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1) Background

In Paralympic sports, all athletes are classified into sports classes based on the impact of
their impairment on sports performance. In 2007, the International Paralympic Committee
(IPC) published the IPC Classification Code, which amongst other things, mandated the
development of evidence-based classification systems across all Para sports. The FEIl has
therefore prioritised the research and development of a strong scientific evidence-base

for their classification system.

Research began in 2018. Our initial work was focussed on conducted a scoping review to
identify, from the scientific literature, objective measurements of horse performance in
dressage and the functional abilities of the rider that may predict elite dressage
performance. The review highlighted a number of potential performance measures that
could be tested in the Para dressage population. A second scoping review was also
conducted in parallel, which sought to identify objective, valid and reliable clinical tools
for measuring eligible impairments for this testing phase. The clinical measures that we

have identified in this training manual were chosen for the study based on this review.

In the second phase of the project, athlete and stakeholder input was collected using
semi-structured interviews to provide further insight into key determinants of sport-
specific performance and the impacts of impairment on performance in Para dressage.
We wanted to ensure that the views and experiences of Para stakeholders were
considered and used to inform the development of the classification system. A group of
thirty Para dressage athletes and stakeholders from various countries were interviewed

between May and October 2019.

In the final phase of this research project, we aim to
quantify performance measures, as defined from our
first scoping review and expert opinion from our
interview study, using biomechanical measures during
ridden tests on a simulator. Clinical impairment
measures, as defined from our second scoping review
will also be collected and will be used to investigate the
impact of impairment on performance in Para dressage.
Overall, this project will inform recommendations for an

evidence-based, sport-specific classification system for
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Para dressage, which is in line with the IPC Classification Code’s mandate for evidence-

based systems of classification.

2) Context for the clinical testing

The clinical tools that were identified from our scoping review to use in the final phase of
the project were chosen because of their potential ability to indicate an Athlete’s capacity,
which should strongly predict their activity limitations and performance during their sport.
In addition, that they have robust psychometric properties (most notably reliability and
validity) in populations with eligible impairments for Para dressage and that they appear
practically suitable for classification purposes. We will use these tools to test both Para
and able-bodied athletes during this testing phase. As part of our pilot testing, we also
investigated the current tests used in classification with UK classifiers. Although the test
phase will not include classification tests, current classification information will be

compared together with clinical tests in the final analysis.

We have identified a number of test periods over
the coming weeks and months to test the Para
and able-bodied athletes. We envisage testing
Para athletes from each grade and from a range
of nationalities at Hartpury University. The testing
will involve initially a short, simulated ridden test,
followed by the suite of clinical tests (either on
the same day or on an alternative day). We have

prepared appropriate worksheets for each

athlete that can be completed on the day of
testing. We have also secured space in the Rehab Centre for conducting the clinical tests
and intend to support physiotherapists performing the testing by having helpers/scribes

to input the results.

The clinical tests will be grouped in relation to starting position, which should help
athletes who fatigue more easily. FIST, TIS and SARA (except for heel to shin slide) will be
administered in a random order first. Following this, joints that can be tested in sitting for
MAS will be administered first (elbow and shoulder), followed by HHD (elbow and

shoulder). HHD for the trunk will be tested next followed by remaining tests in supine.
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3) Clinical measures

i) Function in sitting test (FIST)
This test has 14 items. All except the 3 nudge items are ordered by difficulty, so

individuals should perform them in the order presented in the test.

Please note: Nudges should be randomly inserted into the test by the therapist and
multiple attempts for each item are acceptable although they should be limited to a

reasonable number (2 or 3) to minimize testing effects and fatigue.

The individual should be prompted to attempt with/without hands to improve
performance, or to ensure full movement through the task. It is preferable that you score

the patient's first attempt, if possible.

Prior to each individual item:

Give the patient instructions and demonstrate the task if needed.

Reposition the patient as needed before each item so they are in the standard position.

Further Information

More detail is available here: https://www.samuelmerritt.edu/fist/items

There is also a video demonstration here:

https://www.youtube.com/watch?v=3rUpHUmeY ¢
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FUNCTION IN SITTING TEST RESULTS

FIST TEST ITEM
1/2 femur on surface; hip and knees flexed to 90°
o used step/stool for positioning & foot support

Date:

Randomly |Anterior Nudge: superior sternum

Administered |Posterior Nudge: between scapular spines

Once Lateral Nudge: to dominant side at acromion

Static Sitting: 30 seconds

Sitting, shake 'no': left and right

Sitting, eyes closed: 30 seconds

Sitting, lift foot: dominant side, lift foot 1 inch twice

Pick up object from behind: object at midline, hands breadth posterior

Lateral Reach: |use dominant arm, must off-weight the opposite buttock, but need not lift it off the surface.

Forward reach: use dominant arm, clear opposite ischial tuberosity

Pick up object from floor: from between feet.

Posterior scooting: move backwards 2 inches

Anterior scooting: move forward 2 inches

Lateral scooting: move to dominant side 2 inches

TOTAL ( /56):

Administered by:

Notesf/comments:
Scoring key:
4 Independent
{completes task independently and successfully)
3 Verbal cues/increased time
{completes task independently & successfully and only needs more time/cues)
2 Upper extremity support
{must use UE for support or assisstance to complete successfully)
1 Needs assistance
{unable to complete w/o physical assist; document level: min, mod, max)
0 Dependent
(requires complete physical assist; unable to complete successfully even w/physical asssist)
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i) SARA

The SARA is a tool for assessing ataxia. It has eight categories with accumulative score
ranging from 0 (no ataxia) to 40 (most severe ataxia). When completing the outcome
measure each category is assessed and scored accordingly. Scores for the eight items

range as follows:

e Gait(0-8 points),

e Stance (0-6 points),

¢ Sitting (0-4 points)

e Speech disturbance (0-6 points)

¢ Finger chase (0-4 points)

¢ Nose-finger test (0-4 points)

¢ Fast alternating hand movement (0-4 points)

¢ Heel-shin slide (0-4 points)

For motor activities of the four extremities (items 5-8), assessments are performed

bilaterally, and the mean values are used to obtain the total score.

Normally, once each of the eight categories have been assessed, the total is calculated to
determine the severity of ataxia. For this study however, we will only be using five of the
eight categories (which are highlighted in bold) and we will be interested in both the

overall and sub-scores.
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Scale for the Assessment and Rating of Ataxia (SARA)

Rater: | | Date: | | Participant ID: |

1.) Sitting

Proband is asked to sit on an examination bed without support of feet, eyes open and arms cutstretched
to the front.

Normal, no difficulties sitting =10 sec

Slight difficulties, intermittent sway

Constant sway, but able to sit » 10 s without support

Able to sit for = 10 s only with intermittent support

FES RV ST R ]

Unable to sit for »10 s without continuous support

Score:

2.) Finger Chase

Rated separately for each side

Proband sits comfortably. If necessary, support of feet and trunk is allowed. Examiner sits in front of
proband and performs 5 consecutive sudden and fast pointing movements in unpredictable directions in
a frontal plane, at about 50 % of proband’s reach. Movements have an amplitude of 30 cm and a
frequency of 1 movement every 2 s. Proband is asked to follow the movements with his index finger, as

fast and precisely as possible. Average performance of last 3 movements is rated.

No dysmetria

Dysmetria, under/ overshooting target <5 cm

Dysmetria, under/ overshooting target < 15 cm

Dysmetria, under/ overshooting target > 15 cm

BElwm |- o

Unable to perform 5 pointing movements

Score:|Left: Right:

Mean of both sides (R+L)/2: 0

3.) Nose-finger test

Rated separately for each side

Proband sits comfortably. If necessary, support of feet and trunk is allowed. Proband is asked to point
repeatedly with his index finger from his nose to examiner's finger which is in front of the proband at
about 90 % of proband’s reach. Movements are performed at moderate speed. Average performance of

movements is rated according to the amplitude of the kinetic tremor.

0 Mo tremor
1 Tremor with an amplitude < 2 cm
2 Tremor with an amplitude < 5 cm
3 Tremor with an amplitude = 5 cm
4 Unable to perform 5 pointing movements
Score: |Left: Right:
Mean of both sides (R+L)/2: 0
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4.) Fast alternating hand movements

Rated separately for each side

Proband sits comfortably. If necessary, support of feet and trunk is allowed. Proband is asked to perform
10 cycles of repetitive alternation of pro- and supinations of the hand on his/her thigh as fast and as
precise as possible. Movement is demonstrated by examiner at a speed of approx. 10 cycles within 7 s.

Exact times for movement execution have to be taken.

0 Mormal, no irregularities (performs <10s)

1 Slightly irregular {performs <10s)

Clearly irregular, single movements difficult to distinguish or relevant interruptions, but

2 performs <10s
Very irregular, single movements difficult to distinguish or relevant interruptions, performs =10s
4 Unable to complete 10 cycles
Score: |Left: Right:
Mean of both sides (R+L)/2: 0

5.) Heel-shin slide

Rated separately for each side

Proband lies on examination bed, without sight of his legs. Proband is asked to lift one leg, point with the
heel to the opposite knee, slide down along the shin to the ankle, and lay the leg back on the
examination bed. The task is performed 3 times. Slide-down movements should be performed within 1 s.

If proband slides down without contact to shin in all three trials, rate 4.

Normal

Slightly abnormal, contact to shin maintained

Clearly abnormal, goes off shin up to 3 times during 3 cycles

Severely abnormal, goes off shin 4 or more times during 3 cycles

olw k2 S

Unable to perform the task

Score: |Left: Right:

Mean of both sides (R+L)/2: 0

Total Score /40: 0
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iii) Trunk impairment scale (TIS)
The Trunk Impairment Scale (TIS) is a new tool to measure motor impairment of the trunk
after stroke. The TIS evaluates static and dynamic sitting balance as well as co-ordination

of trunk movement.

The static subscale investigates: (1) the ability of the subject to maintain a sitting position
with feet supported; (2) the ability to maintain a sitting position while the legs are
passively crossed, and (3) the ability to maintain a sitting position when the subject

crosses the legs actively.

The dynamic subscale contains items on lateral flexion of the trunk and unilateral lifting of
the hip. To assess the coordination of the trunk, the subject is asked to rotate the upper or
lower part of his or her trunk é times, initiating the movements either from the shoulder
girdle or from the pelvic girdle, respectively. For each item, a 2-, 3- or 4-point ordinal
scale is used. On the static and dynamic sitting balance and coordination subscales the

maximal scores that can be attained are 7, 10 and 6 points.

The total score for TIS ranges between 0 for a minimal performance to 23 for a perfect

performance.

Further information

The TIS can be viewed here: https://youtu.be/-2tiR-V2UTM
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Trunk Impairment Scale (TIS)

The starting position for each item is the same. The patient is sitting on the edge of a bed or treatment table without back and arm support. The thighs make full contact with the bed or table, the feet are hip width
apart and placed flat on the floor. The knee angle is 908. The arms rest on the legs. If hypertonia is present the position of the hemiplegic arm is taken as the starting position. The head and trunk are in a midline
position,

If the patient scores 0 on the first item, the total score for the TIS is 0.

Each item of the test can be performed three times. The highest score counts. No practice sessicn isallowed.

The patient can be corrected between the attempts.

The tests are verbally explained to the patient and can be demonstrated if needed.

Rater: | [Date: [ Participant ID: |

Static Sitting Balance

Associated | Recorded
Item Scoring Criteria
Score Score
Patient falls or cannot maintain starting
position for 10 seconds without arm support 0
1 Starting position Patient can maintain starting position for 10
seconds 2
*If score = 0, then TIS total score =0
Starting position Patient falls or cannot maintain sitting position
2 Therapist crosses the unaffected leg over the for 10 s2conds without arm support Q
hemiplegic leg Patient can maintain sitting position for 10
seconds 2
Patient falls
Q
Starting position Patient cannot cross the legs without arm
3 Patient crosses the unaffected leg over the z:ﬁzﬁ?cor;slzeeft%retlaet;‘sehu‘l displaces the trunk -
hemiplegic leg more than 10 cm backwards or assists crossing
with the hand 2
Patient crosses the legs without trunk
displacement or assistance 3
Total static sitting balance ( /7): 0

Dynamic Sitting Balance

Associated | Recorded

Item Scoring Criteria Score Score

Patient falls, needs support from an upper
Starting position
Patient is instructed to touch the bed or table

1 with the hemiplegic elbow (by shortening the oriable 0
hemiplegic side and lengthening the unaffected
side) and return to the starting position.

extremity or the elbow does not touch the bed

Patient moves actively without help, elbow
touches bed or table 1
*If score = 0, then items 2 and 3 score 0
Patient demonstrates no or opposite

shortening/lengthening 0
2 Repeat item 1 Patient demonstrates appropriate
shortening/lengthening 1

*If score = 0, then item 3 scores 0

Patient compensates. Possible compensations
are: (1) use of upper extremity, (2) contralateral
3 Repeat item 1 hip abduction, (3) hip flexion (if elbow touches
bed or table further then proximal half of

femur), (4) knee flexion, (5] sliding of the feet. 0

Patient moves without compensation

Patient falls, needs support from an upper
Starting position
Patient is instructed to fouch the bed or table

4 with the unaffected elbow (by shortening the ortable 0
unaffected side and lengthening the hemiplegic
side) and return to the starfing position

extremity or the elbow does not touch the bed

Patient moves actively without help, elbow
touches bed or table 1
*If score = 0, then items 5 and 6 score 0
Patient demonstrates no or opposite

shortening/lengthening 0
5 Repeat item 4 Patient demonstrates appropriate
shortening/lengthening 1

*If score = 0, then item 6 scores 0

Patient compensates. Possible compensations
are: (1) use of upper extremity, (2) contralateral
5 Repeat item 4 hip abduction, (3) hip flexion (if elbow touches
bed or table further then proximal half of

femur), (4) knee flexion, (5] sliding of the feet. 0

Patient moves without compensation
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Starting position
Patient is instructed to lift pelvis from bed or
table at the unaffected side (by shortening

Patient demonstrates no or opposite

7
the unaffected side and lengthening the shortening/lengthening 0
hemiplegic side) and return to the starting Patient demonstrates appropriate
position shortening/lengthening 1
*If score = 0, then item 8 scores 0
Patient compensates. Possible compensations
are: (1) use of upper extremity, (2) pushing off
8 Repeat item 7 with the ipsilateral foot (heel loses contact with
the floor) 0
Patient moves without compensation 1
Starting position 4
Patient trat: it
Patient is instructed to lift pelvis from bed or : Etn i er:lonitr: €3 No or opposite
o
5 table at the unaffected side (by shortening shorieningflenginening
the unaffected side and lengthening the 0
heml.pleglc side) and return to the starting Patient demonstrates appropriate
position shortening/lengthening 1
*If score = 0, then item 10 scores 0
Patient compensates. Possible compensatons
are: (1) use of upper extremities, (2) pushing
10 Repeat item 9 off with the ipsilateral foot (heel loses contact
with the floor) 0
Patient moves without compensation 1
Total dynamic sitting balance: /10, 1]
Dynamic Sitting Balance
. L Associated | Recorded
Item Scoring Criteria
Score Score
Starting position Hemiplegic side is not maved three times 0
Patient is instructed to rotate upper trunk @
1 times (every shoulder should be moved Rotation is asymmetrical 1
forward 3 times), first side that mowves must
be hemiplegic side, head should be fixated in |ROtEToN is symmetrical 2
tarti it . .
starting position If score = 0, then item 2 scores 0
Fotation i trical 0
2 Repeat item 1 within 6 seconds CLSton | asymmenrics
Rotation is symmetrical 1
Starting position Hemiplegic side is not moved three times 0
Patient is instructed to rotate lower trunk 6
B times (every knee should be moved forward |Rotation is asymmetrical 1
3 times), first side that moves must be
hemiplegic side, upper trunk should be Rotation is symmetrical 2
fixated in starti iti .
ated in starting posttion *If score = 0, then item 4 scores 0
X o Rotation is asymmetrical 0
4 Repeat item 3 within 6 seconds -
Rotation is symmetrical 1
Total co-ordination /6: 0
Total Trunk Impairment Scale f23;| o|




iv) Modified Ashworth Scale (MAS)
The Modified Ashworth Scale (MAS) is used to assess spasticity which is a velocity
dependent alteration in muscle tone. The patient should be resting on the bed for at least

3 minutes before beginning the test to ensure that any effort related increases in tone

have subsided.

It is performed by passively moving an individual's limb first from a position of maximal
possible flexion/abduction/external rotation (as appropriate) to the maximal possible

opposite movement (e.g. extension/adduction/internal rotation).

Only take the limb to the point at which the first soft resistance is met. This should be

done at the speed required to count “one-thousand and one”.

It is important to use knowledge from the assessment of passive and active range to
understand how far to move a limb to achieve maximal possible flexion or extension. If for
any reason a person cannot be tested in the positions below (e.g. they are not

comfortable in prone), they can be tested in a different position (e.g. supine).

Examples of the score sheets are provided for the hip, shoulder and elbow. Please make a
note of the starting position on the testing proforma if it is not the standard position

defined below.
Please note: Only specific movements at the joints identified below will be tested.

Starting positions

Shoulder muscles: Seated position, the head in midline and the arm alongside the trunk.
The elbow should be flexed to approximately 90 degrees and forearm should be in
neutral. The examiner should support the elbow and hold the wrist and move the arm to
extension or external rotation (depending on the muscle being tested).

Elbow muscles: Supine or seated position, the head in midline and the arm straight
alongside the trunk, forearm neutral pronation and supination if possible. With the upper
arm supported on the bed, flex the elbow (testing extensors) and then fully extend the
elbow (testing the flexors).

Hip muscles: Supine with legs straight out on bed with hip in neutral (midline) for
abducted for adduction. External rotation can be measured in either sitting or supine. The
hip is then externally rotated as required. Please note, the method for testing this

movement should be informed by a brief AROM/PROM assessment/judgment.
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5 [Starting Positions / Joint and tested / Muscle 'group’ tested / support

(ELBOW) |*Most are based on the following referenc
Joint and Movement Tested |Muscles Tested

Starting Position / Assessment
Procedure

Elbow FLEXION & EXTENSION |Biceps / Triceps

Biceps: Start position: Elbow fully
flexed, forearm neutral. Movement:
Extend elbow from maximum possible
flexion to maximum possible
extension. (Triceps would be the same
position, opposite direction)

https://www.
elitecme.com
/resource-cen
ter/rehabilitat
ion-therapy/t
esting-spastici

ty-the-modifi
ed-ashworth-
scale/

SCORING KEY ELBOW FLEXION BICEPS (RIGHT SIDE LEFT SIDE]

0 No increase in tone
1 slight increase in muscle tone, manifasted by a catch and release or by minimal
resistance at the end range of motion when the limb is moved in flexion or extension
2 Marked increase in tone, manifested by a catch in the middle range and resistance
throughout the remainder of the range of motion, but limb easily moved
3 Considerable increase in tone, passive movement difficult
4 Limb rigid in flexion or extension
SCORING KEY ELBOW EXTENSION TRICEPS (RIGHT SIDE) (LEFT SIDE)|
0 No increase in tone
1 slight increase in muscle tone, manifasted by a catch and release or by minimal
resistance at the end range of motion when the limb is moved in flexion or extension
2 Narked increase in tone, manifested by a catch in the middle range and resistance
throughout the remainder of the range of motion, but limb easily moved
3 Considerable increase in tone, passive movement difficult
4 Limb rigid in flexion or extension
[romscoreja [ | |
4 (SHOULDER) [Starting Positions / Joint and tested / Muscle 'group! tested /_Reference suppor
*Most are based on the following reference: https://ww.elitecm: resourc ter/r herapy/testing-spasticity-the-modified-ashworth-scale/ Bohannon, R. et al.
Joint and Movement Tested Muscles Tested Starting Position / Assessment Pracedure
shoulder EXTERNAL ROTATION &  |Approach as muscle groups: shoulder flexors / extensors / rotators / adductors / TO FINISH Adduction: Starting Position: Supine  |http://web.a.
EXTENSION abductors position, the head in midiine and ebscohost.co
the arm alongside the trunk. Elbow was m/ehost/pdfv
in 90deg flexion. On the side being tested, the rater iewer/pdfvie
placed ene hand underneath the elbow and the other |wer?vid=18&si
hand grasped the wrist, The limb was moved into d=e20357.
abduction (100deg). 3488-4670-89
21-7¢373d53
|sessmpro2
SCORING KEY EXTERNAL ROTATION IN NEUTRAL (RIGHT SIDE (LEFT SIDE)
o No increase in tene
1 slight increase in muscle tone, manifasted by a catch and release or by minimal
resistance at the end range of motion when the limb is moved in flexion or extension
2 Marked increase in tone, manifested by  catch in the middle range and resistance
througheut the remainder of the range of motion, but limb easily moved
3 Considerable increase in tone, passive movement difficult
4 Limb rigid in flexion or extension
SCORING KEY EXTENSION (RIGHT SIDE) (LEFT SIDE)|
o No increase in tone
1 slight increase in muscle tone, manifasted by a catch and release or by minimal
resistance at the end range of motion when the limb is moved in flexion or extension
2 Marked increase in tone, manifested by  catch in the middle range and resistance
throughout the remainder of the range of motion, but limb easily moved
3 = increase in tone, passive movement difficult

3 (HIP) |Starting Positions / Joint and Movement tested / Muscle 'group’ tested / Reference support

*Most are based on the following reference:

oint and Movement |Muscles Tested Starting Position / Assessment

Tested

Hip ADDUCTION & Adductor / Abducter groups; hamstrings / quadriceps / internal / external rotator TBC / AS PER AROM / PROM CLINICAL
EXTERNAL ROTATION |groups AX
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SCORING KEY ADDUCTION (RIGHT SIDE) (LEFT SIDE)
0 No increase in tone
1 Slight increase in muscle tone, manifasted by a catch and release or by minimal
resistance at the end range of motion when the limb is moved in flexion or extension
2 Marked increase in tone, manifested by a catch in the middle range and resistance
throughout the remainder of the range of motion, but limb easily moved
3 Considerable increase in tone, passive movement difficult
4 Limb rigid in flaxion or extension
SCORING KEY EXTERNAL ROTATION IN NEUTRAL (RIGHT SIDE) (LEFT SIDE)
0 No increase in tone
1 Slight increase in muscle tone, manifasted by a catch and release or by minimal
resistance at the end range of motion when the limb is moved in flexion or extension
2 Marked increase in tone, manifested by a catch in the middle range and resistance
throughout the remainder of the range of motion, but limb easily moved
3 Considerable increase in tone, passive movement difficult
4 Limb rigid in flexion or extension




v) Hand-Held Dynamometry (HHD)

The Hand-Held Dynamometry (HHD) testing is used to assess isometric muscle strength.
There are several variations of the test and equipment with peak and average strength data
as a result. For this assessment we are asking the riders to produce a 5-second maximal
contraction only, not a break test. 2 trials per position to record an average of PEAK and

AVERAGE scores.

It is important to use knowledge from the assessment of the rider to understand where the
neutral or mid-range point occurs as to where you will measure the strength. If for any
reason a person cannot be tested in the positions below (e.g. they are not comfortable in

seated / supine / prone), they can be tested in a different position.

Examples of the score sheet is provided for the trunk, shoulder, hip and elbow as per the
Modified Ashworth Scale (MAS) for consistency. Specific movements have been chosen for
their applicability to riding, to reduce the athlete’'s risk of fatigue and for ethical

considerations.

Starting positions
Please make a note of the starting position on the testing proforma if it is not the standard

position defined below in the examples provided.

- ELBOW FLEXION AND EXTENSION

Elbow flexion and extension: See image examples.
-SHOULDER EXTENSION AND EXTERNAL ROTATION

Shoulder external rotation: Neutral position. Place the dynamometer just proximal to the

styloid process of the wrist joint.

Shoulder extension: Place the dynamometer just proximal to the posterior elbow.

- TRUNK FLEXION, EXTENSION, LATERAL FLEXION, ROTATION

Trunk flexion: Place the base of dynamometer on the middle of the sternum.

Trunk rotation: Place the dynamometer on the myotendinous area of pectoralis muscle.
Trunk extension: Place the base of dynamometer at T4 spine.

Trunk lateral flexion: Place the dynamometer lateral to and against the upper thoracic

wall.
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- HIP ADDUCTION AND EXTERNAL ROTATION ONLY
External rotation/adduction: See image examples.

Further information
Further details of the starting positions and testing process can be found at:

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5713843/

Elbow (flexion/extension) Shoulder (external Shoulder (extension)
rotation)

7

Trg'_nk Lateral Side Flexion

%Y ‘
A v
6\ \

\

Trunk Extension

adductio)

53
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HHD ON RIGHT SIDE

HHD ON LEFT SIDE

TRUNK SCORE (AVERAGE)
FLEXION
EXTENSION LATERAL FLEXION RIGHT ROTATION TOWARD LEFT |LATERAL FLEXION LEFT ROTATION TOWARD RIGHT
TRIAL1
TRIAL 2
AVERAGE #oIv/o! #oIv/o! #oIv/o! #oIv/o! #oIv/o! #Divfo!
AVE RIGHT #DIV/0! AVE LEFT #DIv/o!
TRUNK SCORE (PEAK)
FLEXION EXTENSION LATERAL FLEXION RIGHT ROTATION TOWARD LEFT |LATERAL FLEXION LEFT ROTATION TOWARD RIGHT
TRIAL1
TRIAL 2
AVERAGE #oIv/o! #oIv/o! #oIv/o! #oIv/o! #oIv/o! #Divfo!
AVE RIGHT #DIV/0! AVE LEFT #DIv/o!
L EXTERNAL ROTATION RIGHT SHOULDER pason RIGHT ELBOW FLEXION
[ AVERAGE PEAK AVERAGE PEAK AVERAGE
PEAK
TRIALL [TRIALL TRIAL1
TRIAL2 TRIAL2 TRIAL2
AVERAGE froiv/ol (o AVERAGE #DIv/o! #DIv/o!
ADDUCTION [reraLporaon EXTENSION
[AVERAGE PEAK AVERAGE PEAK AVERAGE
PEAK
TRIALL [TRiAL1 TRIAL1
TRIAL2 TRIAL2 TRIAL2
AVERAGE [#DIV/0! #DIvV/0! AVERAGE #DIv/o! #DIv/o!
wrrwe EXTERNALROTATION LEFT SHOULDER aeson ] LEFT ELBOW FLEXION
[AVERAGE PEAK AVERAGE PEAK AVERAGE
PEAK
TRIALL [TRiALL TRIALL
TRIALZ TRIAL2 TRIAL2
AVERAGE #DIV/0! #DIV/0! AVERAGE #DIv/o! #DIv/o!
ADDUCTION [xteraLRoTaTioN | EXTENSION
AVERAGE PEAK AVERAGE PEAK AVERAGE
PEAK
TRIALL [TRIALL TRIAL1
TRIAL2 TRIAL2 TRIAL2
AVERAGE (T ¥Iv/a! AVERAGE #DIV/0! #DIV/0!
AVERAGE RIGHT #Ivja! AVERAGE RIGHT " oo AVERAGE RIGHT " ovjor
PEAK RIGHT #oIv/a! PEAK RIGHT #Iv/o! PEAK RIGHT " /ol
AVERAGE LEFT " o AVERAGE LEFT #Iv/o! AVERAGE LEFT " ool 1
PEAK LEFT " v PEAK LEFT " oo PEAK LEFT " wowvjor
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