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What is already known on this
topic?

The Patient-Specific Functional Scale
(PSFS) is a practical instrument
commonly used in musculoskeletal
disorders, offering the advantage of
patient-specific assessment.

Shoulder pain is a prevalent con-
dition that restricts daily living
activities, and a reliable evaluation
of functional status is clinically
important.

The validity and reliability of the
Turkish version of the PSFS have
not previously been investigated in
patients with shoulder pain.

What this study adds on this
topic?
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Attribution-NonCommercial 4.0 International License.

This study demonstrated that the
Turkish version of the PSFS is a valid
and reliable instrument for patients
with shoulder pain.

The PSFS provides a patient-specific
and  complementary  assessment
option that can be used alongside
other functional outcome measures
in individuals with shoulder pain.
The PSFS offers a distinct perspective
for evaluating the functional status
of patients with shoulder pain.

ABSTRACT

Objective: The Patient-Specific Functional Scale (PSFS) is frequently used for the functional evaluation of patients. The
Turkish validity and reliability of the PSFS in patients with shoulder pain has not yet been established. This study aimed
to evaluate the validity and reliability of the Turkish PSFS in patients with shoulder pain.

Methods: This methodological study was conducted between December 2023 and August 2024 at Kiitahya Health
Sciences University Evliya Celebi Training and Research Hospital.. Patient-Specific Functional Scale, Quick Disability of
the Arm, Shoulder and Hand Questionnaire (QuickDASH), and Shoulder Pain and Disability Index (SPADI) were admin-
istered to 101 patients with shoulder pain aged 18-65 years at the initial assessment. The test-retest assessment was
performed by re-administering scales to 77 patients 7 days later. Internal consistency was assessed using Cronbach’s a.
Intraclass correlation coefficient (ICC) was used to evaluate test-retest reliability. Convergent validity was assessed using
Pearson correlation analysis.

Results: The PSFS demonstrated acceptable internal consistency (Cronbach’s «=0.740) and test-retest reliability
(ICC 2,1=0.670). No floor or ceiling effects were observed. The PSFS showed moderate correlation with QuickDASH
(r=-0.418, P < .01) and weak correlation with SPADI (r=—0.354, P < .01). Additionally, the standard error of measure-
ment was 0.84, and the minimum detectable change was 2.33.

Conclusion: This study indicates that the Turkish PSFS is a valid and reliable measurement tool. Due to its quick admin-
istration and patient-centered approach, PSFS can be preferred as a practical assessment tool in clinical and research
settings for individuals with shoulder pain.
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Introduction

Shoulder pain is a common musculoskeletal problem with a high prevalence in the general popula-
tion. It is the third most common musculoskeletal complaint after back and knee pain.’ The estimated
annual incidence ranges from 0.9% to 2.5%.% Shoulder pain can reduce individuals” quality of life, limiting
their participation in work, hobbies, social, and sporting activities.®> Studies investigating the relation-
ship between shoulder pain and sociodemographic and environmental factors have mostly relied on
self-reported assessment data from individuals.* Assessing shoulder pain from multiple perspectives is
important for determining the source of the pain, selecting the appropriate treatment approach, and
enabling the individual to comfortably continue their daily activities.>® As there are numerous methods
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for assessing shoulder pain in the current literature, it is difficult to
select the best one. Patient-reported outcome measures are impor-
tant tools that support objective methods for assessing patients’ health
status.® A review of the literature indicates that the most frequently
used patient-reported outcome measures include the Quick Disability
of the Arm, Shoulder and Hand Questionnaire (QuickDASH), Shoulder
Pain and Disability Index (SPADI), and the American Shoulder and
Elbow Surgeons score. Although the validity and reliability of these
instruments have been established, their fixed and predefined item
structures raise questions as to whether they fully capture the patient’s
functional status.”® In addition, the administration of these ques-
tionnaires and scales reported by the patient is difficult due to the
length of the questions they contain.” However, the Patient-Specific
Functional Scale (PSFS) consists of just 3 items and provides a concise,
user-friendly, and straightforward tool for both administration and
scoring. This allows it to address issues that are often overlooked in
structured outcome measures. When administering the PSFS, patients
are asked to list 3 activities they are unable to perform or have dif-
ficulty performing due to their problems and to rate each of these
activities on a scale of 0-10."° The most distinctive feature of PSFS is
its ability to directly capture the unique activity limitations experi-
enced by each patient individually. In contrast to traditional patient-
reported outcome measures that rely on structured activity lists, this
scale enables patients to identify activities they perceive as personally
important and meaningful.'> This provides a patient-specific assess-
ment of both functional status and response to treatment. Unlike
existing assessment tools, the PSFS can identify patient-specific limita-
tions in a more precise and meaningful way. Furthermore, its simplic-
ity and time efficiency make it a practical assessment tool that can be
easily integrated into clinical settings.”

Patient-Specific Functional Scale has been adapted into various lan-
guages, including ltalian, Arabic, and Nepali.”»™"™ To the best of
knowledge, the validity and reliability of the scale in patients with
shoulder pain has not yet been established in Turkish. Therefore, the
aim of this study was to evaluate the validity and reliability of the PSFS
in patients with shoulder pain. The research question of the study was
whether the Turkish version of the PSFS is a valid and reliable assess-
ment tool for individuals with shoulder pain.

Methods

This methodological study was conducted between December 2023
and August 2024 at Kitahya Health Sciences University Evliya Celebi
Training and Research Hospital. The study was reported in accordance
with the Strengthening the reporting of observational studies in epide-
miology (STROBE) guidelines.'

Data Collection

Participants’ sociodemographic and clinical characteristics (age, sex,
body mass index, employment status, duration of pain and diagnosis)
were obtained using a standardized self-report data collection form
completed by the participants prior to assessment. All outcome mea-
sures were administered during a single session, and completion of
the evaluation required approximately 20 minutes.

Participants

The sample size was determined in accordance with methodological
recommendations for studies evaluating measurement properties. It
has been reported that a minimum of 100 participants is considered
methodologically adequate for the assessment of internal consistency
and reliability."” Accordingly, a total of 101 participants were included
in the study. Data were collected using a convenience sampling
method. Inclusion criteria were: age 18 and 65 years, having sufficient
proficiency in reading and understanding Turkish. Exclusion criteria

were: medical conditions considered as red flags (e.g., tumors, frac-
tures, traumatic injuries), history of psychiatric disorders, history of
shoulder surgery, and currently undergoing any treatment program.
Data collection was conducted using the same protocol for all partici-
pants, and assessments were performed by the same researcher.

At baseline assessment, all participants completed the PSFS, the SPADI,
and the QuickDASH. The test-retest evaluation of the PSFS was per-
formed 7 days after the initial assessment with the participation of 77
patients.

Translation and Cross-Cultural Adaptation

The Turkish adaptation of the PSFS was conducted in accordance with
internationally accepted cross-cultural adaptation guidelines.” The
pre-final version was pilot-tested in 15 patients with shoulder pain
to assess clarity and comprehensibility. As no substantial issues were
identified, the final Turkish version was approved without further
modification.

Outcome Measures

Patient-Specific Functional Scale

The PSFS is a valid and reliable instrument to assess patient-specific
levels of functional disability." During the administration of the scale,
patients are asked to list 3 activities that they find most difficult to
perform due to their shoulder pain. Each activity is then scored on a
scale of 0 (unable to perform the activity) to 10 (able to perform the
activity at the same level as before the onset of symptoms). The total
PSFS score is determined by taking the average of the 3 activity scores.
Higher scores indicate better functional status, whereas lower scores
reflect greater activity limitation. In the retest evaluation, patients are
asked to re-score each activity they identified in the initial evaluation
on a separate evaluation sheet.

Quick Disabilities of the Arm, Shoulder and Hand Questionnaire
The QuickDASH contains 11 items for assessing physical function and
symptoms in individuals with musculoskeletal disorders of the upper
extremities.” Each item is scored from 1 to 5. The total score ranges
from 0 (no difficulty or symptoms) to 100 (unable to perform activities
or very severe symptoms). Higher scores represent greater pain and
disability. The Turkish version of the QuickDASH has been found to
be valid and reliable, with test—retest reliability indicated by intraclass
correlation coefficient (ICC) values ranging from 0.77 to 0.93, internal
consistency demonstrated by Cronbach’s o values of 0.84 for the dis-
ability/symptom subscale, 0.937 for the work subscale, and 0.926 for
the sports/performing arts subscale, and construct validity supported
by significant correlations ranging from —0.544 to 0.772.20.°

Shoulder Pain and Disability Index

Shoulder Pain and Disability Index is a 13-item measure that assesses
pain levels and disability in activities requiring the use of the upper
extremities.?! The pain subscale comprises 5 items and the disability
subscale comprises 8 items. It evaluates the pain and disability expe-
rienced due to shoulder problems during the past week. Patients are
asked to choose the number that best reflects their level of pain and
difficulty in using the affected shoulder. The pain subscale is scored out
of 50 points, and the disability subscale is scored out of 80 points. The
total SPADI score is expressed as a percentage, with higher percentages
indicating greater pain and disability. The Turkish version of the SPADI
has been shown to be valid and reliable, with internal consistency
demonstrated by Cronbach’s o values of 0.83 for the pain subscale
and 0.83 for the disability subscale, and construct validity supported
by significant correlations ranging from —0.594 to 0.591 with related
outcome measures.



Statistical Analysis

All statistical analyses were conducted using Jamovi software.
Participants’ demographic characteristics were summarized using
descriptive statistics. Continuous variables were presented as means
and standard deviations (SD), whereas categorical variables were
expressed as frequencies (n) and percentages (%). For the first and sec-
ond assessments of the PSFS, total scores as well as means and SD were
calculated for each item. Reliability analyses included internal con-
sistency, test—retest reliability, and measurement error analyses using
Cronbach’s «, ICC, SEM, MDC, and Bland—Altman plots. Convergent
validity was assessed using Pearson correlation analysis. Floor and
ceiling effects were also evaluated. Statistical significance was set at
P < .05.

Reliability

In this study, internal consistency, test—retest reliability, and mea-
surement error were evaluated to determine reliability. The internal
consistency of the PSFS was assessed using Cronbach’s o, with val-
ues greater than 0.80 considered indicative of good to excellent reli-
ability.® To evaluate test—retest reliability, the ICC and Bland—Altman
methods were employed. The ICC (2,1) model—based on a 2-way ran-
dom-effects variance model and assessing the absolute agreement of
single measurements—was selected as the primary reliability index.?*
Intraclass correlation coefficient values of less than 0.50, between
0.50 and 0.75, between 0.75 and 0.90, and greater than 0.90 were
interpreted as indicating poor, moderate, good, and excellent reliabil-
ity, respectively. A Bland—Altman plot was employed to illustrate the
agreement between test and retest scores for each individual > It was
predicted that approximately 95% of the differences would remain
below 2 SDs.?® The required sample size for the study was determined
accordingly. Measurement error was calculated using the standard
error of measurement (SEM) and the minimal detectable change
(MDO).

Validity

Convergent validity was assessed using Pearson correlation analyses
between the PSFS and the SPADI and QuickDASH. The strength of the
correlations was interpreted as follows: 0.00-0.19, negligible or no rela-
tionship; 0.20-0.39, weak; 0.40-0.69, moderate; 0.70-0.89, strong; and
0.90-1.00, very strong.”’

Floor and Ceiling Effects

Floor or ceiling effects of the PSFS were evaluated by calculating the
percentage of patients who scored the minimum or maximum values
for each of the 3 activities and for the total PSFS score. If at least 15% of
participants achieved the lowest or highest possible score, these effects
were considered to be present.?

Ethical Approval and Consent

Permission to use the original scale was obtained via email from its
developer, Paul Stratford. Ethical approval was granted by the Non-
Interventional Ethics Committee of Kiitahya Health Sciences University
(No: 2023/07-05), and all procedures were performed in accordance
with the Declaration of Helsinki. Written informed consent was
obtained from all participants prior to inclusion in the study.

Results

The study was initially planned with 140 patients; however, 39 patients
were excluded from the evaluation because they did not meet the
predetermined inclusion criteria. Consequently, the analyses were
conducted using data obtained from 101 patients. The PSFS was re-
administered 7 days after the initial assessment, and 77 participants
completed the second evaluation (response rate: 76.2%) (Figure 1).
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Sample of partipicants (n=140)

Excluded:

+ Medical conditions cc d as red flags (e.g.,
tumors, fractures, traumatic injuries) (n= 11)

+ History of psychiatric disorders (n= 3)

+ History of shoulder surgery (n=10)

« Currently undergoing any treatment program (n= 15)

i

PSFS, QuickDASH, SPADI were conducted by
face to face interview method (n=101)

PSFS, QuickDASH, SPADI were conducted by
face to face interview method for retest (n=77)

4-‘ Excluded (n=24)

Respondents for retest (n=77) ‘

Figure 1. Flow diagram.

The demographic and clinical characteristics of the patients were
presented in Table 1. The mean PSFS total score was 4.48 * 1.47 at
the initial assessment and 4.94 + 1.80 at the test—retest assessment.
Participants reported difficulty in 15 different activities. The 3 most
frequently reported activities were hand and arm use (36.96%), dress-
ing (17.82%), and lifting/carrying objects (14.52%).

Reliability

The internal consistency of the PSFS was assessed using Cronbach’s
o coefficient and found to be 0.740, indicating an acceptable level
of internal consistency. The ICC values obtained from the reliability
analysis were 0.557, 0.713, and 0.620 for the first, second, and third
activities, respectively, and 0.670 for the total PSFS score. These find-
ings demonstrate that the PSFS shows moderate test—retest reliability

Table 1. Participants’ Demographic Characteristics (N = 101)

Variable Value
Age (X £ SD) (years) 60.39 £ 11.46
Body mass index (X # SD) (kg/m?) 2929 + 4.44
Gender (n) (%)

Woman 76 (75.2)

Man 25 (24.8)
Employment status (n) (%)

Housewife 69 (68.3)

Worker 19 (18.8)

Retired 13 (12.9)
Duration of pain (n) (%)

Acute (0-6 weeks) 49 (48.5)

Subacute (6-12 weeks) 15(14.9)

Chronic (>12 weeks) 37(36.6)

Diagnosis (n) (%)
Subacromial impingement 52 (51.5)
Biceps tendinopathy 21(20.8)
Adhesive capsulitis 15(14.9)
Rotator cuff tendinopathy 13 (12.9)

Questionnaire scores (X + SD)

PSFS 448 +1.47
QDASH 52.95+13.92
SPADI 67.97 £13.78

kg/m?, kilogram per square metre; n, number; %, percentage; PSFS, Patient-
Specific Functional Scale; QDASH, Quick Disabilities of the Arm, Shoulder and
Hand Questionnaire; SD, standard deviation; SPADI, Shoulder Pain and
Disability Index; X, mean.
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Table 2. Test-Retest Reliability of the PSFS (N = 77)

Initial Assessment (X + SD) Retest Assessment (X * SD) 1CC, , (95% Q1) SEM MDC
First activity 4.72 +1.66 5.14 £2.02 0.557 (0.433-.660) 1.10 3.05
Second activity 4.45+1.93 478217 0.713 (0.622-0.785) 1.03 2.86
Third activity 4.28 +1.82 491+ 202 0.620 (0.483-0.722) 1.12 3.1
PSFS total score 448 +1.47 4.94 +1.80 0.670 (0.556-0.757) 0.84 233

ICC,,, intraclass correlation coefficient (two-way random effects model, single measurement); MDC, minimum detectable change; PSFS, Patient-Specific Functional

Scale; SEM, standard error of measurement; X, mean.

in patients with shoulder pain. The ICC values and their 95% Cl are
summarized in Table 2. For the total PSFS score, the SEM was deter-
mined to be 0.84, whereas the MDC was 2.33. The Bland—Altman plot
illustrating the measurement agreement of the scale is presented in
Figure 2.

Validity

A moderate correlation was observed between the PSFS and the
QuickDASH (r=-0.418, P < .01), while a weak correlation was found
between the PSFS and the SPADI (r=-0.354, P < .01).

Floor and Ceiling Effects

In this study, a pre-determined threshold of 15% was applied to evalu-
ate floor or ceiling effects. Accordingly, 7 of the 101 participants (6.9%)
reported the minimum score on the PSFS, whereas none attained the
maximum score. These results indicate that the PSFS did not exhibit
significant floor or ceiling effects.

Discussion

This study was conducted to investigate the validity and reliability of
the PSFSin patients with shoulder pain. The findings demonstrated that
the PSFS is a valid and reliable measurement tool for this population.
When comparing the mean scores obtained from the initial and retest
administrations, the scores were found to be correlated. The internal
consistency of the PSFS was found to be acceptable, and medium-level
reliability was determined in the reliability analyses specific to the
activities. In addition, a moderate correlation was observed between
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Figure 2. Bland-Altman plot showing the test-retest reliability of the
Patient-Specific Functional Scale (PSFS). The outer reference lines
represent the 95% confidence limits. LoA, Limit of Agreement; Lower
LoA, Lower Limit of Agreement; Upper LoA, Upper Limit of Agreement.

the PSFS and the QuickDASH, whereas a weak but significant correla-
tion was found with the SPADI. These results suggest that the PSFS is
an effective tool for capturing the functional status of patients with
shoulder pain within clinical evaluation and observational contexts.
Furthermore, in patients with shoulder pain, the PSFS has been shown
to be associated with other standardized shoulder assessment scales
and may provide a broader perspective in the evaluation of function.

Identifying functional activity limitations is of great importance in the
evaluation of individuals with shoulder pain.? In addition to com-
monly used assessments such as muscle strength, range of motion,
and pain intensity, it has been reported that the evaluation of func-
tional limitations encountered in daily living activities is also necessary
in these patients.®® Clinical guidelines specific to shoulder pain also
recommend that, in addition to conventional assessment methods,
functional limitations and patient participation (e.g., participation in
work or daily living activities) should be evaluated.” In this context,
the PSFS, one of the recommended assessment tools, enables patients
to take a more active role in identifying the activities in which they
experience difficulty and in ranking their level of importance.*

In a study conducted by Kafa et al utilizing the PSFS, it was reported
that the activities most commonly perceived as challenging by indi-
viduals with low back pain included lifting heavy objects (63.8%), pro-
longed standing (31.4%), and performing daily routine tasks (21%).%
In another study using the same scale, the activities reported as most
challenging by patients with chronic neck pain were head/neck move-
ments (19%), sports activities (13%), and sleep (12.5%).* Similarly, Rge
et al, in a study using the PSFS in individuals with shoulder pain,
reported that functional limitations covered a wide range of activities.
The authors noted that tasks involving hand and arm use, lifting and
carrying objects, leisure and recreational activities, household chores,
and work-related activities were the most frequently reported as chal-
lenging.” In the study, consistent with these results and within the
framework of the International Classification of Functioning, Disability
and Health (ICF), individuals with shoulder pain most frequently
reported difficulties in activities involving hand and arm use (36.96%),
dressing (17.82%), and lifting/carrying objects (14.52%). Evidence from
the literature indicates that the functional domains most affected in
daily life may vary according to factors such as the type of pathology,
the severity of symptoms, and individual lifestyle. The PSFS, with its
ability to capture these differences, may allow for a more detailed,
patient-specific examination of activity limitations related to shoulder
pain. This could provide important insights for the personalization of
rehabilitation and may also guide the identification of priority tar-
get areas in the planning of occupational therapy and physiotherapy
interventions.

It has been reported that PSFS items derived from individuals with
musculoskeletal disorders align more closely with the “Activities” and
“Participation” components of the ICF3* It has been reported that the
vast majority of studies in the current literature focus on impairments
in body structure and function, whereas the use of outcome mea-
sures specifically assessing activity and participation remains relatively



limited.*> The ability to map PSFS items to ICF categories and the fact
that these items align with the ICF's “Activities” and “Participation”
components demonstrate that the PSFS is not merely a symptom-
based assessment tool but also addresses the patient’s functionality.
It is believed that the use of PSFS can offer an assessment approach
based on activity and participation that goes beyond conventional
approaches and aligns with the ICF. The PSFS allows for the evaluation
not only of physical impairments but also of an individual’s function-
ality in daily life within clinical practice. Thus, it can be stated that the
PSFS supports a more patient-centered approach. In this context, the
study emphasizes the importance of the PSFS as an assessment tool
and highlights the necessity of using activity and participation-based
assessments.

In this study, Cronbach’s a value calculated for the internal consistency
of the PSFS was found to be 0.74. This result indicates an acceptable
level of homogeneity among the scale items and is consistent with
reliability levels reported in previous studies, which ranged from 0.70
to 0.90."*"3 The reliability of the total PSFS score was found to be
moderate (ICC=0.670; 95% Cl: 0.556-0.757), and the ICC value for the
total score was lower compared with those reported in previous stud-
ies, which have ranged from 0.82 to 0.87.2'*153¢ One possible expla-
nation for this finding may be differences in the intervals between
test—retest evaluations. In the Brazilian Portuguese version, the sec-
ond evaluation was conducted 24 hours after the first; in the Italian
version, after 5 days; and in the Arabic and Nepali versions, after 7
days.’21%153 |n the study, the interval between the 2 assessments was
set at 7 days. It is believed that variations in the interval between
test-retest assessments may be an effective factor in explaining the
differences observed in the ICC values obtained. Another reason for
the lower ICC values compared to other studies may be that some
of the individuals included in this study had acute pain. Aghazadeh
et al reported that the high reliability coefficients observed in their
study were associated with the participants having chronic pain. They
noted that in cases of chronic pain, substantial changes in the nature
of activities or the severity of symptoms are generally not expected
within a 1-week period. 3" In individuals with acute pain, the fact
that complaints may change within a short period of time may have
caused inconsistencies in the individuals’ assessment scores. Such
variability may have influenced the temporal consistency of the
assessments, thereby contributing to the lower reliability observed
in the study.

In this study, SEM and MDC, which are criteria contributing to reli-
ability analysis, were calculated as 0.84 and 2.33, respectively. The SEM
value obtained was consistent with the range of 0.70-0.90 reported in
the literature.™3¢ Similarly, the MDC value calculated in this manner
is consistent with the range of 1.73-2.60 reported by previous studies.
These findings demonstrate not only the statistical reliability of the
PSFS but also its sensitivity in detecting clinically meaningful changes.
The convergent validity of the PSFS was assessed through its correla-
tions with the SPADI and QuickDASH. In the study, the PSFS showed a
moderate correlation with the QuickDASH, consistent with the find-
ings of Rysstad et al*® However, a weak correlation was found between
PSFS and SPADI. Consistent with the findings of the study, Puga et al
also reported similar results.** Patient-Specific Functional Scale is an
assessment tool that focuses on limitations in individuals’ daily living
activities. QuickDASH and SPADI, on the other hand, assess functional
limitations in the upper extremities in a more general and compre-
hensive manner.

In this study, the 15% threshold indicated in the literature was used
as a basis for assessing floor or ceiling effects.?® As the data obtained
were below this threshold, no floor or ceiling effects were observed.
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Similarly, the validity and reliability studies conducted on the Italian
and Arabic versions of the PSFS also reported no evidence of floor or
ceiling effects. In this regard, the findings of the study are consistent
with those of the aforementioned studies.'*™

Strengths and Limitations

This is the first study to investigate the Turkish validity and reliabil-
ity of the PSFS in individuals with shoulder pain. In this respect, it
can fill an important gap in both clinical practice and academic
research and contribute to the field. However, when interpreting the
findings, it should be noted that the study has certain limitations.
As the data used in this study are based entirely on participants’
self-reports, participants may have stated that they were able to per-
form certain activities even if they were unable to do so, in order
to avoid negative judgments from their social environment. Another
limitation of this study is the unequal gender distribution within the
sample. This imbalance may have limited the generalizability of the
findings, considering that gender-related differences in pain percep-
tion and functional performance could potentially influence PSFS
scores. In addition to these, the responsiveness of the PSFS, which
reflects its sensitivity to clinical changes, was not examined in this
study; thus, no information is available regarding the instrument’s
ability to detect changes over time. These methodological limitations
should be considered important points to be taken into account in
future research. Although the PSFS demonstrated acceptable con-
vergent validity with the QuickDASH, the correlation with the SPADI
was weaker than expected. The relatively low association observed
between the PSFS and SPADI may be considered a limitation of the
present study. However, this finding may also be explained by con-
ceptual differences between the instruments. While the SPADI directly
evaluates shoulder-related pain and disability, the PSFS focuses on
patient-identified functional limitations in daily life.

Conclusion

This study aimed to evaluate the validity and reliability characteristics
of the Turkish version of the PSFS in patients with shoulder problems.
The findings demonstrated that the PSFS has acceptable reliability and
measurement error in assessing functional limitations. Furthermore,
the scale demonstrated reasonable construct validity, effectively
reflecting clinically meaningful activity limitations. The absence of a
significant floor or ceiling effect among participants, its short applica-
tion time, and its adoption of a patient-centered assessment approach
make the PSFS a practical, valid, and reliable assessment tool that can
be used in both clinical and research settings for patients with shoul-
der pain.
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