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Abstract

Decreased neurocognitive performance in individuals with self-reported attention deficit hyperactivity disorder (ADHD) and learning disabil-
ity (LD) is well documented in the neuropsychological research literature. Previous studies employing paper-and-pencil neurocognitive assess-
ments report lower performance in individuals with ADHD and LD. The purpose of the current study was to examine the influence of a self-
reported diagnosis of LD, ADHD, and combined LD/ADHD on baseline computerized neurocognitive testing (CNT) used for the concussion
assessment. Results revealed athletes with a self-reported diagnosis of LD, ADHD, and/or combined LD/ADHD demonstrated lower perform-
ance on baseline CNT and reported larger numbers of symptoms than did control athletes without these diagnoses. These findings provide evi-
dence for the development of separate normative data for athletes with LD, ADHD, and LD/ADHD diagnoses on CNT batteries commonly used
for concussion management.

Keywords: ADHD; LD; Computerized neurocognitive testing; InPACT

Introduction

Computerized neurocognitive testing (CNT) is one component in a comprehensive approach to managing sport-related con-
cussion (along with symptom reports, balance assessment, and vestibular screening), as advocated for in current concussion con-
sensus statements (McCrory et al., 2009). CNT provides objective data that informs clinical management and return-to-play
decisions made by the sports medicine practitioner (Broglio, Ferrara, Macciocchi, Baumgartner, & Elliott, 2007; Elbin,
Schatz, & Covassin, 2011; Lau, Collins, & Lovell, 2011, 2012; Lau, Lovell, Collins, & Pardini, 2009; Schatz, 2010; Schatz,
Kontos, & Elbin, 2012; Schatz, Pardini, Lovell, Collins, & Podell, 2006). Ideally, CNT includes a pre-injury assessment (i.e., base-
line), which allows the practitioner to make comparisons between post-concussion and pre-injury cognitive performance (Van
Kampen, Lovell, Pardini, Collins, & Fu, 2006). However, baseline data are not always available, necessitating the use of normative
CNT values for injured athletes (Echemendia et al., 2012).

Factors such as age (Field, Collins, Lovell, & Maroon, 2003), sex (Covassin, Elbin, Harris, Parker, & Kontos, 2012), and culture
(Tsushima, Oshiro, & Zimbra, 2008) have been shown to influence the baseline CNT performance and need to be considered when
interpreting comparisons with normative CNT data. Other factors such as attention deficit hyperactivity disorder (ADHD) and
learning disability (LD) may also influence the baseline test performance (Silver et al., 2008). In fact, in the most recent
Concussion in Sports Consensus Statement (McCrory et al., 2009), both ADHD and LD are referred to as “modifiers” that
need to be considered when assessing and managing concussion. Moreover, researchers estimate that between 1.6 and 3.8
million sport-related concussions occur in the USA each year (Langlois, Rutland-Brown, & Wald, 2006), and recent reports
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indicate that there are approximately 144,000 annual ER visits for concussion in children ages 0—19 (Meehan & Mannix, 2010).
Given that the conservative combined rates of LD and ADHD start at 6.4% (assuming 4% prevalence and a co-morbid overlap of
20%), approximately 102,400 athletes with a sport-related concussion each year may have LD or ADHD. It is therefore surprising
that there is limited research on the influence of ADHD and LD on baseline CNT performance and their individual and combined
effects on normative data.

ADHD is defined by chronic and impairing behavior patterns characterized by a combination of abnormal levels of hyperactiv-
ity, inattention, and impulsivity (Penttila, Rintahaka, & Kaltiala-Heino, 2011). Characteristic symptoms of persons with ADHD
include low frustration tolerance (Skirrow, McLoughlin, Kuntsi, & Asherson, 2009), poor self-esteem (Glass, Flory, Martin, &
Hankin, 2011), and academic difficulties (Birchwood & Daley, 2012). ADHD affects 4%—10% of all children in the USA
(Merikangas et al., 2010). Although typically diagnosed during childhood, recent studies suggest that 65%—85% of children
with ADHD continue to meet the diagnostic criteria throughout adolescence and into adulthood (Biederman et al., 2006;
McGee, Partridge, Williams, & Silva, 1991; Penttila et al., 2011). There are limited data on the prevalence of ADHD in athletic
populations; however, prevalence rates in high school and collegiate athletes are assumed to reflect those in the general population
(Putukian et al., 2011).

A learning disability is defined by the Diagnostic and Statistical Manual of Mental Disorders (DSM) as learning disorders that
are diagnosed when an individual’s achievement on individually administered, standardized tests in reading, mathematics, or
written expression is substantially below that expected for age, schooling, and level of intelligence (American Psychiatric
Association, 2000, p. 49). Recent reports have documented a high co-morbidity rate among LD and ADHD with approximately
19%—26% of children with either disorder in the USA being diagnosed with both disorders (Barkley, 2003a, 2003b). As a result,
LD and ADHD have been referred to by researchers as “overlapping spectrum disorders” (Mayes, Calhoun, & Crowell, 2000).
Individuals who are diagnosed with one or both of these disorders also tend to demonstrate lower performance on paper—
and-pencil-based neurocognitive test batteries (Mayes et al., 2000). However, little is known about the effects of LD and
ADHD on CNT.

Researchers have documented executive functioning deficits in the areas of inhibition sustained attention (Barkley, 1997;
Pennington & Ozonoff, 1996), complex problem solving, verbal learning, and memory in children, adolescents, and adult popula-
tions with diagnosed ADHD (DuPaul et al., 2001; Hoffman & DuPaul, 2000; Johnson et al., 2001; Seidman et al., 2005, 2006).
Similarly, poor executive functioning and working memory have been documented in persons diagnosed with LD (Silver et al.,
2008). Recent studies have examined the influence of these combined factors on neurocognitive performance and have concluded
that both LD and ADHD together present an additive difficulty leading to worse neurocognitive performance on measures of
reading, working memory, processing speed, response inhibition, phonological awareness, and set shifting (Purvis & Tannock,
1997; Willcuttetal., 2001). Seidman, Biederman, Monuteaux, Doyle, and Faraone (2001) examined neurocognitive performance
in children (ages 6—17) diagnosed with both LD and ADHD and reported significantly more impairment on neurocognitive tests of
executive and nonexecutive functioning than ADHD children without LD. These results have been supported in other studies that
highlight neurocognitive deficits associated with the combined diagnosis of LD and ADHD (Jakobson & Kikas, 2007).

The effects of LD and ADHD on CNT performance is understudied, but warranted based on previous research evaluating neu-
rocognitive function on paper-and-pencil tests. Collins and colleagues (1999) reported decreased baseline performance on the
Trail-Making Test Form B and the Symbol Digit Modalities test for athletes associated with diagnosed LD and a history of con-
cussion. This paper was the first to support the influence that LD and ADHD may have on concussion outcomes including neuro-
cognitive test performance. These researchers suggested that clinicians should consider LD and ADHD status when using
neurocoghnitive testing following concussion. Recent research demonstrates that men and high school athletes with ADHD and
LD are more likely to have an invalid baseline (e.g., score below pre-determined cutoffs, reflective of inadequate effort) on com-
puterized neurocognitive batteries (Schatz, Moser, Solomon, Ott, & Karpf, 2012), and other researchers report significant relation-
ships between ADHD and LD to performance on verbal and visual memory in professional football players (Solomon & Haase,
2008). The Zurich Consensus Statement suggested that both LD and ADHD are modifiers that should be considered in concussion
management (McCrory et al., 2009). However, there are no empirical data provided in the Zurich Consensus Statement or subse-
quent literature that examines the role of ADHD and LD alone or combination, in regard to concussion outcomes such as CNT
performance.

The purpose of the current study was to compare performance on a CNT battery commonly used for assessing concussion
between four groups of athletes: (a) athletes with ADHD, (b) athletes with LD, (c) athletes with both ADHD and LD, and (d) ath-
letes without ADHD and LD (i.e., controls). It was hypothesized that athletes with either ADHD or LD alone would score lower
than healthy controls. It was also hypothesized that athletes with both ADHD and LD would score lower than healthy controls and
athletes with either ADHD or LD alone. A secondary purpose of the study was to propose new ADHD- and LD-adjusted normative
computerized neurocognitive data for a commonly used CNT.
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Methods
Design

A cross-sectional design was used for the current study. The independent variables were diagnoses of ADHD and/or LD. The
dependent variables were CNT scores (i.e., verbal memory, visual memory, reaction time, processing speed) and symptom scores
from the Immediate Post-concussion Assessment and Cognitive Test (ImPACT).

FParticipants

Participants were from a sample of 27,016 athletes (23,089 high school and 3,927 collegiate; 12,258 women and 14,458 men)
that completed the baseline INPACT test battery across the USA over a 2-year period (2009—-2011). Any athlete who reported
previous history of brain surgery, neurological disorder (e.g., epilepsy and/or seizures), substance abuse, or psychiatric disorder
(e.g., depression and/or anxiety) was excluded from the study. The remaining participants (N = 2,377) represented 8.8% of the
original sample and were grouped into one of four groups: (a) ADHD only (n = 882), (b) LD only (n = 396), (c) ADHD and
LD (n = 161), and (d) control (n = 938). Of note, the subsample of 938 controls was randomly selected from a larger sample
of 23,760, but this group was reduced to create similar sized groups. The representation of these groups to the overall sample is
similar to the published rates of ADHD, LD, and combined ADHD/LD in the general U.S. population (DuPaul et al., 2001;
Mayes et al., 2000; Merikangas et al., 2010). Demographic data for the ADHD, LD, LD/ADHD, and control groups are presented
in Table 1. There was a small but statistically significant between-groups differences with respect to age (Table 1), in which the
ADHD and LD groups were younger than the combined LD/ADHD group; as a result, age was used as a covariate (as described in
the “Data Analysis” section, below). There were no significant between-groups differences noted on concussion history. There
were more men than women within each group (Table 1). However, there were no sex differences between groups. A breakdown
of participants by sport for each group is presented in Table 2.

Measures

LD and ADHD Status. For the current study, participants indicated (i.e., yes/no) if they had ever been diagnosed with any LD and/
or ADHD on the demographic questionnaire that is administered with the InPACT test battery.

Immediate Post-Concussion Assessment and Cognitive Test. The InPACT CNT battery was used to assess neurocognitive func-
tion and symptoms at baseline. The ImPACT test comprises three general sections that include demographic information, the
22-item Post-Concussion Symptom Scale, and six neurocognitive test modules.

The first module evaluates attention processes and verbal recognition memory. Athletes are presented twice with a list of 12
words that remain on a screen for 750 ms at a time. Athletes are then tested for immediate recall by answering “yes” or “no”
when presented a list of 24 words. At the end of the sixth module (~20 min), athletes are presented with the same 24 words
and asked to answer “yes” or “no.” This test measures delayed memory of athletes. Tests are scored based on a total percentage
of correct answers.

The second module measures visual recognition memory and attentional processes. Athletes are presented with 12 designs that
remain on the screen for 750 ms at a time. Athletes are then tested for immediate recall by answering “yes” or “no”” when presented

Table 1. Demographic data for LD, ADHD, LD/ADHD combined, and control groups

Group Age* (M [SD]) Concussion History** (M [SD]) Sex

Men ‘Women
Control 15.35 (1.43)* 0.10 (0.40) 505 (54%) 433 (46%)
LD 15.47 (1.48)* 0.44 (5.30) 243 (61%) 153 (39%)
ADHD 15.32 (1.42)* 0.18 (0.59) 343 (73%) 239 (27%)
Combined LD/ADHD 15.80 (1.44) 0.35(0.88) 110 (68%) 51 (32%)
Total 15.39 (1.44) 0.20 (2.20) 1,501 (63%) 876 (37%)

Notes: LD = learning disability; ADHD = attention deficit hyperactivity disorder.
“Significantly different from the combined LD/ADHD group.

*p = .001.

*p = .08.
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Table 2. Participants by sport for ADHD, LD, and control groups

Baseline

Sport Percent n
American football 28.2 670
Soccer 16.6 395
Lacrosse 10.3 244
Basketball 7.4 176
Baseball 4.4 104
Wrestling 4.3 103
Track/cross-country 4.0 96
Cheerleading 3.8 90
Volleyball 3.7 89
Softball 3.7 89
Ice hockey 3.0 71
Field hockey 2.8 67
Tennis 1.7 40
Swimming/diving 1.3 30
Other 4.8 113

24 designs. At the end of the sixth module (~20 min), athletes are presented with the same 24 designs and asked to answer “yes” or
“no.” This test measures delayed memory and is scored on total percentage correct.

The third module evaluates visual working memory and visual processing speed by using a distractor task (choice reaction time)
and memory task (visual memory). Athletes are asked to right click if a red circle is presented and left click if a blue square is
presented for the distractor task. Athletes are then presented a random screen of X’s and O’s with three yellow X’s and/or O’s.
Athletes are presented the distractor test, followed by the same memory screen minus the yellow X’s and/or O’s. The athlete is
asked to click on the three previously illuminated yellow X’s and/or O’s. Athletes complete this module four times. They
receive a score for the number of errors on the distractor test, reaction time for the distractor test, and correct identification of
yellow X’s and O’s.

The fourth module measures visual processing speed, learning, and memory. Athletes are presented nine symbols matched with
nine numbers (1-9) on a screen. Below these pairings, a symbol is randomly presented. The athlete clicks on the matching number
as quickly as possible while at the same time remembering the number/symbol pairings. When an athlete clicks on the correct
number, the number will light up green. If the number was incorrect it will light up red. The athlete completes 27 trials. The
second phase to this test consists of the symbols disappearing from the top grid, and then randomly reappears below the grid.
The athletes click on the number that matches the symbol. Athletes receive an average reaction time score and a score for
memory recall.

The fifth module measures choice reaction time. Athletes are presented with the words one at a time: red, green, and blue. If the
word appears in the correct color, athletes click the left mouse button as fast as they can. Athletes receive areaction time score and a
score for the number of errors.

The sixth module measures visual motor response speed and working memory. Athletes are presented with three random letters
on the screen. Athletes are then asked to click in backwards order numbers “25 through “1” from a randomized 5 x 5 grid.
Athletes are asked to type in the three letters that appeared on the screen before the last number grid. Athletes complete this
module five times. Athletes receive a score for the correct number of letters and clicked numbers.

Verbal memory, visual memory, visual processing speed, and reaction time composite scores are provided by InPACT. The
ImPACT test takes approximately 25 min to complete. Reliability data on the InPACT composite scores range from 0.67 to 0.85
over a 7-day period (Iverson, Lovell, & Collins, 2003) and 0.62 to 0.85 over 1 year (Elbin et al., 2011). However, other researchers
have reported lower intraclass correlation coefficients ranging from 0.23 to 0.38 over the course of 45- and 50-day retest intervals
(Broglio et al., 2007) and have raised question over incremental validity of these computerized versions (Randolph, McCrea, &
Barr, 2005).

Procedures

University IRB approved this study as an exempt, de-identified medical records research study. Ideally and as recommended for
best practice, athletes reported in groups of 10—15 at a time to their own institution’s computer laboratory, where they were
explained the standardized test procedures and completed the baseline CNT battery (i.e., INPACT). However, in practice, the
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researchers acknowledge that variations of this recommended best practice may have occurred (e.g., more than 15 students at a
session, testing individually).

Data Analysis

Descriptive analyses (means, SDs, frequencies) were used to describe the sample. Prior to statistical analyses, invalid baseline
tests as per the test manufacturer’s criteria (i.e., impulse control composite score greater than 20) were excluded from the study. A
series of analyses of covariance (ANCOVAs; co-varied for age) with Bonferroni correction for multiple comparisons were con-
ducted to compare the neurocognitive performance and total symptom scores for the four groups (i.e., ADD, LD, ADD/LD,
control). Post hoc pairwise comparisons were used to determine which groups differed significantly from one another.
Statistical significance was set at a multiple comparison corrected p < .01 and all statistical analyses were conducted using
SPSS 21.0 (IBM Corp., 2012).

Results

The results of a series of ANCOVASs (co-varied for age) with Bonferroni correction for multiple comparisons revealed signifi-
cant differences between the four groups on verbal—F(3; 2,372) = 11.02, p = .001, n2 = 0.014—and visual—F(3; 2,372) =
11.59, p = .001, n* = 0.014—memory, visual processing speed—F(3; 2,372) = 71.16, p = .001, > = 0.08, reaction time—
F(@3; 2,372) = 37.61, p = .001, n2 = 0.05, and total symptoms—F(3; 2,372) = 16.27, p = .001, ”’72 = 0.02. Examining the
post hoc comparisons revealed that the control group demonstrated significantly higher performance on all ImnPACT composite
scores and reported fewer baseline symptoms than the LD, ADHD, and LD/ADHD groups. Means, standard deviations, and add-
itional post hoc comparisons for all composite scores and baseline symptoms are presented in Table 3.

Discussion

The primary purpose of the current study was to investigate the individual and combined influence of self-reported diagnosis of
LD and ADHD on the baseline administration of the popular neurocognitive test used for concussion assessment and management.
The results indicated that groups of athletes who self-reported a diagnosis of LD, ADHD, and/or combined LD/ADHD demon-
strated significantly lower baseline performance on all INPACT composite scores and endorsed a significantly greater number
of symptoms than control athletes without these diagnoses. These data are similar to those previously reported by researchers
who documented lower neurocognitive performance in individuals with LD and ADHD diagnoses (Seidman et al., 1995,
2001, 2006). The current findings highlight the importance of the baseline or the “pre-injury” assessment when using serial neu-
rocognitive testing for concussion management. Further, the results of the current study provide evidence for the development of
separate normative data for athletes with LD, ADHD, and LD/ADHD diagnoses on the InPACT neurocognitive test battery.

Decreased neurocognitive performance in individuals with ADHD and LD is well established in the neuropsychological litera-
ture. Previous studies, employing traditional paper-and-pencil neurocognitive assessments, report lower performance in indivi-
duals with ADHD (Barkley, 1997; Seidman, Biederman, Faraone, Weber, & Ouellette, 1997; Seidman et al., 1995, 2005) and
LD (Denckla, 1991; Seidman, 2006) on measures of executive functioning, sustained attention, learning, and memory. These

Table 3. Comparison of for control, LD, ADHD, and LD/ADHD

Control LD ADHD LD/ADHD 7’

M SD M SD M SD M SD
Verbal memory 84.46 9.87 81.54%° 10.00 83.40° 9.73 81.38° 10.34 0.014
Visual memory 71.90 12.96 68.16° 13.50 69.45° 13.24 67.63 14.90 0.014
Visual motor® 37.05 7.36 31.58%° 6.64 35.92%cd 7.31 32.84%° 7.95 0.08
Reaction Time 0.59 0.08 0.63%04 0.09 0.60%4 0.09 0.63%° 0.10 0.05
Symptoms 3.07 4.05 3.94% 472 4.50° 4.83 4.45° 4.84 0.02

Notes: LD = learning disability; ADHD = attention deficit hyperactivity disorder. All between-groups post hoc differences at p < .01.
“Different from Control.

"Different from ADHD.

“Different from LD.

“Different from LD/ADHD.

“Visual Processing Speed composite score.
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earlier studies have substantiated the effects of ADHD and LD on neurocognitive performance on paper-and-pencil tests.
The current study extended these findings to a CNT (i.e., InPACT) designed specifically for the assessment of sport-related
concussion.

In the current study, the presence of LD alone, or in conjunction with ADHD (i.e., overlapping diagnosis), was associated with
lower neurocognitive performance on ImPACT when compared with athletes with only ADHD. The current finding is supported
by previous research (Jakobson & Kikas, 2007; Seidman et al., 1995; Silver et al., 2008) in which individuals with co-morbid LD
and ADHD performed worse on the Rey—Osterrieth Complex Figure and the Stroop test than individuals with ADHD only (i.e.,
without LD; Seidman et al., 1995). More recently, Seidman and colleagues (2001) reported that children with co-morbid LD and
ADHD diagnoses performed worse than children with ADHD without LD on measures of executive and non-executive functions.
These previous finding, together with the current results, support the hypothesis proposed by Seidman (2006) that suggests
that co-morbid ADHD and LD diagnoses lead to more severe deficits in executive functioning, including memory and attentional
dysfunction.

In addition, to the decreased performance on the neurocognitive domains of InPACT, athletes with LD, ADHD, and ADHD/
LD endorsed a significantly greater number of baseline concussion symptoms than controls. Literature on the relationship between
LD and ADHD and baseline concussion symptoms has been understudied. Perhaps, these increased baseline concussion symp-
toms are reflective of heightened awareness of “state-like” feelings associated with the LD and ADHD diagnoses. Previous
studies corroborate the influential relationship that LD and ADHD have on neurocognitive performance (Collins et al., 1999;
Seidman et al., 1995, 1997); however, little research has examined symptom reports and LD and ADHD. Nonetheless, these find-
ings should be interpreted cautiously and require replication in future research.

The current research represents the first study to examine the individual and combined influence of ADHD and LD on perform-
ance on a commonly used CNT and symptom report. The current findings, which are in agreement with previous studies using
paper-and-pencil neurocognitive tests (Seidman et al., 1995, 2001), should be used to inform baseline neurocognitive test admin-
istration and interpretations. Baseline CNT has been recommended as best practice by recent concussion position statements and
consensus papers (Guskiewicz et al., 2004; McCrory et al., 2009; Putukian et al., 2011). Baseline CNT provides the sports medi-
cine professional with a direct intra-individual comparison of pre- to post-injury performance. Although normative data for age
and gender for tests such as the INPACT test used in the current study have been published (Iverson et al., 2003), other variables
such as LD and ADHD have not been examined previously. The results of the current study suggest that LD and ADHD, and in
particular LD, may confound post-injury test interpretation if not accounted for through an adjusted baseline comparison.
Although researchers have recently questioned the utility of baseline computerized neurocognitive assessments (Echemendia
etal., 2012) over post-injury normative comparisons, they failed to acknowledge how LD and ADHD might adversely affect post-
injury only performance. The current study’s findings provide evidence that warrants consideration of LD, ADHD, and combined
LD/ADHD when interpreting neurocognitive test results.

Limitations

There are several limitations to the current study that should be acknowledged and addressed in future studies. The current data
were compiled from a retrospective medical-records review of computerized neurocognitive baseline data. Although invalid base-
lines were discarded, the authors recognize that variability in testing environment (i.e., group vs. individual testing) may have
influenced the results. In addition, the diagnosis of LD, ADHD, and LD/ADHD was based on self-reported data collected
during baseline testing. Future studies should corroborate such diagnoses with additional documentation (e.g., parent/guardian
corroboration, clinical exam/interview, medical records review) and consider examining the influence that the subtypes of
ADHD (e.g., inattentive, hyperactive) and LD (e.g., reading, arithmetic) may have on neurocognitive performance. Examining
sex differences on these ADHD and LD subtypes also warrants future study as previous research has documented that sex differ-
ences likely play arole in ADHD and LD subtypes (Bauermeister et al., 2007; Gross-Tsur et al., 2006). Additionally, this study did
not account for the effect medication and other treatments may have had on the neurocognitive performance of the ADHD group.
Previous work by Biederman and colleagues (2008) reported that attentional performance was higher in a sample of 15—-25-year
olds with ADHD who took stimulant medication compared with those who did not. Future research should consider the effect of
ADHD medication including dosage schedule on computerized neurocognitive performance. Finally, the current study did not
delineate between subtypes of LD such as reading and arithmetic subtypes.

Clinical Implications

Clinicians should be aware of premorbid factors such as ADHD or LD. Individuals who sustain a concussion often exhibit
acquired neurocognitive deficits (e.g., inattention, slowed processing, executive dysfunction) that present in a similar manner
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to a clinical diagnosis of ADHD or LD (Yeates et al., 2005). On an individual level, those with ADHD and LD tend to be fairly
heterogeneous in their clinical presentation, making baseline neurocognitive testing a valuable resource in clinical evaluation of
concussion. The current findings highlight the importance of gathering a detailed premorbid history during the clinical interview
and utilizing baseline neurocognitive testing. Furthermore, this study provides an important first step in examining the effects of
LD and ADHD on computerized neurocognitive performance. The magnitude of the effect sizes in this paper is very modest, and
the extent of potential clinical significance is simply unknown at this time. Knowing that an athlete has a history of LD or ADHD
may be an important factor in determining prognosis, recovery time, and making safe return-to-play decisions.

Conclusion

Athletes diagnosed with ADHD and/or LD performed significantly worse on CNT measures and endorsed more symptoms at
baseline compared with the control group. As a result, comparing these athletes to the current standard normative data can resultin
more difficult return to play decision-making (e.g., preventing athletes from returning due to lower neurocognitive test scores).
With specific baseline normative data for those diagnosed with ADHD and/or LD, treating clinicians will hopefully have a
more accurate understanding of their true neurocognitive abilities. Despite this, one should always use neurocognitive test
results as one of several important factors in return to play decisions. Results of the study also underscore the importance of in-
dividual baseline testing especially within a population(s) in which more variability is expected at baseline. As a result, clinicians
will hopefully improve their accuracy regarding return to play decisions for these athletes post-injury.
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