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7.1 NEED FOR STUDY: 

The most common spine disorder is cervical spondylosis which manifests as posterior neck pain and shoulder 

pain.1-5 Decompressive cervical spine surgeries are widely used to allay pain and promote neurological 

recovery and hence promote functional outcome.4,5,6 Following cervical spine surgeries, the upper limb 

function may be grossly affected because of reduced range of motion of the neck, residual pain in the upper 

limb and weakness in the hand muscles. These factors may greatly impede the use of upper limb in activities 

of daily living, occupation and various other domains.  

The Neck Disability Index (NDI) is a self-administer questionnaire which consists of 10 items; pain 

intensity, personal care, lifting, reading, headaches, concentration, work, driving, sleeping, and recreation. 

On a Likert scale, the patient scores the severity of their neck pain by checking one of six boxes. The NDI 

has a total score of 50 points, with a greater total score indicating a higher level of disability.7 NDI is most 

accurate patient reported outcome measure to measure clinical improvement after surgery for degenerative 

cervical myelopathy.8 

It has been reported that axial neck pain is a common complication after cervical spine surgery, 

predominantly in patients undergoing multilevel anterior or posterior cervical decompression and it seriously 

affects the physical, mental health and quality of life of the patients. Axial neck pain is confined to the 

cervical, occipital or posterior scapular areas9 some patients may complain of referred pain to the proximal 

upper extremities, but axial neck pain typically does not radiate into upper extremities. Radicular pain 

typically extends distally down the upper extremity in the dermatomal distribution.10 

 

Patients with neck pain may present with upper limb symptoms, the upper limb movements can aggravate 

neck pain in the absence of arm symptoms. The upper limb load can move cervical segments11 and the loads 

that is placed on upper limb is transmitted to the cervical structures via axio-scapular muscles such as levator 

scapulae and upper trapezius.12 The performance of upper limb activity may in turn get limited because of 

the stress on painful cervical structures. This loading of cervical structures because of upper limb movements 

could further increase if scapular control is impaired due to altered muscle activation patterns as a result of 

neck pain.13 

 

Post cervical decompression surgery C5 palsy may occur causing weakness of the deltoid muscle and/or the 

biceps brachii muscle. Some patients’ complaints of sensory deficits and/or intractable pain, muscle 

weakness in the shoulder region, while some of the others has only motor weakness (C5 region). In C5 palsy, 

92% occur unilaterally and 8% occurs bilaterally.14,15 

Out of various complications following cervical spine surgery16,17 although there is a dearth of evidence, in 

a case series study, it was found that shoulder periarthritis also known as frozen shoulder was reported in 

10% of cervical herniated intervertebral disc patients, in the follow up of the same study reported prevalence 

of shoulder capsulitis increased to 20% post operatively.18    

Presence of shoulder pain causes restricted and painful movements of the arm, which in turn causes difficulty 



in performing movement related activities.19 The shoulder pain and disability index (SPADI) was created as 

a regional measure of patients' self-reported shoulder pain and impairment. SPADI has been shown to have 

excellent reliability, with high internal consistency being proposed for the pain and disability subscales in 

individuals with persistent shoulder complaints.20,21,22,23 

 

Weakness of the hand muscles and affection of dexterity is commonly associated with cervical spondylotic 

myelopathy24, which may persist even post operatively based on the severity of affection. Cervical 

myelopathy causes hand and finger clumsiness, declined ability to do quick grip and release function and 

decreased grip strength.25 

The nine-hole peg test (NHPT) is an excellent paradigm to test dexterity in patients with various disease, 

deformities and impairments. The test has good correlation with upper limb Japanese orthopedic association 

scale (UlJOA) grading. It is a good index for evaluation of upper limb function. In an article it was concluded 

that NHPT scores were prolonged preoperatively in cervical spondylotic myelopathy and showed a 

correlation with upper limb modified JOA score. There is no significant correlation at one week follow up. 

While Nine-Hole Peg Test score is a good quantitative test to evaluated hand function in patients with 

cervical spondylotic myelopathy and could detect subtle hand dysfunction preoperatively, it has limited role 

when used alone to detect changes in hand function post-operatively.26  Having noted the applicability of 

NHPT to measure hand dexterity in cervical spondylosis myelopathy patients, it is also mentioned that using 

NHPT  in combination with other tests would allow for the better measure of dexterity. 

 

There are a lot of factors that can influence upper limb recovery following decompression surgery of cervical 

spine. Following the cervical spine surgery patients are referred for rehabilitation for neck pain and stiffness, 

balance issues and gait training, however upper extremity plays a very integral role in performing activities 

of daily living, occupational and recreational activities. A complete rehabilitation of upper extremity is 

equally important, which is feasible only if various factors that could influence the recovery of upper 

extremity following decompressive cervical spine surgery is thoroughly understood. Hence there is a need 

to descriptively analyze data of neck disability, axial neck pain, deltoid and biceps brachii muscle, shoulder 

pain and disability index, grip strength and pinch strength and nine-hole peg test in patients who have 

undergone decompression surgery of cervical spine.  

  

 

7.2 REVIEW OF LITERATURE 

In 2022, a study of patients undergoing degenerative cervical myelopathy surgery was done with the 

objective to offer estimations and measure achievement rates of the Neck Disability Index (NDI), Numeric 

Rating Scale for arm and neck pain (NRS-AP) and neck pain (NRS-NP), Euro-Qol (EQ-5D-3L), and 

European Myelopathy Score (EMS) at 3- and 12-month follow-up (EMS). Out of the 614 patients recruited 

371 patients had anterior cervical discectomy and fusion (ACDF) (363, 98%) or anterior cervical disc 



arthroplasty (ACDA) (8, 2%), whereas 243 had posterior approach operations like laminectomy with or 

without fusion, hemilaminectomy, or laminoplasty. With an minimal clinically important difference (MCID) 

of 16%, the NDI and NRS-NP percentage change scores were the most accurate patient reported outcome 

measures (PROMs). The NDI change score and percentage change scores for NDI, NRS-AP, and NRS-NP 

were slightly higher in the anterior operation group than in the posterior procedure group, while the 

remaining PROM estimates were similar. At the 12-month follow-up, the MCID accomplishment rates 

ranged from 51% in EMS to 62% in NRS-NP.8 

 

 

A retrospective study was done in 1996 on cervical myelopathy patients who had undergone anterior 

interbody fusion and laminoplasty. The objective was to find the prevalence of postoperative axial symptoms 

between anterior interbody fusion and laminoplasty and to clarify the pathogenesis of axial symptoms of 

laminoplasty. A total of 98 cervical myelopathy patients were included in the study, out of which 72 had 

laminoplasty and 26 had anterior interbody fusion. Axial symptoms were grouped into 1. Pain distributes 

over the posterior neck as nuchal pain 2. Suspensory muscles (levator scapulae, supraspinatus, rhomboideus, 

and upper trapezius muscles) as shoulder pain 3. Stiffness and pain of suspensory muscles as shoulder 

muscles spasm 4. To differentiate these symptoms from the surgery wound pain, examination of before and 

after surgery presence of axial symptoms were done one month after surgery. If the symptoms were tenacious 

more than a month then axial symptoms were considered to be present. To learn whether axial symptoms 

were caused by surgical procedure (damage) to the facet joints, post-operative computed tomography images 

were used to determine the amount of facet joint excision. Preoperative axial symptoms were present in 26 

(27%) of the 98 patients with cervical spondolytic myelopathy, while 72 (73%) had no axial symptoms. A 

significant difference (0.05) was found between the anterior and laminoplasty groups, with 5 patients (19%) 

in the anterior group and 43 patients (60%) in the laminoplasty group having postoperative axial symptoms. 

Although preoperative axial complaints were relieved equally in the anterior fusion and laminoplasty groups, 

the laminoplasty group had a higher rate of new emerging axial symptoms. Laminoplasty was associated 

with a higher rate of postoperative axial discomfort than anterior interbody fusion (60 percent vs 19 percent; 

P 0.0 05). After surgery, the most common complaint from the laminoplasty group was axial symptoms that 

lasted more than 3 months, but no patient in the anterior interbody fusion group reported severe axial neck 

pain. The prevalence and severity of axial symptoms were found to be substantially higher and far more 

severe than previously thought.5 

 

 

 

Kazuhiro Chiba et al. conducted a retrospective study to inquire into patients who experienced segmental 

motor paralysis after having an open-door laminoplasty for cervical myelopathy with the objective to suggest 

that the spinal cord is involved in the development of segmental motor paralysis as a possible mechanism. 



The study included 15 patients (11 men and 4 women) who developed postoperative segmental motor 

paralysis after extensive open-door laminoplasty during a two-year period. Their average age was 56 at the 

time of operation. Paralysis characteristics, clinical symptoms, recovery rates calculated using pre- and 

postoperative Japanese Orthopedic Association scores, and radiographic findings, including pre- and 

postoperative magnetic resonance images, were retrospectively analysed and compared to those of 126 

patients without segmental paralysis who underwent expansive open-door laminoplasty. 8 individuals had 

multilayer involvements largely on the hinge side, whereas two patients had paralysis on both sides. After 

an average of 4.6 days, paralysis had occurred. Before surgery, 14 of the 15 patients had severe numbness 

or dysesthesia in their hands, and their average recovery rate for upper extremity sensory disturbance was 

lower than that of those who were not paralysed. All of the patients' spinal cords had a T2 high-signal 

intensity zone after surgery, according to magnetic resonance imaging. In 10 of the 15 patients, the level of 

aberrant signal locations matched the degree of paralysed segments. In 11 individuals, the paralysis was fully 

resolved.11 

 

 

 

 

To suggest that the spinal cord is involved in the development of segmental motor paralysis as a possible 

mechanism, a retrospective study was done in 2002 at Tokyo Japan, of patients in whom segmental motor 

paralysis developed after expansive open-door laminoplasty for cervical myelopathy. During a minimum 

follow-up of  2 years, 15 patients (11 men and 4 women) who developed postoperative segmental motor 

paralysis after expansive open-door laminoplasty operation were recruited in the study. The average age was 

56 at the time of operation. Paralysis characteristics, clinical symptoms, recovery rates calculated using pre 

and postoperative Japanese Orthopedic Association scores, and radiographic findings, including pre- and 

postoperative magnetic resonance images, were retrospectively analysed and compared to those of 126 

patients without segmental paralysis who underwent expansive open-door laminoplasty. It was found that 

the paralysis was mostly; but not only at C5 and eight patients had multilevel involvements primarily on the 

hinge side, while two patients had paralysis on both sides. After an average of 4.6 days, paralysis had 

occurred. Before surgery, 14 of the 15 patients had severe numbness or dysesthesia in their hands, and their 

average recovery rate for upper extremity sensory disturbance was lower than that of those who were not 

paralysed. All of the patients' spinal cords had a T2 high-signal intensity zone after surgery, according to 

magnetic resonance imaging. In 10 of the 15 patients, the level of abnormal signal locations matched the 

degree of paralysed segments. In 11 individuals, the paralysis was fully resolved. The study concluded that 

the existence of T2 high signal intensity zones, delayed onset of paralysis, and dysesthesia in the upper 

extremities implies that a certain damage in the grey matter of the spinal cord may play a crucial role in the 

development of postoperative segmental motor paralysis.14 

 



 

 

In 2019, a retrospective study was done by Erica Kholinne et. al to identify risk factors for chronic shoulder 

pain after cervical spine surgery. In a tertiary referral university hospital, 862 patients had cervical spine 

surgery between April 1995 and May 2012. In the 3 months following cervical spine surgery, 96 patients 

were sent to a shoulder surgeon for chronic shoulder pain. 35 patients were dropped from the trial due to a 

lack of follow-up or radiological data. A patient group of 61 patients with no shoulder pain following surgery 

to an age, sex, and surgeon matched control group were examined. Age, sex, level of cervical surgery, 

approach to cervical surgery, underlying medical problems, final diagnosis of shoulder pathology, and 

shoulder visual analogue scale (VAS) score were all examined in medical records. The pre- and post-

operative characteristics for cervical surgery level, approach, underlying medical history, and shoulder VAS 

were compared and assessed. 

Lower cervical level surgery had a substantially higher number of patients (91 patients, or 74.6%) than upper 

cervical level surgery (31 patients, or 25.4%) (P = 0.005). The anterior route was employed more frequently 

(70 patients, or 57.3%) than the posterior method (52 patients, or 42.7%) (P 0.001). In patient group, rotator 

cuff illness was diagnosed in 31 patients, adhesive capsulitis was diagnosed in 18 patients, and calcific 

tendinitis was diagnosed in 10 individuals. In both groups, there was no significant difference in preoperative 

shoulder VAS score. Patients with a lower level of cervical spine pathology (C4-T1) and posterior approach 

surgery presented with significantly higher shoulder pain. According to subgroup analysis, there was no 

statistical difference in the level of cervical surgery or the approach to cervical surgery across groups with 

different shoulder pathologies. The study suggest that the posterior approach and lower level of cervical 

surgery patients may be clinically important risk factors for chronic shoulder discomfort after cervical spine 

surgery findings.27 

 

 

A study was done in 2006 by Joy C MacDermid et al. to investigate the shoulder pain and disability index 

(SPADI) cross-sectional and longitudinal validity. 129 community volunteers who self-identified as 

experiencing shoulder pain were included in the study. A physical therapist examined patients using a 

structured diagnostic approach to ensure that their discomfort was musculoskeletal. This included looking at 

pain levels reported on a visual analogue pain scale during active and passive shoulder movements. The 

SPADI, the Coping Strategies Questionnaire (CSQ), and the Sickness Impact Profile (SIP) were completed 

by patients at baseline, 3 months later, and 6 months later. Subscale structure was assessed using factor 

analysis with varimax rotation. Expectations for convergent and divergent CSQ and SIP subscales were 

established a priori and analysed using Pearson correlations. The researchers examined predictions that 

individuals with a certain disease or who were using pain medication would have higher SPADI scores. To 

examine longitudinal validity, correlations between observed changes collected across several instruments 

were used. The SPADI subscales had significant internal consistencies (> 0.92). The majority of items fell 



into two factors that represent pain and disability, according to factor analysis using varimax rotation. The 

SPADI showed significant changes over time, but they were not well associated with the SIP or CSQ, 

implying that these measures measure different things. According to the findings, the SPADI is a valid 

measure of pain and disability in community-based patients reporting shoulder pain owing to 

musculoskeletal disease.22 

 

 

In 2017, a study was conducted in India on the nine-hole peg test to assess hand function in healthy people 

and patients with cervical spondylotic myelopathy (CSM) who were undergoing central corpectomy 

(NHPT). The NHPT was carried out in both healthy persons and patients with CSM; five trials were carried 

out in each hand individually. The preoperative and postoperative NHPT scores were compared to the 

normal, and the Nurick and modified Japanese orthopaedic Association (mJOA) scales were used to correlate 

them. According to the findings, normative data from the Indian population suggests that female subjects 

have much lower scores than male subjects, and that there is a difference between the two sides that should 

be taken into account when reporting NHPT scores in sickness. The NHPT scores were extended 

preoperatively in CSM and demonstrated a link with the upper limb component of mJOA (UlmJOA) score, 

with no significant differences observed at  1 week follow-up. While the NHPT score is an excellent 

quantitative tool for evaluating hand function in CSM patients and can detect minor hand dysfunction before 

surgery, it has a limited role in detecting changes in hand function after surgery when used alone.26 

 

 

 

A prospective quantitative study was done in 2020, on patients with cervical spondylotic myelopathy (CSM) 

who were undergoing surgical treatment were enrolled. The authors used quantitative testing to study the 

impact of CSM severity on hand function and to assess the response to surgical intervention. Palmar 

dynamometry was used to measure grip strength, the hydraulic pinch gauge test was used to measure pinch 

strength, and the 9-hole peg test (9-HPT) was used to evaluate upper extremity dexterity. The tests were done 

before surgery and again 6–8 weeks later. The outcomes of the tests were expressed as a percentile relative 

to age- and sex-stratified norms, and accomplishment of a minimum clinically relevant (MCI) difference. 

Patients were divided into three groups based on their modified Japanese Orthopaedic Association (mJOA) 

score (mild, moderate, and severe myelopathy). Preoperative pinch (p 0.001) and grip (p = 0.01) strength 

were lower in patients with moderate and low mJOA scores than in those with high mJOA scores/mild 

myelopathy. The results were as follows all hand function domains improved after surgery, with the 

exception of pinch strength in the nondominant hand, with MCI differences ranging from 33% of patients in 

dominant-hand strength tests to 73% of patients in nondominant-hand dexterity tests at 6 weeks. Patients 

with intermediate baseline mJOA scores were more likely than those with low mJOA scores/severe 

myelopathy (30%) and high mJOA scores/mild myelopathy (9%) to have MCI improvement in dominant 



grip strength (58.3 percent, p = 0.04). The 9-HPT in the dominant hand, ranged from 1 in patients with cord 

signal alteration to 15.9 in patients with subarachnoid effacement only (p = 0.03).24 

 

 

 

 

 

 

 

RESEARCH QUESTION:  

Descriptive analysis of neck disability, axial neck pain, shoulder pain and disability index, muscle strength 

of deltoid and biceps brachii, grip strength and pinch strength and nine-hole peg test. 

 

7.3 AIM AND OBJECTIVES OF THE STUDY: 

1. Postoperative evaluation of neck disability, axial neck pain, muscle strength of deltoid and biceps brachii, 

shoulder pain and disability index (SPADI), grip strength and pinch strength and nine peg hole test (NHPT) 

in patients who have undergone cervical decompression surgery. 

 



8. MATERIALS AND METHODS: 

8.1 SOURCE OF DATA: 

      Study subjects:  

      Inclusion Criteria: 

• Patients who have undergone decompression surgery of cervical spine with post-

surgical duration of 4-6 weeks 

• Patients belonging to either gender 

• Patients of ≥30 years of age 

• Patients should be able to understand and follow commands 

 

  

        Exclusion Criteria: 

• Patients unable to perform NHPT due to severe weakness of arm and hand  

• Patients <30 years of age 

• Cervical spine surgeries for non-degenerative condition 

• Patients with preexisting, diagnosed frozen shoulder, musculoskeletal disorder of 

upper limb example fracture 

• Patients with comorbid neurological disease example stroke, Parkinson’s disease  

• Patients not willing to participate in the study 

Study area: SDM medical sciences and hospital Dharwad, Karnataka  

Study period: 1 year 

8.2 METHODS OF COLLECTION OF DATA: 

1. Study design: observational study 

2. Sample: 

      Convenient sampling  

3. Sampling procedure: 

     In this study, patients who have undergone decompressive surgeries of cervical spine with a post-

operative duration of 4-6 weeks aged ≥ 30 years, operated in Shri Dharamasthala Manjunatheshwara 

Hospital, Dharwad will be screened as per the inclusion and exclusion criteria. Patients who meet 

the inclusion criteria will be explained about the examination benefits and informed consent will be 

obtained from the patients in the language best understood by them. 



4. Study instrument: 

 

• Consent form 

• Information sheet 

• Neck disability index questionnaire 

• Upper back illustration form of axial neck pain 

• Numerical pain rating scale (NPRS) 

• Shoulder pain and disability index (SPADI) questionnaire 

• The nine-hole peg test (NHPT) 

• Dynamometer  

• Stop watch 

• Measurement tape 

5. Data collection: 

Patients will be recruited from Shri Dharmasthala Manjunatheshwara hospital, Sattur Dharwad, 

Karnataka.  

Patients will be assessed postoperatively at post-surgical duration of 4-6 weeks. Demographic data 

will be taken, routine neurological examination: Motor, sensory and reflexes evaluation will be done. 

Following routine neurological assessment patient will be give Neck disability index (NDI) 

questionnaire, which consists of 10 items; pain intensity, personal care, lifting, reading, headaches, 

concentration, work driving, sleeping and recreation. For the above mentioned 10 items, the patient 

will mark on a Likert scale. The NDI has a total of 50 points, with a greater score indicating a higher 

level of disability.   

Followed by this, an illustration of upper back will be provided for the axial neck pain where the 

patients will mark the area of pain and this perceived pain would be rated on a 11-point Numerical 

pain rating scale (NPRS) which is a horizontal line ranging from ‘0’ representing one pain extreme 

(no pain) to 10 representing the other pain extreme (worst pain imaginable).  

For the deltoid muscle strength testing, Saehan hydraulic hand dynamometer will be used. Patient 

will be seated on a chair without armrest, and with shoulder adducted, elbow, wrist and finger 

extended for the testing upper limb. A reference point will be taken for the application of 



dynamometer, which will be 10 cm above the olecranon process. At this reference point of the arm, 

handle of the dynamometer will be placed and a patient will be asked to do a forceful isometric 

contraction of deltoid and readings on the dynamometer will be noted. The test will be repeated 3 

times for the deltoid with the adjustable setting fixed at 2 (patients normally generate their maximum 

force when dynamometer handle is at the 2nd setting), and the average score will be taken. 

For the biceps muscle strength testing, Saehan hydraulic hand dynamometer will be used, patient 

will be seated on a chair without armrest, and with shoulder adducted, elbow flexed to 90° and 

supported on a table and wrist and finger in neutral. The reference point for the application of the 

handle of dynamometer will be 10 cm above ulnar styloid process for measuring the strength of 

biceps muscle. The hand-held dynamometer will be placed at this point and the patient will be asked 

to do a forceful isometric contraction of elbow flexors and the readings on the dynamometer will be 

noted. The test will be repeated 3 times for each elbow with the adjustable setting fixed at 2, and the 

average score will be taken. 

A self-administered SPADI (shoulder pain and disability index) questionnaire will be given to 

patient which has two dimensions: one for pain and the other for functional activities. The pain 

dimension consists of five questions regarding the severity of an individual’s pain. Functional 

activities are assessed with eight questions designed to measure the degree of difficulty an 

individual has with various activities of daily living that require upper- extremity use. The overall 

score will be calculated by averaging the results from both dimensions. 

Grip strength will be tested using a standardized Saehan hydraulic hand Dynamometer. The patient 

will be seated with their shoulder adducted, elbow flexed, forearm neutral, and feet resting on the 

ground. The participant will squeeze the handle at maximal exertion. The highest reading will be 

recorded. The test will be repeated 3 times with each hand for all 5 adjustable grip handles, and the 

scores will be averaged for each hand. 

 Pinch strength will also be tested using a standardized Saehan hydraulic pinch gauge. The patient 

will be seated with their shoulders adducted, elbows flexed 90°, forearms neutral, and feet resting 

on the ground. The palmar pinch will be used: thumb pad to pads of index and middle fingers. The 

patient will then press the instrument at maximal exertion. The highest reading will be recorded. 

The test will be repeated 3 times with each hand and the scores will be averaged for each hand. 

Nine-hole peg test (NHPT) measure finger dexterity in patients with various neurological 

conditions. Subjects are instructed to take the peg with the test hand from a container, and place 

them one by one on the holes of board placed at the midline of the subject and vice versa. The non-

test hand can hold the edge of the board to provide stability. Based on the time taken to complete 

the test activity recorded in seconds scores are given. 

In the end, the data collected would be sent for data analysis. 

 



 

6. Study analysis: 

Descriptive and chi square test will be used. 

 

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 investigation of study subjects. The study requires administration of neck 

disability index, illustration of Axial neck pain, Numerical pain rating scale, Shoulder pain and 

disability index, dynamometer for grip strength evaluation, pinch gauge for pinch strength and Nine-

Hole Peg Test for dexterity and upper extremity function, in patients undergone decompression 

surgery of cervical spine spondylosis with post-operation duration of 4-6 weeks. 

8.4 Has ethical clearance been obtained from ethical committee of your institution in case of 

Ethical clearance will be obtained from the ethical committee of SDM university to carry out 

the investigations on subjects necessary for the study. 
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                                                           CONSENT FORM  

 

Sl. No. of the study subject:                                                                    O.P/ I.P No: 

  

TITLE: UPPER LIMB OUTCOMES IN POST DECOMPRESSION SUREGRIES OF CERVICAL SPINE: AN 

OBSERVATIONAL STUDY  

 

 Name of the Principal Investigator:                                                 Telephone No: 

  

 

 I Ms. / Mr. ___________________, willfully extend consent to be included as a subject in the above-mentioned 

study. All the essential information regarding this study has been explained to me in my own language by the 

Physiotherapist and a copy of information sheet has been given to me. I am given to understand that my Demographic 

details will be noted and I will be evaluated on neck disability index (NDI), axial neck pain, numerical pain rating 

scale (NPRS), shoulder pain and disability index (SPADI), dynamometer and pinch gauge and nine-hole peg test 

(NHPT). I am given to understand that my participation in the study is purely voluntary and I am free to withdraw 

from the study anytime without having to reason or explain. I have been assured that the data or information hereby 

provided shall be kept confidential and may be used only for scientific purposes/ research publications. 

 I am informed and convinced that my medical and legal rights shall be preserved. I hereby voluntarily give my 

informed consent and express my willingness to participate in the above stated study. 

                                                                                                                    Date:  

(Signature/ Left thumb impression)                                                          Place: 

Name of the Participant: _____________________  

Son/ Daughter/ Spouse Name: __________________  

Complete Postal address: _______________  

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

                                                                                                                      Date:  

(Signature of the investigator)                                                                    Place:  

1. Witness-1                                                                                       2. Witness-2 

Signature:                                                                                          Signature: 

Name:                                                                                                Name: 

Address:                                                                                           Address 

 

 

                                                                     



                                                                     ಒಪಿ್ಪ ಗೆ ಪತ್ರ  

Sl. ಅಧ್ಯ ಯನ ವಿಷಯದ ಸಂ                                                                                    O.P/ I.P ಸಂ 

 

ಶೀರ್ಷಿಕೆ: ಕುತಿ್ತಗೆಯ ಬೆನ್ನು ಮೂಳೆಯ ಒತಿ್ಡ ನಿವಾರಣ ಶಸಿ್ತ ರಚಿಕಿತೆ್ಸ ಯ ನಂತ್ರದ ಮೇಲಿನ ಅಂಗಂಗದ ಅಸಿ್ಥ ರಗಳ 

ಪ್ರ ಭಾವ : ವೀಕ್ಷಣಾ ಅಧ್ಯ ಯನ 

ಪ್ರ ಧಾನ ತ್ನಿಖಾಧಿಕಾರಿಯ ಹೆಸ್ತರು: ಜುನ್ನು  ರೈ                                                      ದೂರವಾಣಿ ಸಂಖ್ಯಯ : 6296955398 

 

ನಾನ್ನ ಶರ ೀಮತ್ತ / ಶರ ೀ ___________________, ಮೇಲೆ ತ್ತಳಿಸ್ಥದ ಅಧ್ಯ ಯನದ ವಿಷಯದಲಿಿ  ಸೇರಲು 

ಉದ್ದ ೀಶಪೂವಿಕವಾಗಿ ಒಪಿ್ಪ ಗೆಯನ್ನು  ವಿಸಿ್ತರಿಸುತಿ್ಸೀನೆ. ಈ ಅಧ್ಯ ಯನಕೆೆ  ಸಂಬಂಧಿಸ್ಥದ ಎಲಿ್ಲ  ಅಗತ್ಯ  

ಮಾಹಿತ್ತಯನ್ನು  ಭೌತ್ಚಿಕಿತೆ್ ಕರಿಂದ ನನು  ಸ್ತವ ಂತ್ ಭಾಷೆಯಲಿಿ  ನನಗೆ ವಿವರಿಸ್ತಲ್ಲಗಿದ್ ಮತಿ್ತ  ಮಾಹಿತ್ತ ಹಾಳೆಯ 

ಪ್ರ ತ್ತಯನ್ನು  ನನಗೆ ನಿೀಡಲ್ಲಗಿದ್. ಅಧ್ಯ ಯನಕೆೆ  ಅಗತ್ಯ ವಿರುವ ವಿವರಗಳನ್ನು  ಗಮನಿಸ್ತಲ್ಲಗುವುದು ಮತಿ್ತ  ಅಕಿಷ ೀಯ 

ಕುತಿ್ತಗೆ ನೀವು, ಸಂಖಾಯ ತ್ಮ ಕ ನೀವು ರೇಟಂಗ್ ಮಾಪ್ಕ(NPRS), ಭುಜದ ನೀವು, ಮತಿ್ತ  ಅಂಗವೈಕಲ್ಯ  ಸೂಚ್ಯ ಂಕ 

(SPADI), ಕುತಿ್ತಗೆ ಅಂಗವೈಕಲ್ಯ  ಸೂಚ್ಯ ಂಕ(NDI)  ಡೈನಮೀಮೀಟರ್ ಮತಿ್ತ  ಪ್ಪಂಚ್ ಗೇಜ್, ಒಂಬತಿ್ತ  ರಂಧ್ರ  ಪೆಗ್ 

ಪ್ರಿೀಕೆಷ ಯ ಮೇಲೆ ನನು  ಮೌಲ್ಯ ಮಾಪ್ನ ಮಾಡಲ್ಲಗುತಿ್ದ್ ಎಂದು ಅರ್ಿಮಾಡಿಕೊಳಳ ಲು ನನಗೆ ನಿೀಡಲ್ಲಗಿದ್. 

ಅಧ್ಯ ಯನದಲಿಿ  ನನು  ಭಾಗವಹಿಸುವಿಕೆಯು ಸಂಪೂಣಿವಾಗಿ ಸ್ತವ ಯಂಪೆರ ೀರಿತ್ವಾಗಿದ್ ಎಂದು ಅರ್ಿಮಾಡಿಕೊಳಳ ಲು 

ನನಗೆ ನಿೀಡಲ್ಲಗಿದ್ ಮತಿ್ತ  ಕಾರಣ ವಿವರಿಸ್ತದ್ಯೇ ನಾನ್ನ ಯಾವುದೇ ಸ್ತಮಯದಲಿಿ  ಅಧ್ಯ ಯನದಂದ ಹಿಂದ್ 

ಸ್ತರಿಯಲು ಮುಕಿನಾಗಿದ್ದ ೀನೆ. ಈ ಮೂಲ್ಕ ಒದಗಿಸ್ತಲ್ಲದ ಡೇಟಾ ಅರ್ವಾ ಮಾಹಿತ್ತಯನ್ನು  ಗೌಪ್ಯ ವಾಗಿ 

ಇರಿಸ್ತಲ್ಲಗುವುದು ಮತಿ್ತ  ವೈಜ್ಞಾ ನಿಕ ಉದ್ದ ೀಶಗಳಿಗೆ/ಸಂಶೀಧ್ನಾ ಪ್ರ ಕಟಣೆಗಳಿಗೆ ಮಾತ್ರ  ಬಳಸ್ತಬಹುದು ಎಂದು 

ನನಗೆ ಭರವಸೆ ನಿೀಡಲ್ಲಗಿದ್. 

ನನು  ವೈದಯ ಕಿೀಯ ಮತಿ್ತ  ಕಾನೂನ್ನ ಹಕೆು ಗಳನ್ನು  ಸಂರಕಿಷ ಸ್ತಲ್ಲಗುವುದು ಎಂದು ನನಗೆ ತ್ತಳಿಸ್ತಲ್ಲಗಿದ್ ಮತಿ್ತ  

ಮನವರಿಕೆಯಾಗಿದ್. ನಾನ್ನ ಈ ಮೂಲ್ಕ ಸ್ತವ ಯಂಪೆರ ೀರಣೆಯಂದ ನನು  ತ್ತಳುವಳಿಕೆಯುಳಳ  ಒಪಿ್ಪ ಗೆಯನ್ನು  ನಿೀಡುತಿ್ಸೀನೆ 

ಮತಿ್ತ  ಮೇಲೆ ತ್ತಳಿಸ್ಥದ ಅಧ್ಯ ಯನದಲಿಿ  ಭಾಗವಹಿಸ್ತಲು ನನು  ಇಚೆ್ಛಯನ್ನು  ವಯ ಕಿಪ್ಡಿಸುತಿ್ಸೀನೆ. 

 

                                                                                                                                        ದನಾಂಕ: 

 

(ಸ್ತಹಿ/ಎಡ ಹೆಬೆೆ ರಳಿನ ಗುರುತ್ತ) ಸಿ್ತ ಳ: 

ಭಾಗವಹಿಸುವವರ ಹೆಸ್ತರು: 

 

ಮಗ / ಮಗಳು / ಸಂಗತ್ತಯ ಹೆಸ್ತರು: 

ಸಂಪೂಣಿ ಅಂಚ್ಛ ವಿಳಾಸ್ತ: 

 

ನನು  ಉಪ್ಸಿ್ಥ ತ್ತಯಲಿಿ  ಮೇಲಿನ ಒಪಿ್ಪ ಗೆಯನ್ನು  ಪ್ಡೆಯಲ್ಲಗಿದ್ ಎಂದು ಪ್ರ ಮಾಣಿೀಕರಿಸ್ತಲು ಇದು. 



 

 

 

                                                                                                                                        

                                                                                                                          ದನಾಂಕ: 

(ತ್ನಿಖಾಧಿಕಾರಿಯ ಸ್ತಹಿ) ಸಿ್ತ ಳ 

1. ಸಾಕಿಷ -1                                                                                                       2. ಸಾಕಿಷ -2 

ಸ್ತಹಿ:                                                                                                                   ಸ್ತಹಿ: 

ಹೆಸ್ತರು:                                                                                                              ಹೆಸ್ತರು: 

ವಿಳಾಸ್ತ:                                                                                                             ವಿಳಾಸ್ತ: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

                                                      

 

 

 

 

 

 

 



 

 

 

 

 

                                                               INFORMATION SHEET  

Dear volunteers, 

 

 We welcome you and thank you for your keen interest in participation in this research project. Before you participate 

in this study it is important for you to understand why this research is being carried out. This form will provide you all 

the relevant details of the research. It will explain nature, details, benefits, discomforts, precautions and information 

about how this project will be carried out. It is important that you read and understand the content of the form carefully. 

This form may contain scientific terms and hence, if you have any doubt or if you need/want more information, you are 

free to ask the study personnel or contact person mentioned below before you give your consent and also at any time 

during the entire course of the project.  

1. Project title: Upper limb outcomes post decompression surgeries of cervical spine: an observational study 

2. Department and Institute: S.D.M College of Physiotherapy, Sattur- Dharwad. 

      3. Name of the investigator: Junnu Rai 

4. What is the purpose of the study/project? 

        To evaluate neck disability index, axial neck pain, numerical pain rating scale, muscle strength of deltoid and 

biceps brachii, shoulder pain and disability index (SPADI), grip strength and pinch strength and nine-hole peg test 

(NHPT) in patients who have undergone decompression surgery of cervical spine with post-surgical duration of 4-6 

weeks. 

 

  5. What is the selection procedure of participation?  

Patients diagnosed with cervical spondylosis and have undergone decompression surgery of cervical spine, who have 

given consent to participate will be included in the study based on the inclusion and exclusion criteria and further study 

procedure shall be carried out. 

      Inclusion Criteria: 

• Patients who have undergone decompression surgery of cervical spine with post-surgical duration 

of 4-6 weeks 

• Patients belonging to either gender 

• Patients of ≥30 years of age 

• Patients should be able to understand and follow commands 

 

  



        Exclusion Criteria: 

• Patients unable to perform NHPT due to severe weakness of arm and hand  

• Patients <30 years of age 

• Cervical spine surgeries for non-degenerative condition 

• Patients with preexisting, diagnosed frozen shoulder, musculoskeletal disorder of upper limb example 

fracture 

• Patients with comorbid neurological disease example stroke, Parkinson’s disease  

• Patients not willing to participate in the study 

 

6. How will it be carried out?  

The demographic details of each subject shall be noted in the demographic sheet and assessed for neck disability index 

(NDI), axial neck pain with an illustration of upper back and numerical pain rating scale (NPRS), shoulder pain and 

disability index (SPADI), muscle strength of deltoid and biceps brachii, grip strength and pinch strength nine-hole peg 

test (NHPT). You are requested to perform the activities as per the therapist’s instruction. 

 Patient education: Reasons for the study will be explained to patient prior the interview, and before signing the written 

consent.  

7. What are the responsibilities of participants?  

Participants must agree to adhere to the Principal investigator’s instructions and cooperate fully with those conducting 

the study and inform principal investigator in case of any untoward experience. 

 8. What are the expected risks for the participants?  

As such no risks are expected, but in case patients feel exhausted or fatigued while performing the tests, they should 

immediately report to the therapist. 

 9. Whether my participation in this study be kept confidential?  

Yes. Participant’s privacy and confidentiality will be maintained during and after the completion of the study.  

10. Can I withdraw from the study at any time during the study period?  

Yes. Participants can opt out of the study at any time during the course of the study.  

11. If there is any new findings/information, would I be informed?  

Yes. Participants will be informed about new findings/information of the study.  

12. Permission for publication? 

 Results obtained after study may be published for scientific purpose. However, identity will not be disclosed even after 

the study or during the publication.  

 

 

 

 

 



For any related queries, you are free to contact,  

 

1. Ms. Junnu Rai 

 S.D.M College of Physiotherapy,  

Sattur-Dharwad-580009  

Mobile number:6296955398/ 8768780502  

Email id: junnurai922@gmail.com  

2. Dr. Sharmila Dudhani 

Professor and Guide 

S.D.M college of Physiotherapy 

Sattur-Dharwad-580009 

Mobile number: 9880950990 

Email id: sharmiladudhani268@gmail.com 

Place:                                                                                      Signature of the Investigator: 

 Date:                                                                                       Signature of the subject:  
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                                                                                 ಮಾಹಿತಿ ಪತ್ರ  

ಆತ್ತಮ ೀಯ ಸ್ತವ ಯಂಸೇವಕರೇ, 

ನಾವು ನಿಮಮ ನ್ನು  ಸಾವ ಗತ್ತಸುತಿ್ಸೀವೆ ಮತಿ್ತ  ಈ ಸಂಶೀಧ್ನಾ ಯೀಜನೆಯಲಿಿ  ಭಾಗವಹಿಸ್ತಲು ನಿಮಮ  ತ್ತೀವರ  ಆಸ್ತಕಿಿಗಗಿ 

ಧ್ನಯ ವಾದಗಳು. ನಿೀವು ಈ ಅಧ್ಯ ಯನದಲಿಿ  ಭಾಗವಹಿಸುವ ಮದಲು ಈ ಸಂಶೀಧ್ನೆಯನ್ನು  ಏಕೆ ನಡೆಸ್ತಲ್ಲಗುತಿ್ತದ್ 

ಎಂಬುದನ್ನು  ಅರ್ಿಮಾಡಿಕೊಳುಳ ವುದು ನಿಮಗೆ ಮುಖ್ಯ ವಾಗಿದ್. ಈ ಫಾರ್ಮಿ ನಿಮಗೆ ಸಂಶೀಧ್ನೆಯ ಎಲಿ್ಲ  ಸಂಬಂಧಿತ್ 

ವಿವರಗಳನ್ನು  ಒದಗಿಸುತಿ್ದ್. ಇದು ಪ್ರ ಕೃತ್ತ, ವಿವರಗಳು, ಪ್ರ ಯೀಜನಗಳು, ಅಸ್ತವ ಸಿ್ತ ತ್ಸಗಳು, ಮುನೆು ಚ್ಚ ರಿಕೆಗಳು ಮತಿ್ತ  ಈ 

ಯೀಜನೆಯನ್ನು  ಹೇಗೆ ಕೈಗೊಳಳ ಲ್ಲಗುತಿ್ದ್ ಎಂಬುದರ ಕುರಿತ್ತ ಮಾಹಿತ್ತಯನ್ನು  ವಿವರಿಸುತಿ್ದ್. ಫಾರ್ಮಮಿ ನ ವಿಷಯವನ್ನು  ನಿೀವು 

ಎಚ್ಚ ರಿಕೆಯಂದ ಓದುವುದು ಮತಿ್ತ  ಅರ್ಿಮಾಡಿಕೊಳುಳ ವುದು ಮುಖ್ಯ . ಈ ನಮೂನೆಯು ವೈಜ್ಞಾ ನಿಕ ನಿಯಮಗಳನ್ನು  

ಒಳಗೊಂಡಿರಬಹುದು ಮತಿ್ತ  ಆದದ ರಿಂದ, ನಿಮಗೆ ಯಾವುದೇ ಸಂದೇಹವಿದದ ರೆ ಅರ್ವಾ ನಿಮಗೆ ಹೆಚಿಚ ನ ಮಾಹಿತ್ತ 

ಅಗತ್ಯ ವಿದದ ಲಿಿ /ಬಯಸ್ಥದಲಿಿ , ನಿೀವು ನಿಮಮ  ಒಪಿ್ಪ ಗೆಯನ್ನು  ನಿೀಡುವ ಮದಲು ಮತಿ್ತ  ಸಂಪೂಣಿ ಕೊೀರ್ಮಿ ನಲಿಿ  ಯಾವುದೇ 

ಸ್ತಮಯದಲಿಿ  ಕೆಳಗೆ ತ್ತಳಿಸ್ತಲ್ಲದ ಅಧ್ಯ ಯನ ಸ್ಥಬೆ ಂದ ಅರ್ವಾ ಸಂಪ್ಕಿಿಸುವ ವಯ ಕಿಿಯನ್ನು ಕೇಳಲು ನಿೀವು ಮುಕಿರಾಗಿದದ ೀರಿ. 

 

1. ಯೀಜನೆಯ ಶೀರ್ಷಿಕೆ: ಕುತಿ್ತಗೆಯ ಬೆನ್ನು ಮೂಳೆಯ ಒತಿ್ಡ ನಿವಾರಣ ಶಸಿ್ತ ರಚಿಕಿತೆ್ಸ ಯ ನಂತ್ರದ ಮೇಲಿನ ಅಂಗಂಗಗಳ 

ಅಸಿ್ಥ ರಗಳ ಪ್ರ ಭಾವ: ವೀಕ್ಷಣಾ ಅಧ್ಯಯನ 
 

2. ಇಲ್ಲಖ್ಯ ಮತಿ್ತ  ಸಂಸಿೆ :. ಎರ್ ಡಿ ಎಂ ಕಾಲೇಜ್ ಆಫ್ ಫಿಸ್ಥಯೀಥೆರಪ್ಪ, ಸ್ತತಿ್ತರು- ಧಾರವಾಡ. 

3. ತ್ನಿಖಾಧಿಕಾರಿಯ ಹೆಸ್ತರು: ಜುನ್ನು  ರೈ 

4. ಅಧ್ಯ ಯನ/ಯೀಜನೆಯ ಉದ್ದ ೀಶವೇನ್ನ? 

4-6 ವಾರಗಳ ಶಸಿ್ತ ರಚಿಕಿತೆ್ಸಯ ನಂತ್ರದ ಅವಧಿಯಂದಗೆ ಕುತಿ್ತಗೆಯ ಬೆನ್ನು ಮೂಳೆಯ ಒತಿ್ಡ ನಿವಾರಣ  ಶಸಿ್ತ ರಚಿಕಿತೆ್ಸ ಗೆ ಒಳಗದ 

ರೀಗಿಗಳಲಿಿ  ಅಕಿಷ ೀಯ ಕುತಿ್ತಗೆ ನೀವು, ಡೆಲ್ಲಾ ಯ್್ಡ  ಮತಿ್ತ  ಬೈಸೆಪೆ್ಸ  ಬ್ರರ ಚಿ ಮತಿ್ತ  NHPT ಯ ಸಾು ಯುವಿನ ಬಲ್ ಮತಿ್ತ  ಹಿಡಿತ್ದ 

ಶಕಿಿ  ಮತಿ್ತ  ಪ್ಪಂಚ್ ಶಕಿಿ  (ಮೇಲಿನ ಅಂಗದ ವಯ ತ್ಯಯ ಸ್ತಗಳು /ನಿಯತ್ಯಂಕಗಳು) ಮೌಲ್ಯ ಮಾಪ್ನ ಮಾಡಲು. 

 

 

5. ಭಾಗವಹಿಸುವಿಕೆಯ ಆಯೆ್ಕ  ವಿಧಾನ ಏನ್ನ? 

ಕುತಿ್ತಗೆಯ ಬೆನ್ನು ಮೂಳೆಯ ಸಿಾ ಂಡಿಲೀಸ್ಥರ್ ರೀಗನಿಣಿಯ ಮತಿ್ತ  ಕುತಿ್ತಗೆಯ ಬೆನ್ನು ಮೂಳೆಯ ಒತಿ್ಡನಿವಾರಣ 

ಶಸಿ್ತ ರಚಿಕಿತೆ್ಸ ಗೆ ಒಳಗದ ರೀಗಿಗಳನ್ನು  ಸೇಪ್ಿಡೆ ಮತಿ್ತ  ಪ್ರ ತ್ಸಯ ೀಕಿಸುವ  ಮಾನದಂಡಗಳ ಆಧಾರದ ಮೇಲೆ ಅಧ್ಯ ಯನದಲಿಿ  

ಸೇರಿಸ್ತಲ್ಲಗುತಿ್ದ್ ಮತಿ್ತ  ಹೆಚಿಚ ನ ಅಧ್ಯ ಯನದ ವಿಧಾನವನ್ನು  ಕೈಗೊಳಳ ಲ್ಲಗುತಿ್ದ್. 

 

ಸೇಪಪಡೆ ಮಾನದಂಡಗಳು: 

• 4-6 ವಾರಗಳ ಶಸಿ್ತ ರಚಿಕಿತೆ್ಸಯ ನಂತ್ರದ ಅವಧಿಯಂದಗೆ ಕುತಿ್ತಗೆಯ ಬೆನ್ನು ಮೂಳೆಯ ಒತಿ್ಡ ನಿವಾರಣ 

ಶಸಿ್ತ ರಚಿಕಿತೆ್ಸ ಗೆ ಒಳಗದ ರೀಗಿಗಳು 

• ಲಿಂಗ ಬೇಧ್ವಿರುವುದಲಿ್  

• ≥30 ವಷಿ ವಯಸೆ್ಥ ನ ರೀಗಿಗಳು 

• ಆಜ್ಞಾ ಗಳನ್ನು  ಅರ್ಿಮಾಡಿಕೊಳಳ ಲು ಮತಿ್ತ  ಅನ್ನಸ್ತರಿಸ್ತಲು ಸಾಧ್ಯ ವಾಗುವ ರೀಗಿಗಳು 

 



ಪರ ತ್ಯ ೇಕಿಸುವ  ಮಾನದಂಡ: 

• ತೀಳು ಮತಿ್ತ  ಕೈಗಳ ತ್ತೀವರ  ದೌಬಿಲ್ಯ ದಂದಾಗಿ NHPT ಅನ್ನು  ನಿವಿಹಿಸ್ತಲು ಸಾಧ್ಯ ವಿಲಿ್ದ ರೀಗಿಗಳು 

• 30 ಕೆಿಂತ್ ಕೆಳ ವಯಸೆ್ಥ ನ ರೀಗಿಗಳು 

• ಕಿಷ ೀಣಗೊಳಳ ದ ಕಾರಣದಂದಾಗಿ ಆದ ಕುತಿ್ತಗೆಯ ಬೆನ್ನು ಮೂಳೆಯ ಶಸಿ್ತ ರಚಿಕಿತೆ್ಸ ಗಳು 

• ಈಗಗಲೇ ಹೆಪಿ್ಪ ಗಟಾ ದ ಭುಜದ ರೀಗಲ್ಕ್ಷಣ ವಿರುವ ರೀಗಿಗಳು, ಅಂಗಂಗಗಳ 

ಸಾು ಯುಗಳ ಅಸ್ತವ ಸಿ್ತ ತ್ಸ ಇರುವ ರೀಗಿಗಳು ಉದಾಹರಣೆಗೆ ಮುರಿತ್ 

• ಅನಾರೀಗಯ ದ ಜೊತ್ಸಯಲಿಿ  ಬರುವ ರೀಗವನ್ನು  ಸೂಚಿಸುವ (ಸ್ತಹವತ್ತಿ ರೀಗಗಳು) ನರವೈಜ್ಞಾ ನಿಕ     ಕಾಯಲೆ 

ಹಂದರುವ ರೀಗಿಗಳು ಉದಾಹರಣೆಗೆ ಸ್ಟಾ ರೀಕ್, ಪಾಕಿಿನೆ ನ್ ಕಾಯಲೆ 

• ಅಧ್ಯ ಯನದಲಿಿ  ಭಾಗವಹಿಸ್ತಲು ಇಚ್ಛಚ  ಇಲಿ್ದ ರೀಗಿಗಳು 

6. ಅದನ್ನು  ಹೇಗೆ ಕೈಗೊಳಳ ಲ್ಲಗುವುದು? 

ಪ್ರ ತ್ತ ವಿಷಯದ ಜನಸಂಖಾಯ  ವಿವರಗಳನ್ನು  ಜನಸಂಖಾಯ  ಶೀಟಮನಲಿಿ  ಗಮನಿಸ್ತಬೇಕು ಮತಿ್ತ  ಮೇಲಿನ ಬೆನ್ನು  ಮತಿ್ತ  ಸಂಖಾಯ ತ್ಮ ಕ 

ನೀವು ರೇಟಂಗ್ ಮಾಪ್ಕ(NPRS), ಭುಜದ ನೀವು ಮತಿ್ತ  ಅಂಗವೈಕಲ್ಯ  ಸೂಚ್ಯ ಂಕ (SPADI), ಕುತಿ್ತಗೆ ಅಂಗವೈಕಲ್ಯ  

ಸೂಚ್ಯ ಂಕ(NDI), ಡೆಲ್ಲಾ ಯ್್ಡ  ಮತಿ್ತ  ಬೈಸೆಪೆ್ಸ  ಬೆರ ಖೈಯ ಸಾು ಯುವಿನ ಬಲ್ದ ವಿವರಣೆಯಂದಗೆ ಅಕಿಷ ೀಯ ಕುತಿ್ತಗೆ ನೀವಿಗೆ 

ನಿಣಿಯಸ್ತಲ್ಲಗುತಿ್ದ್. ನೈನ್ ಹೀಲ್ ಪೆಗ್ ಟೆರ್ಾ  ಮತಿ್ತ  ಡೈನಮೀಮೀಟರ್ ಮತಿ್ತ  ಪ್ಪಂಚ್ ಗೇಜ್. ಚಿಕಿತೆ್ ಕರ ಸೂಚ್ನೆಯ 

ಪ್ರ ಕಾರ ಚ್ಟುವಟಕೆಗಳನ್ನು  ನಿವಿಹಿಸ್ತಲು ನಿಮಮ ನ್ನು  ವಿನಂತ್ತಸ್ತಲ್ಲಗಿದ್ ರೀಗಿಯ ಶಕ್ಷಣ: ಸಂದಶಿನದ ಮದಲು ಮತಿ್ತ  ಲಿಖಿತ್ 

ಒಪಿ್ಪ ಗೆಗೆ ಸ್ತಹಿ ಮಾಡುವ ಮದಲು ಅಧ್ಯ ಯನದ ಕಾರಣಗಳನ್ನು  ರೀಗಿಗೆ ವಿವರಿಸ್ತಲ್ಲಗುತಿ್ದ್. 

7. ಭಾಗವಹಿಸುವವರ ಜವಾಬ್ರದ ರಿಗಳೇನ್ನ? 

ಭಾಗವಹಿಸುವವರು ಪ್ರ ಧಾನ ತ್ನಿಖಾಧಿಕಾರಿಯ ಸೂಚ್ನೆಗಳಿಗೆ ಬದಧ ವಾಗಿರಲು ಒಪಿ್ಪ ಕೊಳಳ ಬೇಕು ಮತಿ್ತ  ಅಧ್ಯ ಯನವನ್ನು  

ನಡೆಸುವವರಂದಗೆ ಸಂಪೂಣಿವಾಗಿ ಸ್ತಹಕರಿಸ್ತಬೇಕು ಮತಿ್ತ  ಯಾವುದೇ ಅಹಿತ್ಕರ ಅನ್ನಭವದ ಸಂದಭಿದಲಿಿ  ಪ್ರ ಧಾನ 

ತ್ನಿಖಾಧಿಕಾರಿಗೆ ತ್ತಳಿಸ್ತಬೇಕು. 

8.ಭಾಗವಹಿಸುವವರಿಗೆ ನಿರಿೀಕಿಷ ತ್ ಅಪಾಯಗಳು ಯಾವುವು? 

ಅಂತ್ಹ ಯಾವುದೇ ಅಪಾಯಗಳನ್ನು  ನಿರಿೀಕಿಷ ಸ್ತಲ್ಲಗುವುದಲಿ್ , ಆದರೆ ಪ್ರಿೀಕೆಷ ಗಳನ್ನು  ಮಾಡುವಾಗ ರೀಗಿಗಳು ದಣಿದ ಅರ್ವಾ 

ಆಯಾಸ್ತಗೊಂಡರೆ, ಅವರು ತ್ಕ್ಷಣ ಚಿಕಿತೆ್ ಕರಿಗೆ ವರದ ಮಾಡಬೇಕು. 

9. ಈ ಅಧ್ಯ ಯನದಲಿಿ  ನನು  ಭಾಗವಹಿಸುವಿಕೆಯನ್ನು  ಗೌಪ್ಯ ವಾಗಿಡಬೇಕೆ? 

ಹೌದು. ಅಧ್ಯ ಯನದ ಸ್ತಮಯದಲಿಿ  ಮತಿ್ತ  ನಂತ್ರ ಭಾಗವಹಿಸುವವರ ಗೌಪ್ಯ ತ್ಸಯನ್ನು  ಕಾಪಾಡಿಕೊಳಳ ಲ್ಲಗುತಿ್ದ್. 

 

10. ಅಧ್ಯ ಯನದ ಅವಧಿಯಲಿಿ  ನಾನ್ನ ಯಾವುದೇ ಸ್ತಮಯದಲಿಿ  ಅಧ್ಯ ಯನದಂದ ಹಿಂದ್ ಸ್ತರಿಯಬಹುದೇ? 

ಹೌದು. ಭಾಗವಹಿಸುವವರು ಅಧ್ಯ ಯನದ ಅವಧಿಯಲಿಿ  ಯಾವುದೇ ಸ್ತಮಯದಲಿಿ  ಅಧ್ಯ ಯನದಂದ ಹರಗುಳಿಯಬಹುದು. 

11. ಯಾವುದೇ ಹಸ್ತ ಸಂಶೀಧ್ನೆಗಳು/ಮಾಹಿತ್ತ ಇದದ ರೆ, ನನಗೆ ತ್ತಳಿಸ್ತಲ್ಲಗುವುದೇ? 

ಹೌದು. ಭಾಗವಹಿಸುವವರಿಗೆ ಹಸ್ತ ಸಂಶೀಧ್ನೆಗಳು/ಅಧ್ಯ ಯನದ ಮಾಹಿತ್ತಯ ಬಗೆೆ  ತ್ತಳಿಸ್ತಲ್ಲಗುವುದು. 

12. ಪ್ರ ಕಟಣೆಗೆ ಅನ್ನಮತ್ತ? 

ಅಧ್ಯ ಯನದ ನಂತ್ರ ಪ್ಡೆದ ಫಲಿತ್ಯಂಶಗಳನ್ನು  ವೈಜ್ಞಾ ನಿಕ ಉದ್ದ ೀಶಕೆಾ ಗಿ ಪ್ರ ಕಟಸ್ತಬಹುದು. ಆದಾಗ್ಯಯ , ಅಧ್ಯ ಯನದ ನಂತ್ರ 

ಅರ್ವಾ ಪ್ರ ಕಟಣೆಯ ಸ್ತಮಯದಲಿಿ  ಗುರುತ್ನ್ನು  ಬಹಿರಂಗಪ್ಡಿಸ್ತಲ್ಲಗುವುದಲಿ್ .  

 



ಯಾವುದೇ ಸಂಬಂಧಿತ್ ಪ್ರ ಶ್ನು ಗಳಿಗೆ, ನಿೀವು ಸಂಪ್ಕಿಿಸ್ತಲು ಮುಕಿರಾಗಿದದ ೀರಿ, 

 

1. ಜುನ್ನು  ರೈ 

ಎರ್ ಡಿ ಎಂ ಕಾಲೇಜ್ ಆಫ್ ಫಿಸ್ಥಯೀಥೆರಪ್ಪ, 

ಸ್ತತಿ್ತರು-ಧಾರವಾಡ-580009 

ಮಬೈಲ್ ಸಂಖ್ಯಯ :6296955398/ 8768780502 

ಇಮೇಲ್ ಐಡಿ: junnurai922@gmail.com 

 

2. ಡಾ. ಶಮಿಳಾ ದುಧಾನಿ 

ಪಾರ ಧಾಯ ಪ್ಕ ಮತಿ್ತ  ಮಾಗಿದಶಿ 

ಎರ್ ಡಿ ಎಂ ಕಾಲೇಜ್ ಆಫ್ ಫಿಸ್ಥಯೀಥೆರಪ್ಪ 

ಸ್ತತಿ್ತರು-ಧಾರವಾಡ-580009 

ಮಬೈಲ್ ಸಂಖ್ಯಯ : 9880950990 

ಇಮೇಲ್ ಐಡಿ: sharmiladudhani268@gmail.com 

ಸಿ್ತ ಳ:  

ತ್ನಿಖಾಧಿಕಾರಿಯ ಸ್ತಹಿ: 

ದನಾಂಕ: 

ವಿಷಯದ ಸ್ತಹಿ:         

                                    

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

DATA COLLECTION SHEET 

 

Date: 

 

IP/OP no: 

 

NEUROLOGICAL ASSESSMENT 

 

1. DEMOGRAPHIC DATA- 

 

•Name – 

 

•Age- 

 

•Gender- 

 

•Occupation- 

 

•Address- 

 

•Contact number- 

 

•Height- 

 

•Weight- 

 

•BMI- 

 

•Dominance- 

 

•Date of admission- 

 

•Date of surgery- 

 

•Date of assessment- 

 



Informer- 

 

2. CHIEF COMPLAINT 

 

3. HISTORY OF PRESENT ILLNESS - (onset, severity, recovery, progression, mechanism of injury, mode of 

transfer, loss of consciousness, vomiting, bleeding) 

 

4. PAIN HISTORY 

 

Onset- (gradual/sudden) 

 

Precipitating factors- 

 

Quality of pain- (throbbing/pricking/radiating/burning/sharp shooting/dull aching) 

 

Relieving factor- 

 

Site of pain- 

 

Temporal variation 

 

5. PAST HISTORY (related to HOPI, any similar past history) 

 

6. SURGICAL HISTORY 

 

 

7. MEDICAL HISTORY  

 

8. DRUG HISTROY 

 

 

9. PERSONAL HISTORY 

•Diet- 

 

•Appetite- 

 

• Sleep- 



 

•Bowl and bladder- 

 

•Habits 

 

 
 

10. ENVIRONMENTAL HISTORY 

 

•House details- 

 

•Environmental details- 

 

•Occupational details- 

 

11. SOCIO-ECONOMIC STATUS 

 

 

        ASSESSMENT 

 

1. ON OBSERVATION 

 

Built- 

 

Attitude of limb- 

 

Posture- 

 

External appliance- 

 

Scar- 

 

Oedema- 

 

Atrophy- 

 



Skin discoloration- 

 

Pressure sore- 

 

 

2. ON PALPATION 

Distal pulse- 

 

Tenderness- 

 

Muscle firmness- 

 

Scar (adhered/non-adhered) 

 

3. ON EXAMINATION- 

 

VITALS-  

BP 

HR 

RR  

TEMP  

SPO2 

HIGHER MENTAL FUNCTION- 

 

CRANIAL NERVE EXAMINATION- 

 

SENSORY EVALUATION (superficial/deep/cortical)- 

 

REFLEX EVALUATION (superficial/deep)- 

 

MOTOR EVALUATION 

 Tone (modified Ashworth scale) - 

Range of motion- 

Manual muscle testing- 

 Tightness- 

 

4. INVESTIGATION 





AXIAL NECK PAIN 

                             

                         

 

1 2 3 4 

    

 

 

 

 

 

NUMERICAL PAIN RATING SCALE 

 

 

 



Biceps strength 

 
Post operative cases Age matched group 

 

 
 

Deltoid strength 

 
Post operative cases Age matched group 
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Dynamometer grip strength 

 
Post operative cases Age matched group 

 

 
 
 

 
Dynamometer pinch strength 

 
Post operative cases Age matched group 

 

 
 
 

Nine-hole peg test 

 
No of readings Right (sec) Left (sec) 

1.   

2.   

 

 

 

 

 

 

 

 

 

 

No. of 

readings 

Right Left 

1.   

2.   

3   

 

No. of 

readings 

Right Left 
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