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ABSTRACT 

Qassım H. (2022). Cross-Cultural Adaptation, Reliability and Validity of VISA-A 

Questionnaire in Standard Arabic Language.Yeditepe University, Institute of 

Health Science, Department of Physiotherapy and Rehabilitation MSc thesis, 

İstanbul. 
This study aims to perform a Cross-Cultural Adaptation of the VISA-A questionnaire in 

standard Arabic language and to calculate the reliability and validity of this new version. 

Cross-cultural adaptation was carried out in accordance with established procedures. 75 

Arabic patients with Achilles Tendinopathy agreed to take part in the study and completed 

the questionnaire. Internal consistency was measured using Cronbach’s alpha. After two 

weeks the Test-retest reliability was calculated using the Intraclass correlation coefficient. 

Spearman correlation coefficient was used to calculate construct validity with Lower 

Extremity Functional Scale (LEFS) was calculated. To assess measurements errors 

(SEM) and (MDC) were calculated.The internal consistency of the Arabic Victorian 

Institute of Sport Assessment-Achilles Tendon was excellent, with a Cronbach's alpha 

of.87. The test-retest reliability was outstanding (Intraclass Correlation Coefficient was 

.91).Correlation with Lower Extremity Functional Scale was high which reflects excellent 

construct validity (.83). Standard Error Measurement (SEM) was 2.37 and at the 

individual level, Minimal Detectable Change MDC was 6.57 and 1.3 at the group level. 

Arabic Victorian Institute of Sport Assessment-Achilles Tendon was created.  Internal 

consistency, test-retest reliability, and construct validity were all excellent in this tool. In 

the Middle-East and Africa region, the questionnaire is appropriate for Achilles 

Tendinopathy patients. 

 

Keywords: VISA-A questionnaire, standard Arabic language, cross-cultural adaptation, 

Validity, Reliability, VISA-A questionnaire translation. 
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ÖZET 

Qassım H. (2022). VISA-A Anketinin Standart Arapça Dilinde Kültürler Arası 

Uyarlaması, Güvenilirliği ve Geçerliliği. Yeditepe Üniversitesi Sağlık Bilimleri 

Enstitüsü,Fizyoterapi ve Rehabilitasyon ABD. Yüksek Lisans Tezi. İstanbul 

Gereç ve yöntemler: Kültürler arası adaptasyon kılavuzlara göre yapıldı.  75 Aşil 

Tendinopatili Arap hasta çalışmaya katılmayı kabul etti ve anketi doldurdu.  İç tutarlılığı 

değerlendirmek için Cronbach alfası hesaplandı.  Test-tekrar test güvenilirliği, sınıf içi 

korelasyon katsayısı hesaplanarak 2 hafta sonra değerlendirildi.  Yapı geçerliliğini 

değerlendirmek için Alt Ekstremite Fonksiyonel Ölçeği (LEFS) ile Spearman korelasyon 

katsayısı hesaplandı.  Ölçüm hatasını değerlendirmek için Standart Ölçüm Hatası (SEM) 

ve Minimum Saptanabilir Değişiklik (MDC) hesaplandı.Sonuç: Arap Victorian Spor 

Değerlendirme Enstitüsü-Aşil Tendonu mükemmel bir iç tutarlılığa sahipti, Cronbach 

alfası .87 idi.  Test-tekrar test güvenilirliği mükemmeldi (Sınıf İçi Korelasyon Katsayısı 

.91 idi).  Alt Ekstremite Fonksiyonel Ölçeği ile korelasyon yüksekti ve bu da mükemmel 

yapı geçerliliğini yansıtıyordu (.83).  Standart Hata Ölçümü (SEM) 2.37 ve Minimal 

Saptanabilir Değişiklik MDC'si bireysel düzeyde 6.57 ve grup düzeyinde 1.3 

idi.Sonuçlar: Arapça Victorian Spor Değerlendirme Enstitüsü-Aşil Tendonu üretildi.  

Araç, mükemmel bir iç tutarlılık, test-tekrar test güvenilirliği ve yapı geçerliliği gösterdi.  

Anket, Orta Doğu ve Kuzey Afrika bölgesindeki Aşil Tendinopatili hastalarda kullanıma 

uygundur. 

 

 Anahtar Sözcükler: VISA-A anketi, standart Arap dili, kültürler arası uyarlama, 

Geçerlilik, Güvenilirlik, VISA-A anket çevirisi. 
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1. INTRODUCTION AND PURPOSE 

1.1 Introduction 

The Achilles tendon (AT) is the human body's strongest and thickest tendon, connecting 

the foot (the calcaneus bone) with the leg (Tibia and Fibula) [1]. AT pathologies can 

either be due to acute injury or due to chronic background called Achilles tendinopathies 

(ATP) one of its inflammation of the tendon is called Achilles tendinitis (ATT) [22]. 

ATP is a disease that affects both athletes and non-athletes. Achilles tendinopathy records 

6-17% of all running injuries, and 7% of military trainees suffer from tendinopathy [20], 

It is an overload injury and can influence the distal insertion or the mid-portion of the 

tendon [3], According to observational data, competitive athletes have a lifetime 

incidence of Achilles tendinopathy of 24%, with 18% of those under 45 years old 

suffering from it [2].  

According to studies, the force exerted on the Achilles tendon when running is 6–8 times 

that of the bodyweight [4]. Predisposing factors are grouped into 2 groups: intrinsic and 

extrinsic factors, Intrinsic Risk Factors (sex, age, weight, and height) [6], one study 

showed that, in their young group, there was no notable change in blood flow between 

different genders, while male patients in the elderly population had a lower rise in AT 

blood flow than female patients. [23]. And one study showed that the male gender was a 

significant risk factor for non-operative re-rupture [24]. 

 

Therapeutic medicines (corticosteroids, antibiotics), ambient variables, and physical 

activity-related elements, such as training pattern, technique, and equipment, are 

examples of extrinsic factors. [6]. 

The medical history and physical examination of the patient are used to diagnose ATT. 

Pain is a symptom that appears later in the disease process. Stiffness in the morning or 

stiffness after a period of inactivity is a typical symptom. Pain is most common in athletes 

at the start and finish of a training session. 

In severe cases, pain takes place at rest [20], ATR is a disruption in the conjoined tendon 

of the gastrocnemius and soleus muscles, usually around 2-6 cm proximal to the tendon 

insertion into the calcaneus [5], The best diagnostic tool is a clinical examination [20]. 
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According to one meta-analysis study, operation treatment resulted in a considerable 

reduction in re-rupture (2.3 percent) when compared to non-operative treatment (3. 9 

percent). The final decision on the treatment of acute ATR should be based on shared 

decision-making [8]. 

 

The average time to RTP with surgical treatment is 6 to 9 months, and 6 to 8 months with 

non-surgical treatment. Sports that require a lot of acceleration and jumping can take a 

long time (up to 12-months) [21]. 

 
96 percent of professional male football players who had surgery to repair an ATR 

returned to the same level of competition within 7-9 months, however, 18 percent did not 

return to the same level of competition within the first two sessions after their return, with 

those who had a re-rupture being at a higher risk. [39]. 

One study showed that the players who RTP after ATR, the performance affected only in 

the season immediately following the injury, and players able to return to pre-injury levels 

if allowed to play more than 1 season after the injury [40]. 

The proper way to prevent sports injuries is to improve the agility of a football player 

when designing training, the use of weight training combined with strength and 

endurance, container training, a ball game in converted spaces, sprints with changing the 

direction. Using training methods of speed, agility, and speed, neuromuscular training 

program, or muscular program, all of them have proven to be effective [41]. 

 
In 2007, assessment tools have become a vital part of assessing therapy success [9]. Like, 

Lower Extremity Functional Scale (LEFS), Foot and Ankle Disability Index (FADI), Foot 

and Ankle Outcome Score (FAOS), American Orthopedic Foot and Ankle Score 

(AOFAS), and the Victorian Institute of Sport Assessment-Achilles (VISA-A) 

questionnaire are some of the tools used to assess the condition's impairment and 

functional limitations. 

 

LEFS is a functional status scale for people with musculoskeletal lower extremity 

problems. FADI and FAOS are both area-specific outcome measures that evaluate the 

ankle and foot region. FADI focuses on the functional evaluation, whereas FAOS, a 

modification of the Knee Injury Osteoarthritis Outcome Score, evaluates a variety of 
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ankle and foot symptoms and restrictions. VISA-A, on the other hand, is the only disease-

specific, valid, and accurate health outcome indicator for Achilles Tendinopathy. [29], 

and it is one of the most widely used these days [10]. 

 

In 2001, The VISA-A was designed to evaluate ATP symptoms and their impact on 

physical activity [12]. 

The Victorian Institute of Sport Assessment-Achilles questionnaire (VISA-A) was 

created by Robinson as a self-administered questionnaire to examine results. 

It is thought to be the most specific functional questionnaire for determining the location 

and degree of ATP. 

It can be self-administered and is easily understood by patients. It also aids the clinician 

in evaluating the symptoms and effects of physical exercise, comparing and determining 

clinical indicators, and monitoring therapy effectiveness. [13]. 

For systemetic usage, the VISA-A, like any other self-administered questionnaire, must 

meet reliability criteria. These reliability criteria consist of having good internal 

consistency ( Cronbach's alpha) which is .9, test-retest reliability ( intraclass correlation 

coefficient [ICC] which is .93), and parallel forms reliability (correlation coefficients of 

the questionnaire score compared with other similar scales). 

Reliability, on the other hand, is a feature that is dependent on the specific set of subjects 

on whom it is performed. As a result, Internal consistency, test-retest reliability, and 

parallel-forms reliability are all variables that can change. depending on the 

questionnaire's application. [12]. 

The VISA-approved application is in its final form. The eight questions on the 

questionnaire included the three domains of pain (questions 1-3), function (questions 4-

6), and activity (questions 7-8). Questions one through seven are graded on a scale of one 

to ten, with question eight carrying a maximum score of thirty. The questionnaire assigns 

a score between 0 and 100, with 0 indicating the maximum possible severity and 100 

indicating an asymptomatic patient. 

Participants must only respond to part A, B, or C to question 8. If a player is in pain while 

participating in sports, he or she will lose at least 10 and maybe 20 points [15]. 
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1.2 Importance of Research 

In 2001, the Origin version was created for the English-speaking community. Cross-

cultural adaptation is necessary and required since the source language and culture in 

which the original questionnaire was prepared differs significantly from those in the 

Middle East and North Africa, where it will be used. 

Respondents are expected to understand the translated questionnaire's ideas and concepts 

in the same way that they did the original form. Respondents across cultures would have 

the same perspective, content, and idea about the study if questionnaires were cross-

culturally adapted. Cross-cultural adaptation is also necessary to ensure that the original 

version's notions have a similar or equivalent meaning in the target community [13]. 

1.3 Aim of The Study 

VISA-A has been translated and approved in a number of languages, but there is no 

Arabic version of this instrument. The goal of this research is to create an Arabic version 

of the VISA-A and to evaluate its reliability and construct validity. 

Because there is currently no Arabic version of the VISA-A Questionnaire, the goal of 

this study was to translate, culturally adapt, and validate it for the Arabic-speaking 

population. 

This study hypothesizes that the VISA-A Arabic version has high validity and reliability 

score. 

1.4 Specific Objective  

- Age, Gender, Hight, Weight, Educational Level, Duration of symptoms, fitness 

level, Health status. 

- To determine the relation between VISA-A score and NSAID. 

- To determine the incidence of ATP between males and females. 

- To determine the relation between VISA-A score and LEFS. 

- To determine the relation between VISA-A score and Operative statuse. 
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1.5 Defenitions 

• BMI (Body Mass Index); Body Mass Index (BMI) is a person’s weight in kilograms 

divided by the square of height in meters. 

• Incidence; It refers to the number of individuals who develop a specific disease or 

experience a specific health-related event during a particular time period. 
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2. LITERATURE REVIEW 

2.1 Literature Review 

ATP is a disease that affects both athletes and non-athletes. Achilles tendinopathy records 

6-17% of all running injuries, and 7% of military trainees suffer from tendinopathy [20], 

It is an overload injury and can influence the distal insertion or the mid-portion of the 

tendon [3], According to observational data, competitive athletes have a lifetime 

incidence of Achilles tendinopathy of 24%, with 18% of those under 45 years old 

suffering from it [2].  

According to studies, the force exerted on the Achilles tendon when running is 6–8 times 

that of the bodyweight [4]. Predisposing factors are grouped into 2 groups: intrinsic and 

extrinsic factors, Intrinsic Risk Factors (sex, age, weight, and height) [6], one study 

showed that, in their young group, there was no notable change in blood flow between 

different genders, while male patients in the elderly population had a lower rise in AT 

blood flow than female patients. [23]. And one study showed that the male gender was a 

significant risk factor for non-operative re-rupture [24]. 

Therapeutic medicines (corticosteroids, antibiotics), ambient variables, and physical 

activity-related elements, such as training pattern, technique, and equipment, are 

examples of extrinsic factors. [6]. 

The VISA-A questionnaire was developed for English –speaking populations and has 

already been translated for the Italian, Turkish, French, Persian, Portuguese, Chinese, 

Filipino, German, Swedish, Chilean, Danish, and Spanish. It is for this reason that it is 

required to translate it into Arabic, culturally adapt, and validate it 

[15,16,18,19,26,27,28,29,30,31,33,34,35,121]. 
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2.2 Anatomy 

The talus inserts into the mortise produced by the tibial plateau, as well as the tibia and 

fibular malleoli, in the ankle, which is a synovial, hinge type joint. This anatomical 

conformation allows movement along just one axis, the sagittal axis, which produces the 

Dorsiflexion and Plantarflexion movements [42]. The usual range of motion for DF is 10-

20 degrees [44,45,46], and for PF is 23-56 degrees [43,45,46].  

2.2.1 Bone Anatomy 

The distal tibia and fibula, seven tarsals, five metatarsals, and 14 phalanges make up the 

bones of the ankle and foot. [47]. 

 

Figure 1: Foot Anatomy, Gulick, D. (2018). Ortho notes [121]                                 

2.2.2 Ligaments Anatomy: 

3 ligaments provide lateral support to the ankle joint,  

The talofibular ligament joins to the talus distally and proximally on the anterolateral 

surface of the lateral malleolus. 

The calcaneofibular ligament joins to the calcaneus distally and proximally on the outside 

section of the lateral malleolus. 

The posterior talofibular ligament joins to the talus and calcaneus proximally and distally 

on the distal lateral section of the lateral malleolus [51]. 
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     Figure 2: Ligament Anatomy, laterak view, Gulick, D. (2018). Ortho notes [121]                                 

The Deltoid Ligament is made up of four ligaments that offer medial support. 

The anterior tibiotalar ligament connects the anteromedial section of the malleolus to the 

superior portion of the medial talus proximally and distally. 

The posterior tibiotalar ligament connects the medial malleolus to the talus and links 

distally to the medial malleolus. 

The tibionavicular ligament attaches to the medial surface of the navicular from the 

posterior to the anterior tibiotalar ligament. 

The tibiocalcaneal ligament joins to the calcaneus just below the apex of the medial 

malleolus proximally and distally [45].       

 

        Figure 3:   Ligament Anatomy, medial view, Gulick, D. (2018). Ortho notes [121]              
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   2.2.3 Muscular Anatomy 

The anterior compartment of the leg, which includes the anterior tibialis (main 

dorsiflexor), extensor halluces longus, peroneus, and extensor digitorum longus, is the 

ankle's dynamic stabilizer. 

Plantarflexor Muscles: The gastrocnemius, posterior tibialis, soleus, and plantaris are the 

muscles that make up the posterior compartment of the leg. The gastrocnemius and soleus 

(primary plantar flexor) provide dynamic ankle stability [48,49,50]. 

 

         Figure 4: Muscular Anatomy http://podiatryhq.com.au/foot-muscle-

strengthening/[128] 

These calf muscles (Gastrocnemius and soleus) connect the calcaneus bone through the 

strongest and thickest tendon in the whole human body which is Achilles Tendon [52]. 

2.3 Anatomy of the Achilles Tendon:  

The Achilles tendon connects the superficial posterior compartment of the leg to the 

calcaneus bone and is 12-15 cm long. 

The calf muscles have separate proximal origins; however, they share a united distal part 

known as the AT. The third posterior compartment muscle, the plantaris, has a weak 

tendon. 



 

10 
 

 

         Figure 5:  Achilles Tendon Anatomy,Brotzman, S. B., & Manske, R. C. (2011) 

[11]. 

 

The proximal tendomuscular junction of the AT is flat and broad, while the tendon's 

middle half is spherical. The tendon insertion in the posterior edge of the calcaneal bone 

is moon-shaped, with substantial medial and lateral projections [53]. 

The AT is wrapped by a peritenon, a thin connective tissue sheath that provides a gliding 

surface for the tendon and transmits blood flow. The peroneal artery supplies the 

circulatory supply for the middle section, whereas the posterior tibial artery supplies both 

the proximal and distal sections. In the intermediate location, 2-6cm from the calcaneal 

insertion site, the vascular supply to the AT is poor [54]. 

The AT's local blood supply varies according to age. The sural nerve and a minor supply 

from the tibial nerve provide innervation to the AT [53]. 
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2.4 The Function of AT: 

The primary PF of the ankle is the AT. Humans can jump and run more efficiently because 

the tendon has adapted to an upright position. In addition, it serves as a spring and shock 

absorber during gait [55]. 

2.4.1 Achilles Tendinopathies (ATP) 

ATP is a degenerative disorder that causes localized pain, edema, and decreased 

performance [56]. The majority of the time, a patient's history and clinical examination 

are used to make a diagnosis. Tendinitis, acute inflammation of the AT, should be 

distinguished from chronic tendinopathy. The cause of ATP remains uncertain [57]. 

ATP has split into two categories anatomically: insertional and non-insertional. 

Insertional ATP, which is more prevalent, has been linked to old age, obesity, diabetes, 

and inflammatory arthropathies [127]. 

The calcaneal insertion point is where degenerative changes in insertional tendinopathy 

occur, and the most common symptom is morning pain. Haglund's deformity [58] is 

caused by the insertion location of the AT being categorized and the calcaneal tuberosity 

being conspicuous. 

In non-insertional ATP, however, the lesion develops between 2 and 6 cm from the distal 

insertion point [59]. This is an area with a poor vascular supply and a common site for 

ATR [54]. Non-insertional tendinopathies have been linked to both partial and complete 

ATR. In 23 percent of tendons operated on for non-insertional tendinopathy, a partial 

rupture was discovered. In 23 percent of tendons operated on for non-insertional 

tendinopathy, a partial rupture was discovered [60] 

2.5 Injury Mechanism  

ATT is frequently characterized by slow onset over a period of time. Initially, the patient 

may dismiss the symptoms, which may appear at the start of an activity and then go away 

as the activity develops. After a period of prolonged sitting, symptoms may escalate to 

morning stiffness and discomfort when walking [122]. 

Repetitive weight-bearing sports, such as running or early-season conditioning, will 

aggravate the problem by increasing the duration and intensity too soon with insufficient 
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recovery time. The tensile strain around the medial aspect of the AT will be increased by 

strong compensatory pronation of the subtalar joint with simultaneous internal rotation of 

the lower leg due to a forefoot varus, tibial varum, or femoral anteversion [123]. 

  Reduced gastrocnemius and soleus complex flexibility can lead to increased pronation 

of the subtalar joint as a result of the reduced closed-kinetic chain. The tendon will get 

more inflamed if the patient continues to train, and the gastrocnemius-soleus musculature 

will become less efficient due to pain inhibition. The tendon may be heated and 

unpleasant to touch, as well as thickened, indicating that the problem is persistent [124]. 

A sudden forceful PF of the ankle is frequently the cause of ATR. Theoretically, the 

ruptured area has undergone degenerative changes and is more prone to rupture when 

subjected to increased tensile loading. Repetitive compensatory pronation at the subtalar 

joint to address structural aberrations of the forefoot and lower leg while walking and 

running may be the cause of the degenerative alterations. The medial portion of the AT 

may be subjected to greater tensile stress as a result of this pronation [61]. 

2.6 Incidence of ATP between athletes  

Acute AT rupture is one of the most common tendon injuries in adults, with rates ranging 

between 7 and 40 per 100,000 person-years [62,63,64]. 

Over the last decade, the number of AT ruptures has grown. This rising incidence is 

thought to be attributed to older individuals' increased participation in physical exercise 

[64,65,66]. According to studies, the majority of AT ruptures occur during sports 

involvement and particularly in middle-aged males, implying that male leisure sportsmen 

are the most vulnerable to these injuries [64,66,67,68]. 

Female athletes in the Women's National Basketball Association have 60 percent more 

injuries than male athletes in the National Basketball Association, with lower extremity 

injuries, according to a retrospective comparison of AT injuries between male and female 

professional players. Despite the fact that lateral ankle sprains account for the bulk of 

ankle injuries in the WNBA, ATR poses a career-threatening difficulty for professional 

athletes [69,70]. 

According to one study, there was no significant variation in blood flow between male 

and female participants in their young population, but male patients in the elderly 
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population had a lower rise in AT blood flow than female patients [23]. Another study 

found that both male and female runners had equal declines in AT cross-sectional area 

while running [71]. 

When compared to people without the disease or medication, patients with diabetes, 

hypertension, rheumatoid arthritis, and patients receiving orally administered 

corticosteroids had a lower ATR score at baseline (before rupture). Diabetes and oral 

corticosteroid medication had a negative impact on ATR score at follow-up, but none of 

the other comorbidities or oral corticosteroid treatment had a negative impact on ATR 

score change from baseline to follow-up [72]. 

During a half marathon race, 74.9 percent of professional runners used floor touch first 

with the heel, followed by 23.7 percent with the middle foot, and 1.4 percent with the 

front [73]. 

When compared to footwear runners, Almonroeder et al. found that barefoot runners 

employ the midfoot and forefoot, generating higher trust. Rearfoot runners, on the other 

hand, require greater cushioning in the rearfoot since they initially contact the ground 

with their heel. This running style is not only comfortable for the athlete, but it is also 

important for long distances in order to improve the racing economy [74]. 
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2.7 Treatment of ATP 

All kinds of ATP require non-operative treatment to ease pain, adjust limb alignment 

using orthotics, improve flexibility, and rectify training errors. In general, non-operative 

treatment comprises physical therapy that includes stretching and strengthening exercises, 

rest, and cryotherapy. Because ATP affects two different patient groups, treatment for 

younger athletes and older leisure athletes or non-athletes must be tailored to each 

individual [75]. Conservative treatment for active, athletic people with paratenonitis often 

includes modifying training programs (staged cross-training), NSAIDs, ice, massage, and 

rest [125]. Immobilization with a nonarticular solid molded ankle-foot orthosis, NSAIDs, 

and a brief course of physical therapy are used to treat paratenonitis in less active, elderly 

patients (uncommon) [126]. Because of the risks, corticosteroid injections are not 

suggested in any group. On tendon mechanical characteristics and the increased risk of 

tendon rupture [75]. 

Electrocoagulation, typical glyceryl trinitrate (GNT), sclerosing therapy, platelet-rich 

plasma injection, aprotinin injections, botulinum toxin injection, and bone morphogenic 

protein therapy are some of the other treatment options for ATP [75]. In one study, the 

effects of Autologous-condition-serum-injections (i.e. Ortokine) and eccentric training 

were compared, and both of them improved MRI data, including tendon thickness and 

quality reduction. When compared to eccentric exercise, autologous-condition-serum-

injection provides a better long-term effect, and hence is a good alternative to eccentric 

training [87]. 

In terms of sclerotherapy and prolotherapy, a meta-analysis evaluating the efficacy of 

sclerosing agents on VAS in ATP patients found that these treatments may be beneficial 

for treating chronic painful ATP, reducing pain by approximately 4 VAS units on a 0-10 

scale on average [76]. 

Injections of platelet-rich plasma/autologous blood, corticosteroids, anesthesia are 

routinely utilized in the treatment of foot and ankle injuries, according to one study. 

Achilles tendinosis, Plantar fasciitis, and ankle impingement are the most common 

reasons for injections in athletes, with different clinical outcomes [77]. 
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Non-operative treatment should be used for at least 3 to 6 months before surgery is 

considered, as ATP may resolve during this time [56]. 

Unless ATP becomes chronic and debilitating, operational treatment for paratenonitis 

consists of debridement, excision of thickened sections of the paratenon, and lysis of 

adhesions [78]. In one study, 85 percent of 45 patients (48 foot) who had their Calcific 

Insertional Achilles Tendinopathy surgically treated said they were very satisfied [79]. 

Non-operative treatment fails to ease symptoms and restore strength in about 25% of 

people with tendinosis [80,81]. Early surgical treatment with debridement or tendon 

transfer in individuals with paratenonitis and tendinosis may result in a faster return to 

function [75]. 

For youthful, athletic, and energetic patients, surgical treatment for acute ATR is 

frequently preferred. After operative treatment, the average time to return to play was 2 

months, and after non-operative treatment, it was 3 months and 18 days, according to a 

randomized controlled trial involving 83 individuals. There was no significant variance 

in return to sport [84]. 

Traditional management of acute ATR has been operative based on early evidence 

suggesting that non-operative treatment leads to a higher re-rupture rate of 12.6 percent 

compared to those treated surgically with a 3.5 percent re-rupture rate; however, operative 

treatment has a higher incidence of complications such as adhesions, altered sensation, 

and wound infection (34.1 percent operative, 2.1 percent non-operative) [85].  Recent 

meta-analysis research found no significant variance between non-surgical and 

operational treatment in terms of re-rupture rate, strength, range of motion, or calf 

circumference [86]. 
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2.8 Rehabilitation 

All kinds of ATP are treated non-operatively at first, with the goal of symptom relief, 

resolving training errors, restoring limb alignment with orthotics, and enhancing 

flexibility, and generally begin with PRICEMM (Protection, Rest, Ice, Compression, 

Elevation, Modalities, Medication) as well as the termination of the triggering activity 

[95].  

Physical therapy for ATT focuses on increasing dorsiflexion strength (eccentric Achilles 

training), eccentric training programs, and exercises are performed even if they are 

uncomfortable, with the load gradually increasing until the pain is felt [75]. 

Eccentric training has been shown to be effective in up to 90% of patients with non-

insertional ATP in multiple trials [88,89,90,91,92]. 

According to one study, ultrasonographic follow-up evaluation of 25 patients (26 

tendons) treated with eccentric training revealed a localized decrease in tendon thickness 

and normalized tendon structure in 19, with 22 of the 25 patients satisfied with their 

outcomes after an average of 4 years [93]. 

Eccentric exercise regimen  

 

Figure 6: Eccentric Exercises[75]. 
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According to one study, (82%) of 22 patients treated with an eccentric exercise program 

returned to their previous activity level, compared to just (36%) of 22 patients treated 

with a concentric exercise program [94] 

 General consideration for Rehabilitation after tendon debridement 

• Weight-bearing is allowed when the swelling and pain have reduced, usually in 7 to 10 

days 

 • Strengthening exercises are started after 2 to 3 weeks  

• Running is started after 6 to 10 weeks  

• Athletes usually compete after 3 to 6 months  

• Return to play could take up to a year if the tendon involvement was significant or a 

more sophisticated treatment was undertaken. Following tendon transfer, immobilization 

is required for 6 weeks. [75]. 

Furthermore, contemporary trends promote early weight-bearing and minimum surgical 

immobility. Physical activity has been shown to expedite tendon recovery, with re-rupture 

rates not being considerably greater than early weight-bearing [96,98]. In a meta-analysis 

of randomized trials comparing it versus cast immobility, early weight-bearing was found 

to have no difference in re-rupture rates and superior subjective results. [97]. 

2.9 Return to play 

The main goal for all athletes with different types of injuries is to return to play, Early 

mobilization is associated with a shorter time to return to work and sports activities [99]. 

In accordance with one study, there was no significant difference in complication rates 

between operational and non-operative therapy groups. However, the time for the 

operation group returned to play was substantially faster than the non-operative group, at 

59 days and 108 days, respectively [100]. 

According to one study, 57 percent of players in the National Football League (NFL) 

attained RTP, with wide receivers and running backs having the lowest RTP rates and 

tight ends and linebackers having the highest RTP rates [101]. Another research of 118 
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athletes found that 96% of athletes return to unrestricted practice after an average of 

19953 days, with national team players recovering faster [102]. 

2.10 Orthotic insoles 

The prevention effects of prefabricated and custom-made orthotic insole have been 

investigated in 10 different studies of military personnel, including a total of 4788 

subjects. Insoles were found to have a significant preventative impact for a variety of 

lower limb overuse problems, including stress fractures, medial tibial stress syndrome, 

patellofemoral discomfort, and Achilles tendinopathy, according to seven investigations. 

Based on these findings, several high-quality meta-analyses have supported the use of 

orthotic insoles for injury prevention [118]. 

2.11  Assessment methods for foot and ankle 

2.11.1 The American Orthopedic Foot and Ankle Society (AOFAS) clinical rating 

scales 

The AOFAS ankle and hind foot scale, which is often found to be an excellent standard, 

is one of the most regularly used tools for assessing the outcome of treatment in patients 

who have suffered a complex ankle or hind foot injury. It is divided into two parts: patient-

reported and physician-reported [103]. 

The examiner reported data about alignment, gait, and mobility within three subscales: 

pain, function, and alignment, and the patient reported pain, activity, functional limits, 

and footwear. Each of the four scores involves a clinical evaluation with eight to nine 

questions and three to four response alternatives. The most severe impairment is 

represented by a total score of 0 points, whereas 100 normal functions are represented by 

a total score of 100 points [105].   

2.11.2 The Foot and Ankle Outcome Scale 

is a patient-reported outcome tool that gives patients a patient-centered viewpoint on their 

foot health when delivered to individuals with symptomatic hallux valgus [104]. 

Sport, Symptoms, Pain, Activity of Daily Living and Recreational Activities, and Foot 

and Ankle Related Quality of Life are among the 42 items on the FAOS, which are 

divided into five subscales. 
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Symptoms were assigned as none (0), mild (1), moderate (2), severe (3), or extreme (4). 

This scale goes from zero (no symptoms) to one hundred (severe symptoms) [106]. 

2.11.3 The Foot and Ankle Ability Measure (FAAM) 

The FAAM was created to evaluate physical performance in people who have a variety 

of musculoskeletal problems in their legs, feet, and ankles. [107]. 

The FAAM scored from 0 to 100, 0 represent the inability to perform any usual daily 

activities, and 100 represent the level of function before the foot and ankle problem [108].  

2.11.4 The Foot and Ankle Disability Index (FADI) 

The FADI, which comprises 22 activity-related items and four pain-related items, is used 

to measure functional impairment in patients with chronic ankle instability. The best 

possible score (104) refers to a complete lack of any difficulties in everyday activities and 

no pain, while the worst conceivable condition is (0) [109]. 

2.11.5 The Foot Function Index (FFI) 

The FFI was created to evaluate foot and ankle pain, stiffness, psychosocial stress, 

disability, and activity limits [110]. 

It has 23 visual analogue scales, 9 for pain, 9 for problems, and 5 for patient limits, with 

an o score indicating no constraints and a 230 indicating a terrible outcome [111]. 

2.11.6 The Ankle Osteoarthritis Scale (AOS) 

The AOS is a modified version of the FFI designed exclusively for ankle OA. It is broken 

into two 9-item subscales. The first segment assesses discomfort, and the second assesses 

functional limitations. A visual analogue scale [112] is used to answer each question. A 

number of 0 indicates no pain, while a score of 100 represents the most excruciating 

suffering possible. [113].  

2.11.7 The Self-Reported Foot and Ankle Score (SEFAS) 

The SEFAS is a physical function test used to assess individuals with foot and ankle 

fractures. It has 12 items pertaining to pain, limbing, swelling, and the use of orthotics 

and walking, as well as pain 7, function 3, and other 2 items, with a response score range 
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of 0-4, and a total score of 0-48, with a higher score signifying the lowest potential pain 

and function. [115]. 

2.11.8 The Foot Posture Index (FPI) 

The Foot Posture Index (FPI) is a new method of assessing foot posture. It measures how 

pronated, neutral, or supinated a foot is. Because it is a measure of standing foot posture, 

it is not a substitute for gait analysis when time and resources are available [116]. 

2.11.9 The Cumberland Ankle Instability Tool (CAIT) 

The CAIT used to evaluate the severity of ankle instability and monitoring progress, 

consists of only 9 items, score >25 consider unstable ankle [117].   

2.11.10 The Lower Extremity Functional Scale (LEFS) 

For assessing lower extremity function, the LEFS is a commonly used and well-validated 

outcome measure. It was created in 1999 by Binkley et al. in a group of individuals with 

different musculoskeletal diseases. The score is based on 20 questions that are separated 

into four categories: unable to execute (zero), easy (one), and difficult (two) (four). 

The physical demands of the group activities are growing. Walking between rooms to 

racing on the hard ground are all instances of activity questions [114]. 

 
Figure 7: LEFS Questionnaire:  

 http://regist2.virology-education.com/2014/5HIVaging/20_Galantino.pdf 

http://regist2.virology-education.com/2014/5HIVaging/20_Galantino.pdf
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2.12 The Victorian Institute of Sport Assessment- Achilles Tendinopathy (VISA-A) 

Robinson et al. (2001) established the VISA-A questionnaire for patellar tendinopathy, 

and then developed a questionnaire specifically for use in ATP [15]. It's the only disease-

specific, valid, and reliable score for assessing AT [16]. 

The VISA-A is a self-administered questionnaire that assesses symptom severity and 

impact on physical activity [20]. With ATP, it's possible to compare diverse populations 

and make comparisons between studies easier. It can be used to assess a patient's clinical 

severity and provide therapy recommendations [33]. 

It consists of 8 questions that evaluate 3 dominants: function, pain, and activity. 

The first five questions were about pain, the sixth was about function, and the seventh 

and eighth were about activity [29]. Each item 1 to 7 has a maximum score of 10, whereas 

question 8 has a maximum score of 30. As a result, the lower the score, the more severe 

the symptoms, and a maximum score of 100 denotes asymptomatic status [15]. 
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Figure 8:   VISA-A Questionnaire, Robinson, J. M., Cook, [15]  
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3. MATERIALS & METHODS 

3.1 Type of Research 

This study was planned as an observational descriptive and cross-cultural adaptation 

study. 

3.2 Place and Time of Research 

This research was carried out with the athletes assigned at youth clubs in different Arabic 

countries in the 2020-2021 year. The research was started in September 2020 by 

reviewing the literature. Preparation of the subject proposal, approval of the department, 

preparation of the questionnaire and other official approval processes started in February 

2021 and were completed by April of that year. The time of data collection was also 

September 2021. Data entry and analysis were carried out between september 2021 and 

Octuber 2021. The work was completed in November 2021. 

3.3 The Subjects and Sample of the Research 

The subjects consist of athletes assigned at youth clubs in different Arabic countries in 

the 2020-2021 year. 

In this study 49 participants were physically active interested, as shown in Fig 1, 51% of 

them are football players at 5 sports clubs in Jordan and Saudi Arabia, 26 of them continue 

to the second round after 2 weeks. 

According to the sample size calculator website, the required participants are 26 [17]. 

3.3.1 Inclusion criteria in the study 

• Native Arabic patients who have been diagnosed with ATP by a physician., Age 18 to 

47, sport committed with moderate activities for at least 30 minutes and 5 times a week, 

have no neurological problem, or complete cut of AT. 
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3.3.2 Exclusion criteria from the study 

• A patient who is under the age of 18 years. 

• A patient who had a total tendon rupture 

• A patient who has inflammatory or autoimmune conditions 

• Pregnant women or nursing. 

•  Patients who are unable to complete the survey due mainly to visual, cognitive, 

or literacy issues. 

 

3.4 Socio-Demographic Survey 

This contains patients' sociodemographic information's in general.  

3.4.1 The Lower Extremity Functional Scale (LEFS) 

The Lower Extremity Functional Scale (LEFS) is a patient-reported outcome measure 

that assesses the functional status of individuals suffering from musculoskeletal lower 

extremity diseases. The 20-items questionnaire asks about the degree of difficulty of 

performing each of these activities on a scale of 5 points, with a score of 80 indicating 

normal function. 

This Arabic version of LEFS has strong validity and reliability values, and it can be used 

to assess the functional status of Arabic speakers in research and clinical practice [14]. 

3.5 Data Collection Tools 

 In this study participants' sociodemographic data and all their disease-related information 

were collected Via Google Form and both Questionnaires VISA-A and LEFS. 

The Arabic VISA-A was completed by all patients in order to assess its internal 

consistency. After two weeks, patients filled out the tool again to calculate the Test-retest 

reliability. 
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3.6 The Process of Adaptation 

As illustrated in Fig.2, the translation and cross-cultural adaptation processes were carried 

out according to the criteria for cross-cultural adaptation of self–report measures [13]. 

3.6.1. Initial Translation 

At this step, at least two expert translators worked separately to translate the English 

version of the VISA-A into Arabic, resulting in T1 and T2 forms. 

3.6.2 Synthesis  

A bilingual physiotherapist examined the two forms and discussed differences with the 

translators; the synthesis form T12 was created by combining the two independent 

translated versions (T1, T2). 

3.6.3 Back translation  

Completed separately by two translator’s native Arabic speakers and fluent in English 

blinded to the original VISA-A questionnaire, separately translated the T12 form into 

English, resulting in the BT1 and BT2 variants. 

3.6.4 Expert committee review 

All involved translators, physiotherapists, and the researcher reviewed all forms and 

drafted the pre-final format for VISA-A in the Arabic language. 

3.6.5 Pretesting 

10 patients who have been diagnosed with AT for feedback, the feedbacks were discussed 

and solved to perform the final form for VISA-A in the Arabic language. After their 

feedback, some words changed to be more clear like explaining AT, the shape of question 

8 on google form was changed to be more clear, and the translation of “with normal gait 

cycle” in question number 4 making confusion for participant and it was deleted. 

Through this step, one more piece of advice was received, which is to replace the scoring 

on the separated page, but this advice was unfollowed since this study has been made 

only for translation.  Explanations and changing some words were done to make it clear 

for the participants and to be culturally adapted.  
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3.6.6 Final form (VISA-A-AR) development 

After studying the interviewees' thoughts and ideas, modifications were made to create 

the final edition (VISA-A-AR) [13].   

Questionnaires questions and sociodemographic questions were prepared on the google 

form. The scoring was deleted from the form and score given for each question by the 

researcher through transferring data to the Excel sheet, 20 participants who were healthy 

and who had ATP filled it as pretesting and feedback collected, it was simple to fill out, 

and all of the participants completed it in about 10 minutes. 

3.7 Analysis Data 

All statistical analysis was performed using IBM SPSS statistics 26 and Microsoft excel. 

For all of the VISA-A-AR questions across all samples, internal consistency was 

evaluated using Cronbach's alpha, and a value of more than 0.7 was considered good 

internal consistency [25]. 

To measure test-retest reliability, the intraclass correlation coefficient (ICC) was 

calculated using a two-way random-effects model, and a value higher than 0.7 was 

considered good. Spearman correlation between the VISA-A-AR questionnaire and LEFS 

questionnaire among all samples was used to assess construct validity due to small sample 

size, and a value more than 0.7 (p value< .05) considered strong correlation. 

The systematic and random error of a patient's score that is not attributable to real changes 

in the construct of the VISA-A score was termed as measurement error [119]. The 

standard error of measurement (SEM), which was computed as standard deviation (SD) 

*√ (1 – reliability coefficient) [120], was used to calculate measurement error. The MDC 

at the personal level was computed using this SEM as 1.96*√2 * SEM, and the MDC at 

the group level was obtained by dividing the MDC at the individual level by √n [120]. 

Discriminant validity examines disparities across subgroups of participants by identifying 

similarities in assessments of related constructs [32]. Discriminant validity was 

investigated in this study by testing the following hypothesis:1) participants who took 

NSAID would have higher VISA-A scores.2) participants who are pre-operation would 

have lower VISA-A scores than those who are non-operation. The Independent Samples 

T-test and one-way ANOVA test were employed to examine these hypotheses. 
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A two-sample T-test was used to compare VISA-A AR validity and reliability with 

original VISA-A and other culturally adapted versions, as shown in Table (4). 

 

Table 1: Comparison between the current study and other validation studies 

Reference Language Test-
retest 
reliabili
ty (ICC) 

Internal 
Consiste
ncy 
Cronbach
’s alpha  

Validity  SEM MDC 

Robinson, J. 
M.[15] 

English .81 NR .58 with groups NR NR 

Maffulli, N., 
Longo, U. 
G.[26] 

Italian .80 NR NR NR NR 

Dogramaci, Y., 
Kalaci, A.[27] 

Turkish .99 .66 .86 with the 
Stanish tendon 
grading system 

NR NR 

Hernández-
Sánchez, 
Sergio, et 
al.[121] 

Spanish .99 .80 .6 with SF-36 2.53 7 

Kaux, J. F., 
Delvaux, F.[31] 

French .99 .90 Low correlation 
with SF-36 

NR NR 

Bahari, M., 
Hadadi, M.[30] 

Persian .90 .95 Strong 
correlation with 
FAAM 

5.65 15.6 

de Mesquita, G. 
N.[18] 

Portuguese 
- Brazilian  

.84 .79 .73 with LEFS 3.25 9.02 

Lohrer, H., & 
Nauck, T .[16] 

German .60-.97 .73 .95 with generic 
tendon grading 
system 

NR NR 

Chang, R., 
Tsang, R. C. 
C.[28] 

Chinese .97 .73 .74 with LEFS, 
SF-36 

NR NR 

Sosa, K. E., 
Ravarra, P. 
D.[29] 

Filipino .94 .80 .90 NR NR 

Silbernagel, K. 
G.[33] 

Swedish .89 .77 NR NR NR 

Sierevelt, I., van 
Sterkenburg, 
M.[34] 

Dutch .97 .78 .56 with AOFS 4.07 11.28 

Iversen, J. V., 
Bartels, E.[35] 

Danish .79 .73 NR NR NR 
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Keller, A., 
Wagner, P.[19] 

Chilean NR NR 1.00 within 1 H, 
.84 within 7 D 

NR NR 

current Arabic .91 .87 .83 with LEFS 2.37 Individual 
6.57 
Group 1.3 
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Figure 9 : Inclusion Flowchar 

The questionnaire filled 
out by 79 participants 

56 participants 
completed it 

24 participants 
excluded: 

7 less than 18 years 

17 are not sport 
committed 

 

 

49 participants in this 
study (first round) 

6 didn’t have complain 
related to AT 

1 not honest 

 

  

2 weeks later form was sent 
to 34 participants 

26 completed the second round 

15 participants 
missed: Didn’t 
share contact 

details  

8 didn’t fill it within 
2 weeks 
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                 Development of VISA-A-ARABIC version 

   

 

Fig 10: Flow-chart of the steps for translation of the VISA-A ( English to Arabi 

VISA-A (Robinson,2001) 

Original version 

Translation B 

T2 FORM 

Translation A 

T1 FORM 

Discussing differences between 2 forms producing T12  

Back-translation 
B 

BT2 FORM 

Back-
translation A 

BT1 FORM 

Translators, PTs, and researchers reviewing  

Producing pre-final Arabic version 

Pretesting, Piloting 

N=10 
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4.RESULTS 

   Arabic VISA-A questionnaire was performed. Through the piloting process, 10 

participants filled the questionnaire and according to their feedbacks, question number 8 

was designed in google form prepared as a branching to avoid answering more than one 

of three branches. 

Forty-nine patients with ATP completed the first round, all individuals' symptoms lasted 

between 1 and 624 weeks, and their ages between 18 to 47 years (mean = 31.7 years). 

The severity of the pain varied, and 12.2% of the participants were post-surgical and still 

had AT pain. 

Table 2 summarizes the quantity, proportion, and demographic statistics of the patients 

(N=49) across multiple variables. 

      

     

97,90%

2,10%

Gender

Male

Female

0 0 0 0

38,80%

53,10%

6%
2,10%

0

0,1

0,2

0,3

0,4

0,5

0,6

Secondary
school

Bachelor
degree

Master
degree

PHD degree

Education Level

77,60%

22,40%

Foot truma

Yes No

30,60%

69,40%

Calf Pain

Yes No
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Age, Mean(SD) 
 

31, (7.9) 

Marital status  
Single 
Married 

46.9% 
53.1% 

Work nature  
At office 
<3 hours of standing 
>3 hours of standing 
A professional football player at youth clubs 

8.1% 
14.3% 
26.5% 
51.1% 

Smoking  
Smoker 
  1-2 PCS/day 
  3-5 PCS/day 
  6-10 PCS/day 
  11-20 PCS/day 
  1 packet/day 
Non smoker 

18.4% 
  4.1% 
  4.1% 
  4.1% 
  4.1% 
  2% 
81.6% 

Alcohol drinking 
 

 

Drinker 
  1 cup/day 

8.2% 
  2.1% 

2,00%
12,20%

85,80%

Operation status

pre-OP post OP AT repair Non OP

8,20%

91,80%

Using P&O

Yes ankle support No

0% 6,10%
8,20%

16,30%

69,40%

Sport Period

< 3 months 3-6 months 6 m-1 year

1-3 years > 3 years

28,60%

63,30%

8,10%

Residance country

Jordan Gulf countries Other
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  1 cup/ week 
Non drinker 

  6.1% 
91.8% 

Duration of AT symptoms  
Acute :< 2 weeks 
Sub-acute: 2 weeks – 6 weeks 
Sub-chronic: 6 weeks – 6 months 
Chronic: > 6 months 

4.1% 
8.2% 
6.1% 
81.6% 

Medication  
Yes 
  supplement 
  NSAID 
No  

20.4% 
  2.1% 
  18.3% 
79.6% 

 

Reliability Result: When an item was deleted, internal consistency between .84 to.89, 

indicating that the VISA-A-AR had a high degree of internal consistency (Cronbach's 

alpha=.87). The test-retest reliability was outstanding (ICC=.91, 95 percent confidence 

interval:.68-.96, p.001) (table 2) 

At the individual level, the SEM was 2.37, while the MDC was 6.57 at the group level. 

Table 3: Internal Consistency for the first round, N=49 

VISA-A 
Arabic 
version 
 

Mean 
value (SD) 
(N=49) 

Item Total 
Correlation  
(round 1) 

Scale Mean 
if item 
deleted  
(round 1) 

Cronbach α if 
item deleted 

95%CI 
Lower Upper 
Bound. 
p<0.001 Round 1 

(N=49) 

Q1 7.76  
(2.78) 

.727 65.86 .847 .304-.315 

Q2 7.73 
(2.596) 

.823 65.88 .841 .353-.365 

Q3 8.02 
(2.428) 

.866 65.59 .840 .276-.288 

Q4 8.20 
(2.558) 

.823 65.41 .842 .415-.428 

Q5 7.55 
(2.858) 

.717 66.06 .847 .331-.343 

Q6 7.10 
(3.236) 

.574 66.51 .859 .253-.263 

Q7 6.08 
(2.388) 

.417 67.53 .872 .607-.625 

Q8 21.16 
(7.633) 

.814 52.45 .890 .712-.727 
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Validity: Table 3 shows the association between the VISA-A-AR and LEFS questionnaires. The 

correlation was quite good (.827 p-value.001). 

 

Table 4: VISA-A and LEFS Questionnaire Correlation. 

  VISA sum LEFS sum 
VISA sum Correlation 

Coefficient 
N  
Sig. ( 2- tailed) 

1.000 
49 
 

.827 
49 
<.001 

LEFS sum Correlation 
Coefficient 
N 
Sig. (2- tailed) 

.827 
49 
<.001 

1.000 
49 
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5. CONCLUSIONS, DISCUSSION, AND SUGGESTIONS 

The goal of this study was to translate the VISA-A questionnaire into Arabic and assess 

the validity and reliability of the Arabic version. The adaption was carried out in 

accordance with the criteria of Beaton et al [13], and was identical to the other three 

versions [16,18,31]. This commonality is advantageous since it allows studies to be 

compared. 

Athletes diagnosed with ATP were included in this study, and most cross-cultural 

adaptations of the VISA-A have used ATP athletes to pre-test the questionnaire. 

[19,26,27,29,30], The Chinese version had 3 groups with 80 participants each, healthy 

group, at-risk group, and ATP group [28], same like Portuguese version which had 3 

groups, control group, at-risk, and ATP group [18]. however, Italian version and Arabic 

version had only athlete’s participants with ATP [26]. 

This study utilized standard Arabic, which the majority of nations with an Arabic-

speaking population, particularly those in the Middle-East and Africa region, should be 

able to understand [36]. 

A therapeutic guideline for cultural translation and adaptation of self-report ratings was 

developed by Beaton et al. [13]. Translation, synthesis, reverse translation, expert 

committee, piloting, and production of the new Arabic version are all steps in the process. 

The changes were made to the form after piloting, which explained the meaning of four 

words (AT, modified training, competition, AT loading sports), Although VISA-A was 

not difficult to translate. 

The inclusion flowchart in Fig.1, show that some participants didn't write any details to 

contact them for the second round and some didn't fill it at the desired time which is two 

weeks, this step consumed 4 months, 49 participants responded at the first round and 26 

of them responded at the second round. 

98% of participants are male, mean age (SD) 31(7.9),53% had Bachelor degree, 51% 

professional football players at youth clubs, 81% considered chronic ATP, has ATP  

symptoms for more than 6 months, 18% taking NSAID if necessary, 77% had a foot  
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truma,30% has calf pain, 12% had AT repair and had symptoms those days, and 69% 

committed to the sport since more than 3 years. 

5.1 Internal consistency 

The VISA-A-AR had great internal consistency, as measured by Cronbach's alpha (.87), 

and among the cross-cultural adaptations of the VISA-A, Cronbach's Alpha ranged 

from.66 to.96, with the Persian version receiving the highest value. 

The authors discovered that removing the eighth question boosted the Cronbach alpha 

to.89, implying that this question may be altered to promote a better understanding and 

increase the internal consistency of the VISA-A. 

Furthermore, because the internal consistency was already within the required range (.7-

.95) [38], this rise was deemed inconsequential. 

Internal consistency was closer to that of the French and Persian (Cronbach alpha=.9) 

[15,30], the Filipino (Cronbach alpha=.8) [29], and the Spanish (Cronbach alpha=.8) [19], 

corroborating these findings. 

5.2 Test-retest reliability 

The ICC was employed with a 2-way random-effects model (.91) for test-retest reliability, 

as indicated by Terwee et al [38]. The time between the two measures, between one and 

two weeks, was long enough for respondents to forget their prior responses and for their 

clinical status to change minimally. [38]. In this study, the interval was 2 weeks to avoid 

participants remembering the first round of the questionnaire's response. 53% of 

participants returned to the second set of the questionnaire, same as Filipino version 

which had 56% [29], and Dutch version [34].  

The Filipino version of VISA-A had an ICC of.94 utilizing 10 minutes – the 1-month gap 

between evaluations [29], which was similar to the findings of the current investigation. 

The Swedish version had an ICC of.89 without clearly specifying the times between two 

rounds [33], the Dutch version had an ICC of.97 utilizing a 5-day gap between evaluations 

[34], and the Chinese version of the VISA-A had an ICC of.97 without a precise definition 

of the times between two rounds. [28].  
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among the cross-cultural adaptation studies of the VISA-A, ICC ranged from .60 to .99, 

all these versions got the highest value, Turkish, French, and Spanish [27,31,19]. 

As a measure of absolute reliability, the SEM was calculated to be 2.37. It can describe 

the difference in magnitude between two measurements that are clinically distinct. The 

standard deviation of measurement mistakes associated with test scores from a specific 

group of examinees is known as the SEM. It calculates how a person's "actual" score is 

dispersed among repeated measures taken on the same instrument. The standard error of 

measurement equals 0 when the test is entirely dependable. The standard error of 

measurement is equal to the standard deviation of the observed results when the test is 

fully inaccurate. The MDC is also the smallest allowed change in a measure's score that 

can be considered a true change, was calculated from SEM (6.57) at individual level and 

(1.3) at group level. MDC is an index explaining that at least how many scores should be 

truly and validly (not randomly) changed in total questionnaire score to determine 

whether a patient’s clinical outcome is getting better or getting worse. These error 

measurements were calculated for Persian (SEM 5.65, MDC 15.6) [30], Spanish (SEM 

2.53, MDC 7) [121], Dutch (SEM 4.07, MDC 11.28) [34], and Brazilian (SEM 3.25, 

MDC 9.02) [18]. This Arabic version got the closest SEM and MDC to 0 value, which 

indicate less measurement error and more perfectly reliable. Moreover, the MDC smaller 

at group level which makes the VISA-A-AR suited for group evaluation. 

5.3 Spearmen Correlation  

The LEFS questionnaire, which measures the functional capacity of patients with lower 

limb problems [7], had the greatest connection with VISA-A. It was appropriate for use 

in athletes with ATP because the correlation was (.83). The present study was not the first 

to use the LEFS questionnaire to assess construct validity in a cross-cultural version of 

the VISA-A, whereas the Portuguese version used the LEFS questionnaire with 

correlation .73 [18], and the Chinese version used it together with SF-36 with correlation 

.74[28].  

All cross-cultural adaption and validation results were equivalent to the original study's 

findings (Table 4). 
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In this study 77% of participants who suffered from ATP had a foot truma, 98% of 

participants are male, similar to the Italian version, which had 100% male participants 

[26], whereas the percentage of Filipino version was 81% [29], the Portuguese version 

63% [18], and the Dutch version 53% [34]. 69% are professional sports players for more 

than 3 years. 

Regarding the discriminant validity hypothesis, it was difficult to calculate because the 

sample is not normally distributed, only 2% of participants’ pre-operation and 18% taking 

NSAID if necessary. 

Independent T-test was calculated for Medication, and calf pain, but the results were not 

significant, it seemed that either the sample was small or the sample was not normally 

distributed, it would be interesting to calculate it in the future studies. 

The lack of a gold standard is a concern with PROMS validation in general, therefore 

validity should be regarded with caution, one study was collected 14 problems related to 

inadequate PROMS or using it inappropriately, some of these problems are PROMS 

developed for the different patient group, using identical questions, using it for diagnosing 

and evaluating patients and combining subjective and objective measurements [37]. In 

this study the sample was not normally distributed, the proportion of women was too low 

only one woman, it would be interesting to analyze gender differences in future studies. 

And the same regarding pre-operation participants only one, it would be better if the 

number was higher to be able to calculate Independent T-Test. 

5.4 Study limitations 

The whole sample was small, since it was difficult to collect a higher number of 

participants with these inclusions, especially sport committed, 17 participants were 

excluded since they didn’t practice moderate sport activity for at least 30 minutes and 5 

times weekly. 

Stanish et al Tendon .'s Grading System could not be used in the same way as several 

translated versions that use it as a standard reference. 

For the total score of the VISA-A-AR, no floor or ceiling effects were found. The total 

score of the French [31], Spanish [121], Dutch [34], and Brazilian [18] versions of VISA-

A were examined, and no floor or ceiling impact was seen. 
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5.5 Conclusion: 

Finally, the VISA-A questionnaire was effectively translated and culturally adapted for 

an Arabic-speaking audience while adhering to the established requirements. VISA-A- 

AR for patients with ATP is highlighted by its capacity to measure characteristics such 

as pain and functioning during physical activity. 
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