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7. Brief Resume of the Intended Work 

7.1 NEED FOR STUDY: 

IASP defines pain as “An unpleasant sensory and emotional experience associated with or resembling 

that associated with, actual or potential tissue damage, which is having 6 major keynotes which say more 

about the word pain. Pain is always a personal experience that is influenced to varying degrees by 

biological, psychological, and social factors. Pain and nociception are different phenomena. Pain cannot 

be inferred solely from activity in sensory neurons. Although pain usually serves an adaptive role, it may 

have adverse effects on function and social and psychological well-being. Verbal description is only one 

of several behavior to express pain.8 

 

According to the global burden of disease 2019, LBP has the highest prevalence worldwide, 64.9 million 

amongst musculoskeletal conditions.11 International surveys of low back pain reported 1-month 

prevalence of pain was 19-43% and point prevalence was 15-30%. The prevalence of LBP is 60% in 

India which is a major concern.9 According to a study in an institute in Mumbai low back pain in the 

population ranges from 36% to 70% with 13%–50% of them suffering from chronic LBP.15 The 

occurrence of low back pain in Indian individuals from childhood to their elderly lifespan may be acute 

or chronic at some point in their lifetime affecting their quality of life and leading to disability.11 

 

Low back pain (LBP) is a ubiquitous pain disorder that causes disability around the world populations.1 

Low back pain is defined as the pain between the costal margin and inferior gluteal folds with increased 

muscle tension or stiffness with or without referred pain in the lower limb.2 Studies have shown that 

females, middle-aged people, sedentary lifestyle, strenuous physical activity, occupational ergonomic 

risk factors, behavioral, environmental factors, and obesity are at a higher risk of getting LBP.2,4 

 

LBP is an umbrella spectrum for different kinds of pain which including nociceptive, neuropathic, and 

neoplastic pain. Chronic pain is the reason for the amplification of pain in the central nervous system 

often termed non-specific low back pain.3 Chronic pain is defined as pain that persists or recurs for more 

than 3 months. 6 Chronic pain comprises seven subcategories depending on the chronic pain conditions 

areas (1) chronic primary pain; (2) chronic cancer-related pain; (3) chronic postsurgical or post-traumatic 

pain; (4) chronic neuropathic pain; (5) chronic headache or orofacial pain; (6) chronic secondary visceral 

pain; and (7) chronic musculoskeletal pain.6 

 

According to European guidelines, the non-specific low back pain is not attributable to specific 

pathology not been recognized in any patient, such as (tumor osteoporosis, spinal canal stenosis, 

compression fracture, structural deformities of the spine, inflammations/infectious disease, lumbar 



radiculopathy, ankylosing spondylosis, cauda equina syndrome) 2,3 

 

There is a distinction present between the terms- Pain and Nociception. “Nociception means stimulation 

of nerves which causes the information about tissue impairment to pass on to the brain.” Whereas, “Pain 

means subjective perception that results in transduction, transmission, and modulation of sensory 

information.” In CNLBP, relentless pain is not due to damage to anatomical body structures, rather it is 

due to abnormal central pain processing.19 

 

They have an increased perception of pain in the absence of actual tissue damage. Hyperexcitability/ 

central sensitization which is present in these patients is defined as “An amplification of neural signalling 

in the central nervous system that elicits pain hypersensitivity.”19 In traditional times, the mind and the 

body were considered to be separately functioning independently of each other. But with development, 

there was an evolution of the Biopsychosocial model which takes into consideration the interaction of 

biological (i.e., basic neuroscience processes of pain), psychological (i.e., emotional and cognitive 

aspects of pain), and social processes that influence patients with persistent pain. Thus, taking into 

consideration this model, emotional experiences can amplify the level of pain. Threat determination in 

individuals depends upon how sensitive the nervous system is to the input rather than the absolute 

input.13,22 

 

The various symptoms of the Biopsychosocial model in chronic pain are cognitive (eg. catastrophizing, 

excessive worry,) emotional (fear of movement/Kinesiophobia, anger) behavioral (avoidance), and 

social (work relationship).6 Patients in chronic low back pain imagine the painful experience as a threat, 

which will further give rise to catastrophic thought that the activity/movement will cause more pain or 

reinjure the structures.10 This will further lead to avoidance behavior which affects their health, quality 

of life, and activity of daily living, disuse in younger age group affecting their physical activity leads 

them to physical deconditioning, muscle strength, endurance, speed, reaction time, and for the older age 

group they have functional decline other health-related problems and premature death.16 

 

Various scales and/or questionnaires, applications, and devices are used to measure pain, pain pressure 

threshold, self-efficacy, quality of life, intensity duration, etc. The most commonly used outcome 

measures in chronic non-specific low back pain are the Visual analog scale (VAS) for pain intensity. 

 

Tampa Scale of Kinesiophobia is used to measure fear of movement. Kinesophobia is defined as “an 

excessive, irrational, and debilitating fear of physical movement and activity resulting from a feeling of 

vulnerability due to painful injury or re-injury. 16 

 



Pain catastrophizing scale is been used by the people who tend to magnify or exaggerate the threat value 

or seriousness of pain sensations. A self-efficacy belief questionnaire is aimed to evaluate the optimistic 

self-beliefs for coping with the difficult demands of life. 

 

To evaluate the quality of life (the SF-36 scale has been used) designed to capture patients’ perceptions 

of individuals’ perception of their health and well-being and quality of life. 

 

Pain pressure threshold is defined as the amount of pressure over a given area in which a steadily 

increasing non-painful pressure stimulus turns into a painful pressure sensation. These are usually 

measured in deep muscular tissue sensitivity. This is the gold standard method for measuring pressure 

sensitivity. This quantifies the application of mechanical pressure. 

 

Laterality judgments, identifying a body part as being oriented to the left or right, is a form of implicit 

motor imagery considered dependent on an intact bodily representation or body schema, in sensorimotor 

areas of the cortex Impairments among several different pain-related conditions in upper and lower limb 

as well as in neck Decreased accuracy in laterality judgments of the trunk has also been demonstrated in 

people to identify that we do laterality test by NOI group. 

 

Pain is an output that is the result of input from multiple areas of the brain cerebellum works for the 

perception of movement, all the connections in the brain are made up of body-self neuromatrix 

constantly evolving so the self-developing representation in the brain of movement without actually 

performing movements so, its activation in cerebellum results in activation of neurotag, the pain has its 

neuro signature so in sensitization increase in activity of the brain cells of neurotic lowers the activation 

of threshold results in pain easily produced in presence of complex persistent pain-body images becomes 

distorted. That will affect the right/left discrimination of the patients. To assess right-left discrimination 

the recognize app designed by the NOI group has been used in chronic pain patients. 

 

Chronic non-specific low back pain is considered a serious issue in India, the majority of patients 

experience low back pain (60%) and in this population, more than 90% have no specific cause for back 

pain. Chronic low back pain is not only limited to physical or biological but also includes psychosocial, 

cognitive, and emotional factors. The patients develop negative beliefs about their pain over some time, 

which will cause them to imagine the worst results and lead to fear of movement(kinesophobia). Further, 

this fear will lead to avoidance of painful movements, withdrawal from work leisure activity, and family. 

All these factors are put under an umbrella word as central sensitization. 

 



The assessment of these factors is important as they can help in the prevention of the progression of the 

condition and treat the condition using various multimodal approaches which include pain neuroscience 

education. The research was conducted in the past regarding central sensitization and cognitive and 

psychosocial factors but the study has a smaller sample size. And the authors have mentioned that there 

is no gold standard assessment of central sensitization and the whole study has mentioned the symptoms 

of central sensitization. The author also stated that studies have to be conducted with objective measures, 

rather than solely relying on the self-reported measures.  

 

According to a few studies, they have commented that the fear of movement (kinesophobia) is one of 

the determinants of acute pain developing into chronic pain. Another study has concluded that subjects 

who did not recover in two months developed chronic pain and fear of pain was the most predicting 

factor of chronic pain. Also, another study mentioned that pain-free subjects when assessed for fear had 

high chances of developing musculoskeletal pain in the future (vlaeyen) literature also states that among 

various other psychological factors, kinesophobia is positively associated with pain intensity, disability, 

in chronic low back pain. But the limitations of these studies were that the sample size was less, the 

population was heterogeneous and they were not able to find the cause and effect relationship between 

the pain and other factors as the study was a cross-sectional also studies have stated that objective 

outcome measures should be used as all of these studies included the self-reported measures and most 

of these studies were conducted abroad, so the results couldn’t be generalized to all the populations. 

 

There exists a strong need to find out the prevalence of strong predictors of chronic pain that as 

kinesophobia and also to find out the correlation between kinesophobia and characteristics of chronic 

pain using objective methods like pressure algometer (pain pressure threshold) in chronic nonspecific 

low back pain as it is more prevalent in India (60%). Hence this study aims to find out the prevalence of 

kinesophobia and relation with pain characteristics in chronic non-specific low back pain.  

 

7.2 REVIEW OF LITERATURE: 

 

1.A cross-sectional survey was conducted in 2003 by Jeert.j in the Netherlands. To test the assumptions 

of fear of injury and physical deconditioning in patients with chronic low back pain. Patients were 

identified from general populations having non-specific low back pain for at least 3 months and the age 

group taken into consideration was between 18-65 years. Test items focused were physical and 

psychosocial conditions questionnaires and tests added to the protocol to measure disability in patients 

with CLBP in perceived disability, for fear of movement Tampa scale, beck depression questionnaire is 

to measure the severity of depression and pain catastrophizing scale that focus on rumination, 

magnification, and helplessness. To test physical factors questions were asked about the participation in 

sports their intensity of daily activities and to measure aerobic fitness, a test based on Siconolf was used. 



The study concluded that fear of injury appears to be more strongly associated with perceived disability 

than with aerobic fitness. The assumption that fear of injury leads to physical deconditioning was not 

confirmed because of the low sample size of patients with CLBP. 

 

 

2. A cross-sectional study was conducted in the brazil year 2018. Study of associations between 

kinesophobia pain disability and quality of life in patients with chronic low back pain. The study 

included general populations of brazil considering the age group between 18-65 years. Participants' 

inclusion must be having chronic non-specific low back pain past 3 months. To access the fear of 

movement Tampa scale is used, for pain intensity NMRS, for disability Roland morris questionnaire and 

SF-36 is used to measure the quality of life, and Mcgill pain questionnaire is used to measure the quality 

of pain. The study concluded that kinesophobia is an important outcome measure in chronic low back 

pain patients and the correlation is statistically significant between kinesophobia, quality of life, and 

disability. 

 

 

3. Impact of pain characteristics and fear-avoidance beliefs on physical activity levels among older adults 

with chronic pain population-based study was conducted in Sweden in the year 2016. Participant 

inclusions were older adults with chronic pain ages 65 years or older residents of Sweden. Pain 

multidimensional inventory swedish version was used for pain characteristics. fear of movement for 

Tampa scale, self-efficacy scale is used for optimistic self-beliefs and coping with a variety of difficult 

demands in life, self-health was used to measure SF-12 for health-related quality of life, and level of 

physical activity was measured by Grimby’s activity scale for the next 12 months follow up we used the 

same procedure as we used for baseline assessment. The study concluded that the physical activity was 

significantly lower among those with chronic pain patients associated with kinesophobia, fear-avoidance 

model plays important role in predicting future physical activity levels than pain characteristics. 

 

 

4. A cross-sectional study was conducted in Belgium in the year 2017 by EVA Huysmans  Association 

between symptoms of central sensitization and cognitive-behavioral factors in people with chronic 

nonspecific low back pain. The study comprises on a subanalysis of baseline values of outcome measures 

of an initial trial using CSI scale, pain behavior measures, Quebec back pain disability questionnaire, 

vas scale for intensity, pain catastrophizing kinesophobia scale, and brief illness perception 

questionnaire were used in patients having chronic low back pain past 3 months age group 18-65 years 

and had a stable treatment regimen for at least 1 month having vas score more than 4/10. The study 

concludes that psychosocial and cognitive-behavioral factors are significantly associated with central 

sensitization symptoms. Patients with a clinically relevant degree of CS score significantly worse on 

most outcome measures compared with the subgroup of the sample with fewer symptoms of central 

sensitization patients 



 

5. A randomized control trial was conducted in Spain in the year 2018. The effectiveness of 12 weeks 

of pilates intervention on disability, pain, and kinesophobia in patients with chronic non-specific low 

back pain study was conducted in the university laboratory blinded study in two groups one group was 

given pilates intervention during 12 weeks of the pan and another control group was not given any 

treatment except the booklet of CNSLBP to avoid any disappointment of not any treatment given the 

measures for group 1 were taken for pain disability and kinesophobia were assessed by Roland Morris 

disability questionnaire all these measures were taken prior and at baseline of 6 and 12 weeks after the 

completion of study results were pilates intervention is effective in the management of disability pain 

and kinesophobia. 

 

 

6. Kinesophobia and its relation to pain characteristics and cognitive-affective variables in older adults 

with chronic this study were conducted in Sweden in 2016 by caroline Larsson study conducted in 

older adults with chronic pain which in Swedish residents. with a brief screening of multidimensional 

pain inventory, self [perceived health and beck depression scale for depression mood kinesophobia 

were measured at baseline and 12 months of follow-up with Tampa 11 scale associations were 

cognitive affective and pain-related variables to kinesophobia results indicated that kinesophobia 

among older adults must aim for decrease pain and strength n their health beliefs. 

 

 

7. A case report was taken into account in Karnataka in 2010 on the importance of fear-avoidance 

behavior in chronic nonspecific low back pain it is clear from systemic reviews on biopsychosocial 

interventions with functional restoration approach improves pain and function with CNLBP from the 

literature it can be accepted that clinical reasoning suggests predominant factors as a psychological 

illness that hypersensitize the basic assessment Taken into subjective and objective examination vas, 

faq Oswestry disability questionnaire was assessed on day 2 and reassessed on 1st and 2nd week 

respectively after treatment results revealed that the proposed treatment on cognitive behavioral 

therapy had a positive effect on evaluated parameters. 

 

 

8. A study conducted in brazil in 2016 Pain pressure thresholds in patients with chronic nonspecific low 

back pain measures were taken for intensity and lumbar functional capacity were vas scale and Roland 

Morris disability and ppt by digital algometer to measure disability Oswestry index they found mean ppt 

for erector spine and hip muscles in LBP patients were significantly lower as compared to healthy group 

study showed that most ppt values were correlated to the vas and RM variability explained by ppt values 

and demographic characteristics were low for pain intensity and function 

 

 



9. A cross-sectional study of associations between kinesophobia, pain disability, and quality of life in 

patients with chronic low back pain was conducted in the Netherlands in year 2018  age group considered 

was between 18-65 years with chronic low back pain. In this study fear of movement was assessed using 

the Tampa scale of kinesophobia pain intensity was measured by NRS and disability was assessed by 

the morris questionnaire and quality of pain by McGill questionnaire and quality of life by SF-36 was 

used. The study concluded that kinesophobia is an important outcome to assess in patients with chronic 

low back pain results were that correlations between kinesophobia, disability, and quality of life are 

statistically significant. 



 
7.3 AIM AND OBJECTIVES OF THE STUDY: 

1. To find out the prevalence of kinesophobia in individuals with chronic nonspecific low back       

pain. 

2. To find out the relation between kinesophobia and its pain characteristics in individuals with chronic 

non-specific low back pain. 



8. MATERIALS AND METHODS: 

8.1 SOURCE OF DATA: 

• Study subjects:  

Patients with chronic non-specific low back pain are to be included as per the following 

inclusion and exclusion criteria. 

 

• Inclusion Criteria: 

1. Subjects with the type of low back pain Chronic (more than 3 months of duration), 

Non-specific and Non- radicular diagnosed by orthopaedician. 

2. Age group between18-65 years.12. 

3. Subjects of either gender  

4. Subjects who agree and are ready to sign the consent form. 

 

• Exclusion Criteria: 

 

1. Subjects with acute low back pain and with a known cause of Radicular pain. 

2. Subjects with an age group less than 18 and more than 65 years.12 

3. Serious or progressive neurological deficits. 

4. Presence of co-existing chronic pain conditions other than low back pain (eg.  

Fibromyalgia)  

5. Symptoms underlying conditions such as (tumor osteoporosis, spinal canal  

stenosis, compression fracture, structural deformities of spine.  

inflammations/infectious disease, lumbar radiculopathy, ankylosing spondylosis,  

cauda equina syndrome)  

6. Sensory loss of skin. 

7. Skin inflammation or edema in the lower back 

8. Pregnant or until 1 year postnatal  

9. Epilepsy, cancer, arthritis (except osteoarthritis), major psychiatric disorders. 

10. Awaiting surgery or having had surgery in the past. 

11. Individuals not ready to sign the consent form 

 

 



• Study area: 

Department of physiotherapy orthopaedics, SDM hospital Dharwad sattur  

• Study period: 

1 year 

8.2 METHODS OF COLLECTION OF DATA: 

• Study design: 

 A CROSS SECTIONAL STUDY 
 

• Sample: 

Sample:262 

The sample size was calculated based on the formula, 4pq/L2 

p: prevalence 

q: 100-l 

L: allowable error 

The sample will be obtained based on the prevalence of chronic non-specific low back pain in India 

was 60%. According to the above formula, an allowable error of 10%. 

 

• Sampling procedure: 

The subjects who will be diagnosed with chronic nonspecific low back pain by the     

orthopaedician will be included as per the inclusion and exclusion criteria. The sampling procedure 

will be done by a simple random sampling method. The subjects who are willing to volunteer will 

be explained the need for the study, the study instruments, and the procedure. They will be recruited 

to participate in the study after obtaining written informed consent. 

• Study instrument: 

1. Data collection sheet 

2. Pen  

3. Vas scale 

4. Tampa scale of Kinesiophobia 

5. Pain catastrophizing scale  

6. SF 36 questionnaire 



7. Pressure algometer 

8. Self-efficacy scale 

9. Recognize app for back 

10. Tablet/ android mobile 

 

• Data collection: 

For this Cross-sectional study, ethical clearance is obtained from the institutional ethical 

committee, SDM College of medical sciences and hospital, Dharwad. Subjects diagnosed with 

chronic nonspecific low back pain will be included in the study. All the subjects will be screened 

as per the inclusion and exclusion criteria. The subjects who fit into the inclusion criteria will be 

explained in the study in detail. A written consent form will be obtained from the subject in the 

language best understood by them. 

1. The subject will be assessed for Fear of movement and Kinesiophobia. The Tampa Scale for 

Kinesiophobia (TSK) is used to evaluate the excessive fear of movement in chronic low back 

pain. This scale is a questionnaire composed of 17 self-reported questions, The final score can 

vary between 17 and 68 points. The higher the score, the higher the levels of Kinesiophobia, a 

score above 37 points indicates a higher level of kinesophobia.14 This questionnaire has good 

test-retest reliability (r 0.74 and internal consistency (0.74- o.87).12,13,14,16 

2. Pain catastrophizing scale is been used in people who tend to magnify or exaggerate the threat 

value or seriousness of pain sensations. The PCS is 13-item instrument PCS instructions ask 

participants to reflect on past painful experiences and to indicate the degree to which they 

experienced each of 13 thoughts or feelings when experiencing pain, on 5-point scales with the 

endpoints (0) not at all and (4) all the time. These scales are subcategorized as rumination as 

score (0-16), magnification (0-12), and helplessness (0-24). PCS total scores range from 0 – to 

52. Score >30/52 reveals the clinical degree of catastrophizing The PCS has been shown to have 

adequate to excellent internal consistency the reliability Total PCS = 0.87-.93 and validity 

(partial r = .56).12,18 

3. To measure pain intensity VISUAL ANALOG SCALE VAS consists of a 10 cm straight line 

which is bidirectional with 2 . markings on it. The left end shows “NO PAIN” and the right end 

shows “WORST PAIN”. VAS shows excellent test-retest reliability with a 0.97 intraclass 

correlation coefficient and good to excellent validity.17 

 



4. To evaluate the Quality of life (SF-36 scale has been used) designed to capture patients’ 

perceptions of individual’s perceptions of their health and well-being and quality of life, it has 36 

dimensions to rule out this is conducted general populations age group 19-60 years. Scoring is all 

done in the main software average score is 50. describes physical and mental components scoring 

is done as lower score; more disability, higher scoreless disability and zero scores maximum 

disability.1 

5. Pain pressure threshold is defined as the amount of pressure over a given area in which a 

steadily increasing non-painful pressure stimulus turns into a painful pressure sensation. These 

are usually measured in deep muscular tissue sensitivity. This is the gold standard method for 

measuring pressure sensitivity. This quantifies the application of mechanical pressure.21 

6. A self-efficacy belief questionnaire is aimed to evaluate the optimistic self-beliefs for coping 

with the difficult demands of life. can be used in the age group 12 or above. In Participants with 

chronic nonspecific Low Back Pain, Poor pain self-efficacy is a more important obstacle to 

recovery than several other psychosocial factors in Participants with chronic non-specific Low 

Back pain. Each subject is asked to rate how confidently he/she can perform some activities, at 

present, despite his/her pain. The scale consists of a total of 10 questions with fourchoice 

responses which scores 1 ‘not at all true’ to 4 ‘exactly true’ sall 10 scores are summed the higher 

the score the greater your self-efficacy or confidence in your ability to successfully manage an 

illness or follow through with behavior change. This score may change over time. Psychometric 

properties s show excellent Internal consistency and adequate test-retest reliability.13 

7. NOI APP FOR BACK The app will be shown to the subject and the app contains images of 

the trunk movements that as lateral flexion and rotation, flexion, flexion,and extension. Here the 

subjects are supposed to identify their right and left movements. A total of 20 images will be 

shown in 5 secs and subjects have to click on the answers 

• Study analysis:  

1. Descriptive data will be represented as mean, frequencies, and percentage.  

2. Correlation coefficient and a multiple linear regression model will be used to analyze the 

relation of the independent variable (Kinesiophobia) and the Dependent variable (Intensity, 

Catastrophizing, Quality of life, self-efficacy, pain pressure threshold, and laterality test).  

           3. p-value < 0.05 will be considered statistically significant. 

 

 



 

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 Fear of movement (Kinesiophobia), pain 

intensity, pain catastrophizing scale, self-efficacy, SF-36 for quality of pain, pain pressure threshold, 

and laterality test 

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

8.3? 

YES, the Ethical Clearance has been obtained from Institutional Ethical Committee. 
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                                                            CONSENT FORM 

 

O.P/I.P No: 

SR. No. of the study subject: 

Title of the project: “PREVALENCE OF KINESOPHOBIA AND ITS RELATION WITH PAIN 

CHARACTERISTICS IN CHRONIC NON-SPECIFIC LOW BACK PAIN” 

Name of the Principal Investigator: 

Contact No: 

 

I Ms./Mr., ______________ exercise my free power of choice, hereby giving my consent to be 

included as a subject in the study mentioned above. I have been informed to my satisfaction, the 

purpose, the importance and the method of the study in my own language by the physiotherapist and 

a copy of information sheet has been given to me. I have been explained in detail about the Scales 

and Questionnaires which will be used in the Study. I confirm that I have understood the above study 

and I have the opportunity to ask questions. I am also aware about my right to opt myself out of the 

study at any time during the course of the study without having to give any reasons, without my 

medical care or legal rights being affected. I agree to adhere to the physiotherapist’s instructions and 

to co-operate fully with those conducting the study and inform them in case of any untoward 

experience. I agree to restrict the use of any data or results that arise from the study provided and 

such a use is only for scientific purpose(s) and publications. I fully consent to participate in the above 

study. 

  

______________________ 

(Signature/ Left thumb impression.) 

Name of the Participant: ___________________. 

Daughter/Spouse of: ___________________. 

Date: 

Place: 

 



Complete Postal Address:______________________________________________________. 

 

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

 

Date: 

Place: 

 

 

 

 

Signature of the principal investigator) 

 

1. Witness-1                                                                                                                              2. Witness-2 

 

 

Signature                                                                                                                                 Signature  



 

 

 

                                                                          ಸಮ್ಮತಿ  ನಮ್ೂನೆ 

ಅಧ್ಯಯನದಲಿ್ಲ ಭಾಗವಹಿಸುವವರ ಕ್ರಮಸಂಖ್ಯಯ: 

ಸಂಶೆ ೋಧನೆಯ ಶೋರ್ಷಿಕೆ :  

ಕಿನಿಸಿಯೋಫೋಬಿಯಾ ಹರಡುವಿಕೆ ಮ್ತ್ುು ದೋರ್ಿಕಾಲದ ನಿದಿಷ್ಟವಲಲದ ಕಡಿಮೆ ಬೆನುುನೊೋವಿನಲ್ಲಲ ನೊೋವಿನ ಗುಣಲಕ್ಷಣಗಳ ೆಂದಗೆ  

ಅದರ ಸಂಬಂಧವನುು ಗುರುತಿಸುವುದು 

ಪ್ರಧಾನಸಂಶಯ ೋಧ್ಕ್ರಹಯಸರು : 

ನಾನುಶ್ರೋ/ಶ್ರೋಮತಿ ------------------------------ ಸವಯಂ ಪಯರೋರಣಯಯಂದ ಈ ಮೋಲಯ ತಿಳಿಸಿದ / ನಮೂದಿಸಿದ ಸಂಶಯ ೋಧ್ನಾತ್ಮಕ್ 

ಅಧ್ಯಯನದಲಿ್ಲ ಭಾಗವಹಿಸಲು ಒಪ್ಪಿಗಯಯನುು ನೋಡುತಿಿದಯದೋನಯ. ಮೋಲಕಂಡ ಅಧ್ಯಯನದ ವಿವರಗಳನುು ನನು ಸವಂತ್ ಭಾಷಯಯಲಿ್ಲ/ 

ಲ್ಲಖಿತ್ರೂಪ್ದಲಿ್ಲ ತಿಳಿಪ್ಡಿಸಲಾಗಿದಯ ಮತ್ುಿ ಮಾಹಿತಿ ಪ್ತ್ರದ ಪ್ರತಿಯನುು ನನಗಯ ನೋಡಲಾಗಿದಯ. ಈ ಅಧ್ಯಯನದ ಕ್ುರಿತಾಗಿ  ನನು ವಯೈಯಕಿ್ತಕ್ 

ವಿವರಗಳನುು ನಮೂದಿಸಿ,                 ,                             ,                        

   ,.               ,                         ಗಳನುು ಉಪ್ಯೋಗಿಸಿಕಯೂಂಡು  ನಮಮನುುಪ್ರಿಶ್ೋಲ್ಲಸಲಾಗುವುದು  

ಎಂದು ನನಗಯ ತಿಳಿಪ್ಡಿಸಲಾಗಿದಯ. ನನು ಪಾಲಯೂೊಳಳುವಿಕಯ ಸವಯಂ ಪಯರೋರಿತ್ವಾಗಿದುದ ಯಾವುದಯೋ ಸಮಯದಲಾಿದರೂ ಯಾವುದಯೋ 

ಕಾರಣಗಳನುು ನೋಡದಯಯೋ ಅಧ್ಯಯನದಿಂದ ನಾನು ಹಿನುಡಯಯುವ ಅವಕಾಶವನುು ಹಯೂಂದಿದಯದೋನಯ ಎಂದು ನನಗಯ ತಿಳಿಪ್ಡಿಸಲಾಗಿದಯ. 

ನನುಂದ ನೋಡಲಿಟ್ಟ ಮಾಹಿತಿಗಳ ಗೌಪ್ಯತಯಯ ಬಗಯೊ ನನಗಯ ಭರವಸಯ ನೋಡಲಾಗಿದಯ ಮತ್ುಿ ಈಮೂಲಕ್ ಪ್ಡಯದ ಮಾಹಿತಿ/ಫಲ್ಲತಾಂಶಗಳ 

ಕಯೋವಲ ವಯೈಜ್ಞಾನಕ್ ಉದಯದೋಶ ಮತ್ುಿ ಪ್ರಕ್ಟ್ಣಯಗಳಿಗಾಗಿ ಬಳಸಲಾಗುವುದು ಎಂದು ಸಮಮತಿಸುತಯಿೋವಯ. ನನು ವಯೈದಯಕ್ತೋಯ ಆರಯೈಕಯ ಮತ್ುಿ 

ಕಾನೂನು ಹಕ್ುಕಗಳನುು ಸಂರಕ್ಷಿಸಲಾಗುವುದು  ಎಂಬುದನುು ನನಗಯ ಳಿಸಿ ಮನವರಿಕಯ ಮಾಡಲಾಗಿದಯ. ಈ ಮೂಲಕ್ ಮೋಲಕಂಡ 

ಅಧ್ಯಯನದಲಿ್ಲ /ಸಂಶಯ ೋಧ್ನಯಯಲಿ್ಲ ಭಾಗವಹಿಸಲು ನಾನು ಸಂಪ್ೂಣಣವಾಗಿ ಒಪ್ಪಿರುತಯಿೋನಯ. 

--------------------------- 

(ಸಹಿ /ಎಡಹಯಬ್ಯೆರಳ ಗುರುತ್ು ) 

ಪಾಲಯೂೊಳಳುವವರ ಹಯಸರು : 

ಮಗ / ಮಗಳಳ / ಸಂಗಾತಿ : 

ಅಂಚಯವಿಳಾಸ : 

ದೂರವಾಣಿಸಂಖ್ಯಯ : 

ನನುಉಪ್ಸಿಿತಿಯಲಿ್ಲಮೋಲ್ಲನಒಪ್ಪಿಗಯಯನುುಪ್ಡಯದಿದಯಎಂದುಇದುಪ್ರಮಾಣಿೋಕ್ರಿಸಲಾಗುವುದು . 



 



 



 

                                



 

 



 



 



 



 

 



                                               DATA COLLECTION SHEET   

1.Name: 

2.Age: 

3.Gender: 

4.Occupation: 

5.Address: 

6.No. of working hours 

7.Marital status: 

8.Personal history 

9.BMI: weight (kgs)/Height (m2): 

10.Date of Evaluation: 

11.Contact Number: 12. Duration and onset of back pain 

13. Nature 

• High back pain 

• Low back pain 

14. Quality of pain (dull aching/sharp/shooting/stabbing/hot-burning/splitting/sickening) 

15. Circadian rhythm of back pain 

• Predominant occurrence of back pain – day/night 

• If at night, associated insomnia – Yes/No 

• Time range of peak effect of back pain 

16. Are your daily activities affected? Yes / No 

17.Co-morbid conditions: Hypertension \ DM \ Epilepsy \ Stroke \ Anemia\ COPD \ Hypothyroidism 

\ IHD  

other________________ 

Since: 

18.On Medications: Anti-hypertensive \ Insulin \ Anti-depressants \Anti-psychotics \ Analgesics  

\Anticholinergics 

Since: 



19.Past history:  

Previous history of back pain: Yes / No 

If yes, reason leading to back pain was____________________________________________ 

20.Surgical history: 

Spine surgery \ CABG \ Fracture \ Abdominal surgery \ cesarean delivery  

Others__________________________________________________ 

21.Personal history:  

Diet: Vegetarian \ Non-Vegetarian \ Mixed 

Appetite: Adequate \ Reduced 

Sleep: Regular \ Disturbed 

Bowel and Bladder: Independent \ Dependent  

 Incontinence \ Constipation \ Diarrhea 

Smoking: Yes \ No Since: 

Alcohol: Yes \ No Since: 

Use of walking aid: Yes \ No 

Use of visual aid: Yes \ No 

Use of hearing aid: Yes \ No 

Activity level: Active \ Inactive 

22.Environmental history 

➢ Steps: There \ Not there Number: 

Height: 

➢ Threshold: There \ Not there Number: 

Height: 

➢ Floor: Rough \ slippery  

 Ground \ _______ 

➢ Number of Rooms: ______ 

23.On observation- 



➢ Built – Endomorph/ Mesomorph/ Ectomorph 

➢ Posture (Position- Sitting and Standing, View- Anterior, Lateral, Posterior) 

Check for 

Protracted Shoulders 

Increased cervical lordosis (Forward head) 

Increased Lumbar lordosis 

Hyperextended Knees 

24.Local observation 

➢ Swelling: Present \ Absent Area: 

25.On palpation 

➢ Tenderness: Present \ Absent Area: 

➢ Muscle spasm: Present \ Absent Area 

26.On examination 

✓ Range of motion 

✓ MMT 

✓ Tightness  
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