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7.1 NEED FOR STUDY: 

Chronic obstructive pulmonary disease (“COPD”) is a common, preventable and treatable disease. 

Its characteristics include persistent respiratory and airflow limitation, which is caused due to 

airway abnormality, alveolar abnormality, or both. This is usually caused by significant exposure to 

either noxious particles or gases and can additionally also be influenced by host factors including 

but not limited to abnormal lung development. Additional significant comorbidities may have an 

impact on morbidity and mortality.1 

The third leading cause of death worldwide, COPD currently affects close to 400 million people.2 

Despite cigarette smoking being the leading cause for COPD, data shows that up to 25% of people 

with COPD, have never smoked in their lives. As such, it is understood that long term exposure to 

other lung irritants—such as air pollution; chemical fumes; dust; and indoor products of biomass 

fuels, such as wood burned in stoves—may also equally contribute to COPD.2  

While there is increasing data that contribute to impaired lung functions might lead to COPD, as it 

generally manifests only at an older age as a part of multimorbidity. This suggests that alternative 

risk factors other than those already considered (inhaled particles and gases from cigarette smoking 

and biomass fuel etc) are equally important.3 

 

The ratio of COPD in men is higher than in women due to a higher prevalence of smoking among 

men. As there is increase in tobacco smoking among women in high-income countries and risk of 

exposure to indoor air pollution, such as biomass fuel used for cooking and heating might lead to 

both men and women suffering equally in near future.3 In absence of airflow limitation, there may 

be cause for significant lung pathology, but the same requires further evaluation. A mixture of 

small airways disease and parenchymal destruction causes chronic airflow limitation that is a 

typical characteristic of COPD. There may be chronic inflammation with structural changes leading 

to the narrowing of the small airways and destruction of the lung parenchyma, resulting in loss of 

alveolar attachments to the airways and decrease in elastic recoiling of the lung. As a result these 

changes reduce the ability of the airways to remain open during expiration. This loss of the small 

airways may lead to airflow limitation and mucociliary dysfunction.1  

 

 The most commonly identified symptom of COPD is chronic and progressive dyspnea. Up to 30% 

of patients display cough with sputum. Dyspnea, one of the cardinal symptom of COPD is a major 



cause of disability and anxiety associated with the disease. Chronic cough is observed as one of the 

symptom due to smoking or bad pollution in patients with COPD. Initially cough maybe 

intermittent, but subsequently may be present every day, often throughout the day. Chronic cough 

in COPD may be productive or unproductive. Additional symptoms include fatigue, weight loss, 

muscle loss and anorexia in patients with varied stages of COPD.1  

 

While symptoms and medical history are considered for clinical diagnosis of COPD, a spirogram is 

required to confirm the diagnosis. Spirogram is the best established method for identifying the 

airflow obstruction in COPD. The spirometric definition of COPD is the presence of a post 

bronchodilator forced expiratory volume in 1 s (FEV1)/forced vital capacity ratio < 0.7.4  

 

The GOLD strategy classified COPD based on the severity of airflow limitation determined by 

FEV1 as: 

Stage 1 (mild; FEV1 ≥ 80% predicted) 

Stage 2 (moderate; FEV1 ≥ 50% and < 80% predicted)  

Stage 3 (severe; FEV1 ≥ 30% and < 50% predicted) 

Stage 4 (very severe; FEV1 < 30% or < 50% predicted with chronic respiratory failure).4  

 

International guidelines recommend exercise training, as the best available means of improving 

muscle function and exercise tolerance in patients with COPD.5  

Randomized Controlled Trials (RCT) on the efficacy of respiratory rehabilitation reported 

significant improvements in maximal exercise capacity, walking distance and endurance capacity. 

Additionally bicycle ergometry training at 60% of maximal workload, has shown improvements in 

maximal workload (∼30%) and endurance time (∼70%). Similar improvements were observed in 

training programs that incorporated treadmill walking exercise or combined walking and cycling 

programs. Improvements in 6MWD(minute walk distance) by 10–25%, in HRQOL, in activities of 

daily living, and reduced symptoms of dyspnea and fatigue were observed.6  

It is critical that the ventilatory, cardiovascular, and skeletal muscle systems work together to 

provide oxygen and remove metabolic waste from the exercising muscle when doing exercise. 

During exercise, patients with COPD may reach a "ventilatory ceiling," which does not change 

with exercise training. Due to well-documented gains in myofibril oxidative capacity and capillary 

density, the skeletal muscle would be the prime site for adaptation following exercise training in 

COPD. The improvement in the oxidative capacity results in the later onset of lactic acidosis at a 



higher workload. Ideally, following exercise training COPD patients  should be able to exercise at 

the same submaximal workload with lower lactate and non-metabolic carbon dioxide production 

(V˙CO2) and subsequently lower ventilatory demands.7  

Exercise limitation is shown to occur in COPD patients as a result of increased ventilatory 

requirement and decreased ventilatory capacity. Because of this increased ventilatory demand, 

people with COPD have higher oxygen consumption than compared to people without COPD.8 

These changes can direct towards increase in the maximal oxygen consumption which will have an 

impact on the work of breathing. There may be an increase in the rate of, work of breathing which 

may cause an increase in the rate of energy expenditure. 

 

The quantity of ‘energy' or calories a person needs/burns to perform any physical or biological 

activity, such as breathing, flowing blood, digesting food, or moving, is referred to as energy 

expenditure.11 Energy expenditure varies not only between individuals but within an individual in 

itself depending on the circumstance, body weight, age of the person, and nature of the activity. 

That is, a stressed person may expend more energy in doing the same task than they would have 

otherwise.9 

The standard physiological measurement of energy expenditure is undertaken on the basis of the 

evaluation of oxygen consumption. This metabolic assessment determines gas volume and gas 

concentration in the body. The evaluation requires the usage of a breathing mouthpiece, nose clip 

and multiple connecting tubes, fitted to the patient, to measure the air expired from the body. While 

the procedure is accurate, the required equipment is cost effective, making it unsuitable for most 

clinics.10 An alternative method of estimating energy expenditure is considering heart rate and 

walking speed (over a certain meter distance). This technique was put forth by McGregor, who 

termed this method as the Physiological Cost Index (PCI), which is the ratio of heart rate per meter 

walked expressed as beats/meter.11 

 

Compared to other methods, PCI is not only easy to use but also reliable in the determination of 

energy expenditure and hence is usually recommended as a useful tool for physiotherapists in the 

assessment and evaluation of functional performance.11 

 

PCI is calculated by using the formula: PCI (beats/min) = (Post Walking heart rate – Resting heart 

rate)/ Speed (m/min)11 

 



Low PCI numbers represent low energy consumption, and high PCI values represent significant 

energy consumption.8,11 By determining the energy cost of walking, over a 6-min walk test (6 

MWT), PCI is a quick, safe, and inexpensive method which can be used for many different 

purposes such as evaluating orthoses, effects of anti-inflammatory drugs, and measuring the 

severity of diseases. 10,11 

As discussed above it is seen that exercise limitation is shown to occur in COPD patients as a result 

of increased ventilatory demands and decreased ventilatory capacity. It is also observed that due to 

skeletal muscle dysfunction, there is decrease in the physical activity in COPD patients. Due to the 

increased ventilatory demands COPD patients have higher oxygen consumption than compared to 

people without COPD. Pulmonary rehabilitation has proven to be an integral part in the 

management of COPD to improve dyspnea and fatigue, exercise tolerance, health related quality of 

life and reduced hospital admissions.12 Hence the need of the study is to observe changes in the 

physiological cost index post pulmonary rehabilitation among COPD patients. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

7.2 REVIEW OF LITERATURE: 

A review was done in Italy with the objective of finding out potential impact of early intervention 

on the course of COPD. It was found that Smoking cessation reduced lung function decline at all 

stages of COPD, and the earlier the intervention, the greater the impact on lung function. 

Accumulating data from placebo-controlled trials suggested that long-acting bronchodilators can 

slow the decline in lung function, as well as reduce exacerbation and mortality rates and improve 

health-related quality of life (HRQoL) in patients with mild-to- moderate COPD. Inhaled 

corticosteroids (ICS) do not impact lung function in early COPD, and further research is needed on 

the role of long-acting b2-agonist-ICS combination therapy in these patients. Initiating treatment 

early in the course of COPD is likely to slow disease progression and improve HRQoL. Current 

data support maintenance treatment with a long- acting bronchodilator in this patient group.4  

 

A study was done to find out whether exercise makes a difference in COPD patients. The aim of the 

study was to inform readers of the positive effects of exercise-based pulmonary rehabilitation in 

patients with COPD, even with comorbid conditions and to inform readers of the importance of 

physical activity in patients with COPD. Exercise training is widely regarded as the cornerstone of 

pulmonary rehabilitation in patients with chronic obstructive pulmonary disease (COPD). Indeed, 

exercise training has been identified as the best available means of improving muscle function and 

exercise tolerance in patients with COPD. So, exercise training truly makes a difference in the life 

of patients with COPD. In this review, an overview was provided on the history of exercise training 

in comorbid patients with COPD, and the impact of physical activity counselling in a clean air 

environment.5 

 

A study was done to obtain a perspective on Exercise training during rehabilitation of patients with 

COPD in the year 2002. It stated that Patients with chronic obstructive pulmonary disease (COPD) 

suffer frequently from physiologic and psychological impairments, such as dyspnea, peripheral 

muscle weakness, exercise intolerance, decreased health-related quality of life (HRQOL) and 

emotional distress. Rehabilitation programmes showed to result in significant changes in perceived 

dyspnea and fatigue, utilisation of healthcare resources, exercise performance and HRQOL. 

Exercise training, which consists of whole-body exercise training and local resistance training, was 

the cornerstone of these programmes. Regrettably, the positive effects of respiratory rehabilitation 



deteriorate over time, especially after short programmes. Hence, attention should be given to the 

aftercare of these patients to prevent them to revert again to a sedentary lifestyle. On empirical 

basis three possibilities seem to be clinically feasible: (1) continuous outpatient exercise training; 

(2) exercise training in a home-based or community-based setting; or (3) exercise training sessions 

in a group of asthma and COPD patients.6 

 

A review was done in the year 2016 in Australia to consider intensity of exercise training in 

exercise training programme. Studies of young individuals have demonstrated that higher exercise 

training intensity results in greater improvements in exercise capacity, the evidence for older 

patients is not so clear cut. In COPD, there was limited evidence regarding the optimal intensity of 

exercise training. Using both physiological (peak exercise capacity) and patient- centred (e.g. 

quality of life) outcomes, it remained inconclusive if higher intensity exercise training bestows any 

greater benefit than low-intensity exercise. They examined the data from interval training studies, 

which used both high- and low-intensity interval and continuous exercise, they were able to 

generate more data for comparison. Whilst there was an inconclusive amount of evidence to 

support this intervention based on studies that only examined high- versus low intensity continuous 

exercise, the additional data from interval training studies suggested that higher intensity may be 

superior in terms of increases in Wpeak (peak power). Future studies should focus on establishing a 

threshold and an optimal training intensity for COPD.7  

 

An experimental study was done in the year 2011 on Physiological cost index (PCI) in patients with 

chronic obstructive pulmonary disease (COPD) before and after giving two commonly used 

breathing exercises which showed that the pci values remained unchanged and increased or 

decreased. PCI of 30 male patients were studied on two occasions, before performing exercise and 

after performing two commonly used breathing exercise. The study showed that following the 

breathing exercise PCI decreased in 22 patients, in 6 patients it was unchanged and in 2 patients it 

was increased. This study concluded that the Physiological Cost Index (PCI) of subjects suffering 

from Chronic Obstructive Pulmonary Disease (COPD) was seen to decrease after performing two 

commonly used breathing exercises, thus indicating a favorable decrease in energy expenditure 

following the breathing exercises.8 

 



 

A study was done to find out if Physiological Cost Index can be calculated using MacGregor’s 

Equation in the year 2015. In this study a total of 50 young randomly selected healthy females 

performed 50m, 100m and 150m walking test at their self-selected preferred speed. The 

physiological cost index values for 100 m walk at speeds slower and faster than the preferred speed 

were also obtained. The physiological cost index during exercise was calculated using MacGregor’s 

equation considering heart rate and speed of walking over the varying distances. The PCI values 

increased significantly when subjects walked either slower or faster than their normal preferred 

speed. It was concluded that the physiological cost index values were similar for varying distances 

walks. The PCI was the least at the preferred speed of walking and increased when the subjects 

either walked slower or faster than the preferred speed. The first estimation was higher than 

subsequent estimations.10 

 

A correlational study was done in the year 2017 to find out the Physiological cost index of different 

body mass index and age of an individual. The aim of this study is to measure and correlate the 

relationship of energy expenditure of a normal healthy individual with different body mass index 

(BMI) and age. The methodology included measuring of the BMI before exercise testing, with the 

standard formula (kg/m2). Each participant was given rest for 5 min and recorded resting HR. 

Participants were asked to walk on 30 m straight floor track for 6-min walk test (6 MWT) at the 

normal speed. Pre-and post-walked vitals were taken, and PCI was calculated by formula. The 

present study concluded that as the age and BMI increases the PCI increases, suggestive of more 

energy expenditure.11 

 

A literature review was done in the year 2018 regarding exercise assessments and trainings of 

pulmonary rehabilitation in COPD. Skeletal muscle dysfunction leads to reduction in activity in 

patients with COPD. As an essential part of the management of COPD, pulmonary rehabilitation 

(PR) alleviates dyspnea and fatigue, improves exercise tolerance and health-related quality of life, 

and reduces hospital admissions and mortality for COPD patients. Exercise is the key component of 

PR, which is composed of exercise assessment and training therapy. To evaluate PR’s application 

in clinical practice, this article summarized the common methods of exercise measurement and 

exercise training for patients with COPD. Exercise assessments should calculate patients’ 

symptoms, endurance, strength, and health-related quality of life. After calculation, detailed 



exercise therapies should be developed, which may involve endurance, strength, and respiratory 

training. More studies are warranted to support the evidence and examine the effects of long-term 

benefits of exercise training for patients with COPD in each stage.12 

 

 

A study was done in the year 2005 with an objective of Managing Chronic Obstructive Pulmonary 

Disease in the Community. A Randomized control trial of home based pulmonary rehabilitation for 

elderly housebound patients. This randomized controlled trial assessed the effects of a 12-week 

home-based pulmonary rehabilitation program for 60 housebound COPD patients older than 60 

years. Intervention patients received an individually tailored supervised walking and arm exercise 

program as well as individual multidisciplinary education sessions on COPD and its management. 

Outcomes were assessed using the 6-minute walk test, St George’s respiratory questionnaire, and 

Borg score of perceived breathlessness. Compared with the control group, intervention patients 

demonstrated a significant improvement in 6-minute walk test. A 12-week home-based pulmonary 

rehabilitation was effective in improving exercise tolerance, perception of breathlessness, and 

quality of life for housebound COPD patients. To manage COPD in the community more 

effectively, health services should focus on expanding home-based pulmonary rehabilitation.13 

 

A Randomized Controlled Trial was done to see the Effectiveness of Outpatient Pulmonary 

Rehabilitation in Chronic Lung Disease in the year 2001. They undertook a randomized, 

prospective, parallel-group controlled study of an outpatient rehabilitation program in 65 patients 

with COPD. The active group took part in a 6-week program of education (2 h weekly) and 

exercise (1 h weekly). The control group were reviewed routinely as medical outpatients. The 

SGRQ was administered under supervision by a blinded observer at study entry, 12 weeks, and 24 

weeks. A 6-week outpatient-based program significantly improved quality of life in patients with 

moderate-to-severe COPD. Benefit was still evident after 24 weeks.14 

 

 

A study was done to find out Physiological Cost Index of Six Minute Walk Test in Different Age 

Groups. The aim of the study was to quantify the Physiological Cost Index of Six minute walk test 

in different age groups. A prospective study for a period of 3months was carried on 100 normal 

healthy individual with the age group of 6-14yrs, 15-24yrs, 25-34yrs, 35-44yrs, 45-65yrs, with an 



inclusion criteria of subjects with normal Body Mass Index and Subjects with musculoskeletal, 

neurological and cardiopulmonary illness that might impede walking, involved in endurance & 

strength training were excluded. The results revealed that Physiological Cost Index is directly 

proportional to the difference in the heart rate and inversely proportional to speed, the physiological 

cost index was found to be higher in older adults compared to younger ones. Hence the study 

concluded stating the Physiological Cost Index increases with age with the mean values being 

0.207, 0.217, 0.27, 0.265, 0.403 for ages 6- 14yrs, 15-24yrs, 25-34yrs, 35-44yrs,45-65yrs 

respectively.15 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

7.3 AIM AND OBJECTIVES OF THE STUDY: To evaluate Physiological cost index (PCI) and 

rate of perceived exertion using modified Borg’s scale in patients with mild to moderate COPD. 

 

Research Question - Will Pulmonary rehabilitation (PR) improve PCI in individuals with mild to 

moderate chronic obstructive pulmonary disease? 

 

Alternate Hypothesis (H1):  Pulmonary rehabilitation will show to improve PCI in individuals 

with mild to moderate chronic obstructive pulmonary disease. 

 

Null Hypothesis (H0): Pulmonary rehabilitation does not show any changes in PCI among mild to 

moderate chronic obstructive pulmonary disease patients. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



8. 

 

MATERIALS AND METHODS: 

8.1 SOURCE OF DATA: 

 Study subjects: Patients with mild to moderate COPD according to GOLD criteria to be 

included as per the following inclusion and exclusion criteria.     

Inclusion Criteria:  Patients willing to participate in the study 

Patients of age group 45 – 65 years of age 

Patients diagnosed with mild to moderate COPD by physicians 

Patients of either genders  

Patients able to follow commands 

 

Exclusion Criteria:  Patients with existing cardiovascular or neurological conditions 

Patients above or below mentioned age criteria. 

Patients with acute exacerbation and GOLD staging of 3 and 4 COPD 

Patients with existing musculoskeletal impairment which may limit them from 

participation in the study. 

Patients who are suffering with any lung pathology secondary to post-covid infection or 

secondary to any restrictive lung pathology/ any traumatic injury/ neurologic factor etc. 

Unwilling/Uncooperative patients 

 

 Study area:  Individuals with mild to moderate COPD of age 45 - 65 years referred to 

Physiotherapy OPD in SDMCMSH by physicians. 

 

 Study period:  1 year                      

  

 

 

 

 

 



 8.2 METHODS OF COLLECTION OF DATA: 

 Study design:   Prospective cohort study           

 

 Sample:  Considering the number of patients of COPD referred to Physiotherapy 

OPD, SDMCMSH over the last 3 years was 20 on an average. Therefore, 

convenient sample of 30 will be included in the study.  

                                

 Sampling procedure:  The subjects will be recruited using convenient sampling 

method. Patients visiting Medicine and Pulmonology OPD in SDM hospital, 

Dharwad who have been diagnosed as mild to moderate COPD will be included as 

per the inclusion and exclusion criteria. The sampling procedure will be carried out 

in the following ways. The patient will be called to the physiotherapy OPD for 

evaluation.  The patients who are willing to volunteer, will be explained the need 

for such study, the study instruments and procedure. They will be recruited to 

participate in the study upon obtaining their signed informed consent. 

 

 Study instrument:   Demographic data sheet 

Consent form 

Pulse oximeter 

Stop watch 

Calculator 

Marked area for walking 

Stationery      

 

 Data collection:  Ethical clearance will be obtained from the institutional ethical 

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

will be included in the study as per the inclusion and exclusion criteria. Each 

individual will be explained in detail the study procedure and a written consent will 

be obtained. The demographic details of each subject will be noted. Subject will be 

asked to complete the 6 minute walk test. Physiological cost index (PCI) will be 



obtained after the patient has completed 6 min walk test, after which the patient 

will be made to perform the a set of exercises which will include 10 min warm up 

period, 25 in of aerobic activity and 10 min of cool down period.  

Aerobic activity includes diagonal arm raises, arm abduction into elevation and 

reverse, and arm abduction, forward flexion, and reverse; step-ups with three step 

heights; and straight leg raises along with a walking program with nine levels, the 

maximum level being 10 min of rest and then 10 min of walking.14 In addition to 

this Diaphragmatic breathing and pursed lip breathing exercise will be included.8 

The same set of exercises will be given to the patient and will be told to perform for 

6 weeks.  

Dosage of exercise: Frequency of 3 – 5 times a week with a duration of 20 mins 

performed twice a day. 

Patient will be again evaluated for their PCI after 6 weeks of follow up.  All the 

exercises will be reviewed and revised and progressed during the telephonic 

discussion depending upon the patient’s status.  The therapist will obtain the values 

and document the same.        

 

 Study analysis:  Descriptive statistics will be applied ((Mean %, Standard 

deviation, etc) 

                        Chi square test  

                        P value less than 0.05 will be considered as statistically significant.  

                        Odd’s ratio will also be calculated. 

         

 

   

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, pulse rate and 6 

minute walk test of participating subjects and requires them to perform exercises.  

 



 

 

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

8.3?                        

Ethical clearance will be obtained from the institutional ethical committee of our institution to carry 

out the investigations on the patients necessary for the study.   
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                                                        CONSENT FORM  

 

O.P/I. P No: 

SR. No. of the study subject: 

 

Title of the project: Physiological cost index among mild to moderate chronic obstructive 

pulmonary disease individuals and their compliance with Pulmonary Rehabilitation 

 

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 confirm that I 

have understood the above study which will be conducted over a period of 1 year, 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. I have read through the details of the same in the information sheet 

provided to me. 

 

Date: 

  

Place:  

 

________________________  

(Signature/ Left thumb impression.) 

Name of the Participant: ___________________.  

Son/Daughter/Spouse of: ___________________.  

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-  

    Place-                                                                                               Place-  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



                                                   INFORMATION SHEET  

 

Dear volunteers, 

I Namratha Shanbhag, 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 with all relevant details of the 

research. It is important that you read and understand the consent of the form carefully. If you 

have any doubt or want information, you are free to ask researcher or the contact person 

mentioned below, before you give your consent during the entire course of the project.  

 

1. Project title: Physiological cost index among mild to moderate Chronic obstructive 

pulmonary disease individuals and their compliance with pulmonary rehabilitation 

 

2. Department and institute: SDM College of Physiotherapy, Sattur, Dharwad. 

 

3. Name of the investigator:  Namratha Shanbhag (Post graduate) 

 

4. What is the purpose of this study/project: To assess physiological cost index 

among individuals with mild to moderate Chronic obstructive pulmonary disease. 

 

5. What is the selection procedure of participation? (inclusion and exclusion 

criteria): All the patients who are diagnosed with mild to moderate COPD coming 

to the Medicine and Pulmonology departments on a follow up basis at SDM college 

of medical sciences hospital will be included in the study. Further procedure will be 

carried out based on inclusion and exclusion criteria.  

 

                 Inclusion criteria: Patients willing to participate in the study 

Patients of age group 45 – 65 years of age 

Patients diagnosed with mild to moderate COPD by physicians 

Patients of either genders 

Patients able to follow commands 



 

       

 

Exclusion criteria: Patients with existing cardiovascular or neurological 

conditions 

Patients above or below mentioned age criteria. 

Patients with acute exacerbation and GOLD staging of 3 and 4 COPD 

Patients with existing musculoskeletal impairment which may limit them from 

participation in the study. 

Patients who are suffering with any lung pathology secondary to post-covid 

infection or secondary to any restrictive lung pathology/ any traumatic injury/ 

neurologic factor etc. 

                  Unwilling/Uncooperative patients. 

 

 

 

6. How will it be carried out?  

The demographic details will be noted followed by explanation of the procedure to 

the participant. A 6 minute walk test will be conducted for which pre and post walk 

vitals will be noted using pulse oximeter to calculate the energy expenditure. 

Participant will be allowed to take rest at any given point while performing the 6 

minute walk test. Following the test he/she will be required to complete the exertion 

scale of breathlessness.  

      

7. What are the responsibilities of the participants?  

Participants must agree to adhere to the principle investigators instructions and 

cooperate fully with those conducting the study and inform the principle investigator 

in case of any untoward experience. 

 



8. What are the expected risks of the participants?   

There are no risk elements in the study. 

 

9. Whether my participation in this study will 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. What happens in case of study related injury? 

There are no as such risk element involved as participants. 

  

13. Whether my participation in the study will cause any additional financial 

burden? 

No additional financial burden will be borne by the participant. 

  

14. Permission for publication? 

Results obtained after a study may be published for scientific purpose. However, 

identity is not disclosed even after the study or participation. 

 

For any study related queries, you are free to contact, 

1) Namratha Shanbhag 

SDM college of Physiotherapy 

Sattur, Dharwad – 580009 

Contact no. 973972689 



Email id- namrata.shanbhag96@gmail.com 

 

2) Dr.Sangeeta Appannavar (MPT) 

Assistant Professor & PG guide 

SDM college of Physiotherapy 

Sattur, Dharwad – 580009 

Contact no. 0836 2477839 

Email id- sangeeta.bpt@gmail.com 
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                                                                   ಒಪ್ಪಿಗೆ ಪತ್ರ 

 

ಭಾಗಿದಾರರ ಕ್ರಮ ಸಂಖ್ೆೆ : 

ಶಿರ್ಷಿಕೆ : ಸೌಮ್ಯದಿಂದ ಮ್ಧ್ಯಮ್ ದೀರ್ಘಕಾಲದ ಪ್ರತಿರ  ೀಧ್ಕ ಶ್ಾಾಸಕ  ೀಶದ ಕಾಯಿಲ  ಹ  ಿಂದರುವ ವಯಕ್ತಿಗಳ 

ಶ್ಾರೀರಕ ವ ಚ್ಚ, ಸ ಚ್ಯಿಂಕ ಬದಲಾವಣ ಗಳನ್ುು ಗಮ್ನಿಸಲು ಮ್ತ್ುಿ ಅವರ ಶ್ಾಾಸಕ  ೀಶದ ಪ್ುನ್ವಘಸತಿ 

ಅನ್ುಸರಣ  ಕುರತ್ು. 

ನಾನ್ು  ಕು/ಕುಮಾರ/ಶ್ರೀ/ಶ್ರೀಮ್ತಿ___________________________________ಹ ಣ್ುು/ಗಿಂಡ_________ 

ವಯಸುು _________ ಈ ಅಧ್ಯಯನ್ದಲ್ಲ ಿಭಾಗವಹಿಸಲು ಹಾಗ  ಹಿೀಗ  ದ  ರ ತ್ ಮಾಹಿತಿಯನ್ುು ಪ್ರಕಟಿಸಲು 

ನ್ನ್ು ಸಿಂಪ್ೂಣ್ಘ ಒಪ್ಪಿಗ ಯನ್ುು ಈ ಪ್ತ್ರದ ಮ್ ಲಕ ನಿೀಡುತ್ ಿನ . ನ್ನ್ಗ  ಸಿಂಬoಧ್ಪ್ಟ್ಟ ಫಿಸಿಯೀಥ ರಪ್ಪಸ್ಟಟ 

ವತಿಯಿಿಂದ ಈ ಅಧ್ಯಯನ್ದ ಉದ ಧೀಶ ಹಾಗ  ವಿಧಾನ್ವು ನ್ನ್ಗ  ಅರ್ಘವಾಗುವ ಭಾಷ ಯಲ್ಲಿ ತಿಳಿಸಲಾಗಿದ . ೧ 

ವರ್ಘಗಳವರ ಗ  ನ್ಡ ಯಲ್ಲರುವ ಮೀಲ್ಲನ್ ಅಧ್ಯಯನ್ವನ್ುು ನಾನ್ು ಅರ್ಘಮಾಡಿಕ  ಿಂಡಿದ ದೀನ  ಮ್ತ್ುಿ ನ್ನ್ಗ  

ಯಾವಾಗ ಬ ೀಕಾದರು ಪ್ರಶ್ ುಗಳನ್ುು ಕ ೀಳಲು ಅವಕಾಶವಿದ  ಎಿಂದು ಈ ಮ್ ಲಕ ದೃಢೀಕರಸುತ್ ಿೀನ . ನ್ನ್ುನ್ುು 

ಯಾವ ಚಿಕ್ತತ್ಾು ಗುಿಂಪ್ಪಗ  ಹಿಂಚ್ಲಾಗುವುದು ಎಿಂದು ತಿಳಿಸಲಾಗಿದ . ಈ ಅಧ್ಯಯನ್ದ ಚಿಕ್ತತ್ಾು ಸಮ್ಯದಲ್ಲಿ 

ಯಾವುದ ೀ ಗಾಯಗಳಾದರು ಅದರ ಜವಾಬಾದರಯನ್ುು ಸಿಂಶ್  ೀಧ್ಕರ  ತ್ ಗ ದುಕ  ಳಳುತ್ಾಿರ  ಎಿಂದು ತಿಳಿಸಲಾಗಿದ . 

ಯಾವುದ ೀ ಸಮ್ಯದಲ್ಲ ಿ ಹಾಗ  ಯಾವ ಕಾರಣ್ವನ್ುು ತಿಳಿಸದ  ನಾನ್ು ಈ ಅಧ್ಯಯನ್ದಿಂದ ಹಿಿಂದ  

ಸರದುಕ  ಳಳುವ ಅಧಿಕಾರವಿದ ಯಿಂದು ನ್ನ್ಗ  ತಿಳಿಸಲಾಗಿದ . ಈ ಅಧ್ಯಯನ್ದಿಂದ ಉದಭವಿಸುವ ಯಾವುದ ೀ 

ಮಾಹಿತಿ ಯಾವುದ ೀ ಡ ೀಟಾ ಹಾಗ  ಫಲ್ಲತ್ಾಿಂಶಗಳ ಬಳಕ ಯನ್ುು ವ ೈಜ್ಞಾನಿಕ ಉದ ಧೀಶಗಳಿಗ  ಮಾತ್ರ 

ಬಳಸತ್ಕಕದುದ. ನಾನ್ು ಫಿಸಿಯೀಥ ರಪ್ಪಸ್ಟಟ (ಬೌತ್ಚಿಕ್ತತ್ುಕರು) ತಿಳಿಸಿದ ಸ ಚ್ನ ಗಳಿಗ  ಭದದನಾಗಿ ಸಿಂಪ್ೂಣ್ಘ 

ಸಹಕಾರವನ್ುು ನಿೀಡುತ್ ಿೀನ .  

 

 

ದನಾಿಂಕ :                 ಸಹಿ/ಎಡ ಹ ಬ ೆರಳಿನ್ ಗುರುತ್ು 



ಸಥಳ :  

 ಈ ಮೀಲ್ಲ ತಿಳಿಸಿದ ಒಪ್ಪಿಗ  ಪ್ತ್ರವು ನ್ನ್ು ಉಪ್ಸಿಥತಿಯಲ್ಲ ಿತ್ ಗ ದುಕ  ಳುಲಾಗಿದ .  

ದನಾಿಂಕ :          

ಸಥಳ :            ತ್ನಿಖ ದಾರರ ಸಹಿ/- 

 

 

 

ಸಾಕ್ಷಿದಾರ – ೧        ಸಾಕ್ಷಿದಾರ-೨ 

ಹ ಸರು :        ಹ ಸರು : 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



                                                             ಮಾಹಿತಿ ಹಾಳ  ೆ

 

ಆತ್ಮೀಯ ಸ್ವಯಂಸ ೇವಕರು, 

ನಾನು ನಮ್ರತಾ ಶಾನಾಾಗ್, ಈ ಸ್ಂಶ  ೇಧನಾ ಯೇಜನ ಯಲ್ಲಿ ಭಾಗವಹಿಸ್ಲು ನಿಮ್ಮ ತ್ಮೇವರ ಆಸ್ಕ್ತಿಗ  

ಧನಯವಾದಗಳು. ಈ ಅಧಯಯನದಲ್ಲಿ ನಿೇವು ಭಾಗವಹಿಸ್ುವ ಮೊದಲು ಈ ಸ್ಂಶ  ೇಧನ ಯನುು ಏಕ  

ನಡ ಸ್ಲಾಗುತ್ಮಿದ  ಎಂಬುದನುು ನಿೇವು ಅರ್ಥಮಾಡಿಕ ೊಳುುವುದು ಬಹಳ ಮ್ುಖ್ಯ. ಈ ಫಾರ್ಮಥ ನಿಮ್ಗ  

ಸ್ಂಶ  ೇಧನ ಯ ಎಲಾಿ ಸ್ಂಬಂಧಿತ ವಿವರಗಳನುು ಒದಗಿಸ್ುತಿದ . ಫಾಮ್ುಥ ಒಪ್ಪಿಗ ಯನುು ನಿೇವು ಎಚ್ಚರಿಕ ಯಂದ 

ಓದುವುದು ಮ್ತುಿ ಅರ್ಥಮಾಡಿಕ ೊಳುುವುದು ಬಹಳ ಮ್ುಖ್ಯ. ನಿಮ್ಗ  ಯಾವುದ ೇ ಸ್ಂದ ೇಹವಿದದರ  ಅರ್ವಾ ಮಾಹಿತ್ಮ 

ಬ ೇಕಾದರ , ಯೇಜನ ಯ ಸ್ಂಪೂರ್ಥ ಅವಧಿಯಲ್ಲಿ ನಿಮ್ಮ ಒಪ್ಪಿಗ ಯನುು ನಿೇಡುವ ಮೊದಲು ನಿೇವು ಸ್ಂಶ  ೇಧಕ 

ಅರ್ವಾ ಕ ಳಗ  ತ್ಮಳಿಸ್ಲಾದ ಸ್ಂಪಕಥ ವಯಕ್ತಿಯನುು ಕ ೇಳಲು ಮ್ುಕಿರಾಗಿದ್ದೇರಿ. 

 

1. ಶೀರ್ಷಿಕೆ: ಸೌಮ್ಯದ್ಂದ ಮ್ಧಯಮ್ ದ್ೇರ್ಥಕಾಲದ ಪರತ್ಮರ ೊೇಧಕ ಶಾವಸ್ಕ ೊೇಶದ ಕಾಯಲ  ಹ ೊಂದ್ರುವ 

ವಯಕ್ತಿಗಳ ಶಾರಿೇರಿಕ ವ ಚ್ಚ ಸ್ೊಚ್ಯಂಕದ ಮ್ತುಿ ಅವರ ಶಾವಸ್ಕ ೊೇಶದ ಪುನವಥಸ್ತ್ಮಯ ಅನುಸ್ರಣ  

 

2. ವಿಭಾಗ ಮತ್ತು ಸಂಸ್ೆೆ: ಎಸ್ಡಿಎಂ ಕಾಲ ೇಜ್ ಆಫ್ ಫಿಸಿಯೇಥ ರಪ್ಪ, ಸ್ತೊಿರ್, ಧಾರವಾಡ. 

 

3. ಸಂಶೆ ೀಧಕರ ಹೆಸರತ: ನಮ್ರತಾ ಶಾನಾಾಗ್ (ಸಾುತಕ ೊೇತಿರ ಪದವಿೇಧರ ) 

 

4. ಈ ಅಧಯಯನ / ಯೀಜನೆಯ ಉದೆದೀಶವೆೀನತ?:ಸೌಮ್ಯದ್ಂದ ಮ್ಧಯಮ್ ದ್ೇರ್ಥಕಾಲದ ಪರತ್ಮರ ೊೇಧಕ 

ಶಾವಸ್ಕ ೊೇಶದ ಕಾಯಲ  ಹ ೊಂದ್ರುವ ವಯಕ್ತಿಗಳ ಶಾರಿೇರಿಕ ವ ಚ್ಚ ಸ್ೊಚ್ಯಂಕದ ಬದಲಾವಣ ಗಳನುು 

ಗಮ್ನಿಸ್ಲು. 

 



5. ಭಾಗವಹಿಸತವಿಕೆಯ ಆಯ್ಕೆ ವಿಧಾನ ಯಾವುದತ? (ಸ ೇಪಥಡ  ಮ್ತುಿ ಹ ೊರಗಿಡುವ ಮಾನದಂಡಗಳು): 

ಎಸ್ಡಿಎಂ ವ ೈದಯಕ್ತೇಯ ವಿಜ್ಞಾನ ಆಸ್ಿತ ರಯಲ್ಲಿ ಫಾಲ ೊೇ ಅಪ್ ಆಧಾರದ ಮೇಲ  and ಷಧ ಮ್ತುಿ 

ಶಾವಸ್ಕ ೊೇಶಶಾಸ್ರ ವಿಭಾಗಗಳಿಗ  ಬರುವ ಸೌಮ್ಯ ಮ್ತುಿ ಮ್ಧಯಮ್ ಸಿಒಪ್ಪಡಿ ರ ೊೇಗನಿರ್ಥಯ ಮಾಡಿದ 

ಎಲಾಿ ರ ೊೇಗಿಗಳನುು ಸ ೇರಿಸ್ಲಾಗುವುದು. ಅಧಯಯನದಲ್ಲಿ. ಸ ೇಪಥಡ  ಮ್ತುಿ ಹ ೊರಗಿಡುವ 

ಮಾನದಂಡಗಳ ಆಧಾರದ ಮೇಲ  ಹ ಚ್ಚಚನ ಕಾಯಥವಿಧಾನವನುು ಕ ೈಗ ೊಳುಲಾಗುವುದು. 

 

ಸ ೇಪಥಡ  ಮಾನದಂಡಗಳು: 

ಅಧಯಯನದಲ್ಲಿ ಭಾಗವಹಿಸ್ಲು ಸಿದಧರಿರುವ ರ ೊೇಗಿಗಳು 

45 ರಿಂದ 65 ವಷಥ ವಯಸಿಿನ ರ ೊೇಗಿಗಳು 

ವ ೈದಯರಿಂದ ಸೌಮ್ಯದ್ಂದ ಮ್ಧಯಮ್ ಸಿಒಪ್ಪಡಿ ರ ೊೇಗನಿರ್ಥಯ 

ಎರಡೊ ಲ್ಲಂಗಗಳ ರ ೊೇಗಿಗಳು 

ಆಜ್ಞ ಗಳನುು ಅನುಸ್ರಿಸ್ಲು ರ ೊೇಗಿಗಳು ಸ್ಮ್ರ್ಥರಾಗಿದಾದರ  

 

ಹ ೊರಗಿಡುವ ಮಾನದಂಡಗಳು: 

ಅಸಿಿತವದಲ್ಲರಿುವ ಹೃದಯರಕಿನಾಳದ ಅರ್ವಾ ನರವ ೈಜ್ಞಾನಿಕ ಸಿಿತ್ಮ ಹ ೊಂದ್ರುವ ರ ೊೇಗಿಗಳು ವಯಸಿಿನ 

ಮಾನದಂಡಗಳಿಗಿಂತ ಮೇಲಿಟ್ಟ ಅರ್ವಾ ಕ ಳಗಿನ ರ ೊೇಗಿಗಳು. 

3 ಮ್ತುಿ 4 ಸಿಒಪ್ಪಡಿಯ ತ್ಮೇವರ ಉಲಬರ್ ಮ್ತುಿ ಗ ೊೇಲ್ಡ ್ ಸ ಟೇಜಂಗ್ ಹ ೊಂದ್ರುವ ರ ೊೇಗಿಗಳು 

ಅಸಿಿತವದಲ್ಲರಿುವ ಮ್ಸ್ುಯುಲ ೊೇಸ ಯಲ್ಲಟ್ಲ್ಡ ದೌಬಥಲಯ ಹ ೊಂದ್ರುವ ರ ೊೇಗಿಗಳು ಅಧಯಯನದಲ್ಲ ಿ

ಭಾಗವಹಿಸ್ುವುದನುು ಮಿತ್ಮಗ ೊಳಿಸ್ಬಹುದು. 

ಯಾವುದ ೇ ಶಾವಸ್ಕ ೊೇಶದ ರ ೊೇಗಶಾಸ್ರದ್ಂದ ಬಳಲುತ್ಮರಿುವ ರ ೊೇಗಿಗಳು ಕ ೊೇವಿಡ್ ನಂತರದ 

ಸ ೊೇಂಕ್ತನಿಂದ ದ್ವತ್ಮೇಯ ಅರ್ವಾ ಯಾವುದ ೇ ನಿಬಥಂಧಿತ ಶಾವಸ್ಕ ೊೇಶದ ರ ೊೇಗಶಾಸ್ರಕ ಯ ದ್ವತ್ಮೇಯಕ / 

ಯಾವುದ ೇ ಆಘಾತಕಾರಿ ಗಾಯ / ನರವ ೈಜ್ಞಾನಿಕ ಅಂಶ ಇತಾಯದ್. 



ಇಷಟವಿಲದಿ / ಸ್ಹಕಾರಿ ರ ೊೇಗಿಗಳು. 

 

6. ಅದನತು ಹೆೀಗೆ ಕೆೈಗೆೊಳ್ಳಲಾಗತತ್ುದೆ? 

ಭಾಗವಹಿಸ್ುವವರಿಗ  ಕಾಯಥವಿಧಾನದ ವಿವರಣ ಯ ನಂತರ ಜನಸ್ಂಖ್ಾಯ ವಿವರಗಳನುು 

ಗಮ್ನಿಸ್ಲಾಗುತಿದ . 6 ನಿಮಿಷಗಳ ನಡಿಗ  ಪರಿೇಕ್ಷ ಯನುು ನಡ ಸ್ಲಾಗುವುದು, ಇದಕಾಯಗಿ ಶಕ್ತಿಯ 

ವ ಚ್ಚವನುು ಲ ಕಾಯಚಾರ ಮಾಡಲು ಪಲ್ಡಿ ಆಕ್ತಿಮಿೇಟ್ರ್ ಬಳಸಿ ಪೂವಥ ಮ್ತುಿ ನಂತರದ ನಡಿಗ ಗಳನುು 

ಗುರುತ್ಮಸ್ಲಾಗುತಿದ . 6 ನಿಮಿಷಗಳ ನಡಿಗ  ಪರಿೇಕ್ಷ ಯನುು ನಿವಥಹಿಸ್ುವಾಗ ಭಾಗವಹಿಸ್ುವವರಿಗ  

ಯಾವುದ ೇ ಹಂತದಲ್ಲಿ ವಿಶಾರಂತ್ಮ ಪಡ ಯಲು ಅನುಮ್ತ್ಮಸ್ಲಾಗುತಿದ . ಪರಿೇಕ್ಷ ಯ ನಂತರ ಅವನು / 

ಅವಳು ಉಸಿರಾಟ್ದ ಪರಿಶರಮ್ದ ಪರಮಾರ್ವನುು ಪೂರ್ಥಗ ೊಳಿಸ್ಬ ೇಕಾಗುತಿದ . 

 

7. ಭಾಗವಹಿಸುವವರ ಜವಾಬ್ಾಾರಿಗಳು ಯಾವುವು?  

ಭಾಗವಹಿಸುವವರು ತ್ತ್ಾ ತ್ನಿಖಾಧಿಕಾರಗಳ ಸ ಚ್ನ ಗಳನ್ುು ಪಾಲ್ಲಸಲು ಒಪ್ಪಿಕ  ಳುಬ ೀಕು ಮ್ತ್ುಿ 

ಅಧ್ಯಯನ್ವನ್ುು ನ್ಡ ಸುವವರ  ಿಂದಗ  ಸಿಂಪ್ೂಣ್ಘವಾಗಿ ಸಹಕರಸಬ ೀಕು ಮ್ತ್ುಿ ಯಾವುದ ೀ ಅಹಿತ್ಕರ 

ಅನ್ುಭವದ ಸಿಂದಭಘದಲ್ಲ ಿತ್ತ್ಾ ತ್ನಿಖಾಧಿಕಾರಗ  ತಿಳಿಸಬ ೀಕು. 

 

8. ಭಾಗವಹಿಸುವವರ ನಿರಿೀಕ್ಷಿತ್ ಅಪಾಯಗಳು ಯಾವುವು?  

ಅಧ್ಯಯನ್ದಲ್ಲ ಿಯಾವುದ ೀ ಅಪಾಯಕಾರ ಅಿಂಶಗಳಿಲ.ಿ 

 

9. ಈ ಅಧಯಯನದಲ್ಲಿ ನನು ಭಾಗವಹಿಸತವಿಕೆಯನತು ಗೌಪ್ಯವಾಗಿಡಲಾಗತತ್ುದೆಯ್ಕೀ? 

ಹೌದು. ಅಧಯಯನದ ಸ್ಮ್ಯದಲ್ಲಿ ಮ್ತುಿ ನಂತರ ಭಾಗವಹಿಸ್ುವವರ ಗೌಪಯತ  ಮ್ತುಿ ಗೌಪಯತ ಯನುು 

ಕಾಪಾಡಿಕ ೊಳುಲಾಗುತಿದ  

 

10.  ಅಧ್ೆಯನದ ಅವಧಿಯಲ್ಲ ಿನಾನು ಯಾವುದೆೀ ಸಮಯದಲ್ಲ ಿಅಧ್ೆಯನದಂದ ಹಿಂದೆ ಸರಿಯಬಹುದೆೀ?  



ಹೌದು. ಭಾಗವಹಿಸುವವರು ಅಧ್ಯಯನ್ದ ಸಮ್ಯದಲ್ಲ ಿ ಯಾವುದ ೀ ಸಮ್ಯದಲ್ಲ ಿ ಅಧ್ಯಯನ್ದಿಂದ 

ಹ  ರಗುಳಿಯಬಹುದು. 

 

11. ಯಾವುದೆೀ ಹೆೊಸ ಆವಿಷ್ಾೆರಗಳ್ು / ಮಾಹಿತಿ ಇದದರೆ, ನನಗೆ ತಿಳಿಸಲಾಗತವುದತ? 

ಹೌದು. ಭಾಗವಹಿಸ್ುವವರಿಗ  ಅಧಯಯನದ ಹ ೊಸ್ ಆವಿಷ್ಾಯರಗಳು / ಮಾಹಿತ್ಮಯ ಬಗ ೆ ತ್ಮಳಿಸ್ಲಾಗುವುದು. 

 

12. ಅಧ್ೆಯನಕೆೆ ಸಂಬಂಧಿಸಿದ ಗಾಯದ ಸಂದರ್ಿದಲ್ಲ ಿಏನಾಗುತ್ತದೆ? 

 ಭಾಗವಹಿಸುವವರಿಂತ್  ಅಿಂತ್ಹ ಅಪಾಯಕಾರ ಅಿಂಶಗಳಿಲ.ಿ 

 

13. ಅಧಯಯನದಲ್ಲಿ ನನು ಭಾಗವಹಿಸತವಿಕೆಯತ ಯಾವುದೆೀ ಹೆಚ್ತುವರಿ ಆರ್ಥಿಕ ಹೆೊರೆಗೆ 

ಕಾರಣವಾಗತತ್ುದೆಯ್ಕೀ? 

ಭಾಗವಹಿಸ್ುವವರು ಯಾವುದ ೇ ಹ ಚ್ುಚವರಿ ಆರ್ಥಥಕ ಹ ೊರ  ಹ ೊರಿಸ್ುವುದ್ಲಿ. 

 

14. ಪರಕ್ಟಣೆಗೆ ಅನುಮತಿ?  

ಅಧ್ಯಯನ್ದ ನ್ಿಂತ್ರ ಪ್ಡ ದ ಫಲ್ಲತ್ಾಿಂಶಗಳನ್ುು ವ ೈಜ್ಞಾನಿಕ ಉದ ದೀಶಕಾಕಗಿ ಪ್ರಕಟಿಸಬಹುದು. ಆದಾಗ ಯ, 

ಅಧ್ಯಯನ್ ಅರ್ವಾ ಭಾಗವಹಿಸುವಿಕ ಯ ನ್ಿಂತ್ರವೂ ಗುರುತ್ನ್ುು ಬಹಿರಿಂಗಪ್ಡಿಸುವುದಲ.ಿ 

 

ಯಾವುದ ೇ ಅಧಯಯನ ಸ್ಂಬಂಧಿತ ಪರಶ ುಗಳಿಗ , ನಿೇವು ಸ್ಂಪಕ್ತಥಸ್ಲು ಮ್ುಕಿರಾಗಿದ್ದೇರಿ, 

1) ನಮ್ರತಾ ಶಾನಾಾಗ್ 

ಎಸ್ಡಿಎಂ ಕಾಲ ೇಜ್ ಆಫ್ ಫಿಸಿಯೇಥ ರಪ್ಪ 

ಸ್ತೊಿರು, ಧಾರವಾಡ - 580009 

ಸ್ಂಪಕಥ ಸ್ಂಖ್ ಯ. 973972689  

ಇ-ಮೀಲ್ : namrata.shanbhag96@gmail.com 

mailto:namrata.shanbhag96@gmail.com


 

2) ಡಾ.ಸಿಂಗಿೀತ್ಾ ಅಪ್ಿಣ್ುವರ್ (ಎಿಂಪ್ಪಟಿ)  

ಸಹಾಯಕ ಪಾರಧಾಯಪ್ಕ ಎಸ್ಟಡಿಎಿಂ ಕಾಲ ೀಜ್ ಆಫ್ ಫಿಸಿಯೀರ್ಪ್ಪಘ 

 ಸತ್ ಿರು, ಧಾರವಾಡ – 580009 

 ಸಿಂಪ್ಕಘ ಸಿಂಖ ಯ. 0836 2477839 

ಇ-ಮೀಲ್ sangeeta.bpt@gmail.com 
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                                        DEMOGRAPHIC DATA 

 

Name: 

Age: 

Gender: 

Occupation: 

Address: 

Height: 

Weight: 

BMI: 

Chief complaint: 

 

History of presenting illness: 

 

 

 

Past history:  

Medical history: 

Surgical history: 

 

Investigations: Blood investigations 

CT chest 

X ray  

 

 

 



Pre Vitals: 

Resting heart rate: ___________beats/min 

Respiratory rate: 

Oxygen saturation: 

Blood pressure: 

 

                                                             

Post Vitals: 

Post walk heart rate: ___________beats/min 

Respiratory rate: 

Oxygen saturation: 

Blood pressure: 

 

6 min walk distance: _________metres                                                             

Speed of walk: _____________ metres/min 

PCI: ___________ beats/metres 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 


