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Aim: Neurosensory tests have emerged as components of sport-related concussion management. Lim-
ited normative data are available in healthy, nonconcussed youth athletes. Patients & methods/results:
In 2017 and 2018, we tested 108 youth tackle football players immediately before their seasons on the
frequency-following response, Balance Error Scoring System, and King-Devick test. We compared results
with published data in older and/or and nonathlete populations. Performance on all tests improved with
age. Frequency-following response and Balance Error Scoring System results aligned with socioeconomic
status. Performance was not correlated across neurosensory domains. Conclusion: Baseline neurosensory
functions in seven 14-year-old male tackle football players are consistent with previously published data.
Results reinforce the need for individual baselines or demographic-specific norms and the use of multiple
neurosensory measures in sport-related concussion management.

Lay abstract: Previous studies have shown that tests of neurosensory function, including hearing, balance,
and vision, tend to be abnormal in children and adults with a sports-related concussion. Little data are
available on how youth athletes perform on these tests when they are healthy. Here we report male youth
football players’ preseason performance on three tests of neurosensory function. Performance at baseline
is generally consistent with previous reports in older children and/or nonathlete populations, supporting
the use of these assessments when evaluating an athlete for a sports-related concussion. However, perfor-
mance varies with age and socioeconomic status, reinforcing the need for an individual preinjury baseline
or careful, demographic-specific norms for comparison. Performance was not correlated across neurosen-
sory domains, supporting the use of multiple measures in concussion evaluation and management.
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Neurosensory functions are receiving increasing attention as important outcome domains to consider in sport-
related concussion (SRC) management [1–5]. An emerging concept is that tests that stress a sensory system tend to
reveal impairments in individuals with an SRC.

The auditory, vestibular, and visual systems have received particular attention. In the auditory domain, children
who experience prolonged post-SRC symptoms tested in a tertiary-care sports medicine clinic exhibit difficulty
hearing in complex listening environments and poor neurophysiological responses to speech [4,5]. A history of
SRC is also associated with diminished neurophysiological responses to speech in healthy, asymptomatic collegiate
football players [6]. In the vestibular domain, children with SRCs seen in tertiary-care sports medicine clinics
exhibit difficulties with balance [1,7,8]. In the visual domain, slowed processing speed and difficulty coordinating
information between the eyes have been documented in children with SRCs seen in a tertiary-care sports medicine
clinic [2], adults seen in trauma and neurosurgery settings [3], and adult pugilists [9].
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In all three domains, there is evidence that the peripheral sensory organs are intact and functioning normally,
but that CNS circuits responsible for integrating and efficiently processing information are impaired. There is also
evidence that neurosensory abnormalities augur the severity of an SRC; Master et al. [10], for example, reported that
visual and/or vestibular dysfunctions predict prolonged recovery in children with a concussion (sport-related or
otherwise) tested in a tertiary-care sports medicine clinic. These findings suggest that relatively simple neurosensory
tests can provide a ‘window’ into neurologic functions.

Neurosensory tests are thought to offer an improvement over symptom reports, which can be unreliable (i.e., pa-
tients inflating or minimizing their symptom loads) and nonspecific (such as a headache). In fact, some patients
may report concussion symptoms and/or perform abnormally on concussion tests even when they are healthy. For
example, in a study of over 30,000 high school student athletes, Iverson et al. [11] showed that girls reported higher
concussion-like symptoms even though none had been diagnosed with a concussion in the preceding 6 months.
Boys with a history of a concussion, but who had recovered, also exhibited higher symptom rates. This has, in part,
motivated the use of neurosensory tests that can provide objective signs. Still, these tests have their limitations,
including individual variations and potential learning effects, complicating their interpretation – especially in the
absence of a baseline. For example, Corwin et al. [12] administered vestibular and visual tests used in concussion
evaluation to children presenting to the emergency department with non-neurologic complaints; about one quarter
of the children failed one or more components of these tests.

The opposite situation is also a complicating factor in SRC assessments. Athletes are typically motivated to
return to sports as quickly as possible, which means they might conceal SRC symptoms to speed up their return.
For example, McCrea et al. reported that only 47.3% of a sample of high school varsity football players reported
their SRCs, among whom 41% said they failed to report for risk of being withheld from competition [13]. Likewise,
there is concern that athletes can intentionally underperform on baseline tests (‘sandbagging’) to forestall risk that
potential head injuries will show impaired performance by comparison on postinjury assessments [14].

Evaluating auditory processing: the frequency-following response
One novel dimension of this research is the focus on auditory processing in children at risk for an SRC. The
frequency-following response (FFR) is an objective electrophysiological test of auditory processing that involves
measuring neurophysiological responses to a speech syllable. It is measured noninvasively with three scalp electrodes
and is thought to be generated predominantly by the auditory midbrain [15,16].

A major advantage of the FFR is that the response is recorded passively – patients may sleep or watch a movie
during testing and the response is unaffected [17]. This makes it an objective approach to evaluate auditory–
neurophysiological function because it forestalls concerns about ‘sandbagging’ or malingering. Additionally, re-
sponses are recorded automatically and generally analyzed with computer algorithms, meaning the FFRs inter-
pretation does not rely on subjective judgments by testers. A final major advantage of the FFR is that several,
noncorrelated measures may be extracted from a single response, meaning it indicates several aspects of auditory
processing [18]. Distinct clinical groups (children with concussions, individuals with language disability, individuals
with autism spectrum disorder) each exhibit signature patterns of selective disruption, making the FFR a sensitive
and specific marker of auditory processing in clinical populations [19,20].

Several studies provide normative and apposite psychometric data for the FFR; germane to this study, Skoe et al.
provide norms in 586 normal-hearing individuals from ages 0 to 73 years [21] and Krizman et al. provide sex-specific
norms in 516 preschoolers, adolescents, and young adults. While less data are available on the test–retest reliability
of the FFR, studies suggest that it is in the moderate-to-good range [22,23]. With respect to concussion assessments,
Kraus et al. [5] measured FFRs in 20 children diagnosed with a concussion compared with 20 controls, and reported
that an objective algorithm incorporating multiple measures derived from the FFR had a sensitivity and specificity
of 0.9 and 0.95, respectively, in identifying concussion and control cases.

Clinical applications of neurosensory tests
Several authors have suggested that these tests could be a useful component of SRC diagnosis and management [1–5].
Yet there remain knowledge gaps in previously published studies, such as a lack of normative data in younger age
groups (i.e., below high-school level). For tests where normative data are available, these norms were typically
developed in a mixed sample where the proportion of athletes and nonathletes is unknown [21]. There are some
data regarding baseline values for these tests in adolescent football players. For example, Munce et al. reported
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that 15 high school-aged, male football players did not show any baseline deficits on the King-Devick test (KD),
ImPACT, and a test of postural stability, and that scores improved slightly when ten of them were retested after
their season [24].

Thus, before neurosensory tests can be incorporated into routine SRC assessments, it is necessary to understand
how healthy young athletes perform on them. To this end, we tested youth tackle football players before their
season began on the FFR, the Balance Error Scoring System (BESS; a vestibular test of postural stability), and the
KD test (a test of oculomotor function).

There were three specific goals of our study:

• To characterize young male athletes’ baseline performance on neurosensory tests that typically show acute
disruptions in concussed athletes, including in relation to previously published data on older and nonathlete
populations

• To identify factors that account for individual differences in their baseline performance
• To test for correlations in performance among three domains of neurosensory function

Methods
All study procedures were approved in advance by the Institutional Review Board of Ann & Robert H. Lurie
Children’s Hospital of Chicago. Either parents or legal guardians provided written consent; children ages ≥12 years
also provided written assent, while children ages 11 years and under provided verbal assent.

Recruitment
In August 2017 and August 2018, all players in an urban youth tackle football program serving males aged
7–14 years of age were invited to participate in a study on concussion outcomes in youth sports (N ≈ 200).
Exclusion criteria were a diagnosed hearing loss, epilepsy, or developmental disability, which were screened via
a written questionnaire that parents completed. All subjects passed a hearing screening (clear otoscopies, normal
distortion-product otoacoustic emosions, and normal auditory brainstem responses).

A few days before the start of the season, enrolled players completed tests of auditory, vestibular and visual
functions. These sessions were conducted prior to any team physical activities and were scheduled to coincide with
preparatory activities such as parent orientation sessions and equipment pickup. There were three to four testing
sessions in each year, including 1 weekend day and 2–3 weekday evenings.

Testing sessions were conducted in a field house next to the football field. In 2017, a multipurpose room with a
floor-to-ceiling room divider was used. One-half of the partitioned room was dedicated to BESS and KD testing,
whereas the other half was dedicated to FFR testing. The room was kept at a quiet volume to facilitate testing.
Families checked in, consented and completed paperwork in the hallway outside the multipurpose room. In 2018,
the multipurpose room was again used for BESS/KD testing and a quiet classroom across the hall was used for
FFR testing.

Photographs of the tests and environment are shown in Figure 1.

Auditory testing: FFRs
We measured FFRs, which predominantly reflect synchronous neural firing in the auditory midbrain. FFRs were
collected by experienced electrophysiology researchers. FFRs were elicited to the speech-like sound /d/, a five-
formant, 40-ms sound constructed in a Klatt-based synthesizer (SenSyn, Sensimetrics Corporation, MA, USA).
Responses were recorded by a Bio-Logic Navigator Pro System (Natus; CA, USA). FFRs were measured in a vertical
montage with three Ag–AgCl electrodes (Cz active, Fpz ground, A2 reference). Stimuli were delivered to the right
ear via insert earphones (ER-3’s) at 80-dB sound pressure level in alternating polarities. Two runs of 3000 trials
were presented, with online artifact rejection at ±23.8 μV. Responses were bandpass filtered from 100 to 2000 Hz
(2nd-order Butterworth) epoched in a 75-ms time window with stimulus onset set to 0 ms and a 15.8 nonstimulus
preperiod. For all but the antepenultimate-dependent variable, the envelope response was used, which is the average
response of the two stimulus presentation polarities.

FFR dependent variables are:

• Neural timing. FFRs to /d/ have stereotyped peaks reflecting the response to the onset (Peaks V and A),
sustained phase locking (Peaks D, E, and F), and the offset (Peak O). Latencies of each peak were identified.
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Figure 1. Pictures of testing. Subjects participating in the frequency-following response, Balance Error Scoring System, and King-Devick
test, respectively, are shown in the multipurpose room.

Smaller numbers reflect better performance (i.e., faster responses); dependent variables are referred to as ‘V,’ ‘A,’
‘D,’ ‘E,’ ‘F’ and ‘O.’

• Response amplitude. Root mean square (RMS) amplitude of the response was calculated from 19.5 to 44.2 ms.
Larger numbers reflect better performance (i.e., larger responses); the dependent variable is referred to as ‘Response
amplitude.’

• Stimulus-response correlation. Each individual’s FFR was cross-correlated with the stimulus waveform. The
maximum correlation within one period of the F0 was determined and converted to a Fisher’s z correlation
coefficient. Larger numbers reflect better performance (i.e., more accurate responses); the dependent variable is
referred to as ‘stimulus-response correlation.’

• F0 response. A fast Fourier transform was applied to the envelope response from 19.5 to 44.2 ms (2 ms Hanning
window). Total amplitude of the spectrum from 75 to 175 Hz was calculated. Larger numbers reflect better
performance (i.e., larger responses); the dependent variable is referred to as ‘F0.’
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• F1 response (speech harmonics). A fast Fourier transform was applied to the fine structure response using the
same parameters as for the F0 response. To obtain the fine structure response, responses to alternating polarities
were subtracted. Total amplitude of the fine structure spectrum from 175 to 750 Hz was calculated. Larger
numbers reflect better performance (i.e., larger responses); the dependent variable is referred to as ‘F1.’

• Response consistency. Two subaverages of the response, each comprising 2000 sweeps, are correlated and
converted to a Fisher’s z correlation coefficient. Larger numbers reflect better performance (i.e., a more stable/less
variable response); the dependent variable is referred to as ‘response consistency.’

• Prestimulus amplitude. RMS amplitude of the prestimulus region of the response (-15 to 0 ms) was calculated.
This time region corresponds to the silent gap between stimulus presentations and provides a level of noise
in each response. Smaller numbers reflect better performance (i.e., a lower level of nonstimulus-evoked neural
activity); the dependent variable is referred to as ‘prestimulus amplitude.’

Vestibular testing: BESS
BESS testing was performed by one of three certified athletic trainers or an advanced practice nurse experienced in
its administration and the care of young athletes with SRCs. Each had been trained and met inter-rater reliability
levels following procedures described in a previous study [25]. Three positions were tested: feet touching side-by-side,
single-leg stance on the nondominant leg, and heel-to-toe stance with the dominant foot in front. The dominant
leg was determined by asking subjects which foot they would use to kick a ball. Subjects were instructed to close
their eyes, place their hands on their hips and hold each pose for 20 s each on a firm floor surface and a 6-cm thick
foam pad (Airex Balance-Pad Elite; Airex AG, Sins, Switzerland). One error point was given each time the subject
moved hands off the hips, opened eyes, stepped, stumbled, abducted, or flexed the hip more than 30◦. For each
trial, the maximum score was ten points. If a subject could not maintain a position for ≥5 s that trial was assigned
ten points. The vestibular dependent variable was the sum of the scores from all six trials.

Visual testing: the KD test
KD tests were administered via an iPad app by one of three certified athletic trainers or an experienced advanced
practice nurse. Subjects were asked to read the numbers as quickly as possible without error, as per the KD iPad
app instruction manual [26]. After subjects completed two error-free runs, the naming time of the faster run was
recorded. Subjects read aloud single-digit numbers on a practice card and then on two (subjects aged 7–9) or three
(subjects ages 10+) test cards. The visual dependent variable was the average reading time per card.

Statistical analyses
Data analyses were organized around our three specific aims. All p-values reflect two-tailed tests at a 0.05 significance
level (Bonferonni corrections for certain analyses are noted in the Results section). CIs reported are 95% intervals
that were bootstrapped with 10,000 iterations. Analyses were performed in SPSS Version 25 (IBM, NY, USA).

To characterize young male athletes’ baseline performance on neurosensory tests that typically show acute
disruptions in concussed athletes, descriptive analyses were run on scores on all of the tests, focusing on the range
and distribution of performance.

Because age-appropriate norms were available for the FFR [21], age-corrected z-scores were calculated to compare
this cohort to the normative cohort. Subjects were split into 2-year age bins (i.e., ages 7–8, 9–10, 11–12, and
13–14). Scores were computed such that positive z-scores always reflected better performance (faster latencies,
larger responses, lower neural noise). Because sex effects have been found in the FFR [27], we used norms only for
males.

The cohort’s mean performance was compared with the population mean (z-score = 0) using one-sided t-tests.
The number of individuals performing more than two standard deviations (SDs) below the age-referenced norm
were counted – we only expect 5% (5–6 subjects) performing in this range and tested whether more or fewer
subjects than expected fell into this range with Fisher’s exact test. The number of individuals performing within
one SD of the population mean was also computed (66% expected, or 71–72 subjects) and we tested whether more
or fewer subjects than expected fell into this range with a chi-squared test.

Norms for males in this age range were not available for the BESS or KD, but the cohort’s performance was
compared qualitatively with the previous literature [25,28].

To identify factors that account for individual differences in athletes’ baseline performance on neurosensory tests,
we used multiple regression. Candidate factors that could account for individual differences in baseline performance
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Table 1. Exclusions and subject demographics.
Demographics 2017 2018 Combined

Recruited 57 79 136

Excluded for poor FFR data
(artifacts �20%)

6 2 8

Excluded due to participation in 2017 N/A 20 20

Subjects included 51 57 108

Age (mean [SD])† 12.0 (1.79) 11.2 (1.5) 11.6 (1.7)

Estimated household income (mean
[SD])†

US$69,662 (US$17,992) US$72,656 (US$16,230) US$71,309 (US$17,023)

†Means and SDs are only shown for subjects included in the analyses.
FFR: Frequency-following response; N/A: Not applicable; SD: Standard deviation.

were age and socioeconomic status (SES). SES was approximated by referencing each subject’s home ZIP code
to US Census median income for that area [29]. We will refer to this as ‘estimated household income.’ For each
dependent variable, these factors were entered into a multiple linear regression.

Finally, correlations among the tests were evaluated, controlling for age and SES.

Results
Subjects
In 2017, 57 subjects were recruited, six of whom were excluded for poor FFR data (artifacts more than 20% total
samples on the test; see the Methods section). This left 51 subjects. In 2018, 79 subjects were recruited, 23 of
whom participated in 2017. For 20 of these subjects, 2017 data were used. However, three of the 2017 subjects
with poor data had usable data in 2018, and so those tests were used. Of the 59 new subjects in 2018, two had
poor data and so were excluded. Details are provided in Table 1.

The 2017 cohort was slightly older, on average, than the 2018 cohort (by about 9 months; t(106) = 2.31, p =
0.023, d = 0.48; see Table 1). The 2017 and 2018 cohorts were similar with respect to estimated household income
(t[98] = 0.87, p = 0.38; see Table 1).

The combined, final dataset represented 108 children. The mean age was 11.6 years (SD, 1.7 years, range,
7.3–14.0 years; see Table 1). ZIP codes were available on 100 children. The mean estimated household income
was US$71,309 (SD, US$17,023, range, US$33,959–107,811; see Table 1). Age and estimated household income
were not correlated (r[98] = 0.13; p = 0.18).

Aim 1: to characterize young male athletes’ baseline performance on neurosensory tests &
compare to previously published data
Means, ranges and standard deviations for all measures are reported in Table 2.

The grand average FFR in the time and frequency domains is shown in Figure 2. Age-normed z-scores are
presented in Figure 3 and percentiles are presented in Table 3. Generally speaking, the cohort performed similarly
to norms. The sample’s z-scores were slightly below the population mean on A latency, F0 amplitude, and
the prestimulus amplitude, indicating that this cohort performed slightly worse than norms. However, response
amplitude, stimulus–response correlation, and response consistency were all better than the norms. Thus, the
cohort performed higher than the norm on as many tests as they performed lower than the norm.

Only the differences between norms and this cohort’s prestimulus amplitude, response amplitude, stimulus–
response correlation, and response consistency met the Bonferonni-corrected threshold of p < 0.004. The propor-
tion performing within one SD of the norm was slightly higher than expected for D and F latencies and slightly
lower than expected for the prestimulus noise (χ2 tests, all p < 0.05; Table 3).

Importantly, and despite these small variations in the population’s median performance, the number of children
falling 2+ SDs below norms was ≤6 (Table 3) – exactly how many would be predicted by the normal distribution.
In no case were there more children performing below normal than expected (Fisher’s exact test; all p > 0.25).

As expected, BESS performance was worse on the foam surface than the firm surface, similar to previous studies.
On average, subjects made twice as many errors in the foam condition than the easier firm condition (about 8 on
firm and about 16 on foam; t[96] = 18.36, p < 0.001). These scores are higher than those reported by a previous
study of males ages 10–17 years (8 firm/15 foam errors in our study vs 5 firm/12 foam errors previously) [25].
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Table 2. Descriptive statistics.
Dependent variable N Mean (95% CI) SD Range

V 108 6.63 (6.59–6.68) 0.23 6.03–7.28

A 108 7.71 (7.65–7.770) 0.23 6.78–8.78

D 108 22.64 (22.53–22.76) 0.33 21.53–25.62

E 108 31.02 (30.94–31.10) 0.58 29.95–32.2

F 108 39.48 (39.39–39.56) 0.44 38.53–40.95

O 108 48.19 (48.08–48.29) 0.45 44.95–49.87

Response amplitude 108 0.104 (0.099–0.109) 0.0260 0.044–0.1934

Stimulus–response correlation
(z)

108 0.234 (0.222–0.245) 0.0606 0.0282–0.3934

F0 108 0.0568 (0.0538–0.0599) 0.0163 0.0072–0.045

F1 108 0.0194 (0.0181–0.0207) 0.0072 0.0134–0.054

Response consistency (z) 108 1.12 (1.06–1.17) 0.3066 -0.1314 to 1.4863

Prestimulus amplitude 108 0.032 (0.030–0.034) 0.0091 0.044–0.1934

KD 103 20.87 (19.89–21.87) 5 11.6–33.65

BESS firm 97 8.23 (7.35–9.15) 4.51 0–20

BESS foam 97 16.76 (15.88–17.64) 4.38 7–30

BESS total 97 24.99 (23.46–26.53) 7.63 7–44

BESS: Balance error scoring system; KD: King-Devick test; SD: Standard deviation.

Table 3. Norm-referenced percentiles and proportion falling outside normal limits on frequency-following response
measures.
Dependednt variable Mean Median Range #±1 SD† #≤ -2 SD‡

V 50.23 53.48 0.23–98.98 79 (73.15%) 3 (2.78%)

A 42.69¶ 42.87 0.04–99.36 77 (71.30%) 4 (3.70%)

D 47.47 49.61 0–94.41 89 (82.41%)§ 6 (5.56%)

E 51.02 56.08 0.04–98.78 87 (80.56%)§ 1 (0.93%)

F 53.06 56.08 0.04–98.78 87 (80.56%)§ 2 (1.85%)

O 47.87 50.45 0–99.97 84 (77.78%) 5 (4.63%)

F0 42.58§ 37.73 1.35–99.77 78 (72.22%) 2 (1.85%)

F1 52.41 49.52 2.96–100 66 (61.11%) 0 (0%)

Prestimulus amplitude 35.94# 28.35 1.67–96.1 79 (73.15%) 1 (0.93%)

Response amplitude 64.48# 71.77 0.12–100 58 (53.7)§ 1 (0.93%)

Stimulus–response
correlation

68.55# 71.51 2.91–99.83 67 (62.04%) 0 (0%)

Response consistency 67.15# 70.36 0.74–99.63 64 (59.26%) 1 (0.93%)

† It is expected that 66% of the population falls within this range. Expected and actual distributions were compared with � 2 tests.
‡ It is expected that 2.5% of the population performs within this range. Expected and actual distributions were compared with the Fisher’s exact test.
§p � 0.05.
¶p � 0.01.
#p ≤ 0.001.
SD: Standard deviation.

For the KD test, it took subjects, on average, 20 s to complete the task. While norms have not been published,
a previous study used linear regressions to estimate average naming time per card on this task [28]. Approximately
20 s per card matches estimated performance for the age range in our study.

Aim 2: to identify factors that account for individual differences in young athletes’ baseline
performance
Multiple linear regressions were used to test for associations between neurosensory tests, age and estimated household
income. Full regression results are reported in Table 4, with the total variance explained by each model for each
dependent variable, along with post-hoc correlations. Here, we summarize only the significant correlations.
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Figure 2. The frequency-following response. The grand-average frequency-following response is shown in the time
(A) and frequency (B/C) domains. Stereotyped peaks are labeled in (A). The frequency bins used to calculate F0 and F1
(speech harmonics) amplitudes are shown in (B) and (C), respectively. F0 was calculated on the frequency-following
response to the envelope (responses to alternating polarities added) and F1 on the response to the temporal fine
structure (responses to alternating polarities subtracted).

Age was significantly correlated with (see Figure 4 for scatterplots):

• FFR waves V, F, and O latencies, which were slower in older subjects. For Wave V, each year was associated with a
0.033-ms later response (β = 0.033, SE = 0.014, t = 2.466, p = 0.015). For Wave F, each year was associated with
a 0.62-ms later response (β = 0.062, SE = 0.026, t = 2.357, p = 0.020). For Wave O, each year was associated
with a 0.063-ms later response (β = 0.058, SE = 0.026, t = 2.221, p = 0.029).

• FFR F1 amplitude (speech harmonics), which was smaller in older subjects. Each year was associated with a
1.0-nV decrease in amplitude (β = -1.0, SE <1.0, t = 2.071, p = 0.041).

• KD performance. Each year was associated with 1.68-s faster performance on the test (β = -1.677, SE = 0.250,
t = 6.705, p < 0.001).

• BESS performance, which was driven by scores on the firm condition. For the firm condition, each year was
associated with 0.81 fewer errors (β = -0.805, SE = 0.258, t = 3.119, p = 0.002) and for total scores, each year
was associated with 0.89 fewer errors (β = -0.890, SE = 0.437, t = 2.253, p = 0.013).

Estimated household income was significantly correlated with (see Figure 5 for scatterplots):

• FFR response consistency, with each US$10,000 jump in income associated with response consistency scores
that were 0.038 Fisher’s z units higher (β = 0.038, SE = 0.017, t = 2.173, p = 0.032).
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Figure 3. Norm-referenced performance on the frequency-following response. Scores on FFR measures were
converted to age-referenced z-scores (re-norms developed in nonathletes). The population mean has a z-score of 0.
The boxplots show the cohort’s performance re-norms on each FFR measure. Shaded regions represent ±2.5 standard
deviations. Blue asterisks indicate measures where the cohort’s performance was significantly worse (left of zero line)
or better (right of zero line) than normal (one-sided t-test).
FFR: Frequency-following response.

• BESS performance, which was driven by scores on the foam condition. For the foam condition, each US$10,000
income was associated with 0.66 fewer errors (β = -0.661, SE = 0.259, t = 2.555, p = 0.012) and for total scores,
each US$10,000 income was associated with 1.1 fewer errors (β = -1.110, SE = 0.438, t = 2.534, p = 0.013).

Aim 3: to test for correlations among the three domains of neurosensory function
Next, we tested for correlations among the three test modalities (auditory, vestibular, and visual). We covaried for
age and estimated income, because we identified these as factors that affect scores on two or three of the sensory
domains.

As shown in Table 5, there were no correlations between domains (all r < 0.1 and all p > 0.2). The only
significant correlations were among multiple features of the FFR.
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Table 4. Results of regressions.
Measure Overall (R2) Age (β) Income (β)

V 6.1%‡ 0.033‡ -0.012

A 2.3% 0.027 -0.015

D 2.9% 0.046 0.031

E 3.1% 0.045† 0.002

F 7.0% 0.062‡ -0.043

O 4.9%† 0.058‡ -0.002

F0 3.3% -0.001 0.002

F1 4.3% -0.001‡ �0.001

Prestimulus amplitude 4.2% �0.001 �0.001

Response amplitude 1.4% -0.001 0.002

Stimulus–response correlation 1.4% -0.006† 0.004

Response consistency 6.8% 0.021 0.038‡

KD 34%§ -1.677§ -0.148

BESS firm 14.1%§ -0.805§ -0.459†

BESS foam 7.1%‡ -0.084 -0.651‡

BESS total 12.0% -0.890‡ -1.110‡

†p � 0.1.
‡p � 0.05.
§p � 0.001.
BESS: Balance error scoring system; KD: King-Devick test.

Discussion
This is the first study to report baseline performance on three separate domains of neurosensory function (auditory,
vestibular and visual) in a cohort of healthy male youth tackle football players. While these neurosensory domains
may show deficits in a patient with an SRC, their clinical utility is limited in children without individual baseline
results because previously published data for the KD and BESS do not include these younger age groups, and
published norms for the FFR do not consider athlete status. Our results indicate the need to develop careful,
demographic-specific norms.

We chose tests that typically exhibit acute and chronic disruption in athletes with SRCs. Prior to incorporating
them into clinical care, however, it is important to understand how healthy young athletes perform. Similarly, it
is important to understand factors that might influence their performance. While there were subtle differences
between our cohort’s performance and previously published norms on the FFR, the cohort did not deviate
dramatically from typical performance. Older age was associated with improved performance on several measures
of neurosensory function. Estimated household income, a proxy for SES, was also associated with individual
differences in performance on the BESS and FFR response consistency.

Young male athletes’ performance on neurosensory tests at preseason baselines
One concern in SRC evaluations is that, even in healthy patients, there are moderate-to-high failure rates on SRC
tests. This concern is easy to imagine since SRC symptoms are nonspecific. For example, headache and dizziness
are also symptoms of many other medical conditions. Indeed, epidemiologic studies have shown that 19% of boys
and 28% of girls report symptoms commonly seen with SRC even when they are healthy and have no history of
concussion [11]. The recent focus on neurosensory measures, which provide objective signs to complement symptom
evaluations, was motivated in part by the hope that there would be lower failure rates in healthy athletes. Yet, failure
rates are still relatively high among some vision tests [12].

While norms are not available for the KD or BESS, they are available for FRR, so we were able to evaluate
our cohort’s norm-referenced performance on the FFR. Overall, the group performed similarly to the norms.
There were some measures where the group tended to perform slightly higher than norms, and others where the
group tended to perform slightly worse than norms (Figure 2). These differences could be due to several factors.
A chief consideration is that testing in this study was conducted in a community recreation center, with multiple
electrophysiology stations in the same room. In contrast, norms were collected in a laboratory setting (sound-
attenuated and electrically shielded booth). Indeed, in this cohort, responses were slightly noisier than normal, as
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Figure 4. Correlations between age and performance
on neurosensory tests. Age was correlated to
performance on all measures. Increased age was
associated with slower frequency-following response V,
F, and O latencies. Increasing age was also associated
with better performance on the King-Devick test and the
BESS.
BESS: Balance error scoring system; FFR:
Frequency-following response.

evaluated by RMS amplitude of the prestimulus period. Yet, other measures were slightly better than the norms. It
is possible that differences such as language and athletic experience account for some of this variation [30]. Norms
were also referenced to 2-year age bins, which may still be too coarse in this age range (see Figure 3 & Table 3).

Nevertheless, when evaluating failure rates on FFR measures our cohort performed as expected (Table 2). That
is, the number of children performing more than two SDs below the mean was exactly as would be expected under
the normal distribution. This suggests that FFR norms can be applicable to new populations, at least in the context
of making pass–fail judgments. While the application of FFR to concussion evaluation remains in its early stages,
this does lend promise to the development of valid criteria for clinical evaluation.

While standardized norms are not available for the BESS or KD, we are able to make some general comparisons
to previously published data. Our group performed slightly worse on the BESS than a previous study of older male
athletes [25]. Given that BESS performance improves with age, and that our cohort included younger children,
age could be a factor in these differences. The fieldhouse setting of our study may, too, account for performance
differences, particularly because there might be additional distractions. Indeed, Rahn et al. showed that collegiate
student–athletes commit more errors on the BESS in distracting settings (sidelines of football and basketball stadia)
than in a quiet laboratory. Our unexpected finding of an association between estimated household income and
BESS performance suggests that the diversity of SES in our subject pool might also account for some differences
between our results and those previously published.

On the KD, our group performed roughly similar to males and females in a previously studied developmental
paper of healthy children [28]. That paper also identified an association between performance and age, and showed
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that naming time improved by 1.6–1.8 s per year. In our study, performance improved 1.7 s per year, on average,
suggesting our cohort performed similarly to subjects in previously published studies.

Factors that influence performance at baseline
Another concern in SRC evaluations is that performance on many measures can be affected by factors other than
the SRC itself [31]. For example, anxiety is a common symptom following a concussion, but a nonconcussed athlete
with generalized anxiety disorder may report relatively high anxiety symptoms even when not concussed. Similarly,
neurocognitive measures such as the ImPACT are sensitive, detailed measures of cognitive functions in the context
of SRCs, but their interpretation can be complicated by factors such as learning disabilities. We considered two
factors that might account for variation in baseline performance on these tests.

The first factor, age, was most commonly associated with variation in neurosensory performance. Older children
had slower peak timing in the FFR, consistent with previous reports [21,32]. Additionally, older children had faster
naming time on the KD and performed better on one of the BESS conditions. This suggests that age-specific
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norms are necessary in evaluating FFR timing, visual naming and postural stability. Similarly, if evaluating a patient
for changes from baseline it may be necessary to ensure the baseline reference is relatively recent. In addition to
developmental changes, we note that age may be correlated to other relevant factors, such as cumulative sports
exposure. Germane to SRC evaluations is the fact that contact exposure in tackle football increases cumulatively as
children get older. However, performance on neurosensory domains also improves with age. Future, longitudinal
work in larger cohorts can disentangle these factors.

The second factor we considered was SES, roughly approximated by the median income in children’s home
ZIP codes. Although children all came from Chicago (IL, USA), there was a wide range of incomes in their home
neighborhoods. There was a small association between estimated income and the FFR consistency, consistent with
previous reports [33,34]. We note, however, that consistency of the FFR has not been implicated in concussions. Still,
in evaluating auditory–neurophysiological function, it is important to consider SES as a factor that might affect
performance on these tests.

We also found an association between estimated income and performance on the BESS, with each US$10,000
estimated income associated with about one fewer error. This result was surprising, and we do not have a strong
hypothesis to account for it. This could be due to experience-dependent and cognitive influences on vestibular
functions, which may be correlated to SES. If this effect is replicated, family socioeconomic characteristics might
be an important factor to consider in balance assessments. One factor that we did not account for, but might also
tie into balance and/or SES, is the number of other sports subjects played. Children from higher socioeconomic
backgrounds might have additional resources to participate in several sports, and to do so more frequently, which
could provide additional vestibular training. This emphasizes the need to develop norms for young children that
account for these multiple, inter-related factors in devising tests to evaluate SRC.

Independence of neurosensory measures in healthy children
We showed that there were no correlations among measures of auditory, vestibular, and visual function in healthy
young athletes. The independence of tests of these three domains suggests that, at least at baseline, they provide
complementary pieces of information about neurosensory functions. This reinforces the need for multimodal and
multidisciplinary tests in SRC evaluation and management, and to include objective physiological measures along
with other signs and symptoms [35,36].

One caveat is that all of the domains were correlated with age, indicating the need to develop age-specific norms
on all these measures and the importance of repeated (i.e., annual) baseline testing. It should also be pointed out
that two or more of these domains may be acutely disrupted in an athlete with an SRC. Still, their independence
suggests they reflect dissociable mechanisms, with each providing unique information. This hypothesis raises the
prediction that the three domains could recover at different rates in athletes with SRCs, again reinforcing the
concept of multimodal test batteries. Future work can test this hypothesis, in addition to testing for factors that
could indicate if an athlete is at higher risk for dysfunction in one or more specific neurosensory domains.

Limitations & future directions
A major limitation of this study is that our sample only included healthy boys. While this is representative of youth
tackle football, it will be important to pursue similar studies in young female athletes. There are sex differences in
auditory processing that are reflected in the FFR [27], and there may be different rates of neurodevelopment during
adolescence. To our knowledge, there are no reported sex differences for the KD or BESS, but this is an important
question for future studies – especially in younger children where sex differences in performance may be more
prevalent. The evidence that baseline symptom reporting levels can be higher in girls than boys [11,36] motivates
careful analysis of girls’ baseline performance on other concussion tests. A similar limitation of this study is that we
do not have detailed information about children’s medical histories, including previous concussions, headaches, or
learning problems – all of which could influence baseline performance on these tests.

Another limitation of this study is the moderate sample size. Although we tested more than 100 athletes over
2 years, the football league is one of many such leagues in the Chicago area. It will be important to replicate these
results in a larger population to determine their generalizability. Similarly, given the preliminary evidence we found
for SES disparities in performance on these tests, it will be important to test diverse cohorts of children on these
tests, ideally with a more precise measure of SES and related factors, such as parental education level. We also did
not have a detailed measure of SES. We used ZIP code, which correlates with other SES-related factors, but it
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only provides a rough estimate. Additionally, we did not measure participation in other sports, which may also be
associated with baseline performance differences in these tests.

Finally, we note that in clinical contexts KD and BESS are conventionally considered with respect to patients’
baseline performance – that is, what is clinically meaningful is a change from baseline, not performance on a single
test. Schmidt et al., for example, reported that within-subject comparisons can be up to 7.6-times more sensitive to
concussions than comparisons of postinjury performance to norms [37]. While it is ideal to have baseline assessments
when evaluating children for an SRC, this is not always feasible, which is why we wanted to investigate children’s
performance on a single test. Our observation that KD and BESS performance changes across this age range also
indicates the need for annual (if not more frequent) rebaselining of young athletes.

Conclusion
This is the first study to report baseline auditory, vestibular, and visual functions in seven 14-year-old male tackle
football players. In our cohort, performance on these tests is generally consistent with previous published norms in
older and/or nonathlete populations.

However, performance varied with age and SES, reinforcing the need for individual baselines or careful,
demographic-specific norms for comparison. Performance was not correlated across the three neurosensory domains,
supporting the use of multiple neurosensory measures in SRC evaluation and management.

Summary points

Neurosensory tests of concussion
• Tests of neurosensory function, including hearing, balance, and vision, tend to be abnormal in children and adults

with a sports-related concussion. Little data are available about how healthy young athletes perform on these
tests.

• Participants in a youth tackle football league performed tests of auditory (frequency-following response),
vestibular (Balance Error Scoring System [BESS]) and visual function (King-Devick test).

Baseline performance on neurosensory tests
• Frequency-following responses were compared with published norms for nonathlete males of similar age.

Overall, male football players in this study performed similarly to previously published data.
• Formal norms are not available for King-Devick test or BESS, but players in this study performed similar to

published data on males of similar age.
• Increasing age was associated with improved performance on all tests.
• Higher socioeconomic status was associated with improved performance on the BESS.
• Performance was not correlated among the three tests.
Limitations
• Study sample was relatively small (N = 108) and only included boys.
• Did not test for differences in baseline performance as a function of medical history, such as previous concussion

or diagnosed learning problem.
Conclusion
• Young male football players perform similarly to nonathlete peers on neurosensory tests used in concussion

evaluation.
• It is important to establish demographic-specific norms for these tests.
• It may be necessary to reevaluate baselines annually during preadolescence.
• Performance was not correlated across the three neurosensory domains, supporting the use of multiple

neurosensory measures in sports-related concussion evaluation and management.

Acknowledgments

The authors are grateful to colleagues in the Institute of Sports Medicine and Auditory Neuroscience Lab. The authors also thank

the families and staff of the youth football league for their involvement in this research.

Financial & competing interests disclosure

Supported by Ann and Robert H. Lurie Children’s Hospital of Chicago Faculty Practice Plan and the Knowles Hearing Center. The

authors have no other relevant affiliations or financial involvement with any organization or entity with a financial interest in or

financial conflict with the subject matter or materials discussed in the manuscript apart from those disclosed.

No writing assistance was utilized in the production of this manuscript.

future science group www.futuremedicine.com



Research Article White-Schwoch, Krizman, McCracken et al.

Ethical conduct of research

The authors state that they have obtained appropriate institutional review board approval or have followed the principles outlined

in the Declaration of Helsinki for all human or animal experimental investigations. In addition, for investigations involving human

subjects, informed consent has been obtained from the participants involved.

Open access

This work is licensed under the Creative Commons Attribution 4.0 License. To view a copy of this license, visit http://creativecomm

ons.org/licenses/by/4.0/

References
Papers of special note have been highlighted as: • of interest; •• of considerable interest

1. Corwin DJ, Wiebe DJ, Zonfrillo MR et al. Vestibular deficits following youth concussion. J. Pediatr. 166(5), 1221–1225 (2015).

2. Howell DR, Brilliant AN, Storey EP, Podolak OE, Meehan WP, Master CL. Objective eye tracking deficits following concussion for
youth seen in a sports medicine setting. J. Child Neurol. 33(12), 794–800 (2018).

3. Samadani U, Li M, Qian M et al. Sensitivity and specificity of an eye movement tracking-based biomarker for concussion. Concussion
1(1), CNC3 (2015).

4. Thompson EC, Krizman J, White-Schwoch T, Nicol T, LaBella CR, Kraus N. Difficulty hearing in noise: a sequela of concussion in
children. Brain Inj. 32(6), 763–769 (2018).

• The authors studied 20 children with prolonged postconcussion symptoms evaluated in tertiary-care sports-medicine clinic and
compared them with 20 matched controls with musculoskeletal injuries, recruited from the same clinic. Children with prolonged
concussion symptoms performed more poorly on a test of sentence-in-noise perception – indicating that postconcussion
auditory processing difficulties affect everyday perception – potentially causing difficulties for classroom learning and increasing
risk of re-injury.

5. Kraus N, Thompson EC, Krizman J, Cook K, White-Schwoch T, LaBella CR. Auditory biological marker of concussion in children. Sci.
Rep. 6, 39009 (2016).

•• The authors establish that auditory processing is acutely disrupted in children with a concussion, and that these disruptions can
be objectively measured with the frequency-following response (FFR). A model of multiple FFR components correctly identified
95% of concussion cases and cleared 90% of controls.

6. Kraus N, Lindley T, Colegrove D et al. The neural legacy of a single concussion. Neurosci. Lett. 646, 21–23 (2017).

7. Berkner J, Meehan WP, Master CL, Howell DR. Gait and quiet-stance performance among adolescents after concussion-symptom
resolution. J. Athl. Train. 52(12), 1089–1095 (2017).

8. Bell DR, Guskiewicz KM, Clark MA, Padua DA. Systematic review of the balance error scoring system. Sports Health 3(3), 287–295
(2011).

9. Galetta K, Barrett J, Allen M et al. The King-Devick test as a determinant of head trauma and concussion in boxers and MMA fighters.
Neurology 76(17), 1456–1462 (2011).

10. Master CL, Master SR, Wiebe DJ et al. Vision and vestibular system dysfunction predicts prolonged concussion recovery in children.
Clin. J. Sport Med. 28(2), 139–125 (2018).

•• This retrospective study of more than 400 children evaluated for concussions in a tertiary-care sports-medicine clinic found that
88% presented with vestibular and/or visual problems, and that these symptoms predicted a prolonged recovery from their
injury.

11. Iverson GL, Silverberg ND, Mannix R et al. Factors associated with concussion-like symptom reporting in high school athletes. JAMA
Pediatr. 169(12), 1132–1140 (2015).

•• The authors surveyed more than 30,000 high-school athletes with no concussions in the prior 6 months and found that 19% of
boys and 28% of girls reported symptoms that resembled a concussion even though they were healthy. This highlights the
subjectivity of concussion symptom reporting and indicates the importance of developing objective tools for concussion
evaluation.

12. Corwin DJ, Zonfrillo MR, Wiebe DJ, Master CL, Grady MF, Arbogast KB. Vestibular and oculomotor findings in
neurologically-normal, non-concussed children. Brain Inj. 32(6), 794–799 (2018).

13. McCrea M, Hammeke T, Olsen G, Leo P, Guskiewicz K. Unreported concussion in high school football players: implications for
prevention. Clin. J. Sport Med. 14(1), 13–17 (2004).

14. Iverson GL, Schatz P. Advanced topics in neuropsychological assessment following sport-related concussion. Brain Inj. 29(2), 263–275
(2015).

15. White-Schwoch T, Nicol T, Warrier CM, Abrams DA, Kraus N. Individual differences in human auditory processing: insights from
single-trial auditory midbrain activity in an animal model. Cereb. Cortex 27(11), 5095–5115 (2017).

Concussion (2019) 4(4) future science group

http://creativecommons.org/licenses/by/4.0/


Baseline profiles of auditory, vestibular & visual functions in youth tackle football players Research Article

16. White-Schwoch T, Anderson S, Krizman J, Nicol T, Kraus N. Case studies in neuroscience: subcortical origins of the
frequency-following response. J. Neurophysiol. 122(2), 844–848 (2019).

17. Skoe E, Kraus N. Auditory brain stem response to complex sounds: a tutorial. Ear Hear. 31(3), 302–324 (2010).

18. Krizman J, Kraus N. Analyzing the FFR: a tutorial for decoding the richness of auditory function. Hear.
Res. doi:10.1016/j.heares.2019.107779 (2019) (Epub ahead of print).

• The authors provide a detailed reference guide on the analysis and application of the FFR, recently proposed as a useful
component of concussion evaluations.

19. White-Schwoch T, Kraus N (Eds). The Janus face of auditory learning: how everyday experience shapes communication. In: The
Frequency-Following Response: A Window to Human Communication. Anderson S, Popper AN, Fay RR (Eds). Springer-Nature, NY, USA,
121–158 (2017).

20. Kraus N, White-Schwoch T. Unraveling the biology of auditory learning: a cognitive-sensorimotor-reward framework. Trends Cogn. Sci.
19(11), 642–654 (2015).

21. Skoe E, Krizman J, Anderson S, Kraus N. Stability and plasticity of auditory brainstem function across the lifespan. Cereb. Cortex 25(6),
1415–1426 (2015).

22. Song JH, Nicol T, Kraus N. Test–retest reliability of the speech-evoked auditory brainstem response. Clin. Neurophysiol. 122(2),
346–355 (2011).

23. Hornickel J, Knowles E, Kraus N. Test-retest consistency of speech-evoked auditory brainstem responses in typically-developing
children. Hear. Res. 284(1), 52–58 (2012).

24. Munce TA, Dorman JC, Odney TO, Thompson PA, Valentine VD, Bergeron MF. Effects of youth football on selected clinical measures
of neurologic function: a pilot study. J. Child Neurol. 29(12), 1601–1607 (2014).

25. Khanna NK, Baumgartner K, LaBella CR. Balance Error Scoring System performance in children and adolescents with no history of
concussion. Sports Health 7(4), 341–345 (2015).

26. King-Devick Test. Sideline concussion screening iPad app manual v4.0 (2018).
https://kingdevick.com/wp-content/themes/kdt global/files/Manuals/KDTOS-Sideline/KDTOS-iPad-App-Instructions-v4.0.pdf

27. Krizman J, Skoe E, Kraus N. Sex differences in auditory subcortical function. Clin. Neurophysiol. 123(3), 590–597 (2012).

28. Galetta KM, Morganroth J, Moehringer N et al. Adding vision to concussion testing: a prospective study of sideline testing in youth and
collegiate athletes. J. Neuroophthalmol. 35(3), 235–241 (2015).

29. Zuckerman SL, Zalneraitis BH, Totten DJ et al. Socioeconomic status and outcomes after sport-related concussion: a preliminary
investigation. J. Neurosurg. Pediatr. 19(6), 652–661 (2017).

• This pilot study of 282 middle school, high school and collegiate student–athletes found no direct relationship between measures
of socioeconomic status and postconcussion symptom duration and number of missed sports practices. However, the authors
found that children with private insurance tended to return to school more slowly than their peers, pointing to a complex
relationship between socioeconomic status and concussion recovery that merits further investigation.

30. Krizman J, Marian V, Shook A, Skoe E, Kraus N. Subcortical encoding of sound is enhanced in bilinguals and relates to executive
function advantages. Proc. Natl Acad. Sci. USA 109(20), 7877–7881 (2012).

31. Weber ML, Dean J-HL, Hoffman NL et al. Influences of mental illness, current psychological state, and concussion history on baseline
concussion assessment performance. Am. J. Sports Med. 46(7), 1742–1751 (2018).

32. Krizman J, Tierney A, Fitzroy AB, Skoe E, Amar J, Kraus N. Continued maturation of auditory brainstem function during adolescence:
a longitudinal approach. Clin. Neurophysiol. 126(12), 2348–2355 (2015).

33. Krizman J, Skoe E, Kraus N. Bilingual enhancements have no socioeconomic boundaries. Dev. Sci. 19(6), 881–891 (2016).

34. Skoe E, Krizman J, Kraus N. The impoverished brain: disparities in maternal education affect the neural response to sound. J. Neurosci.
33(44), 17221–17231 (2013).

35. McCrory P, Meeuwisse W, Dvorak J et al. Consensus statement on concussion in sport – the 5th International Conference on
concussion in sport held in Berlin, October 2016. Br. J. Sports Med. 51(11), 838–847 (2017).

36. Halstead ME, Walter KD, Moffatt K. Council on Sports Medicine and Fitness. Sport-related concussion in children and adolescents.
Pediatrics 142(6), e20183074 (2018).

37. Schmidt JD, Register-Mihalik JK, Mihalik JP, Kerr ZY, Guskiewicz KM. Identifying impairments after concussion: normative data
versus individualized baselines. Med. Sci. Sports Exerc. 44(9), 1621–1628 (2012).

• This study of more than 1000 collegiate student–athletes compared the sensitivity of postconcussion evaluations with normative
values versus individual baselines. While comparisons to norms were sensitive to concussions, comparisons to baseline
successfully identified more concussions for neuropsychological tests.

future science group www.futuremedicine.com

https://kingdevick.com/wp-content/themes/kdt_global/files/Manuals/KDTOS-Sideline/KDTOS-iPad-App-Instructions-v4.0.pdf


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (Coated FOGRA39 \050ISO 12647-2:2004\051)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize false
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 400
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /FlateEncode
  /AutoFilterColorImages false
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 400
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /FlateEncode
  /AutoFilterGrayImages false
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<
    /ENU ([Based on 'PPG Indesign CS4_5_5.5'] [Based on 'PPG Indesign CS3 PDF Export'] Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks true
      /AddPageInfo false
      /AddRegMarks true
      /BleedOffset [
        8.503940
        8.503940
        8.503940
        8.503940
      ]
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions false
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 600
        /LineArtTextResolution 2400
        /PresetName (Pureprint flattener)
        /PresetSelector /UseName
        /RasterVectorBalance 1
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 8.835590
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


