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INTRODUCTION
The COPD has a major impact on healthcare costs and is associated 
with smoking and biomass smoke exposure. COPD leads to 
decline in the lung function with persistent progressive airflow 
limitation [1]. Symptoms like cough, phlegm and dyspnoea and 
clinical presentation varies according to different stages. Clinical, 
physiological and pathological heterogeneity of COPD hampers 
the effective treatment [2]. By 2050, it is estimated that COPD cases 
will reach up to 592 million among adults aged 25 or older and 
by 2030 it will become the third leading cause of death worldwide 
as estimated by World Health Organisation (WHO) in around 2005 
although, the current data states that it is the fourth leading cause 
of the death, responsible for 3.5 million deaths alone in 2021[3]. 
The most common cause of high mortality  rate across the globe 
is chronic inflammatory lung disease [4]. The prevalence of COPD 
among women are gradually increasing day by day with that of the 
men. The reason being is that the women are more likely to be 
exposed to other factors like biomass smoke etc., [5].

The COPD patients experience a broad range of pulmonary and 
extra pulmonary symptoms fatigue being one of them. Fatigue can 
be defined as the subjective and unpleasant feeling ranging from 
mild  tiredness to severe exhaustion that can limit an individual’s 
ability  to carry out normal activities [3]. After dyspnoea, fatigue is 
the next symptom that a COPD patient experiences and it shows 
a major effect on the overall health status, quality of life and daily 
activities [6]. Due to fatigue there are some other associated 
symptoms like pain, dyspnoea, sleep disturbances, depression, 
anxiety, etc., that can be seen in COPD patients. The prevalence 
of fatigue in COPD patients ranges from 17% to 95% and 47% to 

72% [7]. Fatigue also affects motivation, which results in decreased 
concentration of the patients and lack of ability to perform daily 
activities like household chores etc., [8].

Despite being one of the most important symptoms of COPD, there 
are very few questionnaires that are specifically designed to measure 
fatigue accurately. There are many general and often simple scales 
and questionnaires are there but they may not adequately measure 
the characteristics of fatigue specific to COPD [9]. Fatigue is the 
most common symptom that is present in other chronic diseases 
such as rheumatoid arthritis, multiple sclerosis etc., but in COPD it 
is uniquely associated with dyspnoea [10]. In COPD patients, fatigue 
is a usual feeling which is mostly due to any kind of exertional activity 
but in asthma patients, fatigue occurs due to the exacerbations 
which are intensified by exertion [11].

To address the gap of comprehensive assessment of fatigue in 
COPD patients, the MCFS was created into the Hindi language. 
The original scale has been translated into many different languages 
and then validated, is being used worldwide by many clinicians 
and researchers, and even gets recommended by international 
guidelines as a useful measure for the assessment of fatigue in 
COPD patients [9]. The MCFS has been proved to be a simple, 
reliable and valid tool to assess fatigue in the population of China 
with COPD [12]. The MCFS is found to be responsive to the effects 
of pulmonary rehabilitation in patients with COPD, and change in 
MCFS correlated with reduced dyspnoea and improved quality 
of life following pulmonary rehabilitation [13]. The main aim of this 
study was to translate the MCFS into Hindi language and evaluate 
its content validity by expert panel.
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ABSTRACT
Introduction: The most common yet under-evaluated symptom 
in patients with Chronic Obstructive Pulmonary Disease (COPD) 
is fatigue which has significant implications for quality of life 
and functional status. To assess this multidimensional construct 
accurately a disease specific tool is essential. The Manchester 
COPD Fatigue Scale (MCFS) is a validated tool to measure 
fatigue but due to its unavailability in Hindi it cannot be put 
to use in the Indian population with COPD. So for that reason, 
the aim of the study is to translate it into Hindi language and 
validate it to ensure correct assessment of fatigue in Hindi 
speaking patients with COPD.

Aim: To systematically translate the MCFS into the Hindi 
language and evaluate its content validity in patients with COPD.

Materials and Methods: The present cross-sectional study 
was conducted at the Maharishi Markandeshwar Institute of 
Physiotherapy and Rehabilitation, Mullana, Ambala, Haryana, 

India, from September 2025 to February 2026. The study was 
conducted by using a methodological design which included 
forward-backward translation and expert review by Delphi 
method to appropriately assess the clarity and conception 
of the  translated version of the scale. The statistical analysis 
was done using the Item level Content Validity Index (I-CVI). 
The purpose of the current study is to create a Hindi version of 
this scale so, after the approval from the original developer, the 
authors created the Hindi version of the scale using a forward-
backward translation process. Eight experts then evaluated 
the content validity of the scale.

Results: The Hindi version of the MCFS demonstrated excellent 
content validity with high item-level and scale-level content 
validity indices i.e., 0.97.

Conclusion: The Hindi version of the MCFS was successfully 
translated and demonstrated excellent content validity in Hindi 
speaking patients with COPD.



Shivi Bajpai et al., Hindi Translation of MCFS	 www.jcdr.net

Journal of Clinical and Diagnostic Research. 2026 Sep, Vol-20(9): YC01-YC0622

Scale synthesis: The two translators and a recording bystander sat 
down together for the synthesis of the results of the restatements. 
Working from the primary scale also because the first translator’s 
(T1) and thus the other translator’s (T2) performances, a synthesis 
of those restatements is first conducted to produce one translated 
questionnaire with a report care completely establishing the 
conflation process, each of the addressed issues, and the way 
they were resolved. It is important that the agreement rather of one 
person’s compromising his or her passions resolve issues. This 
phase is completed with this synthesised T-1,2 interpretation of 
the scale.

Backward translation: To carry forward this step, two bilingual 
individuals namely BT1 and BT2, who have a sound knowledge 
of both English and the targeted Hindi language, independently 
translated Hindi version i.e., T12 back into English to construct 
the translated English versions 1 and 2. This procedure was done 
for the validation of the translated version to make sure that it 
contains the same information as that of the original version. The 
most popular method of validity checking that identifies significant 
grammatical or linguistic errors in the translation is back translation. 
The topics that have already been mentioned were unfamiliar to 
these two translators. The major goal of this was to prevent the 
information bias. The back-translated version and the original MCFS 
were checked for any discrepancies that would point to ambiguous 
language in the source or mistakes made during the translation 
process. Beaton DE et al., guidelines served as the foundation for 
this study [16].

Phase 2: Content validity

Expert panel selection: The MCFS content validation relies on 
feedback from a review committee using an online Delphi approach. 
The evaluation of the content validity of the scale was done by 
the team of eight Delphi experts which includes physiotherapists, 
rehabilitation specialists, etc., who have an extensive clinical and 
academic experience in treating COPD patients in India. All the 
experts have reviewed the scale via Gmail, rating items as: 1) Not 
relevant; 2) Items needs revision; 3) Relevant but needs minor 
revision; 4) Very relevant. A four-point rating system is commonly 
used for the evaluation of the content validation. The expert’s 
choices have guided the final documentation and rationale for the 
Hindi version of the scale [Table/Fig-2].

Content validity assessment: All the experts independently 
evaluated each item of the scale for simplicity, ambiguity, relevance 
and clarity. The I-CVI and Scale-level Content Validity Index (S-CVI) 
were calculated using a tabular format. The Delphi method used for 
the primary validation was through the email only. All the items were 
assessed with the I-CVI and S-CVI, using the averaging method 
(S-CVI/Ave) and Universal Agreement calculation (S-CVI/UA). Based 
on Lynn’s (1986) criteria, for a group of eight review experts, the 
S-CVI/Ave should be at least 0.90 and the minimum I-CVI should be 
0.78 for superior content validity [17,18]. Those items which were 
not up to the acceptable thresholds were revised or removed from 
the translated version of the scale after the consensus discussion.

The review by the expert panel demonstrated that all the agreements 
were excellent. They confirmed that the scale items have adequately 
represented the construct of fatigue in COPD patients.

Hindi Translated Version of the Manchester COPD Fatigue Scale 
(MCFS) is given in [Annexure-1].

STATISTICAL ANALYSIS
All the data were analysed using the IBM Statistical Package for 
the Social Sciences (SPSS) statistics version 26.0. The content 
validity was evaluated using the I-CVI. Eight experts were included 
who rated each item on a 4-point relevance scale. The rating 3 
or 4 were considered relevant and the Scale-level CVI (S-CVI/Ave) 
was calculated as the average of all the I-CVI values [17]. All the 

MATERIALS AND METHODS
The present cross-sectional observational study was held in Maharishi 
Markandeshwar Institute of Physiotherapy and Rehabilitation, Mullana, 
Ambala, Haryana, India, from September 2025 to February 2026. 
Ethical  approval for the study was obtained from Institutional Ethical 
Committee (IEC), IEC-2595. The study was adhered to the World 
Medical  Associations Helsinki Declaration, Council for International 
Organisations of Medical Sciences (CIOMS) International Ethical 
Guidelines, and the Indian Council of Medical Research National 
Ethical  Guidelines. All the study participants signed the informed 
consent.  The  permission to use, translates, and validates the hindi 
version of MCFS was obtained from the primary developer of the scale.

Inclusion and Exclusion criteria: Inclusion criteria include diagnosed 
cases of COPD as per the GOLD (Global Initiative for Chronic 
Obstructive Lung Disease) criteria [14], clinically stable patients (both 
male and female), patients who willingly wanted to participate in the 
study, Hindi-speaking populations whereas the exclusion criteria 
included patients with any kind of visual, cognitive or neurological 
impairments, any other chronic fatigue causing co-morbidities like 
uncontrolled hypothyroidism, advanced heart failure, chronic kidney 
disease, malignancies, etc. and non-Hindi speakers.

Sample size: As per the recommendations, a total of 51 patients 
with COPD were taken to assess the clarity and comprehensibility 
of the Hindi version of the MCFS. All these samples are a part of a 
larger study on the reliability analysis of the translated Hindi version 
of the MCFS. All the samples were taken through convenient 
sampling method.

Study Procedure
Phase 1: Scale Translation

The MCFS was translated into Hindi language with the permission 
from its original creators. The scale should ideally go through at least 
two forward translations from the source language to the chosen 
language at this point. In order to do this, two bilingual people-T1, 
who has a medical background and is familiar with the principles, 
and T2, who does not separately, translated the English scale 
into Hindi version while adhering to the guidelines [15]. The non-
medical translator is aware of the true significance of the original 
scale [Table/Fig-1]. 

[Table/Fig-1]:	 Phase I - Process of translation of the scale (forward translation, 
synthesis, and backward translation).
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Items Expert 1 Expert 2 Expert 3 Expert 4 Expert 5 Expert 6 Expert 7 Expert 8 Experts in agreement I-CVI UA

Q1 1 1 1 1 1 1 1 1 8 1 1

Q2 1 1 1 1 1 1 1 1 8 1 1

Q3 1 1 1 1 1 1 1 1 8 1 1

Q4 1 1 1 1 1 1 1 1 8 1 1

Q5 1 1 1 1 1 1 1 1 8 1 1

Q6 1 1 1 1 1 1 1 1 8 1 1

Q7 1 1 1 1 1 1 1 1 8 1 1

Q8 1 1 1 1 1 1 1 1 8 1 1

Q9 1 1 1 1 1 1 1 1 8 1 1

Q10 1 1 1 1 1 1 1 1 8 1 1

Q11 1 1 1 1 1 1 1 1 8 1 1

Q12 1 1 1 1 1 1 1 1 8 1 1

Q13 1 1 1 1 1 1 1 1 8 1 1

Q14 1 1 1 1 1 0 1 1 7 0.875 0

Q15 1 1 1 1 1 1 1 1 8 1 1

Q16 1 1 1 1 1 0 1 1 7 0.875 0

Q17 1 1 1 1 1 1 1 1 8 1 1

Q18 1 1 1 1 1 0 1 1 7 0.875 0

Q19 1 1 1 1 1 0 1 1 7 0.875 0

Q20 1 1 1 1 1 1 1 1 8 1 1

Q21 1 1 1 1 1 1 1 1 8 1 1

Q22 1 1 1 1 1 1 1 1 8 1 1

Q23 1 1 1 1 1 0 1 1 7 0.875 0

Q24 1 1 1 1 1 0 1 1 7 0.875 0

Q25 1 1 1 1 1 1 1 1 8 1 1

Q26 1 1 1 1 1 1 1 1 8 1 1

Q27 1 1 1 1 1 1 1 1 8 1 1

SCVI/Ave 0.97

Propotion relevance 1 1 1 1 1 0.7 1 1 SCVI/UA 0.78

[Table/Fig-3]:	 Item-wise Content Validity Index (I-CVI), Universal Agreement (UA), and Scale-level Content Validity Index (S-CVI) based on expert panel evaluation (n=8).

ratings with 3 and 4 were recorded as ‘1’ while ratings with 1 and 2 
were recorded as ‘0’. The I-CVI was calculated as the proportion of 
experts rating an as item as relevant and the Scale-Level Content 
Validity Index (S-CVI/Ave) was calculated as the average of all I-CVI 
values. The S-CVI/UA was calculated as the proportion of items 
with universal agreement among experts.

RESULTS
A total of 51 patients with COPD were screened at our hospital and all 
were included in the study for data analysis. The translation process 
was completed using forward-backward procedures. There were 
some minor linguistic modifications that were made after the expert 
review to make sure the semantic and conceptual equivalence. The 
final Hindi version was found to be understandable and appropriate 
during the testing and so no major modifications were required. 
Eight experts were included in the content validation process. Each 
and every items of the scale achieved acceptable I-CVI values, the 
average S-CVI/Ave was 0.97, indicating strong expert agreement 
about the relevance and clarity. The overall S-CVI demonstrated 
excellent content validity [Table/Fig-3].

Proportion of items judged as relevance across the eight experts 
Average=0.97

DISCUSSION
The aim of the present study is to systematically translate the MCFS 
into the Hindi language and evaluate its content validity in patients 
with COPD. The findings provide strong evidence that the MCFS 
is a valid and multidimensional instrument for assessing fatigue in 
patients with COPD.

[Table/Fig-2]:	 Phase II- Content validation process using delphi method and 
expert panel review.
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The fatigue is one of the most common yet under-recognised 
symptoms in COPD, but it is most often described by patients 
as constant, devastating and functionally limiting. In spite of its 
clinical significance, fatigue is not appropriately captured by many 
commonly used COPD outcome measures rather they tend to 
focus mainly on dyspnoea, airflow limitation and health status [19]. 
The MCFS was mainly translated into Hindi language to address 
this gap in patient-reported episodes of fatigue related to COPD 
by ensuring strong content relevance and disease specificity. The 
MCFS includes 27 items covering many fatigue-related parameters 
that supports the comprehensive nature of the scale and strengthen 
its content validity.

The primary strength of the study lies in the thorough translation 
process which includes forward-backward translation and expert 
panel evaluation. The inclusion of team of experts from relevant 
clinical backgrounds further strengthened the content validation by 
including both the theoretical and practical views related to COPD. 
After being translated into Hindi, the English version of the MCFS 
was validated by Delphi method. Specifically designed for COPD 
patients who experiences fatigue, this is the first translation of the 
fatigue assessment in COPD patients into the mother tongue of a 
significant portion of India. Only a few small linguistic errors occurred 
when translating the English version into Hindi, both forward and 
backward.

All the items of the scale got acceptable I-CVI values, demonstrating 
strong expert agreement about the relevance and clarity. The overall 
S-CVI demonstrated excellent content validity with a high S-CVI/
Ave value of 0.97, which indicates strong agreement among all the 
experts about the relevance and aptness of the translated items of 
the scale. This also suggests that the Hindi version retains the actual 
and conceptual meaning of the original MCFS while being adapted 
to the target population. 

In the Chinese version of the MCFS, a standardised forward - 
backward translation approach based on the established models 
was employed to ensure the conceptual and semantic basis across 
the languages. The expert panel assessment played an important 
role in refining the items and ensuring cultural relevance. The high 
content validity demonstrated in the present study is consistent with 
the translation frameworks used in the other translated versions 
thereby supporting the original construct of the scale [12].

The availability of a valid and reliable fatigue-specific measure is very 
important from a clinical and rehabilitation perspective. The exercise 
tolerance, physical activity participation, adherence to pulmonary 
rehabilitation and overall treatment outcomes have been shown to 
be significantly influenced by fatigue [20].

The strong psychometric properties of the MCFS supports its 
applicability in physiotherapy assessment, clinical trials and pulmonary 
rehabilitation programs, enabling therapists to identify fatigue-related 
limitations, monitor changes over time and tailor-made interventions 
more proficiently. Incorporating MCFS into routine clinical practice 
can also assist in more holistic symptom management and patient-
centered care.

Limitation(s)
The present study has a limitation that should be taken into 
consideration. The study was done in a specific clinical setting 

which may affect the generalisability of the results to broader Hindi-
speaking populations. 

CONCLUSION(S)
The Hindi version of the MCFS was successfully translated and 
demonstrated excellent content validity in Hindi-speaking patients 
with COPD. The multidimensional structure of the MCFS exhibits 
the  complex nature of fatigue in COPD and strongly supports its 
use as a comprehensive tool for both clinical practice and research.

REFERENCES
	 Postma DS, Anzueto AR, Jenkins C, Make BJ, Similowski T, Östlund O, et al. Factor [1]

analysis in predominantly severe COPD: Identification of disease heterogeneity by 
easily measurable characteristics. Respir Med. 2013;107(12):1939-47.

	 Vestbo J, Hurd SS, Agustí AG, Jones PW, Vogelmeier C, Anzueto A, et al. Global [2]
strategy for the diagnosis, management, and prevention of chronic obstructive 
pulmonary disease: GOLD executive summary. Am J Respir Crit Care Med. 
2013;187(4):347-65.

	 Boers E, Barrett M, Su JG, Benjafield AV, Sinha S, Kaye L, et al. Global burden [3]
of chronic obstructive pulmonary disease through 2050. JAMA Netw Open. 
2023;6(12):e2346598.

	 Yu C, Xu M, Pang X, Zhang Y, Cao X, Xu Y, et al. Symptom network and subgroup [4]
analysis in patients with exacerbation of chronic obstructive pulmonary disease: 
A cross-sectional study. Int J Chron Obstruct Pulmon Dis. 2025;20:181-92.

	 de Oca MM, Perez-Padilla R, Celli B, Aaron SD, Wehrmeister FC, Amaral [5]
AF, et  al.  The global burden of COPD: Epidemiology and effect of prevention 
strategies. Lancet Respir Med. 2025;13(8):709-24.

	 Van Herck M, Goërtz YMJ, Ebadi Z, Burtin C, Peters JB, Thong MS, et [6]
al. Associated factors of fatigue in patients with COPD: Results from the 
FAntasTIGUE study. ERJ Open Res. 2025;11(5):00857-2024. 

	 Ebadi Z, Goërtz YMJ, Van Herck M, Janssen DJA, Spruit MA, Burtin C, et al. The [7]
prevalence and related factors of fatigue in patients with COPD: A systematic 
review. Eur Respir Rev. 2021;30(160):200298.

	 Salti AK, Özkaraman A, Dudakli N. Fatigue related COPD from patient’s [8]
perspectives. J Eval Clin Pract. 2025;31(2):e70052.

	 Al-shair K, Kolsum U, Berry P, Smith J, Caress A, Singh D, et al. Development, [9]
dimensions, reliability and validity of the novel Manchester COPD fatigue scale. 
Thorax. 2009;64(11):950-55.

	 Kapella MC, Larson JL, Patel MK, Covey MK, Berry JK. Subjective fatigue, [10]
influencing variables, and consequences in chronic obstructive pulmonary 
disease. Nurs Res. 2006;55(1):10-17.

	 Small S, Lamb M. Fatigue in chronic illness: The experience of individuals [11]
with chronic obstructive pulmonary disease and with asthma. J Adv Nurs. 
1999;30(2):469-78.

	 Zhang H, Huang C, Liu M. Cross-culture adaptation and validation of the [12]
Chinese  version of Manchester COPD fatigue scale (MCFS). Innov Aging. 
2024;8(Suppl 1):446.

	 Yohannes AM, Dryden S, Hanania NA. The responsiveness of the Manchester [13]
chronic obstructive pulmonary disease fatigue scale to pulmonary rehabilitation. 
Ther Adv Chronic Dis. 2019;10:2040622319882206. 

	 Gerald LB, Bailey WC. Global initiative for chronic obstructive lung disease. [14]
J Cardiopulm Rehabil Prev. 2002;22(4):234-44.

	 Sousa VD, Rojjanasrirat W. Translation, adaptation and validation of instruments [15]
or scales for use in cross-cultural health care research: A clear and user-friendly 
guideline. J Eval Clin Pract. 2011;17(2):268-74.

	 Beaton DE, Bombardier C, Guillemin F, Ferraz MB. Guidelines for the process [16]
of cross-cultural adaptation of self-report measures. Spine (Phila Pa 1976). 
2000;25(24):3186-91.

	 Lynn MR. Determination and quantification of content validity. Nurs Res. [17]
1986;35(6):382-85.

	 Polit DF, Beck CT. The content validity index: Are you sure you know what’s being [18]
reported? Critique and recommendations. Res Nurs Health. 2006;29(5):489-97.

	 Theander K, Unosson M. Fatigue in patients with chronic obstructive pulmonary [19]
disease. J Adv Nurs. 2004;45(2):172-77.

	 Spruit MA, Singh SJ, Garvey C, ZuWallack R, Nici L, Rochester C, et al. An [20]
official American Thoracic Society/European Respiratory Society statement: Key 
concepts and advances in pulmonary rehabilitation. Am J Respir Crit Care Med. 
2013;188(8):e13-e64.



www.jcdr.net	 Shivi Bajpai et al., Hindi Translation of MCFS

Journal of Clinical and Diagnostic Research. 2026 Sep, Vol-20(9): YC01-YC06 55

PARTICULARS OF CONTRIBUTORS:
1.	 Postgraduate Student, Maharishi Markandeshwar Institute of Physiotherapy and Rehabilitation, Maharishi Markandeshwar (Deemed to be University), Mullana, Ambala, 

Haryana, India.
2.	 Assistant Professor, Maharishi Markandeshwar Institute of Physiotherapy and Rehabilitation, Maharishi Markandeshwar (Deemed to be University), Mullana, Ambala, 

Haryana, India.
3.	 Professor, Maharishi Markandeshwar Institute of Physiotherapy and Rehabilitation, Maharishi Markandeshwar (Deemed to be University), Mullana, Ambala, Haryana, India.
4.	 Postgraduate Student, Maharishi Markandeshwar Institute of Physiotherapy and Rehabilitation, Maharishi Markandeshwar (Deemed to be University), Mullana, Ambala, 

Haryana, India.
5.	 Phd Scholar, Department of Physiotherapy, Maharishi Markandeshwar Institute of Physiotherapy and Rehabilitation, Maharishi Markandeshwar (Deemed to be University), 

Mullana, Ambala, Haryana, India.
6.	 Postgraduate Student, Maharishi Markandeshwar Institute of Physiotherapy and Rehabilitation, Maharishi Markandeshwar (Deemed to be University), Mullana, Ambala, 

Haryana, India.
7.	 Postgraduate Student, Maharishi Markandeshwar Institute of Physiotherapy and Rehabilitation, Maharishi Markandeshwar (Deemed to be University), Mullana, Ambala, 

Haryana, India.
8.	 Postgraduate Student, Maharishi Markandeshwar Institute of Physiotherapy and Rehabilitation, Maharishi Markandeshwar (Deemed to be University), Mullana, Ambala, 

Haryana, India.

Date of Submission: Feb 28, 2026
Date of Peer Review: Mar 18, 2026
Date of Acceptance: Jun 12, 2026

Date of Publishing: Sep 01, 2026

Author declaration:
•  Financial or Other Competing Interests:  None
•  Was Ethics Committee Approval obtained for this study?  Yes
•  Was informed consent obtained from the subjects involved in the study?  Yes
•  For any images presented appropriate consent has been obtained from the subjects.  NA

PLAGIARISM CHECKING METHODS: [Jain H et al.]

•  Plagiarism X-checker: Mar 01, 2026
•  Manual Googling: Jun 08, 2026
•  iThenticate Software: Jun 10, 2026 (7%)

NAME, ADDRESS, E-MAIL ID OF THE CORRESPONDING AUTHOR:
Dr. Mousumi Saha,
Assistant Professor, Maharishi Markandeshwar Institute of Physiotherapy and 
Rehabilitation, Maharishi Markandeshwar (Deemed to be University), Mullana, 
Ambala-133207, Haryana, India.
E-mail: msaha0029@gmail.com

Etymology: Author Origin

Emendations: 6

[Annexure-1]

(Hindi Translated Version of the Manchester COPD Fatigue Scale)

http://europeanscienceediting.org.uk/wp-content/uploads/2016/11/ESENov16_origart.pdf


Shivi Bajpai et al., Hindi Translation of MCFS	 www.jcdr.net

Journal of Clinical and Diagnostic Research. 2026 Sep, Vol-20(9): YC01-YC0666


