
 
 
 
 
 
 
 
 
 
 
 
 
 

 

1. 
Name of the Candidate 

 
  

  MS. RIA CHIRAG SHAH 

 (in block letters)  
   

2. Address A/ 903, KALPAVRUKSH GARDEN 

  BLDG NO 1 

  NEAR VASANT COMPLEX 

  MAHAVIR NAGAR 

  KANDIVALI (WEST) 

  MUMBAI – 400067. 

   

3. Name of the Institution SHRI DHARMASTHALA 

  MANJUNATHESHWARA 

  UNIVERSITY 

 
4. Course of Study and Subject             MASTERS OF PHYSIOTHERAPY 

IN PAEDIATRICS 

 
5. Date of Admission to Course 17

th
 SEPTEMBER 2019 

 
6. Title of the Topic 

 
“HIP MIGRATION PERCENTAGE IN CHILDREN WITH 

NEURODEVELOPMENTAL DISORDERS – A SURVEILLANCE STUDY” 



7. Brief Resume of the Intended Work 
 

7.1 NEED FOR STUDY: 

 

Neurodevelopmental disorders (NDD) are a group of disorders that 

typically manifest early in development and are characterized by 

developmental deficits that produce impairments of personal, social, 

academic, or occupational functioning. They include Autism Spectrum 

Disorders (ASD), Attention-Deficit Hyperactivity Disorder (ADHD), 

Epilepsy, Intellectual Disability, Hearing Impairments, Visual 

Impairments and Motor Impairments including Cerebral Palsy, among 

others. 

 

The major and most prevalent risk factors across all the NDDs is the 

perinatal complications. The overall prevalence of all NDDs was 

reported as 7.5 per 1000. The prevalence of neurological disorders 

(11.3/1000) was higher as compared to mental disorders (3.2/1000).
1 

According to the 2011 census of India, the prevalence of all disabilities 

in 0 to 4 and 5 to 9 years was 1.1% and 1.5% respectively. The overall 

prevalence of NDDs was more in 6 to 9-year-old children as compared 

to the younger children aged 2 to 6 years. The total prevalence of 

children between 2 to 9 years was found to be 12%.
2 

 

Hip joint is an articulating “ball-and-socket” joint that is formed by the 

head of the proximal femur and the acetabulum. The acetabulum is a 

semi-spherical concavity formed by three major components of 

innominate bone: the ilium, ischium and pubis. The three separate bones 

unite at the centre of the acetabulum during development and 

maturation, which is known as the tri-radiate cartilage. The femoral head 

and the acetabulum come into closest contact during maximum weight-

bearing and extremes of range of motion, for 



example flexion and internal rotation. The anatomy of the child's hip 

represents a changing landscape throughout all stages of growth and 

development, from birth until skeletal maturity. Abnormalities during 

different developmental stages can cause a number of weakening hip 

conditions that can have lasting complications into adulthood.
3 

 

Failure to maintain the appropriate spatial orientation of the head of 

femur in relation to the acetabulum results in to instability, subluxation, 

dislocation, including dysplasia.
4 

 

Dislocation of hip is commonly seen in children with Cerebral Palsy. 

Subluxation may progress to dislocation in children who have severe 

neurological involvement. Children may not have any signs of pain or 

discomfort in the early stages of hip subluxation. They may present with 

pain only with dislocation of the hip joint. Contractures and spasticity of 

adductors, hip flexors, and medial hamstrings may increase with hip 

displacement. The muscle imbalance causes secondary osseous 

deformity with increased femoral anteversion and acetabular dysplasia 

which leads to hip joint instability. Difficulty in maintaining personal 

hygiene is seen in later stages with increased stiffness and limited range 

of motion of hip joint. Hip Displacement may lead to further problems in 

sitting, standing, positioning, walking, and spinal deformities in the 

child. Increasing spasticity due to lateral migration of the hip may lead to 

pain and decrease function as the severity increases.
5 

 

Hip dislocation may be preventable with a surveillance program and 

early treatment of the hips. A difference of >12% migration between the 

two hips joints indicates an abnormality which requires a clinical and 

radiologic follow-up. New borns are preferably examined by means of 

ultrasonography while in 



infants and children conventional radiography remains the modality of 

choice.
6
 The various methods to check the hip migration percentage are 

antero– posterior X – Ray, 3D CT and MRI. The migration percentage 

showed excellent reliability using X-Rays and concurrent validity was 

more for 3D CT.
7 

The gold standard test for demonstrating hip displacement in children 

with CP is a radiograph of the pelvis measuring the displacement using 

the method of Reimers.
5 

 

Migration percentage has been the most studied parameters. The 

parameter has shown good concurrent validity and excellent intra- and 

interrater reliability. In the current ongoing literature, migration 

percentage has showed most valid and reliable technique for the 

surveillance of hip migration in children with CP.
7 

 

According to the Australian Guidelines, the radiographic measure for 

migration percentage is by calculating the amount of ossified femoral 

head that is not covered by the ossified acetabular roof. It is the 

percentage of the femoral head which is lateral to the acetabular margin 

on an Antero - Posterior pelvic radiograph. On the pelvic radiograph the 

migration percentage is measured by drawing a horizontal line 

(Hilgenriner's or H - Line) through the most superior medial point of 

each triradiate cartilage and a vertical line (Perkin's line or P - Line) 

drawn perpendicular to it at the lateral margin of the acetabulum, where 

A is the distance between lateral ossified femoral head to P - Line and B 

is the distance between lateral ossified femoral head to medial ossified 

femoral head. The Migration percentage is calculated by dividing the 

distance between A and B multiplying it into 100. This is defined as the 

linear part of the femoral head 



which is located lateral to Perkins Line, this fraction is expressed as the 

percentage of the whole width of the femoral head.
6,8 

 

The hip is considered to be normal when the hip is migrated less than 

33%, it is considered to be subluxated when the hip is migrated from 

33% to 80%, and in cases of hip migrated for more than 80% are said 

dislocated and have to undergo surgical procedure for the same.
6 

 

Most clinical features of NDDs are very similar to Cerebral Palsy. 

Implications of all the features are similar across the array of NDDs. 

However, during the search of review of literature, all the studies found 

were done on children with cerebral palsy. Weight bearing at appropriate 

ages has been found to be the positive factor influencing the 

development of hip joint. Early intervention including weight bearing 

over the lower extremities could assist in better development of the 

acetabular depth thus preventing subluxations. 

 

As the physical, social, financial, and psychological burden of 

subluxations and dislocations would remain same among parents of 

these children, this study would like to expand the understanding of Hip 

Migration Percentages in all the children with NDD and not only CP, as 

this would influence the outcomes of therapy. 

 

 

7.2 REVIEW OF LITERATURE: 

 

The risk factors for hip displacement in children with cerebral palsy: a 

systematic review was conducted in the year 2016. Here the standard test 

for hip displacement is a radiograph of pelvis measuring the migration 

index. This level III evidence that is systematic review included 10 

studies with sample size greater than 20, years below the age of 18 years 

who had no history of hip 



surgery and who had followed up of minimum 2year and recorded the MI 

pattern and even the Gross Motor Function Classification System. On the 

basis of the review conducted there was 1 radiograph for GMFCS I and 

II or if the annual radiograph between 2 and 8 years, followed by a 

radiograph every 2 years until the age of 18 years. The same procedure 

was carried for GMFCS level III and IV but the annual radiograph had to 

be conducted every 1 in 6 months until 18 years of age. Applying a 

practical surveillance program for children with cerebral palsy can 

prevent hip dislocation and provide early treatment and ultimately it 

leads to consistently better outcomes than those with neglected hip 

dislocation. The GMFCS level has a strong impact on subluxation risk 

and that the risk continues to the end of growth.
5 

 

A study was conducted on the percentage of migration as indicator of 

femoral head position. In paediatric age group dislocation of one or both 

hips are rather common clinical problem. In this study a screening 

literature was done for a reasonably simple and sensitive method of 

objective appraisal and a determination of lateral migration of femoral 

head satisfied these demands. In order to find a plausible explanation for 

the recorded deviation we decided to examine the reported limits of 

normal variations by establishing our own standards. The aim of their 

paper was to present the results of our investigation and compare them 

with previous figures. In this they assessed the acetabulum 

retrospectively on antero- posterior radiographs in which 255 boys and 

252 girls were recruited. The mean age was calculated in the series was 

6.7 years. In the series as whole percentage of migration showed a non – 

Gaussian distribution with mean 5.9 per cent (range 0 – 29.5%) and a 

median of 4.6 per 



cent. They found a difference between the established 98
th

 percentile of 

migration in these series. The diagnosis of dislocation seems to have 

called for migration of 100 per cent. In this they claimed that >80 per 

cent lateral to Perkins line which already represents the true dislocation. 

They concluded that the simple fact that with this degree of migration 

more of the weight bearing forces are directed laterally than cranially.
6 

 

A ten-year population-based prevention programme was done on 

prevention of dislocation of hip in children with cerebral palsy. They 

suggested that dislocation of hip in cerebral palsy was preventable which 

was published nearly 50 years ago. They initiated a population-based 

prevention programme for children with cerebral palsy with the aim of 

preventing dislocation of hip by early detection and treatment. They 

systematically reviewed population of children which were born in 1990 

and later. They conducted a standardised radiological follow up of the 

hips were carried out. They were examined on anterior – posterior 

radiograph at diagnosis. The data collected was divided into control 

group and study group where they were comparable with regard to the 

proportion of subtype of cerebral palsy and GMFCS level. At the date of 

census, eight children in the control group had developed unilateral 

dislocation of hip, always between the age of 3 and 6 years. Out of the 

103 children group, 8 developed dislocations of hip and this cannot be 

looked upon as the natural history of untreated hips. Some of the 

children operated upon for lateral displacement would probably have had 

dislocation if they had not had the operation. The main challenge of this 

programme was he early identification of all children with cerebral palsy 

in the population. They concluded the study 



by hoping to able to discover which children in population are at a risk 

of dislocation of hip in relation to subtype of cerebral palsy.
9 

 

A study was intended to compare the reliability of hip migration index in 

children with cerebral palsy between the classic and modified methods. 

They determined the reliability and clinical use of two methods of 

migration index in cerebral palsy patients with or without hip dysplasia. 

They included 200 hips of children with cerebral palsy and 

anteroposterior radiographs of the pelvis were taken with the child in 

supine position is the standardized method. There were two 

rehabilitation doctors who measured the migration index using two 

methods. The first one being the classical method where the lateral 

margin of the acetabular roof was used as the and landmark and the 

modified method used the lateral margin of the sourcil as their landmark. 

Interclass correlation was used to test the inter and intra - rater 

reliability. The migration index showed an excellent intra - rater 

reliability in both classic and modified methods, but the inter - rater 

reliability was higher in the classical method than in modified method. 

When it was categorized as the sourcil classification the inter – rater 

reliability was higher in the normal sourcil type and lower in the 

dysplastic sourcil types. The study concluded that classic method 

showed higher reliability than the modified method even when the 

Migration index measurements was relatively high with both methods.
10 

 

A study was conducted to investigate the factors affecting the incidence 

of hip dislocations in cerebral palsy. In this study 102 participants with 

cerebral palsy were collected from 4 different sources. Out of 102, 75 

attended for follow up and later further 10 notes were included who 

fulfilled the inclusion criteria 



making a total of 85 patients. Their ages ranged from 6 to 28 years with 

a mean of 14.6 years. They were grouped according to their neurological 

involvement. In this out of 85 patients 44 had bilateral hemiplegia ,29 

were diplegics and 12 were hemiplegics. They considered the 

relationship between the condition of hip and patients’ ability to weight. 

Their primary object was to establish certain patterns of neurological 

involvement in cerebral palsy who are associated with high or low risk 

of spontaneous dislocation of hip. There was a major factor which must 

be considered in the locomotor status of the patient which reports to have 

a long-recognised instability of hip is found in children who are non-

weight bearing. They even proposed that lack of weight bearing itself 

disposes the child’s hip into dislocation. As the argument cannot be 

settled by the limited data provided, the important observation which 

arises is that the child with cerebral palsy is able to walk independently 

by overwhelming the hips to be normal and except the hips remain the 

same.
11 

 

A study was conducted on hip migration in Rett syndrome where the aim 

was to determine the prevalence of hip displacement and spinal 

deformity in a clinic population of females with Rett syndrome. The idea 

was to find the implications required for screening and management. 

Their inclusion criteria had MECP2 gene status, gross motor function, 

prevalence of hip displacement as measured by migration percentage, 

spinal deformity determined by measuring the Cobbs angle. 31 females 

were included in the study with a mean age of 15years and 6 months 

who fulfilled the criteria for diagnosis of Rett syndrome. In this type of 

cohort study 15 girls had a hip migration of 30% and more, 8 had 

undergone surgery for prevention of hip displacement or 



dislocation. 27 subjects had scoliosis with a cobb’s angle less than 10 % 

and 20 patients had a cobb’s angle more than 30%. They interpreted that 

the prevalence of hip displacement and spinal deformity with Rett 

syndrome in Australia is very high and they recommended that early 

repeated and consistent clinical and radiological surveillance for hip 

displacement and spinal deformity has been carried out in Rett 

syndrome.
12 

 

A study was conducted on hip surveillance in cerebral palsy and its 

impact on the surgical management of spastic hip disease. They used a 

combination of primary clinical and secondary radiological screening 

where they were able to detect spastic hip disease at an early stage in 

most children and they offer early surgical intervention. Displacement of 

hip in children with cerebral palsy meets specific criteria for a screening 

programme. They recommended that hip surveillance should be an apart 

of routine management in children with cerebral palsy. The radiographic 

investigations should be carried out with these children and it should be 

a part of their routine check-up. They should be first radiologically 

examined at 18months of age in all children with bilateral cerebral palsy 

and then after that every 6 months a radiographic report should be 

carried out. In this study the orthopaedic surgeon and physiotherapist 

collaborated and implementation of this screening programme was 

carried out. The findings of the study recommended a few things first 

being that all children with bilateral cerebral palsy need a pelvis 

radiograph by the age of 18 months. They suggested that children with 

spastic quadriplegia should remove x ray every 6 months. Standardized 

protocol for positioning the child and measuring of hip migration should 

be carried out. Early detection of spastic hip 



displacement combined with early surgical treatment can prevent 

dislocation of hip and avoids the need for more invasive surgery.
13 

 

A study was conducted to check the inter- and intra- measurer error in 

the measurement of Riemer’s hip migration percentage. It is commonly 

used to document the extent of subluxation of hip in children with 

spasticity. In this study they considered two measures with 6 months 

paediatric orthopaedic experience they measured the migration 

percentage on 44 pelvic radiographs of children with cerebral palsy aged 

between 2 and 8 years. They duplicated each radiograph giving 22 non 

identical radiograph which were measured twice at a time and twice in 6 

weeks. Averaging the four separate measurements over the two sessions 

reduced the inter-measurer error to a median absolute difference of 

2.8%, but did not improve the 95th upper confidence interval, which 

measured 22.4%. the study shows that the migration percentage on hip 

radiographs can have significant errors. The inter measurer errors were 

such that measurements of the same radiograph made by different 

measures had errors that could be outside clinical acceptability.
14 

 

A study was intended to find out the postural management to prevent hip 

dislocation in cerebral palsy. Here total on an average 7.7% lateral 

migration of head increases per year which may progress in association 

with acetabular dysplasia to hip dislocation. They used an established 

method of maintaining muscle length and joint range of motion which 

included the use of customised plaster cast orthoses for sitting and 

standing positions called as siege moule which is tailor made according 

to child’s musculoskeletal characteristic’s and motor abilities. The 

treatment was given twice a week and a seated postural 



programme 5 hours a day was given siege moule. The hip radiographs 

were measured with migration percentage described by Reimer’s. This 

study supports the evidence of conservative management of hip 

deformity with siege moule which can be successful if implemented 

before the development of hip dysplasia.
15 

 

7.3 AIMS AND OBJECTIVES OF THE STUDY: 

 

 

To study the hip migration percentage of children with neuro 

developmental disorders. 

 

 

 

 

7.4 RESEARCH QUESTION: 

 

 

A child’s hip changes in multitudinal ways throughout various stages of 

growth and development, from birth until skeletal maturity. As 

subluxations and dislocations of the hip can have negatively influence 

the child’s development as well as parent’s wellbeing, our study intends 

to identify the hip migration percentage in children with 

neurodevelopmental disorders. 

8 MATERIALS AND METHEDOLOGY 

 

8. 1 SOURCE OF DATA:  Sample will be collected from, 

 

 

1. OPD No 13, Pediatrics Physiotherapy O.P.D, S.D.M College of 

Medical Sciences and Hospital, Sattur, Dharwad. 

 

2. USHAS Centre for Exceptional Children, Shirur Park, Hubballi. 

 

Study subjects:  Children with Neurodevelopmental Disorders 



Inclusion Criteria: 

 

 

1) Children 2 to 9 years of age diagnosed as having NDD by Medical 

Practitioner. 
1
 

2) Children of either gender. 

 

3) Children of parents who consent for their child’s participation in the study 

 

 

 

 

 

1) Children who have been operated for hip dislocations 

 

2) Children with congenital / developmental hip dysplasia 

 

3) Children who have received Botox-treatment for lower extremities. 

 

4) Children contraindicated for x ray exposure. 

 

5) Children with severe fixed deformities of lower limb who cannot be 

placed in appropriate positioning for radiograph. 

 

Study area: 

 

 

The study will be conducted at the Paediatric Physiotherapy O.P.D on 

the premises of SDM College of Medical Sciences and Hospital, 

Dharwad, which is tertiary care hospital that caters to the people of 

North Karnataka mainly those residing in Dharwad district. The sample 

size will be also collected from the physiotherapy unit at USHAS’ 

Centre for Exceptional Children, 

 

Hubli which is facilitated by SDM College of Physiotherapy to cater to 

the children with special needs. 

 

Study period:  1 year 

 

8.2 METHODS OF COLLECTION OF DATA: 

 

Study design: Cross – Sectional Study Design 



Sample: Sample size is calculated using the formula given below for 

an infinite population: 

 

n = C
2
N P (1 – P) 

 

(A
2
N) + [C

2
 P (1 – P)] 

 

Where, 

 

n = sample size required 

 

N = whole target population in question 

 

P = average proportion of records expected to meet the various criteria 

 

 

(1 – P) is the average proportion of records not meeting the criteria 

 

A = is the margin of error deemed to be acceptable (calculated as a 

proportion) e.g. for 5% error either way A = 0.05 

 

C = is a mathematical constant defined by the Confidence Interval 

chosen i.e. (how sure we need to be of the result) 

 

According to the Pilot study conducted on 11 children (22 hips) with 

neurodevelopmental disorders, 82% hip joints were either subluxated 

or dislocated. Using this prevalence of 82%, the sample was 

calculated as 222 hip joints, which makes it 111 children with NDD. 

 

During the pilot study, parents of 15% of the participants did not 

agree to get a radiograph due to various reasons. 

 

Considering a similar rate of dropout 15% (17) additional children 

will be recruited in the actual surveillance. 

 

Thus, making the sample size 128 children with NDD. 



Sampling procedure: All children with NDD visiting the OPD will 

be recruited in the study. 

 

Study instrument: 

 

1) Written consent form 

 

2) Demographic Data Sheet 

 

3) Stationary items – pencil, paper, eraser etc. 

 

4) Radiograph in AP View 

 

Study Method: 

 

 

Demographic data sheet will be appropriately filled by the therapist. The 

height, weight, will be recorded. Parents or guardians will be explained 

the procedure of the test. The participants will be taken to the 

Orthopaedic Department for the necessary investigations. 

 

A radiograph of pelvis with both hips will be taken in AP View. The 

child will be positioned in supine lying such that the pelvis remains 

horizontal with both the legs in neutral position and the patella pointing 

forward and upward. In the event of the child not being able to 

completely straighten the hips because of stiffness in the lower 

extremities, a pillow will be positioned below the knees, to prevent the 

tilting of the pelvis. Data thus collected will be used for calculating the 

hip migration percentage of the child. This data would be further 

subjected to appropriate statistical analysis. 

 

Data collection: 

 

 

Ethical clearance will be obtained from Institutional Ethical Committee 

of S.D.M College of Medical Sciences and Hospital, Dharwad. A written 



informed consent along with demographic data sheet and a radiograph of 

the pelvis will be obtained in AP view with the permission of the parents 

who agree for their child’s participation. The children from paediatric 

physiotherapy OPD and from USHAS school for special children will be 

included in the study after checking for their inclusion and exclusion 

criteria. Goals of the study will be explained to the parents/ guardians 

and written informed consent will be taken before their inclusion in the 

study. 

 

Study analysis: 

 

Descriptive Statistics such as mean, standard deviation, frequencies, etc. 

 

 

 

 

 

8.3 Does the study require any investigations or interventions to be 

conducted on patients or other humans or animals? (If so, please describe 

briefly) 

 

YES. The study requires non-invasive investigations like weight, height, 

BMI, AP View of Pelvis of participating children with 

neurodevelopmental disorders. 

 

8.4 Has ethical clearance been obtained from ethical committee of your 

institution in case of 8.3? 

 

Ethical clearance has been applied for registration.
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      DEMOGRAPHIC DATA     

 Name: …………………………………………..        

 Date of birth: …. /…. /…. Age: …… years ……months Gender: Female/Male 

 Height: ………cms Weight: ………kgs    BMI: ………..kgs/m
2 

 History:               

 Consanguinity: Yes/No Prematurity: Present/Absent Birth Wt: …..…gms 

 Type of Delivery: NVD / LSCS Gestational age at birth: ………wks. 

 Duration since therapy initiation:………………………………………………… 

 History of Milestones:             
                 

S.   Milestone  Age  Duration S. Milestone  Age   Duration 

No.     since No.      since 

        achieved        achieved 

                 

1.   Head holding    7.  Supported standing 
                 

2.   Rolling prone    8.  Independent 

           standing     
                 

3.   Creeping      9.  Supported walking 
                 

4.   Crawling      10.  Independent walking 
                 

5.   Sitting, if made to    11.  Ascending stairs 

   sit               
                 

6.   Independent sitting    12.  Descending stairs 
                

   Lower Limb Tone:…………………………………………………………………… 

         

   SIDE HIP MIGRATION PERCENTAGE INTERPRETATION 

                  

   LEFT               

                  

   RIGHT               

                  
 



CONSENT FORM 
 
 

STUDY TITLE: HIP MIGRATION PERCENTAGE IN CHILDREN WITH 

NEURODEVELOPMENTAL DISORDERS 

 

I, Ms/Mr……….……………………………………………………………………. on 

 

behalf of my child ……………………………………………………………., exercise my 

 

free power of choice and hereby give my consent to include my child as a subject in the above-

mentioned study and to publish the data thus obtained. I have been explained the procedure and the 

importance of the study in my own language by the researcher. I agree to adhere to the 

physiotherapist instructions and co-operate fully and inform them if my child experiences any 

discomfort. I am informed about my right to withdraw my child from the study at any time 

throughout the study without having to give any reasons for doing so. Also, I am aware of the fact 

that the participation in the study includes no monetary or financial benefits. I have read through the 

details of the same in the information sheet provided to me. 

 
 

 

Postal Address: 
 
 

Relationship with child: Father/Mother/Guardian Sign : 

 
 
 
 

 

For Investigators Purpose 
 
 

This is to certify that above consent has been obtained in my presence. 
 
 
 
 

 

Name of the Investigator: Sign : 



INFORMATION SHEET 
 
 

Dear parents, I, Ms. Shah Ria Chirag, would like to invite you and your child to take part in our 

research study titled “HIP MIGRATION PERCENTAGE IN CHILDREN WITH 

NEURODEVELPOMENTAL DISORDERS – A SURVEILLENCE STUDY”. Before you decide, 

you need to understand why the research is being done and what it would involve for you and your 

child. Please take time to read the following information carefully. This information sheet tells you 

about the purpose of the study and what will happen if you take part. A copy will be given to you for 

your ready reference. 

 

Procedure and Purpose of this study 
 
 

1) Procedure: Children meeting inclusion and exclusion criteria will be recruited in the study. 

The radiograph of bilateral hip will be taken in the prescribed position which will be analysed 

for hip migration percentage. Your child may experience slight discomfort similar to that 

associated with mild to moderate exercises. Relevant rest will be given as and when needed. 

 
2) Benefits: 

 
 

a) Benefit to volunteer: If any child is identified with hip subluxation or dislocation, he/she may be 

advised for further management before secondary complications. 

 

b) Potential benefits to society: This study will help to identify the prevalence of hip 

subluxation and dislocation in 2 to 9 years old children with Neurodevelopmental 

Disorders. 

 

3) Time duration of the procedure: half an hour 
 
 

4) Statement of confidentiality: Your child’s participation in this research is confidential. Only the investigators 

will have access to your child’s identity and to information that can 



be associated with his/her identity. In the event of publication of this research, no 

personally identifying information will be disclosed. 

 
5) Injury clause: There is very less chance of any injury resulting from this study. Injuries if 

any, other than those related to the investigations as part of the study are not liable for financial 

compensation or free medical treatment. 

 
6) Compensation: Participation in this study includes no monetary or financial benefits. 

 

 

7) Voluntary participation: Your and your child`s participation in this study is voluntary. You 

have all the right to withdraw you and your child from the study at any time throughout the 

study without having to give any reasons for doing so. Withdrawal from the study at any given 

point will not influence the therapy of your child. Video your and your child’s right as a study 

participant; you also may decline to answer any questions asked by the researcher. 

 
8) Right to ask question: You may ask any questions about the study procedures and 

the questions will be answered by the researcher. 

 
9)Any queries: Any further questions related to the study will be answered by me, Ms. 

 

Shah Ria Chirag on the contact details mentioned below. 
 
 

Email Id: riacshah@gmail.com 
 
 

Mob. No: 9663404941 
 
 

You may also contact the office of Department of Physiotherapy, Manjushree Nagar, 

Sattur, Dharwad (0836-2462253). 



Name and contact details of guide 
 

 
Dr. Jyoti S. Jeevannavar Professor 

 

 

Email Id: drjyotisj@gmail.com 
 
 

Mob. No- 9972189767 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

. 



M¦àUÉ ¥ÀvÀæ 
 

 

CzsÀåAiÀÄ£ÀzÀ ²Ã¶ðPÉ: £ÀgÀ¨É¼ÀªÀtÂUÉ C¸Àé¸ÀÜvÉAiÀÄ 
ªÀÄPÀÌ¼À°è ¸ÉÆAlzÀ a¦à£À ¸ÀÜ¼ÁAvÀgÀzÀ ±ÉÃPÀqÁªÁgÀÄ. 

 

£Á£ÀÄ, 
 
²æÃªÀÄw/²æÃ........................................................................................................................£À£Àß 
 
ªÀÄUÀÄ............................................................................................................................ ¥ÀgÀªÁV. 
 
£À£Àß ªÀÄÄPÀÛ C¢üPÁgÀzÀ §¼ÀPÉ¬ÄAzÀ, ªÉÄÃ¯É w½¹zÀ CzsÀåAiÀÄ£ÀzÀ°è «µÀAiÀÄªÁV £À£Àß 

ªÀÄUÀÄªÀ£ÀÄß ¸ÉÃj¸À®Ä ªÀÄvÀÄÛ »ÃUÉ ¥ÀqÉzÀ ªÀiÁ»wAiÀÄ£ÀÄß ¥ÀæPÀn¸À®Ä £À£Àß M¦àUÉ 

¤ÃqÀÄvÉÛÃ£É. £À£ÀUÉ CzsÀåAiÀÄ£ÀzÀ «zsÁ£À ªÀÄvÀÄÛ CzÀgÀ ªÀÄºÀvÀéªÀ£ÀÄß ¸ÀA±ÉÆÃzsÀPÀjAzÀ 

£À£Àß ¨sÁµÉAiÀÄ°èAiÉÄ w½¸À¯ÁVzÉ. £Á£ÀÄ ¸ÀA±ÉÆÃzsÀPÀgÀ ¸ÀÆZÀ£ÉUÀ½UÉ §zÀÝªÁV ¸ÀA¥ÀÆtð 

¸ÀºÀPÁgÀªÀ£ÀÄß ¤ÃqÀÄvÉÛÃ£É. £À£Àß ªÀÄUÀÄ AiÀiÁªÀÅzÉÃ jÃwAiÀÄ vÉÆAzÀgÉUÀ¼À£ÀÄß 

C£ÀÄ¨sÀ«¹zÀÝgÉ £Á£ÀÄ CzÀgÀ ªÀiÁ»wAiÀÄ£ÀÄß ¸ÀA±ÉÆÃzsÀPÀjUÉ ¤ÃqÀÄvÉÛÃ£É. ºÁUÉAiÉÄÃ £Á£ÀÄ 

AiÀiÁªÀÅzÉÃ ¸ÀªÀÄAiÀÄzÀ°,è AiÀiÁªÀÅzÉÃ PÁgÀtUÀ¼À£ÀÄß ¤ÃqÀzÉ £À£Àß ªÀÄUÀÄªÀ£ÀÄß 

CzsÀåAiÀÄ£À¢AzÀ »AzÉ vÉUÉzÀÄPÉÆ4Àî®Ä £À£ÀUÉ C¢üPÁgÀ«zÉ JAzÀÄ w½¸À¯ÁVzÉ. CzsÀåAiÀÄ£ÀzÀ°è 

¨sÁUÀªÀ»¸À®Ä AiÀiÁªÀÅzÉÃ DyðPÀ CxÀªÁ EvÀgÀ ¯Á¨sÀUÀ¼ÀÄ M¼ÀUÉÆArgÀÄªÀÅ¢®è JAzÀÄ £À£ÀUÉ 

CjªÀÅ EzÉ. £Á£ÀÄ ªÀiÁ»w ¥ÀvÀæzÀ°è PÉÆnÖgÀÄªÀ ªÀiÁ»wUÀ¼À£ÀÄß N¢ w½zÀÄPÉÆArzÉÝÃ£É. 

 

CAZÉ «¼Á¸À:....................................... 
 
ªÀÄUÀÄ«£ÉÆA¢UÉ ¸ÀA§AzsÀ: vÁ¬Ä/vÀAzÉ/¥ÉÆÃµÀPÀgÀ gÀÄdÄ(ºÉ¨ÉâgÀ½£À UÀÄgÀÄvÀÄ):  

................................................. 

 

vÀ¤SÉzÁgÀgÀ GzÉÝÃ±ÀPÁÌV 
 

 

F ªÉÄÃ°£À M¦àUÉ ¥ÀvÀæªÀ£ÀÄß £À£Àß ºÁdgÁwAiÀÄ°è 

¥ÀæªÀiÁtÂÃPÀj¸À¯ÁVzÉ. vÀ¤SÉzÁgÀgÀ ºÉ¸ÀgÀÄ:................................... 

vÀ¤SÉzÁgÀgÀ gÀÄdÄ:............................  

¢£ÁAPÀ:...........................  

¸ÀÜ¼À:............................ 



¥Á®PÀ/¥ÉÆÃµÀPÀjUÉ ªÀiÁ»w ¥ÀvÀæ 

 

DwäÃAiÀÄ ¥Á®PÀgÉÃ, 
 
"£ÀgÀ¨É¼ÀªÀtÂUÉ C¸Àé¸ÀÜvÉAiÀÄ ªÀÄPÀÌ¼À°è ¸ÉÆAlzÀ a¦à£À ¸ÀÜ¼ÁAvÀgÀzÀ ±ÉÃPÀqÁªÁgÀÄ- ¸À«ÄÃPÉë 

CzsÀåAiÀÄ£À" F CzsÀåAiÀÄ£ÀzÀ°è ¨sÁUÀªÀ»¸À®Ä £Á£ÀÄ ±Áºï jAiÀiÁ agÁUï, ¤ªÀÄä£ÀÄß ªÀÄvÀÄÛ ¤ªÀÄä 

ªÀÄUÀÄªÀ£ÀÄß DºÁé¤¸ÀÄvÉÛÃ£É. ¤ÃªÀÅ ¤zsÀðj¸ÀÄªÀ ªÉÆzÀ®Ä ¸ÀA±ÉÆÃzsÀ£É KPÉ £ÀqÉAiÀÄÄwÛzÉ 

ªÀÄvÀÄÛ CzÀgÀ°è ¤ªÀÄUÉ ºÁUÀÄ ¤ªÀÄä ªÀÄUÀÄ«UÉ K£ÁUÀ§ºÀÄzÀÄ JA§ÄzÀÄ ¤ÃªÀÅ CxÀð 

ªÀiÁrPÉÆ¼Àî¨ÉÃPÀÄ. zÀAiÀÄ«lÄÖ ¸ÀªÀÄAiÀÄ vÉUÉzÀÄPÉÆAqÀÄ PÉ¼ÀUÉ ¤ÃrzÀ ªÀiÁ»wAiÀÄ£ÀÄß 

UÀªÀÄ£À«lÄÖ N¢. ¤ªÀÄä ¹zÀÞvÉUÁV EzÀgÀ MAzÀÄ ¥Àæw ¤ªÀÄUÉ ¤ÃqÀ¯ÁUÀÄvÀÛzÉ. 

 

CzsÀåAiÀÄ£ÀzÀ «zsÁ£À ªÀÄvÀÄÛ GzÉÝÃ±À 
 
 
1.«zsÁ£À: ¸ÉÃ¥ÀðqÉ ªÀÄvÀÄÛ ºÉÆgÀVqÀÄªÀ ªÀiÁ£ÀzÀAqÀUÀ¼ÀÄ C£ÀéAiÀÄªÁUÀÄªÀ ªÀÄPÀÌ¼À£ÀÄß F 

CzsÀåAiÀÄ£ÀzÀ°è ¸ÉÃj¹PÉÆ¼Àî¯ÁUÀÄªÀÅzÀÄ. ¸ÀÆa¸À¯ÁzÀ ¹ÜwAiÀÄ°è JgÀqÀÆ ¸ÉÆAlzÀ a¦à£À 

gÉÃrAiÉÆÃUÁæ¥sÀ£ÀÄß vÉUÉzÀÄPÉÆ¼Àî¯ÁUÀÄªÀÅzÀÄ ºÁUÀÄ CzÀ£ÀÄß ¸ÉÆAlzÀ a¦à£À 

¸ÀÜ¼ÁAvÀgÀzÀ ±ÉÃPÀqÁªÁgÀÄ w½AiÀÄ®Ä «µÉèÃ²¸À¯ÁUÀÄªÀÅzÀÄ. ªÁåAiÀiÁªÀÄUÀ½AzÁUÀÄªÀ 

PÉ®ªÀÅ vÉÆAzÀgÉUÀ¼À jÃw ¤ªÀÄä ªÀÄUÀÄ«UÉ ¸Àé®à vÉÆAzÀgÉAiÀiÁUÀ§ºÀÄzÀÄ. 

CªÀ±ÀåPÀvÉ¬ÄzÁÝUÀ ªÀÄzsÀåAvÀgÀ «gÁªÀÄªÀ£ÀÄß ¤ÃqÀ¯ÁUÀÄªÀÅzÀÄ. 

 

2. ¥ÀæAiÉÆÃd£ÀUÀ¼ÀÄ 
 
C) ¸ÀéAiÀÄA ¥ÉæÃjvÀjUÁUÀÄªÀ G¥ÀAiÉÆÃUÀ: MAzÀÄ ªÉÃ¼É AiÀiÁªÀÅzÁzÀgÀÄ ªÀÄUÀÄ«£À 

¸ÉÆAlzÀ QÃ®Ä ¸Àj¢zÀÝ°è CxÀªÁ eÉÆÃqÀuÉ vÀ¦àzÀÝ°è, CªÀ¤/½UÉ ªÀÄÄAzÉ §gÀÄªÀ 

vÀqÀPÀÄ/vÉÆzÀgÉUÀ½AzÀ PÁ¥ÁqÀ®Ä ªÀÄvÀÛµÀÄÖ ¤ªÀðºÀuÉUÁV ¸À®ºÉ ¤ÃqÀ§ºÀÄzÀÄ. 
 
§) ¸ÀªÀiÁdPÁÌUÀÄªÀ G¥ÀAiÉÆÃUÀUÀ¼ÀÄ: F CzsÀåAiÀÄ£ÀªÀÅ, 2 jAzÀ 9 ªÀµÀð ªÀAiÀÄ¹ì£À £ÀgÀ¨É¼ÀªÀtÂUÉ 

C¸Àé¸ÀÜvÉAiÀÄ ªÀÄPÀÌ¼À°è ¸ÉÆAlzÀ a¦à£À ¸ÀÜ¼ÁAvÀgÀzÀ ±ÉÃPÀqÁªÁgÀÄ w½zÀÄPÉÆ¼ÀÄîªÀ°è 

G¥ÀAiÉÆÃUÀªÁUÀÄvÀÛzÉ. 

 

3. «zsÁ£ÀzÀ ¸ÀªÀÄAiÀÄ: ¸ÀÄªÀiÁgÀÄ 30 ¤«ÄµÀUÀ¼ÀÄ. 

 

4. UË¥ÀåvÉ/«±Áé¸ÁºÀðvÉAiÀÄ ºÉÃ½PÉ: CzsÀåAiÀÄ£ÀzÀ°è ¤ªÀÄä ªÀÄUÀÄ«£À ¨sÁUÀªÀ»¸ÀÄ«PÉ 

UË¥ÀåªÁVgÀÄvÀÛzÉ. ¤ªÀÄä ªÀÄUÀÄ«£À UÀÄgÀÄw£À ªÀiÁ»w PÉÃªÀ® ¨sËvÀaQvÀìPÀgÀ ºÀwÛgÀ EgÀÄvÀÛzÉ. 
 
F ¸ÀA±ÉÆÃzsÀ£ÉAiÀÄ ¥ÀæPÀluÉAiÀÄ ¸ÀAzÀ¨sÀðzÀ°è, AiÀiÁªÀÅzÉÃ 
ªÀAiÀÄQÛPÀ UÀÄgÀÄw£À ªÀiÁ»wAiÀÄ£ÀÄß §»gÀAUÀ¥Àr¸À¯ÁUÀÄªÀÅ¢®è. 
 
 
5. UÁAiÀÄzÀ µÀgÀvÀÄÛ: F CzsÀåAiÀÄ£À¢AzÀ ¤ªÀÄä ªÀÄUÀÄ«UÉ AiÀiÁªÀÅzÉÃ jÃwAiÀÄ UÁAiÀÄ GAmÁUÀÄªÀ 

¸ÁzsÀåvÉ¬Ä®è. MAzÀÄ ªÉÃ¼É AiÀiÁªÀÅzÉÃ EvÀgÀ PÁgÀtUÀ½AzÀ ¤ªÀÄä ªÀÄUÀÄ UÁAiÀÄUÉÆAqÀgÉ AiÀiÁªÀ 

jÃwAiÀÄ ºÀtPÁ¹£À ¥ÀjºÁgÀ CxÀªÁ GavÀ ªÉÊzÀåQÃAiÀÄ aQvÉì ¤ÃqÀ¯ÁUÀÄªÀÅ¢®è. 

 

6. ¥ÀjºÁgÀ: CzsÀåAiÀÄ£ÀzÀ°è ¨sÁUÀªÀ»¸À®Ä AiÀiÁªÀÅzÉÃ jÃwAiÀÄ 
DyðPÀ CxÀªÁ EvÀgÉ ¯Á¨sÀUÀ¼ÀÄ M¼ÀUÉÆArgÀÄªÀÅ¢®è. 



 
7. ¸ÀéAiÀÄA¥ÉæÃjvÀ ¨sÁUÀªÀ»¸ÀÄ«PÉ: F CzsÀåAiÀÄ£ÀzÀ°è ¤ªÀÄä ªÀÄUÀÄ«£À ¨sÁUÀªÀ»¸ÀÄ«PÉ 

¸ÀéAiÀÄA¥ÉæÃjvÀªÁVgÀÄvÀÛzÉ. ¤ÃªÀÅ AiÀiÁªÀÅzÉÃ PÁgÀtUÀ¼À£ÀÄß ¤ÃqÀzÉ, AiÀiÁªÀÅzÉÃ ¸ÀªÀÄAiÀÄzÀ°è 

¤ªÀÄä ªÀÄUÀÄªÀ£ÀÄß CzsÀåAiÀÄ£À¢AzÀ »AzÉ vÉUÉzÀÄPÉÆ¼Àî§ºÀÄzÀÄ. »ÃUÉ CzsÀåAiÀÄ£À¢AzÀ »AzÉ 

vÉUÉzÀÄPÉÆ¼ÀÄîªÀÅzÀjAzÀ ¤ªÀÄä ªÀÄUÀÄ«£À aQvÉìAiÀÄ ªÉÄÃ¯É AiÀiÁªÀ jÃwAiÀÄ ¥Àæ¨sÁªÀªÀÅ 

©ÃgÀÄªÀÅ¢®è. CzsÀåAiÀÄ£ÀzÀ°è «µÀAiÀÄªÁV ¥Á¯ÉÆÎ¼ÀÄîªÀªÀgÀAvÉ ¤ªÀÄä ªÀÄUÀÄ«£À C¢üPÁgÀªÀ£ÀÄß 

£ÉÆÃr, ¤ÃªÀÅ vÀ¤SÉzÁgÀgÀ ªÀÄÆ®PÀ PÉÃ½zÀ AiÀiÁªÀÅzÉÃ ¥Àæ±ÉßUÀ½UÉ GvÀÛj¸À®Ä ¤gÁPÀj¸À§ºÀÄzÀÄ. 

 

8. ¥Àæ±Éß PÉÃ¼ÀÄªÀ C¢üPÁgÀ: CzsÀåAiÀÄ£ÀzÀ PÁAiÀÄð«zsÁ£ÀPÉÌ ¸ÀA§A¢ü¹zÀAvÉ 

¤ªÀÄä AiÀiÁªÀÅzÉÃ ¥Àæ±ÉßUÀ½UÉ ¸ÀA±ÉÆÃzsÀPÀjAzÀ GvÀÛj¸À¯ÁUÀÄªÀÅzÀÄ. 

 

9. AiÀiÁªÀÅzÁzÀgÀÆ ¥Àæ±ÉßUÀ¼ÀÄ: CzsÀåAiÀÄ£ÀPÉÌ ¸ÀA§A¢ü¹zÀ AiÀiÁªÀÅzÉÃ ¥Àæ±ÉßUÀ½UÉ 

PÉ¼ÀUÉ w½¸À¯ÁzÀ ¸ÀA¥ÀPÀð «ªÀgÀUÀ¼À°è £À¤ßAzÀ GvÀÛj¸À¯ÁUÀÄªÀÅzÀÄ. 
 

±Áºï jAiÀiÁ agÁUï, email- riacshah@gmail.com ªÉÆ¨ÉÊ¯ï £ÀA. 9663404941 ºÉaÑ£À 

ªÀiÁ»wUÁV ¤ÃªÀÅ ¸ÀA¥ÀQð¸À§ºÀÄzÁzÀ «¼Á¸À: r¥ÁlðªÉÄAmï D¥sï 

¦ü¹AiÉÆÃxÉgÀ¦, ªÀÄAdÄ²æÃ £ÀUÀgÀ, ¸ÀvÀÆÛgÀ, zsÁgÀªÁqÀ.(0836-2462253) 

 

ªÀiÁUÀðzÀ±ÀðPÀgÀ ºÉ¸ÀgÀÄ ªÀÄvÀÄÛ ¸ÀA¥ÀPÀð «ªÀgÀ 

 

qÁ. eÉÆåÃw fÃªÀtÚªÀgï, s¥ÉÆæ¥sÉ¸Àgï 
 

EªÉÄÃ¯ï «¼Á¸À: drjyotisj@gmail.com 
 

ªÉÆ¨ÉÊ¯ï £ÀA. 9972189767 


