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Autologous Chondrocyte Transplantation / Implantation Versus Existing Treatments
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Dear ACTIVE participant,

This pack includes five questionnaires.  The first questionnaire asks about your general health, and the following three questionnaires relate specifically to your knee condition.  The last questionnaire asks for information to assist us in exploring the costs associated with having a knee problem.  

You have been asked to complete this pack during your pre-operative assessment.  Please read the questions carefully and answer them all yourself.  If you are unsure how to answer any questions, re-read the question and choose an answer which best describes what you think.  The information you provide will be kept confidential and used only for research purposes.  

Thank you for your co-operation.

For Assessor to complete:
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EuroQoL Quality of Life Scale
By placing a tick in one box in each group below, please indicate which statement best describes your own health state today.

Do not tick more than one box in each group.

Mobility

I have no problems walking about
1

I have some problems in walking about
2

I am confined to bed
3

Self-care

I have no problems with self-care
1

I have some problems washing or dressing myself
2

I am unable to wash or dress myself
3

USUAL ACTIVITIES (e.g. work, study, housework, family or leisure activities)

I have no problems with performing my usual activities
1

I have some problems with performing my usual activities
2

I am unable to perform my usual activities
3

Pain/Discomfort

I have no pain or discomfort
1

I have moderate pain or discomfort
2

I have extreme pain or discomfort
3

Anxiety/Depression

I am not anxious or depressed
1

I am moderately anxious or depressed
2

I am extremely anxious or depressed 
3

Please continue to the next page
To help people say how good or bad a health state is, we have drawn a scale (rather like a thermometer) on which the best state you can imagine is marked 100 and the worst state you can imagine is marked by 0.

We would like you to indicate on this scale how good or bad your own health is today, in your opinion. Please do this by drawing a line from the box below to whichever point on the scale indicates how good or bad your health state is.


© EuroQoL Group

Thank you for your help.  Please turn over the page for the next questionnaire.

LYSHOLM KNEE SCORE-FORM

This questionnaire has been designed to give information as to how your knee has affected your ability to manage in everyday life.  Please answer every section and tick the box to the left of the statement that applies to you for your affected knee only.  If more than one statement applies to you tick the one that most closely describes your situation.  

	         PAIN

	                   1  □
	I have no pain in my knee

	                   2   □
	I have intermittent pain in my knee during severe exertion

	                   3   □
	I have marked pain in my knee during severe exertion

	                   4   □
	I have marked pain in my knee on or after walking more than 2km

	                   5   □
	I have marked pain in my knee on or after walking less than 2km

	                   6   □
	My knee is in constant pain

	
	
	
	

	         INSTABILITY

	                   1  □
	My knee never gives way

	                   2   □
	My knee rarely gives way during athletics or other severe exertion

	                   3   □
	My knee frequently gives way during athletics or other severe exertion

	                   4   □
	My knee occasionally gives way during daily activities

	                   5   □
	My knee often gives way during daily activities

	                   6   □
	My knee gives way with every step I take

	
	
	
	

	            LOCKING

	                   1  □
	I experience no locking or catching sensation

	                   2   □
	I do experience a catching sensation but not a locking sensation

	                   3   □
	I occasionally have a locking sensation

	                   4   □
	I frequently have a locking sensation

	                   5   □
	I have a locked knee now

	
	
	
	

	            SWELLING

	                   1  □
	My knee does not swell

	                   2   □
	My knee swells on severe exertion

	                   3   □
	My knee swells on ordinary exertion

	                   4   □
	My knee is constantly swollen


	
	
	
	

	         LIMP

	                   1  □
	I have no limp

	                   2   □
	I have a slight limp or periodical limp
	

	                   3   □
	I have a severe and constant limp
	


Please continue to the next page
	          STAIR-CLIMBING

	                   1  □
	I have no problems climbing stairs because of my knee

	                   2   □
	My stair-climbing is slightly impaired because of my knee

	                   3   □
	I climb stairs one foot at a time because of my knee

	                   4   □
	Stair-climbing is impossible due to my knee

	
	
	
	

	    SQUATTING

	                   1  □
	I have no problems squatting

	                   2   □
	My squatting is slightly impaired because of my knee

	                   3   □
	I can’t squat beyond 90 0

	                   4   □
	Squatting is impossible because of my knee

	
	
	
	

	             SUPPORT

	                   1  □
	I am not using any kind of support

	                   2   □
	I am using a stick or crutch

	                   3   □
	Weight-bearing is impossible for me due to my knee(s)

	
	
	
	


	Has anything gone wrong with your knee (complications)? Please list below

	


	Please answer the following question only after you have had your operation

	1  □
	I am extremely pleased with the operation – would recommend it

	2   □
	I am pleased with the operation

	3   □
	I am no different to before the operation

	4   □
	I am worse than before the operation

	5   □
	I am much worse than before the operation – wouldn’t recommend it


Thank you for your help.  Please turn over the page for the next questionnaire.

Cincinnati Knee Rating
1.  Sports Activity Scale

Please tick one of the boxes below to indicate your current level of sports activity:

Level I

I take part 4-7 days a week in sports involving

1 (
Jumping, hard pivoting (e.g. basketball, volleyball, rugby, gymnastics, circuit training, football)

2 (
Running, twisting, turning (e.g. tennis, squash, badminton, hockey, skiing, golf, rock climbing)

3 (
No running, twisting, jumping (e.g. cycling, swimming, rowing)

Level II

I take part 1-3 days a week

4 (
Jumping, hard pivoting (e.g. basketball, volleyball, rugby, gymnastics, circuit training, football)

5 (
Running, twisting, turning (e.g. tennis, squash, badminton, hockey, skiing, golf, rock climbing)

6 (
No running, twisting, jumping (e.g. cycling, swimming, rowing)

Level III 

I take part 1-3 times/month

7 (
Jumping, hard pivoting (e.g. basketball, volleyball, rugby, gymnastics, circuit training, football)

8 (
Running, twisting, turning (e.g. tennis, squash, badminton, hockey, skiing, golf, rock climbing)

9 (
No running, twisting, jumping (e.g. cycling, swimming, rowing)

Level IV 

I do not take part in any sports

10 ( I perform activities of daily living without problems

11 ( I have moderate problems with activities of daily living 

12 ( I have severe problems with activities of daily living: on crutches, full disability

Please continue to the next page

2.  Activities of Daily Living Function Scales

I do the following:

1. Walking




2. Stairs



3.Squatting/kneeling

tick one box




tick one box



tick one box

1 (  normal, unlimited


1 (  normal, unlimited

1 (  normal, unlimited

2 (  some limitations


2 (  some limitations


2 (  some limitations

3 (  short distance only without support
3 (  only 11-30 steps possible
3 (  only 6-10 possible

4 (  need to use stick/crutch even

4 (  only 1-10 steps possible

4 (  only 0-5 possible

     for short distances

3.  Sports Function Scales

1. Straight running

        2. Jumping/landing on affected leg
3. Hard twists/pivots

tick one box



tick one box



tick one box

1 (  fully competitive

1 (  fully competitive


1 (  fully competitive

2 (  some limitations, guarding
2 (  some limitations, guarding
2 (  some limitations, guarding

3 (  definite limitations, half speed
3 (  definite limitations, half speed
3 (  definite limitations, half speed

4 (  not able to do


4 (  not able to do


4 (  not able to do

Thank you for your help.  Please turn over the page for the next questionnaire.

IKDC KNEE FORM
SYMPTOMS:

Please grade your symptoms at the highest activity level at which you think you could function without significant symptoms, even if you are not actually performing activities at this level.

1.  What is the highest level of activity that you can perform without significant knee pain?
1 (  Very strenuous activities like jumping or pivoting as in basketball or soccer

2 (  Strenuous activities like heavy physical work, skiing or tennis
3 (  Moderate activities like moderate physical work, running or jogging
4 (  Light activities like walking, housework or yard work
5 (  Unable to perform any of the above activities due to knee pain
2.  During the past 4 weeks, or since your injury, how often have you had pain?

Never   0
 1
 2
 3
 4
 5
 6
 7
 8
 9
10 Constant


(
(
(
(
(
(
(
(
(
(
(
3.  If you have pain, how severe is it?

No pain  0
 1
 2
 3
 4
 5
 6
 7
 8
 9
10 Worst pain


  (
(
(
(
(
(
(
(
(
(
(  imaginable
4.  During the past 4 weeks, or since your injury, how stiff or swollen was your knee?
     1 (  Not at all
     2 (  Mildly
     3 (  Moderately
     4 (  Very
     5 (  Extremely 
5.  What is the highest level of activity you can perform without significant swelling in your knee?

1 (  Very strenuous activities like jumping or pivoting as in basketball or soccer

2 (  Strenuous activities like heavy physical work, skiing or tennis
3 (  Moderate activities like moderate physical work, running or jogging
4 (  Light activities like walking, housework or yard work
5 (  Unable to perform any of the above activities due to knee pain
6.  During the past 4 weeks, or since your injury, did your knee lock or catch?

· Yes
· No
7.  What is the highest level of activity you can perform without significant giving way in your knee?

1 (  Very strenuous activities like jumping or pivoting as in basketball or soccer

2 (  Strenuous activities like heavy physical work, skiing or tennis
3 (  Moderate activities like moderate physical work, running or jogging
4 (  Light activities like walking, housework or yard work
5 (  Unable to perform any of the above activities due to knee pain
Please continue to the next page

SPORTS ACTIVITIES

8.  What is the highest level of activity you can participate in on a regular basis?

1 (  Very strenuous activities like jumping or pivoting as in basketball or soccer

2 (  Strenuous activities like heavy physical work, skiing or tennis
3 (  Moderate activities like moderate physical work, running or jogging
4 (  Light activities like walking, housework or yard work
5 (  Unable to perform any of the above activities due to knee pain
9.  How does your knee affect your ability to:




1 Not difficult
2 Minimally
3 Moderately
4 Extremely
5 Unable  




   at all

   difficult
   difficult
   difficult
   to do

a. Go upstairs


(

(

(

(

(
b. Go downstairs

(

(

(

(

(
c. Kneel on the front of


    your knee


(

(

(

(

(
d. Squat


(

(

(

(

(
e. Sit with your knee bent
(

(

(

(

(
f.  Rise from a chair

(

(

(

(

(
g. Run straight ahead

(

(

(

(

(
h. Jump and land on your

    involved leg


(

(

(

(

(
i. Stop and start quickly
(

(

(

(

(
FUNCTION:

10. How would you rate the function of your knee on a scale of 0 to 10 with 10 being normal,

 

excellent function and 0 being the inability to perform any of your usual daily activities 

 

which may include sports?  



A. FUNCTION PRIOR TO YOUR KNEE INJURY:
Cannot perform 







No limitation in 
daily activities 








daily activities
0
 1
 2
 3
 4
 5
 6
 7
 8
 9
10 

(
(
(
(
(
(
(
(
(
(
(  


B. CURRENT FUNCTION OF YOUR KNEE:
Cannot perform 







No limitation in 
daily activities 








daily activities
0
 1
 2
 3
 4
 5
 6
 7
 8
 9
10 

(
(
(
(
(
(
(
(
(
(
(  


Thank you for your help.  Please turn over the page for the next questionnaire.

RESOURCE USAGE QUESTIONNAIRE
This questionnaire aims to explore the costs involved in having a knee cartilage defect.  You may like to refer to your knee diary so that you can answer all the questions as accurately as possible.  If you have difficulty with answering any of the questions please give the best answer you can.  The information will be treated as confidential.

VISITS TO THE HOSPITAL

Q1 In the last 12 months have you been to the hospital about your knee? 

Yes  □
No □ (if “no” go to Q9)

Q2 If yes, have you had any surgery on your knee in the last 12 months?

Yes  □
No □ (if “no” go to Q4)

If yes, please complete the details below:

	
	Type of procedure (please name/describe)
	Did you stay overnight?
	How many nights?

	Surgery 1

	
	No □
 Yes  □
	

	Surgery 2

	
	No □
 Yes  □
	

	Surgery 3

	
	No □
 Yes  □
	


Q3 For any surgery you had, please indicate how it was paid for: 

	
	Who paid for your treatment?

	Surgery 1

	NHS □ myself/relative □ insurance □  employer □  

	Surgery 2

	NHS □ myself/relative □ insurance □  employer □  

	Surgery 3

	NHS □ myself/relative □ insurance □  employer □  


Q4 In the last 12 months have you had your knee x-rayed or scanned? 

No □ 
Yes  □ (If yes, please complete the details below)
	
	If yes, how many times?
	Who paid for your treatment?

	x-ray
	
	NHS □ myself/relative □ insurance □  employer □  

	MRI scan
	
	NHS □ myself/relative □ insurance □  employer □  


Please continue to the next page

Q5 In the last 12 months have you seen an Orthopaedic Surgeon for an outpatient clinic appointment at a hospital because of your knee?
No □  Yes  □ If yes, how many times? ____
Q6 In the last 12 months have you visited a hospital for appointments to see any other staff because of your knee?

 No □
Yes  □ (If yes, please complete below)
	Other hospital staff seen

In last 12 months
	How many times?
	Who paid for your treatment?

	Physiotherapist
	
	NHS □ myself/relative □ insurance □employer □    

	Occupational therapist
	
	NHS □ myself/relative □ insurance □employer □    

	Other staff 

(please specify below)
	
	

	
	
	NHS □ myself/relative □ insurance □employer □    


Q7 When you visited the hospital in the last 12 months did someone come with you, for example your spouse/partner, a relative or friend?

Yes  □
No □
Q8 When you last visited this hospital how many miles did you travel in total? (also write where you travelled from and to)
_____ miles for one round trip from __________________________ to __________________________

VISITS TO OR FROM GENERAL PRACTICE OR OTHER NHS TREATMENT OUTSIDE THE HOSPITAL

Q9 In the last 12 months have you visited your GP or other staff in the GP surgery because of your knee? 

No □ (If no, go to Q11)
 Yes  □ (If yes, please complete below)
	
	How many times?

	GP
	

	Practice Nurse
	

	Physiotherapist
	

	Other staff (please specify below)
	

	
	

	
	


Please turn over the page

Q10 When you visited the General Practice in the last 12 months did someone go with you, for example your spouse/partner, a relative or friend?

Yes  □
No □
Q11 In the last 12 months have you been visited at home by your GP, or any other NHS health professional because of your knee? 

No  □
    Yes  □ (If yes, please complete below)
	
	How many times?

	GP
	

	Practice Nurse
	

	District Nurse
	

	Community Physiotherapist
	

	Other staff (please specify below)
	


Q12 In the last 12 months have you telephoned your GP, or any other NHS health professional because of your knee? 

No □
 Yes  □ (If yes, please complete below)
	
	How many times?

	GP
	

	Practice Nurse
	

	Other staff (please specify below)
	

	
	

	
	


OTHER PROFESSIONALS SEEN PRIVATELY
Q13 In the last 12 months have you seen any professionals privately because your knee? 
No □
 Yes  □ (If yes, please complete below)

	
	How many times?
	Total cost?
	Who paid for your treatment?

	Physiotherapist
	
	£
	myself/relative □ insurance □employer□  

	Complementary therapist

(e.g. acupuncturist, reflexologist)
	
	£
	myself/relative □ insurance □employer□  

	Other professional (specify below)
	
	
	

	
	
	£
	myself/relative □ insurance □employer□  

	
	
	£
	myself/relative □ employer□ insurance □  


Please continue to the next page

MEDICATION
Q14 In the last 12 months have you taken any medication prescribed to you by a doctor for your knee? 

No □
  Yes  □ If yes, please complete below.  For the last column, if you paid for prescriptions 


       yourself please estimate the total cost for the last 12 months.                              
	Name of medication

(can include tablets, cream, mixture)
	Strength

e.g. 300mg
	Dose
e.g. 2 tablets
	How often have you used this in the last 12 months?

e.g. twice a day for 4 weeks
	How much did you spend on medication? e.g. £30

	
	
	
	
	£

	
	
	
	
	£

	
	
	
	
	£

	
	
	
	
	£


ADDITIONAL COSTS BECAUSE OF YOUR KNEE
Q15 In the last 12 months have you incurred any other costs because of your knee? (e.g. paid for help with work/jobs you couldn’t do because of your knee)
No □
  Yes  □  
If yes, what were they for and how much did you spend?  In the table below please write the purpose of these costs and an estimate of the amount of money you spent over the last 12 months.

	Purpose (e.g. had to employ a gardener because of my knee)
	Amount spent (e.g. £500)

	
	£

	
	£

	
	£

	
	£

	
	£


EMPLOYMENT

Q16 What is your current work situation?

1 Employed / self-employed full-time  
□  
2 Employed / self-employed part-time □  

3 Homemaker  



□
4 Student  


        □  

5 Unemployed  



□
6 Retired


        □  

7 Voluntary work


□
8 Unable to work/claiming disability benefit because of knee □ 
9 Other (please specify): _____________________________________

Please turn over the page

Q17 If you are in paid work/self-employed what is your job? (please give title and description)

________________________________________________________________________________

________________________________________________________________________________

Q18 How many hours per week are you currently in paid employment or are self-employed?

______ hours per week
Q19 In the last 12 months how many days or months have you had to take off work because of your knee? 
(your knee diary may help you)

______  days or _​____ months
Q20  If your spouse/partner, a relative or friend accompanies you to hospital or General Practice visits, or helps you in other ways, is this person/are these people in paid employment?

Yes □

No □(continue to question 23)
Q21  If yes, how many hours per week do they work?

______ hours per week
Q22  In the last 12 months how many days has your spouse/partner, a relative or friend had to take off work because of your knee?
______  days
Q23  Has your work situation now changed because of your knee?

No □   Yes  □ (If yes, please complete below)


	Changes in my work because of my knee
	

	1 Working fewer hours per week because of my knee
	No □
 Yes  □

	2 Doing lighter, less physically demanding work because of my knee
	No □
 Yes  □

	3 A change in occupation because of my knee
	No □
 Yes  □

	4 Less job security now because of my knee
	No □
 Yes  □

	5 Reduced income because of my knee
	No □
 Yes  □

	7 Have been made redundant because of my knee 
	No □
 Yes  □

	8 Other (please state)
	No □
 Yes  □


Thank you for your help.
Please check you have answered all the questions before returning this pack.
Your own health state today
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