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Return to Golf After Arthroscopic Management of
Femoroacetabular Impingement Syndrome
Brian R. Waterman, M.D., Gift Ukwuani, M.D., Ian Clapp, B.A., Philip Malloy, M.S., P.T.,
William H. Neal, B.S., and Shane J. Nho, M.D., M.S.
Purpose: To investigate if patients who reported playing golf before arthroscopic hip surgery for femoroacetabular
impingement syndrome were able to return to playing golf postoperatively. Methods: The study was a retrospective
analysis of all consecutive patients undergoing hip arthroscopy for femoroacetabular impingement syndrome between
2012 and 2014. Inclusion criteria required that a patient (1) reported playing golf before the surgery, (2) had a minimum
2-year follow-up, and (3) completed patient-reported outcome measures. An electronic postoperative return to golf
questionnaire was completed by patients who reported golf as an activity. To evaluate patients’ ability to return to golf
after surgery, the following variables were analyzed with paired samples t test and c-square tests: handedness, holes
played, modified-Harris Hip Score, and Hip Outcome Score Activity of Daily Living and Sports-Specific Subscale.
Results: A total of 29 patients (22 men; age, 36.0 � 11.9 years) with a minimum of 24 months of follow-up who
self-reported playing golf preoperatively were included in the analysis. Preoperatively, 23 patients (79%) had
discontinued golfing owing to activity-related hip complaints. At the final follow-up, all patients had significant
improvements in the Hip Outcome Score Activity of Daily Living (preoperatively, 65.9 � 19.9; postoperatively, 91.5 �
12.8; P < .0001), the Hip Outcome Score Sports-Specific Subscale (38.2 � 23.5, 79.7 � 28.8; P ¼ .0002), and modified-
Harris Hip Score (54.8 � 15.6; 84.2 � 15.8; P < .0001). Additionally, there was a decrease in pain from 7.34 � 1.63 to
1.71 � 2.3 postoperatively (P < .0001), and 97% of patients returned to golf at an average of 7.2 months postoperatively.
Postoperatively, 55% of patients (n ¼ 16) noted improved golfing performance, 41% (n ¼ 11) returned to their preinjury
level, 1 patient (3%) returned at a lower level owing to nonehip-related problems, and 1 (3%) did not return to golf
owing to fear of reinjury. Conclusions: Arthroscopic treatment of femoroacetabular impingement syndrome in patients
who reported playing golf before surgery resulted in significant improvements in hip function and predictably high rates of
patient satisfaction, with 97% returning to golfing activity and 55% noting improvement from preinjury sporting
performance. Level of Evidence: Level IV, retrospective case series.
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Arthroscopy: The Journal of Arthroscopic and Related
emoroacetabular impingement syndrome (FAIS)
Frepresents the premature symptomatic contact that
occurs between the femur and acetabulum during
normal ranges of hip motion secondary to aberrant hip
joint morphology. FAIS can lead to acetabular labral
tears and articular cartilage injury, and has been
implicated in secondary hip osteoarthritis.1 FAIS has
been reported in multiple athletic populations and often
contributes to diminished sports performance.2 The
arthroscopic management of FAIS has evolved over the
past 2 decades and demonstrates good to excellent
outcomes in athletes.3,4 Although there are ample data
on an athlete’s ability to return to sports after hip
arthroscopy, little is known specifically about the ability
to return to golf. Recently, Newman et al.5 reported
that Professional Golf Association tour-level golfers
were able to return to the same skill level after hip
arthroscopy and demonstrated improved performance
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as evidenced by an overall increase in driving distance
after arthroscopic hip surgery.5

Although golf is considered a low-impact sport,6 the
hip joint is subject to high amounts of force trans-
mission combined with near end-range of hip internal
rotation motion during follow-through of the golf
swing.7-10 Sports that require a high degree of hip
rotation, such as golf, may place athletes at greater risk
symptom development in the presence of FAIS
morphology.7,10 Limitation of hip internal rotation is a
common clinical sign of FAIS; therefore, it is not sur-
prising that golf participation may be limited in persons
with FAIS. As such, evaluating the outcomes of hip
arthroscopy in people who play golf can be used to help
inform clinical decision making regarding return to
play. Additionally, this information can be used pre-
operatively to assist with setting realistic postoperative
expectations for patients in terms of return to preinjury
levels of golf.
The purpose of this retrospective case series was to

investigate if patients who reported playing golf before
arthroscopic hip surgery for FAIS were able to return to
playing golf postoperatively. Additionally, we sought to
determine if hip range of motion was associated with
improvement in patient-reported outcomes and golf-
specific metrics. Owing to its relatively lower impact
nature, we hypothesize that nearly all patients would
be able to return to golf and most would experience
improvements in their performance.
Methods

Patient Selection
Approval was granted by the local university’s insti-

tutional review board to enroll all consecutive patients
who underwent hip arthroscopy for the surgical treat-
ment for FAIS between January 1, 2012, and April 17,
2014. All patients were assessed and operated on by a
single, fellowship-trained orthopedic surgeon (S.J.N.) at
a high-volume hip center (Figure 1). All clinical data
were recorded and stored in a secure electronic re-
pository. Patients were diagnosed with FAIS based on
positive radiographic (lateral center edge angle >30�,
alpha angle >50�) and positive physical examination
(pain on flexion adduction and internal rotation, posi-
tive flexion abduction and external rotation) evidence
of FAIS. For the current study, a retrospective query
was made to identify all patients who reported golfing
in their clinical history and had a 2-year minimum
clinical follow-up duration after hip arthroscopic sur-
gery. Patients were excluded if their history included
rheumatologic disease, dysplasia, a prior history of pe-
diatric deformities (congenital hip dislocation, slipped
capital femoral epiphysis, or Perthes disease), osteoar-
thritis, or any joint space narrowing (Tönnis grade >1).

Study Participants
Patients diagnosed with FAIS who reported a history

of golfing in the preoperative period were included in
the study and completed a postoperative return to golf
questionnaire (Appendix 1) on November 29, 2016.

Patient-Reported Outcomes and Physical
Examination Data
The Hip Outcome Score and modified Harris Hip

Score surveys were assessed preoperatively and post-
operatively at 6 months, 12 months, and 24 months.
Postoperatively, a return-to-golfing questionnaire was
sent to patients to complete by e-mail. Complications
after surgery were assessed by review of patient elec-
tronic records. Preoperative and postoperative hip in-
ternal and external rotation ranges of motion were
collected because these movements are of prime
importance for the golf swing.8,9

Diagnostic Imaging for FAIS Morphology
All patients received preoperative and postoperative

anteroposterior pelvis and 45� Dunn lateral radio-
graphs. The lateral center-edge angle of Wiberg was
obtained on preoperative and postoperative ante-
roposterior radiographs to assess acetabular under-
coverage/overcoverage and was defined as an angle
>30�. The alpha angle was measured preoperatively
and postoperatively on 45� Dunn lateral radiographs
according to the method previously defined by Notzli
et al.11 Hip joint space width was measured at the
superolateral, apical, and superomedial positions as
described by Lequesne et al.12

Operative Technique
All patients were treated with the same arthroscopic

technique performed under general anesthesia in the
supine position on a standard traction table.13-15 The
central compartment was accessed via the anterolateral
and midanterior portals; procedures included but were
not limited to acetabular rim trimming for correction of
pincer deformities, labral refixation or labral debride-
ment, selective synovectomy, capsular repair, and loose
body removal. After work in the central compartment
was complete, traction was then released and the pe-
ripheral compartment was accessed. All patients un-
derwent T-capsulotomy through the distal anterolateral
accessory portal to assist with arthroscopic visualization
in the peripheral compartment. A comprehensive
femoral osteochondroplasty was performed in the pe-
ripheral compartment to address cam pathology, and
dynamic examination confirmed that there was no
evidence of impingement. At the conclusion of each



Table 2. Natural Turf Golf Swing and Return to Play
Progression

Week Day 1 Day 2 Day 3

4 10 chip
20 chip 20 chip 20 short iron
30 short iron 30 short iron 30 mid iron
10 mid iron 20 mid iron 5 long iron/hybrid

5 wood
5 30 short iron 30 short iron 20 short iron

30 mid iron 30 mid iron 30 mid iron
10 long iron/hybrid 10 long iron/hybrid 20 long iron/hybrid
10 wood 10 wood 5 wood

5 driver
6 20 short iron 20 short iron Play 9 holes

20 mid iron 20 mid iron
20 long iron/hybrid 30 long iron/hybrid
15 wood 20 wood
8 driver 10 driver

7 Play 9 holes Play 9 holes Play 18 holes

NOTE. Type of swing is the putt using a putter on either artificial turf
or a practice green surface. The chip swing type uses a pitching or lob
wedge of an artificial surface. Type of clubs: a short iron is a wedge,
9-iron, or 8-iron; mid irons are the 7-iron, 6-iron, and 5-iron; long
irons/hybrid are the 4-iron, 3-iron, and 2-iron; woods are the 3-wood
and 5-wood; and a driver is a driver. The club definitions and sample
progression are adapted from Reinold et al.31Fig 1. Flowchart for patient inclusion.
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case, a capsular repair was performed to ensure proper
soft tissue tension and to prevent the chance of post-
operative instability. For this technique, 3 high-strength
nonabsorbable sutures are passed through the vertical
limb of the capsulotomy to reconstitute the iliofemoral
ligament, then the interportal capsulotomy is closed
with 2 or 3 sutures to close the interportal capsulotomy.

Postoperative Rehabilitation
All patients participated in 16 to 20weeks of a 4-phased

postoperative rehabilitation program. The rehabilitation
program addressed hip joint mobility, muscle
Table 1. Swing Progression on a Golf Mat or Artificial Turf
Surface

Week Day 1 Day 2 Day 3

1 20 putt 20 putt 30 putt
20 chip 30 chip 40 chip

2 10 putt 10 putt 10 putt
40 chip 40 chip 40 chip
10 short iron 20 short iron 30 short iron

3 10 chip
20 chip 20 chip 30 short iron
30 short iron 30 short iron 30 mid iron
10 mid iron 20 mid iron 5 long iron/hybrid

5 woods

NOTE. Type of swing is the putt using a putter on either artificial turf
or a practice green surface. The chip swing type uses a pitching or lob
wedge of an artificial surface. Type of clubs: a short iron is a wedge,
9-iron, or 8-iron; mid irons are the 7-iron, 6-iron, and 5-iron; long
irons/hybrid are the 4-iron, 3-iron, and 2-iron; woods are the 3-wood
and 5-wood; and a driver is a driver. The club definitions and sample
progression are adapted from Reinold et al.31
performance and stability, and neuromuscular control.16

The first phase of rehabilitation consisted of initial joint
protection. The goal of joint protection was to minimize
pain and inflammation during the first postoperative
week and make the patient independent using an assis-
tive device for restrictedweight bearing. Treatments such
as nonsteroidal anti-inflammatory medication and
cryotherapy were used during this initial phase. Addi-
tionally, joint protection education was given to mini-
mize joint strain with daily activities during the first
postoperative week.16 The goal of the second phase of
rehabilitation was to restore normal joint mobility and a
normal gait pattern for community ambulation. This
phase involved progressive range-of-motion exercises,
hip muscle strengthening, and neuromuscular control
exercises for the trunk and pelvis to improve mobility
and motor control for function. The goal of the third
phase of rehabilitation was to restore the patient to un-
restricted activity except for return to sport. This phase
involved advanced strengthening and neuromuscular
control exercises to restore normal daily pain-free func-
tion. Advanced-level strength training and neuromus-
cular control exercises are emphasized during this phase
Table 3. Patient Demographic Information

Demographics

Gender (male) 23 (79%)
Age (yr) 36.0 � 11.9
Body mass index 25.2 � 2.4



Table 4. Radiographic Measures for Golfers With FAIS

Radiographic Parameters Preoperative Postoperative P Value

Alpha angle, � 67.42 � 12.48 40.98 � 3.69 <.0001
LCEA, � 34.07 � 7.09 27.65 � 4.89 .0002
Superolateral JSW, mm 3.82 � 0.64 3.77 � 0.65 .7657
Apical JSW, mm 4.17 � 0.80 4.11 � 0.76 .7991
Superomedial JSW, mm 4.28 � 0.80 4.23 � 0.86 .7991
Average JSW, mm 4.09 � 0.80 4.09 � 0.80 .6642
Tönnis 0 27 e e

Tönnis 1 2 e e

NOTE. Bold entries indicate statistical significance at a ¼ .05.
AIS, femoroacetabular impingement syndrome; JSW, joint space width; LCEA, lateral center edge angles.

Table 6. Patient-Reported Outcome and Hip Passive Range of
Motion Data

Patient-Reported Outcomes Preoperative Postoperative P Value

HOS-ADL 65.9 � 19.9 91.5 � 12.8 .0001
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to provide an appropriate foundation for the fourth
phase of rehabilitation, which is focused on return to
sport. Phase 4 hip arthroscopy rehabilitation involves a
progressive return to sport-specific training and reinte-
gration to sport specific activities. Most commonly, this
phase is performed under the supervision of coaches and
trainers, with input from the rehabilitation specialists
whowere involved in the earlier phases of rehabilitation.
Specifically, patients who desire to return to golf

perform a 2-part swing progression that is initiated in
phase 4 as part of the return to sports progression. The
first part must be performed on a golf mat or artificial
turf surface to prevent taking a divot, which could
impart a significant torque across the hip joint (Table 1).
The second part of the swing is performed on a natural
turf such that taking a divot can simulate a more nat-
ural swing environment (Table 2). Ultimately, the sec-
ond part of the swing progression leads to return to play
beginning with 9 holes and progresses to full 18-hole
rounds.

Statistical Analysis
All data were analyzed using the SPSS Statistics for

Windows, Version 22.0. (IBM, Armonk, NY). Descrip-
tive statistics summarizing patient demographics were
presented as means and standard deviations or per-
centages where appropriate. Responses on the return to
golf questionnaire were averaged to provide continuous
data for the number of holes played per week by the
golfer, length of time that golfing was decreased or
discontinued preoperatively, and time to return to
golfing postoperatively. Parametric and nonparametric
Table 5. Surgical Information for Golfers Who Underwent
Hip Arthroscopic Surgery for Femoroacetabular Impingement
Syndrome

Surgical Procedures Performed No. of Patients Percentage (%)

Labral repair 29 100
Acetabular rim trimming 28 97
Femoral osteochondroplasty 29 100
Capsule closure 28 97
Femoral microfracture 3 10
tests were used to compare continuous and categorical
data, respectively, and paired samples t tests and
c-square analysis determined statistical significance.
For the current study, a P value < .05 was deemed
statistically significant.
Results
Patients who underwent hip arthroscopy in the cur-

rent study ranged in age from 14 to 72 years (Table 3).
Twenty-two patients (75.9%) underwent hip arthros-
copy on the left lower extremity, and 7 patients
(24.1%) had surgery on the right lower extremity.
Additionally, 2 patients (6.9%) underwent bilateral hip
arthroscopic surgery, and their reported outcomes re-
flected their most recent surgery. The average time to
surgery for the contralateral limb in the bilateral pa-
tients was 4.5 months.

Radiographic Parameters
For 25 patients (86%), 45� Dunn lateral radiographs

revealed evidence of a cam morphology. Ante-
roposterior pelvis radiographs revealed that 5 patients
(16%) demonstrated a pincer-type morphology. No
patient demonstrated joint space width measures
<2.5 mm on any radiographic measurement (Table 4).
HOS-SS 38.2 � 23.5 79.7 � 28.8 .0002
mHHS 54.8 � 15.6 84.2 � 15.8 .0001
VAS pain 7.3 � 1.6 1.7 � 2.3 .0001
VAS satisfaction e 85.1 � 22.3
Range of motion, �

Flexion 110.3 � 11.4 117.1 � 8.4 .01
External rotation 39.2 � 8.5 40.5 � 11.1 .608
Internal rotation 12.6 � 9.9 21.0 � 9.6 .0001

NOTE. Bold entries indicate statistical significance at a ¼ .05.
HOS-ADL, Hip Outcome Score Activity of Daily Living subscale;

HOS-SS, Hip Outcome Score Sports subscale; mHHS, modified Harris
Hip Score; VAS, visual analog scale.



Table 7. Pearson Correlation Coefficients (r) for Changes in Hip ROM Patient-Reported Outcomes

HOS-ADL HOS-SS mHHS

r P Value r P Value r P Value

D Flexion, � 0.140 .451 0.137 .464 0.148 .436
D Internal rotation, � 0.014 .941 �0.063 .735 �0.017 .928
D External rotation, � 0.107 .566 0.127 .497 0.217 .248

NOTE. D indicates postoperative change in range of motion, preoperative ROM e postoperative ROM.
HOS-ADL, Hip Outcome Activity of Daily Living subscale; HOS-SS, Hip Outcome Score Sports subscale; mHHS, modified Harris Hip Score;

ROM, range of motion.
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A significant reduction in the alpha angle and lateral
center edge angles was found postoperatively (Table 4).

Surgical Pathology and Arthroscopic Procedures
All patients demonstrated evidence of FAIS deformity

with acetabular labral tear, and subsequent hip
arthroscopy consisted of a repair of acetabular labrum
and femoral osteochondroplasty (Table 5). Additional
concomitant procedures included acetabular rim trim-
ming, capsular closure, and microfracture (Table 5).
There were no surgical complications, and none of the
patients required revision hip arthroscopy or converted
to total hip arthroplasty within the follow-up period.

Clinical and Patient-Reported Outcomes
A significant improvement in patient-reported

outcome scores, hip flexion, and hip internal rotation
range of motion was found in golfers postoperatively
(Table 6). There were no significant correlations be-
tween patient-reported outcome scores and improve-
ment in hip range of motion postoperatively (Table 7).

Return to Golf Activity
Of the 29 patients included, 23 (79%) had to dis-

continue golfing at an average time of 8.3 � 6.4 months
before surgery. Preoperatively, patients played an
average of 49.2 � 36.8 holes per week. A total of 26
patients (90%) were right handed, and the remaining
patients (n ¼ 3) were left handed. Within the post-
operative follow-up period, 28 patients (97%) resumed
golfing with minimal pain at an average time of 7.2 �
2.07 months postoperatively. One patient was unable to
return to golfing within 2 years after surgery owing to
fear of reinjury. There was no significant difference in
the number of holes played postoperatively when
compared with how many holes were played preoper-
atively (preoperative, 49.2 � 36.8 holes per week;
postoperative, 45.9 � 38.8 holes per week). Sixteen
patients (55%) reported that they felt they returned to
golf at a better level since their onset of symptoms,
whereas 12 patients (41%) reported returning to the
same level before the onset of hip symptoms. Only 1
patient (3%) reported returning to a lower level, and 1
patient (3%) did not return to golf since the onset of
symptoms.
Discussion
In the current series, 97% of patients successfully

returned to golfing activity at an average of 7.2 months
postoperatively. Despite nearly 80% discontinuing golf
before the surgery owing to pain, most of the patients
reported either improved perception of their play
(55%) or an equivalent level of play compared with
preinjury (41%). Only 1 patient noted diminished
golfing function postoperatively, and 1 patient elected
not to return to athletic activity owing to concerns for
reinjury. Furthermore, all individuals noted significant
subjective improvement in patient-reported outcome
measures, including the Hip Outcome Score Activity of
Daily Living, Hip Outcome Score Sports-Specific Sub-
scale, modified Harris Hip Score, and average visual
analog scale patient satisfaction. Additionally, hip
flexion and internal rotation range of motion improved
significantly by a mean of 6.8� and 8.4�, respectively.
Golf remains one of the most popular sports world-

wide, with approximately 57 million participants across
a broad demographic population. Despite its relatively
low-impact nature, the prevalence of golf-related hip
injuries can vary between 2.0% and 19.3%6,9,17 versus
3% to 4% in the general adult population.18 Given the
nature of an efficient golf swing reaching peak rota-
tional velocities of 228� per second,19 this rate of hip
injury is not surprising, particularly when considering
torque generated by the lower extremities in a closed
kinetic chain.17,20,21 With repetitive motions, increasing
levels of competition, and underlying morphologic ab-
normalities such as with FAIS, the hip may be predis-
posed to acetabular labral tear, specifically in the
anterosuperior aspect in the leading leg.5,9,22 With an
acetabular labral tear and loss of the physiologic suction
seal of the native hip joint, increased joint translation
can lead to worsening chondral delamination and intra-
articular pathology that is further exacerbated during
the follow-through phase.
The current series confirms the prevalence and

morbidity of FAIS in the lead hip of right-handed
golfers, which accounts for >90% of the patients in
our study. Dickenson et al.22 showed some similar
trends among professional golfers. In their review of
109 men, the median International Hip Outcome Tool
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12 scores and pain scores were significantly worse
among individuals with lead hip involvement, whereas
increasing the alpha angle and advancing chronological
age further predicted hip-related quality of life. Given
the angular velocity and increased peak forces >4 times
the body weight during driving,23 repetitive exposure
to a golf swing may have more deleterious effects on
the leading lower extremity and increase the likelihood
for worsening injury in the face of FAIS.
Clinical outcomes after hip surgery have varied

significantly according to the nature of athletic
involvement and level of competition, as well as the
degree of articular cartilage involvement.6,24,25 Initial
series documented the results after total hip arthro-
plasty for end-stage osteoarthritis.26-32 Arbuthnot
et al.26 demonstrated that only 1 of 66 patients was not
able to return to golfing activity after total hip arthro-
plasty; 54% reported overall improvement, and 42%
noted no changes. Furthermore, patients noted a sig-
nificant increase in their average handicap of approxi-
mately 10 strokes at the 3- to 6-month postoperative
timepoint, whereas Mallon and Callaghan26,27 noted
only an increase of 1.1 strokes at the mean 6.5-year
follow-up. Among a series of 20 professional golfers,
all athletes returned to competition at an average
4.7 months with significant increases in drive distance
at 1, 2, and 5 years postoperatively.5 Of our patients,
97% were able to return to golf participation, with 55%
noting an improvement in overall performance. How-
ever, 1 of the current patients exhibited fear of reinjury
after hip arthroscopy.

Limitations
Although this investigation features many strengths,

we must acknowledge certain limitations. The current
patients were consistently involved in golfing activity
preoperatively and postoperatively, but no golf perfor-
mance metrics, such as handicap, greens in regulation,
or average score, were evaluated. Contrary to prior
studies with high-grade chondral involvement,5,10,33

only 10% of existing patients underwent marrow
stimulation for focal chondral disease, and no in-
dividuals had early arthritic disease. This factor may
contribute to an increased likelihood of success after
surgery, because individuals with early joint space
narrowing or articular cartilage defects are more likely
to fail arthroscopic interventions and require subse-
quent arthroplasty procedures.4 Additionally, the pa-
tients surveyed for this study self-reported their global
golfing performance, which may introduce recall and
measurement bias. Finally, the questionnaire used to
evaluate golf was not validated but served as more of a
general questionnaire inquiring if patients were able to
return to playing golf after surgery.
Conclusions
Arthroscopic treatment of FAIS in golfers resulted in

significant improvements in hip function and predict-
ably high rates of patient satisfaction, with 97%
returning to golfing activity and 55% noting improve-
ment from preinjury sporting performance.
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Appendix 1
RETURN TO GOLF QUESTIONNAIRE

Have you had any other hip surgery since Dr.
Nho’s on your hip? If yes, when?
[Short answer]
If you have had surgery since then, is it

A) Same side
B) Other side
C) Free answer
Did you golf prior to surgery? (Yes/No)
Handedness (Right/Left)
How many holes per week?
[Free answer]
Could you golf at your usual pace immediately

prior to surgery?

A) Yes, there was no change in my capability
B) No, I had to decrease golfing
C) I stopped completely
D) [Free answer]
If you could not golf at your usual pace, why?

A) Pain
B) Lack of interest
C) Availability
D) [Free answer]
If you decreased/discontinued golfing, for how

long prior to surgery (in months)?
[Free answer]
After your hip surgery, did you return to golf-

ing? (Yes/No)
How long (in months) did it take before you

could golf with minimal pain after surgery?

A) I have not returned to golfing
B) 3-6 months
C) 6-9 months
D) 9-12 months
E) [Free answer]
What ability level have you returned to

currently?
A) Same
B) Better
C) Worse
How many holes do you currently play?
[Free answer]
If you have either not returned to golf or have

decreased the hours, please rank the following
from 1 (not at all a factor) to 10 (extremely
important factor) as to why you changed your
golfing habits (you may type in the reasons too)
[Free answer]

- Pain or discomfort (1-10)
- Fear of reinjury (1-10)
- Loss of interest (1-10)
- Other physical limitation (injury or decreased con-
ditioning (1-10)

- Availability of resources (1-10)
On a scale of 0-10, can you say your quality of

life has improved since surgery?

0 ¼ No improvement at all

10 ¼ Excellent improvement

On a scale of 0-10, since surgery can you say your
presurgery expectations were met?

0 ¼ Not at all

10 ¼ My expectations were met

Since surgery, have you accomplished as much
as you would like in terms of participating in
your hobbies?

A) Yes
B) No
C) I am okay with my activity level
D) [Free answer]
On a scale of 0-10, rate your satisfaction with

your surgery

0 ¼ Not satisfied at all

10 ¼ Very satisfied
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