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PERCIVED STRESS SCORE AND COMPLIANCE WITH 

PHYSIOTHERAPY PROTCOL IN PRE AND POST CORONARY 

ARTERY BYPASS GRAFTING INDIVIDUALS. 

 

Background and Objective: Coronary Artery Disease (CAD) is caused by 

atherosclerosis of the coronary arteries that leads to a restriction of blood flow to the 

heart. Risk factors of CAD are stress, high blood pressure, high blood cholesterol levels, 

tobacco, smoking, insulin resistance hyperglycemia-diabetes Mellitus, obesity, 

physical inactivity, unhealthy eating habits, excessive alcohol consumption, history of 

pre-eclampsia during pregnancy. Undergoing Coronary Artery Bypass Grafting surgery 

remains a significant life–event with an important psycho-emotional impact such as 

stress on patients and their primary family members. There is a 25% to 30% elevated 

level of depression and anxiety are reported in CABG patients before surgical 

procedure due to stress.  Objective of the study was to assess stress among CABG 

individuals Pre and Post operatively and to check whether compliance of physiotherapy 

protocol influence the stress level. 

 

Study design: Prospective Cohort Study  

 

Methodology: Perceived Stress Scale-10 was translated into Kannada language. The 

reliability testing of translated version of tool is done. Further 60 patients were included 

in study (44 male and 16 female). First administration of PSS-10 is done during the pre-

operative 2nd/3rd day of admission to the hospital. Second administration is done during 

the first follow-up period post-operatively. PSS-10 was given to the patients to be duly 

filled and returned, and the frequency of adherence to the protocols is recorded. 
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Result: Data is analysed using dependent t-test. Stress scores of patients is analysed 

with compliance to physiotherapy protocol.  However, it was significant for the sample 

included with a p-value of 0.0001. 

 

Conclusion: Compliance and follow-up of exercises is carried out in appropriate 

way throughout the hospitalization phase then there was significant reduction of stress 

in subjects who have undergone CABG.  

 

Keywords: PSS-10, CABG, stress level, compliance 
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“Perceived Stress Score and Compliance with Physiotherapy 

Protocol in Pre and Post Coronary Artery Bypass Grafting 

Individuals.” 

 

The heart is a vital organ that maintains the normal flow of blood throughout the body. 

It is made up of four chambers and multiple valves. The atria are two chambers in the 

upper part of the heart which receive oxygen-free blood. The valves that separate these 

chambers are the atrioventricular valves, which are made up of the tricuspid valve on 

the left and the mitral valve on the right. Ventricles, on the other hand, are chambers in 

the lower region of the heart which pump oxygen-rich blood to all organs, even reaching 

the smallest cells.1 The ventricular chambers, like the atria, are divided by valves. The 

pulmonary and aortic valves make up the semilunar valves, which are collectively 

known as semilunar valves. The heart's wall is consisting of three layers: the outermost 

layer epicardium (thin layer), the middle layer myocardium (thick layer), and also the 

innermost layer endocardium (thin layer). The processes that allow blood to circulate 

throughout the body and return to the heart make the heart's structure more elaborate. 

Two types of blood vessels, veins and arteries, contribute in this continuous process.2 

 

The vessels that return oxygen-depleted blood to the heart are known as veins, while 

the vessels that transport oxygen-rich blood away from the heart and to other body 

regions are known as arteries. The aorta is the largest artery in the left ventricle, and it 

functions there. The aorta is considered the body's major artery. It is divided into two 

smaller arteries known as the common iliac arteries. The circulatory system is named  
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after the heart, which can continuously give enough oxygen to all regions of the body 

when it is functioning properly. (1,2) 

 

The cardiovascular system that allows blood to circulate and transport nutrients (such 

as amino acids and electrolytes), oxygen, carbon dioxide, hormones, and blood cells to 

and from the body's cells to provide nourishment and aid in disease prevention, as well 

as maintain temperature and pH homeostasis. When this system is disrupted, 

pathophysiological changes occur as a result of a variety of factors, resulting in 

cardiovascular conditions. (2,3) 

 

The most common heart illness is cardiovascular disease (CVD), has become one of 

the primary reasons of India's high mortality rate.4 Extrapolating from this estimate, the 

current CAD load in India is more over 32 million patients. According to a conservative 

extrapolation estimate, India could have 30 million CAD individuals, including million 

in metropolitan areas and 16 million in remote areas. From 1995 to2015, CVD mortality 

in India is projected to increase by 103 percent in males and 90 percent in women. (4,5) 

 

CAD is caused by atherosclerosis of the coronary arteries, which causes blood flow to 

the heart to be restricted.6 Patients may experience stable angina (angina pectoris) or 

remaining asymptomatic until a plaque ruptures and thrombosis occurs, resulting in 

ACS(acute coronary syndrome), depending on the degree of stenosis (narrowing) and 

plaque properties.(3,6) Stress, high blood pressure, high cholesterol levels, tobacco,  
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smoking, insulin resistance, and hyperglycemia, Obesity, physical inactivity, bad eating 

habits, excessive alcohol intake, and history of pre-eclampsia during pregnancy are all 

risk factors for CAD.7 

 

“Coronary artery bypass grafting (CABG) is defined as an open-heart surgery in which 

a section of the blood vessel is grafted from the aorta to the coronary artery to bypass 

the blocked section of the coronary artery and improve the blood supply to the heart.”8 

CABG is an interventional surgical technique for the treatment of symptoms associated 

with coronary artery disease, and advances in surgical care have resulted in lower 

fatality rates.9 CABG surgery is a major life event that has a considerable psycho-

emotional impact on patients and their primary family members, such as stress.10 

 

CABG and other popular treatments for the treatment of CAD patients are being used 

to minimize the incidence of ischemic episodes, angina, and shortness of breath, 

improve prognosis, relieve symptoms, and improve a patient's sense of well-being. Due 

to stress, CABG patients had a 25% to 30% higher rate of depression and anxiety before 

surgery. Up to 20% of patients' preoperative psychological illnesses persist after cardiac 

surgery, affecting quality of life. (9,10) Although cardiac surgery is a successful aspect of 

cardiac treatment, many patients perceive it as a stressful, life-threatening experience 

that is accompanied by fear, anxiety, and stress to the point that it affects various parts 

of their personal lives. Patients may be at a greater risk of re-infarction, malignant 

arrhythmias, cardiac failure, and sudden death as a result of their psychological state.11 

 

INTRODUCTION 



4 | P a g e  
 

 

Anxiety and stress levels in CABG surgery patients were evaluated before and after 

surgery, as well as the association between anxiety and demographic characteristics. 

The findings revealed that 64.7 percent of patients had moderate anxiety before surgery 

and 97.3 percent had low anxiety after surgery; that is, anxiety levels were higher before 

surgery than after surgery, and were related to age, sex, number of children, and marital 

status.12 

 

Several longitudinal and cross-sectional studies have looked into the relationship 

between psychological functioning and CABG surgery outcomes, especially in the case 

of depression. Patients who are referred for CABG surgery may experience severe 

psychological suffering as a result of both their CAD and the treatment itself.13 These 

researches support the following statements: Depression affects 18% to 60% of people 

with heart disease, and it is associated to postoperative problems, a slower physical and 

mental recovery, a lower quality of life, and higher rates of cardiac events and 

mortality.14  

 

Anxiety is a feeling of unease about impending dangers, characterised by stress, 

anxiety, negative feelings, and a sense of insecurity. Anxiety is commonly thought to 

be a negative emotion. When anxiety levels reach dangerously high levels and interrupt 

daily living, they become irreconcilable and have catastrophic effects.15 Anxiety can 

range from mild to severe, depending illness and disorders. Anxiety of mortality, fear 

of change in health status, environmental changes and separation from the support 

system, lack of proper knowledge, rumours disseminated by other patients, incorrect  
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beliefs, and scepticism in surgery outcomes are all factors that contribute to pre-surgical 

stress in the patient.16 

 

Patients with coronary heart disease frequently experience co-morbid such as 

depression and stress.17 The influence of depression on survival after CABG surgery 

has been demonstrated in two landmark studies. Blumenthal and colleagues 

(Blumenthal et al. 2003) enrolled 817 patients who were scheduled for CABG surgery 

and followed individuals for an average of 5.2 years. They discovered that patients who 

had depression prior to CABG had a higher risk of death from any cause than those 

who did not have depression. (17,18) 

 

Despite the multiplicity of stress representations, evidence suggests that the 

psychological and physical responses to stress are the same. High levels of stress are 

also reported to increase the need for anaesthesia, as well as the risk of anaesthesia 

problems and the need for post-surgical analgesics. During the four years following 

CABG surgery, patients hospitalised for arrhythmia, congestive heart failure, and 

myocardial infarction had increased anxiety and stress levels, according to one study. 

Concerns about waiting for surgery, being away from home or job, having anginal 

symptoms, evaluating implications (including mortality) uncertainty, fear of survival, 

pain, or discomfort are all predictors of pre-surgical anxiety.19 
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Other indices of recovery after CABG surgery have been demonstrated to be affected 

by pre- and post-operative depression and stress symptoms. Patients who were 

depressed before CABG, for example, had a greater rate of health conditions in the six 

months after surgery, as well as a lower quality of life and a slower recovery.20 

According to a recent study, pre-operative stress symptoms were correlated to  

 

prolonged postoperative hospitalizations after CABG surgery. In CABG patients, post-

operative depressive symptoms have been related to decreased functional recovery, 

such as shorter walking distances and lower physical recovery, which can lead to 

infections and poor wound healing. A few studies have also found that people who had 

higher levels of anxiety before CABG had a higher mortality rate.21 

 

Environmental problems, human deficiencies, and biological difficulties can all cause 

stress.22 Stress has been found to be a triggering factor for all other medical disorders 

since it causes psychological or physical aspects that are out of the individual's control, 

causing strain. Stress is defined as an internal state generated by physical demands on 

the body (disease conditions, exercise, temperature extremes, and the like) or by 

environmental and social situations that are deemed potentially damaging, 

unmanageable, or beyond our coping abilities.23 Stressors are the physical, 

environmental, and social factors that contribute to the stress state. The internal stress 

state, once produced by stressors, can lead to a variety of psychological and 

physiological alterations. On one hand, it causes a variety of physical and somatic 

responses, while on the other side, it causes psychological reactions such as anxiety,  
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hopelessness, depression, irritation, and a general sense of inability to cope with the 

external world. (24,25) Stress is believed to be responsible for 75% of the illnesses and is 

one of the primary causes of death.26 

 

Stress is an unavoidable aspect of life, and everyone must accept it in some way. Stress 

is also a negative emotional experience that is associated by predictable biochemical, 

physiological, cognitive, and behavioural changes aimed at either changing the stressful 

event or adapting to its effect’s stressors demand imposed on the individual stress from 

a variety of sources. Frustration, conflict, and pressure are the three primary categories 

represented by these sources.27 A physiological system such as the heart, blood vessels, 

immunological system, lungs, digestive system, sensory organs, and brain may be 

affected by stress. Stress, to some extent, disrupts these pathways and leads to illness 

and death. Both physiological and psychological changes can be caused by stress.28 

 

Acute stress, episodic acute stress, and chronic stress are the three types of stress. 

Individuals with CAD are more likely to experience episodic acute stress, according to 

the types of stress.29 

 

In 1988, the average length of stay (LOS) in the intensive care unit after surgery was 

11 days; in 1994, it was 5 days; and nowadays, in most straightforward circumstances, 

it is as for just 3 days. Multiple issues such as stress, haemorrhage, infection,  
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arrhythmias, Blood transfusions and a lack of preoperative counselling are among the 

five factors associated to extended intensive care unit (ICU) stays.30  

 

Hospitalization, particularly in the ICU, can results in a number of negative 

psychological repercussions that can manifest or develop after the patient is discharged. 

The ICU is a stressful environment that can have a negative impact on patients' recovery 

and rehabilitation. Several researches have focused into post-surgical stressors in the 

ICU, and they have been found in the four categories of physical, psychological, 

environmental, and procedural aspects.31 Thirst, the existence of oral or nasal tubes, 

inability to sleep, and pain are the main physical stressors. Fear of mortality, not being 

in control of oneself, being pressured to accept treatment, not knowing the length of 

ICU stay, financial concerns, fear of nosocomial infections, and treatment not explained 

to the patient are all psychological stressors. Medical equipment alerts and the presence 

of multiple patients in one room are examples of environmental stressors. (30,31) Viewing 

the constant presence of nurses executing their responsibilities surrounding the bed, as 

well as observing Intravenous bags over the bed, were reported as procedural 

stressors.31 

 

Pre- and post-therapeutic exercises potentially reduce lung complications after cardiac 

surgery, providing for a faster recovery. The advantages of  CABG procedure in terms 

of survival and enhanced ventricular function are well known.32 Patient-related factors 

result in a lengthier stay in the hospital, which has an impact on patients, families, and 

medical costs. In addition to the physical  
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implications, the literature suggests that psycho-emotional implications such as anxiety 

exist. Both in preoperative and postoperative care, physiotherapy is considered a 

therapeutic option. Inadequate dietary habits, physical inactivity, and smoking habits 

account for 75 percent to 90 percent of the incidence of coronary artery disease in a 

particular population. Because of their effectiveness in the physical, social, and mental 

components of patients who participate in them, there is a need to create programmes 

in this clinical field. Exercises prior to hospitalisation are important for pre- and post-

CABG functional capacity optimization, as well as early and progressive mobilisation 

after surgery to reduce inpatient days, pulmonary problems, and arrhythmias.33 

 

Exercise is crucial in the essential and auxiliary prevention of coronary artery disease, 

as well as the treatment of coronary artery disease. Physical inactivity has traditionally 

been known to be a risk factor for cardiovascular disease. Patients with heart disease 

who are enrolled in a regular exercise programme and are taught about the control of 

risk factors had a lower number of postoperative events and readmission to hospital, as 

well as a lower mortality rate, according to studies.34 Exercises have been included as 

therapeutic conduct in the management of patients with CAD who are taking 

medication and making behavioral changes, including as dietary and behavioural 

alterations. Given the numerous health benefits of exercise, it is fair to believe that 

physical activity can serve as a protective factor for individuals who are candidates for 

CABG, rather than just as part of a post-CABG rehabilitation programme. (33,34) 

 

 

INTRODUCTION 



10 | P a g e  
 

 

The cardiovascular system integrates systemic, cellular, and molecular signaling 

mechanisms to respond to exercise. Improved functional capacity, improved quality of 

life, increased oxidative and metabolic capacity, attenuated or reversed skeletal muscle 

atrophy, improved autonomic activation, increased endothelium activation, and 

improved muscle performance are all associated with exercise on the cardiopulmonary 

system.35 Interval exercise training is considered to lengthen exercise duration, reduce 

cardiovascular demand, decrease ventilator demand, allow for higher exercise intensity, 

and minimize symptoms of dyspnoea and leg discomfort in this way.(34,35) 

 

A recent Cochrane Group meta-analysis in CHD revealed that exercise reduces 

cardiovascular mortality, minimizes hospital admissions, and improves quality of life 

independent of the type of CHD treatment option used—medicine, angioplasty, or 

surgery.36 

 

The Perceived Stress Scale (PSS), STRAIT, Holmes and Rahe stress scale, stress 

overload scale, Wheaton assessment of chronic stressors, stressful life events screening 

questionnaire, and daily inventory of stressful events are some of the scales that have 

been used to assess stress in individuals.37 

 

The PSS-10 is a global measure of stress that examines the degree of non-specific 

appraised stress in the aetiology of disease and behavioural disorders, as well as an 

outcome measure of the perceived amount of stress in CAD.38 
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According to several studies, PSS is a better stress indicator than an instrument that 

determines whether or not a person has been exposed to a certain incident. Perceived 

stressors may also predict a wide range of health consequences, according to research.39 

Stress has been demonstrated to affect compliance and adherence to the home 

programme in children. Stress and compliance are believed to be inversely proportional, 

which means that as stress levels rise, compliance levels decline.40 

 

Some studies show that anxiety, depression, mood disorders, etc are prevalent in 

subjects who undergo CABG, but there are very few or limited studies showing the 

perception of stress Pre and Post-operatively also there is a dearth of studies reporting 

the influence of this stress on compliance with therapy. Thus, there is a need to assess 

stress levels and compliance to exercises. 
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OBJECTVE: 

➢ To assess stress among CABG individuals pre and post operatively. 

➢ To assess whether compliance and adherence to exercise influence stress levels.  

➢ Whether compliance with therapy is related to stress. 
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REVIEW OF LITERATURE 

The study was conducted to assess the relationship between actual and perceived risk 

factors, identification of underestimated risk factors and an indication of 

underestimation of every risk factor. In this cross‑sectional study, data of 313 coronary 

artery bypass graft (CABG) patients admitted to hospital in the west of Iran were 

collected through a demographic interview, actual risk factors checklist, open single 

item of perceived risk factors and a life stressful events scale. Data were analyzed using 

Spearman’s correlation coefficients and one‑sample Z‑test for proportions. The study 

concluded that patients underestimated the role of aging, overweight, hypertension, 

family history, etc. were ignored. This study is aimed to focus on the underestimate risk 

factors by increasing the awareness and promote appropriate lifestyle post-operative 

CABG.41 

 

The study was conducted to assess the experiences of the subject in the pre-operative 

phase of CABG and to regulate the approach to a disease modify new lifestyle. An 

individual admitted to a university teaching hospital were included qualitative 

exploratory study in the city of Brazil, Salvador, Bahia. The transcription was initially 

intervened for pre-analysis and checked for it is repetitiveness, prettiness, homogeneity 

followed by differentiation of categories of analysis. The study reported that pre-

operative CABG subjects go through a wide range of psychological imbalance, 

assuming that surgery obtains to understand that every individual varies with 

subjectivity. Hence the patients were benefitted of having discussed their feelings with 

respect to fear, stress, and anxiety.42 

REVIEW OF LITERATURE 
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A descriptive study consisting of 68 individuals for a duration of 2 months was selected 

for post-operative stressors that are associated with CABG. The study carried out using 

the revised cardiac surgery stressors scale to determine interpersonal, extra personal, 

intrapersonal stressors. results showed that intrapersonal stressors are more than 

interpersonal and extra personal stressors. The author conculcated that the nurses 

should emphasize identifying and eliminating of intrapersonal stressors depending on 

the need of an individual, as analysis showed the intrapersonal more than any other.25 

 

A study was conducted in the centre of cardiac surgery of The University Hospital gent 

(Belgium). The researcher reviewed the perception of depression and anxiety in open-

heart surgery perioperatively. 130 subjects according to inclusion and exclusion criteria 

were included. Subjects were tested according to three inventories that are a Dutch 

version of the spiel Berger state anxiety questionnaire, beck depression and the state-

trait anxiety inventory on the 1st day, 7th day and 6th month of follow up 

postoperatively. The researcher concluded that there is an increase in stress on 1st-day 

postoperatively and a significant reduction of stress after follow up. 43 

 

A randomized controlled trial consisting of 117 subjects were allocated in two groups, 

control and experimental. Before two weeks of cardiac surgery based on outpatient 

settings, the experimental group received holistic therapy. The holistic therapy 

consisted of light physical exercise and mental stress reduction program. After the 

physical exercise session, the SF-36 questionnaire was administered to measure the 

quality of life. The hospital record was also  
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collected to calculate the length of hospital stay and the rate of atrial fibrillation 

incidence. The study concluded that preoperative holistic therapy can be delivered in 

hospital settings but two weeks is insufficient and is of very less duration to deliver the 

benefits on QOL, LOS and AF incidence.44 

 

A five-year longitudinal cohort study in individuals following coronary artery bypass 

grafting surgery was conducted to assess depression, anxiety, and major adverse 

cardiovascular and cerebrovascular events. Out of 698 individuals, 158 subjects who 

met the inclusion and exclusion criteria were considered for the study. Subjects 

underwent a structured clinical interview pre-operatively to assess depression and 

anxiety disorders. Post-operatively the subjects also completed self-reported 10-item 

mood and anxiety symptom questionnaire and mini-international neuropsychiatric 

interview which resulted in the insignificant association of distress disorders with 

MACCE. Thus, the study concluded generalized anxiety disorder is significantly 

associated with MACCE after follow up of CABG surgery.45 

 

A study was conducted in community residents in southern California using a quota 

sampling method to decide sample size which included 861 subjects above 18 years of 

age. Prototype SOS software was used to assess the overload of stress in individuals. 

This software consisted social readjustment rating scale, daily hassles, daily stress 

inventory, weekly stress inventory, a global inventory of stress, index of clinical stress, 

perceived stress scale, recent perceived stress scale questionnaire to check the relation 

between stress and health of individuals. The research concluded that the SOS is a  

REVIEW OF LITERATURE 
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theory-consistent, psychometrically viable, practical and diversity-friendly measure of 

stress which hopefully proves a beneficial tool for community health researchers and 

clinical practitioners as well.46 

 

The aim of the study was to examine the prevalence and course of depression and 

anxiety in coronary artery bypass grafting patients before and after surgery. It was a 

follow-up study 1 day before and 6 days, 6 months and 3-5 years after the procedure. 

The long-term relationship between mood disorders and neuropsychological deficits 

was assessed using emotional scales and neuropsychological tests. Investigator 

concluded that there is a significant reduction of cognitive-affective depression score 

between day 1 before and 6 months of follow up and there is no significant drop in the 

cognitive-effective score between 6 months and 3 to 5 years of follow up.47 

 

A study was conducted to assess the factors related to a longer stay in the intensive care 

unit for recovery of coronary artery bypass grafting patients. 40 subjects were enrolled 

during the study period in the university medical Centre in southern California. On 4th 

and 5th post=operative days, the individuals completed pain and exercise forms. Post-

operative recovery index strategy was used to measure the pain, ambulation, length of 

stay in the hospital post-operatively and the complications. The pain was measured 

using 1-item subjective physical intensity scale, ambulation was measured by the 

number of cadences they took on 3rd, 4th and 5th day post-operative days respectively. 

The researcher concluded that the amount of exercise the patients carried on before  
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surgery has an impact on the pain and length of hospital stay and ambulation during the 

post-operative phase.29 

 

The study was reviewed about over 19 articles that were selected from PubMed, 

Scopus, Cinahl. To measure internal consistency, reliability, factorial validity, 

hypothesis validity in a different language of PSS-14, PSS-10, and PSS-4. For the result 

of validity and reliability Pearson spearman and co-relation coefficient test was used 

evaluation of scale done between 2 days, 4 weeks and 6 weeks. The analysis concluded 

that PSS is short and easy to use questionnaire PSS-10 is superior psychometric 

properties as compare to PSS-14 and PSS-4. It is recommended that PSS-10 is to be 

used to measure perceived stress both in practice and research. PSS-4 is the least 

effective tool it can be used on the basis of a telephone interview.39 

 

The purpose of the study was to determine the relationship between the level of 

caregiver stress and compliance with home exercise programs in the caregiver of 

children with disabilities. In this study, 66 caregivers included the researcher prescribed 

home program to the children and determine their level of compliance with a prescribed 

home physical therapy program and the level of caregiver’s stress with the help of a 

questionnaire on resource and stress (QRS) based on mail survey. The result shows that 

linear regression analysis revealed a significant relationship between the caregiver level 

of non-compliance with the home program and the level of stress they reported.40 
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The study determines a co-relation between caregiver stress and compliance with a 

home exercise program in children with developmental delays. In this study short form 

of the questionnaire on resources and stress given to the caregivers to assess the level 

of stress and also compliance survey questionnaire to check their compliance with 

therapy. The result shows that invariably all the parents of children experience 

increased stress level that leads to a significantly decreased compliance with the home 

exercise program.48 

 

The goal of the study was to see how a comprehensive rehabilitation and intensive 

education (CRIE) program affected anxiety, depression, quality of life (QoL), and the 

risk of major adverse cardiac and cerebrovascular events (MACCE) in patients with 

unprotected left main coronary artery disease (ULMCAD) who underwent coronary 

artery bypass grafting (CABG). In a 1:1 ratio, 300 ULMCAD patients who underwent 

CABG were randomly assigned to the CRIE or usual care (UC) groups. Anxiety and 

depression were assessed using the Hospital Anxiety and Depression Scale (HADS), 

and QoL was assessed using the 12-Item Short-Form Health Survey (SF-12), on 

discharge day from the hospital (M0), three months later (M3), six months later (M6), 

and twelve months later (M12). The study's conclusion In ULMCAD patients who 

underwent CABG, CRIE appears to be a helpful method for lowering anxiety and 

sadness while also increasing QoL.49 

 

A total of 12 studies were reviewed for this investigation. The Matrix Method was used 

to examine studies found in CINAHL, MEDLINE, Psych INFO, Scopus, and Embase.  
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Personal, socio-environmental, and intervention-related factors all had a role in  

promoting physical activity. Personal, socioeconomic, and cardiac rehabilitation 

program-related issues were all identified as barriers to physical activity. Barriers to 

physical exercise were recognised as personal, socioeconomic, and cardiac 

rehabilitation program-related difficulties. Male sex was the most common predictor of 

physical activity, and comorbidities were the most common obstacle. The facilitators 

and barriers to physical activity following heart surgery were discovered in this study. 

When developing physical activity programmes for postoperative cardiac patients, 

healthcare providers and exercise guideline developers should take into account the 

findings.50 

 

The aim of this study was to see if there were any correlations between early coronary 

artery bypass graft rehabilitation non-adherence and sociodemographic and clinical 

baseline data. At baseline, discharge, and four weeks after the coronary artery bypass 

graft, the outcomes were evaluated. The Pearson 2 test for categorical variables was 

used to examine differences in sociodemographic and clinical baseline data in adherent 

and non-adherent individuals. This could have an impact on how well the rehabilitation 

programme is followed. Furthermore, past research has indicated that the surgical 

process might have an impact on the patient's physiological state, which can affect the 

patient's physical and mental health. Despite the fact that this study demonstrates that 

sociodemographic and medical factors influence adherence to rehabilitation 

programmes at various points during hospitalisation and after release.51 
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The objective of this Systematic Review and Meta-Analysis was to investigate how 

common depression was in patients before and after coronary artery bypass surgery. 

CINAHL, LILACS, MEDLINE, PsycINFO, Sci ELO, Scopus, and Web of Science 

databases were evaluated for the past ten years. The research examined a total of 16,501 

patients. The Hospital Anxiety and Depression Scale (HADS), the Beck Depression 

Inventory (BDI), the nine-item Patient Health Questionnaire, and the Centre for 

Epidemiological Studies are all used to assess depression and anxiety in hospitals. The 

Depression Scale was applied as a measurement tool. The study emphasises the 

necessity of identifying clinically relevant mood change before and after CABG  in 

order to provide early intervention. Depression counselling before surgery can improve 

a patient's perspective of illness control and management, which can help to reduce 

post-surgical depression.52 

 

A total of 65 patients participated in this clinical prospective trial. These individuals 

had CABG for a year and had not taken any psychiatric medication. In patients who 

had been diagnosed with coronary artery disease (CAD) and were scheduled for CABG 

surgery, Beck's Depression Inventory (BDI) and Beck's Anxiety Inventory (BAI) 

assessments were administered. The tests were performed on the third, seventh, and 

thirty-first days, respectively. According to studies, between 30 and 40 percent of 

CABG surgery patients suffer from depression (severe, mild, or dysthymia). Some 

patients, however, may have new depression symptoms during their recovery following 

surgery and in the postoperative phase. Although their behavioural and physiological 

processes are poorly understood, both depression and anxiety tend to increase the risk  
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of morbidity. During the postoperative phase, depression and anxiety levels rise in all 

CABG surgery patients.53 

 

The researchers were doing a systematic evaluation to see how effective psychosocial 

therapies were in increasing physical activity and enhancing physical function in the 

first three months after CABG surgery.   The study's secondary goal was to find out 

what self-management strategies and/or behavioural change techniques were used in 

post-CABG rehabilitation programmes. The systematic review procedure was created 

using the Preferred Reporting Items for Systematic Reviews and Meta-Analyses 

(PRISMA) checklist as a guide. Medline, Scopus, PubMed, CINAHL, Web of Science, 

SPORTS Discus, Cochrane Library, EMBASE, and  

 

Clinical Key were the seven electronic databases used. Sixteen of the 18 trials found 

that the intervention had a beneficial effect on physical activity engagement or physical 

function when compared to conventional care. According to the findings of this 

comprehensive evaluation of the literature, psychosocial therapies were beneficial in 

increasing physical function and physical activity participation after CABG surgery.54 

 

The focus of this research was to understand the role of trait anxiety in mediating and/or 

moderating the association between childhood trauma and stressful life events on the 

one hand, and the development of PTSD and depression in cardiac surgery patients on 

the other. The Self-Report Inventory for PTSD (SRIP), which has previously been well- 
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validated, was used to assess PTSD symptoms. The 21-item Beck Depression 

Inventory-Revised was used to assess depressive symptoms in the previous week in 

order to determine if they fulfilled DSM-IV-TR criteria (BDI-II). To maximize 

response rates, participants got questionnaires through mail and a phone reminder. 

According to the findings, trait anxiety is a powerful mediator of the association 

between stress exposure and the development of PTSD and depression following heart 

surgery. Trait anxiety screening could provide quick access to useful information and 

help identify those who need psychological follow-up after discharge. 55 
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METHODOLOGY 

 

Source of data: Sample is collected from Shri Dharmasthala Manjunatheshwara 

Narayana Hrudayalaya (SDM-NH), Dharwad. 

 

Study subjects: Study population consists of all individuals diagnosed with coronary 

artery disease and undergoing elective CABG.   

 

Selection criteria:    

Inclusion Criteria:  

• Individuals and their family willing to participate in the study. 

• Both gender, Age: 40-75yrs according to the prevalent data collected at 

SDM-NH. 

• Patients who are admitted at SDM-NH hospital for CABG procedure. 

• Patients who are hemodynamically stable.17 

         Exclusion Criteria:   

• Individuals who are not willing to participate in the study.  

• Paediatric age group.31 

• Individuals who are hemodynamically unstable.17  

• History of psychiatric cases like schizophrenia, depression etc.19 
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• History of immobile individuals due to neurologic conditions, 

musculoskeletal conditions, or any other comorbid status.21 

• Any participant who develops a post-operative complication will be 

excluded from the research (e.g.: hemiparesis, foot-drop, surgical 

complications etc.)19 

 

Study area: study is conducted at the SDM-NH, Dharwad. 

Study period:   one year   

 

METHODS OF COLLECTION OF DATA: 

• Study design:  Prospective Cohort Study              

• Sample: Individuals who are admitted for CABG at SDM-NH, during 

the study period and who meet the inclusion and exclusion criteria.                               

Sampling procedure: Subjects were selected according to inclusion 

and exclusion criteria. Informed consent was taken from patients. The 

perceived stress scale was given pre-operative 2nd/3rd day of admission 

to the hospital and Second administration is done during the first 

follow-up period post-operatively to the patients to be duly filled and 

returned. The physiotherapy protocol is given to the patients according 

to their requirements. The exercise protocol includes breathing  
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exercises, thoracic mobility exercise and walking as per patient’s 

tolerence. Compliance with the protocol recorded. Scores obtained 

from perceived Stress Scale were categorized into mild stress, moderate 

stress and severe stress for further discussion post results.  

 

• Study instrument:   

1. Consent form 

2. Demographic data sheet  

3. Perceived stress scale (PSS-10)    

 

• Data collection:  

Ethical clearance for the study is obtained from the Institutional Ethical 

Committee of Shri Dharmasthala Manjunatheshwara University, 

Dharwad. The permission to use Perceived Stress Scale for the study 

has been obtained from the author of the tool. The tool was translated 

to the local language in Kannada and tested for reliability and validity.  

Patients who are undergoing CABG were addressed and explained 

regarding the procedure and need for the study and their participation. 

The written informed consent and demographic data sheet was 

appropriately obtained from the patients. The perceived stress scale was 

given to the patients in the language of Kannada and explained the 

method of answering the questionnaire. Patients were asked to return  
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the duly filled PSS form. Compliance to physiotherapy protocol is 

recorded. 

 

Scoring of outcome measures: 

 PSS: The items 4, 5, 7 and 8 should be reverse scored as follows:  0 = 

4, 1 = 3, 2 = 2, 3 = 1 & 4 = 0. The item scores are then summed 
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RESULTS 

Total 60 patients was included, those who are posted for coronary artery bypass grafting 

surgery in the CARDIAC unit of SDM-NH (Shri Dharmasthala Manjunatheshwara - 

Narayana Hrudayalaya) during study duration. Demographic data of all the patients is 

obtained. First administration of PSS was given 2nd/3rd day of admission to the hospital 

pre operatively and Second administration is done during the first follow-up period 

post-operatively. PSS-10 was given to the patients to be duly filled and returned, and 

the frequency of adherence and compliance to the protocol was recorded. 

 

Descriptive analysis is done and presented as mean, percentage, frequency and standard 

deviation. Further data analysis is performed using the Kolmogorov-Smirnov test of 

normality and for comparison Independent sample t test and McNemar test. 
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Table1: Normality of change scores of perceived stress from pre-

operative to post-operative by Kolmogorov Smirnov test 

 

Variable Z-value p-value 

Difference 1.1940 0.1150 

 

Note that, the change scores of perceived stress from pre-operative to post-operative all 

follow normal distribution.  Therefore, the dependent t test was applied 
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Table 2 : Age wise distribution of patients 

Age groups No of patients % of patients 

40-49yrs 7 11.67 

50-59yrs 13 21.67 

60-69yrs 25 41.67 

70-80yrs 15 25.00 

Total 60 100.00 

 Mean age 62.73 

 SD age 9.57 

 

GRAPH 1: Age wise distribution of patients 
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Table 3: Gender wise distribution of patients 

Gender No of patients % of patients 

Male 44 73.33 

Female 16 26.67 

Total 60 100.00 

 

Graph 2: Gender wise distribution of patients 
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Table3: Co-morbidities wise distribution of patients 

 

Co-morbidities No of patients % of patients 

Diabetic mellitus   

Yes 50 83.33 

No 10 16.67 

Mean duration of DM 6.70 

SD duration of DM 4.05 

Hypertension  

Yes 49 81.67 

No 11 18.33 

Mean duration of HTN 4.78 

SD duration of HTN 2.85 

Total 60 100.00 

 

Graph 3: Co- morbidities wise distribution of patients:  
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Table 4: Comparison of pre-operative to post-operative perceived 

stress scores  

Treatment Mean SD Mean 

Diff. 

SD Diff. %of 

change 

Paired t P-value 

Pre-

operative  

19.40 3.26      

Post-

operative  

13.27 5.47 6.13 4.54 31.62 10.4608 0.0001* 

 

Graph 4: Comparison of pre operative and post operative stress 

scores  
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Table 5: Comparison of pre and post-operative PSS score according 

to stress level 

 

Levels of stress PSS PRE OP % PSS post OP % 

Low stress  

(0-13) 

5 8.33 37 61.67 

Moderate stress 

(14-26) 

55 91.67 23 38.33 

Severe stress 

 (27-40) 

0 0.00 0 0.00 

Total 60 100.00 60 100.00 

Mc Nemar test, p=0.0001, S 

 

Graph 5: Comparison of pre and post operative PSS score according 

to stress level 
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The Kolmogorov-Smirnov test for normality showed that the Z-value was 0.09043 with 

p= 0.1150 which provides evidence that the data was normally distributed. Hence 

parametric tests were used for further analysis of the data. (table1) 

 

All calculations were performed at 95% confidence interval with p<0.05 being 

considered as a statistically significant.  

 

The distribution of total number of subjects were categorized into 40-49 years, 11.67% 

(7 subjects), 50-59 years 21.67 % (13 subjects), 60-69 years 41.67% (25 subjects), 70-

79 years 25% (15 subjects) respectively. Mean age of 62.73 and standard deviation is 

9.57. illustrated in table 2 and graph 2. 

 

Out of 60 subjects, 73.33% (44 subject) were male and 26.67% (16 subject) were 

female. table 1 and graph 1 illustrate the distribution of study subject according to 

gender. 

 

According to demographic data recording total 50 (83.33%) subjects suffering with 

diabetes mellitus. Mean duration of diabetes mellitus is 6.70 and standard deviation is 

4.05. other hand subjects suffering with hypertension is 49 (81.67%). Mean duration of 

hypertension co-morbidity is 4.78 and standard deviation of 2.85.  (table 3 and graph 

3) 
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Comparison of pre and post-operative perceived stress scale score all follow normal 

distribution. Therefore, data was analysed using the dependent t test with p-value <0.05 

considered significant. 

 

Table 4 and Graph 4 illustrated Comparison of pre- and post-operative PSS score. Pre-

operative mean of PSS is 19.40 with standard deviation of 3.26. and post operatively 

mean of PSS is 13.27 with standard deviation of 5.47. which showed a significantly 

decrease in score post operatively as compared to pre-operative with t -value 10.46 and 

p -value 0.0001. 

 

Study subjects were distributed according to levels of stress pre operatively into low 

stress [5 (8.33%)], moderate stress [55 (91.67%)] and severe stress [0(0.00%)] and post 

operatively low stress [37(61.67%), moderate stress [23(38.3%), severe stress 

[0(0.00%) respectively. 
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DISCUSSION 

Objective of the study was to assess stress and compliance of exercise in individuals 

with Pre and post-operative CABG. And to check whether compliance of physiotherapy 

protocol influenced the stress level. Total 60 patients were included, those who are 

posted for coronary artery bypass grafting surgery in the CARDIAC unit of SDM-NH 

(Shri Dharmasthala Manjunatheshwara - Narayana Hrudayalaya) during study 

duration. Demographic data of all the patients was obtained. First administration of PSS 

was given 2nd/3rd day of admission to the hospital pre operatively and Second 

administration was during the first follow-up period post-operatively. PSS-10 was 

given to the patients to be duly filled and returned, and the frequency of adherence and 

compliance to the protocol was recorded. 

 

It is observed that among individuals who undergo CABG, ratio of males is higher 

when compared to females. This result is in concurrence with another study from North 

India which shows the predominance of male gender among age range of 45-80 years.56 

However, stress experienced by male and female was not significantly different from 

each other. Results of our study go along with the findings of the study on stress among 

coronary artery disease which also reports that there was not significant difference 

between gender groups.57 

 

Result of our study also found that individuals who are suffering with diabetes mellitus 

and hypertension undergoing CABG showed increase in stress levels preoperatively  
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However, as the patients began to adhere to the exercises, it helped them in reducing 

stress after surgery. 

 

Study has included different age group which shows that in 60-69 age group have 

higher predominance over coronary artery disease this result is also in concurrence with 

another study which says that Aging has a remarkable effect on the heart and arterial 

system, leading to an increase in CVD including atherosclerosis, hypertension, 

myocardial infarction, and stroke.(58,59) Age associated changes are vascular thickening, 

vascular stiffness, vascular functional changes, altered regulation of vascular tone, 

Reduced physical activity. 60 according to our study results 40-45 years age group has 

less predominance over coronary artery disease.  

  

 Results obtained shows that elevated levels of stress among post-operative individuals 

was significantly reduced as compare to pre-operative status, this significant change in 

stress levels post operatively is because of adherence and compliance to exercises. 

 

Many studies have been conducted to evaluate depression and anxiety, as well as 

adherence to prescribed exercises after CABG. Exercise compliance has been 

demonstrated to assist people to cope-up with depression and anxiety symptoms while 

also improving on their quality of life. Similarly, due of compliance and adherence to 

exercise throughout hospitalisation, our study found a considerable reduction in stress 

levels after CABG. 
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As a result, our findings suggest that exercise compliance is necessary to minimize 

stress levels following CABG. All the participants in the study completed exercises 

throughout their stay in the hospital, and as a result of which, their stress levels were 

reduced significantly. Throughout the study duration, no individuals complained of 

increase in stress levels or any other complications due to exercises. Those individuals 

who had been identified as having moderate stress levels preoperatively later turned out 

to be having low stress levels post-operatively due to adherence to exercises. As the 

study was carried on with convenient sampling none of the participants presented with 

severe stress levels but this may or may not hold true if larger sample size is considered.  

 

 

 

 

 

 

 

 

 

 

 

DISCUSSION 



39 | P a g e  
 

 

LIMITATIONS OF STUDY  

1. Sample size is considered as convenient due to covid phase ongoing. 

2. Coping strategies used by patients was not considered in this study.  

3. There can be various other cause which many increases in stress level in 

patients. For example, Financial burden, emotional distribution, type of 

occupation.   

4. Follow up of compliance to exercises was not considered.   
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FUTURE SCOPE OF STUDY: 

1. Other outcome measurements can be taken into consideration.  

2. Environmental barriers and facilitators of patients perceived stress can be 

included. 
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CONCLUSION 

The result showed that PSS has been reduced after CABG due to adherence and 

compliance to exercise. The study signifies that mild-moderate stress level in few 

individuals which was significantly seen Pre-operatively, was later observed to be 

having lower stress levels post operatively due to adherence of exercises. Participants 

involved in the study were adhered to the set of exercises throughout the stay in 

hospital. Thus, we can state that if compliance and follow-up of exercises is carried out 

in appropriate way throughout the hospitalization phase then there will be significant 

reduction of stress in subjects undergoing CABG.  
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SUMMARY 

Patients who are undergoing CABG experience number of challenges and stress due to 

long-time procedure, lines which are connected to the body, length of hospital stay, 

quality of life, postoperative complications, longer physical and emotional recovery. 

Many studies state that anxiety and depression is seen in before and after CABG. This 

study was done to assess stress pre and post operatively and check whether compliance 

of physiotherapy protocol influenced the stress levels in these individuals. 

 

The perceived stress scale was translated in local language kannada for purpose of the 

study. 60 patients diagnosed with CAD were included in the study. Perceived stress 

scale Kannada is administered pre and post operatively. According to requirement of 

patient’s problem exercises are prescribed. Later data was subjected for analysis. 

 

According to analysis stress is reduced after CABG due to compliance and adherence 

to exercises. As the study was carried on with convenient sampling none of the 

participants presented with severe stress levels but this may or may not hold true if 

larger sample size is considered.  

 

 The study concluded that compliance to exercises help individuals to minimize stress 

levels in individuals undergoing CABG. 
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CONSENT FORM 

O.P/I. P No: 

SR. No. of the study subject: 

STUDY TITLE: Perceived Stress Score and Compliance with Physiotherapy 

Protocol in Pre and Post Coronary Artery Bypass Grafting Individuals. 

 

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

consent to be included as a subject in the study mentioned above. I have been informed 

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

language by the physiotherapist and a copy of information sheet has been given to me. 

I have been explained in detail about the Scales which will be used in the study. I 

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

of 1 year, and I have the opportunity to ask questions. I am also aware about my right 

to opt myself out of the study at any time during the course of the study without having 

to give any reasons, without my medical care or legal rights being affected. I agree to 

adhere to the physiotherapist’s instructions and to co-operate fully with those 

conducting the study and inform them in case of any untoward experience. I agree to 

restrict the use of any data or results that arise from the study provided. I have read 

through the details of the same in the information sheet provided to me. 

Date: 

Place: 

________________________ 

(Signature/ Left thumb impression.) 

Name of the Participant: ___________________. 

Son/Daughter/Spouse of: ___________________. 

Complete Postal Address: 

______________________________________________________. 

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

Date:                                                                                        

Place: 

………………………………………. 

(Signature of the principal investigator)                                                                        

1. Witness-                                                  2. Witness- 

    Signature-    Signature- 

    Place-                                                                             Place- 
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PROFORMA 

Demographic data sheet 

Name:                                                                                            

Age:                           OP/IP No:                                           sex/gender: male/female 

Occupation:                                                                          married/unmarried 

Date of admission:                 

Date of examination: 

Date of surgery: 

Chief compliant: 

1. Pain (VAS): 

2. Breathing: MRC/BORG 

 

Present history: coronary artery disease DVD/TVD 

Past history:  

Previous CABG: YES/NO 

H/O: DM: YES/NO                                                  if yes, since when? 

H/O: HTN: YES/NO                                                 if yes, since when? 

H/O: Endocrine dysfunction: YES/NO                 if yes since when? 

H/O: Cancer  

H/O: surgery: YES/NO                                           If yes, what? 

Diet: veg/non-veg/mixed 

Habits: smoking/alcohol/tobacco chewing       since when? 

1st administration:  

• PSS scoring:  

• Frequency of exercise prescribed: 

 

2nd administration: 

• PSS scoring: 

• Frequency of exercise performed: 
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PERCEIVED STRESS SCALE 

The questions in this scale ask you about your feelings and thoughts during the last 

month.  In each case, you will be asked to indicate by circling how often you felt or 

thought a certain way.  

 Name ____________________________________________________________    

Date ______________ Age ________    Gender (Circle):    M    F            Other 

_____________________________________  

 0 = Never     1 = Almost Never     2 = Sometimes     3 = Fairly Often     4 = Very 

Often  

1. In the last month, how often have you been upset because of something that 

happened unexpectedly?    

0 1 2 3 4         

2. In the last month, how often have you felt that you were unable to control the 

important things in your life?    

0 1 2 3 4         

3. In the last month, how often have you felt nervous and “stressed”?  

 0 1 2 3 4        

 4. In the last month, how often have you felt confident about your ability to handle 

your personal problems?     

0 1 2 3 4         
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5. In the last month, how often have you felt that things were going your way?  

 0 1 2 3 4         

6. In the last month, how often have you found that you could not cope with all the 

things that you had to do?     

0 1 2 3 4         

7. In the last month, how often have you been able to control irritations in your life?  

 0 1 2 3 4         

8. In the last month, how often have you felt that you were on top of things?  

 0 1 2 3 4         

9. In the last month, how often have you been angered because of things that were 

outside of your control?    

0 1 2 3 4         

10. In the last month, how often have you felt difficulties were piling up so high that 

you could not overcome them?   

0 1 2 3 4 
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PERCEIVED STRESS SCALE – TRANSLATED VERSION IN   

KANNADA 

UÀæ»¹zÀ MvÀÛqÀzÀ ¥ÀæªÀiÁt 

 

¥ÀæwAiÉÆAzÀÄ ¥Àæ±ÉßUÀÄ PÉ¼ÀV£À ¥ÀAiÀiÁðAiÀÄUÀ¼À£ÀÄß DAiÉÄÌ ªÀiÁr: 

 

0) E®è 
1) §ºÀÄvÉÃPÀ E®è 
2) PÉ®ªÉÇªÉÄä 
3) ¸ÁPÀµÀÄÖ DUÁUÀ 
4) ºÉZÀÄÑ DUÁUÀ 

 

 

1. PÀ¼ÉzÀ wAUÀ¼À°è, C¤jÃQëvÀªÁV K£ÁzÀgÀÆ ¸ÀA¨sÀ«¹zÀ PÁgÀt ¤ÃªÀÅ JµÀÄÖ ¨Áj 
C¸ÀªÀiÁzsÁ£ÀUÉÆAr¢ÝÃj?  

 

2. PÀ¼ÉzÀ wAUÀ¼À°è, ¤ªÀÄä fÃªÀ£ÀzÀ ¥ÀæªÀÄÄR «µÀAiÀÄUÀ¼À£ÀÄß ¤AiÀÄAwæ¸À®Ä ¤ªÀÄUÉ ¸ÁzsÀåªÁUÀ°®è 
JAzÀÄ ¤ÃªÀÅ JµÀÄÖ ¨Áj ¨sÁ«¹¢ÝÃj? 

 

3. PÀ¼ÉzÀ wAUÀ¼À°è, ¤ÃªÀÅ JµÀÄÖ ¨Áj C¹ÜgÀªÁV ªÀÄvÀÄÛ MvÀÛqÀªÀ£ÀÄß C£ÀÄ s̈ÀªÀÅ¹¢ÝÃj? 
 

4. PÀ¼ÉzÀ wAUÀ¼À°è, ¤ªÀÄä ªÉÊAiÀÄQÛPÀ vÉÆAzÀgÉUÀ¼À£ÀÄß ¤¨sÁ¬Ä¸ÀÄªÀ ¤ªÀÄä ¸ÁªÀÄxÀåðzÀ §UÉÎ JµÀÄÖ 
¨Áj ¤ªÀÄUÉ s̈ÀgÀªÀ¸É¬ÄvÀÄÛ? 

 

5. PÀ¼ÉzÀ wAUÀ¼À°è, JµÀÄÖ ¨Áj ¸ÀAzÀ s̈ÀðUÀ¼ÀÄ ¤ªÀÄä ºÁ¢AiÀÄ°è ºÉÆÃUÀÄwÛªÉ/¸ÁUÀÄwÛªÉ JAzÀÄ 
¨sÁ«¹¢ÝÃj? 

 

6. PÀ¼ÉzÀ wAUÀ¼À°è, JµÀÄÖ ¨Áj ¤ÃªÀÅ ªÀiÁqÀ¨ÉÃPÁzÀ PÉ®¸ÀUÀ¼À£ÀÄß ¤¨sÀ¬Ä À̧®Ä ¸ÁzsÀå«®è JAzÀÄ 
PÀAqÀÄPÉÆAr¢ÝÃj? 

 

7. PÀ¼ÉzÀ wAUÀ¼À°è, JµÀÄÖ ¨Áj ¤ÃªÀÅ ¤ªÀÄä fÃªÀ£ÀzÀ°è QjQjAiÀÄ£ÀÄß ¤AiÀÄAwæ¸À®Ä 
¸ÀªÀÄxÀðgÁV¢ÝÃj? 
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8. PÀ¼ÉzÀ wAUÀ¼À°è, JµÀÄÖ ¨Áj ¤ÃªÀÅ ªÀ À̧ÄÛUÀ½VAvÀ ªÉÄÃ°¢ÝÃj JAzÀÄ s̈Á«¹¢Ãj? 
 

9. PÀ¼ÉzÀ wAUÀ¼À°è, ¤ªÀÄä PÉÊ«ÄÃj ¸ÀA¨sÀ«¹zÀ/£ÀqÉzÀ ¸ÀAzÀ¨sÀðUÀ½è ¤ÃªÀÅ JµÀÄÖ ¨Áj 
PÉÆÃ¥ÀUÉÆAr¢ÝÃj? 

 

10. PÀ¼ÉzÀ wAUÀ¼À°è, JµÀÄÖ ¨Áj ¤ªÀÄä vÉÆAzÀgÉUÀ¼ÀÄ CwÃ ºÉaÑ£À ªÀÄnÖUÉ DVzÀÝjAzÀ CªÀÅUÀ¼À£ÀÄß 
¤ªÁj¸À̄ ÁUÀ°®è JAzÀÄ ¨sÁ«¹¢ÝÃj?  
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MASTER CHART 

 

 

 

 

 

ANNEXURES 



59 | P a g e  
 

 

ETHICAL CLERANCE COMMITTEE 
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GUIDE RECOGNITION LETTER 
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CTRI NUMBER: CTRI/2020/06/025716 
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PHOTOGRAPHS 

 

 

 

PHOTOGRAPHY 1: PATIENT IS FILLING PSS-10 

 

 

 

 

 

 

 

 

 

 

ANNEXURES 



63 | P a g e  
 

 

                  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

PHOTOGRAPH 2: 

PATIENT IS DOING 

INCENTIVE SPIROMETER 

(INSPIRATORY)  

PHOTOGRAPH 3: PATIENT 

IS DOING INCENTIVE 

SPIROMETER 

(EXPIRATORY) 
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PHOTOGRAPH 4: PATIENT IS 

DOING THORACIC 

EXPANSION EXERCISE 
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PAYMENT RECEIPT 
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