibramycin)
_____mg/day
___yrs
___mos
O

Calcium channel blockers

(examples: Adalat, Cardizem, Dilacor XR, Norvasc)
_____mg/day   

___yrs
___mos

O
Calcium or Vitamin D
(examples: Cal-Citrate, Citracal, Os-Cal, Viactiv)
_____mg/day

___yrs
___mos

O
Parathyroid hormone
(examples: Forteo)
_____mg/day
___yrs
___mos


	Please continue on next page
Patient’s Current Medical History (Mark all that apply)

In question 34, please indicate the patient’s personal medical history of the following conditions.

In question 35, please indicate if the patient is receiving treatment or medication for the condition.

In question 36, please indicate if the condition limits the patient’s activities.

	
	37. History
	38. Receiving treatment / Medication
	39. Limits activity

	Anemia or other blood disease
	(
	(
	(

	Back pain
	(
	(
	(

	Cancer – metastatic 
	(
	(
	(

	Cancer – not metastatic
	(
	(
	(

	Circulatory disorder including ankle or leg swelling, blood clots, peripheral vascular disease, aneurysm
	(
	(
	(

	Depression
	(
	(
	(

	Diabetes – diet controlled
	(
	(
	(

	Diabetes – medication controlled
	(
	(
	(

	Diabetes – insulin controlled
	(
	(
	(

	Heart disease
	(
	(
	(

	High blood pressure
	(
	(
	(

	History of stroke
	(
	(
	(

	Kidney disease
	(
	(
	(

	Leg pain
	(
	(
	(

	Liver disease
	(
	(
	(

	Lung disease or asthma
	(
	(
	(

	Nervous system disorder including Parkinson’s disease, multiple sclerosis, cerebral palsy
	(
	(
	(

	Obesity
	(
	(
	(

	Osteoarthritis/degenerative arthritis
	(
	(
	(

	Osteoporosis
	(
	(
	(

	Rheumatoid arthritis/lupus/ankylosing spondylitis
	(
	(
	(

	Thyroid disease
	(
	(
	(

	Ulcer or stomach disease
	(
	(
	(

	Other history (Specify below)
	(
	(
	(

	_____________________________________________________________________


OTA Classification (Mark only one)  Following the fracture description from left to right, fill in the bubble that corresponds to the Type, Group, and Subgroup combination that best describes the fracture.

	Location
	Type
	Group
	Subgroup
	Final Classification

	Diaphyseal segment (12)

[image: image1.emf]
	A
	Simple Fracture
	[image: image2.emf]
	1
	Spiral
	[image: image3.emf]
	0.1  Proximal Zone
	12-A1.1
	(

	
	
	
	
	
	
	
	0.2  Middle Zone
	12-A1.2
	(

	
	
	
	
	
	
	
	0.3  Distal Zone
	12-A1.3
	(

	
	
	
	
	2
	Oblique (≥30°)
	[image: image4.emf]
	0.1  Proximal Zone
	12-A2.1
	(

	
	
	
	
	
	
	
	0.2  Middle Zone
	12-A2.2
	(

	
	
	
	
	
	
	
	0.3  Distal Zone
	12-A2.3
	(

	
	
	
	
	3
	Transverse (<30°)
	[image: image5.emf]
	0.1  Proximal Zone
	12-A3.1
	(

	
	
	
	
	
	
	
	0.2  Middle Zone
	12-A3.2
	(

	
	
	
	
	
	
	
	0.3  Distal Zone
	12-A3.3
	(

	
	B
	Wedge Fracture
	[image: image6.emf]
	1
	Spiral wedge
	[image: image7.emf]
	0.1  Proximal Zone
	12-B1.1
	(

	
	
	
	
	
	
	
	0.2  Middle Zone
	12-B1.2
	(

	
	
	
	
	
	
	
	0.3  Distal Zone
	12-B1.3
	(

	
	
	
	
	2
	Bending wedge
	[image: image8.emf]
	0.1  Proximal Zone
	12-B2.1
	(

	
	
	
	
	
	
	
	0.2  Middle Zone
	12-B2.2
	(

	
	
	
	
	
	
	
	0.3  Distal Zone
	12-B2.3
	(

	
	
	
	
	3
	Frag-mented wedge
	[image: image9.emf]
	0.1  Proximal Zone
	12-B3.1
	(

	
	
	
	
	
	
	
	0.2  Middle Zone
	12-B3.2
	(

	
	
	
	
	
	
	
	0.3  Distal Zone
	12-B3.3
	(

	
	C
	Complex fracture
	[image: image10.emf]
	1
	Spiral
	[image: image11.emf]
	0.1  With 2 intermediate fragments
	12-C1.1
	(

	
	
	
	
	
	
	
	0.2  With 3 intermediate fragments
	12-C1.2
	(

	
	
	
	
	
	
	
	0.3  With 3 or more intermediate fragments
	12-C1.3
	(

	
	
	
	
	2
	Segmental
	[image: image12.emf]
	0.1  With 1 intermediate segmental fragment
	12-C2.1
	(

	
	
	
	
	
	
	
	0.2  With 1 intermediate segmental and additional wedge fragments
	12-C2.2
	(

	
	
	
	
	
	
	
	0.3  With 2 intermediate segmental fragments
	12-C2.3
	(

	
	
	
	
	3
	Irregular
	[image: image13.emf]
	0.1  With 2 or 3 intermediate fragments
	12-C3.1
	(

	
	
	
	
	
	
	
	0.2  With limited shattering (<4cm)
	12-C3.2
	(

	
	
	
	
	
	
	
	0.3  With extensive shattering (>4cm)
	12-C3.3
	(


	Surgeon Name_____________________

01. Date and time of definitive fixation

a. Date  __ __/__ __/__ __ (MM/DD/YY)

b. Time ___ ___ : ___ ___ AM / PM (circle one)

02. Stabilization prior to definitive fixation


( Brace


( Plaster / fiberglass


( Other (Specify): _________________________
03. Length of surgery (skin to skin) 


___ ___ ___ minutes

04. Estimated blood loss

___ ___ ___ ___ ml

05. Patient Position


( Supine


( Lateral


( Prone

06. Tourniquet used?


( Yes ( For How long? _____ mins


( No

07. Approach


( Posterior


( Anterolateral


( Other (Specify): ___________________________

08. Incision length ___ ___ cm

09. Type of implant


( 4.5mm Broad Plate


( 4.5mm Narrow Plate


( Locking Plate: 3.5mm Combination Plate


( Locking Plate: 4.5mm Combination Plate


( 3.5mm Reconstruction Plate

10. Manufacturer


( Synthes


( Smith and Nephew


( Stryker


( Zimmer


(Other (Specify): __________________________


	11. Number of holes in plate 


a. Screws above fracture:  _____


b. Screws below fracture:  _____


c. Additional screws outside of plate: _____

12. Additional plates used: ____________


Directions: Answer every question by filling in the correct circle or writing in the information. If you need to change an answer, completely erase or cross out the incorrect mark, initial, and fill in the correct information. Mark only one answer for each question, unless otherwise instructed.  Shade circles like this: (
Directions: Answer every question by filling in the correct circle or writing in the information. If you need to change an answer, completely erase or cross out the incorrect mark, initial, and fill in the correct information. Mark only one answer for each question, unless otherwise instructed.  Shade circles like this: 
	Follow-up Visit (circle one)

( 2 week


( 12 week


( 4 week
              ( 6 month


( 8 week


( 12 month

01. Patient complaints (circle all that apply)

( Pain


( Length & width of scar


( Limited mobility


( Other (Specify): ____________________
02. Attending physical/occupational therapy?


( Yes ( # of visits: ____

( No
03. Tender to palpation at fracture site?


( Yes



( No
04. Motion at fracture site?
    ( Yes



( No
05. Rotational malalignment of Humerus?


( Yes



( No

06. Sensory exam: Radial Nerve


( Normal



( Diminished


( Absent

07. Motor: Wrist Extensor function 

( Full (Grade 5)



( Diminished (Grades 1 to 4)


( Absent (Grade 0)



	08a. Range of Motion: Shoulder


Flexion
___ ___ ___ ○


Abduction
___ ___ ___ ○


External rotation
___ ___ ___ ○


Internal rotation
___ ___ ___ ○


b. Range of Motion: Elbow


Flexion
___ ___ ___ ○

Extension
___ ___ ___ ○
09.
Frequency of pain medication use

( Never (Skip to question 10)


( Less than once a week


( Once a week


( Several times a week


( Daily


( Multiple times per day

10. Type of pain medications used (Mark all that apply)


( Acetaminophen


( Narcotics


( NSAIDs


( Other (Specify):_____________________________

11.
Patient’s Workers’ Compensation status

( Currently seeking Workers’ Compensation

( Workers’ Compensation case settled


( Not planning on applying for Workers’ Compensation

12.
Patient’s litigation status

( Currently involved in litigation

( Litigation settled


( Not planning on pursuing litigation


Continued on next page

	Radiographic Evaluation

13.
Alignment on post-operative films


a. ___ ___ ○ ( Varus or ( Valgus

b. ___ ___ ○ ( Anterior angulation or 




( posterior angulation

14.
Presence of callus

Location

None
Some
Bridging
Remodeled
a. Medial cortex

(
(
(
(
b. Lateral cortex

(
(
(
(
c. Anterior cortex

(
(
(
(
d. Posterior cortex

(
(
(
(
15. Radiographically healed?



( Yes


( No

16. Complications

(  Radial Nerve Palsy – Acute


(  Radial Nerve Palsy – Post manipulation


(  Radial Nerve Palsy – Post-op


(  Nonunion


(  Infection – Superficial


(  Infection – Deep


(  Infection – Treatment

17. Additional surgical procedures?


(  Yes (provide details below)


(  No


_______________________________


_______________________________


_______________________________


_______________________________


_______________________________


_______________________________


_______________________________


_______________________________


	18. RTW Status


(  RTW full duty


(  RTW light duty


(  Not working


(  Medical disability




Directions: Answer every question by filling in the correct circle or writing in the information. If you need to change an answer, completely erase or cross out the incorrect mark, initial, and fill in the correct information. Mark only one answer for each question, unless otherwise instructed. Shade circles like this: (
	Complete a separate form for each Complication / Adverse Event

	01.
Date of occurrence (MM/DD/YY)

__ __ / __ __ / __ __
02.
Did this complication occur perioperatively?


( Yes 
( No

03. Severity of the event

( Mild – does not interfere with ADL

( Moderate – interferes some with ADL


( Severe – incapacitating, unable to perform ADL
04. Type of complication/adverse event

( Surgical site / Orthopaedic (Skip to question 07)


( Systemic


( Other event (Specify):_______________________
05. If ‘Systemic’ complication, specify below 

( Anaphylactic reaction
( Neurological deficit

( Atelectasis 
( Peripheral nerve injury

( Blood loss anemia 
( Pneumonia

( Cardiovascular arrhythmia ( Pulmonary embolism 


( Congestive heart failure 
( Stroke/CVA

( DVT
( Thrombophlebitis


( GI bleeding
( Urinary tract infection

( Ileus
( Vascular injury

( Myocardial infarction


( Other (Specify): ____________________________
	06. Relationship of “Systemic” complication to surgery 

( Definitely related

( Probably not related

( Possibly related

( Definitely not related


( Unknown
07. If “Surgical site/Orthopaedic” complication,


specify below


( Compartment syndrome

( Construct loosening – proximal to fracture

( Construct loosening – distal to fracture

( Fractured implant – plate


( Fractured implant – screw(s)

( Hematoma


( Infection – deep


( Infection – superficial


( Necrosis/would slough

( Non-union


( Painful implant – plate


( Painful implant – screw


( Peripheral nerve injury


( Peri-implant fracture


( Other (Specify):___________________________
Please continue on next page


	08. Was the complication device related? 

( Definitely related

( Possibly related

( Unknown

( Probably not related

( Definitely not related

09. Was re-hospitalization required?

( No (Skip to question 11)


( Yes, for systemic complication


( Yes, for surgical site / orthopaedic complication
10.
If “Yes”, re-admission date (MM/DD/YY)

__ __ / __ __ / __ __ 
11. If “Surgical site / orthopaedic complication”,


 what treatment was required? (Mark all that apply)


( None


( Bone graft



( Fasciotomy


( Irrigation & debridement



( Revision/component removal


( Other treatment (Specify below)

_____________________________________________

12. If revision was required, indicate the procedure


 (Mark all that apply) 

( Bone graft



( Plate addition or exchange


( Removal of screws or pins


( Other (Specify below)


_____________________________________________
	13a. Outcome of adverse event 

( Resolved (Specify date below)



( Unresolved



b. If ‘Resolved’, specify date (MM/DD/YY):


__ __ / __ __ / __ __
14. If “Resolved”, effect on patient

( Temporary



( Lasting



( Death (Specify date below)

__ __ / __ __ / __ __ (MM/DD/YY)
15.
Please provide additional details of the adverse event, if needed.

________________________________

________________________________


________________________________


________________________________


________________________________


________________________________


________________________________




Follow-up Visit (Fill in one) ( Enrollment
( 12 week
( 6 month  
 ( 12month

Directions: This survey asks for you views about your health.  This information will help you keep track of how you feel and how well you are able to do your usual activities. If you are unsure about how to answer a question, please give the best answer you can. Mark only one answer for each question, unless otherwise instructed.  Shade circles like this: (
	
	
	Excellent
	Very Good
	Good
	Fair
	Poor

	01.
	In general, would you say your health is:
	(
	(
	(
	(
	(

	
	
	
	
	
	

	The following questions are about activities you might do during a typical day.  Does your health now limit you in these activities?  If so, how much?
	Yes, limited

a lot
	Yes, limited a little
	No,

not limited at all
	
	

	02.
	Moderate activities, such as moving a table, pushing a vacuum cleaner, bowling or playing golf
	(
	(
	(
	
	

	03.
	Climbing several flights of stairs
	(
	(
	(
	
	

	
	
	
	
	
	
	

	During the past 4 weeks, how much of the time have you had any of the following problems with your work or other regular daily activities as a result of your physical health?
	All of

the time
	Most of the time
	Some of the time
	A little of the time
	None of the time

	04.
	Accomplished less than you would like
	(
	(
	(
	(
	(

	05.
	Were limited in the kind of work or other activities
	(
	(
	(
	(
	(

	
	
	
	
	
	
	

	During the past 4 weeks, how much of the time have you had any of the following problems with your work or other regular daily activities as a result of any emotional problems (such as feeling depressed or anxious)?
	All of

the time
	Most of the time
	Some of the time
	A little of the time
	None of the time

	06.
	Accomplished less than you would like
	(
	(
	(
	(
	(

	07.
	Did work or activities less carefully than usual
	(
	(
	(
	(
	(

	
	
	
	
	
	
	

	08.
	During the past 4 weeks, how much did pain interfere with your normal work (including both work outside the home and housework)?
	Not at all
	A little bit
	Moderately
	Quite a bit
	Extremely

	
	
	(
	(
	(
	(
	(

	
	
	
	
	
	
	

	These questions are about how you feel and how things have been with you during the past 4 weeks.  For each question, please give the one answer that comes closest to the way you have been feeling.  How much of the time during the past 4 weeks . . .
	All of

the time
	Most of the time
	Some of the time
	A little of the time
	None of the time

	09.
	Have you felt calm and peaceful?
	(
	(
	(
	(
	(

	10.
	Did you have a lot of energy?
	(
	(
	(
	(
	(

	11.
	Have you felt downhearted and depressed?
	(
	(
	(
	(
	(

	12.
	During the past 4 weeks, how much of the time has your physical health or emotional problems interfered with your social activities (like visiting friends, relatives, etc.)?
	(
	(
	(
	(
	(

	
	
	
	
	
	
	


© 1994, 2002 by QualityMetric Inc. and Medical            

Outcomes Trust.  All Rights Reserved.  SF-12™ is

a registered trademark of Medical Outcomes Trust 
Follow-up Visit (Fill in one) ( Enrollment
( 12 week
( 6 month  
 ( 12month

Directions: This questionnaire asks about your symptoms as well as your ability to perform certain activities.  Please answer every question, based on your condition in the last week, by circling the appropriate number.  If you did not have the opportunity to perform an activity in the past week, please make your best estimate on which response would be the most accurate. It doesn’t matter which hand or arm you use to perform the activity; please answer based on your ability regardless of how you perform the task.
	
	No Difficulty
	Mild difficulty
	Moderate difficulty
	Severe difficulty
	Unable

	1.  
Open a tight jar.
	1
	2
	3
	4
	5

	2.  
Write.
	1
	2
	3
	4
	5

	3.  
Turn a key.
	1
	2
	3
	4
	5

	4.  
Prepare a meal.
	1
	2
	3
	4
	5

	5.  
Push open a heavy door.
	1
	2
	3
	4
	5

	6. 
Place an object on a shelf above your head.
	1
	2
	3
	4
	5

	7.  
Do heavy household chores (e.g., wash walls, wash floors).
	1
	2
	3
	4
	5

	8.  
Garden or do yard work.
	1
	2
	3
	4
	5

	9.  
Make a bed.
	1
	2
	3
	4
	5

	10.  
Carry a shopping bag or briefcase.
	1
	2
	3
	4
	5

	11.  
Carry a heavy object (over 10 lbs).
	1
	2
	3
	4
	5

	12.  
Change a lightbulb overhead.
	1
	2
	3
	4
	5

	13.  
Wash or blow dry your hair.
	1
	2
	3
	4
	5

	14.  
Wash your back.
	1
	2
	3
	4
	5

	15.  
Put on a pullover sweater.
	1
	2
	3
	4
	5

	16.  
Use a knife to cut food.
	1
	2
	3
	4
	5

	17.  
Recreational activities which require little effort (e.g., cardplaying, knitting, etc.).
	1
	2
	3
	4
	5

	18.  
Recreational activities in which you take some force or impact through your arm, shoulder, or hand (e.g., golf, hammering, tennis, etc.).
	1
	2
	3
	4
	5

	19.  
Recreational activities in which you move your arm freely (e.g., playing Frisbee, badminton, etc.).
	1
	2
	3
	4
	5

	20.  
Manage transportation needs (getting from one place to another).
	1
	2
	3
	4
	5

	21.  
Sexual activities
	1
	2
	3
	4
	5


Please continue on next page

	
	Not at all
	Slightly
	Moderately
	Quite a bit
	Extremely

	22.  
During the past week, to what extent has your arm, shoulder, or hand problem interfered with your normal social activities with family, friends, neighbors, or groups?
	1
	2
	3
	4
	5


	
	Not limited at all
	Slightly limited
	Moderately limited
	Very limited
	Unable

	23.  
During the past week, were you limited in your work or other regular daily activities as a result of your arm, shoulder, or hand problem?
	1
	2
	3
	4
	5


Directions: Please rate the severity of the following symptoms in the last week. (Circle number)
	
	None
	Mild
	Moderate
	Severe
	Extreme

	24.  
Arm, shoulder or hand pain.
	1
	2
	3
	4
	5

	25.  
Arm, shoulder or hand pain when you performed any specific activity.
	1
	2
	3
	4
	5

	26.  
Tingling (pins and needles) in your arm, shoulder or hand.
	1
	2
	3
	4
	5

	27.  
Weakness in your arm, shoulder or hand.
	1
	2
	3
	4
	5

	28.  
Stiffness in your arm, shoulder or hand.
	1
	2
	3
	4
	5


	
	No difficulty
	Mild difficulty
	Moderate difficulty
	Severe difficulty
	Unable to Sleep

	29.  
During the past week, how much difficulty have you had sleeping because of the pain in your arm, shoulder, or hand?
	1
	2
	3
	4
	5


	
	Strongly disagree
	Disagree
	Neither agree nor disagree
	Agree
	Strongly agree

	30.  
I feel less capable, less confident or less useful because of my arm, shoulder or hand problem.
	1
	2
	3
	4
	5


Please continue on next page

Directions: The following questions ask about the impact of your arm, shoulder, or hand problem on your ability to work (including homemaking if that is your main work role).

If you do not work you may skip this section.

Please indicate what your job/work is:____________________________  

Please circle the number that best describes your physical ability in the past week. Did you have any difficulty:
	
	No difficulty
	Mild difficulty
	Moderate difficulty
	Severe difficulty
	Unable

	1.  using your usual technique for work
	1
	2
	3
	4
	5

	2.  doing your usual work because of arm, shoulder or hand pain?
	1
	2
	3
	4
	5

	3.  doing your work as well as you would like?
	1
	2
	3
	4
	5

	4.  spending your usual amount of time doing your work?
	1
	2
	3
	4
	5


 Visit (Fill in one)

( 2 week


( 12 week


( 4 week
              ( 6 month


( 8 week


( 12 month

Visual Analog Scale – Post Operative
Instructions: Circle the number at the bottom to indicate your current pain level in your injured arm.


[image: image14]
Visual Analog Scale – Enrollment VAS
Instructions: Circle the number at the bottom to indicate your pain level in your arm before your injury 

[image: image15.emf]
Using the AIS scoring scale, score questions 06-11 (the 6 body regions).  Where multiple injuries occur in one region, use the highest scoring injury of that region.





AIS Score 


Minor (AIS 1)


Moderate (AIS 2)


Serious (AIS 3)


Severe (AIS 4) 


Critical (AIS 5)


Unsurvivable (AIS 6)








Manual Muscle Test


Grade 5: Maximum resistance, full ROM


Grade 4: Strong to moderate resistance, full ROM


Grade 3: Full ROM against growth


Grade 2: Gravity eliminated, full or partial ROM 


Grade 1: Gravity eliminated, muscles palpable


Grade 0: Gravity eliminated, no contraction





NO HURT





HURTS,


LITTLE BIT





HURTS,


LITTLE MORE





HURTS,


EVEN MORE





HURTS,


WHOLE LOT





HURTS,


WORST





NO HURT





HURTS,


LITTLE BIT





HURTS,


LITTLE MORE





HURTS,


EVEN MORE





HURTS,


WHOLE LOT





HURTS,


WORST
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