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7. Brief Resume of the intended work: 
 

7.1 NEED FOR STUDY: 
 

Patellofemoral pain is a common musculoskeletal condition marked by the gradual emergence 

of a poorly defined pain quality in the anterior retropatellar and/or peripatellar regions of the knee. 

The onset of symptoms might be gradual or abrupt, with discomfort worsening with lower-limb 

loading (e.g., squatting, extended sitting, ascending/descending stairs, jumping, or running, 

particularly on slopes).9 The prevalence of "anterior knee discomfort" is considerable, with an 

annual incidence of 22/1,000 people.1,14,15 Amateur runners in the general population had an 

incidence rate of 1080.5/1,000 person-years, and adolescent amateur athletes had an incidence rate 

of 5.1 percent to 14.9 percent over a season.13 According to studies, PFPS is the most common 

single diagnosis among runners and in sports medicine clinics. Anterior knee discomfort (which is 

most usually caused by PFPS) accounts for 16 to 25% of all injuries in runners.2,16,17 The 

patellofemoral pain syndrome (PFPS) is a prevalent cause of "anterior knee discomfort," affecting 

mostly young women with no structural alterations such as increased Q-angle or severe 

pathological abnormalities in articular cartilage.1,14,15,18 Articular cartilage does not have a high pain 

threshold. According to an article, PF pain is caused when a cartilaginous lesion irritates the highly 

innervated synovium. According to McConnell (2002), PF discomfort is "most likely produced by 

either tension or compression of the soft-tissue structures."8 

 
Crepitus and functional impairment are two more manifestations.18 Many sportsmen decrease their 

sporting activity due to PFPS symptoms.19 Some experts believe that the PFPS will eventually cause 

osteoarthritis.1,20 Pain "below," "underneath," or "around" the patella is common in PFPS patients. 

The symptoms normally appear gradually, however, trauma can cause them to appear suddenly, and 

they can be bilateral. Stiffness or pain, or both, with prolonged sitting with the knees flexed (also 

known as the "theatre sign"), and pain with activities that load the patellofemoral joint, such as 

climbing or descending stairs, squatting, or running, are common symptoms. The patient may find it 

challenging to pinpoint the source of the pain. Patients may lay their hands over the anterior portion 

of the knee or form a circle with their fingers around the patella (the "circle sign") when asked to 

point to the source of their pain. The pain is typically described as "achy," but it can also be acute.2 

 
The patella does not articulate with the femoral condyles in complete knee extension, allowing it 

to glide more freely due to the lack of articular congruency. Around 20-30 degrees of knee flexion, 



the inferior patellar facet makes contact with the femoral condyle for the first time. The congruency 

between the patella and femoral condyles increases as flexion progresses, with the maximum contact 

area occurring at 60-90 degrees of knee flexion. While knee flexion improves contact between the 

patella and the femur, weight-bearing exercises significantly increase the compressive pressure on 

the patellofemoral joint (PFJ). It's no surprise, then, that the majority of people with PFPS have 

symptoms when performing heavy tasks that require knee flexion.3 

 
Physical therapy protocols focused on strengthening exercises of the hip external rotators and 

abductor’s muscles result in higher pain alleviation among PFPS patients than those based solely on 

quadriceps strengthening exercises.22,23 Stretching activities for the knee and hip muscles improved 

PFPS patients' function, discomfort, and range of motion, and PNF was the best type of stretching 

exercise to add to active exercise.4 Joint mobilization has been linked to the dampening of abnormal 

pain processes, and when combined with its biomechanical benefits, it could be a useful 

supplementary treatment for PFPS.3,21 Although adequate exercise prescription can frequently 

effectively manage patellofemoral pain syndrome (PFPS), in many cases, PFPS-related symptoms 

might linger, resulting in decreased daily, functional, and sport-related activity levels. Patellofemoral 

mobilizations are frequently performed at the patellofemoral joint's open-packed posture during knee 

extension to reduce the impact of mobility impairments. Many people with PFPS, however, 

experience pain when performing weight-bearing activities that require knee flexion, such as stair 

climbing, squatting, or running. As a result, it appears credible that using joint mobilizations in more 

symptomatic functional postures could improve treatment regimens.3 

 
Mobilization with movement [MWM] a pain-relieving glide is usually maintained as the patient 

actively proceeds through the previously unpleasant activity. If the first glide direction evaluated 

does not relieve symptoms, a different glide direction is tried until a pain-relieving glide is found (if 

possible). The therapist may explore directing their glide on the patella at various angles during each 

mobilization to accommodate the anatomical location of the femoral condyles.3 

 
It has been hypothesized that combining passive repositioning of a joint's defective position with 

active movement of the joint (Mulligan's technique of "mobilization with movement," MWM) may 

reduce pain and improve patients' functional abilities sooner. Mulligan's MWM is based on the 

premise that "when a joint is damaged or stressed, minor positional errors occur, resulting in mobility 



limitation and/or pain." Mulligan also claimed that if a joint is pushed to be actively moved from its 

'proper position,' discomfort may lessen and range of motion may be increased.5 

Demirci et al. has found that MWM is an effective method for pain and flexibility in patients with 

PFPS.6 The rationale is to apply the reported benefits of joint mobilizations (which are often 

performed in open-packed, non-provocative positions) to functional situations where people with 

PFPS experience pain or disability.3 

The Pain Severity Scale [PSS] for Patellofemoral Pain syndrome was created as a visual 

analogue scale with ten statements in which the patient rated their pain throughout various 

activities over the previous week. Each VAS line was 10 cm long, with 'none' and 'unbearable' 

as end-point descriptors. Each statement's score was calculated by measuring the point along 

the line where the subject placed their mark in centimeters. Eight of the ten claims have a box 

with a statement of 'not attempted,' because not all activities are undertaken by people with 

PFPS, either because they are too painful or because they are not part of their usual weekly 

routine. The test-retest reliability was outstanding (Spearman's rho = 0.95, p< 0.0001).26 The 

Kujala Anterior knee pain scale [AKPS] is a 13-item screening instrument designed to assess 

patellofemoral pain in adolescents and young adults, with a variable ordinal response format. For 

example, a ‘Limp’ score would be scored as follows: none (5), slight/periodic (3), constant (0). 

Total scores range from 0 to 100. The subjects will mark the score of each item respectively. The 

AKPS scale's four scoring formats were found to have high internal consistency (coef = 0.83 to 

0.91), equivalence across the short and long forms (r = 0.98), acceptable standard errors of 

measurement (0.82 to 3.00), and moderate to high criterion-related validity—as determined by 

physician’s diagnosis: 0.92 (13-item form).11 The LEFS consists of 20 items, each with a maximum 

score of 4. The total possible score of 80 indicates a high functional level. The subjects will score 

for each function according to the difficulty experienced while performing the respected tasks. The 

LEFS scores had outstanding test-retest reliability (R=0.94 [95 percent lower limit confidence 

interval (CI)=0.89]).12 

 
Patellofemoral pain syndrome is a prevalent cause of anterior knee pain. Studies show that PFPS is 

the most common diagnosis in runners and sports medicine clinics. PFPS causes pain during 

functional activities leading to functional impairments. The cause of PFPS is multifactorial with 

numerous functional abnormalities of the lower limb. 

Physiotherapy rehabilitation following PFPS is a complete set of treating all the causes or the 

impairments. Conventional therapy, based on strengthening, stretching of a respected group of 



muscles helps in improving the functional impairments in PFPS. Joint mobilization has been effective 

in relieving pain. When applied in patients with PFPS, the mobilization with movement [MWM] 

technique has shown significant results in alleviating pain and improving the restricted range of 

motion. Previous studies showed that within the first week of application of MWM on the knee joint, 

used before hip or knee therapeutic activities, provided considerable pain relief and increased 

functionality in PFPS patients. Previous studies used MWM in open-chain positions which proved 

beneficial in relieving pain. But there is a lack of literature for using MWM in the closed chain or 

functional positions. 

So, the present study will focus on comparing the effect of MWM in open and closed pack positions. 

 

 

 
7.2 REVIEW OF LITERATURE: 

 
 

A clinical suggestion given by Dhinu J. Jayaseelan et al. in 2020, Functional Joint Mobilization For 

Patellofemoral Pain Syndrome states that Patellofemoral pain syndrome (PFPS) is often effectively 

managed with appropriate exercise prescription, yet in many cases, PFPS related symptoms can 

become persistent and result in reduced daily, functional and sport-related activity levels. 

Patellofemoral mobilizations may be incorporated to minimize the impact of mobility deficits, and 

are frequently performed in the patellofemoral joint’s open-packed position of knee extension. 

However, many individuals with PFPS have pain during weight-bearing activities requiring knee 

flexion such as stairs, squatting, or running. Therefore, it seems reasonable that utilizing joint 

mobilizations in more symptomatic functional positions may enhance treatment plans. The purpose 

of this clinical suggestion is to present patellofemoral joint mobilization options in positions more 

closely replicating positions of symptom provocation, to offer clinicians different intervention 

strategies for the challenging condition of PFPS. 

 
In a study conducted by Serdar Demirci et al. in 2017, Comparison of short-term effects of 

mobilization with movement and Kinesiotaping on pain, function, and balance in patellofemoral 

pain. This study aimed to compare the short-term effects of Mobilization with movement (MWM) 

and Kinesiotaping (KT) on patients with patellofemoral pain (PFP) concerning pain, function, and 

balance. Thirty-five female patients diagnosed with unilateral PFP were assigned into 2 groups. The 

first group (n=18) received two techniques of MWM intervention (Straight Leg-Raise with Traction 

and Tibial Gliding) while KT was applied to the other group (n = 17). Both groups received 4 



sessions of treatment twice a week for 2 weeks with a 6-week-home exercise program. Pain 

severity, knee range of motion, hamstring flexibility, and physical performance (10-step stair 

climbing test, timed up and go test), Kujala Patellofemoral Pain Scoring, and Y-Balance test were 

assessed. These outcomes were evaluated before the treatment, 45 min after the initial treatment, at 

the end of the 4-session treatment for 2 weeks and 6 weeks later in both groups. Both treatment 

groups had statistically significant improvements in pain, function, and balance (p < 0.05). Pain at 

rest (p ¼=0.008) and hamstring muscle flexibility (p = 0.027) was demonstrated significant 

improvements in favor of the MWM group. Our results demonstrated similar results for both 

treatment techniques in terms of pain, function, and balance. The MWM technique with exercise 

had a short-term favorable effect on pain at rest and hamstring muscle flexibility than the KT 

technique with exercise in patients with PFP. 

 
In a study conducted by Konstantinos Zemadanis et al. in 2015, Mobilization-with-movement 

before exercise provides early pain and functionality improvements in patients with patellofemoral 

pain syndrome. The purpose of this study was to investigate whether implementation of 

mobilization-with-movement (MWM) before hip or knee exercises can achieve early pain and 

functional ability improvements in patients with PFPS. Fifteen males and 25 females, 18–40 years 

of age with PFPS, were randomly assigned into three treatment groups. Patients in Groups A and B 

received MWMs for 1 week and performed either hip or knee exercises, respectively, for five more 

weeks. Physiotherapeutic modalities were implemented for 6 weeks in patients of Group C, who 

served as control. Pain and function were measured pre-intervention, post-MWM application, and 

post-intervention, using the Visual Analogue Scale (VAS) and the Lower Extremity Functional 

Scale (LEFS). The study revealed significantly improved post-MWM VAS and LEFS scores 

compared to preintervention scores for both Groups A and B (P < 0.001). Patients in Groups A and 

B demonstrated significantly improved post-MWM and post-intervention VAS and LEFS scores 

compared to Group C (P < 0.001). Post-intervention VAS and LEFS scores, however, between 

Groups A and B were not statistically significant. Our findings suggest that MWMs improve pain 

and function in PFPS patients within 1 week of application. Further improvements may be achieved 

by implementing either hip or knee exercises. 

 
A study conducted by Wolf Petersen et al. in 2013 on Patellofemoral pain syndrome states that the 

patellofemoral pain syndrome (PFPS) is a possible cause for anterior knee pain, which 

predominantly affects young female patients without any structural changes such as increased Q- 



angle or significant chondral damage. This literature review has shown that PFPS development is 

probably multifactorial with various functional disorders of the lower extremity. Biomechanical 

studies described patellar maltracking and dynamic valgus in PFPS patients (functional 

malalignment). Causes for the dynamic valgus may be decreased strength of the hip abductors or 

abnormal rear-foot eversion with pes pronates valgus. PFPS is further associated with vastus 

medialis/ vastus lateralis dysbalance, hamstring tightness, or iliotibial tract tightness. The literature 

provides evidence for a multimodal non-operative therapy concept with short-term use of NSAIDs, 

short-term use of a medially directed tape, and exercise programs with the inclusion of the lower 

extremity, and hip and trunk muscles. There is also evidence for the use of patellar braces and foot 

orthosis. A randomized controlled trial has shown that arthroscopy is not the treatment of choice for 

the treatment of PFPS without any structural changes. Patients with anterior knee pain have to be 

examined carefully about functional causes for a PFPS. The treatment of PFPS patients is 

nonoperative and should address the functional causes. 

 
In a systematic review by Pablo Alba-Martín et al 2015, Effectiveness of therapeutic physical 

exercise in the treatment of patellofemoral pain syndrome, this study aimed to analyze the 

effectiveness of conservative treatment of patellofemoral pain syndrome with physical exercise. A 

computer-based review conducted of four databases (PubMed, the Cochrane Library, Pedro, and 

the University Library) was completed based on the inclusion criteria of patellofemoral pain 

syndrome patients treated with physical exercise methods and examination with self-reported pain 

and/or functional questionnaires. The findings of ten clinical trials of moderate to high quality were 

evaluated to determine the effectiveness of physical exercise as conservative management for 

patellofemoral pain syndrome. The intervention programs that were most effective in relieving pain 

and improving function in patellofemoral pain syndrome included proprioceptive neuromuscular 

facilitation stretching and strengthening exercises for the hip external rotator and abductor muscles 

and knee extensor muscles. 

 
A study conducted by David Y. Gaitonde et al in 2019 on Patellofemoral pain Syndrome states that 

Patellofemoral pain syndrome (PFPS) is one of the most common causes of anterior knee pain 

encountered in the outpatient setting in adolescents and adults younger than 60 years. The incidence 

in the United States is between 3% and 6%. The cardinal feature of PFPS is a pain in or around the 

anterior knee that intensifies when the knee is flexed during weight-bearing activities. The pain of 

PFPS often worsens with prolonged sitting or descending stairs. The most sensitive physical 



examination finding is pain with squatting. Examining a patient’s gait, posture, and footwear can 

help identify contributing causes. Plain radiographs of the knee are not necessary for the diagnosis 

of PFPS but can exclude other diagnoses, such as osteoarthritis, patellar fracture, and 

osteochondritis. If conservative treatment measures are unsuccessful, plain radiography is 

recommended. Treatment of PFPS includes rest, a short course of nonsteroidal anti-inflammatory 

drugs, and physical therapy directed at strengthening the hip flexor, trunk, and knee muscle groups. 

Patellar kinesiotaping may provide additional short-term pain relief; however, evidence is 

insufficient to support its routine use. Surgery is considered a last resort. 

 
In a study conducted by Guilherme S. Nunes in 2012, Clinical test for diagnosis of patellofemoral 

pain syndrome: Systematic review with meta-analysis states that the high incidence and diversity of 

factors attributed to the etiology of patellofemoral pain syndrome (PFPS) make the diagnosis of this 

problem somewhat complex and susceptible to misinterpretation. Currently, there is not a defined 

set of procedures considered ideal to diagnose PFPS. To investigate the diagnostic accuracy of 

clinical and functional tests used to diagnose PFPS through a systematic review. We searched 

relevant studies in the databases Medline, CINAHL, SPORTDiscus, and Embase. The QUADAS 

score was used to assess the methodological quality of the eligible studies. We analyzed data that 

indicated the diagnostic properties of tests, such as sensibility, specificity, positive (LR+) and 

negative (LR-) likelihood ratio, and predictive values. The search identified 16,169 potential studies 

and five studies met the eligibility criteria. The 5 studies analyzed 25 tests intending to accurately 

diagnose PFPS. Two tests were analyzed in two studies and were possible to perform a meta- 

analysis. Within the five studies included, one study had high methodological quality, two studies 

had good methodological quality and two studies had low methodological quality. Two tests, the 

patellar tilt (LR+=5.4 and LR- = 0.6) and squatting (LR+=1.8 and LR-=0.2), had values that show a 

trend for the diagnosis of PFPS (LR+ >5.0 and LR- <0.2), however, their values do not represent 

clear evidence regarding diagnostic properties as suggested in the literature (LR+ >10 and LR- 

<0.1). 

 
 

A study conducted by Benjamin E. Smith et al. in 2018, Incidence and prevalence of patellofemoral 

pain: A systematic review and meta-analysis, states that Patellofemoral pain is considered one of 

the most common forms of knee pain, affecting adults, adolescents, and physically active 

populations. Inconsistencies in reported incidence and prevalence exist and about the allocation of 

healthcare and research funding, there is a clear need to accurately understand the epidemiology of 



patellofemoral pain. An electronic database search was conducted, as well as grey literature 

databases, from inception to June 2017. Two authors independently selected studies, extracted data, 

and appraised methodological quality. If heterogeneous, data were analyzed descriptively. Where 

studies were homogeneous, data were pooled through a meta-analysis. 23 studies were included. 

Annual prevalence for patellofemoral pain in the general population was reported as 22.7%, and 

adolescents as 28.9%. Incidence rates in military recruits ranged from 9.7±571.4/1,000 person- 

years, amateur runners in the general population at 1080.5/1,000 person-years, and adolescent 

amateur athletes 5.1%±14.9% over 1 season. One study reported point prevalence within military 

populations as 13.5%. The pooled estimate for point prevalence in adolescents was 7.2% (95% 

Confidence Interval: 6.3%±8.3%), and in female only adolescent athletes was 22.7% (95% 

Confidence Interval 17.4%±28.0%). This review demonstrates high incidence and prevalence levels 

for patellofemoral pain. Within the context of this, and poor long-term prognosis and high disability 

levels, PFP should be an urgent research priority. 

 
7.3 RESEARCH QUESTION: 

 
 

Will MWM in a closed kinematic chain be effective on pain and functional activities, when 

compared to MWM in open kinematic chain, in PFPS? 

 
7.4 AIM AND OBJECTIVES OF THE STUDY: 

 
 

To compare MWM in a closed and open kinematic chain on pain and functional activities in 

subjects with PFPS. 

 
7.5 RESEARCH HYPOTHESIS: 

 
 

Alternate hypothesis (H1) - MWM in a closed kinematic chain will significantly improve PSS, 

LEFS, and Kujala scale when compared to MWM in open kinematic chain among subjects with 

PFPS. 

 
Null hypothesis (H0) - MWM in a closed kinematic chain will not significantly improve PSS, 

LEFS, and Kujala scale when compared to MWM in open kinematic chain among subjects with 

PFPS. 



 

8. METHODOLOGY: 

 
 

8.1 MATERIALS AND METHODS: 

 
 

1. Stationery. 

2. Data collection sheet. 

3. Pain severity scale for PFPS. 

4. Kujala patellofemoral scoring scale. 

5. Lower Extremity function scale. 

6. Mulligans Tape. 

 
 

• Source of Data: Athletes diagnosed with PFPS. 

 

• Study subjects: Age between 20 to 30 (to reduce the risk of osteoarthritic changes in 

the patellofemoral joint). 

 

 
Inclusion criteria: 

 
 

➢ Durations lasting longer than two months. 

 
 

➢ Either of the gender. 

 
➢ Subjects with Unilateral involvement. 

 
 

➢ Pain in at least two of the following movements: isometric contraction of the quadriceps, 

while squatting, and during kneeling (2 out of 3).24 

 
➢ Medial or lateral patellar facet tenderness.25 

 

➢ Positive Patellar tilt test.25 



Exclusion criteria: 

 
 

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

 
 

➢ The patients had a meniscus tear, bursitis, ligament injury, patellar tendon lesions, joint 

degeneration, patellofemoral dislocation, and/or recurrent subluxation. 

 
➢ Those who had undergone lower extremity surgery will be excluded.6 

 

➢ Neurological disorders: radiating pain. 

 

 

 
• Study area: SDM hospital Musculoskeletal and sports physiotherapy department. 

 
 

• Study period: 1 year 

 

 

 

 

8.2 METHODS OF COLLECTION OF DATA: 

 
 

• Study design: Experimental study. 

 
 

• Sample: Convenient Sampling. 

 
 

• Sample size estimation: Sample size in the present study has been calculated using the 

standard deviation values of the Kujala scale as an outcome measure. The sample size is 

calculated using the formula: 



𝑆𝐷2 + 𝑆𝐷2 𝛼 2 
 
 
 

Where, 

µ1= 79.93 

µ2= 67.8 

SD1= 8.967. 27
 

SD2=14.01. 6 

2 ( 
𝑛 = 

1  
2 

2 ) [ 𝑍 2 + 𝑍1 − 𝛽] 

(𝜇1 − 𝜇2)2 

Zα∕2= 1.96 (Significance level= 5%) 

Z1-β= 1.28 (Confidence level= 90%) 

Drop out rate= 10%. 

 
Hence the sample size is 22 in each group, which is a total of 44 participants. 

 

 

 
• Sampling procedure: 

 
 

The athletes aged between 20-30 years, and the athletes who meet the inclusion criteria will 

be invited to participate in this study and explained about the expected benefits, and written 

informed consent will be obtained from the participants in the language best understood by 

them. The randomization sequence will be generated by a computer random table method. 

Athletes will be divided into 2 groups. Before the intervention [Kujala Patellofemoral 

Scoring test] score, Pain severity scale for PFPS, and Lower extremity functional 

score[LEFS] will be recorded by the assessor who is blinded to the intervention. Then 

Group 1 will be given MWM in an open kinematic position and Group 2 will be given 

MWM in a closed kinematic position for the patellofemoral joint. Mulligan techniques were 

performed in both Group A and B patients, in three sessions, for 1 week. Each MWM was 

implemented in three sets of 10 repetitions, with a rest interval of 30 seconds between each 

set with tape application at end of all the sets. After 1 week of the treatment scores of PSS, 

LEFS, and Kujala Patellofemoral Scoring test will again be recorded by the assessor. 



Group 1- 

MWM to the patella in an open kinematic chain will be given. The subject will be in supine 

lying. The therapist will be giving the desired glide to the patella and the subject performs 

knee flexion-extension. 

Group 2- 

MWM to the patella in the closed kinematic chain will be given. The subject will be in a 

standing position. The therapist will apply the desired glide to the patella and the subject 

performs lunge or squat respectively. 

 
• Study instrument: 

 

1. Kujala patellofemoral scoring scale 

2. Lower extremity functional scale. 

3. Patellofemoral Pain syndrome Pain severity scale. 

 
 

1. Kujala Patellofemoral Scoring test: 

The Kujala AKPS is a 13-item screening instrument designed to assess patellofemoral pain 

in adolescents and young adults, with a variable ordinal response format. For example, a 

‘Limp’ score would be scored as follows: none (5), slight/periodic (3), constant (0). Total 

scores range from 0 to 100. The subjects will mark the score of each item respectively. 

 
2. Lower Extremity Functional Scale: 

The LEFS consists of 20 items, each with a maximum score of 4. The total possible score 

of 80 indicates a high functional level. The subjects will score for each function according 

to the difficulty experienced while performing the respected tasks. 

 
3. Patellofemoral Pain Syndrome Pain Severity Scale: 

The PSS was created as a visual analogue scale with ten statements in which the patient-

rated their pain throughout various activities over the previous week. Each VAS line 

was 10 cm long, with 'none' and 'unbearable' as end-point descriptors. Each statement's 

score was calculated by measuring the point along the line where the subject placed 

their mark in centimeters. Eight of the ten claims have a box with a statement of 'not 

attempted,' because not all activities are undertaken by people with 



PFPS, either because they are too painful or because they are not part of their usual 

weekly routine. Each statement has a maximum score of '10' (or 10 cm), for a total 

maximum score of '100' for the PSS. If the subject was unable to complete the activity 

due to pain, the subject was advised to write pain next to the 'not attempted' box to 

distinguish it from an activity that was not completed on a regular basis. 

 
• Data collection: Ethical clearance for the study will be obtained from the Ethical 

Committee of Shri Dharmasthala Manjunatheshwara University, Dharwad. Subjects will be 

selected based on inclusion and exclusion criteria. Subjects will be explained about the goal 

of the study and could opt-out if they disagreed with their participation. Written consent will 

be obtained from them before their inclusion in the study. Basic demographic data will be 

obtained from the participants. Details for the Data collection sheet will be collected by the 

investigator. MWM will be used. 

 
• Study analysis: The pre and post-scores of PSS, Kujala, and LEFS will be obtained. The 

data will be statistically analyzed using SPSS version 20. A unpaired t-test will be used to 

compare the pre and post-values of PSS, Kujala, and LEFS between the groups. 

 
Descriptive statistics by mean, standard deviation, and proportion will be used for 

demographic data. 

 
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 use of Mobilization with movement technique will be performed on the subjects. 

 
 

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

case of 8.3? 

Will be obtained from the ethical committee. 
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CONSENT FORM 

 

 
TITLE: Short Term Effect of Mulligans Mobilization With Movement Technique in 

Open VS Closed Kinematic Chain in Athletes with Patellofemoral Pain Syndrome. 

 

 

 
Name of the Principal Investigator: Telephone No:    

 

 

I Ms. / Mr. aged years have been approached by the researcher to 

participate in the above-mentioned research study and a copy of the information sheet has 

been provided to me. The nature, objective, duration, and expected effects of the study have 

been explained to me in the language in which I am conversant. I have been well informed 

about my role as a part of the study. I had the time and opportunity to enquire about the 

study and I have been fully satisfied by the explanation given. 

I am given to understand that at the beginning of the study, I will be evaluated using PSS, 

Kujala, LEFS scales function by qualified personnel. I understand that these are simple and 

safe evaluation methods and it involves no risk. 

I am also informed and understand that I will be required to participate in the MWM training 

protocol for 1 week which will be supervised. I understand that this training protocol is safe 

and with risk. 

I wilfully extend my consent to participate in the above-mentioned study and I agree to 

cooperate with the research staff and voluntarily undergo the procedure of the study. I also 

recognize and accept not to receive any other therapy forms from other sources/ clinical 

facilities for hand rehabilitation during the duration of the present study. 

I understand that I may not be considered for any monetary compensation for my 

participation in this study. 

I understand that I am at the liberty to withdraw from this study at any time without 

justifying my decision to withdraw. 

I have been assured that the data or information provided shall be kept confidential and I 

hereby consent that the results of this study may be forwarded to appropriate authorities, 

presented in the scientific meetings, and published. 



By signing this consent, I am informed and convinced that my medical and legal rights shall 

be preserved. 

I hereby voluntarily extend my informed consent and express my willingness to participate 

in the above-stated study. 

 

 

 

Date:    
 

 
 

(Signature/ Left thumb impression) 

 
 

Name of the Participant:    

 

Place:    

 

 

 

 

 

Complete Postal address:    
 

 

 

 

 

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

 

Date:    
 

 
 

(Signature of the investigator) Place:    
 

 

 

 

 

 

 

1. Witness-1 2. Witness-2 

Signature:   

Name:   

Address:     

Signature:    

Name:    

Address:    



INFORMATION SHEET 
 

 

 
 

Dear volunteers, 

 
 

We welcome you and thank you for your keen interest in participating in this research 

project. Before you participate in this study you need to understand why this research is 

being carried out. This form will provide you with all the relevant details of the research. It 

will explain nature, details, benefits, discomforts, precautions, and information about how 

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

form carefully. This form may contain scientific terms and hence, if you have any doubt or if 

you need/want more information, you are free to ask the study personnel or contact person 

mentioned below before you give your consent and also at any time during the entire course 

of the project. 

 

1. Project title: Short Term Effect of Mulligans Mobilization With Movement 

Technique in Open VS Closed Kinematic Chain in Athletes with Patellofemoral 

Pain Syndrome.. 

 
 

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

 
3. Name of the investigator: Swapnil G. Kulkarni 

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

To compare MWM in a closed and open kinematic chain on pain and functional 

activities in subjects with PFPS. 

 
5. What is the selection procedure of participation? 

 
 

Inclusion criteria: 

 
 

1. Durations lasting longer than two months. 



2. Either of the gender. 

 
3. Subjects with Unilateral involvement. 

 
 

4. Pain in at least two of the following movements: isometric contraction of the 

quadriceps, while squatting, and during kneeling (2 out of 3).24 

 
5. Medial or lateral patellar facet tenderness.25 

 

6. Positive Patellar tilt test.25 

 

 

 
Exclusion criteria: 

 
 

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

 
 

2. The patients had a meniscus tear, bursitis, ligament injury, patellar tendon lesions, 

joint degeneration, patellofemoral dislocation, and/or recurrent subluxation. 

 
3. Those who had undergone lower extremity surgery were excluded.6 

 

4. Neurological disorders: radiating pain 

 
 

6. How will it be carried out? 

 
 

Subject education: The reason for the study will be explained to the subject before the 

interview, and before signing the written consent. 

The demographic details of each subject shall be noted in the demographic sheet and further 

procedures will be initiated. Patients will be screened for inclusion and PSS, Kujala, LEFS 

scales will be administered and data will be collected. Patients will be randomly allocated to 

either group and respective treatment will be initiated. 

 
7. What are the responsibilities of participants? 



Participants must agree to adhere to the Principal investigator’s instructions and cooperate 

fully with those conducting the study and inform the principal investigator in case of any 

untoward experience. 

 
8. What are the expected risks for the participants? 

There is a risk of blister formation following taping. 

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

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

completion of the study. 

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

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

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

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

 
 

12. Permission for publication? 

Results obtained after the study may be published for scientific purposes. However, identity 

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

 
13. What happens in the case of study-related injury? 

The injury will be managed and the subject won’t be made to continue the study. 

 
 

14. Whether my participation in the study will cause any additional financial burden? 

All the materials and equipment required to fulfil the training will be provided by the 

researcher and will be self-funded. 



For any related queries, you are free to contact, 

 
 

Name of a contact person with official address and phone number 

1. Mr. Swapnil G. Kulkarni 

S.D.M College of Physiotherapy, 

Sattur-Dharwad-580009 

Mobile number: 8879886745 

Email id: swapnil30498@gmail.com 

 

 

 
2. Dr. Ravi Savadatti. 

Professor, 

S.D.M College of Physiotherapy 

Sattur-Dharwad-580009 

Mobile number: 9606528129 

Email id: ravi.savadatti@gmail.com 
 

 

Place:  Signature of the Investigator: 
 

 

Date:  Signature of the subject: 
 

 

 

ಒಪಿ್ಪ   ಗೆ ಪತ್ರ  

ಶೀ  ರ್ಷಿಕೆ:  ಪ್ಯ ಾ   ಟಾ ಲ್ಲ ಾ   ಫೆಮೊರಲ್ಾ  ಪೇನಾ  ಸಾ ಾ ಡ್ರ  ಾ   ಮ್ ಹಾ ಾ Øರಾ ವ ಕ್ರ  

ಾ   ಡಾಪ್ಟುಗಳಲ್ಲಾ   ಓಪ್ನ್ ವಿಎಸ್ ಕ್ಾ   ಾ   ಸ್ಾ    ಕ್ನ ಾ ಮ್ಯ ಾ   ಟಿಕ್ ಚೈನಾ ನಲ್ಲಾ     

ಮೂವಮ ಟಾ  ಟಾ ಕ್ಾ   ಕ್ಾ ನ Øಗೆ ಮ್ಾ ಲ್ಲಾ    ಗನ್ಾ    ಮೊಬಿಲ್ಾ  ಸಾ  ಶನ್ನ 

ಅಲ್ಪ ಾ   ವಧಿಯ ಪ್ರಿಣಾಮ್. 

ಪ್ರ  ಧಾ ನ ತನಾ ಖಾಧಾ ಕಾರಿಯ ಹಾ ಸರು:   ದೂರವಾ ಣಿ ಸಾ ಖ್ಯಾ   :    

ನಾನಾ  ಶ್ರ  ಾ   ಮ್ತಿ. ಅಧ್ಾ   ಯನದ ಸವ  ರಾ ಪ್, ಉದ್ದ ಾ   ಶ, ಅವಧಿ ಮ್ತತಾ     ನಾ ರಿ   ಕ್ಾ  ತ 

ಪ್ರಿಣಾಮ್ಗಳನುಾ    ನಾನಾ  ಯಾವ ಭಾಷೆಯಲ್ಲಾ     ಮ್ಯತನಾಡುತಿಾ    ದ್ದ ಾ   ನೆ 

ಎಾ ಾ ಬಾ ದನುಾ    ನನಗೆ ವಿವರಿಸಲ್ಪ Rದ್. ಅಧ್ಾ  ಯನದ ಭಾಗವಾR ನನ ಪ್ಯ ತರ ದ ಬಗೆಾ  

ನನಗೆ ಚೆನಾಾ  R ತಿಳಿಸಲ್ಪ Rದಾ . ಅಧ್ಾ   ಯನದ ಬಗಾ ಾ   ವಿಚಾರಿಸಲ್ಾ  ನನಗೆ ಸಮ್ಯ ಮ್ತತಾ     

ಅವಕಾಶವಿತತ ಾ     ಮ್ತತಾ     ನ   ಡಿದ 

ವಿವರಣೆಯಾ ಾ ದ ನಾನಾ  ಸಾ ಪ್ಾ ರ್ಣವಾ R ತಾ ಪ್ಾ    ನಾRದ್ದ ಾ   ನಾ . 

ಅಧ್ಾ   ಯನದ ಆರಂಭದಲ್ಲಾ    , ಅರ್ಣ ಸಬಬ  ಾ ಾ Øಯಾ ಾ ದ PSS, ಕುಜಾ ಲ್, 

LEFS ಮ್ಯಪ್ಕ್ಗಳ ಕಾಯರ್ವನುಾ    ಬಳಸಕ್ಾ ಾ ಾ ಡಾ  ನನಾ   ನುಾ    ಮ್ಾ ಲ್ಾ   

ಮ್ಯಪ್ನ ಮ್ಯಡಲ್ಪ್ಗುತಾ    ದ್ ಎ  ದು 

ಅರಾ ರ್ಮ್ಯಡಿಕ್ಳಳ ಲು ನನಗೆ ನಾ ಾ   ಡಲ್ಪ Rದ್. ಇವಾ  ಸರಳ ಮ್ತತಾ   ಸುರಕ್ಾ   ತ ಮೌಲ್ಾ   ಮ್ಯಪ್ನ 

mailto:swapnil30498@gmail.com
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ವಿಧಾ ನಗಳು ಮ್ತತಾ   ಇದು ಯಾವುದೇ ಅಪ್ಯಯವನುಾ  ಒಳಗ ಡಿಲ್ಾ  

 ಎಾ ಾ ದಾ  ನಾನು                                         

ಅರಾ ರ್ಮ್ಯಡಿಕ್ಾ ಾ ಡಿದ್ದ ಾ   ನಾ . 

ನಾನು 1 ವಾರದವರೆಗೆ MWM ತರಬೇತಿ ಪ್ರ  ಾ   ಟ ಕಾಲ್ನ ಲ್ಲಲ  ಭಾಗವಹಿಸುವ ಅಗತಾ ವಿದ್ 

ಎ  ದಾ  ನನಗೆ ತಿಳಿಸಲ್ಪ Rದ್ ಮ್ತತಾ     ಅರಾ ರ್ಮ್ಯಡಿಕ್ಾ ಾ ಡಿದ್ದ ಾ   ನೆ ಅದನುಾ    ಮೇಲ್ಲ ವ  

ಚಾರಣೆ ಮ್ಯಡಲ್ಪ ಗುತಾ    ದ್. ಈ ತರಬಾ  ತಿ ಪ್ರ  ಾ   ಟ ಕಾಲ್ ಸುರಕ್ಾ  ತವಾRದ್ ಮ್ತತಾ     

ಕ್ನಷ್ಠ  

ಅಪ್ಯಯವನುಾ    ಹಾ ಾ Øದಾ  ಎ  ದಾ  ನಾನಾ  ಅರಾ ರ್ಮ್ಯಡಿಕ್ಾ ಾ ಡಿದ್ದ ಾ   ನಾ . 

ಮೇಲ್ಾ  ತಿಳಿಸದ ಅಧ್ಾ   ಯನದಲ್ಲಾ     ಭಾಗವಹಿಸಲ್ಾ  ನಾನಾ  ಉದ್ದ ಾ   ಶಪ್ಾ ವರ್ಕ್ವಾR ನನಾ  

ಒಪ್ಪ ಾ   ಗೆಯನುಾ    ನಾ ಾ   ಡುತ್ಾ    ಾ   ನೆ ಮ್ತತಾ     ಸಾ ಶ ಧಾ ನಾ ಸಬಬ  ಾ ಾ Øಯ Øಗಾ  

ಸರಾ ಕ್ರಿಸಲ್ಾ  ಮ್ತತಾ  ಸವ  ಯಂಪ್ರ  ಾ   ರಣೆಯಾ ಾ ದ ಅಧ್ಾ   ಯನದ 

ಕಾಯರ್ವಿಧಾ ನಕ್ಕಾ   ಒಳಗಾಗಲು ನಾನಾ  ಒಪ್ಪ್ಾ   ತ್ಾ   ಾ   ನಾ . ಪ್ರ  ಸುಾ    ತ ಅಧ್ಾ   ಯನದ 

ಅವಧಿಯಲ್ಲಾ     ಕೈ ಪ್ಪ ನವರ್ಸತಿಗಾR ಇತರ ಮೂಲ್ಗಳು/ ಕ್ಾ   ನಕ್ಲ್ ಸೌಲ್ಭಾ 

ಗಳಿಾ ಾ ದ ಯಾವುದೇ ಇತರ ಚಿಕ್ತ ್  ವಿಧಾನಗಳನುಾ  ಸವ  ಾ   ಕ್ರಿಸುವಾ Øಲ್ಾ     ಎ  ದು 

ನಾನಾ  ಗುರುತಿಸುತ್ಾ    ಾ   ನೆ ಮ್ತತಾ     ಒಪ್ಪ ಾ   ಕ್ಾ ಳುಳ ತ್ಾ    ಾ   ನಾ . 

ಈ ಅಧ್ಾ   ಯನದಲ್ಲಾ     ನನಾ    ಭಾಗವಹಿಸುವಿಕ್ಕ್ಗಾR ಯಾವುದೇ ವಿತಿಾ    ಾ   ಯ 

ಪ್ರಿಹಾ ರಕಾಾ  R ನನಾ   ನುಾ    ಪ್ರಿಗಣಿಸಲ್ಪ್ಗುವಾ Øಲ್ಾ     ಎ  ದಾ  ನಾನಾ  

ಅರಾ ರ್ಮ್ಯಡಿಕ್ಾ ಾ ಡಾ ದ್ದ ಾ   ನಾ . ಹಿಾ ಾ ತೆ್ಗದುಕುು ಳ ವ ನನ ನಧಾರ್ರವನುಾ  

ಸಮ್ರ್ಣರ್ಸದ್ ಯಾವುದೇ ಸಮ್ಯದಲ್ಲಲ  ಈ ಅಧ್ಾ   ಯನØಾ ಾ ದ ಹಿಾ ಾ ದ್ 

ಸರಿಯಲು ನಾನಾ  ಸವ  ತಾ ತರ  ನಾRದ್ದ ಾ   ನೆ ಎ  ದಾ  ನಾನು 

ಅರಾ ರ್ಮ್ಯಡಿಕ್ಾ ಾ ಡಿದ್ದ ಾ   ನಾ . 

ಒದRಸದ ಡೇಟಾ ಅವಾಣ ಮ್ಯ ಹಿತಿಯನುಾ  ಗೌಪಾ ವಾR ಇರಿಸಲ್ಪ ಗುವುದು ಎ  ದು ನನಗೆ 

ಭರವಸೆ ನಾ ಾ   ಡಲ್ಪ Rದ್ ಮ್ತತಾ     ಈ ಅಧ್ಾ   ಯನದ ಫಲ್ಲ್ತ್ಿ ಾ ಶಗಳನುಾ    ಸೂಕ್ಾ     

ಅಧಿಕಾರಿಗಳಿಗೆ 

ರವಾ ನಾ ಸಬಹುದು, ವಾ  ಜಾಾ   ನಾ ಕ್ ಸಭೆಗಳಲ್ಲಾ     ಪ್ರ  ಸುಾ    ತಪ್ಡಾ ಸಬಹುದು ಮ್ತತಾ     ಪ್ರ  

ಕ್ಟಿಸಬಹುದು ಎ  ದಾ  ನಾನಾ  ಈ ಮ್ಾ ಲ್ಕ್ ಸಮ್ಮ್ ತಿಸುತ್ಾ    ಾ   ನಾ . 

ಈ ಸಮ್ಮ್ ತಿಗಾ  ಸಹಿ ಮ್ಯ ಡುವ ಮೂಲ್ಕ್, ನನಾ    ವೈದಾ   ಕ್ಾ   ಯ ಮ್ತತಾ     ಕಾನೂನಾ  

ರಾ ಕುಾ  ಗಳನುಾ  ಸಾ ರಕ್ಾ   ಸಲ್ಪ ಗಾ ವಾ ದು ಎಾ ಾ ದಾ  ನನಗೆ ತಿಳಿಸಲ್ಪ Rದ್ ಮ್ತತಾ     

ಮ್ನವರಿಕ್ಕ್ಯಾRದಾ . 

ನಾನಾ  ಈ ಮೂಲ್ಕ್ ಸವ  ಯಂಪ್ರ  ಾ   ರಣೆಯಾ ಾ ದ ನನಾ    ತಿಳುವಳಿಕ್ಕ್ಯುಳಳ   ಒಪ್ಪ ಾ   ಗೆಯನುಾ  

ವಿಸಾ    ರಿಸುತ್ಾ    ಾ   ನೆ ಮ್ತತಾ     ಮೇಲ್ಾ  ತಿಳಿಸದ ಅಧ್ಾ   ಯನದಲ್ಲಾ     ಭಾಗವಹಿಸಲ್ಾ  ನನಾ    

ಇಚೆಾ  ಯನುಾ  ವಾ   ಕ್ಾ    ಪ್ಡಾ ಸಾ ತ್ಾ    ಾ   ನಾ . 
 
 

 
 

 

(ಸಹಿ/ಎಡ ಹೆಬಬ ಬ ರಳಿನ ಗುರುತತ ) 

 

ಭಾಗವಹಿಸುವವರ ಹೆಸರು:    

ಸಂಪೂರ್ಣ ಅ  ಚೆ ವಿಳಾಸ:    

Øನಾಾ ಾ ಕ್:    

 

ಸರ್ ಳ:    

 

 

 

ನನ ಉಪ್ಸರ್ ತಿಯಲ್ಲಲ  ಮೇಲ್ಲ ನ ಒಪಾಪ  ಗೆಯನುಾ  ಪ್ಡೆಯಲ್ಪ Rದ್ ಎ  ದು ಪ್ರ ಮ್ಯಣಿ   ಕ್ರಿಸಲು ಇದು. 
 

Øನಾಾ ಾ ಕ್:   

(ತನಖಾಧಿಕಾರಿಯ ಸಹಿ) ಸರ್ ಳ:     



1. ಸಾಕ್ಾ  -1 2. ಸಾಕ್ಾ  -2 

ಸಹಿ:    

ಹೆಸರು:    

ವಿಳಾಸ:     

ಸಹಿ:    

ಹೆಸರು:    

ವಿಳಾಸ:    
 

 

 

 

 

ಮಾಹಿತಿ ಹಾಳೆ 

 

ಆತಿಮ್ ಾ   ಯ ಸವ ಯಂಸೇವಕ್ರೇ, 
 

ನಾವಾ  ನಾ ಮ್ಮ್ ನುಾ    ಸಾವ  ಗತಿಸುತ್ಾ    ಾ   ವೆ ಮ್ತತಾ     ಈ ಸಾ ಶ ಧಾ ನಾ ಯ ಜನೆಯಲ್ಲಾ   

ಭಾಗವಹಿಸಲ್ಾ  ನಾ ಮ್ಮ್   ಆಸಕ್ಾ    ಗೆ ಧ್ನಾ   ವಾದಗಳಾ . ನಾ ಾ   ವು ಈ ಅಧ್ಾ   

ಯನದಲ್ಲಾ     ಭಾಗವಹಿಸುವ ಮೊದಲು ಈ ಸಾ ಶ ಧಾ ನೆಯನುಾ    ಏಕ್ಕ  ನಡೆಸಲ್ಪ್ಗುತಿಾ    ದ್ 

ಎ  ಬಾ ದನುಾ    ನಾ ಾ   ವು 

ಅರಾ ರ್ಮ್ಯಡಿಕ್ಳಳ ಬೇಕ್ಾ . ಈ ಫಾಮ್ರ್ ನಾ ಮ್ಗಾ  ಸಾ ಶ ಧಾ ನೆಯ ಎಲ್ಪ ಾ     ಸಾ ಬಾ ಧಿತ 

ವಿವರಗಳನುಾ    ಒದRಸುತಾ    ದಾ . ಇದು ಪ್ರ  ಕೃತಾ , ವಾ ವರಗಳಾ , ಪ್ರ  ಯ ಜನಗಳಾ , ಅಸವ  

ಸರ್ ತ್ಗಳಾ , ಮ್ಾ ನೆಾ   ಚ್ಚ  ರಿಕ್ಕ ಗಳು ಮ್ತತಾ     ಈ ಯ ಜನೆಯನುಾ    ಹೇಗೆ ಕ್ಾ  ಗಳಳ ಲ್ಪ ಗಾ ತಾ   ದ್ 

ಎ  ಬಾ ದರ ಕುರಿತ್ತ ಮ್ಯಹಿತಿಯನುಾ    ವಿವರಿಸುತಾ    ದ್. ಫಾಮ್ಾ ರ್ನ ವಿಷ್ಯ ವನುಾ    ನಾ ಾ   ವು 

ಎಚ್ಚ  ರಿಕ್ಕ ಯಾ ಾ ದ ಓದುವುದು ಮ್ತತಾ     ಅರಾ ರ್ಮ್ಯಡಿಕ್ಳುಳ ವಾ ದು ಮ್ಾ ಖಾ ಾ   . ಈ 

ನಮೂನೆಯು ವೈಜಾಾ   ನಾ ಕ್ ನಾ ಯಮ್ಗಳನುಾ    ಒಳಗ ಡಿರಬಹುದು ಮ್ತತಾ     ಆದದ 

ರಿಾ ಾ ದ, ನಾ ಮ್ಗಾ  ಯಾವುದೇ ಸಂದೇವಿಣದದ ರೆ ಅವಾಣ ನಮ್ಗೆ ಹೆಚಿಚ ನ ಮ್ಯ ಹಿತಿ ಅಗತಾ 

ವಿದದ ರೆ/ಬಯಸದಲ್ಲಾ    , ನಾ ಾ   ವು ನಾ ಮ್ಮ್   ಒಪ್ಪ ಾ   ಗೆಯನುಾ    ನಾ ಾ   ಡುವ ಮೊದಲು ಮ್ತತಾ     

ಸಾ ಪ್ಾ ರ್ರ್ ಕ್ಾ ಾ   ಸ್ರ್ನಲ್ಲಾ     ಯಾವುದೇ 

ಸಮ್ಯದಲ್ಲಾ     ಕ್ಕ ಳಗೆ ತಿಳಿಸಲ್ಪ ದ ಅಧ್ಾ   ಯನ ಸಬಬ  ಾ ಾ Ø ಅರಾ ವಾ 

ಸಾ ಪ್ಕ್ಾ ರ್ಸಾ ವ ವಾ   ಕ್ಾ   ಯನುಾ  ಕೇಳಲು ನಾ ಾ   ವು ಮ್ಾ ಕ್ಾ    ರಾ RØದ ಾ   ರಿ ಯ ಜನೆಯ. 

1.   ಪ್ಯರ  ಜೆಕ್ಾ    ಶಾ ಾ   ಷ್ಣರ್ಕ್ಕ್:  ಪ್ಯ ಾ   ಟಾ ಲ್ಲ ಾ   ಫೆಮೊರಲ್ಾ  ಪೇನ್ ಸಿಾ ಡ್ರ  ಾ   ಮ್ 

ಹಾ ಾ Øರುವ ಕ್ರ  ಾ   ಡಾಪ್ಟುಗಳಲ್ಲಾ     ಓಪ್ನ್ ವಿಎಸ್ ಕ್ಾ   ಾ   ಸ್ಾ    ಕ್ನ ಾ ಮ್ಯ ಾ   

ಟಿಕ್ ಚೈನನ ಲ್ಲಲ  

ಮೂವಮ ಟಾ  ಟಾ ಕ್ಾ   ಕ್ಾ ನ Øಗೆ ಮ್ಾ ಲ್ಲಾ    ಗನ್ಾ    ಮೊಬಿಲ್ಾ  ಸೇಶನಾ ನ 

ಅಲ್ಪ ಾ   ವಧಿಯ ಪ್ರಿಣಾಮ್. 

 
2. ವಿಭಾಗ ಮ್ತತಾ     ಸಾ ಸೆರ್  : S.D.M ಕಾಲ್ಾ  ಜ್ ಆಫ್ ಫಿಸಯ ರ್ಾ ರಪ್ಪ್, ಸತತ ಾ    ರು- ಧಾ ರವಾ ಡ. 

3. ತನಖಾಧಿಕಾರಿಯ ಹೆಸರು: ಸವ ಪ್ಪಪ  ಲ್ ಜಿ. ಕುಲ್ಕ್ಣಿರ್ 

4. ಅಧ್ಾ   ಯನ/ಯ ಜನಾ ಯ ಉದ್ದ ಾ   ಶವೇನು? 

PFPS ನ Øಗೆ ವಿಷ್ಯಗಳಲ್ಲಾ     ನ ವು ಮ್ತತಾ     ಕ್ರ  ಯಾತಮ್ ಕ್ ಚಾ ಟುವಟಿಕ್ಕ ಗಳ ಮೇಲೆ 

ಮ್ಾ ಚಿಚ  ದ ಮ್ತತಾ     ತ್ಗರ ದ ಚಾ ಲ್ನಶಾ ಸಾ    ರದ ಸರಪ್ಳಾ ಯಲ್ಲಾ     MWM ಅನುಾ    

ಹಾ   ಲ್ಲ ಸಲ್ಾ . 

5. ಭಾಗವಹಿಸುವಿಕ್ಕ ಯ ಆಯ್ಕಕ  ವಿಧಾನ ಯಾವುದು? ಸೇಪ್ರ್ಡೆ 

ಮ್ಯ ನದಂಡಗಳು: 

1.   ಎರಡಾ  ತಿಾ ಾ ಗಳಿRಾ ಾ ತ ಹಾ ಚಚ ಚ   ಅವಧಿಯ ಅವಧಿಗಳಾ . 



 

2. ಲ್ಲ  ಗದ ಯಾವುದಾದರೂ. 

3. ಏಕ್ಪ್ಕ್ಾ  ಾ   ಯ ಒಳಗಳುಳ ವಿಕ್ಕ ಯ Øಗೆ ವಿಷ್ಯ ಗಳು. 

4.   ಕ್ಕ ಳRನ ಎರಡಾ  ಚಾ ಲ್ನೆಗಳಲ್ಲಾ     ನ ವಾ : ಕಾವ  ಡೆರ  ಾ  ಸಾ   ಾ    ಐಸೊಮ್ಟಿರ  ಕ್ 

ಸಾ ಕ್ಾ ಾ   ಚಾ ನ, ಸಾಾ   ವ  ಟಿಾ ಾ ಗ್ ಮ್ಯಡುವಾಗ ಮ್ತತಾ     ಮೊಕ್ಣಾ ಲು ಮ್ಯಡಾ ವಾಗ (3 

ರಲ್ಲಲ  2).24 

5. ಮ್ಧ್ಾ  ದ ಅವಾಣ ಪ್ಯ ಶವ ರ್ದ ಪ್ಟೆಲ್ಲ ರ್ ಮುಖದ  ಮೃದುತವ .25 

6. ಧಾನ ತಮ್ ಕ್ ಪ್ಟೆಲ್ಲ ರ್ ಟಿಲ್ಾ  ಪ್ರಿ   ಕ್ಕಕ  .25 

 

ಹರRಡುವ ಮ್ಯನದಾ ಡ: 

1. ಅಧ್ಾ   ಯನದಲ್ಲಾ     ಭಾಗವಹಿಸಲ್ಾ  ಇಚಿಾ   ಸದ ರಾ   Rಗಳು. 

2. ರಾ   Rಗಳು ಚಂದಾರ  ಕ್ಾ ತಿ ಕ್ಣಿರ್  ಾ   ರು, bursitis, ಅಸರ್ ರಜಜ ಾ    ಗಾಯ, ಪ್ಟೆಲ್ಾ   ರ್ 

ಸಾಾ   ಯುರಜಜಾ  ಗಾಯಗಳು, ಜಂಟಿ ಅವನತಿ, patellofemoral ಡಾ ಸೊಾ   ಕೇಶನಾ , ಮ್ತತಾ    /ಅರಾ ವಾ 

ಮ್ರಾ ಕ್ಳಿಸಾ ವ subluxation ಹಾ ಾ Øತತ ಾ    . 

3. ಕ್ಕ ಳ ತ್ತØಯ ಶಸಾ    ರಚಿಕ್ತ್ಾ   ಗೆ ಒಳಗಾದವರನುಾ    ಹರRಡಲ್ಪ Rದ್.6 

4. ನರವೈಜಾಾ   ನಾ ಕ್ ಅಸವ  ಸರ್ ತ್ಗಳಾ : ಹರಸೂಸಾ ವ ನ ವು 

6. ಅದನುಾ    ಹೇಗೆ ಕ್ಾ  ಗಳಳ ಲ್ಪ ಗಾ ವಾ ದು? 

ವಿಷ್ಯ  ಶಾ ಕ್ಷ್ರಾ : ಅಧ್ಾ   ಯನದ ಕಾರರ್ವನುಾ    ಸಾ ದಶರ್ನದ ಮೊದಲು ಮ್ತತಾ     

ಲ್ಲ ಖಿತ ಒಪ್ಪ ಾ   ಗೆಗೆ ಸಹಿ ಮ್ಯಡುವ ಮೊದಲು ವಿಷ್ಯ ಕ್ಕಾ   ವಿವರಿಸಲ್ಪ ಗುತಾ    ದಾ . 

ಪ್ರ ತಿ ವಿಷ್ಯ ದ ಜನಸಂಖಾ  ವಿವರಗಳನುಾ  ಜನಸಂಖಾ  ಹಾಳೆಯಲ್ಲಲ  ನಮೂØಸಬೇಕು ಮ್ತತಾ     

ಮ್ಾ ಾ ಾ Øನ ಕಾಯರ್ವಿಧಾ ನಗಳನುಾ    ಪ್ಯರ  ರಂಭಿಸಲ್ಪ ಗುತಾ    ದಾ . ಸೇಪ್ರ್ಡೆಗಾR 

ರಾ   Rಗಳನುಾ    ಪ್ರಿ   ಕ್ಾ   ಸಲ್ಪ ಗಾ ತಾ    ದ್ ಮ್ತತಾ     PSS, Kujala, LEFS ಮ್ಯಪ್ಕ್ಗಳನುಾ  

ನಾ ವರ್ಹಿಸಲ್ಪ ಗಾ ತಾ    ದ್ ಮ್ತತಾ     ಡೇಟಾವನುಾ    ಸಾ ಗರ  ಹಿಸಲ್ಪ ಗಾ ತಾ    ದಾ . 

ರಾ   Rಗಳನುಾ  ಯಾದೃಚಿಾ  ಕ್ವಾR ಎರಡೂ ಗುಾ ಾ ಪ್ಪ ಗಾ  ಹಂಚಾ ಲ್ಪ ಗಾ ತಾ    ದ್ ಮ್ತತಾ     

ಆಯಾ ಚಾ ಕ್ತ್ಾ   ಯನುಾ  ಪ್ಯರ  ರಂಭಿಸಲ್ಪ ಗುತಾ    ದಾ . 

7. ಭಾಗವಹಿಸುವವರ ಜವಾಬದ ದ ರಿಗಳೇನು? 

ಭಾಗವಹಿಸುವವರು ಪ್ರ ಧಾನ ತನಖಾಧಿಕಾರಿಯ ಸೂಚೆನ ಗಳಿಗೆ ಬದಧ ವಾRರಲು 

ಒಪ್ಪ ಾ   ಕ್ಾ ಳಳ ಬೇಕ್ಾ  ಮ್ತತಾ     ಅಧ್ಾ   ಯನವನುಾ    ನಡಾ ಸುವವರಾ ಾ Øಗೆ 

ಸಾ ಪ್ಾ ರ್ಣವಾR ಸರಾ ಕ್ರಿಸಬೇಕ್ಾ  ಮ್ತತಾ     ಯಾವುದೇ ಅಹಿತಕ್ರ ಅನುಭವದ 

ಸಾ ದಭರ್ದಲ್ಲಾ     ಪ್ರ  ಧಾ ನ ತನಖಾಧಿಕಾರಿಗೆ ತಿಳಿಸಬೇಕು. 

8. ಭಾಗವಹಿಸುವವರಿಗಾ  ನಾ ರಿ   ಕ್ಾ  ತ ಅಪ್ಯಯಗಳು 

ಯಾವುವಾ ? ಟಾ  ಪ್ಪಪ  ಗ್ ನಂತರ ಗುಳೆಳ ಗಳ ರಚೆನ ಯ 

ಅಪ್ಯ ಯವಿದ್. 



 

9. ಈ ಅಧ್ಾ  ಯನದಲ್ಲಲ  ನನ ಭಾಗವಹಿಸುವಿಕ್ಕ ಯನುಾ  ಗೌಪಾ ವಾRಡಬೇಕ್ಕ ? 

ಹೌದು. ಅಧ್ಾ   ಯನದ ಸಮ್ಯದಲ್ಲಾ     ಮ್ತತಾ     ನಂತರ ಭಾಗವಹಿಸುವವರ ಗೌಪ್ಾ   ತ್ 

ಮ್ತತಾ  ಗೌಪ್ಾ   ತಯ ನುಾ    ಕಾಪ್ಯ ಡಾ ಕ್ಾ ಳಳ ಲ್ಪ ಗಾ ತಾ    ದಾ . 

10. ಅಧ್ಾ   ಯನದ ಅವಧಾ ಯಲ್ಲಾ     ನಾನಾ  ಯಾವುದೇ ಸಮ್ಯದಲ್ಲಾ     ಅಧ್ಾ   

ಯನØಾ ಾ ದ ಹಿಾ ಾ ದ್ ಸರಿಯಬಹುದೇ? 

ಹೌದು. ಭಾಗವಹಿಸುವವರು ಅಧ್ಾ  ಯನದ ಸಮ್ಯದಲ್ಲಲ   ಯಾವುದೇ ಸಮ್ಯದಲ್ಲಾ   

ಅಧ್ಾ   ಯನØಾ ಾ ದ ಹರಗಾ ಳಿಯಬಹುದು. 

11. ಯಾವುದೇ ಹಸ ಸಂಶ ಧ್ನನ ಗಳು/ಮ್ಯ ಹಿತಿ ಇದದ ರೆ, ನನಗೆ ತಿಳಿಸಲ್ಪ ಗುವುದೇ? ಹೌದು. 

ಭಾಗವಹಿಸುವವರಿಗೆ ಹಸ ಸಂಶ ಧ್ನನ ಗಳು/ಅಧ್ಾ  ಯನದ ಮ್ಯ ಹಿತಿಯ ಬಗೆಾ  

ತಿಳಿಸಲ್ಪ ಗುವುದು. 

12. ಪ್ರ ಕ್ಟಣೆಗೆ ಅನುಮ್ತಿ? 

ಅಧ್ಾ   ಯನದ ನಂತರ ಪ್ಡೆದ ಫಲ್ಲ್ತ್ಿ ಾ ಶಗಳನುಾ    ವೈಜಾಾ   ನಾ ಕ್ ಉದ್ದ ಾ   ಶಗಳಿಗಾR 

ಪ್ರ ಕ್ಟಿಸಬಹುದು. ಆದಾಗಾಯ  , ಅಧ್ಾ  ಯನದ ನಂತರ ಅವಾಣ ಪ್ರ ಕ್ಟಣೆಯ 

ಸಮ್ಯದಲ್ಲಲಗುರುತನುಾ  ಬಹಿರಂಗಪ್ಡಿಸಲ್ಪ ಗುವುØಲ್ಲ . 

13. ಅಧ್ಾ   ಯನ-ಸಾ ಬಾ ಧಿತ ಗಾಯದ ಸಾ ದಭರ್ದಲ್ಲಾ     ಏನಾಗುತಾ    ದಾ ? 

ಗಾಯವನುಾ    ನಾ ವರ್ಹಿಸಲ್ಪ ಗಾ ವಾ ದು ಮ್ತತಾ     ಅಧಾ ಾ   ಯನವನುಾ    

ಮ್ಾ ಾ ಾ ದಾ ವರಿಸಲು ವಿಷ್ಯ ವನುಾ  ಮ್ಯ ಡಲ್ಪ ಗುವುØಲ್ಲ . 

14. ಅಧ್ಾ  ಯನದಲ್ಲಲ  ನನ ಭಾಗವಹಿಸುವಿಕ್ಕ ಯು ಯಾವುದೇ ಹೆಚಚ ಚ ವರಿ ಆರ್ಣರ್ಕ್ 

ಹರೆಯನುಾ    ಉಾ ಾ ಟಾ ಮ್ಯಡುತಾ   ದ್ಯೇ? 

ತರಬಾ  ತಿಯನುಾ    ಪ್ಾ ರೈಸಲು ಅಗತಾ   ವಿರುವ ಎಲ್ಪ ಾ     ಸಾಮ್Rರ  ಗಳು ಮ್ತತಾ     

ಸಲ್ಕ್ರಣೆಗಳನುಾ  ಸಾ ಶ ಧಾ ಕ್ರು ಒದRಸುತ್ಾ   ರೆ ಮ್ತತಾ     ಸವ  ಯಂ ಧಾ ನಸಹಾಯವನುಾ    

ನಾ ಾ   ಡಾ ತ್ಾ    ರೆ. 

ಯಾವುದೇ ಸಾ ಬಾ ಧಿತ ಪ್ರ  ಶನಾ   ಗಳಿಗಾ , ನಾ ಾ   ವು ಸಾ ಪ್ಕ್ಣ ಸಲು ಮ್ಾ ಕ್ಾ    ರಾ RØದ ಾ   ರಿ, 

ಅಧಾ ಕೃತ ವಿಳಾಸ ಮ್ತತಾ     ಫಾ   ನ್ ಸಾ ಖ್ಯಾ   ಯನುಾ    ಹಾ ಾ Øರಾ ವ ಸಾ ಪ್ಕ್ರ್ ವಾ   ಕ್ಾ    ಯ 

ಹಾ ಸರು 

1. ಶರ  ಾ    ಸವ ಪ್ಪಪ  ಲ್ ಜಿ. ಕುಲ್ಕ್ಣಿರ್ 

S.D.M ಕಾಲೇಜ್ ಆಫ್ ಫಿಸಯ ಥೆರಪ್ಪ , ಸತತ ಾ    

ರು-ಧಾ ರವಾ ಡ-580009 

ಮೊಬಾ  ಲ್ ಸಾ ಖ್ಯಾ   : 8879886745 

ಇಮೇಲ್ ಐಡಿ: swapnil30498@gmail.com 

 
2. ಡಾ. ರವಾ  ಸವದತಿಾ    . 

ಪ್ಯ ರ ಧಾ  ಪ್ಕ್, 

S.D.M ಕಾಲೇಜ್ ಆಫ್ ಫಿಸಯ ಥೆರಪ್ಪ  ಸತತ ಾ    ರು-

ಧಾ ರವಾ ಡ-580009 

ಮೊಬಾ  ಲ್ ಸಾ ಖ್ಯಾ   : 9606528129 

ಇಮೇಲ್ ಐಡಿ: ravi.savadatti@gmail.com 

mailto:swapnil30498@gmail.com
mailto:30498@gmail.com
mailto:ravi.savadatti@gmail.com


ಸರ್ ಳ:    

Øನಾಾ ಾ ಕ್:    

ತನಖಾಧಿಕಾರಿಯ ಸಹಿ: 

ವಿಷ್ಯ ದ ಸಹಿ: 



DEMOGRAPHIC DATASHEET 
 

 

1. Name of the patient: 

 
2. Age: 

 
3. Gender: 

 
4. Height: 

 
5. Weight: 

 
6. BMI: 

 
7. Address: 

 

 
 

8. Contact number: 

 
9. Date: 

 

 
 

• OUTCOME MEASURES: 

 
1. PSS: 

 
Sr 

No. 

OPEN CHAIN CLOSED CHAIN 

 PRE POST PRE POST 

     

     



2. KUJALA: 
 

 
Sr 

No. 

OPEN CHAIN CLOSED CHAIN 

 PRE POST PRE POST 

     

     

 

 

 

3. LEFS: 
 

 
Sr 

No. 

OPEN CHAIN CLOSED CHAIN 

 PRE POST PRE POST 

     

     



LEFS: 
 



 

 

KUJALA SCALE: 
 

 



PAIN SEVERITY SCALE FOR PFPS: 
 

 
 



ಅನುಬಂಧ - PFPS ತಿ ವರ ತ್ಗಯ ಪ್ರ ಮಾರ್ 

ಪ್ರತ ಹಾ ಾ  ಳಾ ಕ್ಾ ಗಾ , ಕ್ಳಾ ದ ವಾ ರದಲ್ಲ ಾ  ನಾ  ವ್ಾ  ಎಷ್ಾ ಾ  ಮ್ಾ  ರ್ಕ್ಾ ಲ್ಾ  ನಾ cಾ  ವ್ನಾ ಾ  ಅನಾ ಭವಾ ಸಿದ್ದಾ  ರಿ 

ಎಾ ಬಾ ದನಾ ಾ  ದಯವಿಟ್ಾ ಾ  x  ಇಾ ದ ಸcಚಿಸಾ . 

 
ಮೆಟಟ ಾ ಲ್ಾ  ಹತ್ಾ ಾ ವ್ಾ ದಾ  

ಇಲ್ಾ ವಾ ಾ   ಇಲ್ಾ  ಸಹಿಸಲ್ಾ ರದಷ್ಾ ಾ  

ಪ್ರಯತ್ಾ  ಅಸಾ ಧಯ 

ಕ್ಾ ಳಗೆ ಕ್ಾ ಳಾ ತ್ಾ ಕ್ಾ cಳಳುವಾ ಾ ದಾ  

ಇಲ್ಾ ವಾ ಾ   ಇಲ್ಾ  ಸಹಿಸಲ್ಾ ರದಷ್ಾ ಾ  

ಪ್ರಯತ್ಾ  ಅಸಾ ಧಯ 

 
ನಡೆಯುವ್ಾ ದು 

ಇಲ್ಾ ವಾ ಾ   ಇಲ್ಾ  ಸಹಿಸಲ್ಾ ರದಷ್ಾ ಾ  

ಪ್ರಯತ್ಾ  ಅಸಾ ಧಯ 

 
ನಧಾ ನ ಓಡಾ ವ್ಾ ದಾ  

ಇಲ್ಾ ವಾ ಾ   ಇಲ್ಾ  ಸಹಿಸಲ್ಾ ರದಷ್ಾ ಾ  
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