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Abstract
Background
Ankle fractures are painful and debilitating injuries that pose a significant burden to society and healthcare systems. Patient reported outcome measures (PROMs) are commonly used outcome measures in clinical trials of interventions for ankle fracture but there is little evidence on their validity and reliability. This systematic review aims to identify and appraise evidence for the measurement properties of ankle specific PROMs used in adults with an ankle fracture using Consensus Based Standards for the Selection of Health Measurement Instrument (COSMIN) methodology.

Methods
We searched MEDLINE, Embase and CINAHL online databases for evidence of measurement properties of ankle specific PROMs. Articles were included if they assessed or described the development of the PROM in adults with ankle fracture. Articles were ineligible if they used the PROM to assess the measurement properties of another instrument. Abstracts without full articles and conference proceedings were ineligible, as were articles that adapted the PROM under evaluation without any formal justification of the changes as part of a cross-cultural validation or translation process. Two reviewers completed the screening. To assess methodological quality we used COSMIN risk of bias checklist and summarised evidence using COSMIN quality criteria and a modified Grading of Recommendations Assessment, Development and Evaluation (GRADE) approach. Two reviewers assessed the methodological quality and extracted the data for a sample of articles.

Results
The searches returned a total of 377 articles. From these, six articles were included after application of eligibility criteria. These articles evaluated three PROMs: A-FORM, OMAS and AAOS. The A-FORM had evidence of a robust development process within the patient population, however lacks post-formulation testing. The OMAS showed sufficient levels of reliability, internal consistency and construct validity. The AAOS showed low quality evidence of sufficient construct validity.

Conclusions
There is insufficient evidence to support the recommendation of a particular PROM for use in adult ankle fracture research based on COSMIN methodology. Further validation of these outcome measures is required in order to ensure PROMs used in this area are sufficiently valid and reliable to assess treatment effects. This would enable high quality, evidenced-based management of adults with ankle fracture.
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AAOSAmerican Academy of Orthopaedic Surgeons Foot and Ankle Outcome Questionnaire
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QoLQuality of Life
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SF-12-MCSShort Form 12 Mental Component Score


SF-12-PCSShort Form 12 Physical Component Score


SF-36Short Form 36 Questionnaire


SF-36-MCSShort Form 36 Mental Component Score
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Background
Ankle fractures cause significant pain, reduced mobility and subsequent limitation of usual activities [1]. The injury overall demonstrates a bimodal distribution, most commonly affecting young active males and older females. However some fracture patterns, such as more severe bi-malleolar and tri-malleolar ankle fractures demonstrate a unimodal distribution, most commonly affecting an older female population, indicative of being an osteoporotic injury [2, 3]. Epidemiological studies have shown that the incidence of ankle fractures is rising, likely due to the ageing population, many of whom continue to remain physically active into later life [4, 5]. Ankle fractures contribute to the increasing health and social care costs that accompanies an ageing population, specifically the cost of managing fragility fractures [6]. This cost was approximately €37.5billion across six European countries in 2017; a figure that is forecasted to rise to €47.4 billion by the year 2030 [7]. Fractures of the lower limb have a significant impact on the lives of individuals affected, not only on mobility and usual activities but they have also been linked to the development of anxiety and depression [8]. Evidence based treatment of burdensome and prevalent injuries such as ankle fractures is important, yet there is a lack of consensus surrounding the optimal management strategies for this injury [9]. It is therefore of paramount importance that funding bodies continue to allocate resources for the conduct high quality clinical trials in order to establish the most cost-effective management strategies for ankle fractures [9, 10].
Clinical trials of interventions for fractures of the lower limb often utilise Patient Reported Outcome Measures (PROMs) as primary outcomes [11–13]. It is important that the instruments used to measure treatment effects in clinical trials demonstrate adequate measurement properties, such as validity, reliability and responsiveness, for the population they intend to assess. However, there is evidence that some widely used PROMs in trauma and orthopaedic research lack evidence for their measurement properties [14].
Conducting a randomised controlled trial is expensive, time consuming and relies on the good will of participants to be randomised to an intervention and complete questionnaires. If the PROM used in a clinical trial does not measure the treatment effects of the interventions in a valid and reliable way, this places the unnecessary burden of randomisation and trial processes onto participants. Using PROMs with insufficient measurement properties in randomised controlled trial is therefore a waste of resource and unethical [15]. A systematic review assessing the psychometric properties of PROMs for ankle fracture has been completed previously [16], which concluded that the Ankle Fracture Outcome of Rehabilitation Measure (A-FORM) was the most appropriate measure to use. However, considering the small number of articles included in this review, the growing incidence of ankle fractures and subsequent need for research in this area, an update is deemed timely, with a particular focus on PROMs currently and previously used in randomised controlled trials of interventions for ankle fractures.
The aim of this review is to identify and critically appraise the available evidence for the measurement properties of foot and ankle specific PROMs for use in adults with an ankle fracture. The results of this review will aim to determine the most appropriate instrument for use in evaluating change resulting from interventions in the context of randomised controlled trials in this research area.

Methods
We prospectively registered this review with PROSPERO International Prospective Register of Systematic Reviews (Reference CRD42018103112). Consensus Based Standards for the Selection of Health Measurement Instrument (COSMIN) Methodology for Systematic Reviews of Measurement properties of PROMs was adhered to [15] and this review utilises definitions according to published COSMIN consensus based terminology [17]. This systematic review is reported using the Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) checklist (Additional file 2)[18].
This review was completed following a previous systematic review looking to assess all outcome measures collected in clinical trials of interventions for ankle fracture [19]. The outcome measures included all both primary and secondary outcome measures and we formulated a comprehensive list of all ankle specific PROMs collected. These PROMs formed the pre-specified list we used to identify evidence for and evaluate during this current review. The PROMs on the pre-specified list being evaluated in this review are: the AAOS Foot and Ankle Outcome Questionnaire (AAOS) [20], the Ankle Fracture Outcome of Rehabilitation Measure (A-FORM) [21], the Foot and Ankle Ability Measure (FAAM) [22], the Karlsson Score (KS) [23], the KOOS Foot and Ankle Outcome Survey (FAOS) [24] the Manchester-Oxford Foot and Ankle Questionnaire (MOXFQ) [25] and the Olerud Molander Ankle Score (OMAS) [26].
Eligibility criteria
Included articles assessed the measurement properties, development or interpretability of one or more of the PROMs included in the pre-specified list in a majority patient population of adults with ankle fracture. Here, majority is defined as equal to or greater than 50% of the sample. In articles which did not reach the criteria of 50% but performed a separate analysis on the ankle fracture sub-sample of patients, these articles were included and only the analyses performed on the single sub-sample of individuals with ankle fracture were included; any analyses on the sample as a whole or comparing the two clinical groups were not included.
Articles were ineligible for inclusion if they use the PROM/s only for outcome measurement in an experimental study, where no formal evaluation of a measurement property is completed. Articles which use the PROM in question to validate another PROM (not on the pre-specified list here) were also ineligible for inclusion. Studies were excluded if the authors adapted the PROM in any way without formal justification of the changes as part of a translation or cross-cultural validation process. Abstracts without full articles and conference proceedings were not eligible for inclusion.

Search strategy and study selection
A systematic search of the literature was completed using the MEDLINE, EMBASE and CINAHL databases on 16/04/2019 up to the present date with no date limits applied using search strategies developed by the COSMIN group specifically for this type of review [27]. Additional file 1 details the search strategies. We also reviewed the reference lists of all included studies for any other potentially eligible papers for inclusion.
The lead author and a second reviewer (AR) independently screened the articles by title and abstract for possible inclusion. The reviewers selected any articles which were potentially eligible from title and abstract review and retrieved the full text. If it was unclear at the initial title and abstract review, the full text was retrieved and reviewed for purposes of completeness. If at least one of the reviewers felt that a study might be eligible based upon the initial title and abstract screening, then both researchers independently reviewed the full text to assess eligibility for inclusion. The reviewers then discussed findings and reached consensus on inclusion of articles. In instances of disagreement, a third reviewer (RSK) was consulted for a final decision.

Assessment of methodological quality and assessment of measurement properties
The methodological quality of the articles included in this review was assessed using the COSMIN risk of bias checklist [28]. Evidence for the measurement properties in the included articles was extracted and assessed against the COSMIN criteria of good measurement properties. The overall evidence from all articles was pooled and summarised using the modified Grading of Recommendations Assessment, Development and Evaluation (GRADE) quality of evidence method [15]. The assessment of methodological quality and the data extraction was completed for all articles by the lead author initially. A second reviewer (EK) independently reviewed the methodological quality and performed data extraction in a sample of the articles (> 50%) to ensure a reduction of bias in the methodological quality assessment and data extraction process. Following independent review, authors discussed their results and reached consensus. When unable to reach a consensus, a third reviewer (RSK) was consulted for a final decision.
A decision was made that the criteria and box for criterion validity was not to be completed as there is no accepted gold-standard measure for assessing outcome in adults with ankle fracture, therefore this measurement property does not apply in this particular case. If reported, data on the interpretability and feasibility of the PROMs were also extracted and reviewed. We contacted developers of the PROMs where possible to obtain a copy of the user manual (if available) and to ensure that, to their knowledge, there were no further validation studies on the scores which may not have been identified in the database searches.

Hypotheses for construct validity
Hypotheses for assessing the construct validity evidence in the instances that this was assessed in the included articles was pre-defined [29]. The following thresholds of correlation were used for the hypothesis setting:
	1.A weak correlation is defined as < 0.30


 

	2.A weak to moderate correlation is defined as > 0.20 - < 0.40


 

	3.A moderate correlation is defined as > 0.30 - < 0.70


 

	4.A moderate to high correlation is defined as > 0.60 to < 0.80


 

	5.A high correlation is defined as > 0.70


 




The hypotheses tested during this review for construct validity are outlined in Table 1:
Table 1Hypotheses set for construct validity testing


	Hypothesis Number
	Hypothesis

	1
	Correlation with scores of instruments measuring a similar construct or another PROM included in the pre-specified list will be highly or moderately to highly correlated.

	2
	Correlation with scores of instruments measuring related but not the same constructs, for example generic disability scores or health related quality of life measures will be either moderately to highly or moderately correlated.

	3
	A weak to moderate correlation will be observed between PROM/s scores of instruments included here and two different subgroups of patients. These subgroups will be individuals who have had their fracture managed operatively and those who have had their fracture managed non-operatively. Here, fracture management is used as a surrogate for severity of fracture (i.e. more severe fractures usually managed operatively). Therefore, we would expect to see a weak to moderate correlation between the PROM score and the severity of the fracture.






Results
Search results
The searches produced a total of 377 returns. Following initial screening of the titles and abstracts, 353 records were excluded, leaving 24 articles for full text review. Following full-text review of the 24 articles, six articles were included in this review [30–34] and details of the application of the eligibility criteria can be found in the PRISMA Diagram in Fig. 1. The included six articles assessed three of the eight pre-specified PROMs; the AAOS, A-FORM and OMAS. There was no evidence for the measurement properties of the remaining PROMs in the pre-specified list (FAAM, FAOS, KS and MOXFQ) in the population of adults with ankle fracture.
[image: A41687_2019_159_Fig1_HTML.png]
Fig. 1PRISMA flow diagram





Characteristics of included PROMs
Table 2 shows the characteristics of the PROMs included in this review.
Table 2PROM characteristics


	PROM
	Construct(s)
	Target Population
	Recall period
	Items and subscales
	Response options
	Source language (and additional language versions)

	AAOS
	Outcome for foot or ankle disability
	Individuals with foot or ankle disability
	Past 1 week (or since injury if less than 1 week)
	25 items, 20 items in the core scale and a shoe comfort scale consisting of 5 items
	Likert scales varying in length 1–3, 1–5, 1–6 or 1–7
	English(Mexican- Spanish)

	A-FORM
	Outcome following ankle fracture
	Individuals with ankle fracture
	No recall period given
	15 items, no sub-scales. Two parts to the questionnaire.
	Single response, multiple choice - 5 response options
	English

	OMAS
	Outcome following ankle fracture
	Individuals with ankle fracture
	No recall period provided
	9 items, no subscales
	Single response, multiple choice - 2, 3, 4 or 5 response options
	Not specified (English, Turkish and Norwegian)




All of the PROMs included in this review are paper based questionnaires self-administered by the patient either in a clinical or research context. The AAOS consists of 25 questions including stiffness (one item), swelling (one item), pain (nine items), giving way (three items), function (six items) and footwear (five items). The score consists of a core score (AAOS-CS) comprising of 20 items and a shoe comfort scale (AAOS-SCS) comprising of five items. The scores are calculated to a normative score for each of these two scales, which is then converted to a summative mean for both the AAOS-CS and AAOS-SCS. The summative score for each subscale ranges between 0 and 100 with higher scores indicating a more favourable outcome.
The A-FORM consists of 15 items including pain, swelling, stiffness, anxiety regarding footwear, sleeping, jumping, waking, social aspects, anxiety related to future ankle function, depression and fatigue. The raw score is converted to a summary score which ranges between 0 and 100, with lower scores indicating more favourable outcomes. The footwear item is not included in the summary score conversion, so users are asked to omit this item from the summary score conversion process. The summary score conversion table is found in the user manual which can be requested from the developers at no cost to users. The summary score conversion was based on the Rasch analysis presented in the development article included in this review [32].
The OMAS is a nine-item questionnaire including pain, stiffness, swelling, stairs, squatting, supports, jumping, running and usual activities. Final scores range between 0 and 100 with higher scores indicating more favourable outcomes. The score is totalled using the scoring system provided in the development paper included in this review [26]. Different items of the score provide varying numbers of points which contribute to the overall score. For example, the item for pain is awarded between 0 and 25 points depending on the answer selected, work and activities of daily living between 0 and 20 points and squatting between 0 and 5 points.

Study characteristics and methodological quality assessment
Table 3 shows the characteristics of the six studies included in this review. As Table 4 demonstrates, none of the articles included here scored higher than adequate on the methodological quality assessment checklist. Whilst several articles [30–34] translated the PROM and then performed analyses of measurement properties on the translated PROM, these studies did not cross-culturally validate the translated PROMs using an analysis of measurement invariance. Therefore, it was not possible to determine any differences in scores secondary to cultural contextual factors and the box for cross-cultural validity was not deemed to be relevant in these instances. The developers of the A-FORM instrument [21] did perform an assessment of internal consistency using Cronbach’s alpha and structural validity using a Rasch Analysis, however these analyses were not completed on the final set of questions but on a larger set of the initial items for purposes of determining inclusion in the questionnaire. Therefore, this article was not scored for internal consistency and structural validity in this case as these analyses were completed for purposes of item reduction.
Table 3Characteristics of studies


	 	Population

	Article, PROM and Language
	Number of participants (n)
	Age mean (±, range) (yrs)
	Gender (% female)
	Injury Information
	Follow up duration mean (±, range)
	Method of Collection

	Buker et al. (2018) OMAS, Turkish
	91
	41.54 (±13.28, 20–60)
	30.8%
	Operatively managed ankle #s
	27.92 months (±8.94, range N/S)
	Initial in clinic, follow up in clinic or on telephone

	Garratt et al. (2018) OMAS, Norwegian
	Cohort 959, 299 for test-retest questionnaire
	57.5 (± N/S, 22.2–91.2)
	56.8%
	Operatively managed ankle #s
	Not specified, stated recruited over a 3 year period
	At home via post

	McPhail et al. (2014) A-FORM, English
	Delphi panel – 8
Cohort - 41
	36.8 (± N/S, 26.1–53.8)
	27%
	Operatively managed (46.3%) and non-operatively managed (53.7%) ankle #s
	6–8 week post injury and at 12–16 weeks post injury
	Either in clinic or at home via post

	Olerud and Molander (1984) OMAS, Language N/S
	90
	N/S
	N/S
	Operatively managed ankle #s
	N/S
	N/S

	Turhan et al. (2018) OMAS, Turkish
	100
	42.3 (±17.7, 16–81)
	49%
	Operatively (57%) and non-operatively managed (43%) ankle #s
	4.3 years (± and range N/S)
	N/S

	Zelle et al. (2017) AAOS, Spanish
	100 (83 returned 1st questionnaire, 63 returned 2nd questionnaire)
	42.98 (± N/S,18–88)
	41%
	58 ankle #s, 5 talus #s, 1 Achilles tendon rupture, 11 calcaneus #s, 6 midfoot #s. 73 operatively managed and 27 non-operatively managed
	3.97 months (±4.71 range N/S)
	Initial at clinic or via post, follow up was via post.


Key: N/S = not specified, ± = standard deviation, # = fracture; shows the characteristics of the six studies included in this review. Table 4 shows the overall methodological quality for each measurement property assessed in each of the articles using the COSMIN Risk of Bias Checklist [28]. The four articles which underwent the second review process for both risk of bias assessment and data extraction, following COSMIN guidance, are marked on the table with an asterisk



Table 4Scores for methodological quality using COSMIN risk of bias checklist


	PROM
	AAOS
	A-FORM
	OMAS

	Article
	Zelle et al. (2017) *
	McPhail et al. (2014) *
	Buker et al. (2017) *
	Garratt et al. (2018)
	Turhan et al. (2017) *
	Olerud and Molander (1984)

	PROM Development
	 	Doubtful
	 	 	 	Inadequate

	Content Validity
	 	 	 	 	 	 
	Structural Validity
	 	 	 	Doubtful
	 	 
	Internal Consistency
	 	 	Doubtful
	Doubtful
	Doubtful
	 
	Cross cultural validity and measurement invariance
	 	 	 	 	 	 
	Reliability
	Inadequate
	 	Inadequate
	Doubtful
	Inadequate
	 
	Measurement Error
	 	 	 	Doubtful
	Doubtful
	 
	Criterion Validity
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A

	Construct validity
	Doubtful (Convergent validity)
	 	Doubtful (Convergent validity)
	Adequate (Convergent Validity) Doubtful (Known Groups Validity)
	Adequate (Convergent validity)
	 
	Responsiveness
	 	 	 	 	 	 

Scores for methodological quality using COSMIN Risk of Bias Checklist; available options are very good, adequate, doubtful, inadequate or N/A. Key: * = Articles were assessed by second reviewer for risk of bias and data extraction, N/A: Not applicable. A blank box indicates that the measurement property was not assessed in the study



Following the COSMIN guidance for PROM development, an article encountered in the reference list of the A-FORM development articles [32] was taken into consideration as it involved the development of the A-FORM [1]. Whilst this article did not meet the inclusion criteria of the review, the review team felt this article provided important developmental work for the PROM, therefore the information presented in this article was included when completing the box for PROM development of the A-FORM.

Measurement properties
Table 5 shows the results presented for each of the measurement properties in the included articles in this review. Table 6 shows the summary of findings table, demonstrating the overall evidence for measurement properties against the COSMIN GRADE Assessment.
Table 5Results presented in articles


	Article and PROM
	Structural Validity
	Internal Consistency
	Cross-cultural validity
	Reliability
	Measurement Error
	Construct Validity
	Responsiveness

	Zelle et al. (2017)
AAOS
	N/R
	N/R
	N/R
	ICC or weighted kappa not reported
	N/R
	AAOS-CS with SF-36-PCS r = 0.667
AAOS-CS with SF-36-MCS r = 0.506
AAOS-SCS with SF-36-PCS rs = 0.358
AAOS SCS with SF-36-MCS rs = 0.356
	N/R

	McPhail et al. (2014) A-FORM
	N/R
	N/R
	N/R
	N/R
	N/R
	N/R
	N/R

	Buker et al. (2017) OMAS
	N/R
	Cronbach’s Alpha 0.76
	N/R
	ICC 0.98
	N/R
	OMAS with 5 FAOS Subscales: pain r = 0.788, symptoms r = 0.753, ADL r = 0.798, sports r = 0.809, QoL r = 0.772
	N/R

	Garratt et al. (2018) OMAS
	CFI 0.99 and TLI 0.98
	Cronbach’s Alpha 0.82
	N/R
	ICC 0.92
	MIC not defined
	OMAS with SEFAS rs = 0.88
OMAS with SF-36-PCS rs = 0.77
OMAS with EQ-5D rs = 0.79
	N/R

	Olerud and Molander (1984) OMAS
	N/R
	N/R
	N/R
	N/R
	N/R
	N/R
	N/R

	Turhan et al. (2017) OMAS
	N/R
	Cronbach’s Alpha 0.84
	N/R
	ICC 0.98
	MIC not defined
	OMAS with FAAM-ADL r = 0.86
OMAS with FAAM-S r = 0.83
OMAS with SF-12-PCS r = 0.72
OMAS with SF-12-MCS r = 0.60
	N/R


Key: r = Pearson’s correlation, rs = Spearman’s correlation, ADL = Activities of Daily Living, QoL = Quality of life, FAAM-ADL = FAAM Activities of Daily Living Subscale, FAAM-S – FAAM Sports Subscale, AAO-CS = AAOS Core Score, AAOS-SCS = AAOS Shoe Comfort Scale, PCS=Physical component Score, MCS = Mental component Score, EQ-5D = EuroQol EQ-5D-5 L Score, ICC=Intraclass correlation coefficient, TLI = Tucker Lewis index, CFI=Confirmatory Factor Analysis, MIC = Minimally Important Change



Table 6Summary of findings table


	PROM
	AAOS
	A-FORM
	OMAS

	 	Overall Rating
	Quality of Evidence
	Overall Rating
	Quality of Evidence
	Overall Rating
	Quality of Evidence

	Content validity
	?
	N/A
	?
	N/A
	?
	N/A

	Relevance
	?
	N/A
	?
	N/A
	?
	N/A

	Comprehensiveness
	?
	N/A
	?
	N/A
	?
	N/A

	Comprehensibility
	?
	N/A
	?
	N/A
	?
	N/A

	Structural validity
	?
	N/A
	?
	N/A
	+
	High

	Internal consistency
	?
	N/A
	?
	N/A
	3+
	Moderate

	Cross-cultural validity
	?
	N/A
	?
	N/A
	?
	N/A

	Measurement invariance
	?
	N/A
	?
	N/A
	?
	N/A

	Reliability
	?
	Very Low
	?
	N/A
	3+
	Low

	Measurement Error
	?
	N/A
	?
	N/A
	?
	N/A

	Criterion validity
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A

	Construct validity
	4+
	Low
	?
	N/A
	16+
	High

	Responsiveness
	?
	N/A
	?
	N/A
	?
	N/A


Key: + = Sufficient,? = Indeterminate, − = Insufficient, N/A = not applicable



The AAOS demonstrated low levels of evidence for sufficient construct validity. Zelle et al. [34] correlated the scores of the AAOS-CS and AAOS-SCS with the scores of the SF-36 subscales: the Physical Component Score (PCS) and Mental Component Score (MCS). The results of these four correlations performed met hypothesis 2 of the pre-defined hypotheses detailed in Table 1. The authors also assessed the test-retest reliability of the translated questionnaire, however, this result was indeterminate for this measurement property as the ICC or weighted Kappa were not reported in the results.
McPhail et al. [21] detailed the development of the A-FORM through completion of item reduction exercises including a Delphi study and Rasch analysis. The development of the article was thorough and included both patients and clinicians in the concept elicitation interviews and the item-reduction Delphi exercise. However there was a gap in the evidence here with regards to content validity as there was no cognitive interview testing done on the final version of the questionnaire to assess relevance and comprehensiveness of the instrument, therefore the content validity box was not completed [35].
Authors of the included studies assessed the translated versions of the OMAS for structural validity in Norwegian and internal consistency, reliability and construct validity in both Norwegian and Turkish languages. The OMAS Norwegian version achieved high level evidence for sufficient construct validity; Garratt et al. [33] correlated the OMAS scores with the scores of the Self-Reported Foot and Ankle Score (SEFAS) which met hypothesis 1 of the pre-defined hypotheses in Table 1. They also correlated the OMAS scores with the EQ-5D and the SF-36 scores respectively, both of which met hypothesis 2 of those pre-defined in Table 1. The Norwegian OMAS achieved high level evidence for sufficient structural validity. The OMAS in both Buker et al. [30] and Turhan et al. [31] correlated the scores of the Turkish version of the OMAS with various patient reported outcome measures, all of which met hypotheses 1 or 2 in the predefined hypotheses in Table 1. Turkish and Norwegian versions achieved low-level evidence for sufficient reliability where reported. Both The OMAS was assessed for the measurement error through assessment of the minimal detectable change however as no data is available on the minimal important change for this PROM, results for this measurement property were indeterminate against COSMIN criteria.

Interpretability and feasibility
Table 7 shows the information reported in the articles on the interpretability and feasibility of the PROMs included in this review.
Table 7Interpretability evidence of the PROMs


	Article and PROM
	Distribution of total scores in study population
	Percentage of missing total scores
	Percentage of missing items
	Floor and Ceiling Effects (Interpretability)

	Zelle et al. (2017)* AAOS
	Normal distribution following Shapiro-Wilks Test -no Mean (±) provided.
	Missing total scores 83 of 100 in first test and 63 of 100 in re-test.
	No data reported on items missing.
	Not reported

	McPhail et al. (2014)* A-FORM
	Not reported for questionnaire in final format
	Not reported
	Not reported for questionnaire in final format
	Not reported

	Olerud and Molander (1984) OMAS
	Not reported
	Not reported
	Not reported
	Not reported

	Garratt et al. (2018) OMAS
	75.62 (±24.07) - No information on distribution
	1.6% missing
	17.3% of respondents missed at least one item. “Jumping” most commonly missed item (6.2%).
	Not reported

	Buker et al. (2017)* OMAS
	72.58 (±23.27) - No information on distribution
	Not reported
	Not reported
	Not reported

	Turhan et al. (2017)* OMAS
	74.1 (±23.7) - No information on distribution
	Not reported
	Not reported
	Floor - 0%
Ceiling - 27-29%


Key: * = * = Articles were assessed by second reviewer for risk of bias and data extraction



There was no information reported in any of the included studies on response shift or minimal importance difference of the measures therefore these facets of interpretability have not been included in Table 7. Some articles did not report any data on the interpretability of the scores evaluated. Whilst the majority of articles included here do not report aspects of feasibility in there research, throughout the process of the review, we could conclude that they were all available free of charge without the need to purchase a licence. The instruments are easy and relatively quick to complete in a clinic setting or remotely and returned in the post, placing minimal burden on participants completing them. We found no information or guidance available on any of the included PROMs regarding completion electronically or via telephone. Like most questionnaires, the PROMs included here require the ability to read, comprehend and respond to the questions, with no evidence found during this review of these instruments being suitable for measurements by proxy.
COSMIN methodology advises that in order to recommend a PROM, it should demonstrate any level of content validity and a minimum of low level evidence for internal consistency [15]. None of the instruments included in the review have met this criteria, therefore we are unable to recommend any of these PROMs for use in this patient population. However, there is no evidence of insufficient measurement properties in these PROMs, therefore further validation studies are required before they can be recommended for use in this patient population [15].


Discussion
This review demonstrates that at the time this review was undertaken, none of the PROMs used in clinical trials of interventions for ankle fracture had adequate evidence of measurement properties and we are therefore unable to recommend a particular PROM for use in this context and patient population. Furthermore, there were four additional PROMs (FAAM, FAOS, KS, and MOXFQ) which have been or are currently being used in clinical trials of interventions for ankle fracture for which the current review did not find any evidence of their measurement properties within the patient population. Whilst the OMAS demonstrates sufficient internal consistency, structural validity and construct validity, the PROM development scored poorly against COSMIN criteria used in this review. In contrast, the A-FORM demonstrates some evidence for PROM development within the patient population, but there is limited post-formulation testing of this PROM.
This review updates the one completed in 2016 by Ng et al. [16] which assessed the psychometric properties of PROMs for ankle fractures. The current review includes four additional recently published articles and focussed on only ankle specific PROMs, whereas the previous review also included articles assessing both ankle and generic health-related quality of life PROMs. This review differs in that we used a pre-specified list of ankle specific PROMs which have been and are currently used in clinical trials for ankle fracture interventions. Ng et al. [16] recommended the use of the A-FORM suggesting it has a robust development process within the patient population. Whilst we agree that the A-FORM has more a more adequate development process when compared to other PROMs presented here, we do not think it is appropriate for recommendation due to the lack of evidence of sufficient internal consistency of the final version of the instrument. This is based on the updated COSMIN guidance on systematic reviews of this nature. Other studies have completed similar reviews on outcome measures used in generic foot and ankle research with similar results presented. A review assessing all foot and ankle PROMs for use in any foot and ankle disorder concluded that there was no region specific outcome measure with appropriate levels of evidence for their measurement properties for use in individuals with foot and ankle disorders [36].
Strengths of this review include the use of a well-developed, thorough and consensus based methodology and search filters for finding and reviewing the evidence for development and measurement properties of PROMs. Limitations of the review include the inherent difficulty in defining the construct under analysis; there is little research into the experiences of individuals recovering from an ankle fracture and further research into the construct of interest would be beneficial. The construct of outcome in ankle fracture recovery may vary depending on several individual factors, such as age, gender and whether the fracture is treated operatively or non-operatively. When considering the varied distributions of the different ankle fracture patterns which has been demonstrated in the epidemiological literature [3], one could argue that osteoporotic fractures in older adults are a different injury to those sustained by younger adults. Subsequently, the construct in question between these two different patient groups might vary considerably and may require different PROMs or versions of PROMs. Furthermore, the articles included here assessed differing populations with regard to fracture management; some assessed only operatively managed ankle fractures [26, 30, 33] and others included a mixture of operatively and non-operatively managed fractures [21, 31]. One article also included non-ankle fractures patients, which may have further confounded the results for the measurement properties assessed here [34]. Four of the included articles here were concerned with the OMAS [26, 30–33], only one article did so for the AAOS [34] and another one for the A-FORM [21], making it difficult to compare evidence between the three PROMs.
We encountered difficulty in applying the COSMIN methodology and assessment criteria to older articles such as the development of the OMAS instrument [26]. We acknowledge that the age of an instrument does not excuse it from critical review and analysis and further research into the acceptability of these instruments to patients is warranted to inform the ongoing use of older PROMs.

Conclusions and implications
This review shows that currently there is no PROM that can be recommended for use for the purpose of assessing outcome in clinical trials of interventions for ankle fracture. Further validation work should focus on ascertaining the acceptability, relevance and comprehensiveness of commonly used questionnaires such as OMAS in a population of adults with ankle fracture. Future research studies in this area should make use of COSMIN based standards for designing and reporting validation research to ensure that the appropriate evidence base is acquired for a PROM to be recommended. As this review demonstrates, there is no evidence that this PROM was formulated with the input of individuals who have ankle fractures and understanding the content validity of this widely used instrument would enable an understanding of whether it is fit for purpose in the patient population or whether the use of this outcome measure should be discontinued. Furthermore, the OMAS demonstrated ceiling effects in excess of the widely recognised acceptable level of 15% [37, 38], which warrants further investigation.
Future exploratory research should aim to understand the patient experience of ankle fracture and the factors of most importance to individuals with this injury, with an understanding that this may differ between age group of the individuals and possibly fracture management. It might well be that the construct between these groups differs so much that it is not appropriate for the same PROM to be used between these populations. Exploring the relevance and comprehensiveness of PROMs such as the OMAS which were not developed with input from the patient population would be beneficial to ascertain the appropriateness of the ongoing use of these outcome measure. None of the articles here assessed the responsiveness of the PROMs and future research should seek to ensure that the instruments are suitably responsive to detect treatment effects in resource-intensive clinical trials. Furthermore, validation of the A-FORM questionnaire to ascertain the measurement properties of this PROM in its final format would be advantageous. Further validation research of the PROMs used in ankle fracture is warranted here to ensure that randomised controlled trials in this clinical area answer the questions needed to manage these individuals most effectively. Furthermore, the preparation of an agreed core outcome set for use in this patient population would be advantageous, enabling the conduct of high quality trials using an appropriate and standardised set of outcome measures for this important injury.

Supplementary information
Supplementary information accompanies this paper at https://​doi.​org/​10.​1186/​s41687-019-0159-5.

Acknowledgements
We would like to thank Professor Martin Underwood and the rest of the AIR Trial Management Group for their academic contribution during the protocol development stage of this review.

Authors’ contributions
RM, RSK and DRE developed the review protocol, RM completed the literature search and AR acted as the second reviewer. EK completed the duplicate data extraction process and methodological quality assessment. RM completed the data extraction and analysis. RM, DRE, AR, EK and RSK contributed to the final manuscript. All authors reviewed and approved the final manuscript.

Funding
Rebecca McKeown is funded by a National Institute for Health Research (NIHR) Career Development Fellowship for this research project (Reference CDF-2016-09-009). This publication presents independent research. The views expressed are those of the authors and not necessarily those of the NHS, the NIHR or the Department of Health and Social Care.

Availability of data and materials
All data generated or analysed during this study are included in this published article and its supplementary information files.

Ethics approval
Not applicable.

Consent for publication
Not Applicable.

Competing interests
RSK is chief investigator or co-investigator on previous and current research grants from the UK National Institute for Health Research (NIHR), Versus Arthritis and Australian NHMRC. RSK is also a member of the UK NIHR HTA CET board and NIHR ICA Doctoral panel, and was a member of the NIHR RfPB board until January 2019. RM, AR, DRE and EK have no competing interests to declare.


[image: Creative Commons]Open AccessThis article is distributed under the terms of the Creative Commons Attribution 4.0 International License (http://​creativecommons.​org/​licenses/​by/​4.​0/​), which permits unrestricted use, distribution, and reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons license, and indicate if changes were made.

References
1.
McPhail, S., Dunstan, J., Canning, J., & Haines, T. (2012). Life impact of ankle fractures: Qualitative analysis of patient and clinician experiences. BMC Musculoskeletal Disorders. 13, 224

2.
Lee, K. M., Chung, C. Y., Kwon, S. S., Won, S. H., Lee, S. Y., Chung, M. K., et al. (2013). Ankle fractures have features of an osteoporotic fracture. Osteoporosis International, 24(11), 2819–2825.Crossref

3.
Court-Brown, C., & Caesar, B. (2006). Epidemiology of adult fractures: A review. Injury. 37(8), 691–7.

4.
Court-Brown, C. M., Duckworth, A. D., Clement, N. D., & McQueen, M. M. (2018). Fractures in older adults. A view of the future? Injury., 49(12), 2161–2166.Crossref

5.
Kannus, P., Palvanen, M., Niemi, S., Parkkari, J., & Jarvinnen, M. (2002). Increasing Number and Incidence of Low-Trauma Ankle Fractures in Ederly People: Finnish Statistics During 1970–2000 and Projections for the Future. Bone. 31(3), 430–3.

6.
Murray, A., McDonald, S., Archbold, P., & Crealey, G. (2011). Cost description of inpatient treatment for ankle fracture. Injury. 42(11), 1226–9.

7.
Committee IOFS. Broken Bones, Broken Lives: A roadmap to solve the fragility fracture crisis in Europe. Lyon, France: International Osteoporosis Foundation; [Available from: http://​share.​iofbonehealth.​org/​EU-6-Material/​Reports/​IOF%20​Report_​EU.​pdf]. Accessed 3 June 2019.

8.
Gold, D. T. (2001). The nonskeletal consequences of osteoporotic fractures: Psychologic and social outcomes. Rheumatic Diseases Clinics of North America, 27(1), 255–262.Crossref

9.
Lin, C. W. C., Moseley, A. M., & Refshauge, K. M. (2009). Effects of rehabilitation after ankle fracture: A cochrane systematic review. European Journal of Physical and Rehabilitation Medicine, 45(3), 431–441 Date of Publication: September 2009.; 2009.PubMed

10.
Fernandez, M. A., Arnel, L., Gould, J., McGibbon, A., Grant, R., Bell, P., et al. (2018). Research priorities in fragility fractures of the lower limb and pelvis: A UK priority setting partnership with the James Lind Alliance. BMJ Open, 8(10), e023301.Crossref

11.
Willett, K., Keene, D. J., Mistry, D., Nam, J., Tutton, E., Handley, R., et al. (2016). Close contact casting vs surgery for initial treatment of unstable ankle fractures in older adults: A randomized clinical trial. JAMA : The Journal of the American Medical Association, 316(14), 1455–1463.Crossref

12.
Costa, M. L., Achten, J., Griffin, J., Petrou, S., Pallister, I., Lamb, S. E., et al. (2017). Effect of locking plate fixation vs intramedullary nail fixation on 6-month disability among adults with displaced fracture of the distal tibia: The UK FixDT randomized clinical trial. JAMA: The Journal of the American Medical Association, 318(18), 1767–1776.Crossref

13.
Kearney, R. S., McKeown, R., Stevens, S., Parsons, N., Parsons, H., Wells, P., et al. (2018). Cast versus functional brace in the rehabilitation of patients treated for an ankle fracture: Protocol for the UK study of ankle injury rehabilitation (AIR) multicentre randomised trial. BMJ Open, 8(12), e027242.Crossref

14.
Gagnier, J. J. (2017). Patient reported outcomes in orthopaedics. Journal of Orthopaedic Research, 35(10), 2098–2108.Crossref

15.
Prinsen, C. A. C., Mokkink, L. B., Bouter, L. M., Alonso, J., Patrick, D. L., de Vet, H. C. W., et al. (2018). COSMIN guideline for systematic reviews of patient-reported outcome measures. Quality of Life Research, 27, 1147–1157.Crossref

16.
Ng, R., Broughton, N., & Williams, C. (2018). Measuring recovery after ankle fractures: A systematic review of the psychometric properties of scoring systems. The Journal of Foot and Ankle Surgery, 57(1), 149–154.Crossref

17.
Mokkink, L. B., Terwee, C. B., Patrick Sr., L. J., Alonso, A., Stratford, P. W., Knol, D. L., et al. (2010). The COSMIN study reached international consensus on taxonomy, terminology, and definitions of measurement properties for health-related patient-reported outcomes. Journal of Clinical Epidemiology, 63(7), 737–745.Crossref

18.
Moher, D., Liberati, A., Tetzlaff, J., Altman, D. G., & Group TP. (2009). Preferred reporting items for systematic reviews and meta-analyses: The PRISMA statement. PLoS Medicine. 6(7), e10000097.

19.
McKeown, R., Rabiu, A-R., Ellard, D.R. and Kearney, R.S. (2019) Primary outcome measures used in interventional trials for ankle fractures: a systematic review. BMC Musculoskeletal Disorders, 20(388), 1–8.

20.
Johanson, N. A., Liang, M. H., Daltroy, L., Rudicel, S. A., & Richmond, J. (2004). American Academy of Orthopaedic Surgeons Lowe rLimb Outcomes Assessment Instruments. Reliaiblity, Validity and Sensitivity to Change. The Journal of Bone and Joint Surgery, 86(5), 902–9.

21.
McPhail, S., Williams, C., Shuetz, M., Baxter, B., Tonks, P., & Haines, T. P. (2014). Development and Validation of the Ankle Fracture Outcome of Rehabilitation Measure (A-FORM). The Journal of Orthopaedic and Sports Physical Therapy. 44(7), 488–99.

22.
Martin, R. L., Irrgang, J. J., Burdett, R. G., Conti, S. F., & van Swearingen, J. M. (2005). Evidence of Validity for the Foot and Ankle Ability Measure (FAAM). Foot and Ankle International, 26(11), 968–83.

23.
Braunstein, M., Baumbach, S. F., Regauer, M., Bocker, W., & Polzer, H. (2016). The value of arthroscopy in the treatment of complex ankle fractures - a protocol of a randomised controlled trial. BMC Musculoskeletal Disorders, 17, 210.Crossref

24.
Roos, E. M., Brandsson, S., & Karlsson, J. (2001). Validation of the foot and ankle outcome score for ankle ligament reconstruction. Foot & Ankle International, 22(10), 788–794.Crossref

25.
Dawson, J., Boller, I., Doll, H., Lavis, G., Sharp, R., Cooke, P., et al. (2011). The MOXFQ patient-reported questionnaire: Assessment of data quality, reliability and validity in relation to foot and ankle surgery. Foot., 21(2), 92–102.Crossref

26.
Olerud, C., & Molander, H. (1984). A scoring scale for symptom evaluation after ankle fracture. Archives of Orthopaedic and Traumatic Surgery, 103(3), 190–4.

27.
Terwee, C. B., Jansma, E. P., Riphagen, I. I., & De Vet, H. C. W. (2009). Development of a methodological PubMed search filter for finding studies on measurement properties of measurment instruments. Quality of Life Research, 18, 1115–1123.Crossref

28.
Mokkink, L. B., de Vet, H. C. W., Prinsen, C. A., Patrick, D. L., Alonso, J., Bouter, L., et al. (2017). COSMIN risk of Bias checklist for systematic reviews of patient reported outcome measures. Quality of Life Research, 27, 1171–1179.Crossref

29.
Abma, I. L., Rovers, M., & Van der Wees, P. (2016). Appraising convergent validity of patient-reported outcome measures in systematic reviews: constructing and interpreting outcomes. BMC Research Notes, 9(226).

30.
Buker, N., Savkin, R., Gokalp, O., & Ok, N. (2017). Validity and reliability of Turkish version of Olerud-Molander ankle score in patients with Malleolar fracture. The Journal of Foot and Ankle Surgery, 56, 1209–1212.Crossref

31.
Turhan, E., Demirel, M., Daylak, A., Huri, G., Doral, M. N., & Celik, D. (2017). Translation, cross-cultrual adaptation, reliaiblity and validity of the Turkish version of the Olerud-Molander ankle score (OMAS). Acta Orthopaedica et Traumatologica Turcica, 51, 60–64.Crossref

32.
McPhail, S. M., Williams, C. M., Schuetz, M., Baxter, B., Tonks, P., & Haines, T. P. (2014). Development and validation of the ankle fracture outcome of rehabilitation measure (A-FORM). The Journal of Orthopaedic and Sports Physical Therapy, 44(7), 488–499 B1-2.Crossref

33.
Garratt, A. M., Naumann, M. G., Sigurdsen, U., Utvag, S. E., & Stavem, K. (2018). Evaluation of three patient reported outcome measures following operative fixation of closed ankle fractures. BMC Musculoskeletal Disorders, 19 (1), 134.

34.
Zelle, B. A., Francisco, B. S., Bossmann, J. P., Fajardo, R. J., & Bhandari, M. (2017). Spanish translation, cross-cultural adaptation, and validation of the American Academy of Orthopaedic surgeons foot and ankle outcomes questionnaire in Mexican-Americans with traumatic foot and ankle injuries. Journal of Orthopaedic Trauma, 31(5), e158–ee62.Crossref

35.
Terwee, C. B., Prinsen, C. A. C., Chiarotto, A., Westerman, M. J., Patrick, D. L., Alonso, J., et al. (2018). COSMIN methodology for evaluating the content validity of patient-reported outcome measures: A Delphi study. Quality of Life Research, 27(5), 1159–1170.Crossref

36.
Button, G., & Pinney, S. (2004). A meta-analysis of outcome rating scales in foot and ankle surgery: Is there a valid, reliable, and responsive system? Foot & Ankle International, 25(8), 521–525.Crossref

37.
Wamper, K. E., Sierevelt, I. N., Poolman, R. W., Bhandari, M., & Haverkamp, D. (2010). The Harris hip score: Do ceiling effects limit its usefulness in orthopaedics? Acta Orthopaedica, 81(6), 703–7.

38.
Lim, C. R., Harris, K., Dawson, J., Beard, D. J., Fitzpatrick, R., & Price, A. J. (2015). Floor and Ceiling effects in the OHS: an analysis of the NHS PROMs data set. BMJ Open, 5(7), e007765.



Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.


OEBPS/sidebar.gif





OEBPS/cc-by.png
() _®





OEBPS/contact.gif





OEBPS/A41687_2019_159_Fig1_HTML.png
MEDLINE || EMBASE
n=140 n=89

CINAHL || Reference
n=140 lists n=8

Records
screened by

titleand p——®| and abstract

abstract
n=377

Articles excluded
based on title

n=353

Articles Excluded after

Articles selected
to review full
text based upon
title and
abstract n=24

A 4

Total articles

full text review n=18
Reasons for Exclusion
Majority sample not
adults with ankle fracture
n=14
PROM adapted without
testing for changes n=1
Abstract only n=1
Article used the PROM to
validate another
instrument n=1
Article not assessing
measurement properties
n=1

included in

review n=6

evaluating 3
PROMs






