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NEED FOR STUDY: 
 

Parkinson’s Disease (PD) is a progressive neurodegenerative disorder of central nervous system 

occurring mostly in older persons, however, recently it has shown occurrence in much younger 
 

population.
1,2

 It has been reported that the incidence and prevalence of Parkinson’s disease is 

almost 1% in people above the age of 65 years.
3 

Global estimates based on health care demonstrate that Parkinson’s disease incidence ranges 
 

from 5 to more than 35 in 100,000 new cases yearly.
4,5

 The incidence increases by 5- to 10-fold 

from the sixth to the ninth decades of life. A meta- analysis reveals the prevalence of the disease 

increased from less than 1% of men and women aged 45 to 54 years to 4% of men and 2% of 
 

women aged 85 or older.
6 

 
Epidemiology of Parkinson’s disease has been relatively studied better than any other movement 

disorder in India and a population-based survey reveals that prevalence rate has a varied range 

from 6-53/100000 population. In Southern India, prevalence rate was reported 247/ 100000 

population above the age of 60. Gender specific prevalence rate were reported higher in men 
 

than women in India as well as across the world.
7 

 
Occurrence of Parkinson disease in males is twice as common as in females. This has been 

explained in observance of a protective effect of female sex hormones and also gender- 
 

associated genetic mechanisms and its exposure to various environmental factors.
8-10

 A recent 

study published in the year 2018 mentions that, Parkinson disease prevalence is expected to 
 

increase dramatically, doubling in the next 2 decades.
11

 Accompanying this increase, the societal 

and economic burden of Parkinson’s will escalate, and may have a profound effect on the quality of 

life of patients, unless more effective therapy and means of prevention are identified and 
 

deployed.
4 

 
The cardinal motor symptoms of Parkinson’s disease are tremor, bradykinesia, rigidity, and 

 

postural instability.
12,13

 Apart from these classic motor symptoms, there are other motor 

manifestations in Parkinson disease which includes bulbar dysfunction manifested by dysarthria, 

hypophonia, dysphagia and sialorrhea, commonly related to orofacial–laryngeal bradykinesia 
 

and rigidity.
13-16

 Neuro- ophthalmological disorders like decreased blink rate, ocular surface 

irritation, limitation of upward gaze and decreased convergence can be seen.
17-19

 Respiratory 

disturbances in patients with Parkinson disease can be restrictive or obstructive and could be a 

major factor for mortality.
20,21

 Hypomimia, stooped posture, difficulty while turning in bed, 



 
Kyphosis, Scoliosis, shuffling gait, freezing and various types of impairment in speech such as 

Palilalia (repetition of words or phrase) are other motor manifestations seen in Parkinson’s 

patient.
12-15 

 
Although Parkinson disease is traditionally defined as a motor disorder it is also associated with 

non-motor symptoms that co-exist. Non–motor symptoms of Parkinson’s disease are those 

manifestations that are not related to difficulties associated with movement. In a vast majority of 

patients it is known to occur even before motor symptoms are recognized, spanning from very 

early stages to a very late stage.
22

 The non-motor symptoms as a whole is sparsely considered in 

course of management and inadequately documented especially in community-based studies.
23

 

The non-motor symptoms are broadly classified into different categories which are autonomic 

dysfunction disorders, sensory disorders, integumentary system disorders, visual disorders, 

neuro- behavioral disorders, sleep related disorders and miscellaneous disorders like fatigue, 

weight gain or loss.
12,24-31

 It is important to note that the non-motor system symptoms almost 

always precede the motor symptoms in time span of the disease cycle. Non motor symptom has 

been universally reported, and previous studies have testified patients accepting their non motor 

symptoms irrespective of the disease stage.
22 

 
Health related quality of life in patients with Parkinson disease is a key component that has been 

researched and it reflects a comprehensive view of health, empowering the patient, a crucial role 

in defining his/her wellbeing and may be defined as ‘‘the perception and evaluation by patients 

themselves of the impact caused on their life by the disease and its consequences’’
32,33

 

Concurrently the paradigm of active living and functional ability is a concept that has garnered a 

lot of significance in recent times as being relevant in the context of an individuals’ quality of 

living and based on biopsychosocial model, the International Classification of Functioning, 

Disability and Health describes functioning as a mixture of not only health conditions but also 

personal abilities and contextual factors. 
34

 Functional ability is defined as a person’s 

physiological ability to move independently and safely in a variety of environments in order to 

accomplish functional activities or tasks and to participate in the activities of daily living, at 

home, work and in the community. 
34

 In the past 2 decades, the impact of motor affection and 

non- motor symptoms on Health-Related Quality of Life 
35-37

 has been reported by studies that 

have largely focused on symptom-based understanding of quality of life but have had a 

inconsistent findings overall. Quality of life is a multi-factorial, multi-dimensional concept but is 

less evaluated from the perspective of an individual’s functional ability and also there is a lacuna 

of a comprehensive comparative analysis of these 3 relevant components in context to 



 
community – dwelling Parkinson’s patients. 

 

Parkinson Disease Questionnaire-39 to be used in the current study is a specific scale for 

assessment of Health Related Quality of life in Parkinson’s patients and it also is an indirect 

indicator of nonmotor symptoms in Parkinson’s disease.
32

 Apart from this the Non-Motor 

Symptom Assessment Scale utilized in the current study is an acceptable, reproducible, valid 

and precise assessment instrument specifically designed to evaluate the non - motor 

manifestations in Parkinson’s disease.
37

 A recent study published by Ravan et al profiled the 

pattern of non-motor symptoms in an Indian cohort of Parkinson’s patients and also validated 

the Non-motor Symptom Assessment Scale for use in Indian population.
22

 This study also 

utilizes the Hoehn and Yahr scale for clinical staging of patients with Parkinson’s disease and 

Short Parkinson Evaluation Scale (SPES)/Scales for Outcomes in Parkinson disease (SCOPA) 

which is a short, reliable and valid scale to evaluate the motor impairments, activity of daily life 

and motor complications in Parkinson’s disease.
39

 Gait mobility sub-section of Lindop 

Parkinson Disease Mobility Assessment scale is a quick, reliable, easy to administer tool that 

provides objective information about functional ability of patients with Parkinson’s disease is 

also employed in this study. 
40 

 
Considering the available literature Parkinson’s is largely explained by salient group of 

symptoms that are required to be studied and understood in its entirety to ensure better delivery 

of care in these patients. While it has been reported that motor and non-motor symptoms 

contribute to the incapacity and influence well-being of the patient,
33,36

 comparatively 

understanding this phenomena in relation to the functional ability and their influence on the 

quality of life from the perspective of Parkinson’s patients may assist the caregivers and 

therapists for investing in client centered practice and addresses the rehabilitation goals that are 

meaningful to the patient in relation to specific life circumstances and objectives. 
 
Our literature search did not demonstrate any study which comparatively analyses the quality of 

life from the perspectives of symptoms as well as functional abilities which in our opinion is a 

vital component if the rehabilitation practices are to be well incorporated and delivered to 

patients with Parkinson’s especially at the level of community. Aligning the diverse social fabric 

and cultural background of patients in Indian scenario there arises a strong need to conduct a 

community driven study with an objective of finding the health-related quality of life with a 

widened outlook comparing motor, non-motor symptoms and functional ability status in patients 

with Parkinson’s disease. 



 
REVIEW OF LITERATURE: 

 

An epidemiologic study was conducted in the year 1996 which provides an insight into the 

etiology, incidence and prevalence of Parkinson Disease. Evidence collected from this study 

suggests that Parkinson disease is a multifactorial disorder with both genes and environment 

contributing to the risk. As the elderly population of the world grows, incidence and prevalence 

of Parkinson disease will continue to increase, underscoring the importance of further 

delineating risk factors. According to the studies included the study by Li et al, crude prevalence 

rate in Chinese cities in the year 1985 was 44/100000, the study by Schoenberg et al crude 

prevalence in Copiah Co. MS in the year 1985 was 347/100000, the study by Schoenberg et al 

crude prevalence rate in Igbo-ora, Nigeria was 58/100000, the study by Bharucha et al crude 

prevalence rate in Parsi community in Bombay in 1988 was 328/100000, the study done by 

Acosta et al suggests that crude prevalence rate in Vejer de la Fontera, Cadiz, Spain in 1989 was 

270, the study done by Rocca et al suggests that the crude prevalence rate in 1990 in Terrasini, 

Santa Teresa di Riva, Italy in 1990 was 243/100000, the study done by Morgante et al in Italy in 

1992 was 257/100000 and the study done by Wang et al suggests that the crude prevalence rate 

in 1994 in China was 170/100000. 
3 

 

A Systematic Review conducted in the year 2002 in United Kingdom provides us with the 

information of various incidence studies of Parkinson’s disease (PD). It included methods which 

compared the results of studies with similar methodologies done on a standardized population. 

Twenty-five incidence studies were included. Each used different methods to identify incident 

patients, although mostly the studies screened both primary care and hospital records. Only eight 

studies were prospective, and only two of these had any follow-up. The diagnostic criteria for 

PD varied (11 studies used two or more cardinal motor features, four used the UK Brain Bank 

criteria), as did the exclusion criteria and the definition of an incident case. In 16 studies, 

attempts were made to confirm the diagnosis by examination of patients by a specialist as part of 

the study. None of the studies used identical methods, but five were sufficiently similar to merit 

comparison. Four of these gave a similar incidence (16-19/100,000/year), but one from Italy had 

a much lower incidence (8.4/100,000), the reason for which was unclear. Five studies were 

found to have significantly greater incidence in men. This review highlights about the 

difficulties in performing good quality incidence studies of Parkinson Disease. 
5 

 

A study to find out the prevalence of Parkinson disease was done in the year 2018 to estimate the 



 

prevalence of Parkinson’s disease in North America by combining data from a multi-study 

sampling strategy in diverse geographic regions and/or data sources. Five separate cohort studies 

in California (2), Minnesota (1), Hawaii USA (1), and Ontario, Canada (1) and the estimated the 

prevalence of PD from healthcare records (3), active ascertainment through facilities, large 

group, and neurology practices (1), and longitudinal follow-up of a population cohort (1) was 

done .Using the US Medicare program data complementary estimates for the corresponding 

regions was obtained. Using the age and sex-specific meta-estimates from California, 

Minnesota, and Ontario and the US population structure from 2010, it was estimated that the 

overall prevalence of PD among those aged ≥45 years was to be 572 per 100,000 (95% 

confidence interval 537–614) is was assumed that there were 680,000 individuals in the US aged 

≥45 years with Parkinson Disease in 2010 and that that number will rise to approximately 

930,000 in 2020 and 1,238,000 in 2030 based on the US Census Bureau population projections. 

Regional variations in prevalence were also observed in both the project results and the 

Medicare-based calculations with which they compared the prevalence of North America.
6 

 

 

An epidemiological study for neurological conditions to find out the prevalence and incidence of 
 
epilepsy, stroke, Parkinson’s disease and tremors was done in India in the year 2014. Growth 

 

and development of neuroepidemiology in India during the last four decades has been 

documented in this study. The prevalence rates of the spectrum of neurological disorders from 

different regions of the country ranged from 967–4,070 with a mean of 2394 per 100000 

population, providing a rough estimate of over 30 million people with neurological disorders 

(excluding neuroinfections and traumatic injuries). Prevalence and incidence rates of common 
 

disorders including epilepsy, stroke, Parkinson’s disease and tremors determined through 

population‑based surveys show considerable variation across different regions of the country. 

The need for a standardized screening questionnaire, uniform methodology for case 

ascertainment and diagnosis is an essential requisite for generating robust national data on 

neurological disorders. Higher rates of prevalence of neurological disorders in rural areas, 6–8 

million people with epilepsy and high case fatality rates of stroke (27–42%) call for urgent 

strategies to establish outreach neurology services to cater to remote and rural areas, develop 

National Epilepsy Control Program and establish stroke units at different levels of health care 

pyramid.
7 

 

 

A longitudinal study was done in the year 2000 in Italy was done to determine the incidence of 



 
parkinsonism and Parkinson Disease in the Italian elderly, and to explore the relation with age 

and gender. In this study, in eight Italian municipalities, a population-based, parkinsonism-free 

cohort was followed for an average of 3 years. At the end of the follow-up, the cohort survivors 

were directly contacted (screening and clinical examination). Cohort members who had died 

were studied using death certificates, clinical records, and information gathered from relatives 

and general practitioners. Parkinsonism diagnosis and subtyping were made according to 

specified diagnostic criteria. The cohort consisted of 4,341 individuals (65 to 84 years of age): 

596 died before the examination, 2,863 (76.4% of the survivors) completed the screening 

procedure, and 882 refused to participate. The authors found 68 incident cases of parkinsonism: 

42 PD (62%), 7 drug-induced parkinsonism (10%), 8 parkinsonism in dementia (12%), 8 

vascular parkinsonism (12%), and 3 parkinsonism, unspecified (5.8%). Average annual 

incidence rate (per 100,000 person-years) in the population aged 65 to 84 years, adjusted to the 

1992 Italian population, was 529.7 (95% CI, 400.5 to 658.9) for parkinsonism, and 326.3 (95% 

CI, 224.1 to 427.5) for Parkinson Disease. Incidence rates for both parkinsonism and Parkinson 

Disease increased with age in both men and women; men had higher rates in every age group. 

Age-adjusted relative risk in men compared with women was 1.66 (95% CI, 1.02 to 2.70) for 

parkinsonism and 2.13 (95% CI, 1.11 to 4.11) for Parkinson Disease. Hence it was concluded 

that the incidence of parkinsonism and Parkinson Disease increased with age, Parkinson Disease 

was the most common type of parkinsonism, and men had a risk of developing Parkinson 

Disease twice that of women.
8 

 

An incidence study was done in northern California with a goal to estimate the incidence of 

Parkinson’s disease by age, gender, and ethnicity. Newly diagnosed Parkinson’s disease cases in 

1994–1995 were identified among members of the Kaiser Permanente Medical Care Program of 

Northern California, a large health maintenance organization. Each case met modified standardized 

criteria/Hughes diagnostic criteria as applied by a movement disorder specialist. Incidence rates per 

100,000 person-years were calculated using the Kaiser Permanente membership information as the 

denominator and adjusted for age and/or gender using the direct method of standardization. A total 

of 588 newly diagnosed (incident) cases of Parkinson’s disease were identified, which gave an 

overall annualized age and gender-adjusted incidence rate of 13.4 per 100,000 (95% confidence 

interval (CI): 11.4, 15.5). The incidence rapidly increased over the age of 60 years, with only 4% of 

the cases being under the age of 50 years. The rate for men (19.0 per 100,000, 95% CI: 16.1, 21.8) 

was 91% higher than that for women (9.9 per 



 
100,000, 95% CI: 7.6, 12.2). The age- and gender-adjusted rate per 100,000 was highest among 

 

Hispanics (16.6, 95% CI: 12.0, 21.3), followed by non-Hispanic Whites (13.6, 95% CI: 11.5, 
 

15.7), Asians (11.3, 95% CI: 7.2, 15.3), and Blacks (10.2, 95% CI: 6.4, 14.0). These data 

suggested that the incidence of Parkinson’s disease varies by race/ethnicity.
9 

 

 

A multicenter case control study was done in the year 2016 in five Movement Disorder centers 

located in Central-Southern Italy. Patients affected by Parkinson Disease diagnosed according to 

the Gelb's diagnostic criteria, were enrolled in the study. Control population consisted of healthy 

individuals recruited from subjects who accompanied non-parkinsonian patients for hospital 

check-ups. Parkinson Disease patients and controls underwent a face-to-face interview and a 

neurological examination performed by trained neurologists. Presence of non-motor symptom 

was investigated using a standardized questionnaire; cognitive impairment and depression were 

assessed using the Mini Mental State Examination and the Hamilton Depression Rating Scale 

respectively. 585 Parkinson Disease patients (59.5% men) and 481 controls (34.9% men) were 

enrolled in the study. It was found that with respect to the general population, presence of Non-

Motor symptom was stronger associated with male gender. The data in this study suggested that 

the presence of Non-Motor Symptom among Parkinson Disease men is more strictly due to the 

neurodegenerative processes related to Parkinson Disease.
10 

 

A cross‑sectional, single‑center, open‑label, one point in time evaluation study conducted 

from 2009 to 2011 to study non‑motor symptoms in an Indian cohort of Parkinson’s disease 

patients and correlation of progression of non‑motor symptoms with motor worsening was 

seen. The objective of the study was to find the frequency and prevalence of non‑motor 

symptoms in an Indian cohort of Parkinson’s disease. After comparing the Non-motor 

Symptom scale scores with the Unified Parkinson Disease Rating Scale motor scores 

demonstrated a correlation between non-motor and motor symptoms in the disease progression, 

particularly of manifestations related to the cognitive decline, memory disturbances, urinary 

incontinence and smell.
22 

 

 

A study with an objective of providing an update about Parkinson disease was done in USA in 

the year 2012. It stated that more than 1 million people in the United States have Parkinson 

disease (PD), more than are diagnosed as having multiple sclerosis, amyotrophic lateral 

sclerosis, muscular dystrophy, and myasthenia gravis combined. Parkinson Disease affects 



 
approximately 1 in 100 Americans older than 60 years. Hence it burdens the patients, their care 

partners, and the overall healthcare system. This article also reviewed the epidemiology, clinical 

features, putative environmental risk and protective factors, neuropathological aspects, 

heterogeneity, medical management, and recent studies regarding genetics and Parkinson 

Disease. This article suggested that based on new research, the prevalence of Parkinson Disease 

varies in different regions of the United States. Some progress has been made in identifying the 

risk and protective factors of Parkinson Disease, and describes a newly emphasized area of study 

in Parkinson Disease in genetics. Patient care recommendations, based on American Academy 

of Neurology practice guidelines, are outlined to show the state of contemporary medical 

management of Parkinson Disease and related disorders. It included Levodopa combined with 

carbidopa is the gold standard treatment for Parkinson Disease, however, adjunctive therapies 

frequently are combined, with a goal of reducing motor fluctuations and dyskinesias. Compared 

with other dopamine agonists, entacapone and rasagiline were most effective in reducing off 

times. Deep Brain Stimulation is a surgical intervention was also encouraged to used in this 

study. Neuroprotection and alternative therapies included a popular speech-language pathology 

and occupational therapy program, LSVT BIG and LOUD, emphasizes making loud 

vocalizations and high intensity/amplitude movements to ‘‘retrain and calibrate neural circuits to 

‘‘understand’’ that loud vocalizations and large movements (rather than soft and small, 

respectively) are normal. Tai chi, a martial art involving slow, controlled movements and the 

maintenance of various postures, has emerged as a popular Parkinson Disease movement 

intervention. RCTs had shown that tai chi benefits gait, balance, and functional mobility, and 

that participants experienced fewer falls and hence was mentioned in the study.
24 

 

A study with an objective to provide an update about Parkinson disease was conducted in the 

year 2013. It stated that Parkinson disease is a progressive neurologic disorder afflicting 

approximately 1 percent of Americans older than 60 years. The cardinal features of Parkinson 

disease are bradykinesia, rigidity, tremor, and postural instability. There are a number of 

neurologic conditions that mimic the disease, making it difficult to diagnose in its early stages. 

Physicians who rarely diagnose Parkinson disease should refer patients suspected of having it to 

physicians with more experience in making the diagnosis, and should periodically re-evaluate 

the accuracy of the diagnosis. Treatment was effective in reducing motor impairment and 

disability, and should be started when a patient begins to experience functional impairment. The 

combination of carbidopa and levodopa is the most effective treatment, but dopamine agonists 



 
and monoamine oxidase-B inhibitors are also effective, and are less likely to cause dyskinesias. For 

patients taking carbidopa/levodopa who have motor complications, adjunctive therapy with a 

dopamine agonist, a monoamine oxidase-B inhibitor, or a catechol O-methyltransferase inhibitor will 

improve motor symptoms and functional status, but with an increase in dyskinesias. Deep brain 

stimulation was found to be effective in patients who have poorly controlled symptoms despite 

optimal medical therapy. Occupational, physical, and speech therapy improved patient function. 

Fatigue, sleep disturbances, dementia, and depression were common in patients with Parkinson 

disease. Although these conditions were associated with significantly lower quality of life, they can 

be improved with treatment was stated in this study.
25 

 

A study including 10 years of progress from 1997 to 2007 was done by Stanley et al was done in 

USA in the year 2009. This study included overview which highlighted both laboratory science 

and clinical science of Parkinson Disease. In the former category are advances in knowledge on 

the genetics of Parkinson Disease, potential etiologic and pathogenic causes, especially the 

better understanding of endogenous factors within dopaminergic neurons; pathologic changes 

including deposition of alpha-synuclein aggregates and the consequences of altered alpha-

synuclein on the degradation of proteins by both the ubiquitin-proteasomal pathway and the 

lysosome. Clinical science had also been very active and impressively productive with important 

clinical advances. Several additional factors that might slow the onset and worsening of 

Parkinson Disease, such as caffeine and urate, neuroimaging with positron emission tomography 

and single photon emission tomography, keener awareness of nonmotor features of Parkinson 

Disease and their impact on quality of life for the persons with Parkinson Disease and their 

family, recognition of behavioural complications of medications utilized to treat Parkinson 

Disease, such as impulse control problems, appreciation of the natural history of Parkinson 

Disease with the increasing impairments as the disease relentlessly worsens over time, the many 

controlled clinical trials attempting to slow the progression of the disease and to provide new 

symptomatic therapies and surgical approaches to alleviate symptoms and progression, including 

cellular and gene therapy as well as deep brain stimulation were mentioned in this study.
26 

 

Both pathologic and clinical studies of autonomic pathways had expanded the concept of 

Parkinson disease (PD) from a movement disorder to a multi-level widespread 

neurodegenerative process with non-motor features spanning several organ systems. Hence this 

review done in the year 2010 integrated neuropathologic findings and autonomic physiology in 



 
Parkinson Disease as it relates to end organ autonomic function. In this study they mentioned 

various symptoms, pathology and physiology of the cardiovascular, skin/sweat gland, urinary, 

gastrointestinal, pupillary and neuroendocrine systems can be probed by autopsy, biopsy and 

non-invasive electrophysiological techniques in vivo which assessed autonomic anatomy and 

function. There was already a mounting evidence that Parkinson Disease affected a chain of 

neurons in autonomic pathways. Consequently, autonomic physiology served as a window into 

nonmotor Parkinson disease progression and allowed the development of mechanistically based 

treatment strategies for several non-motor features of Parkinson Disease. They also mentioned 

that the end-organ physiologic markers can be used to inform a model of Parkinson Disease 

pathophysiology and non-motor progression. It also mentioned that they is a need for further 

studies to identify patterns of autonomic dysfunction across multiple organ systems which may 

serve as physiologic markers of Parkinson Disease neuropathology.
27 

 

A Parkinson’s disease (PD) is the second most common neurodegenerative disease and primarily 

considered as a movement disorder defined by the presence of motor symptoms, such as 

bradykinesia, tremor and rigidity. However, this study highlighted that Parkinson Disease is 

associated with a wide variety of non-motor features, which affect the vast majority of patients 

during the course of the disease and may even precede the onset of motor symptoms. They 

mentioned that the spectrum of these non-motor disturbances is very broad and comprised of 

several neuropsychiatric conditions, such as depression, dementia and hallucinations, as well as 

autonomic, sensory and sleep disorders. Physicians need to be aware of these non-motor 

features, since they have substantial impact on the health-related quality of life of 
 
Parkinson Disease patients, even ahead of motor symptoms. This article thereby provided an 

overview of the frequently observed nonmotor features in Parkinson Disease.
28 

 

A review was done on the anatomical, physiological, and clinical features of lesions in organs 

outside of the central nervous system that are involved in Parkinson Disease and described their 

relevance to the etiology and pathogenesis of the disease in Israel in the year 2009. Parkinson’s 

disease (PD) is not a simple movement disorder induced just by loss of dopaminergic neurons in 

the substantia nigra pars compacta. Apparently, the substantia nigra is not the only or the first 

brain region damaged in Parkinson Disease. Moreover, older and recent studies have shown that 

the degenerative process in Parkinson Disease is much more extensive and affects not only the 

central nervous system (CNS) but also the peripheral autonomic nervous system and the organs 



 
outside the brain that the latter innervates. These include mainly included the gastrointestinal 

tract, the heart, kidneys, urogenital system, and skin. Additional extra-CNS organs that are 

involved in Parkinson Disease include the eye and the adrenal gland. This article reviewed the 

anatomical, physiological, and clinical features of extracerebral manifestations of Parkinson 

Disease, and describes their relevance to the etiology and pathogenesis of the disease. It 

established this illness as a systemic CNS and peripheral disorder that warrants new hypotheses 

regarding its causation and progression.
30 

 

The report of an increased frequency of melanoma during the clinical development of rasagiline 

prompted a renewed interest in a possible association between skin cancer and Parkinson’s 

disease (PD) in the year 2010. Hence the evaluation of this risk ended in a recommendation to 

perform a periodic dermatological examination as a follow-up measure of their treatment. The 

recognition of this safety concern lead to the need to clarify if the risk of skin cancer is indeed 

associated with Parkinson Disease and if levodopa or other anti-parkinsonian drugs might 

contribute to increase such risk. To answer these questions, they critically reviewed all clinical 

studies available concerning the association between skin cancer and Parkinson Disease. They 

found 26 studies on cancer occurrence in Parkinson Disease. The best data available suggest the 

risk of cancer is reduced in Parkinson Disease patients. However, specific cancers like thyroid 

and the female breast were reported at higher-than expected rates. Additionally, it was suggested 

that Parkinson Disease patients have a higher frequency of melanoma and non-melanoma skin 

cancers than the general population. The data on non-melanoma skin cancer are less robust than 

the data on melanoma. Causal factors remain unknown. Due to the weak association between 

skin cancer and Parkinson Disease, no robust recommendation could be made regarding the need 

for periodic dermatological screening.
31 

 

A cross-sectional and observational study was done in the year 2013 in Southwest China to 

study the impact of non-motor symptoms on the Health-Related Quality of Life of patients with 

Parkinson’s disease (PD) in the Chinese population with Parkinson Disease. This cross-sectional 

and observational study included 693 Parkinson Disease patients consecutively admitted to 

hospital or seen in the outpatient clinic in the Department of Neurology, West China Hospital of 

Si Chuan University between January 2009 and March 2013.The non-motor symptom was 

assessed by non-motor symptoms scale and Parkinson’s disease questionnaire-39 item version 

(PDQ-39) was used to evaluate the Health Related Quality of Life of Parkinson Disease. The 



 
most prevalent Non-Motor symptom domain to be found was sleep/fatigue (79.8%). There was a 

significant strong positive correlation between total Non Motor Symptom Assessment Scale 

score, sleep/fatigue domain and Parkinson’s disease questionnaire-39 summary index. 

Mood/apathy, attention/memory, gastrointestinal and Miscellaneous domain moderately 

correlated with Parkinson’s disease questionnaire-39 summary index. A strong correlation was 

found between Parkinson’s disease questionnaire-39 summary index, emotional well-being, 

cognitions, and the total score of non-motor symptoms scale. Moderate correlation was found 

between mobility, activities of daily living, stigma, communication, bodily discomfort and the 

total score of non-motor symptoms scale. Non-Motor symptom was found to have close 

association with various aspects of the Health-Related Quality of Life.
33 

 

An analytical study from the perspective of nurses and older people living in long term care in 

understanding the functional ability was done in the year 2017. The functional ability of older 

people has come to play a significant role in their care. This study explored the meanings given 

to functional ability in the interview talk of long-term care nurses (n = 24) and older people 

living in long-term care (n =16). The study was based on discourse analysis and positioning 

theory. This study, accounted for functioning differed between nurses and older residents. For 

the nurses, functional ability was about the basic functions of everyday life, and they often used 

formal and theoretical language, whereas for older long-term care residents, functional ability 

was a more versatile concept. Being active was promoted, particularly in the nurses' talk but also 

sometimes in residents' talk, thereby reflecting the public discourse about functioning. In their 

talk, the nurses positioned themselves in relation to functional ability as competent professionals 

and active caregivers. In residents' talk, they found three positions: an active individual taking 

care of him or herself, a recipient of help, and a burden to nurses. To move in a direction that 

promotes activity and rehabilitative care, a better understanding of older people's individual 

needed their own views of functional ability.
34 

 

A cross-sectional study including 103 patients in Spain was done to analyze the influence that 

motor and nonmotor symptoms have on the quality of life (QoL) of patients with Parkinson’s 

disease (PD), and to study the relationship between the two types of symptoms. The patients 

were assessed consecutively by 3 neurologists from the movement disorders unit at Hospital 

Universitario de Cruces in Spain. Quality of life was measured on the Parkinson’s disease 

questionnaire -39 scale. The UPDRS scale (I-IV) was also used, and different items were 



 
grouped to analyze the presence of tremor, rigidity, bradykinesia, and axial symptoms. The non-

motor symptoms scale (NMSS) was administered to assess non-motor symptoms. Correlation 

analyses between different scales was done to analyze the influence of motor and non-motor 

symptoms on Quality of Life. Correlations were observed between the Parkinson’s disease 

questionnaire-39 summary index (PDQ39 SI) and the non-motor symptoms scale, UPDRS III 

and UPDRS IV scores. The strongest correlation was between cognitive symptoms and mood. 

The analysis pointed to a direct relationship between the non-motor symptoms scale score and 

axial symptoms, bradykinesia, and to a lesser extent, rigidity. No relationship was observed 

between presence of tremor and the non-motor symptoms scale score.
35 

 

A cross-sectional in the year 2016 in Parkinson Disease patients attending a Portuguese tertiary 

movement disorders center during one-year prevalence of non-motor symptoms (NMS) in 

Parkinson’s Disease (PD) its impact on activities of daily living (ADL) and health related quality 

of life (HRQL). One hundred and forty-three patients were assessed at Egas Moniz Hospital 

outpatient clinic for movement disorders during the studies’ one-year period to find the 

prevalence of non-motor symptoms, the correlation between the different motor and non-motor 

symptoms and the impact of motor and non-motor symptoms on Health Related Quality of Life 

and Activities of Daily Living (ADL). It was found that all patients had at least one Non-Motor 

symptom. Sleep/fatigue, affect/cognition, attention/memory were the most frequent complaints, 

and their prevalence, above 80%. There were significant correlations between: sleepiness, 

psychosis and cognition; gastrointestinal, cardiovascular symptoms and pain; depression and 

apathy; anxiety and insomnia; olfaction, weight and hyperhidrosis. Depression/apathy exerted 

the strongest influence on Health-Related Quality of Life and non-tremor motor dysfunction on 

activity of daily living. Compared to studies in other countries, they found a higher prevalence 

of non-motor symptom, in their population. They interrelated non-motor symptom could be 

related to degeneration of different brain structures.
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A longitudinal study was done in Singapore to find out the impact of non-motor symptoms on 

the quality of life of patients with Parkinson Disease over 2-year follow-up period were 

prospectively recruited with informed consent from the movement disorders clinics in Singapore 

General Hospital between 2013 and 2014. A total of 227 newly referred Parkinson Disease 

patients were prospectively recruited and the Non-Motor Symptoms Scale was used to evaluate 

non-motor symptom burden whilst Quality of Life was assessed with the Parkinson’s Disease 



 
Questionnaire-39 items. Motor disabilities were assessed using the Part III (motor) Unified 

Parkinson’s Disease Rating Scale. It was found that unlike motor disabilities, NMSs burden, in 

particular sleep, mood and attention, have a significant impact on the Quality of life of 

Parkinson disease patients over a 2-year follow-up period.
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A cross-sectional study was done in the year 2009 in Spain with an objective to find whether the 

Non-Motor Assessment Scale (NMSS) is an instrument specifically designed for the 

comprehensive assessment of Non-Motor symptom in patients with Parkinson disease. Non-

Motor Assessment Scale psychometric properties have been tested in this study. Data were 

collected in 12 centers across 10 countries in America, Asia, and Europe. In addition to the Non-

Motor Assessment Scale, the following measures were applied: Scales for Outcomes in 

Parkinson’s Disease (SCOPA)-Motor, SCOPA Psychiatric Complications (SCOPA-PC), 

SCOPA-Cognition, Hoehn and Yahr Staging (HY), Clinical Impression of Severity Index for 

Parkinson’s Disease (CISIPD),SCOPA-Autonomic, Parkinson’s Disease Sleep Scale (PDSS), 

Parkinson’s Disease Questionnaire– 39 items (PDQ-39), and EuroQol–5 dimensions (EQ-5D). 

NMSS acceptability, reliability, validity, and precision were analyzed. Four hundred eleven 

patients with PD, 61.3% men, were recruited. The scale was free of floor or ceiling effects. The 

intraclass correlation coefficient (0.90 for the total score, 0.67–0.91 for domains) and Lin 

concordance coefficient (0.88) suggested satisfactory reproducibility. The Non-Motor 

Symptoms Scale total score correlated significantly with SCOPA-Autonomic, Parkinson’s 

Disease Questionnaire– 39 , and EQ-5D (rs=0.57–0.70). Association was close between Non-

Motor Symptoms Scale domains and the corresponding SCOPA–Autonomic domains (rs=0.51– 

0.65) and also with scales measuring related constructs (PDSS, SCOPA-PC) (all p _ 0.0001). 

The NMSS total score was higher for women (p=0.02) and for increasing disease duration, HY, 

and CISI-PD severity level. It was concluded that Non-Motor Symptoms Scale is an acceptable, 

reproducible, valid, and precise assessment instrument for nonmotor symptoms in Parkinson 

disease.
38 

 

A study was conducted in the year 2004 to evaluate the reliability and validity of the Short 

Parkinson’s Evaluation Scale (SPES)/Scales for Outcomes in Parkinson’s disease (SCOPA)—a 

short scale developed to assess motor function in patients with Parkinson’s disease. In this study 

Eighty-five patients with PD were assessed with the SPES/SCOPA, Unified Parkinson’s Disease 

Rating Scale (UPDRS), Hoehn and Yahr (H&Y) scale, and Schwab and England (S&E) scale. 



 
Thirty-four patients were examined twice by two different assessors who were blinded to each 

other’s scores and test executions. Additionally, six items of the motor section of the 

SPES/SCOPA were assessed in nine patients and recorded on videotape to evaluate the inter-

rater and intra-rater reliability. The reproducibility of the sum scores in the clinical assessments 

was high for all subscales of the SPES/SCOPA. Inter-rater reliability coefficients for individual 

items ranged from 0.27–0.83 in the motor impairment section, from 0.58–0.82 in the activities of 

daily living section, and from 0.65–0.92 in the motor complications section. Inter-rater reliability 

of the motor items in the video assessments ranged from 0.70–0.87 and intra-rater reliability 

ranged from 0.81–0.95. The correlation between related subscales of Parkinson’s Evaluation 

Scale (SPES)/Scales for Outcomes in Parkinson’s disease and Unified Parkinson’s Disease 

Rating Scale were all higher than 0.85, and both scales revealed similar correlations with other 

measures of disease severity. The mean time to complete the scales differed significantly 

(p,0.001) and measured 8.1 (SD 1.9) minutes for the Parkinson’s Evaluation Scale 

(SPES)/Scales for Outcomes in Parkinson’s disease and 15.6 (SD 3.6) minutes for the Unified 

Parkinson’s Disease Rating Scale. Hence it was concluded that the Parkinson’s Evaluation Scale 

(SPES)/Scales for Outcomes in Parkinson’s disease is a short, reliable, and valid scale that can 

adequately be used in both research and clinical practice.
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A study was performed in the year 2009 in United Kingdom to assess the validity and inter-rater 

reliability of the Lindop Parkinson’s Disease Mobility Assessment (LPA); a scale developed to 

gather objective information on gait and bed mobility in patients with Parkinson’s disease. In 

this study Two therapists scored a group of patients with Parkinson’s disease using the motor 

examination section of the Unified Parkinson’s Disease Rating Scale (UPDRS-ME) and the 

Lindop Parkinson’s Disease Mobility Assessment scale. The association between scores 

obtained using the two scales was calculated, and the scores obtained by the therapists using 

each scale were compared. Forty-nine subjects with Parkinson’s disease were recruited (33 

males, 16 females, mean age 75.84±7.16 years) from a Parkinson’s disease clinic in a day 

hospital in a district general hospital. It was noticed that there was a significant association 

between the Lindop Parkinson disease mobility assessment scale and UPDRS-ME data for both 

raters (Rater A, rho −0.67; Rater B, rho −0.63; P < 0.001). The limits of agreement showed that 

the two raters scored within two scale points of each other on 95% of occasions, and that there 

was no systematic bias between raters. Percentage agreement between raters ranged from 82% to 

100% for the LPA. The LPA took significantly less time to complete [mean 7.7 (standard 



 
deviation 2.9) minutes] than the UPDRS-ME [mean 10.5 (standard deviation 2.2) minutes; P < 

0.001]. The results suggested that the Lindop Parkinson disease mobility assessment scale is a 

valid measure with good inter-rater reliability. It was concluded that Lindop Parkinson disease 

mobility assessment scale is quick and easy to administer, and provides objective information 

about the gait and bed mobility of elderly patients with Parkinson’s disease.
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The Movement Disorder Society Task Force for Rating Scales for Parkinson’s disease (PD) 

prepared a critique of the Hoehn and Yahr scale (HY) in the year 2004. The strengths of the HY 

scale include its wide utilization and acceptance. Progressively higher stages correlate with 

neuroimaging studies of dopaminergic loss, and high correlations existed between the HY scale 

and some standardized scales of motor impairment, disability, and quality of life. Weaknesses 

include the scale’s mixing of impairment and disability and its non-linearity. Because the HY 

scale is weighted heavily toward postural instability as the primary index of disease severity, it 

does not capture completely impairments or disability from other motor features of 
 
Parkinson Disease and gives no information on nonmotor problems. Direct clinimetric testing of 

the HY scale has been very limited, but the scale fulfils at least some criteria for reliability and 

validity, especially for the midranges of the scale (Stages 2–4). Although a “modified HY scale” 

that includes 0.5 increments has been adopted widely, no clinimetric data are available on this 

adaptation. The Task Force recommends that: (1) the HY scale be used in its original form for 

demographic presentation of patient groups; (2) when the HY scale is used for group 

description, medians and ranges should be reported and analysis of changes should use 

nonparametric methods; (3) in research settings, the HY scale is useful primarily for defining 

inclusion/exclusion criteria; (4) to retain simplicity, clinicians should “rate what you see” and 

therefore incorporate comorbidities when assigning a HY stage; and (5)because of the wide 

usage of the modified HY scale with 0.5 increments, this adaptation warrants clinimetric testing. 

Without such testing, however, the original five-point scales should be maintained was the final 

critique of the article.
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A cross- sectional study to assess the validity and reliability of the Parkinson’s disease 

questionnaire (PDQ-39, UK English version) as well as its briefer version (the PDQ-8) among 

Asian patients with Parkinson’s disease (PD) in Singapore was done in the year 2004. 
 
Eighty-eight patients recruited from movement disorder clinics or patient support groups 

completed the Parkinson’s disease questionnaire-39 and Parkinson’s disease questionnaire -8. 



 
Parkinson’s disease questionnaire -39 items showed good convergent and discriminant validity. 

Construct validation against the EQ-5D showed strong correlation between these scales as 

hypothesized (Spearman’s r: 0.53–0.71). The Parkinson’s disease questionnaire -39 also 

demonstrated acceptable internal consistency (Cronbach’s a: 0.59–0.94) and test–retest 

reliability (intra-class correlation coefficient: 0.67–0.87, n=68). Six of eight Parkinson’s disease 

questionnaire-8 items showed the strongest correlation with their Parkinson’s disease 

questionnaire-39 dimensions as hypothesized. Parkinson’s disease questionnaire-39 and 

Parkinson’s disease questionnaire -8 summary indexes were highly correlated (Pearson’s r=0.96, 

ICC=0.95). Hence they concluded that the Parkinson’s disease questionnaire-39 and Parkinson’s 

disease questionnaire-8 are valid and reliable disease-specific Health Related Quality of Life 

instruments for Parkinson Disease in Singapore.
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7.3 AIM AND OBJECTIVES OF THE STUDY: 

 

• To correlate Health Related Quality of life with motor symptoms, non-motor 

symptoms and functional ability among patients with Parkinson’s Disease. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

8. MATERIALS AND METHODS: 



 

8.1 SOURCE OF DATA: 
 

Study subjects: The patients with Parkinson’s disease in Hubli-Dharwad to be included as per 

the following inclusion and exclusion criteria. 
 

Inclusion Criteria: 
 

1. Patients diagnosed with Parkinson’s disease by a qualified medical practitioner. 
 

2. Patients who belong to 1- 3 stages on the Hoehn and Yahr scale. 
 

3. Patients who are able to communicate. 
 

4. Both genders will be included. 
 

5. Patients who are willing to give consent for participation in the study. 
 

6. On phase patients. 
 
 
 

 

Exclusion Criteria: 

 

1.Patients with atypical Parkinsonism or Parkinson plus syndromes. 

 

2.Patients who belong to stage 4-5 of Hoehn and Yahr scale. (Severe debilitating/ Bed 

 

ridden patients). 

 

3.Patients with severe language impairment/ communication deficits. 
 

4.Patients diagnosed with Dementia/ Alzheimer’s disease 
 

5.Patients with history of/ co-existing chronic neurological conditions. 
 

6.Any recent (3 months) musculo-skeletal condition which may interfere with the 

patient’s functional performance. 
 

7.Uncooperative/ unwilling patients. 

 

Study area: Hubli- Dharwad 
 

 

Study period: 1 Year 



 
8.2 METHODS OF COLLECTION OF DATA: 

 

Study design: Cross sectional study with a Correlational design 
 
 
 

Sample: All patients diagnosed as Parkinson’s disease by qualified medical 

practitioner/neurologist who will visit the Neuro Physiotherapy OPD or are willing to participate 

in the study and meet the inclusion and exclusion criteria will be considered for study evaluation 

and will be included based on consecutive sampling method. A sample size of 50 will be taken. 

 

Sampling procedure: 
 

The community dwelling Parkinson’s patients living in Hubli- Dharwad who have been 

diagnosed by a qualified medical practitioner will be included as per the inclusion and exclusion 

criteria. The sampling procedure will be carried out in the following ways. Patient’s contact 

information in S.D.M Hospital, Dharwad will be taken through the Medical Record Department. 

Alternately, the researcher will also visit the hospitals in Hubli-Dharwad and request the 

Medical Practitioners to refer and provide the contact information of the patients diagnosed with 

Parkinson disease for the evaluation towards the proposed research work. The patient will be 

contacted and called to the Neuro- Physiotherapy OPD of SDM Hospital for the evaluation. The 

patients who are willing to volunteer, will be explained the need for such study, the study 

instruments and procedure. They will be recruited to participate in the study upon obtaining their 

signed informed consent. 

 

 

Study instrument: 
 

i. Demographic data sheet. 
 

ii. Non-motor symptom assessment scale. 
 

iii. Parkinson’s disease quality of life questionnaire – 39. 
 

iv. Short Parkinson’s Evaluation Scale/ Scale of Outcomes in Parkinson’s 

patient SPES/SCOPA 
 

v. Hoehn and Yahr Staging Scale. 
 

vi. Lindop Parkinson Disease Mobility Assessment Scale. 
 

vii. Chair with arm rest 
 

viii. Stop watch. 



 

 

Data collection: 
 

Study will be conducted to find out correlation of non–motor symptoms, motor symptoms, 

functional ability with health related quality of life in Parkinson’s patients in Hubli-Dharwad. 

The ethical clearance will be obtained from institutional ethical committee, SDM College of 

Medical Sciences and Hospital, Dharwad. The subjects will be included into the study as per the 

inclusion and exclusion criteria. Each individual will be explained in detail the study procedure 

and a written informed consent will be obtained. The demographic details of each subject will be 

noted and they will be screened for presence of non-motor symptoms using the Non-motor 

Assessment Scale, motor symptoms using Short Parkinson Evaluation Scale/Scale of Outcomes 

in Parkinson’s patient (SPES/SCOPA), functional ability using Lindop Parkinson Disease 

Mobility Assessment Scale and evaluation of their quality of life using the Parkinson’s disease 

quality of life-39 questionnaire (PDQ-39). The therapist will ask the requisite questions with 

respect to the evaluation tools used in the course of study and will obtain the responses from the 

patient and document the same. 

 
 

 

1.Demographic data sheet: 

 

It consists of demographic details of an individual who has consented to participate in the study. 

 

2.Non-Motor Symptom Assessment Scale:
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To assess the non - motor manifestations, a Parkinson’s disease specific designed measure, the 

Non-Motor Symptom Assessment Scale is applied. It contains 30 items, each one rated for 

severity (from 0 to 3) and frequency (from 1 to 4). The severity and frequency scores of 1 or 

higher will be considered to be the presence of non - motor symptoms. The scores for each item 

are calculated by multiplication of frequency and severity, ranging from 0 (not present) to 12 

(maximum frequency and severity) by multiplication of both concepts (‘symptom burden’). 

Items are grouped in 9 domains: cardiovascular (2 items), sleep/fatigue (4 items), mood/apathy 

(6 items), perceptual problems/hallucinations (3 items), attention/memory (3 

items),gastrointestinal tract (3 items), urinary (3 items), sexual function (2 items), and 

miscellaneous (4 items). The total domain scores will be obtained by adding the corresponding 

item scores. Because Domain 9, represents a miscellaneous of different symptoms, these 4 items 

will be considered separately instead of addictively, yielding the following variables: Pain, 



 
Olfaction, Weight Change, Hyperhidrosis. The maximum total score is indicative of higher 

severity and frequency of non-motor symptoms. The maximum score obtained in this scale is 

360. 
 

3.Parkinson Disease Quality of Life Questionnaire – 39:
42 

 
The PDQ-39 comprises 39 items grouped in 8 domains: mobility (10 items), activities of daily 

living (6 items), emotional well-being (6 items), stigma (4 items), social support (3 items), 

cognitions (4 items), communication (3 items), and bodily discomfort (3 items). Responses are 

scored in a scale from 0 (never) to 4 (always). Each subscale’s scores are transformed into a 0– 

100 scale by summing the items raw scores, divided by the maximum possible raw score, and 

then multiplying by 100. A Summary Index (SI) is obtained by calculating the mean of the eight 

domain scores. Higher scores mean poorer Health Related Quality of Life. The total score 

obtained can be 156. The PDQ-39 can also provide an indirect indicator of nonmotor symptoms 

in Parkinson’s disease. 

 
 

4. SPES/SCOPA:
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The Short Parkinson’s Evaluation Scale/Scales for Outcomes in Parkinson’s disease (SPES-

SCOPA) will be used to assess motor symptoms. The SPES-SCOPA is a 21-item scale with 

three sections: motor impairments (MIs), activities of daily living (ADLs), and motor 

complications (MCs). Each item has four response options, ranging from 0 (normal) to 3 

(severe). The maximum score in the motor impairments section is 42. The maximum score in 

activity of daily living section is 21. The maximum score is 6 for the dyskinesia section and 6 

for the motor fluctuations section. Sub scores for the motor impairments, activity of daily living, 

and motor complication sections will be tabulated in addition to a total score. Higher scores on 

the SPES-SCOPA reflect more-severe motor impairments and disabilities. SPES-SCOPA is a 

short, reliable and valid scale which will be used in this research study. 

 
 

5. Hoehn And Yahr Staging Scale:
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Hoehn and Yahr Staging Scale will be used to stage the patient according to their symptom and 

functional disability. It was originally published in 1967 in the journal Neurology by Margaret 

Hoehn and Melvin Yahr. It is designed to be a simple descriptive staging scale that provided a 

general estimate of clinical function in Parkinson’s disease, combining functional deficits 

(disability) and objective signs (impairment). The scale is based on the two- fold concept that the 

severity of overall Parkinsonian dysfunction relates to bilateral motor involvement 



 
and compromised balance/gait. Increasing Parkinsonian motor impairment therefore can be 

charted from Unilateral involvement only, usually with minimal or no functional disability 

(Stage 1) to Bilateral or midline involvement without impairment of balance (Stage 2), to 

Bilateral disease: mild to moderate disability with impaired postural reflexes; physically 

independent (Stage 3), Severely disabling disease; still able to walk or stand unassisted (Stage 

4), and being wheelchair- or bed-bound (Stage 5). 

 
 

6. Lindop Parkinson Disease Mobility Assessment Scale:
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Lindop Parkinson Assessment Scale will be used to evaluate the functional ability of Parkinson 

patients. This scale contains 2 sections that is gait mobility and bed mobility, out of which only 

gait mobility will be used to assess the patients. Gait mobility includes 6 tasks which will be 

scored out of a total score of 18. Higher the score reflects better the function. Lindop Parkinson 

Assessment Scale is a valid scale with good inter-rater reliability. It is quick and easy to 

administer, and provides objective information about gait mobility of elderly patients with 

Parkinson’s disease. 

 

 

Study analysis: The collected data will be analyzed by using the following statistical 

techniques. 
 

1. Chi-square test  
2. Correlation analysis (Karl Pearson’s correlation or Spearman’s correlation)  
3. Simple linear regression 

 
 
 

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) 
 

The study requires administering non-invasive questionnaires to assess the motor, non-motor 

and quality of life of patients with Parkinson’s disease 

 

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

of 8.3? 
 

Ethical clearance will be obtained from the ethical committee of our institutions to carry out the 
investigations on patients necessary for the study. 



 

9 LIST OF REFERENCES: 
 
 

 

1. O'Sullivan, S., Schmitz, T., Fulk, G. and O'Sullivan, S. (n.d.). Physical rehabilitation. 

6
th

 ed. Jaypee Brothers Medical Publishers, pp.807-809. 

 
2. Radhakrishnan DM, Goyal V. Parkinson's disease: A review. Neurol India 

2018;66:26-351. 
 

3. Tanner CM, Goldman SM. Epidemiology of Parkinson’s disease. Neurol Clin. 
 

1996;14(2):317–35. 
 

4. Simon DK, Tanner CM, Brundin P. Parkinson Disease Epidemiology, Pathology, 

Genetics, and Pathophysiology. Clin Geriatr Med. 2020;36(1):1–12. Available from: 

https://doi.org/10.1016/j.cger.2019.08.002. 

 
5. Twelves  D,  Perkins  KSM,  Counsell  C.  Systematic  review  of  incidence  studies  of 

 
Parkinson’s disease. Mov Disord. 2003;18(1):19–31. 

 

6. Marras  C,  Beck  JC,  Bower  JH,  Roberts  E,  Ritz  B,  Ross  GW,  et  al.  Prevalence  of 
 

Parkinson’s disease across North America. npj Park Dis [Internet]. 2018;4(1):1–7. 

Available from: http://dx.doi.org/10.1038/s41531-018-0058-0 

 
7. Gourie-Devi M. Epidemiology of neurological disorders in India: Review of background, 

prevalence and incidence of epilepsy, stroke, Parkinson’s disease and tremors. Neurol 
 

India. 2014;62(6):588–98. 

 

8. Baldereschi  M,  Di  Carlo  A,  Rocca  WA,  Vanni  P,  Maggi  S,  Perissinotto  E,  et  al. 
 

Parkinson’s disease and parkinsonism in a longitudinal study: two-fold higher incidence in 

men. ILSA Working Group. Italian Longitudinal Study on Aging. Neurology [Internet]. 

2000;55(9):1358–63. Available from: http://www.ncbi.nlm.nih.gov/pubmed/11087781 

 

9. Van Den Eeden SK. Incidence of Parkinson’s Disease: Variation by Age, Gender, and 

Race/Ethnicity. Am J Epidemiol. 2003;157(>11):1015–22. 

 
10. Nicoletti A, Vasta R, Mostile G, Nicoletti G, Arabia G, Iliceto G, et al. Gender effect on 

non-motor symptoms in Parkinson’s disease: are men more at risk? Park Relat Disord 

2017;35:69–74. Available from: http://dx.doi.org/10.1016/j.parkreldis.2016.12.008 

 
11. Dorsey ER, Sherer T, Okun MS, Bloemd BR. The emerging evidence of the Parkinson 



 
pandemic. J Parkinsons Dis. 2018;8(s1):S3–8. 

 

12. Chou K. UpToDate. Sso.uptodate.com. 2020 [cited 26 January 2020]. Available from: 

https://sso.uptodate.com/contents/search# 

 

 

13. Beitz JM. School of Nursing-Camden, Rutgers University, 311 N. 5. Front Biosci. 

2014;6(3):65–74. 

 
14. Jankovic J. Parkinson’s disease: Clinical features and diagnosis. J Neurol Neurosurg 

Psychiatry. 2008;79(4):368–76. 

 
15. Sveinbjornsdottir  S.  The  clinical  symptoms  of  Parkinson’s  disease.  J  Neurochem. 

 
2016;318–24. 

 

16. Epstein JH. The relationship economy. Futurist. 1998;32(8):8–9. 

 

17. Biousse  V,  Skibell  BC,  Watts  RL,  Loupe  DN,  Drews-Botsch  C,  Newman  NJ. 
 

Ophthalmologic features of Parkinson’s disease. Neurology. 2004;62(2):177–80. 

 

18. Zadikoff C, Lang AE. Apraxia in movement disorders. Brain. 2005;128(7):1480–97. 

 

19. Linazasoro  G,  Van  Blercom  N,  Lasa  A.  Levodopa-induced  ocular  dyskinesias  in 
 

Parkinson’s disease. Mov Disord. 2002;17(1):186–7. 

 

20. Sabaté M, González I, Ruperez F, Rodríguez M. Obstructive and restrictive pulmonary 

dysfunctions in Parkinson’s disease. J Neurol Sci. 1996;138(1–2):114–9. 

 
21. Fernandez HH, Lapane KL. Predictors of mortality among nursing home residents with a 

diagnosis of Parkinson’s disease. Med Sci Monit. 2002;8(4):241–7. 

 
22. Ravan A, Ahmad FMH, Chabria S, Gadhari M, Sankhla CS. Non-motor symptoms in an 

 
Indian cohort of Parkinson′s disease patients and correlation of progression of non-motor 

symptoms with motor worsening. Neurol India. 2015;63(2):166–74. 

 
23. Salawu FK, Danburam A, Olokoba AB. Non-motor symptoms of Parkinson’s disease: 

diagnosis and management. Niger J Med. 2010;19(2):126–31. 

 
24. Fritsch T, Smyth KA, Wallendal MS, Hyde T, Leo G, Geldmacher DS. Parkinson disease: 

Research update and clinical management. South Med J. 2012;105(12):650–6. 

 
25. Gazewood JD, Richards DR, Clebak K. Parkinson disease: An update. Am Fam Physician 



 
2013;87(4):267–73. Available from: http://dx.doi.org/ 

 

26. Fahn S. Parkinson’s disease: 10 years of progress, 1997-2007. Mov Disord. 

2010;25(SUPPL. 1):1997–2007. 

 
27. Jain S. Multi-organ autonomic dysfunction in Parkinson disease. Park Relat Disord 

2011;17(2):77–83. Available from: http://dx.doi.org/10.1016/j.parkreldis.2010.08.022 

 
28. Löhle M, Storch A, Reichmann H. Beyond tremor and rigidity: Non-motor features of 

 
Parkinson’s disease. J Neural Transm. 2009;116(11):1483–92. 

 

29. M. Brandabur M. Recognizing and Treating Nonmotor Aspects of Parkinson's 

Disease. Annuals of Long-Term care. 2007;15(8). 

 
 
30. Djaldetti R, Lev N, Melamed E. Lesions outside the CNS in Parkinson’s disease. Mov 

 
Disord. 2009;24(6):793–800. 

 

 

31. Ferreira JJ, Neutel D, Mestre T, Coelho M, Rosa MM, Rascol O, et al. Skin cancer and 
 

Parkinson’s disease. Mov Disord. 2010;25(2):139–48. 

 

32. Martinez-Martin P, Rodriguez-Blazquez C, Kurtis MM, Chaudhuri KR. The impact of 

non-motor symptoms on health-related quality of life of patients with Parkinson’s disease. 
 

Mov Disord. 2011;26(3):399–406. 

 

33. Berganzo K, Tijero B, González-Eizaguirre A, Somme J, Lezcano E, Gabilondo I, et al. 

Motor and non-motor symptoms of Parkinson’s disease and their impact on quality of life 

and on different clinical subgroups. Neurol (English Ed. 2016;31(9):585–91. 

 
34. Lehto V, Jolanki O, Valvanne J, Seinelä L, Jylhä M. Understanding functional ability : 

Perspectives of nurses and older people living in long-term care. J Aging Stud [Internet]. 

2017;43(August):15–22. Available from: http://dx.doi.org/10.1016/j.jaging.2017.09.001 

 
35. Song W, Guo X, Chen K, Chen X, Cao B, Wei Q, et al. The impact of non-motor 

symptoms on the Health-Related Quality of Life of Parkinson’s disease patients from 
 

Southwest China.  Park Relat Disord 2014;20(2):149–52. 

 

36. Bugalho P, Lampreia T, Miguel R, Mendonça MD, Caetano A, Barbosa R. Non-Motor 

symptoms in Portuguese Parkinson’s Disease patients: Correlation and impact on Quality 

of Life and Activities of Daily Living. Sci Rep [Internet]. 2016;6(March):1–9. Available 









 
 
 
 

 

INFORMED CONSENT FORM 
 

 

O.P/I.P NO: 
 

S.L No. of the study subject:  …………………………………… 
 

 

TITLE OF THE PROJECT: 
 

 

Health Related Quality of Life from the perspective of motor symptoms, non-motor 

symptoms and functional ability in patients with Parkinson disease: A cross sectional 

study 
 
Name of the Principal Investigator: …………………………………….. 

 

Tel. No: ………………………………………………. I 
 

Ms./Mr._________________________, willfully extend consent to be included as a subject 
 

in the above mentioned study. All the essential information has been explained to me in my 

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

have understood that my demographic details will be noted and I will be evaluated on Non-

Motor Symptom Assessment Scale, Short Parkinson Evaluation Scale (SPES)/ Scale of 

Outcome in Parkinson patients (SCOPA), Lindop Parkinson Mobility Assessment Scale and 

Parkinson disease Quality of Life Questionnaire-39. I have understood that my participation 

in the study is purely voluntary and I am free to withdraw from the study anytime without 

having to reason or explain. I have been assured that the data or information hereby provided 

shall be kept confidential and may be used only for research purposes/publications. I am 

informed and convinced that my medical and legal rights shall be preserved. I hereby 

voluntarily give my informed consent and express my willingness to participate in the above 

stated study. 

 
 

……………………………………………………… 
 

(Signature / Left thumb Impression) 
 

Name of the Participant: …………………………………………….. 
 

Son/Daughter/Spouse of: …………………………………………… 



Complete postal address: ……………………………………………… 
 

……………………………………………….. 
 

……………………………………………… 
 

……………………………………………… 
 

 

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

 

………………………………………… 

(Signature of the principal investigator) 

 

1) Witness – 1 

 

 

Date: 

Place:  
2) Witness – 2 

 

…………………… 

Signature: 

Name: 

Address:  

 

……………………. 

Signature: 

Name: 

Address:  



 
 
 
 
 
 

 

         

 

                          : 
 

            :           ,                      

                                                    

                        . 

               : 
 

   ಶ /ಶ         ------------------------------                           / 
 

                                                  . 

                                            /      

                                            .       

                            ,                         

                                   

 

           .                 .                     

                                                

                 ಶ                 
 

                 .                                      

                            /        ಶ           

          ಶ                                  .          

                                        

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

                            .                     

      /                                .       
 
--------------------------- 
 

(   /              ) 
 

              : 



   /      /     : 
 

         : 
 

         : 
 
 

 

                                                  . 
 
 
 
 

 

               
 

        
 

    
 
 

 

   -೧: 
 

   
 

    
 

    

 
 

 

   -೨: 
 

   
 

    
 

    



 
 
 

 

INFORMATION SHEET 
 

Dear volunteers, 
 

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

research project. Before you participate in this study it is important for you to understand 

why this research is been carried out. This form will provide you with all 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 

consent of the form carefully. This form may contain medical terms and hence, if you have 

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

mentioned below, before you give your consent during the entire course of the project. 
 
1.Project title: Health Related Quality of Life from the perspective of motor symptoms, non-

motor symptoms and functional ability in patients with Parkinson disease: A cross sectional 

study 

 
 

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

 

3. Name of the investigator: Khyati Singh (Post-Graduate) 
 

 

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

To study Health Related Quality of life from the perspective of motor symptoms, non-motor 

symptoms and functional ability among patients with Parkinson’s Disease. 

 

 

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

criteria) 
 

All the Parkinson’s patients examined by Neurologist and who are registered in out-patient 

as well as in-patient Neurological Department at S.D.M College of Medical Sciences and 

Hospital will be included in the study. Further procedure will be carried out based on 

inclusion and exclusion criteria. 

 

Inclusion Criteria: 



 
• Patients diagnosed with Parkinson’s disease by a qualified medical 

practitioner. 
 

• Patients who belong to 1-3 stages as per the Hoehn and Yahr scale. 
 

• Patients who are able to communicate. 
 

• Both genders will be included. 
 

• Patients who are willing to give consent for participation in the study. 
 

• On phase patients. 

 

Exclusion Criteria: 

 

• Patients with atypical Parkinsonism or Parkinson plus syndromes. 
 

• Patients who belong to stage 4-5 of Hoehn and Yahr scale 
 

• Patients with severe language impairment/ communication deficits 
 

• Patients diagnosed with Dementia/ Alzheimer’s disease 
 

• Patients with history of/ co-existing chronic neurological conditions. 
 

• Any recent (3 months) Musculo-skeletal condition which may interfere with 

the patient’s functional performance. 
 

• Uncooperative/ unwilling patients. 
 
 

 
6. How will it be carried out? 
 

The demographic details will be noted and you will be screened for the presence of non – 

motor symptoms using the Non-motor Symptom Assessment Scale ( NMSS) and the motor 

symptoms using the Short Parkinson Evaluation Scale(SPES)/ Scales for Outcome in 

Parkinson Disease(SCOPA) and the functional ability using Lindop Parkinson Disease 

Mobility Assessment scale (LPA) along with a questionnaire which will require either 

yourself or the interviewer’s help regarding the quality of life. The questionnaire used is 

named as Parkinson Disease Questionnaire-39 (PDQ-39). 
 
7. What are the responsibilities of participants? 
 

Participants must agree to adhere to the principal investigator’s instructions and co-operate 

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

untoward experience. 



8. What are the expected risks for the participants? 
 

There is a mild risk of fall while performing Lindop Parkinson Disease Mobility Assessment 

scale. The necessary precautions will be taken by the researcher to prevent any untoward 

events while performing the test. 

 
 

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

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

completion of the study. 

 
 

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

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

 
 
 

 

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

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

 

12. Permission for publication? 
 

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

not disclosed even after the study has been published or during the study. 
 

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

Name of contact person with official address and phone number 
 

1) Ms. Khyati Ajit Singh. 
 

S.D.M College of Physiotherapy, 

Sattur, Dharwad -580009 Mobile 

no- 7022174026 
 

Email.id- khyati.singh9630@gmail.com 
 

 

2) Dr. Sudhir Bhatbolan. MPT. 

Associate Professor, 
 

S.D.M College of Physiotherapy, 

Sattur, Dharwad – 580009 Mobile 

no – 988647575 

Email.id – sudhirbhatbolan@gmail.com 

mailto:khyati.singh9630@gmail.com
mailto:sudhirbhatbolan@gmail.com
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DEMOGRAPHIC DATA SHEET: 
 
 
 

 

1) NAME: 
 

2) AGE: 
 

3) GENDER: 
 

4) HEIGHT: 
 

5) WEIGHT: 
 

6) BMI: 
 

7) ADDRESS: 
 

8) OCCUPATION: 
 

9) TIME SINCE DIAGNOSIS: 
 

10) HOEHN AND YAHR STAGE: 
 

11) SPES/SCOPA: 
 

 

MOTOR ACTIVITY OF MOTOR TOTAL SCORE 

IMPAIRMENT DAILY LIFE COMPLICATION  
    

    

    

    

    

    
 
 
 
 
 

12)ACCESS TO REHABILITATION SERVICES: YES NO 
 

13) ARE YOU CURRENTLY UNDERGOING PHYSIOTHERAPY TREATMENT? 



 Lindop Parkinson’s Assessment Scale   

Hospital number: 

 

 Patient name:      
           

  Date         
           

  Time of Ax         
           

  Walking aid         
         

  Time of last medication       
         

  Sit to stand:Unaided with ease 3 3  3 3 3 
  Unaided with effort 2 2  2 2 2 

  Help of one 1 1  1 1 1 

  Help of 2+ 0 0  0 0 0 

  Timed 60+ sec 3 3  3 3 3 
  unsupported 49-59 sec 2 2  2 2 2 m o b i l i t y 

stand: 30-44 sec 1 1  1 1 1 
 0-29 sec 0 0  0 0 0 

    

  Timed up & go: 10-20 sec 3 3  3 3 3 
   21-35 sec 2 2  2 2 2 

   36-60 sec 1 1  1 1 1 

   60+ sec 0 0  0 0 0 

  180 turn to right: 4-6 steps 3 3  3 3 3 

G
a

it
  7-8 steps 2 2  2 2 2 

 9-10 steps 1 1  1 1 1 
 11+ steps 0 0  0 0 0 

    

  180 turn to left: 4-6 steps 3 3  3 3 3 
   7-8 steps 2 2  2 2 2 

   9-10 steps 1 1  1 1 1 

   11+ steps 0 0  0 0 0 

  Walking through doorway:       

  No freeze/festination 3 3  3 3 3 

  Some festination 2 2  2 2 2 

  Freezes once   1 1  1 1 1 

  Freezes 2+ times 0 0  0 0 0 

   TOTAL       

  Sit to lie (56 cm bed):       

  Unaided with ease (≤ 5 sec) 3 3  3 3 3 

  Unaided with effort (6+ sec) 2 2  2 2 2 

  Help of 1   1 1  1 1 1 

  Help of 2/unable 0 0  0 0 0 

m
o

bi
li

ty
 Turn to left on bed:       

Unaided with ease (≤ 5 sec) 3 3  3 3 3 

Unaided with effort (6+ sec) 2 2  2 2 2 
   

  Help on 1   1 1  1 1 1 

  Help of 2/unable 0 0  0 0 0 

  Turn to right on bed:       

  Unaided with ease (≤ 5 sec) 3 3  3 3 3 

B
e

d
 Unaided with effort (6+ sec) 2 2  2 2 2 

Help of 1   1 1  1 1 1 

Help of 2/unable 0 0  0 0 0 
   

  Lie to sit on bed:         

  Unaided with ease (≤ 5 sec) 3 3  3 3 3 

  Unaided with effort (6+ sec) 2 2  2 2 2 

  Help of 1   1 1  1 1 1 

  Help of 2/unable 0 0  0 0 0 

   TOTAL       

  Signature       
 

 

Copyright©2003Derby Hospitals NHS Foundation Trust. The text of this document may be reproduced in its 

original form without formal permission or charge for personal or in-house use for non-profit making 

organisations. Source should be acknowledged in any dissemination or publication. 



Non-Motor Symptom assessment scale for Parkinson’s Disease 
 
 

Patient ID No: ________________________ Initials: ________________ Age: __________ 

 

Symptoms assessed over the last month. Each symptom scored with respect to: 
 
Severity: 0 = None, 1 = Mild: symptoms present but causes little distress or disturbance to patient;  
2 = Moderate: some distress or disturbance to patient; 3 = Severe: major source of distress or disturbance to patient. 

 

Frequency: 1 = Rarely (<1/wk); 2 = Often (1/wk); 3 = Frequent (several times per 

week); 4 = Very Frequent (daily or all the time). 
 
Domains will be weighed differentially. Yes/ No answers are not included in final frequency x severity calculation.  
(Bracketed text in questions within the scale is included as an explanatory aid). 
 
 Severity  Frequency Frequency 

Domain 1: Cardiovascular including falls     x Severity  
 
1. Does the patient experience light-headedness, dizziness, weakness on 

standing from sitting or lying position? 
 
 
2. Does the patient fall because of fainting or blacking out?  

 

SCORE: 

 

Domain 2: Sleep/fatigue 
 
3. Does the patient doze off or fall asleep unintentionally during daytime 

activities? (For example, during conversation, during mealtimes, or 

while watching television or reading). 
  
4. Does fatigue (tiredness) or lack of energy (not slowness) limit the patient’s 

daytime activities? 
  
5. Does the patient have difficulties falling or staying asleep?  
 
6. Does the patient experience an urge to move the legs or restlessness   

in legs that improves with movement when he/she is sitting or lying 

down inactive? 
  
SCORE: 

 

Domain 3: Mood/cognition 
 
7. Has the patient lost interest in his/her surroundings?  
 
8. Has the patient lost interest in doing things or lack motivation to start 

new activities? 
 
9. Does the patient feel nervous, worried or frightened for no apparent reason?  
 
10. Does the patient seem sad or depressed or has he/she reported 

such feelings? 
 
11. Does the patient have flat moods without the normal “highs” and “ lows”?  
 
12. Does the patient have difficulty in experiencing pleasure from their 

usual activities or report that they lack pleasure? 
  
SCORE: 

 

Domain 4: Perceptual problems/hallucinations 
 
13. Does the patient indicate that he/she sees things that are not there?  
 
14. Does the patient have beliefs that you know are not true?   

(For example, about being harmed, being robbed or being unfaithful) 
 
15. Does the patient experience double vision?   

(2 separate real objects and not blurred vision)  
 
SCORE: 



 Severity  Frequency Frequency 

Domain 5: Attention/memory     x Severity  
 
16. Does the patient have problems sustaining concentration during activities?   

(For example, reading or having a conversation) 
 
17. Does the patient forget things that he/she has been told a short time ago 

or events that happened in the last few days? 
  
18. Does the patient forget to do things?   

(For example, take tablets or turn off domestic appliances?)  
 
SCORE: 

 

Domain 6: Gastrointestinal tract 
 
19. Does the patient dribble saliva during the day?  
 
20. Does the patient have difficulty swallowing?  
 
21. Does the patient suffer from constipation?   

(Bowel action less than three times weekly)  
 
SCORE: 

 

Domain 7: Urinary 
 
22. Does the patient have difficulty holding urine? (Urgency)  
 
23. Does the patient have to void within 2 hours of last voiding? (Frequency)  
 
24. Does the patient have to get up regularly at night to pass urine? (Nocturia)  
 
SCORE: 

 

Domain 8: Sexual function 
 
25. Does the patient have altered interest in sex?   

(Very much increased or decreased, please underline) 
 
26. Does the patient have problems having sex?  
 
SCORE: 

 

Domain 9: Miscellaneous 
 
27. Does the patient suffer from pain not explained by other known conditions?   

(Is it related to intake of drugs and is it relieved by antiparkinson drugs?) 
 
28. Does the patient report a change in ability to taste or smell?  
 
29. Does the patient report a recent change in weight (not related to dieting)?  
 
30. Does the patient experience excessive sweating (not related to hot weather)?  
 
SCORE:  
 

 

TOTAL SCORE: 
 

 

Developed by the International Parkinson’s Disease Non-Motor Group.  
Contacts: ray.chaudhuri@uhl.nhs.uk or alison.forbes@uhl.nhs.uk 



SPES/SCOPA 
 

 

A. Motor evaluation 
 

 

Clinical examination 

 

1. Rest tremor  
assess each arm separately during 20 seconds; hands rest on thighs; if tremor is not evident at 

rest, try to keep the patient attentive, e.g. by having him/her count backwards with eyes closed  
0 = absent  
1 = small amplitude (< 1 cm) occurring spontaneously, or obtained only while keeping patient 

attentive (any amplitude)  
2 = moderate amplitude (1-4 cm), occurring spontaneously 

3 = large amplitude (  4 cm), occurring spontaneously. 

 

2. Postural tremor  
check with arms outstretched, pronated and semipronated, and with index fingers of both hands 

almost touching each other (elbows flexed); assess each position during 20 seconds  
0 = absent  
1 = small amplitude (< 1cm)  
2 = moderate amplitude (1-4 cm)  
3 = large amplitude (  4 cm). 

 

3. Rapid alternating movements of hands  
rapid alternating pronation/supination movements of upper hand, each time slapping the palm of 

the horizontally held lower hand during 20 seconds; each hand separately  
0 = normal  
1 = slow execution, or mild slowing and/or reduction in amplitude; may have occasional arrests 2 

= moderate slowing and/or reduction in amplitude or hesitations in initiating movement or  
frequent arrests in ongoing movements 

3 = can barely perform task. 

 

4. Rigidity  
assess passive movements of elbow and wrist over full range, with the patient relaxed in sitting 

position; ignore cogwheeling; check each arm separately  
0 = absent  
1 = mild rigidity over full range, no difficulty reaching end positions 2 

= moderate rigidity, some difficulties reaching end positions  
3 = severe rigidity, considerable difficulties reaching end positions. 

 

5. Rise from chair  
patient is instructed to fold arms across chest; use straight back chair 0 

= normal  
1 = slowly; does not need arms to get up  
2 = needs arms to get up (can get up without help) 3 

= unable to rise (without help). 

 

6. Postural instability  
stand behind the patient and pull patient backwards, while s/he is standing erect with eyes open and 

feet spaced slightly apart; patient is not prepared  
0 = normal, may take up to 2 steps to recover 1 

= takes 3 or more steps; recovers unaided 2 = 

would fall if not caught  
3 = spontaneous tendency to fall or unable to stand unaided. 
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7. Gait  
assess gait pattern; use walking aid or offer assistance, if necessary 0 

= normal  
1 = mild slowing and/or reduction of step height or length; does not shuffle 2 

= severe slowing, or shuffles or has festination  
3 = unable to walk. 

 

8. Speech  
0 = normal  
1 = slight loss of expression, diction and/or volume  
2 = slurred; not always intelligible  
3 = unintelligible always or most of the time. 

 

 

Historical information 

 

9. Freezing during 'on'  
Freezing is characterized by hesitation when trying to start walking or 'gluing' to the ground 
while walking.  
0 = absent  
1 = start hesitation only, occasionally present  
2 = frequently present, may have freezing when walking  
3 = severe freezing when walking. 

 

10. Swallowing 
0 = normal  
1 = some difficulty or slow; does not choke; normal diet 2 

= sometimes chokes; may require soft food  
3 = chokes frequently; may require soft food or alternative method of food intake. 

 
 

 

B. Activities of Daily Living 
 

11. Speech  
0 = normal  
1 = some difficulty; may sometimes be asked to repeat sentences 2 

= considerable difficulty; frequently asked to repeat sentences 3 = 

unintelligible most of the time. 

 

12. Feeding (cutting, filling cup, etc.)  
0 = normal  
1 = some difficulty or slow; does not need assistance  
2 = considerable difficulty; may need some assistance  
3 = needs almost complete or complete assistance. 

 

13. Dressing 

0 = normal  
1 = some difficulty or slow; does not need assistance  
2 = considerable difficulty; may need some assistance (e.g. buttoning, getting arms into sleeves) 3 

= needs almost complete or complete assistance. 

 

14. Hygiene (washing, combing hair, shaving, brushing teeth, using toilet) 0 
= normal  
1 = some difficulty or slow; does not need assistance 2 

= considerable difficulty; may need some assistance 3 = 

needs almost complete or complete assistance. 
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15. Changing position (turning over in bed, getting up out of bed, getting up out of a chair, 

turning around when standing)  
0 = normal  
1 = some difficulty or slow; does not need assistance with any change of position  
2 = considerable difficulty; may need assistance with one or more changes of position  
3 = needs almost complete or complete assistance with one or more changes of position. 

 

16. Walking 

0 = normal  
1 = some difficulty or slow; does not need assistance or walking aid 2 
= considerable difficulty; may need assistance or walking aid  
3 = unable to walk, or walks only with assistance and great effort. 

 

17. Handwriting 

0 = normal  
1 = some difficulty (e.g. slow, small letters); all words legible  
2 = considerable difficulty; not all words legible; may need to use block letters 3 

= majority of words are illegible. 
 
 

 

C. Motor Complications 
 

18. Dyskinesias (presence)  
0 = absent  
1 = present some of the time  
2 = present a considerable part of the time  
3 = present most or all of the time. 

 

19. Dyskinesias (severity)  
0 = absent  
1 =  small amplitude  
2 = moderate amplitude  
3 = large amplitude 

 

20. Motor fluctuations (presence of 'off' periods)  
What proportion of the waking day is patient 'off' on average?  
0 = none  
1 = some of the time  
2 = a considerable part of the time  
3 = most or all of the time. 

 

21. Motor fluctuations (severity of 'off' periods)  
0 = absent  
1 = mild end-of-dose fluctuations  
2 = moderate end-of-dose fluctuations; unpredictable fluctuations may occur occasionally 3 = 

severe end-of-dose fluctuations; unpredictable on-off oscillations occur frequently. 
 
 

 
Use of this questionnaire in studies should be communicated to the International Parkinson and Movement Disorder 
Society (MDS). No changes may be made to the questionnaire without written permission from MDS. Please use the 
following reference in publications: Marinus J, Visser M, Stiggelbout AM, Rabey JM, Martínez-Martín P, Bonuccelli 
U, Kraus PH, van Hilten JJ. A short scale for the assessment of motor impairments and disabilities in Parkinson's 
disease: the SPES/SCOPA. J Neurol Neurosurg Psychiatry 2004;75:388-395. 

 
To request permission or obtain licensing, please submit a Rating Scale Permission Request Form. For further 
information, please email info@movementdisorders.org. 
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PDQ-39 QUESTIONNAIRE 
 
 

 

Please complete the following 
 

Please tick one box for each question 

 

Due to having Parkinson’s disease,              
how often during the last month Never   Occasionally   Sometimes 

Often Always 
   

have you.... 

              or cannot do 

1 Had difficulty doing           at all 
 

the leisure activities which 
             

              

 you would like to do?               
 
2 Had difficulty looking after 

your home, e.g. DIY, 

housework, cooking? 

 
3 Had difficulty carrying bags 

of shopping? 

 
4 Had problems walking half 

a mile? 

 
5 Had problems walking 100 

yards? 

 
6 Had problems getting 

around the house as easily 

as you would like? 

 
7 Had difficulty getting 

around in public? 

 
8 Needed someone else to 

accompany you when you 

went out? 

 
9 Felt frightened or worried 

about falling over in 

public? 

 
10 Been confined to the 

house more than you 

would like? 
 
 
11 Had difficulty washing  

yourself?  
 
12 Had difficulty dressing 

yourself? 

 
13 Had problems doing up 

your shoe laces? 
 
 

Please check that you have ticked one box for each question before going on to the next page 
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Due to having Parkinson’s disease,  Please tick one box for each question  
how often during the last month 

      

Never Occasionally  Sometimes Often Always 

   

have you.... 
or cannot do  

at all  
14 Had problems writing 

clearly? 

 
15 Had difficulty cutting up 

your food? 

 
16 Had difficulty holding a 

drink without spilling it? 
 
 
17 Felt depressed?  
 
18 Felt isolated and lonely?  
 
19 Felt weepy or tearful?  
 
20 Felt angry or bitter?  
 
21 Felt anxious?  
 
22 Felt worried about your 

future? 

 
23 Felt you had to conceal 

your Parkinson's from 

people? 

 
24 Avoided situations which 

involve eating or drinking 

in public? 

 
25 Felt embarrassed in public 

due to having Parkinson's 

disease? 

 
26 Felt worried by other 

people's reaction to you? 

 
27 Had problems with your 

close personal 

relationships? 

 
28 Lacked support in the 

ways you need from your 

spouse or partner?  
If you do not have a spouse or   

partner tick here 

 
29 Lacked support in the 

ways you need from your 

family or close friends? 
 
 
 

Please check that you have ticked one box for each question before going on to the next page 
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Due to having Parkinson’s disease,    Please tick one box for each question    

how often during the last month 

Never Occasionally  Sometimes Often Always 

   

have you.... 

30 Unexpectedly fallen asleep                  
 

during the day? 
                 

                  

31 Had problems with your 

                 

                 
 concentration, e.g. when                  
 reading or watching TV?                  

32 Felt your memory was 

                 

                 
 

bad? 
                 

                  

33 Had distressing dreams or 

                 

                 
 hallucinations?                  

34 Had difficulty with your 

                 

                 
 

speech? 
                 

                  

35 Felt unable to 

                 

                 
 communicate with people                  

 properly?                  

36 Felt ignored by people?                  

37 Had painful muscle 
                 
                 

 

cramps or spasms? 
                 

                  

38 Had aches and pains in 

                 

                 
 

your joints or body? 
                 

                  

39 Felt unpleasantly hot or 
                 
                 

 cold?                  
                     
                     

 
Please check that you have ticked one box for each question before going on to the next page 

 

 

Thank you for completing the PDQ 39 questionnaire 
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