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Abstract
Purpose: To evaluate the validity and reliability of the French version of the
Quick Foot and Ankle Ability Measure (Q‑FAAM‑F) in French‑speaking
patients with chronic lateral ankle instability (CLAI).
Methods: We conducted a prospective observational cohort in a sports
surgery centre with repeated assessments preoperatively, and at 3 and
6 months postoperatively; the primary analysis was cross‑sectional at
6 months. Consecutive CLAI patients undergoing anatomic lateral ankle
ligament reconstruction (AALR) were included. Patients completed the
Q‑FAAM‑F (12 items derived from the validated French FAAM) alongside
the full FAAM, FAOS, ALR‑RSI, CAIT and VAS‑pain. Internal consistency
(Cronbach's α), item–total and inter‑item correlations, and construct validity
(Pearson's r) were calculated. Discriminant validity used ROC analyses for
CLAI status (CAIT < 24) and return to sport (RTS), defined on the RTS
continuum as return to the pre‑injury sport at any level at 6 months and
treated as an external clinical variable.
Results: Among 275 patients (56% male; median age 32 years), Q‑FAAM‑F
showed excellent internal consistency (α = 0.96) and strong item–total cor-
relations (mean r ≈ 0.65). Convergent validity was strong with the FAAM
(r = 0.95) and with FAOS and ALR‑RSI; divergent validity was supported by
the absence of correlation with CAIT of the nonoperated limb. ROC AUC for
CLAI status and RTS were high; optimal cut‑offs were 78.1/100 (CLAI:
sensitivity 81.3%, specificity 85.4%) and 80.2/100 (RTS: sensitivity 75.4%,
specificity 87.9%).
Conclusion: The Q‑FAAM‑F is a valid and reliable PROM for
French‑speaking CLAI patients, suitable for clinical practice and research.
Precise AUC‑based thresholds may support clinical decision‑making at
6 months.
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Level of Evidence: Level III.

KEYWORDS

anatomic ankle ligament reconstruction, ankle instability, French version of quick‐FAAM,
French‐speaking patients, quick‐FAAM

INTRODUCTION

Evaluation of patients with musculoskeletal disorders
can utilise not only clinical examination, functional tests
or radiological imaging but also patient‐reported out-
come measures PROMs [4, 9]. The value of informa-
tion obtained from these instruments depends on
evidence supporting the interpretation of their scores
[5, 24]. The foot and ankle ability measure (FAAM),
originally developed in English, has demonstrated
reliability, validity and responsiveness as a measure of
physical function [25]. These psychometric properties
have been established in individuals with a wide range
of musculoskeletal disorders affecting the lower leg,
ankle and foot, making it broadly applicable [5, 25]. To
assess activities requiring higher functional ability, the
FAAM also includes a Sports subscale [23].

Specific interpretive parameters, such as the minimal
detectable change (MDC) and the minimal clinically
important difference (MCID), have been provided for the
FAAM [4, 9]. Its utility is supported for various popula-
tions, including athletes with chronic ankle instability [6]
and patients with diabetes mellitus [23]. Additionally,
cross‐cultural adaptations and validations have resulted
in the development of German [28], Persian [27] and
French [5] versions of the FAAM. Among more than 50
existing patient‐reported outcome measures for in-
dividuals with chronic lateral ankle instability (CLAI),
FAAM has demonstrated the most rigorous validation
and superior measurement properties, according to
Hansen et al. [13], and might therefore be preferred by
clinicians for the assessment of CLAI.

While the FAAM has robust psychometric properties
[18]—including test‐retest reliability, internal consistency,
validity and responsiveness—and is widely used for
diverse foot and ankle conditions, concerns exist re-
garding its efficiency [19, 20, 26]. The time required to
administer both FAAM subscales is notable (i.e., 21
items for the activities of daily living (ADL) and 8 for the
sports subscale, respectively), with prior studies report-
ing that the ADL subscale requires slightly less time than
the Foot Function Index, despite having fewer items [19,
20]. Furthermore, both subscales are significantly more
time‐intensive than computerised adaptive testing
methods [18]. Authors in prior studies determined that
several items on the FAAM were not relevant to patients
with CLAI [5, 27, 28]. To improve efficiency, the
Quick‑FAAM was developed as a 12‑item single scale
preserving psychometrics while reducing burden.

To address these limitations, a reduced English
version of the FAAM, referred to as the Quick‐FAAM,
has been developed [16–18]. This version was
designed to reduce the number of items while pre-
serving the instrument's strong psychometric propert-
ies, enhancing its utility in clinical and research settings
[16–18]. The Quick‐FAAM condenses the original 29
items into a 12‐item single scale, retaining 7 items from
the Sports subscale and 5 items from the ADL subscale
[18]. This modification aims to improve efficiency and
relevance, particularly for patients with CLAI.

Although there is increasing evidence to support the
use of the Quick‐FAAM [15], it has not been adapted
and validated for French‐speaking individuals. In our
clinical and research practice, most patients are
French‐speaking and not able to appropriately respond
to items written in English. The aim of this study was to
provide evidence for validity and reliability for the
French version of the Quick‐FAAM (Q‐FAAM‐F).

METHODS

Development of the Q‐FAAM‐F

The cross‐cultural adaptation of the original FAAM into
French [5] was produced via forward‐back translation in
accordance with the guidelines of the American Academy
of Orthopedic Surgeons (AAOS) Outcomes Committee, as
recommended in the literature [1, 3]. The French adapta-
tion of the FAAM was published in 2011 [5]. The Quick‐
FAAM, first introduced by Hoch et al. in 2016 [18], has
been validated as a reliable instrument. In our study, the
Q‑FAAM‑F was created by extracting the 12 Quick‑FAAM
items from the validated French FAAM wording (Figure 1),
reviewed by a bilingual panel (two orthopaedic surgeons,
one sports physio and one PROMs methodologist) to en-
sure conceptual equivalence with the English Quick‑FAAM
and linguistic clarity for metropolitan and nonmetropolitan
French. No de novo translation was required.

Study design and population

Study design and setting

Prospective observational cohort with repeated mea-
sures at pre‑op, 3 months and 6 months post‑op; the
primary analytic approach was cross‑sectional using
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the 6‑month timepoint. The study was conducted at a
dedicated sports surgery centre.

Ethics

Approved by the local institutional review board with
authorisation No.: COS‐RGDS‐2025‐07‐005‐HARDY‐
A; IRB number (IRB00010835); all patients provided
informed consent.

Participants

Consecutive patients with CLAI undergoing anatomic
ankle ligament reconstruction (AALR) between January
2019 and June 2024 were identified from the institutional
database using diagnosis/procedure codes. Exclusion
criteria: neurological disease; lower‑limb surgery within
2 years prior to AALR (to avoid confounding functional
recovery from a recent surgery); and osteochondral/
cartilage lesions of talus or tibia. A STROBE‑conformant
flowchart summarising selection, exclusions and ana-
lysed samples is provided (Figure 2).

Outcome measure and variables

Patients completed electronic versions of the French‐
FAAM, Q‐FAAM‐F and French versions of the foot and
ankle outcome score (FAOS) [32], ankle ligament
reconstruction‐return to sport index (ALR‐RSI) [29, 34],
Cumberland Ankle Instability Tool (CAIT) [10] and a
visual analog scale (VAS) for pain (VAS context: pain

during usual daily activities at rest and with activity
averaged over the past week.) [8, 22]. In addition to
functional scores, patients were asked at each follow‐up
to complete the return to sport (RTS) data. Consistent
with the RTS continuum [2], RTS at 6 months was
recorded via a binary item (‘returned to the same sport at
any level: Yes/No’) and treated as an external clinical
anchor for discriminative analyses, not part of the FAAM
scoring. The binary RTS item was used as an external
criterion on the RTS continuum (return to participa-
tion→ sport→ performance) to evaluate discriminative
validity; it was not included in Q‑FAAM‑F scoring.

Surgical technique

All patients underwent a standardised surgical procedure
involving direct reconstruction of the anterior talofibular
ligament (ATFL) and calcaneofibular ligament (CFL)
using gracilis tendon autografts [21]. The grafts were
harvested from the ipsilateral knee. Contralateral harvest
was avoided to prevent donor morbidity to the healthy

F IGURE 1 The French Q‑FAAM‑F (12 items) with parallel English item stems [18] displayed alongside the validated French wording to
facilitate international readership.

F IGURE 2 STROBE flowchart patient selection process.
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limb; allograft was used only when prior ipsilateral harvest
precluded autograft use. Under arthroscopic guidance,
the graft was fixed distally in a talar tunnel for ATFL
reconstruction and a calcaneal tunnel for CFL
reconstruction. Proximal fixation to the fibula was
achieved by passing the graft through a fibular tunnel.

Postoperative protocol

Postoperative care included immediate weight‐bearing
in a walking boot for 3 weeks. Patients followed a tai-
lored rehabilitation protocol based on individuals
impairments [7]. was permitted after Ankle‑GO™
score > 15 per published guidance [14].

Statistical analyses

1‐Reliability and concurrent validity

Reliability and concurrent validity of the Q‐FAAM‐F
were assessed using the following methods:

Descriptive statistics and distribution analysis
Item‐level and total score distributions were examined
for normality and skewness.

Descriptive statistics were calculated for each item
and the total score. We report mean ± SD for approxi-
mately normal variables and median (interquartile
range [IQR]) for nonnormal variables, with categorical
data as n (%).

Skewness values ≥ ± 1.96 would indicate that sub-
jects consistently scored at the floor or ceiling for an
item, while a corrected item‐total correlation of ≤ 0.30
would indicate an item is answered inconsistently in
respect to all other items on the instrument, which is
represented by the total score [18].

Internal consistency
Internal consistency of the questionnaire was eval-
uated using Cronbach's alpha.

Inter‐item correlations
Correlations between individual items were calculated
to assess the relationships between items.

Item‐total correlations
Correlations between each item and the total FAAM
score (excluding the contribution of the item in ques-
tion) were computed.

2‐Convergent and divergent validity

Convergent and divergent validity was examined by
calculating the correlations between the Q‐FAAM‐F

score and scores from validated instruments, including:
ALR‐RSI, FAOS (Total score as well as its subscales
for pain, stiffness and quality of life), Full FAAM score
(Total score as well as its subscales for activities of
daily life and sports), VAS and CAIT.

Convergent validity was examined through Pearson
correlations with the abovementioned scores. The
Pearson correlation coefficients (r) used for establish-
ing validity were interpreted as weak (0–0.40), moder-
ate (0.41–0.69), or strong (0.70–1.00). The coefficient
of determination (r2) was also calculated to examine
the explained variance exhibited for each analysis.
Alpha was set at p ≤ 0.05 for all analyses.

3‐Discriminant validity

Discriminant validity was evaluated through receiver
operating characteristic (ROC) curve analyses for two
functional outcomes:

Presence of CLAI: Patients were categorised as
CLAI (CAIT < 24) or non‐CLAI (≥ 24 points) [12].

RTS: Assessed through patient‐reported RTS data
by a ‘Yes or No’ question.

The following metrics were reported from ROC
analyses:

Area under the curve (AUC): A measure of the
diagnostic performance of the Q‐FAAM‐F.

Sensitivity and specificity: To evaluate the ques-
tionnaire's ability to correctly classify patients.

Optimal cut‐off: Determined using Youden's Index:
[35] defined as the threshold maximising the distance
from the identity line [35]; it was mathematically
determined as the value that maximises the sum of
sensitivities and specificities.

Software and tools

All statistical analyses were performed using the soft-
ware version 3.5.0, which can be accessed at the URL
https://www.R-project.org.

Specific R packages were utilised as follows:
dlookr: [33] For descriptive statistics and distribution

analysis.
Psych: [30] For internal consistency estimates.
pROC: [31] For ROC curve analyses.
Sample size: No a priori sample size calculation

was performed.
Reliability extensions (not performed). Test–retest

reliability (ICC), standard error of the mean (SEM) and
MDC were not evaluated in this study because
repeated stable‑state measurements were not col-
lected; these are identified as priorities for future work.

Structural validity (not performed). Factor/Rasch
analyses were beyond scope; we discuss implications
in the Discussion.
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RESULTS

Patient demographics

The study included 275 consecutive patients, com-
prising 155 males and 120 females, with a median age
of 32 years (range: 14–72 years). Detailed demo-
graphic and descriptive characteristics of the study
population are summarised in Table 1. The participant
flowchart is shown in Figure 2.

Descriptive statistics and distribution
analysis

The analysis of the data revealed that the distribution of
scores for most items in the quick Q‐FAAM‐F was sym-
metric and without significant anomalies. However, Item 4

showed an asymmetric distribution with a ceiling effect,
as reflected in its higher mean score (94.35 ± 13.27) and
a negative skewness (−2.29). Despite this isolated
observation, the overall distribution of Q‐FAAM‐F scores
(mean ±SD: 75.86 ± 21.68) aligns closely with that of the
total FAAM (78.73 ± 17.57), with no substantial abnor-
malities observed in the skewness or density plots for the
total scores (Figure 3 and Table 2).

Moreover, the correlation analysis between each
item of the Q‐FAAM‐F and the total FAAM score
(corrected and uncorrected) showed moderate to strong
correlations, ranging from 0.66 to 0.82 (Table 3). These
findings demonstrate a consistent convergent validity
between the items of the Q‐FAAM‐F and the total FAAM
score, indicating that both measures capture similar
constructs with a high degree of consistency.

Average inter‐item correlation and internal
consistency

The analyses revealed inter‐item redundancy, with an
average correlation of r = 0.65. Additionally, the internal
consistency was excellent, as indicated by a Cron-
bach's alpha of α = 0.96.

Convergent validity

The convergent validity analysis showed a strong cor-
relation between the Q‐FAAM‐F and the FAAM
(r = 0.95) as well as with other questionnaires, including
the FAOS, ALR‐RSI, VAS and CAIT of the operated

TABLE 1 This table summarises patients' demographic
characteristics (patients characteristics N = 275).

Characteristic Value

Sex, n (%) Male 154 (56.0), female 121 (44.0)

Age (years) Median (IQR); 32 (14–72)

Height (cm) Median (IQR); 174 (168–200)

Weight (kg) Median (IQR); 74 (42–107)

Sport practice, n (%) Professional 28 (10.2), Competitive 91
(33.1), Regular 106 (38.5), Occasional
50 (18.2)

Sport type, n (%) Pivot‐contact 111 (40.4), Pivot 91 (33.1),
Linear 73 (26.5)

F IGURE 3 (a) The analysis of the data revealed that the distribution of scores for most items in the quick Q‐FAAM‐F was symmetric. (b) The
overall distribution of Q‐FAAM‐F scores aligns closely with that of the total FAAM, with no substantial abnormalities observed in density plots for
the total scores. mo, months; qFAAM, Q‐FAAM‐F.
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limb. In contrast, no correlation was observed with the
CAIT of the nonoperated limb, indicating excellent
convergent and divergent validity (Table 4).

Discriminant validity regarding the
presence of CAI stability

The discriminative performance analysis showed
strong results, with the AUC indicating high discrimi-
nation. The statistical power of the analysis was β = 0.
For the Q‐FAAM‐F at 6 months, the optimal cut‐off was
78.1 points out of 100, with a sensitivity of 81.3% and a
specificity of 85.4% (Figure 4a). These findings support
the discriminative validity of the Q‐FAAM‐F at 6 months
in assessing stability, defined as a CAIT score greater
than 24 [11].

Furthermore, the discriminative validity analysis
comparing the Q‐FAAM‐F and FAAM for stability at
6 months showed strong discriminative performance
for both measures. No significant difference was
observed in the diagnostic performance between the
Q‐FAAM‐F and FAAM, indicating that their ability to
assess stability at 6 months is of a similar magnitude
(Figure 4b).

Discriminant validity regarding RTS

The discriminative validity analysis for RTS, regardless of
the level but to the same sport at 6 months, showed strong
discriminative performance, as indicated by the AUC
(85.3% [77.4%–93.3%]). The statistical power of the
analysis was very high (β<0.1%). The optimal cut‐off point
for the Q‐FAAM‐F was 80.2 points out of 100, with a
sensitivity of 75.4% and a specificity of 87.9% (Figure 5a).
These results indicate that the Q‐FAAM‐F has strong
discriminative validity for assessing RTS at 6 months.
Furthermore, the discriminative validity analysis comparing
the Q‐FAAM‐F and FAAM for RTS at 6 months showed
strong discriminative performance for both measures. No
significant difference was observed between the
Q‐FAAM‐F and FAAM, indicating that their ability to assess
RTS at 6 months is of a similar magnitude (Figure 5b).

DISCUSSION

The findings of this study demonstrate that the
Q‐FAAM‐F shows robust psychometric properties,
supporting its validity and reliability as a measurement

TABLE 2 This table shows the analysis of scores for the items of
the Q‐FAAM‐F. The distribution of these scores was symmetric and
without significant anomalies. However, Item 4 showed an
asymmetric distribution with a ceiling effect, as reflected in its higher
mean score (94.35 ± 13.27) and a negative skewness (−2.29). The
overall distribution of Q‐FAAM‐F scores aligns closely with that of the
total FAAM.

Item Mean ± SD Skewness

item1 82.11 ± 22.80 −1.21

item2 82.11 ± 23.03 −0.99

item3 78.29 ± 23.17 −0.80

item4 94.35 ± 13.27 −2.29

item5 78.54 ± 24.75 −0.84

item6 71.59 ± 28.63 −0.65

item7 71.02 ± 30.25 −0.71

item8 67.70 ± 29.63 −0.62

item9 75.22 ± 27.09 −0.85

item10 77.83 ± 26.85 −1.16

item11 67.95 ± 30.12 −0.55

item12 62.61 ± 34.96 −0.42

qFAAM_6mo_total 75.86 ± 21.68 −0.78

FAAM_6mo_total 78.73 ± 17.57 −1.28

Abbreviations: mo, months; qFAAM, the French version of the Quick FAAM
questionnaire; SD, standard deviation.

TABLE 3 This table shows the correlation analysis between
each item of the Q‐FAAM‐F and the total FAAM score (corrected and
uncorrected). There are moderate to strong correlations, ranging
from 0.66 to 0.82.

Item [r] [t] p [df] [r²]

item1 0.81 14.71 4.18e‐28 114 0.65

item2 0.73 11.28 2.84e‐20 114 0.53

item3 0.81 14.58 1.23e‐27 112 0.65

item4 0.67 9.71 1.42e‐16 113 0.45

item5 0.74 11.48 1.37e‐20 111 0.54

item6 0.82 15.01 3.39e‐28 108 0.68

item7 0.79 13.81 7.61e‐26 111 0.63

item8 0.79 13.45 4.72e‐25 111 0.62

item9 0.68 9.82 7.50e‐17 114 0.46

item10 0.66 9.38 8.20e‐16 113 0.44

item11 0.73 11.03 2.13e‐19 108 0.53

item12 0.74 11.43 2.98e‐20 107 0.55

[uncorrected_qFAAM] 0.95 32.28 1.12e‐55 103 0.91

[corrected_qFAAM] 0.81 13.85 2.96e‐25 103 0.65

Abbreviations: corrected_qFAAM, adjusted or normalised composite score
from the Q‐FAAM‐F questionnaire; df, degrees of freedom; mo, months;
qFAAM, the French version of the Quick‐FAAM questionnaire Q‐FAAM‐F;
r, Pearson correlation coefficient; r², coefficient of determination (explained
variance); t, t‐statistic from correlation analysis; uncorrected_qFAAM, raw/
uncorrected composite score from the Q‐FAAM‐F questionnaire.
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tool. The internal consistency of the Q‐FAAM‐F was
excellent, with strong inter‐item correlations and mod-
erate to strong correlations between individual items
and the total FAAM score. Convergent validity was
confirmed through high correlations with the FAAM and
other relevant questionnaires, while divergent validity
was evidenced by the absence of correlation with the

CAIT for the nonoperated limb. The discriminative
validity of the Q‐FAAM‐F was also established, with
strong performance in distinguishing between CLAI
and non‐CLAI participants and in RTS at 6 months.
Notably, the Q‐FAAM‐F diagnostic performance for
stability was comparable to that of the full FAAM.

In comparing this study results with those of Hoch
et al. [18], we observed no significant differences in the
distribution of scores, as indicated by the absence of
items with skewness values exceeding the ± 1.96
threshold, suggesting symmetrical data. Specifically, the
total scores for the Q‐FAAM‐F and FAAM in our cohort
were 75.86%± 21.68% and 78.73% ± 17.57%, respec-
tively, which are comparable to the findings reported by
Hoch et al. [18], where the English Quick‐FAAM and the
original English FAAM total scores were 70.31 ± 16.60%
and 81.21 ± 14.07%. However, it is worth noting that
Item 4 in our study showed a ceiling effect at 6 months,
consistent with earlier recovery of basic ADL in post-
operative CLAI cohorts; this may limit discrimination
among higher‑functioning patients at later stages.
Future assessments at > 6–12 months and in athletic
subgroups could clarify responsiveness and potential
item targeting. Despite this, the overall distribution of the
data did not reveal any abnormal patterns, aligning with
the expectations of typical response distributions in the
context of the instruments used.

In line with the findings of Hoch et al. [18], where no
items were removed due to weak corrected item‐total
correlations (all r‐values ≥ 0.61), our study also dem-
onstrated moderate to strong correlations between
each item and the FAAM, with r‐values ranging from
0.66 to 0.82. These results suggest robust convergent
validity between the items of the Q‐FAAM‐F and

TABLE 4 The convergent validity analysis showed a strong
correlation between the Q‐FAAM‐F and the FAAM (r = 0.95) as well
as with other questionnaires, including the FAOS, ALR‐RSI, VAS
and CAIT of the operated limb. In contrast, no correlation was
observed with the CAIT of the nonoperated limb.

Item [r] [t] p df [r²]

ALR_6mo_total 0.74 10.62 9.93e‐18 93 0.55

FAOS_6mo_Pain 0.86 16.24 6.90e‐29 93 0.74

FAOS_6mo_Stiffness 0.78 11.97 1.57e‐20 93 0.61

FAOS_6mo_qol 0.88 18.13 2.74e‐32 93 0.78

FAOS_6mo_total 0.90 19.79 4.24e‐35 93 0.81

FAAM_6mo_sports 0.98 56.18 4.31e‐79 103 0.97

FAAM_6mo_activites 0.85 16.49 1.18e‐30 103 0.73

FAAM_6mo_total 0.95 32.28 1.12e‐55 103 0.91

EVA_6mo_total −0.73 −10.04 2.38e‐16 90 0.53

CAIT_6mo_op 0.77 12.32 5.58e‐22 103 0.60

CAIT_6mo_non_op 0.08 0.82 4.11e‐01 103 0.01

Abbreviations: df, degrees of freedom; mo, months; non_op, nonoperated
ankle; op, operated ankle; qol, quality of life, r, Pearson correlation coefficient;
r², coefficient of determination (explained variance); t, t‐ statistic from
correlation analysis.

F IGURE 4 (a) The discriminative performance analysis regarding stability showed strong results, with the AUC indicating high
discrimination. For the Q‐FAAM‐F at 6 months, the optimal cut‐off was 78.1 points out of 100, with a sensitivity of 81.3% and a specificity of
85.4%. (b) the discriminative validity analysis comparing the Q‐FAAM‐F and FAAM for stability at 6 months showed that there is no significant
difference in the diagnostic performance between the Q‐FAAM‐F and FAAM, indicating that their ability to assess stability at 6 months is of a
similar magnitude. AUC, area under the curve; qFAAM, Q‐FAAM‐F; ROC, receiver operating characteristic.
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the FAAM, consistent with the correlation patterns
observed in the English validation of the Quick‐FAAM.

Consistent with the findings of Hoch et al. [18], which
reported acceptable redundancy across items (average
r = 0.59) and excellent internal consistency (α = 0.94),
the present study also demonstrated similar inter‐item
redundancy, with an average r‐value of 0.65. Further-
more, our study revealed excellent internal consistency
(α = 0.96), along with other indicators of reliability. These
results align closely with those reported in the English
version of the Quick‐FAAM [15–18].

Furthermore, discriminant validity analyses led to
determine a cut‐off in this study for Q‐FAAM‐F re-
garding the presence of CAI and level of RTS, which
may be beneficial in clinical practice. Regarding dis-
criminant validity, we prespecified that CAIT of the
nonoperated limb should show negligible correlation
with Q‑FAAM‑F since it taps perceived instability of an
unaffected ankle; the observed noncorrelation supports
discriminant properties.

From all the above, we see that the psychometric
properties of Q‐FAAM‐F align with those of the English
version of Quick‐FAAM, making it a valid and reliable
instrument to be used in French‐speaking patients.

Regarding clinical relevance, the derived thresholds
(≈ 78/100 for CAI status; 80/100 for RTS at 6 months)
provide actionable markers for postoperative review.
Patients scoring below these values may warrant tar-
geted rehab, psychological readiness assessment
(ALR‑RSI), or delayed RTS clearance.

Regarding limitations, although the study design is
prospective with repeated measures, our primary
analysis is cross‑sectional at 6 months, limiting longi-
tudinal inferences about change. Additionally, the

external validity of our findings may be questioned due
to the specific patient population included in the study,
as it primarily involved individuals with ankle instability
who underwent ankle ligament reconstruction. This
focused sample may limit the generalisability of the
results to other patient populations or those with
different foot and ankle pathologies. However, despite
this limitation, the Q‐FAAM‐F demonstrated strong
correlations with established outcome measures, such
as the FAAM, FAOS, ALR‐RSI and CAIT, which are
widely used in various foot and ankle disorders. These
findings support the potential applicability of the
Q‐FAAM‐F to broader clinical contexts, even though its
validation in more diverse populations is warranted.
Regarding structural validity, no structural validity
(factor/Rasch) analyses were done. Given that the
Quick‑FAAM is a reduced item set intended to reflect a
single latent construct, future work should evaluate
unidimensionality (e.g., CFA with fit indices or Rasch
analysis) and local dependence. This would comple-
ment classical test statistics and inform potential item
re‑targeting in French. Moreover, no a priori sample
size calculation. We acknowledge this as a limitation.
The achieved sample (N = 275) provides narrow CIs
around α and large‑effect correlations (e.g., r ≥ 0.5) and
adequate precision for AUC estimates.

No test–retest reliability was performed in a clinically
stable window because repeated stable‑state mea-
surements were not collected. Therefore, ICC, SEM and
MDC could not be estimated. These are identified as
priorities for future work. Since results of the current
studies are really similar to those obtain from Hoch et al.
[15–18], it might be reasonable to comparable test‐
retest test‐retest reliability (ICC= 0.82).

F IGURE 5 (a) The discriminative validity analysis regarding RTS showed strong discriminative performance, as indicated by the AUC
(85.3% [77.4%–93.3%]). The optimal cut‐off point for the Q‐FAAM‐F was 80.2 points out of 100, with a sensitivity of 75.4% and a specificity of
87.9%. (b) The discriminative validity analysis comparing the Q‐FAAM‐F and FAAM for RTS at 6 months showed strong discriminative
performance for both measures. No significant difference was observed between the Q‐FAAM‐F and FAAM, indicating that their ability to assess
RTS at 6 months is of a similar magnitude. AUC, Area under the curve; qFAAM, Q‐FAAM‐F; ROC, receiver operating characteristic.
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Concerning generalisability, this is a single‑centre
cohort of postoperative CLAI patients; not generalisable
to children or nonoperative cohorts without further vali-
dation. Although conducted at a single French centre,
the language adaptation and inclusive eligibility support
applicability to French‑speaking populations broadly.

Lastly, further investigations should be conducted to
determine the cut‐off to discriminate between ankle
sprain copers and CAI patients. Results from Hoch
et al. 2020 revealed that the cutoff score differentiating
between the groups was 94.79%.

CONCLUSION

The Q‑FAAM‑F is a valid and reliable PROM for
French‑speaking patients after AALR for CLAI. At
6 months, the instrument shows: Cronbach's α = 0.96;
convergence with FAAM (r = 0.95); and discriminant
thresholds of 78/100 for CAI status (Se 81.3%, Sp
85.4%) and 80/100 for RTS (Se 75.4%, Sp 87.9%).
These precise values may assist clinical monitoring
and RTS decision‑making.
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