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7. Brief Resume of the Intended Work 

7.1 NEED FOR STUDY: 

  Osteoarthritis (OA)is a degenerative disorder of multiple etiological factors which are characterized by the 

loss of articular cartilage of bone, hypertrophy at the margins of bone, subchondral sclerosis and range of 

morphological and biochemical alterations of the synovial membrane and joint capsule.1 Osteoarthritis mainly 

involves weight bearing joints such as hip, knee and ankle. Among these joints knee is the common form of 

osteoarthritis worldwide, it causes major loss of function and activity limitations.2 

 

As per Silverwood V et al, OA was found to be the sixth leading cause of disability worldwide.3 OA is one 

of the commonest form of musculoskeletal disease and is currently fourth most common interpreter of health 

problem in women and eight common interpreter among men worldwide.4  Across the worldwide, knee OA 

is estimated to be more than 80% of disease’s total burden and  it is most prevalent joint disease in developed 

nations.5 In India, the prevalence rate of OA is 22% to 30% of the general population.1 As per the study 

conducted on digital records of comprehensive healthcare setup at Mumbai India on an average of  3.62per 

hundred yearly prevalence was found.4 Studies also conclude that OA knee prevalence has doubled since the 

mid-20th century.5 Prevalence of OA knee was found to be highest among the age group of 60 and above and 

lowest in age group of 40-50years.1 

 

OA can be generally classified into primary OA (idiopathic) and secondary OA, some of the common causes 

of secondary OA include post traumatic, infection and inflammatory etiologies. Kellgren-Lawrence in 

1957establised a radiographic classification for grading OA, where in Grade zero refers to the knees with no 

features of osteoarthritis, Grade one is doubtful knee osteoarthritis in which narrowing of the joint space and 

possible osteophytes can be seen .Grade two is mild knee OA ,with small osteophytes and possible narrowing 

of the joint .Grade three is known as moderate knee OA, which is characterized by multiple, moderately sized 

osteophytes, definite joint space narrowing and possible deformation of bone ends. Lastly, severe knee OA is 

classified as grade four which is presented by multiple large osteophytes, severe joint space narrowing, marked 

sclerosis and definite bony end deformity.6,2  

 

As per the Systematic review and meta-analysis studies, risk factors for OA knee include, increased BMI, 

previous knee surgery, female gender and older age.7 Typical clinical symptoms of OA knee are pain, stiffness, 

instability and loss of function.8 People with osteoarthritis of knee display loss of knee joint proprioception 

and reduced Quadriceps muscle strength and activation, these deficits along with the combination of ageing 
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process may end up in greater impairments in functional mobility and balance (dynamic and static) which may 

affect postural stability and increase risk of fall.2,9  

 

The above-mentioned clinical symptoms can be assessed using certain outcome measures. Primary outcome 

measures such as pain and functions of patients with OA knee is measured using Visual analogue scale (VAS) 

scale and KOOS questionnaires respectively. Visual analogue scale has been shown to have excellent 

reliability in measuring pain.10 Similarly, Knee injury and osteoarthritis outcome score (KOOS) has highest 

test retest validity and reliability aswell.11 

Secondary outcome measures such as functional mobility and static balance are assed using the timed up and 

go test (TUG) and SLS (single leg stance) test or one leg stand test (OLST) respectively.  

 

The Time up and go (TUG) test is a simple and quick test to assess functional mobility and has been shown to 

be having an excellent intra and inter-rater reliability among patients with OA knee condition having grade 

one (doubtful) to grade three (moderate) OA knee.12
 

Single leg stance (SLS) or one leg stand test (OLST) is one quick, easy to perform assessing tool for postural 

control and static balance and this test possesses high validity and reliability when applied to elderly 

population, Hence these tests can be used in assessing the balance and improvement in functional mobility in 

patients with knee osteoarthritis.13 

 

A multiple treatment approaches such as ROM exercise, stretching, muscle strengthening, orthosis, manual 

therapy, taping, and home exercise are used in management of OA knee. Among these treatment approaches, 

few manual therapy techniques such as the mobilization with movement (MWM) introduced by Brain 

Mulligan has shown to be effective in pain and functional improvement.14,15 

 

Mulligans concept of mobilization with movement (MWM) is a current form of joint mobilization consisting 

of a therapist-applied pain free accessory gliding force combined with active movement.15 In addition, 

according to the Mulligan concept, internal rotation taping should accompany with the mobilization as taping 

will help maintaining the correct effect of the prior mobilization, so that it may contribute to further pain relief 

and to correct the positional faults by restoring biomechanical normality of the joint by MWM. In addition to 

mobilization taping also contributes to pain relief with its effects on blood circulation.14 

Kinesiological taping (KT) was introduced by Kase.16 And it is a thin, cotton, porous fabric with acrylic 

adhesive that is non medicated and it is used widely by therapist as an aid for rehabilitation.7 Recently two 

studies found the beneficial effects of kinesio tape, it was found that the  elasticity of the tape and its application 

under tension leads to mobilization of the skin during movements and improves blood and lymph circulation.  
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On the other hand stimulation of cutaneous mechanoreceptors with tape causes reduction in pain, improving 

proprioception and function.16 According to Cochrane systematic review, Exercise therapy has numerous 

systemic and local effects among the people with OA knee. Certain type of therapeutic exercise (quadriceps 

strengthening only, lower limb strengthening and combination strengthening) covers a range of targeted 

physical activities that directly aim to reduce pain, improve joint range of motion and improve physical 

function of patients with OA knee.17  

 

Mulligan’s MWM and Kinesio taping are alternative low-cost methods of intervention in OA knee. However, 

there have been little research on these techniques of manual therapy for OA knee. Further there have been no 

direct comparison of Mulligan’s MWM with Mulligan concept taping versus Kinesio taping for OA knee. 

To the best of our knowledge there haven’t been any studies which have compared the effects of these two-

treatment technique on pain, function and balance. Hence need arises to evaluate the effectiveness of MWM 

accompanied by Mulligan concept taping versus Kinesio taping treatment technique individually on pain, 

function and balance in patients with OA knee.  
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7.2 REVIEW OF LITERATURE:                        
A study was conducted for analyzing the current prevalence of OA in different locations. Since OA is 

considered as most prevalent and leading cause of pain and disability in most of the countries worldwide. This 

study was community based cross sectional study to find out the prevalence of primary OA in India and the 

study was done across five sites. Each site was further divided into big city, small city, town and village. The 

total sample size was 5000 subjects. Tools consisted of a structured questionnaire and plain skiagrams for 

confirmation of OA. Diagnosis was done using Kellgren and Lawrence scale for osteoarthritis. Overall 

prevalence of knee OA was found to be 28.7%. The associated factors were found to be female gender 

(prevalence of 31.6%). This study has evidenced a large percentage of population as borderline OA; therefore, 

it depends mainly on the prevention of modifiable risk factors to preserve at ease movement in elderly 

population through awareness programs.1 

 

A systematic review, and meta-analysis was conducted to determine the current evidence on risk factors for 

knee OA in those aged 50 and over. Two authors screened abstracts and papers and completed data extraction. 

Where possible, pooled odds ratios (OR) were calculated via random effects meta-analysis and population 

attributable fractions (PAFs) derived. 6554 papers were identified and after screening 46 studies were included. 

The main factors associated with onset of knee pain were being overweight, obesity, female gender, previous 

knee injury. Hand OA was found to be non-significant. Smoking was found not to be a statistically significant 

risk or protective factor. PAFs indicated that in patients with new onset of knee pain 5.1% of cases were due 

to previous knee injury and 24.6% related to being overweight or obese. They concluded clinicians can use the 

identified risk factors to identify and manage patients at risk of developing or increasing knee pain.3 

 

A study was conducted with an objective to determine the association of postural control with muscle strength, 

proprioception of the joint, self-reported knee instability & activity limitation in patients with knee OA. 284 

patients from the Amsterdam Osteoarthritis cohort with OA knee were included in the study. Postural control 

was assessed using One Leg Stand test, muscle strength measured by isokinetic dynamometer, proprioception 

tested through joint motion detection threshold and self-reported knee instability was assessed. Activity 

limitation was assessed by Get Up and Go test, climbing up and down stairs tests and WOMAC was taken as 

functional scale. Study concluded that decreased postural control in patients with knee OA is associated with 

muscle weakness, proprioception inaccuracy and performance- based activity limitation.13 

 

A study was conducted to investigate the effects of isometric quadriceps exercise on muscle strength, pain, 

and function in knee osteoarthritis.42 subjects of age group 40-60 with OA Knee studied. The experimental 
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group performed isometric exercises including isometric quadriceps, straight leg raising, and isometric hip 

adduction exercise 5 days a week for 5 weeks, whereas the control group did not perform any exercise program. 

The outcome measures or dependent variables selected for this study were pain intensity, isometric quadriceps 

strength, and knee function. These variables were measured using the Numerical Rating Scale (NRS), strength 

gauge device, and reduced WOMAC index, respectively. All the measurements were taken at baseline (week 

0)and at the end of the trial at week 5.Exprimental exercise group in comparison with control group showed 

significantly greater results in isometric quadriceps strength, reduction in pain intensity, and improvement in 

function at the end of the 5th week .This study concluded that isometric quadriceps exercise program showed 

beneficial effects on quadriceps muscle strength, pain, and functional disability in patients with osteoarthritis 

of the knee.18 

 

A systematic review was conducted to determine the effects of strength training alone, exercise therapy alone 

and exercise with additional passive manual mobilization on pain and function in people with knee OA. Adults 

with knee OA were included in the study. Study subjects were intervened either with strength training alone, 

exercise therapy alone or exercise with additional passive manual mobilization versus any non-exercise 

control. Comparison between these three interventions was sought and hence study concluded that exercise 

therapy plus manual mobilization showed a moderate effect size on pain compared to small effect size for 

strength training or exercise therapy alone. 19 

 

 

A systematic review was conducted to measure standing balance in patients with OA knee. From 1994 to 

October 2014, articles from Medline, Embase, CINAHL, and Web of Science were searched. A total of 21 

studies were found which met all inclusion criteria and quality assessment criteria required for review. In, three 

or more out of 21 patients had variables namely antero-posterior center of pressure(COP) velocity, medio-

lateral COP velocity, mean of COP velocity, antero-posterior range of COP, medio-lateral range of COP, 

antero-posterior COP standard deviation, medio-lateral COP standard deviation, COP path length, are of COP, 

Biodex of antero-posterior score, Biodex of medio-lateral score, and overall Biodex score. In general, after 

summarizing study found that people with knee OA showed poor standing balance compared to healthy control 

group. Study interpreted that people with knee OA had altered postural control depending on the above-

mentioned measures.20 

 

 

A study was done to investigate the acute effects of Mulligan mobilization with movement (MWM) and 

taping on function and pain intensity in patients with osteoarthritis (OA). Subjects of aged between 40 

and 70 years with knee OA participated in the study. The patients were divided into three groups and each 
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group received different interventions. Group 1 received MWM and taping according to Mulligan’s concept. 

Group 2 received MWM and placebo taping with no recovery effect and group 3 received placebo taping. 

Functional tests including lifting, picking up, sit and stand-up, socket tests in addition to climbing up and down 

stairs, ten meters walk, and timed up and go (TUG) tests were performed before and after intervention. Pain 

during the test performances were assessed by a visual analog scale. Performance in all tests improved 

significantly in the MWM+ taping group, while only sit and stand-up, ten meters walk, and TUG test 

performances improved in the MWM + placebo taping group. Pain intensity during the tests was also 

significantly better after intervention in those two groups. Comparison between the groups showed that the 

pain intensity during all tests was less and functional test scores were better in sit and stand-up, ten meters 

walk, and walking down stairs in the MWM + taping group than the MwM + placebo taping group. This study 

concluded that MWM accompanied by taping improves pain during functional activities as well as the 

performance. MWM without taping may also improve pain intensity.14 

  

A meta-analysis from randomized controlled trials (RCTs) was done to evaluate the efficacy of Kinesio Taping 

in reducing pain and increasing knee function in patients with knee osteoarthritis (OA). The electronic 

databases include PubMed, Embase, web of science and the Cochrane Library up to August 2018. Studies 

searched were considered eligible if they met the criteria as follows: Population: patients with knee OA; 

Intervention: intervention groups received Kinesio Taping for the treatment of knee OA; Comparisons: Control 

group received sham taping; 3) Outcomes: visual analog scale (VAS), Western Ontario and McMaster 

Universities Arthritis Index (WOMAC) scale, range of motion and muscle strength; Study design: RCTs. The 

Cochrane Collaboration's tool was used to assess risk of bias. We assessed statistical heterogeneity for each 

RCT with the use of a standard Chi2 test and the I2 statistic. STATA statistical software 15.0 was used for 

meta-analysis. Five RCTs involving 308 patients were included. The present meta-analysis demonstrated that 

there were significant differences between Kinesio Taping groups and control groups in terms of visual analog 

scale (VAS), WOMAC scale and flexion range of motion. No significant difference was found regarding 

quadriceps femoris muscle between groups. The study concluded that Kinesio Taping is effective in improving 

for pain and joint function in patients with knee OA. Due to limited quality of the evidence currently available, 

the results of our meta-analysis should be treated with caution.21 

  

Visual Analog Scale (VAS) is one of the commonly used scale for the assessment of pain intensity in clinical 

setup. VAS is horizontal line of 10cm long. On this line the left extremity represented ‘no pain at all’ (score 

0) and the right extremity ‘unbearable pain’ (score 10). Subjects are asked to place a line perpendicular to VAS 

line at the point that represents pain intensity.10 cm ruler is used to determine the distance in cm on VAS line. 

The scoring for the VAS is 0-1 (no pain), 2-3 (mild pain), 4-7(moderate pain) and 8-10 (severe pain). VAS 
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shows the excellent test-retest reliability with 0.97 intraclass correlation coefficients and good to excellent 

validity.8,10,22 

 

A systematic reviews and meta-analysis were done to synthesize evidence regarding measurement properties 

of the Knee Injury and Osteoarthritis Outcome Score (KOOS). The KOOS covers five dimensions that are 

reported and scored separately: pain (nine components), symptoms (seven components), activities of daily 

living (seventeen components), sports and recreation function (five components) and knee-related quality of 

life (four components). To ensure content validity for the older population with osteoarthritis, the questions 

from the Western Ontario and MacMaster Universities (WOMAC) Osteoarthritis Index (an outcome measure 

covering pain, stiffness, and function) were included in their full and original form in the KOOS questionnaire 

[with permission]. The WOMAC scores can thus be calculated from the KOOS questionnaire. All components 

of KOOS scale were scored from 0 to 4 and each of the five scores was calculated as the sum of all the 

components. Scores were then transformed to 0-100 scale (zero representing extreme knee problems and 100 

no knee problems). KOOS shows the high test-retest reliability with intraclass correlation coefficients 0.85 for 

pain,0.93 for symptoms,0.75 for activities of daily living,0.8 for sports and recreation and 0.86 for knee related 

quality of life respectively and has adequate validity with internal inconsistency.23,24,25 

 

A study was done to determine the reliability and minimal detectable change of the TUG (TIME UP AND 

GO) test in individuals with doubtful to moderate (Grade 1–3) knee OA. Study included Sixty-five subjects 

(25 males, 40 females), aged 45–70 years, with knee OA participated. Inter-rater reliability was assessed using 

two observers at different times of the same day in an alternating order. Intra-rater reliability was assessed on 

two consecutive visits with a 2-day interval. Intra-rater and inter-rater reliability were 0.97 and 0.96 

respectively, adequate MDC based on measurements by a single rater and between rater was 1.10 and 1.14 

respectively. Hence the Study concluded that the TUG is a reliable test with adequate MCD for clinical use in 

individuals with doubtful to moderate knee OA.12 
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7.3 AIM AND OBJECTIVES OF THE STUDY 

➢ To compare the effectiveness of Mulligans MWM with taping versus Kinesio taping on pain and 

function in patients with osteoarthritis knee. 

➢ To determine the comparative effects of Mulligans MWM with taping versus Kinesio taping on balance 

in patients with osteoarthritis 
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8. MATERIALS AND METHODS: 

8.1 SOURCE OF DATA: 

• Study subjects:      

                       Inclusion Criteria: 
 

1. Patients with age group of 40-60 years diagnosed with unilateral OA knee. 

2. Patients with a clinical and radiographic diagnosis of knee OA, certified by an 

Orthopaedic surgeon.16  

3. Patients with Grade two (mild) or Grade three (moderate) OA knee by Kellgren- 

            Lawerence classification.2    

4. Both genders.  

5. Patients walking independently (without any walking aids). 

 

Exclusion Criteria: 

1. Patients with previous diagnosis of rheumatoid arthritis, previous knee joint  

      replacement surgery of the affected joint.26 

2. Any acute inflammation around knee. 

3. Musculoskeletal and neurological disorders other than OA will be excluded. 

4. Any surgical procedure on the lower limbs within the previous year.26 

5. Any acute knee injuries to ligaments or bones. 

6. Patients with middle ear problem that effects balance. 

7. Patients with neurological disorder that affects balance. 

8. Patients with visual impairment. 

9. Patients responding well to glide techniques other than medial glide and internal rotation 

taping will be excluded from the study. 

10. Patients showing allergic reaction to tape after treatment session.26  

11. Patients who are not willing to participate in the study.  

 

• Study area: S.D.M College of medical sciences and hospital, Dharwad, Outpatient department of 

physiotherapy.  

• Study period: 1 year.  
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8.2 METHODS OF COLLECTION OF DATA: 

• Study design: A Randomized Controlled Trail. 

• Sample:  The sample size is calculated based on the effect size that is extracted from the fractionate of 

mean differences and average of standard deviation of two groups with outcomes on knee pain after 

intervening with Manual therapy and taping. Mean knee pain (VAS) before and after the intervention 

are 58 and 33 with standard deviation of 26 and 30 respectively.27 

                         Effect size d – 0.89 

                         Alpha error - 0.05  

                         Power -0.9 

                         The sample size in each group was determined to be 28. An assumption of 15    

                        percent dropout rate estimates the addition samples of 4 in each group which 

                        give overall sample to be 32 in each group. Hence the total sample for the study is 64 

                        Critical t – 2.00 s 

                        Df — 54  

• Sampling procedure: A sample of 64 subjects with age group of 40-60 years diagnosed with unilateral 

OA knee will be selected for the study based on the inclusion criteria and they will be randomly 

divided into two groups (group A &B) by computer generated randomization in sequentially 

numbered opaque sealed envelope further, the subjects will then be asked to pull an envelope from 

nontransparent vessel. Intervention will be given based on the allocation.  The subjects will be 

divided into 2 groups. 

Group A: Will receive Mulligan’s Mobilization with Movement accompanied by Mulligan’s concept 

of taping-32 subjects.  

Group B: Will receive Kinesio taping-32 subjects.  

Both the groups will receive conventional physiotherapy. The Demographic and baseline data of 

outcome variables (Visual Analog scale, KOOS, TUG test and SLS test) for each subject will be 

recorded for both the groups on day one and after 2 weeks of post intervention. 
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PROCEDURE:  

Outcome measure testing: 

1. Visual Analog Scale (VAS): 

(VAS) is one of the commonly used scale for the assessment of pain intensity in clinical setup. VAS is 

horizontal line of 10cm long. On this line the left extremity represented ‘no pain at all’ (score 0) and the right 

extremity ‘unbearable pain’ (score 10). Subjects are asked to place a line perpendicular to VAS line at the 

point that represents pain intensity.10 cm ruler is used to determine the distance in cm on VAS line. The scoring 

for the VAS is 0-1 (no pain), 2-3 (mild pain), 4-7(moderate pain) and 8-10 (severe pain). 

2. Knee Injury and Osteoarthritis Outcome Score (KOOS): 

KOOS covers five dimensions that are reported and scored separately: pain (nine components), symptoms 

(seven components), activities of daily living (seventeen components), sports and recreation function (five 

components) and knee-related quality of life (four components). All components of KOOS scale were scored 

from 0 to 4 and each of the five scores was calculated as the sum of all the components. Scores were then 

transformed to 0-100 scale (zero representing extreme knee problems and 100 no knee problems). 

        3.   Timed Up and Go (TUG) test: 

TUG test is used to measure dynamic test of balance pre and post intervention in both groups, TUG test 

measures the time in seconds that a subject takes to stand up from a chair, walk three meters at a comfortable 

and safe place, turn around, walk back to the chair and sit down. Hence subjects in both groups will be 

instructed to do the same and data will be collected. Subjects with score less than 10 seconds will be considered 

normal, less than 15 seconds are at risk of fall, less than 20 seconds need help with chair. TUG test will be 

performed three times and final TUG score will be average of three score. 2,12 

        4.   Single leg standing (SLT) / One leg standing test (OLST):  

In SLT/OLST subjects will be instructed to stand on one leg (affected leg) with eyes open and hands by the 

side of their waist. Subjects will be instructed to bend the other leg and maintain the position for 30 seconds 

without any additional support. Time will be measured using a stopwatch. Subjects will be scored as “0” if the 

subject stood on one leg for less than 30 seconds (i.e did not complete the test) and “1” if he/she stood on one 

leg for 30seconds (i.e did complete the test).13 
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TREATMENT PROCEDURE: 

Mulligans Mobilization with Movement:  

Before intervention, the direction of the glide that decreases pain intensity is supposed to be tested. To test the 

direction of pain free movement physiotherapist will apply lateral, medial and rotational gliding force on tibia 

and anterior gliding force on head of fibula in supine position. Once the gliding direction is determined, patients 

will be asked to actively flex and extend the knee within the pain free range while physiotherapist will maintain 

joint in the same position. Overpressure will be applied at the last of the active motion. Ten repetitions within 

three sets with rest periods in between sets will be given.14 

Internal rotation taping according to the Mulligan concept:  

During taping patients will be asked to stand up safely while holding a support. The patients then will be asked 

to stand up to bring the foot to internal rotation, knee to 5-10degree flexion, hip to external rotation while the 

foot is fixed on the floor. While the patient is asked to maintain the position, the physiotherapist will apply the 

tape horizontally from 2 cm posterior head of fibula. Mobilization of the fibula head will be performed 

horizontally towards medial direction, in the same direction tape will be applied horizontal to the floor from 

distal to patella so as not to prevent the movement of patella and it will be continued diagonally through the 

medial of the knee and wrapped around from the posterior of femur.14  Rigid (non-stretch tape) will be used 

for taping which will be changed on daily basis.  

Kinesio taping:  

A kinesio tape will applied on the knee based on the current standard of “Kinesological Taping” by Kase et al. 

A medial and a lateral “I”-strap as well as one “I”-strap over the patella will be applied. “I”-strap means the 

tape is not cut into different parts, it is applied in the full width. The strap across the patella will be applied in 

individual maximum knee flexion. The base of the tape will be applied at the tibial tuberosity and pulled in 

maximum tension over the patella, ending at the lower third of the quadriceps femoris muscle. The medial and 

lateral straps will be applied in 45-degree knee flexion along the collateral medial and lateral ligaments. 

Applied Kinesio tape will be changed after every three consecutive days of the treatment session.16 Subjects 

will also be instructed to remove tape if they feel itching, heat, redness or any discomfort.8 

 

Dosage for both the groups: Patients will receive 2 weeks of treatment sessions (6 days per week).  

 

 



    Page 14 of 39 

 

Conventional Physiotherapy (Exercises): 

Isometric Quadriceps exercise- In this the patient will be instructed to lay down in supine position, place a 

towel roll beneath the affected knee and press the towel maximally with thigh muscles so as to straighten the 

knee and hold the contraction for 10 seconds for set of 10 to 15 repetition in each session for  6 days a week 

for 2 weeks period.28 

 

Isometric Hamstring exercise- Patient will be instructed to lay down in supine position, place a towel roll 

beneath ankle of the affected leg and ask patient to press the towel maximally and hold the contraction for 10 

seconds for set of 10 to 15 repetition in each session for 6 days a week for 2 weeks period. 

  

Straight leg raising (SLR) exercise- Patient in supine position, ask the patient to do maximum isometric 

quadriceps contraction and raise the leg straight without bending the knee up to 10 cm minimum above the 

plinth and hold the contraction and position for 10 seconds. 10 to 15 repetitions in each session for 6 days a 

week for 2 weeks period.28 

 

Isometric Hip Adduction exercise- Patient in supine lying position, place a pillow or towel roll in between 

the knees then ask patient to press the pillow tightly and maintain adduction contraction for 10 seconds. 

Repeat this exercise for 10 to 15 times in each session for 6 days a week for 2 weeks.28 

• Study instrument: Tools used for the study     

1. Consent form 

2. Data collection sheet 

3. Pen 

4. Kinesio tape  

5. Rigid tape (non-stretch tape)  

6. Visual Analog scale.10 

7. Knee Injury and Osteoarthritis Outcome Score.16,25 

8. Stopwatch  

9. Chair 

10. Meter tape 
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• Data collection: 

Ethical clearance will be obtained from Ethical clearance committee of SDM college of Medical 

Sciences and hospital, Dharwad. Subjects will be selected for intervention according to inclusion and 

exclusion criteria and will be explained about the study in their own language further a written consent 

will be taken from them.  GROUP A will receive Mulligans Mobilization with movement accompanied 

with Mulligan concept taping. GROUP B will receive Kinesio taping. Both the groups will receive 

conventional physiotherapy. The Demographic and baseline data of outcome variables (Visual Analog 

scale, KOOS, TUG test and SLS test) for each subject will be recorded for both the groups on day one 

and after 2 weeks of post intervention.  

Data collected will be statistically analyzed to compare the effect of the above two interventions. 

11. Study analysis: Independent t test and paired t test. 

 

 

a. 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 involves the assessment of pain using Visual analog scale, function using KOOS, balance using Time up 

and go test and single leg test respectively. 

b. Has ethical clearance been obtained from ethical committee of your institution in case of 8.3?                        

Ethical clearance will be obtained from the ethical committee of our institutions to carry out the investigations on 

the subjects necessary for this study. 
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                                                     CONSENT FORM 

OP No. of the study subject _________ 

STUDY TITLE:  

“COMPARISON OF MULLIGAN’S MOBILIZATION WITH MULLIGAN CONCEPT 

TAPING VERSUS KINESIO TAPING ON PAIN AND FUNCTION IN PATIENT 

WITH KNEE OSTEOARTHRITIS: -A RANDOMIZED CONTROLLED TRAIL.” 

Name of the Investigator: ____________ 

Tel No. ______________ 

I Mr. /Ms. _________________________________________ hereby give my consent to be 

included as a subject in the study mentioned above and to publish the data thus obtained. I have 

been informed to my satisfaction the purpose, importance and the method of the study in my 

own language by the physiotherapist and the copy of information sheet have been given to me. 

I confirm that I have understood the above study which will be conducted over a period of 

2weeks and will have the opportunity to ask questions. I have been informed that I will be 

randomly allocated in either of the treatment groups of the study. I have also been explained 

that in case of any injury or adverse effects of tape during the therapeutic intervention will be 

entirely taken care by the investigating therapist. I understand that my participation in the study 

is voluntary and that I am free to withdraw at any time without having to give any reasons or 

legal rights being affected. I agree to restrict the use of any data or results that are obtained 

from the study provided such a use is only for scientific purpose(s). 

I agree to adhere to the physiotherapists instructions and co-operate fully with those conducting 

the study and inform them in case of untoward experience. I fully consent to participate in the 

above study. 

 

 _________________________                                                             Date:  

(Signature / Left thumb impression) 

                                                                                                               Place:  

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:  

(Signature of the Principal Investigator)                            Place:  

Witness – 1                                                                         Witness - 2  

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

Signature:                                                                            Signature:  

Name:                                                                                  Name:  

Address:                                                                              Address: 
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                          INFORMATION FOR PARTICIPANTS OF THE STUDY 

 

Dear Participants,  

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

you participate in the study, it is important for you to know why this research is being carried 

out. This form will provide you all the relevant details of this research. It will explain the nature, 

the purpose, the benefits, the risks, the discomforts, the precautions and the information about 

how this project/study will be carried out. It is important that you read and understand the 

contents of the form carefully. This form may contain certain scientific terms and hence, if you 

have any doubts or if you want more information, you are free to ask the study personnel or 

contact person mentioned below before you give your consent at any time during the entire 

course of the project. 

1. Project title: Comparison of Mulligan’s mobilization with Mulligan concept taping 

versus Kinesio taping on pain and function in patients with knee osteoarthritis: -A 

Randomized Controlled Trail.  

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

3. Name of the investigator: Sanmati .P. Gaonkar M.P.T 

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

Comparison of Mulligan’s mobilization with Mulligan concept taping versus Kinesio 

taping on pain and function in patients with knee osteoarthritis.  

5. What is the selection procedure of the participants? (inclusion and exclusion criteria) 

 

       INCLUSION CRITERIA: 

1. Patients with age group of 40-60 years diagnosed with unilateral OA knee. 

2. Patients with a clinical and radiographic diagnosis of knee OA, certified by an 

Orthopaedic surgeon.16  

3. Patients with Grade two (mild) or Grade three (moderate) OA knee by Kellgren-

Lawerence classification.2    

4. Both genders.  

5. Patients walking independently (without any walking aids). 

 

                   

                       

          



    Page 25 of 39 

 

           EXCLUSION CRITERIA: 

1. Patients with previous diagnosis of rheumatoid arthritis, previous knee joint  

     replacement surgery of the affected joint.26 

2. Any acute inflammation around knee. 

3. Musculoskeletal and neurological disorders other than OA will be excluded. 

4. Any surgical procedure on the lower limbs within the previous year.26 

5. Any acute knee injuries to ligaments or bones. 

6. Patients with middle ear problem that effects balance. 

7. Patients with neurological disorder that affects balance. 

8. Patients with visual impairment. 

9. Patients responding well to the intervention other than medial glide and 

internal rotation taping will be excluded from the study. 

10. Patients with allergic reaction to tape during treatment session.26  

11. Patients who are not willing to participate in the study.  

6. How will it be carried out (Procedure of the study)? 

The subjects will be selected according to the inclusion and exclusion criteria and will be 

allocated in either of the groups by simple randomization method. Group A participants will 

be given Mulligans mobilization with Mulligan concept taping, while group B will be given 

Kinesio taping and both the groups will receive conventional physiotherapy (exercise) for a 

period of 2 weeks (6 days per week). Intervention will be given to the subjects according to the 

group they belong, the outcome measures (Visual Analog scale, KOOS, TUG test and SLS 

test) will be recorded pre and post after intervention and the data collected will be analyzed. 

Patient Education:  

Reasons for the study will be explained to the patient; prior to the interview, and before signing 

the written consent. 

 

7. What are the responsibilities of participants?  

Participants must agree to adhere to the investigator instructions and co-operate fully with those 

conducting the study and inform the investigator in case of any untoward experience 

 

8. What are the expected risks for the participants?  

Mild to moderate risks are expected in the form of redness, itching, heat or any discomfort due 

to kinesio tape, same will be explained to the patients for which safety measures will be taken. 
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If at all subjects gets pain with these techniques, it will be taken care by the principle 

investigator. 

 
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, will I be informed?  

Yes, Participant’s will be informed about new findings/information of the study. 

 

12. What happens in case of study related injury? 

Safety measures will be taken to avoid any study related injury. 

 

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 the study may be published for scientific purpose. However, identity will 

not be disclosed even after the study or during the publication. 

 

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

Name of the contact person with official address and phone number: 

1.Sanmati. P. Gaonkar                                                  2.Dr. Ravi Savadatti 

SDM College of Physiotherapy  Professor, SDM College of  

Manjushree nagar, Sattur,                                                Physiotherapy, Manjushree nagar, 

Dharwad- 580009,                                                           Sattur, Dharwad- 580009, 

Karnataka, India                                                               Karnataka, India        

Mobile no- 7760417366                                                   Mobile no-9606528129 

Email ID- sanmatipg@gmail.com                                   Email ID-ravisavadatti9@gmail.com  

 

Place:                                                  Signature of investigator:                                   Witness: 
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                                             DATA COLLECTION SHEET 

 

  Demographic Data: 

 

➢ Name: 

➢ Age: 

➢ BMI: Weight(kgs)/Height (m2): 

➢ Gender: 

➢ Occupation: 

➢ Address: 

➢ Contact No: 

➢ Date: 

➢ Grade of OA: 

➢ Group: 

 

 

 PREINTERVENTION POSTINTERVENTION 

VAS:   

KOOS:   

• PAIN   

• SYMPTOMS   

• ACTIVITY OF 

DAILY LIVING 

  

• SPORT 

&RECREATION 

  

• KNEE QUALITY 

OF LIFE 

  

TUG:   

SLS:   

 

                        

 



    Page 28 of 39 

 

                                  OUTCOME MEASURES: 

            Visual Analog Scale (VAS):   

             PREINTERVENTION 

 

POSTINTERVENTION 

 

                                           

                                                PREINTERVENTION 

                      Knee injury and Osteoarthritis Outcome Score (KOOS): 
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                                                            POSTINTERVENTION 

KOOS: 
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                                                  ಒಪ್ಪಿಗೆ ಪತ್ರ 
ಅಧ್ಯಯನದಲಿ್ಲ ಭಾಗವಹಿಸುವವರ ಒ.ಪ್ಪ . ಸಂಖ್ೆಯ _____________________ 

ಅಧ್ಯಯನ ಶೀರ್ಷಿಕೆ – ಮೊಣಕಾಲಿನ ಅಸಿ್ಥಸಂಧಿವಾತದ gÉÆÃVUÀ¼À°èನ  ೋವು ಮತತು ಕಾರ್ಯದ ಮೋಲ  ªÀÄÄ°èUÀ£ï ¸ÀdÄÓUÉÆ½¸ÀÄ«PÉAiÀÄ 

eÉÆvÉUÉ mÉÃ¦AUï ºÁUÀÄ PÉÊ£É¹AiÉÆÃ ಟ ೋಪಂಗ್ ನ ಹ  ೋಲಿಕ  - AiÀiÁzÀÈaÒPÀ ¤AiÀÄAvÀæt ¥ÀæAiÉÆÃUÀ 
ತ್ನಿಖ್ಾಧಿಕಾರಿಯ ಹೆಸರು – _______________________________ 
ದೂರವಾಣಿ ಸಂಖ್ೆಯ – ___________________________ 
ನಾನತ ಕತಮಾರ್ / ಕತಮಾರಿ / ಶ್ರೋ / ಶ್ರೋಮತಿ _____________________________ 
ಮೋಲ  ತಿಳಿಸ್ಥದ ಅಧ್ಯರ್ನದಲಿಿ ಒಂದತ ವಿಷರ್ವಾಗಿ ಸ ೋರಿಸಲತ ಮತತು ಹೋಗ  ಪಡ ದ ಡ ೋಟಾವನತು ಪರಕಟಿಸಲತ ನನು ಸಮಮತಿರ್ನತು ನೋಡಿದ ದೋನ . 
ಭೌತಚಿಕಿತಸಕರಿಂದ ನನು ಸವಂತ ಭಾಷ ರ್ಲಿಿ ಅಧ್ಯರ್ನದ ಉದ ದೋಶ, ಪ್ಾರಮತಖ್ಯತ  ಮತತು ಅಧ್ಯರ್ನದ ವಿಧಾನವನತು ನನು ತೃಪುಗ  ತಿಳಿಸಲಾಗಿದ  ಮತತು 
ಮಾಹತಿ ಹಾಳ ರ್ ಪರತಿರ್ನತು ನನಗ  ನೋಡಲಾಗಿದ . 2 ವಾರಗಳ ಅವಧಿರ್ಲಿಿ ನಡ ಸಲಾಗತವ ಮೋಲಿನ ಅಧ್ಯರ್ನವನತು ನಾನತ ಅರ್ಯಮಾಡಿಕ  ಂಡಿದ ದೋನ  
ಮತತು ಪರಶ್ ುಗಳನತು ಕ ೋಳುವ ಅವಕಾಶವಿದ  ಎಂದತ ನಾನತ ಖ್ಚಿತಪಡಿಸತತ ುೋನ . ಅಧ್ಯರ್ನದ ಎರಡ  ಚಿಕಿತಾಸ ಗತಂಪುಗಳಲಿಿ ನನುನತು ಯಾದೃಚ್ ಕವಾಗಿ 
ಹಂಚಲಾಗತತುದ  ಎಂದತ ನನಗ  ತಿಳಿಸಲಾಗಿದ . ಚಿಕಿತಸಕ ಹಸುಕ್ ೋಪದ ಸಮರ್ದಲಿಿ ಟ ೋಪ್ ಇಂದ ಯಾವುದ ೋ ಗಾರ್ ಅರ್ವಾ ಪರತಿಕ ಲ 
ಪರಿಣಾಮಗಳಿದದಲಿಿ ತನಖಾ ಚಿಕಿತಸಕರಿಂದ ಸಂಪೂಣಯವಾಗಿ ಕಾಳಜಿ ವಹಸಲಾಗತವುದತ ಎಂದತ ನನಗ  ವಿವರಿಸಲಾಗಿದ . ಅಧ್ಯರ್ನದಲಿಿ ನನು 
ಭಾಗವಹಸತವಿಕ  ಸವರ್ಂಪ್ ರೋರಿತವಾಗಿದ  ಮತತು ಯಾವುದ ೋ ಕಾರಣಗಳನತು ಅರ್ವಾ ಕಾನ ನತ ಹಕತುಗಳ ಮೋಲ  ಪರಿಣಾಮ ಬೋರದ ೋ ನಾನತ ಯಾವುದ ೋ 
ಸಮರ್ದಲಿಿ ಹಂತ ಗ ದತಕ  ಳಳಲತ ಮತಕುನಾಗಿದ ದೋನ  ಎಂದತ ನಾನತ ಅರ್ಯಮಾಡಿಕ  ಂಡಿದ ದೋನ . ಈ ಅಧ್ಯರ್ನದಂದ ಪಡ ದ ಯಾವುದ ೋ ಡ ೋಟಾ ಅರ್ವಾ 
ಫಲಿತಾಂಶಗಳ ಬಳಕ ರ್ನತು ವ ೈಜ್ಞಾನಕ ಉದ ದೋಶಕಾುಗಿ ಮಾತರ ಒದಗಿಸಲತ ನಾನತ ಒಪುುತ ುೋನ . 
ನಾನತ ಭೌತಚಿಕಿತಸಕರ ಸ ಚನ ಗಳನತು ಅನತಸರಿಸಲತ  ಒಪುುತ ುೋನ  ಮತತು ಅಧ್ಯರ್ನವನತು ನಡ ಸತವವರ  ಂದಗ  ಸಹಕರಿಸತತ ುೋನ  ಮತತು ಅನಪ್ ೋಕ್ಷಿತ 
ಅನತಭವದ ಸಂದಭಯದಲಿಿ ಅವರಿಗ  ತಿಳಿಸತತ ುೋನ . ಮೋಲಿನ ಅಧ್ಯರ್ನದಲಿಿ ಭಾಗವಹಸಲತ ನಾನತ ಸಂಪೂಣಯವಾಗಿ ಒಪುುತ ುೋನ . 
 
--------------------------------                                              ದನಾಂಕ – 
(ಸಹ / ಎಡ ಹ ಬ್ ೆರಳು ಅನಸ್ಥಕ )                                                                      ಸಿಳ -  

ಭಾಗವಹಸತವವರ ಹ ಸರತ _______________________ 

ಮಗ / ಮಗಳು / ಸಂಗಾತಿ ______________________ 

ಪೂಣಯ ಅಂಚ  ವಿಳಾಸ ____________________________________________ 

ಮೋಲಿನ ಸಮಮತಿರ್ನತು ನನು ಉಪಸಿ್ಥತಿರ್ಲಿಿ ಪರಮಾಣೋಕ ಪಡ ರ್ಲಾಗಿದ . 
 
_______________________________                                     ದನಾಂಕ - 

(ಪರಧಾನ ತನಖಾಧಿಕಾರಿರ್ ಸಹ)                                         ಸಿಳ – 

ಸಾಕ್ಷಿ 1 ______________________________                              ಸಾಕ್ಷಿ 2 ______________________________ 
ಸಹ -                                                                      ಸಹ - 
ಹ ಸರತ -                                                                   ಹ ಸರತ - 

ವಿಳಾಸ -                                          ವಿಳಾಸ -  
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ಅಧ್ಯಯನದ ಭಾಗವಹಿಸುವವರಿಗೆ ಮಾಹಿತಿ 

ಆತಿೀರ್ ಭಾಗವಹಸತವವರತ, 
                    ನಾವು ನಮಮನತುಈ ಯೋಜನ ರ್ಲಿಿ ಭಾಗವಹಸಲತ ಸಾವಗತಿಸತತ ುೋವ  ಮತತು ನಮಮ ತಿೋವರ ಆಸಕಿುಗ  ಧ್ನಯವಾದಗಳು. ನೋವು 
ಅಧ್ಯರ್ನದಲಿಿ ಭಾಗವಹಸತವ ಮೊದಲತ, ಈ ಸಂಶ್  ೋಧ್ನ ರ್ನತು ಏಕ  ನಡ ಸಲಾಗತತಿುದ  ಎಂದತ ತಿಳಿರ್ತವುದತ ನಮಗ  ಮತಖ್ಯವಾಗಿದ . ಈ ಫಾರ್ಮಯ ಈ 

ಸಂಶ್  ೋಧ್ನ ರ್ ಎಲಾ ಿಸಂಬಂಧಿತ ವಿವರಗಳನತು ನಮಗ  ಒದಗಿಸತತುದ . ಈ ಯೋಜನ  / ಅಧ್ಯರ್ನವನತು ಹ ೋಗ  ಕ ೈಗ  ಳಳಲಾಗತತುದ  ಎಂಬತದರ ಕತರಿತತ 
ಸವರ ಪ, ಉದ ದೋಶ, ಪರಯೋಜನಗಳು, ಅಪ್ಾರ್ಗಳು, ಅಸವಸಿತ ಗಳು, ಮತನ ುಚಚರಿಕ ಗಳು ಮತತು ಮಾಹತಿರ್ನತು ಇದತ ವಿವರಿಸತತುದ . ನೋವು ಫಾರ್ಮಮಯನ 

ವಿಷರ್ಗಳನತು ಎಚಚರಿಕ ಯಂದ ಓದತವುದತ ಮತತು ಅರ್ಯಮಾಡಿಕ  ಳುಳವುದತ ಬಹಳ ಮತಖ್ಯ. ಈ ಫಾರ್ಮಯ ಕ ಲವು ವ ೈಜ್ಞಾನಕ ಪದಗಳನತು ಹ  ಂದರಬಹತದತ 
ಮತತು ಆದದರಿಂದ, ನಮಗ  ಯಾವುದ ೋ ಸಂದ ೋಹಗಳಿದದರ  ಅರ್ವಾ ನಮಗ  ಹ ಚಿಚನ ಮಾಹತಿ ಬ್ ೋಕಾದರ , ಯೋಜನ ರ್ ಸಂಪೂಣಯ ಅವಧಿರ್ಲಿಿ ಯಾವುದ ೋ 
ಸಮರ್ದಲಿಿ ನಮಮ ಒಪುಗ ರ್ನತು ನೋಡತವ ಮೊದಲತ ನೋವು ಕ ಳಗ  ತಿಳಿಸಲಾದ ಅಧ್ಯರ್ನ ಸ್ಥಬೆಂದ ಅರ್ವಾ ಸಂಪಕಿಯತ ವಯಕಿುರ್ನತು ಕ ೋಳಲತ ನೋವು 
ಮತಕುರಾಗಿದದೋರಿ. 

 

1. ಸಂಶೆ ೀಧ್ನಾ ಶೀರ್ಷಿಕೆ: ಮೊಣಕಾಲಿನ ಅಸಿ್ಥಸಂಧಿವಾತದ gÉÆÃVUÀ¼À°èನ  ೋವು ಮತತು ಕಾರ್ಯದ ಮೋಲ  ªÀÄÄ°èUÀ£ï ¸ÀdÄÓUÉÆ½¸ÀÄ«PÉAiÀÄ 

eÉÆvÉUÉ mÉÃ¦AUï ºÁUÀÄ PÉÊ£É¹AiÉÆÃ ಟ ೋಪಂಗ್ ನ ಹ  ೋಲಿಕ  - AiÀiÁzÀÈaÒPÀ ¤AiÀÄAvÀæt ¥ÀæAiÉÆÃUÀ 
2. ಇಲಾಖ್ೆ ಮತ್ುು ಸಂಸ್ೆೆ - ಎಸ್.ಡಿ.ಎಂ ಕಾಲ ೋಜ್ ಆಫ್ ಫಿಸ್ಥಯೋಥ ರಪ, ಸತ ುರತ, ಧಾರವಾಡ. 
 

3. ತ್ನಿಖ್ಾಧಿಕಾರಿಯ ಹೆಸರು - ಸನಮತಿ .ಪ. ಗೌಂಕರ್ ಎಂ.ಪ.ಟಿ. 

 

4. ಈ ಯೀಜನೆ / ಅಧ್ಯಯನದ ಉದ ದೆೀಶವೆೀನು? 

ಮೊಣಕಾಲಿನ ಅಸಿ್ಥಸಂಧಿವಾತದ ರ  ೋಗಿಗಳಲಿಿ ನ  ೋವು ಮತತು ಕಾರ್ಯದ ಮೋಲ ಮಕಾಯನಸ್ಥಯೋ ಟ ೋಪನಂಗ್ ವಿರತದಧ  ಮತಲಿಿಗನಮರ ಸಜತುಗ  ಳಿಸತವಿಕ ರ್ 

ಹ  ೋಲಿಕ . 
 

5. ಭಾಗವಹಿಸುವವರ ಆಯ್ಕೆ ವಿಧಾನ ಯಾವುದು? (ಸ್ೆೀಪಿಡೆ ಮತ್ುು ಹೊರಗಿಡುವ ಮಾನದಂಡಗಳು) 
ಸ್ೆೀಪಿಡೆ ಮಾನದಂಡಗಳು – 
 

1. ಏಕಪಕ್ಷಿೋರ್ ಒಎ ಮೊಣಕಾಲಿನಂದ ರ  ೋಗನಣಯರ್ ಮಾಡಿದ 40-60 ವಷಯ ವರ್ಸ್ಥಸನ ರ  ೋಗಿಗಳನತು ಸ ೋರಿಸಲಾಗತವುದತ. 
2. J®§Ä QÃ®Ä vÀdÕjAzÀ vÀ¥Á¸ÀuÉ ªÀÄvÀÄÛ «QgÀt awæÃPÀgÀtzÀ ªÀÄÄSÁAvÀgÀ ¥Àj²Ã°¸À®àlÖ ªÉÆtPÁ®Ä 

C¹Ü¸ÀA¢üªÁvÀ«gÀÄªÀ gÉÆÃVUÀ¼ÀÄ 

3. ಕ ಲಮಗ ರನ-ಲಾವ ರ ನಸ ವಗಿೋಯಕರಣದಂದ ಗ ರೋಡ್ ಎರಡತ (ಸೌಮಯ) ಅರ್ವಾ ಗ ರೋಡ್ ಮ ರತ (ಮಧ್ಯಮ) C¹Ü¸ÀA¢üªÁvÀ«gÀÄªÀ ಮೊಣಕಾಲತ 
ಹ  ಂದರತವ ರ  ೋಗಿಗಳು 

4. ಎರಡ  ಲಿಂಗಗಳು. 
5. ಸವತಂತರವಾಗಿ ನಡ ರ್ತವ ರ  ೋಗಿಗಳು (ಯಾವುದ ೋ ವಾಕಿಂಗ್ ಸಹಾರ್ವಿಲಿದ ). 

ಹೊರಗಿಡುವಿಕೆ ಮಾನದಂಡಗಳು – 
1. ರತಮಟಾಯ್್ಡ ಸಂಧಿವಾತದ ಹಂದನ ರ  ೋಗನಣಯರ್, ಹಂದನ ಮೊಣಕಾಲಿನ ರ  ೋಗಿಗಳು 
      ಪೋಡಿತ ಜಂಟಿ ಬದಲಿ ಶಸರಚಿಕಿತ ಸ . 
2. C¹Ü¸ÀA¢üªÁvÀ«gÀÄªÀ ಹ  ರತತಪಡಿಸ್ಥ ಮಸತುುಲ  ೋಸ ುಲಿಟಲ ಮತತು ನರವ ೈಜ್ಞಾನಕ ಕಾಯಲ ಗಳನತು ಹ  ರಗಿಡಲಾಗತತುದ . 
3. ಹಂದನ ವಷಯದ  ಳಗಿನ ಕ ೈಕಾಲತಗಳಲಿಿ ಯಾವುದ ೋ ಶಸರಚಿಕಿತಾಸ ವಿಧಾನ 

4. ಅಸಿ್ಥರಜತುಗಳು ಅರ್ವಾ ಮ ಳ ಗಳಿಗ  ಯಾವುದ ೋ ತಿೋವರವಾದ ಮೊಣಕಾಲತ ಗಾರ್ಗಳು. 
5. ಮಧ್ಯಮ ಕಿವಿ ಸಮಸ ಯರ್ ರ  ೋಗಿಗಳು ಸಮತ  ೋಲನವನತು ಪರಿಣಾಮ ಬೋರತತಾುರ . 
6. ಸಮತ  ೋಲನದ ಮೋಲ  ಪರಿಣಾಮ ಬೋರತವ ನರವ ೈಜ್ಞಾನಕ ಅಸವಸಿತ ರ್ ರ  ೋಗಿಗಳು. 
7. ದೃಷ್ಟಿಹೋನತ  ಹ  ಂದರತವ ರ  ೋಗಿಗಳು. 
8. ಮಧ್ಯದ ಗ ಿೈಡ್ ಮತತು ಆಂತರಿಕ ತಿರತಗತವಿಕ ರ್ ಟಾಯಪಂಗ್ ಹ  ರತತಪಡಿಸ್ಥ ಹಸುಕ್ ೋಪಕ ು ಉತುಮವಾಗಿ ಪರತಿಕಿರಯಸತವ ರ  ೋಗಿಗಳನತು     

ಅಧ್ಯರ್ನದಂದ ಹ  ರಗಿಡಲಾಗತತುದ . 
9. ಚಿಕಿತ ಸರ್ ಅವಧಿರ್ಲಿಿ ಟ ೋಪ್ ೆ ಅಲಜಿಯರ್ ಪರತಿಕಿರಯೆರ್ ರ  ೋಗಿಗಳು. 
10. ಅಧ್ಯರ್ನದಲಿಿ ಭಾಗವಹಸಲತ ಸ್ಥದಧರಿಲಿದ ರ  ೋಗಿಗಳು. 
11.  ªÉÆtPÁ®Ä ¸ÀA¢üAiÀÄ ¸ÀÄvÀÛ AiÀiÁªÀÅzÉÃ jÃwAiÀÄ HvÀ/¨ÁªÀÅ EzÀÝ°è ¸ÉÃj¹PÉÆ¼Àî¯ÁUÀÄªÀÅzÀÄ 
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6. ಅದನುು ಹೆೀಗೆ ಕೆೈಗೊಳಳಲಾಗುತ್ುದೆ (ಅಧ್ಯಯನದ ವಿಧಾನ)? 

ಸ ೋಪಯಡ  ಮತತು ಹ  ರಗಿಡತವ ಮಾನದಂಡಗಳ ಪರಕಾರ ವಿಷರ್ಗಳನತು ಆಯೆು ಮಾಡಲಾಗತತುದ  ಮತತು ಸರಳ ಯಾದೃಚುರಣ ವಿಧಾನದಂದ 
ಎರಡ  ಗತಂಪುಗಳಲಿಿ ಹಂಚಲಾಗತತುದ . ಗತಂಪು ಎ ಭಾಗವಹಸತವವರಿಗ  ಮತಲಿಿಗನಸ ಟ ೋಪಂಗ್ ನ  ಂದಗ  ಮತಲಿಿಗನಸ ಸಜತುಗ  ಳಿಸತವಿಕ ರ್ನತು 
ನೋಡಲಾಗತವುದತ, ಗತಂಪು ಬ ಗ  PÉÊ£É¹AiÉÆÃ ಟ ೋಪಂಗ್ ನೋಡಲಾಗತವುದತ ºÁUÀÆ JgÀqÀÄ UÀÄA¥ÀÄUÀ½UÉ ¸ÁA¥ÀæzÁ¬ÄPÀ ¨sËvÀaQvÉìAiÀÄ£ÀÄß 2 

ªÁgÀUÀ¼ÀªÀzÀ°è 6 ¢£ÀUÀ¼ÀAvÉ PÉÆqÀ¯ÁUÀÄªÀÅzÀÄ. ಅವರತ ಸ ೋರಿದ ಗತಂಪನ ಪರಕಾರ ವಿಷರ್ಗಳಿಗ  ಮಧ್ಯಸಿ್ಥಕ  ನೋಡಲಾಗತವುದತ, ಫಲಿತಾಂಶದ 
ಕರಮಗಳನತು (ªÁ¸ï, PÀÆ¸ï ¥Àæ±ÁßªÀ½, lUï mÉ¸ïÖ ºÁUÀÆ J Ȩ́ É̄¸ï mÉ¸ïÖ) ಮೊದಲ ೋ ದಾಖ್ಲಿಸಲಾಗತತುದ , ಹಸುಕ್ ೋಪದ ನಂತರ ಪೋಸ್ಿ ಮತತು 
ಸಂಗರಹಸ್ಥದ ಡ ೋಟಾ. 
ರೊೀಗಿಗಳ ಶಕ್ಷಣ: 

ಅಧ್ಯರ್ನದ ಕಾರಣಗಳನತು ರ  ೋಗಿಗ  ವಿವರಿಸಲಾಗತವುದತ; ಸಂದಶಯನದ ಮೊದಲತ ಮತತು ಲಿಖಿತ ಒಪುಗ ಗ  ಸಹ ಮಾಡತವ ಮೊದಲತ. 
 

7. ಭಾಗವಹಿಸುವವರ ಜವಾಬ್ಾದರಿಗಳು ಯಾವುವು? 

ಭಾಗವಹಸತವವರತ ತನಖಾಧಿಕಾರಿ ಸ ಚನ ಗಳನತು ಪ್ಾಲಿಸಲತ ಒಪುಕ  ಳಳಬ್ ೋಕತ ಮತತು ಅಧ್ಯರ್ನವನತು ನಡ ಸತವವರ  ಂದಗ  ಸಂಪೂಣಯವಾಗಿ 

ಸಹಕರಿಸಬ್ ೋಕತ ಮತತು ಯಾವುದ ೋ ಅಹತಕರ ಅನತಭವದ ಸಂದಭಯದಲಿಿ ತನಖಾಧಿಕಾರಿಗ  ತಿಳಿಸಬ್ ೋಕತ 
 

8. ಭಾಗವಹಿಸುವವರಿಗೆ ನಿರಿೀಕ್ಷಿತ್ ಅಪಾಯಗಳು ಯಾವುವು? 

PÉÊ£É¹AiÉÆÃ ಟ ೋಪ್ಮನಂದ ಕ ಂಪು, ತತರಿಕ , ಶ್ಾಖ್ ಅರ್ವಾ ಯಾವುದ ೋ ಅಸವಸಿತ ರ್ ರ ಪದಲಿಿ ಸೌಮಯದಂದ ಮಧ್ಯಮ ಅಪ್ಾರ್ಗಳನತು 
ನರಿೋಕ್ಷಿಸಲಾಗತತುದ , ರ  ೋಗಿಗಳಿಗ  ಸತರಕ್ಷತಾ ಕರಮಗಳನತು ತ ಗ ದತಕ  ಳಳಲಾಗತತುದ  ಎಂಬತದನತು ವಿವರಿಸಲಾಗತತುದ . ಎಲಾ ಿ ವಿಷರ್ಗಳಲಿಿ ಈ 

ತಂತರಗಳಿಂದ ನ  ೋವು ಬಂದರ , ತತವ ತನಖಾಧಿಕಾರಿಯಂದ ನ  ೋಡಿಕ  ಳಳಬ್ ೋಕತ. 
 

9. ಈ ಅಧ್ಯಯನದಲಿ್ಲ ನನು ಭಾಗವಹಿಸುವಿಕೆಯನುು ಗೌಪಯವಾಗಿಡಲಾಗುತ್ುದೆಯ್ಕೀ? 

ಹೌದತ, ಅಧ್ಯರ್ನದ ಪೂಣಯಗ  ಂಡ ನಂತರ ಮತತು ನಂತರ ಭಾಗವಹಸತವವರ ಗೌಪಯತ  ಮತತು ಗೌಪಯತ ರ್ನತು ಕಾಪ್ಾಡಿಕ  ಳಳಲಾಗತತುದ . 
 

10. ಅಧ್ಯಯನದ ಅವಧಿಯಲಿ್ಲ ನಾನು ಯಾವುದೆೀ ಸಮಯದಲಿ್ಲ ಅಧ್ಯಯನದಂದ ಹಿಂದೆ ಸರಿಯಬಹುದೆೀ? 

ಹೌದತ, ಭಾಗವಹಸತವವರತ ಅಧ್ಯರ್ನದ ಸಮರ್ದಲಿಿ ಯಾವುದ ೋ ಸಮರ್ದಲಿಿ ಅಧ್ಯರ್ನದಂದ ಹ  ರಗತಳಿರ್ಬಹತದತ. 
 

11. ಯಾವುದೆೀ ಹೊಸ ಆವಿಷ್ಾೆರಗಳು / ಮಾಹಿತಿ ಇದದರೆ, ನನಗೆ ತಿಳಿಸಲಾಗುವುದು? 

ಹೌದತ, ಅಧ್ಯರ್ನದ ಹ  ಸ ಆವಿಷಾುರಗಳು / ಮಾಹತಿರ್ ಬಗ ೆ ಭಾಗವಹಸತವವರಿಗ  ತಿಳಿಸಲಾಗತವುದತ. 
 

12. ಅಧ್ಯಯನಕೆೆ ಸಂಬಂಧಿಸಿದ ಗಾಯದ ಸಂದರ್ಿದಲಿ್ಲ ಏನಾಗುತ್ುದೆ? 

ಅಧ್ಯರ್ನಕ ು ಸಂಬಂಧಿಸ್ಥದ ಯಾವುದ ೋ ಗಾರ್ವನತು ತಪುಸಲತ ಸತರಕ್ಷತಾ ಕರಮಗಳನತು ತ ಗ ದತಕ  ಳಳಲಾಗತತುದ . 
 

13. ಅಧ್ಯಯನದಲಿ್ಲ ನನು ಭಾಗವಹಿಸುವಿಕೆಯು ಯಾವುದೆೀ ಹೆಚ್ುುವರಿ ಆರ್ಥಿಕ ಹೊರೆಗೆ ಕಾರಣವಾಗುತ್ುದೆಯ್ಕೀ? 

ಭಾಗವಹಸತವವರತ ಯಾವುದ ೋ ಹ ಚತಚವರಿ ಆರ್ಥಯಕ ಹ  ರ  ಹ  ರಿಸತವುದಲಿ. 

 

14. ಪರಕಟಣೆಗೆ ಅನುಮತಿ? 

ಅಧ್ಯರ್ನದ ನಂತರ ಪಡ ದ ಫಲಿತಾಂಶಗಳನತು ವ ೈಜ್ಞಾನಕ ಉದ ದೋಶಕಾುಗಿ ಪರಕಟಿಸಬಹತದತ. ಆದಾಗ ಯ, ಅಧ್ಯರ್ನದ ನಂತರ ಅರ್ವಾ ಪರಕಟಣ ರ್ 

ಸಮರ್ದಲಿಿ ಗತರತತನತು ಬಹರಂಗಪಡಿಸಲಾಗತವುದಲಿ. 

ಯಾವುದೆೀ ಅಧ್ಯಯನ ಸಂಬಂಧಿತ್ ಪರಶೆುಗಳಿಗೆ, ನಿೀವು ಸಂಪರ್ಕಿಸಲು ಮುಕುರಾಗಿದದೀರಿ,  
ಅಧಿಕೃತ್ ವಿಳಾಸ ಮತ್ುು ಫೀನ್ ಸಂಖ್ೆಯ ಹೊಂದರುವ ಸಂಪಕಿ ವಯರ್ಕುಯ ಹೆಸರು: 
 

1. - ಸನಮತಿ .ಪ. ಗೌಂಕರ್                                                                              2. ಡಿ.ಆರ್. ರವಿ ಸವದತಿು 
ಎಸ್ಮಡಿಎಂ ಕಾಲ ೋಜ್ ಆಫ್ ಫಿಸ್ಥಯೋಥ ರಪ                                                                       ಪರಫ ಸರ್, ಎಸ್ಮಡಿಎಂ ಕಾಲ ೋಜ್ ಆಫ್ 

ಮಂಜತಶ್ರೋ ನಗರ, ಸತ ುರತ,                                                                                          ಫಿಸ್ಥಯೋಥ ರಪ,ಮಮಂಜತಶ್ರೋ ನಗರ, 

ಧಾರವಾಡ- 580009,                                                                                                  ಸತ ುರತ, ಧಾರವಾಡ- 580009, 

ಕನಾಯಟಕ, ಭಾರತ                                                                                                      ಕನಾಯಟಕ, ಭಾರತ 

ಮೊಬ್ ೈಲ ಸಂಖ ಯ- 7760417366                                                                                  ಮೊಬ್ ೈಲ ಸಂಖ ಯ -9606528129 
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