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ABSTRACT 
 

 

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 

 

Background and objectives: 

Health related quality of life reflects a comprehensive view of health and has a crucial 

role in defining his/her well-being. Non–motor symptoms of Parkinson’s disease are 

those manifestations that are not related to difficulties associated with movement and 

has been universally reported irrespective of the disease stage. 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. 

Hence the objective is to correlate Health Related Quality of life with motor 

symptoms, non-motor symptoms and functional ability among patients with 

Parkinson’s Disease.  

 

Study design: Cross – sectional study 

 

Methods: 

The study was conducted on 57 community dwelling Parkinson’s patients living in 

Hubli- Dharwad. The scales used to assess non-motor symptom was the Non-motor 
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Assessment Scale, motor symptom was Short Parkinson Evaluation Scale/Scale of 

Outcomes in Parkinson’s patient, functional ability was Lindop Parkinson Disease 

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

disease quality of life-39 questionnaire.   

 

Results: 

Non-Motor Symptom Assessment Scale domains: Sleep/fatigue (0.0072), 

Mood/cognition (0.0001), Attention/memory (0.0035) and Urinary (0.0020) 

demonstrated p value that were statistically significant. The analysis pointed a strong 

correlation between Lindop Parkinson Disease Assessment Scale and Non-Motor 

Symptom Assessment Scale score with Parkinson Disease Questionnaire-39 and to 

a lesser extent with SCOPA.  

 

Conclusion: 

In conclusion, we have shown that non-motor symptoms and functional ability 

strongly contribute to health-related quality of life decline in patients with 

Parkinson’s disease, even more than motor symptoms. 

 

KEYWORDS: Parkinson Disease, Non-motor symptoms, Functional ability. 
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                                           INTRODUCTION 

 

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 247/ 100000 reported 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 
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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- behavioural disorders, sleep related disorders and 
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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 35-37has been reported by studies that have largely focused on symptom-based 

understanding of quality of life but have had an 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 
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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 
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patients may assist the caregivers and therapists for investing in client centred 

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.  
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                                                          OBJECTIVES 

 

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

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

 

RESEARCH QUESTION: 

1. Is there any correlation of health-related quality of life with respect to motor 

symptoms, non-motor symptoms and functional ability in patients with 

Parkinson’s disease? 
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REVIEW OF LITERATURE 

 

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

into the etiology, incidence and prevalence of Parkinson Disease. It was stated that 

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 provided us 

with the information of various incidence studies of Parkinson’s disease (PD). 

Twenty-five incidence studies were included for the review. Similar incidence was 

given by four studies but one study from Italy had a much lower incidence, the reason 

for which was not clearly stated. In this systematic review five studies were found to 

have significantly greater incidence in men. This review highlighted about the 
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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 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, 

Minnesota, Hawaii USA, and Ontario, Canada was taken. It was estimated that the 

overall prevalence of PD among those aged ≥45 years was to be 572 per 100,000 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. Neuroepidemiology in India during the last four decades has been 

documented in this study as well as the Growth and development of various 

neurological diseases. The prevalence rates of of neurological diseases from different 

areas 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. Prevalence and incidence rates of Parkinson’s disease was determined 

through population-based surveys which showed considerable variation across 

different regions in the country. Higher rates of prevalence of neurological disorders 
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in rural areas, call for urgent strategies to establish outreach neurology services to 

cater to remote and rural areas and establish stroke units at different levels of health 

care pyramid.7 

 

A longitudinal study was done in the year 2000 in Italy 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. The cohort 

consisted of 4,341 individuals that is about 65 to 84 years of age: 596 died before the 

examination, 2,863 that is about 76.4% of the survivors completed the screening 

procedure, and 882 refused to participate. 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 for parkinsonism and 2.13 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. Parkinson’s disease 

new cases in 1994–1995 were identified among members of the Kaiser Permanente 

Medical Care Program of Northern California which is a large health maintenance 

organization. A total of 588 newly diagnosed cases of Parkinson’s disease were 

identified, which gave them an overall estimated age and gender-adjusted incidence 
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rate of 13.4 per 100,000 They also mentioned that 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 was 91% higher than that for women. The age- and gender-adjusted 

rate per 100,000 was highest among Hispanics which was followed by non-Hispanic 

Whites, Asians and Blacks. This data suggested that the incidence of Parkinson’s 

disease varies by race/ethnicity.9 

 

A multicentre case control study was done in the year 2016 in five Movement 

Disorder centres located in Central-Southern Italy. Patients affected by Parkinson 

Disease diagnosed according to the Gelb's diagnostic criteria, were enrolled in the 

study. 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 which is 59.5% men and 481 controls which is 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-centre, open-label, one point in time evaluation study 

conducted from 2009 to 2011 to study non-motor symptoms in an Indian cohort of 
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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 in the United States more than 1 million people 

have Parkinson disease (PD). Parkinson Disease affects approximately around one 

in hundred Americans who are older than 60 years. Based on American Academy of 

Neurology practice guidelines, the state of contemporary medical management of 

Parkinson Disease and related disorders are given. It has been stated that Levodopa 

combined with carbidopa is to be used for treatment for Parkinson Disease which is 

the gold standard treatment. Deep Brain Stimulation is a surgical intervention which 

was also encouraged to be used in this study. Neuroprotection and alternative 

therapies included a popular speech-language pathology and occupational therapy 

program, LSVT BIG and LOUD and Tai chi has emerged as a popular Parkinson 

Disease movement intervention.24 

 

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

conducted in the year 2013.  It is known that the cardinal features of Parkinson 

disease are bradykinesia, rigidity, tremor, and postural instability. Treatment should 
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be started when a patient begins to experience functional impairment which will be 

effective in reducing motor impairment and disability. It was stated that the 

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

agonists and monoamine oxidase-B inhibitors are also effective. In poorly controlled 

symptoms deep brain stimulation was found to be effective despite optimal medical 

therapy. It was also mentioned that occupational, physical, and speech therapy 

improved patient function. Various non motor symptoms like fatigue, sleep 

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

disease. Although these conditions were associated with significantly impact the 

quality of life which can be improved with treatment as it was stated in this study.25 

 

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

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

laboratory science and clinical science of Parkinson Disease. Advances on 

knowledge in the genetics of Parkinson Disease, potential etiologic and pathogenic 

causes was mentioned in the former category are. Clinical science had also been very 

productive with many important clinical advances. More awareness was focused on 

nonmotor features of Parkinson Disease and their impact on quality of life for the 

persons with Parkinson Disease and their family and recognition of behavioural 

complications of medications utilized to treat Parkinson Disease. Many controlled 

clinical trials are trying to slow the progression of the disease and to suggest new 

symptomatic therapies and surgical approaches to reduce symptoms and progression, 

which included cellular and gene therapy as well as deep brain stimulation were 

mentioned in this study.26 
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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. 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. 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 there 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 most patients during 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 
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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.it has been stated that Parkinson’s disease (PD) is a movement 

disorder caused by loss of dopaminergic neurons in the substantia nigra pars 

compacta as well as different regions in the brain. Moreover, older, and recent studies 

have shown that the degenerative process in Parkinson Disease is does affects not 

only the central nervous system (CNS) but also the peripheral autonomic nervous 

system and the also the organs. 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 has been 

established in this review that this illness is a systemic CNS and peripheral disorder 

that requires new hypotheses regarding its causation and progression.30 

 

Increased number of melanoma cases 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, they critically reviewed all clinical 

studies available stating the association between skin cancer and Parkinson Disease. 

They found 26 studies on cancer occurrence in Parkinson Disease. Finally, it was 

suggested that Parkinson Disease patients have a higher frequency of melanoma and 

non-melanoma skin cancers than the general population. Causal factors remain 

unknown. As there is weak association between skin cancer and Parkinson Disease, 
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no suggestions could be made regarding the need for periodic dermatological 

screening.31 

 

A cross-sectional 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. 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 
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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. This 

study stated functional ability in the interview talk of long-term care nurses and older 

people living in long-term care. This study has stated that functioning differs between 

nurses and older residents. For the nurses, functional ability was regarding the basic 

functions of daily life, and they often used formal and theoretical language, whereas 

for older long-term care residents, functional ability was a more versatile concept. In 

their talk, the nurses mentioned themselves as competent professionals and active 

caregivers in relation to functional ability. 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 analyse the 

influence of motor and nonmotor symptoms on the quality of life (QoL) of patients 

with Parkinson’s disease, and to find out the association between the two types of 

symptoms. 3 neurologists assessed Quality of life with Parkinson’s disease 

questionnaire -39 scale, UPDRS was also used to asses motor symptoms and the non-

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

Correlation analyses was done to find out the influence of motor and non-motor 

symptoms on Quality of Life. In conclusion it was observed that there is analysis a 

direct relationship between the non-motor symptoms scale score.35 
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A cross-sectional was done in the year 2016 in Parkinson Disease patients attending 

a Portuguese tertiary movement disorders center during one-year prevalence of non-

motor symptoms its impact on activities of daily living and health related quality of 

life in Parkinson’s Disease. One hundred and forty-three patients were assessed to 

find the prevalence of non-motor symptoms and to find out the correlation between 

the 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. It was 

observed that all patients had at least one non-motor symptom was present and their 

prevalence, above 80%. Compared to various other studies in different countries, 

they found a higher prevalence of non-motor symptom, in their population.36 

 

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 in the years 2013 

and 2014. 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 symptoms was assessed using the Unified 

Parkinson’s Disease Rating Scale. It was found in conclusion that unlike motor 

symptoms, non-motor symptoms burden has a significant impact on their Quality of 

life.37 

 

A cross-sectional study was done in the year 2009 in Spain with an objective to find 

whether the Non-Motor Assessment Scale is scale specifically designed for the 

comprehensive assessment of non-motor symptom in patients with Parkinson 

disease. The psychometric properties of Non-Motor Assessment Scale have been 
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tested in this study. The acceptability, reliability, validity, and precision of Non-

Motor Assessment Scale was analyzed. The intraclass correlation coefficient and Lin 

concordance coefficient showed satisfactory reproducibility. The non-motor 

assessment scale total score was higher for women and for increasing disease 

duration. It was hence 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 which was developed to assess motor function in 

Parkinson’s disease patients. The motor item’s inter-rater reliability ranged from 

0.70–0.87 as well as the intra-rater reliability ranged from 0.81–0.95. It was observed 

that the mean time to complete the scales were different and it was measured that 8.1 

minute for the Parkinson’s Evaluation Scale (SPES)/Scales for Outcomes in 

Parkinson’s disease and 15.6 minutes for the Unified Parkinson’s Disease Rating 

Scale was required. Hence it was finally 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.39 

 

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, a 

scale developed to find out an objective information on gait and bed mobility in 

patients with Parkinson’s disease. The therapists in this study rated the patients with 
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Parkinson’s disease using the motor examination section of the Unified Parkinson’s 

Disease Rating Scale and the Lindop Parkinson’s Disease Mobility Assessment 

scale. The results concluded that the Lindop Parkinson disease mobility assessment 

scale is a valid measure with good inter-rater reliability and that Lindop Parkinson 

disease mobility assessment scale is a quick and easy to administer scale which 

provides with an objective information about the gait and bed mobility of elderly 

patients with Parkinson’s disease.40 

 

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 in Singapore was done 

in the year 2004. Eighty-eight patients completed the Parkinson’s disease 

questionnaire-39 and Parkinson’s disease questionnaire -8. It was seen that 

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

discriminant validity. Parkinson’s disease questionnaire-39 and Parkinson’s disease 

questionnaire -8 summary indexes were highly correlated. 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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METHODOLOGY 

MATERIALS AND METHODS: 

 

• SOURCE OF DATA:  

            The patients with Parkinson’s disease in Hubli-Dharwad were 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 



Page | 21  
 

METHODS OF COLLECTION OF DATA:  

• STUDY DESIGN: Cross sectional study with a Correlational design 

• SAMPLE SIZE: Based on convenient sampling method a sample size of 57 

was taken.   

• 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 

          SPES/SCOPA. 

        v. Hoehn and Yahr Staging Scale.  

       vi. Lindop Parkinson Disease Mobility Assessment Scale.  

      vii. Chair with arm rest  

       viii. Stop watch.  

 

• STUDY METHOD: 

 

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 was carried out in 

the following ways. Patient’s contact information in S.D.M Hospital, Dharwad 

was taken through the Medical Record Department. Alternately, the researcher 

also visited the hospitals in Hubli-Dharwad and requested 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 patients were contacted and called to the Neuro- 
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Physiotherapy OPD of SDM Hospital for the evaluation. The patients who are 

willing to volunteer, were explained the need for such study, the study 

instruments and procedure. They were recruited to participate in the study upon 

obtaining their signed informed consent. 

Demographic Data Sheet:  

It consists of demographic details of an individual who has consented to 

participate in the study. 

Non-Motor Symptom Assessment Scale38  

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

is 360.  

Parkinson Disease Quality of Life Questionnaire – 3942 

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.  

The Short Parkinson’s Evaluation Scale/Scales for Outcomes in 

Parkinson’s disease (SPES/SCOPA)39 

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 
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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.  

Hoehn And Yahr Staging Scale41  

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).  

Lindop Parkinson Disease Mobility Assessment Scale40 

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 
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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. 

 

• DATA COLLECTION: 

Study was 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 ethics clearance was obtained from institutional 

ethics committee, SDM College of Medical Sciences and Hospital, Dharwad. 

The subjects were included into the study as per the inclusion and exclusion 

criteria. Each individual was explained in detail the study procedure and a 

written informed consent was obtained. The demographic details of each subject 

were noted and they were 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 asked the requisite questions with 

respect to the evaluation tools used in the course of study and obtained the 

responses from the patient and documented the same. 

 

• Study analysis:  

The descriptive analysis was done and was presented as percentages, means 

and standard deviation (SD) for the baseline characteristics. Further data 
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analysis was performed using Kolmogorov Smirnov test for the normal 

distribution of Parkinson Disease Questionnaire-39 scores, non-motor 

symptom assessment scale and its dimensions, Short Parkinson Evaluation 

Scale/Scale of Outcomes in Parkinson’s patient and its dimensions and Lindop 

Parkinson Disease Mobility Assessment Scale score. Spearman’s rank 

correlation coefficient method was used to correlate non- motor symptom 

assessment scale scores with Parkinson Disease Questionnaire-39 scores, 

Parkinson Disease Questionnaire-39 scores with dimension scores of non- 

motor symptom assessment scale, Parkinson Disease Questionnaire-39 scores 

with Short Parkinson Evaluation Scale/Scale of Outcomes in Parkinson’s 

patient scores, Parkinson Disease Questionnaire-39 scores with dimension 

scores of Short Parkinson Evaluation Scale/Scale of Outcomes in Parkinson’s 

patient and Parkinson Disease Questionnaire-39 scores with Lindop Parkinson 

Disease Mobility Assessment Scale scores. 

p value ≤ 0.05 (95% CI) was considered as statistically significant.  
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                                                RESULTS 

Statistical analysis was done using SPSS version 20.0. The descriptive analysis was 

done and was presented as percentages, means and standard deviation (SD) for the 

baseline characteristics. Further data analysis was performed using Kolmogorov 

Smirnov test for the normal distribution of Parkinson Disease Questionnaire-39 

scores, non-motor symptom assessment scale and its dimensions, Short Parkinson 

Evaluation Scale/Scale of Outcomes in Parkinson’s patient and its dimensions and 

Lindop Parkinson Disease Mobility Assessment Scale score. Spearman’s rank 

correlation coefficient method was used to correlate non- motor symptom assessment 

scale scores with Parkinson Disease Questionnaire-39 scores, Parkinson Disease 

Questionnaire-39 scores with dimension scores of non- motor symptom assessment 

scale, Parkinson Disease Questionnaire-39 scores with Short Parkinson Evaluation 

Scale/Scale of Outcomes in Parkinson’s patient scores, Parkinson Disease 

Questionnaire-39 scores with dimension scores of Short Parkinson Evaluation 

Scale/Scale of Outcomes in Parkinson’s patient and Parkinson Disease 

Questionnaire-39 scores with Lindop scores. 

p value ≤ 0.05 (95% CI) was considered as statistically significant. 

The present study was conducted on 57 community dwelling patients with Parkinson 

disease who were residing in the urban locality of Hubli-Dharwad with an objective 

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

symptoms and functional ability. The general socio-demographic characteristics of 

the participants i.e., age and gender are described below. 
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There were 57 participants who gave their consent to participate in the study and 

were included as per there criteria and their responses were noted. The mean age of 

the participants was 66.88 ± 6.41 years.  

Table-1a and Figure-1a illustrate the distribution of study population in various age 

categories. 

Table-1a: Distribution of study population based on age 

Age groups No of respondents % of respondents 

50-59yrs 7 12.28 

60-69yrs 33 57.89 

>=70yrs 17 29.82 

Total 57 100.00 

Mean age 66.88 

SD age 6.41 

 

 

The age of the participants was segregated in 3 categories. The maximum number of 

respondents was between the age-group of 60-69years had 57.89% (33 participants) 

the age group of more than 70 years had 29.82% i.e. (17 participants) and the least 

number of participants were in 50-59 years age group i.e. 12.28% (7 participants). 

50-59yrs

12.28%

60-69yrs

57.89%

>=70yrs

29.82%

Figure-1a: Distribution of study population based on 

age 
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The study included both male and female participants.  

Table-1b and Figure-1b illustrate the distribution of study population based on 

gender. 

Table-1b: Distribution of study population based on gender 

Gender No of respondents % of respondents 

Male 27 47.37 

Female 30 52.63 

Total 57 100.00 

 

 

The total number of male respondents was 47.37 % i.e. (27 participants) and total 

number of female respondents was 52.63% i.e. (30 participants). 

The study included Non-motor Symptom Assessment Scale, Short Parkinson 

Evaluation Scale/Scale of Outcomes in Parkinson’s patient (SPES/SCOPA), Lindop 

Parkinson Disease Mobility Assessment Scale and Parkinson’s disease quality of 

life-39 questionnaire (PDQ-39). The normal distribution of all the variables in the 

scales is illustrated in Table 2  

Male

47.37%

Female

52.63%

Figure-1b: Distribution of study 

population based on gender
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Table 2: Normality of Parkinson Disease Questionnaire-39, Non-motor 

Symptom Assessment Scale and its dimensions, Short Parkinson Evaluation 

Scale/Scale of Outcomes in Parkinson’s patient and its dimensions; Lindop 

Parkinson Disease Mobility Assessment Scale scores by Kolmogorov Smirnov 

test 

  Z-value p-value 

PDQ 39 1.5970 0.0120* 

Cardiovascular 2.1050 0.0001* 

Sleep/fatigue 1.3450 0.0540 

Mood/cognition 1.4240 0.0350* 

Perceptual problems/hallucinations  4.0760 0.0001* 

Attention/memory 1.0220 0.2470 

GI tract 1.9890 0.0010* 

Urinary 1.3290 0.0500* 

Sexual function   

Miscellaneous 1.8190 0.0030* 

NMSS 1.6120 0.0110* 

Motor evaluation 0.8290 0.4970 

Activity of daily living 1.5930 0.0130* 

Motor complications   

SCOPA 0.8680 0.4380 

LINDOP 1.5910 0.0130* 

*p<0.05 indicates skewed distribution 
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Correlation between Non-motor Symptoms (NMSS) and Health related quality 

of life (PDQ-39) parameters: 

 

Non-motor symptoms were screened using the Non-motor Symptom Assessment 

Scale (NMSS) and the Health-related quality of life was evaluated using the 

Parkinson’s disease quality of life-39 questionnaire (PDQ-39). Correlation of the 

Non-Motor Symptom Assessment Scale with Parkinson’s disease quality of life-39 

questionnaire (PDQ-39) was done using Spearman’s rank correlation coefficient 

method. Table 3 shows the correlation between Parkinson’s disease quality of life-

39 questionnaire scores with Non-motor Symptom Assessment Scale scores by 

Spearman’s rank correlation coefficient method. Figure 2 illustrates the scatter 

diagram showing the correlation between Parkinson’s disease quality of life-39 

questionnaire scores with Non-motor Symptom Assessment Scale scores. 

 

Table 3: Correlation between Parkinson’s disease quality of life questionnaire-

39 scores with Non-motor symptom assessment scale scores by Spearman’s rank 

correlation coefficient method. 

*p<0.05= significant 

  

Variables Correlation between PDQ 39 scores with NMSS 

Spearman R t-value p-value 

NMSS scores 0.6372 6.1317 0.0001* 
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Figure 2: Scatter diagram showing the correlation between Parkinson’s disease 

quality of life-39 questionnaire scores with Non-motor symptom assessment 

scale scores 

 

 

Among the 57 participants, there was a strong positive correlation between Non-

Motor symptoms and Health Related Quality of life, where Spearman’s Rank value 

= 0.6372 and (p > 0.05) which means there is strong statistical significant correlation 

between Non-Motor symptoms and Health Related Quality of life. 

Another correlational analysis was done between Parkinson’s disease quality of life-

39 questionnaire scores with dimension scores of Non-motor symptom assessment 

scale by Spearman’s rank correlation coefficient method. Non-motor symptom 

assessment scale domains: Sleep/fatigue (0.0072), Mood/cognition (0.0001), 

Attention/memory (0.0035) and Urinary (0.0020) demonstrated p value that were 

statistically significant which means non motor symptoms demonstrate a significant 

impact on the health-related quality of life in patients with Parkinson Disease. 
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Table 4 shows Correlation between Parkinson’s disease quality of life 

questionnaire-39 scores with dimension scores of Non-motor symptom 

assessment scale by Spearman’s rank correlation coefficient method. 

Dimensions Correlation between PDQ 39 scores with   

Spearman R t-value p-value 

Cardiovascular 0.0296 0.2198 0.8268 

Sleep/fatigue 0.3522 2.7907 0.0072* 

Mood/cognition 0.6771 6.8246 0.0001* 

Perceptual problems/hallucinations  0.2156 1.6377 0.1072 

Attention/memory 0.3803 3.0492 0.0035* 

Gi tract -0.0631 -0.4692 0.6407 

Urinary 0.4010 3.2462 0.0020* 

Sexual function - - - 

Miscellaneous -0.0198 -0.1472 0.8835 

*p<0.05 = statically significant  

 

Correlation between Motor symptoms (SCOPA) and Health related quality of 

life (PDQ-39) parameters: 

Motor symptoms was evaluated using Short Parkinson Evaluation Scale/Scale of 

Outcomes in Parkinson’s patient (SPES/SCOPA) and the Health-related quality of 

life was evaluated using the Parkinson’s disease quality of life-39 questionnaire 

(PDQ-39). Correlation between Parkinson’s disease quality of life-39 questionnaire 

scores with Short Parkinson Evaluation Scale/Scale of Outcomes in Parkinson’s 

patient (SPES/SCOPA) scores was done using Spearman’s rank correlation 
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coefficient method. Table 5 illustrates correlation between Parkinson’s disease 

quality of life-39 questionnaire scores with Short Parkinson Evaluation Scale/Scale 

of Outcomes in Parkinson’s patient (SPES/SCOPA) scores by Spearman’s rank 

correlation coefficient method.  

Figure 3 illustrates Scatter diagram showing the correlation between Parkinson’s 

disease quality of life-39 questionnaire scores with Short Parkinson Evaluation 

Scale/Scale of Outcomes in Parkinson’s patient (SPES/SCOPA) scores. 

Table 5: Correlation between Parkinson’s disease quality of life questionnaire-

39 scores with Short Parkinson’s Evaluation Scale/ Scale of Outcomes in 

Parkinson scores by Spearman’s rank correlation coefficient method 

Variables Correlation between PDQ 39 scores with 

Spearman R t-value p-value 

SCOPA scores 0.1961 1.4835 0.1437 

Figure 3: Scatter diagram showing the correlation between Parkinson’s disease 

quality of life questionnaire-39 scores with Short Parkinson’s Evaluation Scale/ 

Scale of Outcomes in Parkinson scores 
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Among the 57 participants, there was a mild positive correlation between Motor 

symptoms and Health Related Quality of life, where Spearman’s Rank value = 

0.1961 and (p > 0.05) which means there is statistical significant correlation between 

Motor symptoms and Health Related Quality of life. 

Further analysis was done between Parkinson’s disease quality of life questionnaire-

39 scores with dimension scores of Short Parkinson Evaluation Scale/Scale of 

Outcomes in Parkinson’s patient (SPES/SCOPA) by Spearman’s rank correlation 

coefficient method. One of the Short Parkinson Evaluation Scale/Scale of Outcomes 

in Parkinson’s patient (SPES/SCOPA) dimension Activity of daily living had p value 

= 0.1187 i.e. (p>0.05) which demonstrates a statistical significant correlation 

between the motor symptoms and the health related quality of life. 

 

Table 6 illustrates Correlation between Parkinson’s disease quality of life 

questionnaire-39 scores with dimension scores of Short Parkinson’s Evaluation 

Scale/ Scale of Outcomes in Parkinson by Spearman’s rank correlation 

coefficient method 

Dimensions Correlation between PDQ 39 scores with   

Spearman R t-value p-value 

Motor evaluation 0.0874 0.6503 0.5182 

Activity of daily living 0.2090 1.5852 0.1187 

Motor complications - - - 

*p<0.05= significant 
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Correlation between Functional Ability (Lindop Parkinson Disease Mobility 

Assessment Scale) and Health related quality of life (PDQ-39) parameters: 

Functional ability was evaluated using Lindop Parkinson Disease Mobility 

Assessment Scale and evaluation of quality of life was done using the Parkinson’s 

disease quality of life-39 questionnaire (PDQ-39). Correlation between Parkinson’s 

disease quality of life-39 questionnaire scores with Lindop Parkinson Disease 

Mobility Assessment Scale scores was done by Spearman’s rank correlation 

coefficient method. 

Table 7 illustrates correlation between Parkinson’s disease quality of life 

questionnaire-39 scores with Lindop Parkinson Disease Mobility Assessment Scale 

scores by Spearman’s rank correlation coefficient method 

Figure 4 illustrates scatter diagram showing the correlation between Parkinson’s 

disease quality of life questionnaire-39 scores with Lindop Parkinson Disease 

Mobility Assessment Scale scores. 

Table 7: Correlation between Parkinson’s disease quality of life-39 

questionnaire scores with Lindop Parkinson Disease Mobility Assessment Scale 

scores by Spearman’s rank correlation coefficient method 

Variables Correlation between PDQ 39 scores with 

Spearman R t-value p-value 

LINDOP scores -0.6447 -6.2551 0.0001* 

*P<0.05 = Statistically significant  

  



Page | 37  
 

Figure 4 : Scatter diagram showing the correlation between Parkinson’s disease 

quality of life questionnaire-39 scores with Lindop Parkinson Disease Mobility 

Assessment Scale scores 

 

Among the 57 participants, there was a strong negative correlation between 

Functional ability and Health Related Quality of life, where Spearman’s Rank value 

= -0.6447 and (p > 0.05) which means there is strong statistical significant correlation 

between functional ability and Health Related Quality of life.                                         
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DISCUSSION 

The study was conducted with an objective to find association of motor symptoms, 

non-motor symptoms and functional ability with Health-related Quality of life. This 

study was carried out with an observational/exploratory design in which patients with 

Parkinson disease were personally screened and their response was analysed. The 

demographic details of each subject were noted and they were 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. Many studies and clinical observations have 

suggested that non-motor symptoms such as sleep disorders, cognitive problems and 

bowel and bladder disorders are frequent in Parkinson Disease.43-46 Our study reveals 

a high global non-motor symptoms burden, with all patients presenting at least one 

or several non-motor symptoms. The Non-Motor Symptom presentation obtained in 

the present study agrees with several other studies showing sleep/fatigue, 

mood/cognition, memory/attention and urinary as the most prevalent symptoms.22,32-

37 Certain studies have also mentioned frequent reports of miscellaneous (pain not 

explained by other known conditions, change in ability to taste or smell, recent 

change in weight, excessive sweating) symptoms from these cohort of patients. 32,35 

Strong positive correlation between total Non-Motor Symptom Assessment Scale 

score and Parkinson’s disease quality of life-39 questionnaire suggests that non-

motor symptoms have close association with the Health-Related Quality of life and 

severe non-motor symptoms may be related to dramatic decline of the Health-Related 
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Quality of life of these patients. Our findings are in agreement with previous studies 

done in different races such as Western countries32,33 and from Southwest China.35 

Significant positive correlation of Non-Motor Symptom Assessment Scale domains 

scores with Parkinson’s disease quality of life-39 questionnaire suggest that these 

domains are closely associated with the Health-Related Quality of life of Parkinson 

Disease. Among these non-motor symptoms, sleep/fatigue symptoms were most 

frequently reported in this study, which is consistent with findings of a study from 

Spain which showed that neuropsychiatric symptoms, especially night-time sleep 

disorders such as night-time restlessness, morning fatigue and somnolence most 

affect the quality of life of patients with Parkinson Disease.47 However, the negligible 

correlation between sexual functions and Quality of life detected in our study 

suggests sexual function may not be closely related. This difference could be 

explained by the following: first, disturbed sexual function was not reported as often 

as other non-motor symptoms in our study; second, the expectations of sexual 

function in old patients may be lower since the mean age of our Parkinson Disease 

patients is 66.88 ± 6.41 years. Third, the responses could have been tinged with taboo 

and may be under reported. Thus, the potential relationship between sexual 

dysfunction and Health Related Quality of life requires further study.32 The motor 

symptoms seemed to be mildly associated with Quality of life when compared with 

Non- motor symptoms. Most of the patients in the study were on dopaminergic 

therapy and therefore, the impact of the motor manifestations may be neutralized by 

effective antiparkinsonian effect. This may not be the case with non-motor symptoms 

as in spite of the fact that dopaminergic therapy is possibly effective against some 

non-motor symptoms, the burden and impact of non-motor symptoms still appears to 
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be very significant.32,48 Our analysis shows that Non-Motor Symptoms largely and 

female gender were more associated with poor Health Related Quality of life in 

Parkinson Disease patients. These results show that in order to improve the Health-

Related Quality of life of Parkinson Disease patients, treatment of non-motor 

symptoms is as important as the treatment of motor symptoms.35An important 

component of independent living and activity of daily living is functional ability 

therefore we explored its association with health-related quality of life and found 

significant correlation. We have previously noted that this domain is less frequently 

studied and reported in previous literature. It is important to give importance to 

functional ability by using various rehabilitative methods at institutional and 

community levels. 

 

LIMITATIONS AND RECOMMENDATION OF THE STUDY: 

1. Only Heohn and Yahr 1-2 stage were included in study therefore the 

outcomes may not be generalized for later stages and research could be 

focused on the advanced stages of the disease. 

2. This study could be conducted on a larger sample size which was a constraint 

we faced due to the ongoing pandemic. 

3. Other factors may have a significant bearing on the health-related quality of 

life level of exercise, occupation, income level or marital status were not 

considered as a part of analysis in present study. 

4. As the assessments, evaluations were performed during ‘ON’ stage, the 

influence of drugs may have masked the motor symptoms and thus may not 

be appropriately reflected in our result.  
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CONCLUSION 

 

This study suggests that non motor symptoms and functional ability exert a stronger 

influence on Health-Related Quality of Life, which should be taken in account when 

planning treatment for patients with Parkinson Disease. 
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                                  SUMMARY 

 

The present study was conducted on 57 community dwelling patients with Parkinson 

Disease who were residing in Hubli-Dharwad. This study was conducted with an 

objective to correlate Health Related Quality of life with motor symptoms, non-motor 

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

subjects were included into the study as per the inclusion and exclusion criteria. The 

demographic details of each subject were noted and they were 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. The results of this study descriptively explained the 

socio-demographic factor like age, gender and correlation of non- motor symptom 

assessment scale scores with Parkinson Disease Questionnaire-39 scores, Parkinson 

Disease Questionnaire-39 scores with dimension scores of non- motor symptom 

assessment scale, Parkinson Disease Questionnaire-39 scores with Short Parkinson 

Evaluation Scale/Scale of Outcomes in Parkinson’s patient scores, Parkinson Disease 

Questionnaire-39 scores with dimension scores of Short Parkinson Evaluation 

Scale/Scale of Outcomes in Parkinson’s patient and Parkinson Disease 

Questionnaire-39 scores with Lindop Parkinson Disease Mobility Assessment Scale 

scores. The present study suggests that non motor symptoms and functional ability 

exert a stronger influence on Health-Related Quality of Life in patients with 

Parkinson Disease. 
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ANNEXURES 

• PROFORMA: 

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) ACCESS TO REHABILITATION SERVICES: YES       NO  

 

12) ARE YOU CURRENTLY UNDERGOING PHYSIOTHERAPY 

TREATMENT?  
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                                                   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._________________________, wilfully 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)  
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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)                    Date: 

                                                                                     Place: 

 

1)Witness 1                                                                 2) Witness 2  

…………………..                                                      ………………… 

Signature:                                                                    Signature: 

Name:                                                                          Name: 

Address:                                                                      Address: 
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ಸಮ್ಮ ತಿ  ನಮೂನೆ 

ಅಧ್ಯ ಯನದಲಿ್ಲ  ಭಾಗವಹಿಸುವವರ ಕ್ರ ಮ ಸಂಖ್ಯಯ : 

ಸಂಶೋಧ್ನೆಯ ಶೋರ್ಷಿಕೆ: ಪಾರ್ಕಿನಸ ನ್ ರೋಗಿಗಳ ಆರೋಗಯ  ಸಂಬಂಧಿ ಜೋವನ 

ಗುಣಮಟ್ಟ ದ ಮೇಲೆ ರ್ಕರ ಯಾ ಸಾಮರ್ಥಯ ಿ, ಚಲನಾತ್ಮ ಕ್ ಮತ್ತು  ಅಚಲನಾತ್ಮ ಕ್ ರೋಗ 

ಲಕ್ಷಣಗಳ ಪರಿಣಾಮ- ವಿವೇಚನಾತ್ಮ ಕ್ ಸಮೋಕ್ಷಾ ಧ್ಯ ಯನ.  

ಪರ ಧಾನ ಸಂಶೋಧ್ಕ್ರ ಹೆಸರು: 

ನಾನು ಶರ ೋ/ಶರ ೋಮತಿ ------------------------------ ಸವ ಯಂ ಪ್ರ ೋರಣೆಯಿಂದ ಈ ಮೇಲೆ ತಿಳಿಸಿದ / 

ನಮೂದಿಸಿದ ಸಂಶೋಧ್ನಾತ್ಮ ಕ್ ಅಧ್ಯ ಯನದಲಿ್ಲ  ಭಾಗವಹಿಸಲು ಒಪಿ್ಪ ಗೆಯನುು  

ನೋಡುತಿು ದ್ದ ೋನೆ. ಮೇಲಕ ಿಂಡ ಅಧ್ಯ ಯನದ ವಿವರಗಳನುು  ನನು  ಸವ ಿಂತ್ ಭಾಷೆಯಲಿ್ಲ / ಲ್ಲಖಿತ್ 

ರೂಪದಲಿ್ಲ  ತಿಳಿಪಡಿಸಲಾಗಿದ್ ಮತ್ತು  ಮಾಹಿತಿ ಪತ್ರ ದ ಪರ ತಿಯನುು  ನನಗೆ ನೋಡಲಾಗಿದ್. ಈ 

ಅಧ್ಯ ಯನದ ಕುರಿತಾಗಿ  ನನು  ವೈಯರ್ಕು ಕ್ ವಿವರಗಳನುು  ನಮೂದಿಸಿ,ಪಾರ್ಕಿನಸ ನ್ ರೋಗದ 

ಕೆಲವು ಮಾಪನಗಳನುು  ಮತ್ತು  ಪರ ಶ್ನು ವಳಿಗಳನುು  ಉಪಯೋಗಿಸಿಕಿಂಡು ನಮಮ ನುು  

ಪರಿಶೋಲ್ಲಸಲಾಗುವುದು.ಎಿಂದು ನನಗೆ ತಿಳಿಪಡಿಸಲಾಗಿದ್. ನನು  ಪಾಲ್ಗೊಳ್ಳು ವಿಕೆ 

ಸವ ಯಂಪ್ರ ೋರಿತ್ವಾಗಿದುದ  ಯಾವುದೇ ಸಮಯದಲಿಾದರೂ ಯಾವುದೇ ಕ್ಷರಣಗಳನುು  

ನೋಡದ್ಯೇ ಅಧ್ಯ ಯನದಿಿಂದ ನಾನು ಹಿನು ಡೆಯುವ ಅವಕ್ಷಶವನುು  ಹಿಂದಿದ್ದ ೋನೆ 

ಎಿಂದು ನನಗೆ ತಿಳಿಪಡಿಸಲಾಗಿದ್. ನನು ಿಂದ ನೋಡಲಿ ಟ್ಟ  ಮಾಹಿತಿಗಳ ಗೌಪಯ ತೆಯ ಬಗೆೊ  

ನನಗೆ ಭರವಸೆ ನೋಡಲಾಗಿದ್ ಮತ್ತು  ಈ ಮೂಲಕ್ ಪಡೆದ ಮಾಹಿತಿ/ಫಲ್ಲತಾಿಂಶಗಳ ಕೇವಲ 

ವೈಜ್ಞಾ ನಕ್ ಉದ್ದ ೋಶ ಮತ್ತು  ಪರ ಕ್ಟ್ಣೆಗಳಿಗಾಗಿ ಬಳಸಲಾಗುವುದು ಎಿಂದು ಸಮಮ ತಿಸುತೆು ೋವೆ. 

ನನು  ವೈದಯ ರ್ಕೋಯ ಆರೈಕೆ ಮತ್ತು  ಕ್ಷನೂನು ಹಕುಕ ಗಳನುು  ಸಂರರ್ಕಾ ಸಲಾಗುವುದು 

ಎಿಂಬುದನುು  ನನಗೆ ತಿಳಿಸಿ ಮನವರಿಕೆ ಮಾಡಲಾಗಿದ್. ಈ ಮೂಲಕ್ ಮೇಲಕ ಿಂಡ 

ಅಧ್ಯ ಯನದಲಿ್ಲ  /ಸಂಶೋಧ್ನೆಯಲಿ್ಲ  ಭಾಗವಹಿಸಲು ನಾನು ಸಂಪೂಣಿವಾಗಿ 

ಒಪಿ್ಪ ರುತೆು ೋನೆ. 

--------------------------- 
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(ಸಹಿ /ಎಡ ಹೆಬೆ್ಬ ರಳ ಗುರುತ್ತ ) 

ಪಾಲ್ಗೊಳ್ಳು ವವರ ಹೆಸರು : 

ಮಗ / ಮಗಳ್ಳ / ಸಂಗಾತಿ : 

ಅಿಂಚೆ ವಿಳಾಸ : 

ದೂರವಾಣಿ ಸಂಖ್ಯಯ  : 

ನನು  ಉಪಸಿಿ ತಿಯಲಿ್ಲ  ಮೇಲ್ಲನ ಒಪಿ್ಪ ಗೆಯನುು  ಪಡೆದಿದ್ ಎಿಂದು ಇದು 

ಪರ ಮಾಣಿೋಕ್ರಿಸಲಾಗುವುದು. 

ಪರ ಧಾನ ಸಂಶೋಧ್ಕ್ರ ಸಹಿ      

ದಿನಾಿಂಕ್  

ಸಿ ಳ  

ಸಾರ್ಕಾ  -೧ 

ಸಹಿ  

ಹೆಸರು  

ವಿಳಾಸ  

ಸಾರ್ಕಾ  -೨ 

ಸಹಿ  

ಹೆಸರು  

ವಿಳಾಸ   
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                                    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.  
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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.  
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• 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.  
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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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ಅಧ್ಯ ಯನದ  ಮಾಹಿತಿ 

ಅಧ್ಯ ಯನದ  ಮಾಹಿತಿ  

ಆತಿಮ ೋಯ ಭಾಗಿೋದಾರರೇ  

ನಾವು ನಮಮ ನುು  ಈ ಸಮೋಕೆಾ ಯಲಿ್ಲ  ಪಾಲ್ಗೊಳು ಲು ಸಾವ ಗತಿಸುತೆು ೋವೆ ಮತ್ತು  ನಮಮ  ಆಸರ್ಕು ಗೆ 

ಧ್ನಯ ವಾದಗಳ್ಳ. ಈ ಅಧ್ಯ ಯನದಲಿ್ಲ  ನೋವು ಪಾಲ್ಗೊಳ್ಳು ವ ಮೊದಲು ಈ ಸಂಶೋಧ್ನೆಯು 

ಏಕೆ ನಡೆಯುತಿು ದ್ ಎಿಂಬುದನುು  ಅರಿಯುವುದು ಮುಖ್ಯ . ಈ ಮಾಹಿತಿ ಪತ್ರ ವು ನಮಗೆ 

ಸಂಶೋಧ್ನೆಗೆ ಸಂಬಂಧಿತ್ ಎಲಿಾ  ವಿವರಗಳನುು  ಒದಗಿಸುತ್ು ದ್. ಇದು ಅಧ್ಯ ಯನದ 

ಮಾದರಿಯನುು , ವಿವರಗಳನುು , ಪರ ಯೋಜನಗಳನುು , ಅಸಮರ್ಥಿತೆಯನುು , 

ಮುನೆು ಚಚ ರಿಕೆಗಳನುು  ಮತ್ತು  ಈ ಯೋಜನೆಯನುು  ಹೇಗೆ ಕೈಗೊಳು ಲಾಗುವುದು ಎಿಂಬ 

ಮಾಹಿತಿಯನುು  ವಿವರಿಸುತ್ು ದ್. ನೋವು ಮಾಹಿತಿ ಪತ್ರ ದ  ವಿಷಯವನುು  ಎಚಚ ರಿಕೆಯಿಂದ 

ಓದಿ ಅರ್ಥಿ ಮಾಡಿಕಳ್ಳು ವುದು ಬಹಳ ಮುಖ್ಯ . ಈ ಮಾದರಿಯು ವೈಜ್ಞಾ ನಕ್ ಪದಗಳನುು  

ಹಿಂದಿರಬಹುದು. ಈ ಕುರಿತಾಗಿ ನಮಗೆ ಯಾವುದೇ ಸಂದೇಹವಿದದ ಲಿ್ಲ  ಅರ್ಥವಾ ನಮಗೆ 

ಹೆಚ್ಚಚ ನ ಮಾಹಿತಿ ಬೇಕ್ಷದಲಿ್ಲ , ನಮಮ  ಸಮಮ ತಿಯನುು  ಮತ್ತು  ಸಮಯವನುು  ನೋಡುವ 

ಮೊದಲು ಯೋಜನಾ ಸಿಬೆ ಿಂದಿ ಅರ್ಥವಾ ಕೆಳಗೆ ತಿಳಿಸಲಾದ ವಯ ರ್ಕು ಯನುು  ಅಧ್ಯ ಯನದ 

ಸಂಪೂಣಿ ವಿವರಗಳಿಗಾಗಿ ನೋವು ಸಂಪರ್ಕಿಸಬಹುದು.  

 

೧. ಅಧ್ಯ ಯನದ ಶೋರ್ಷಿಕೆ: ಪಾರ್ಕಿನಸ ನ್ ರೋಗಿಗಳ ಆರೋಗಯ  ಸಂಬಂಧಿ ಜೋವನ 

ಗುಣಮಟ್ಟ ದ ಮೇಲೆ ರ್ಕರ ಯಾ ಸಾಮರ್ಥಯ ಿ, ಚಲನಾತ್ಮ ಕ್ ಮತ್ತು  ಅಚಲನಾತ್ಮ ಕ್ ರೋಗ 

ಲಕ್ಷಣಗಳ ಪರಿಣಾಮ- ವಿವೇಚನಾತ್ಮ ಕ್ ಸಮೋಕ್ಷಾ ಧ್ಯ ಯನ. 

 

೨. ಇಲಾಖ್ಯ ಮತ್ತು  ಸಂಸಿೆ : ಎಸ್. ಡಿ. ಎಿಂ ಫಿಸಿಯೋಥೆರಪ್ಪ ಕ್ಷಲೇಜು, ಸತ್ತು ರು, 

ಧಾರವಾಡ.  
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೩. ಸಂಶೋಧ್ಕ್ರ ಹೆಸರು: ಖ್ಯಯ ತಿ. ಸಿಿಂಘ್  

 

೪. ಈ ಅಧ್ಯ ಯನದ / ಯೋಜನೆಯ ಉದ್ದ ೋಶವೇನು? 

ಪಾರ್ಕಿನಸ ನ್ ರೋಗಿಗಳ ಆರೋಗಯ  ಸಂಬಂಧಿ ಜೋವನ ಗುಣಮಟ್ಟ ದ ಮೇಲೆ ರ್ಕರ ಯಾ 

ಸಾಮರ್ಥಯ ಿ, ಚಲನಾತ್ಮ ಕ್ ಮತ್ತು  ಅಚಲನಾತ್ಮ ಕ್ ರೋಗ ಲಕ್ಷಣಗಳ ಪರಿಣಾಮವನುು  

ಕಂಡುಹಿಡಿಯಲು ಕೈಗೊಿಂಡಿರುವ ಅಧ್ಯ ಯನ.  

 

೫. ಭಾಗವಹಿಸುವಿಕೆಯ ಆಯ್ಕಕ  ವಿಧಾನ ಯಾವುದು? ( ಸೇಪಿಡೆ ಮತ್ತು  ಪರ ತೆಯ ೋರ್ಕಸುವ 

ಮಾನದಂಡಗಳನುು  ಒಳಗೊಿಂಡಂತೆ ) 

ಸವ ಯಂಪ್ರ ೋರಿತ್ ಒಪಿ್ಪ ಗೆ ಹಾಗೂ ಸೇಪಿಡೆ ಮಾನದಂಡವನುು  ಆಧ್ರಿಸಿ ಪಾರ್ಕಿನಸ  ನ್ 

ರೋಗಿಗಳನುು  ಈ ಅಧ್ಯ ಯನದಲಿ್ಲ  ಆಯುದ ಕಿಂಡು ಮುಿಂದಿನ ಕ್ಷಯಿ ವಿಧಾನಗಳನುು  

ಕೈಗೊಳು ಲಾಗುವುದು.  

ಸೇಪಿಡೆ ಮಾನದಂಡಗಳ್ಳ: 

-. ನುರಿತ್ ತ್ಜ್ಞ ವೈದಯ ರಿಿಂದ ಪರಿೋರ್ಕಾ ಸಿ ದೃಡಿೋಕ್ರಿಸಲಾದ ಪಾರ್ಕಿನಸ ನ್ ರೋಗಿಗಳ್ಳ.  

-. ಹಯ ೋನ್ ಅಿಂಡ್ ಯಾಹ್ರರ  ಮಾಪನದ ೧, ೨ ಮತ್ತು  ೩ನೇ ಹಂತ್ದ ಪಾರ್ಕಿನಸ ನ್ 

ರೋಗಿಗಳ್ಳ.  

- ಸಂವಹಿಸಲು ಶಕ್ು ರಾದ ರೋಗಿಗಳ್ಳ. 

-. ಲ್ಲಿಂಗ ಭೇಧ್ವಿರುವುದಿಲಿ . 

-. ಅಧ್ಯ ಯನದಲಿ್ಲ  ಪಾಲ್ಗೊ ಳು ಲು ಸಮಮ ತಿಸಿರುವ ರೋಗಿಗಳ್ಳ.  

-. ಪಾರ್ಕಿನಸ ನ್ ರೋಗದ ಔಷದಿಯ ಪರಿಣಾಮದ ಅವಧಿಯಲಿ್ಲ  (on phase) 

ಪರಿೋರ್ಕಾ ಸಲಿ ಡ ಬಹುದಾದ ರೋಗಿಗಳ್ಳ.  

ಪರ ತೆಯ ೋರ್ಕಸುವ ಮಾನದಂಡಗಳ್ಳ: 

-ಪಾರ್ಕಿನಸ ನ್ ತ್ರಹದ ಬೇರೆ ರೋಗ ಲಕ್ಷಣಗಳಿರುವ ರೋಗಿಗಳ್ಳ. 
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- ಹಯ ೋನ್ ಅಿಂಡ್ ಯಾಹ್ರರ  ಮಾಪನದ ೪ ಮತ್ತು  ೫ ನೇ ಹಂತ್ದಲಿ್ಲರುವ ರೋಗಿಗಳ್ಳ.  

- ಮೌಖಿಕ್ವಾಗಿ ಸಂವಾದಿಸಲು ಅಶಕ್ು ರಾದ ರೋಗಿಗಳ್ಳ. 

- ಮರೆವಿನ ಖ್ಯಯಲೆ (Alzheimer's ) ಇರುವ ರೋಗಿಗಳ್ಳ. 

- ಯಾವುದೇ ರಿೋತಿಯ ದಿೋರ್ಿಕ್ಷಲದ ನರರೋಗದಿಿಂದ ಬಳಲುತಿು ರುವ ವಯ ರ್ಕು . 

- ಅಧ್ಯ ಯನದಲಿ್ಲ  ಪಾಲ್ಗೊಳು ಲು ಸಮಮ ತಿಸದ /ಸಹಕ್ರಿಸದ ರೋಗಿಗಳ್ಳ.  

 

೬. ಅಧ್ಯ ಯನದ ಕ್ಷಯಿವಿಧಾನ?  

ಭಾಗವಹಿಸುವವರ ವೈಯರ್ಕು ಕ್ ಹಾಗೂ ಜನಸಂಖ್ಯಯ  ವಿವರಗಳನುು  ನಮೂದಿಸಿ 

ಪಾರ್ಕಿನಸ ನ್ ರೋಗದ ಕೆಲವು ಮಾಪನಗಳನುು  ಮತ್ತು  ಪರ ಶ್ನು ವಳಿಗಳನುು  

ಉಪಯೋಗಿಸಿಕಿಂಡು ನಮಮ ನುು  ಪರಿಶೋಲ್ಲಸಲಾಗುವುದು. ಅಧ್ಯ ಯನಕ್ಷರರ 

ನದೇಿಶನದಂತೆ ಪರಿೋಕ್ಷಾ  ಚಟುವಟಿಕೆಗಳನುು  ನವಿಹಿಸುವಂತೆ ನಮಮ ಲಿ್ಲ  ಮನವಿ. 

ರೋಗಿಯ ಶಕ್ಷಣ: ಸಂದಶಿನ ಮತ್ತು  ಲ್ಲಖಿತ್ ಒಪಿ್ಪ ಗೆಗೆ ಸಹಿ ಮಾಡುವ ಮೊದಲು 

ಅಧ್ಯ ಯನದ ವಿವರಗಳನುು  ರೋಗಿಗೆ ಅರ್ಥವಾ ಭಾಗಿದಾರನಗೆ ಸವಿಸಾು ರವಾಗಿ 

ವಿವರಿಸಲಿ ಡುತ್ು ದ್. 

 

೭. ಪಾಲ್ಗೊಳ್ಳು ವವರ ಜವಾಬ್ದದ ರಿಗಳ್ಳ ಯಾವುವು?  

ಭಾಗವಹಿಸುವವರು ಪರ ಮುಖ್ ತ್ನಖ್ಯಧಿಕ್ಷರಿಯ ಸೂಚನೆಗಳಿಗೆ ಅನುಗುಣವಾಗಿ 

ನಡೆದುಕಳು ಬೇಕು ಮತ್ತು  ಅಧ್ಯ ಯನ ನಡೆಸುವವರಿಂದಿಗೆ ಸಂಪೂಣಿವಾಗಿ 

ಸಹಕ್ರಿಸಬೇಕು ಮತ್ತು  ಯಾವುದೇ ಅಸಹಜ/ ಅಹಿತ್ಕ್ರ ಅನುಭವದ ಸಂದಭಿದಲಿ್ಲ  

ಪರ ಧಾನ ತ್ನಖ್ಯಧಿಕ್ಷರಿಗಳಿಗೆ ಮಾಹಿತಿ ನೋಡಬೇಕು. 

 

೮. ಭಾಗವಹಿಸುವವರಿಗೆ ನರಿೋರ್ಕಾ ತ್ ಅಪಾಯಗಳ್ಳ ಯಾವುವು? 



Page | 61  
 

ಲ್ಲಿಂಡಾಪ್ ಪಾರ್ಕಿನಸ ನ್ ಡಿಸಿೋಸ್ ಮೊಬಿಲ್ಲಟಿ ಅಸೆಸೆಮ ಿಂಟ್ ಸೆಕ ೋಲ್ ಮುಖ್ಯಿಂತ್ರ ಪರಿೋರ್ಕಾ ಸುವ 

ಸಂದಭಿದಲಿ್ಲ  ರೋಗಿಯು ಬಿೋಳ್ಳವಂತ್ಹ ಅಲಿ ಮಟ್ಟ ದ ಅಪಾಯ ಇರಬಹುದು. 

ಈ  ವಿಷಯವಾಗಿ ಸಂಶೋಧ್ಕ್ರಿಿಂದ ಅಗತ್ಯ ವಾದ ಮುನೆು ಚಚ ರಿಕೆ ಕ್ರ ಮಗಳನುು  

ಕೈಗೊಳು ಲಾಗುವುದು. 

 

 

೯. ಈ ಅಧ್ಯ ಯನದಲಿ್ಲ  ನನು  ಪಾಲ್ಗೊಳ್ಳು ವಿಕೆ ಗೌಪಯ ವಾಗಿರಲ್ಲದ್ಯೇ?  

ಹೌದು. ಪಾಲ್ಗೊಳ್ಳು ವವರ ಮತ್ತು  ಮಾಹಿತಿಯ ಗೌಪಯ ತೆಯನುು  ಅಧ್ಯ ಯನದ 

ಸಮಯದಲಿ್ಲ  ಮತ್ತು  ನಂತ್ರವೂ ಕ್ಷಯುದ ಕಳು ಲಾಗುವುದು. 

 

೧೦. ಅಧ್ಯ ಯನದ ಅವಧಿಯಲಿ್ಲ  ಯಾವ ಸಮಯದಲಿಾದರೂ ಅಧ್ಯ ಯನದಿಿಂದ ನಾನು 

ಹಿಿಂತೆಗೆದುಕಳು ಬಹುದೇ?  

ಹೌದು. ಭಾಗವಹಿಸುವವರು ಅಧ್ಯ ಯನದ ಯಾವ ಸಮಯದಲಿಾದರೂ ಅಧ್ಯ ಯನದಿಿಂದ 

ಹರಗುಳಿಯಬಹುದು. 

 

೧೧. ಯಾವುದೇ ಹಸ ಸಂಶೋಧ್ನೆಗಳ್ಳ/ ಮಾಹಿತಿ ಇದದ ರೆ, ನನಗೆ ತಿಳಿಸಲಾಗುವುದೇ?  

ಹೌದು. ಭಾಗವಹಿಸುವವರಿಗೆ ಹಸ ಸಂಶೋಧ್ನೆಗಳ್ಳ/ ಅಧ್ಯ ಯನದ ಮಾಹಿತಿಯ ಬಗೆೊ  

ತಿಳಿಸಲಾಗುವುದು. 

 

೧೨. ಪರ ಕ್ಟ್ಣೆಗಾಗಿ ಅನುಮತಿ?  

ಅಧ್ಯ ಯನದ ನಂತ್ರ ಪಡೆದ ಫಲ್ಲತಾಿಂಶಗಳನುು  ವೈಜ್ಞಾ ನಕ್ ಉದ್ದ ೋಶಕ್ಷಕ ಗಿ 

ಪರ ಕ್ಟಿಸಬಹುದು. ಆದರೆ ಅಧ್ಯ ಯನದ ನಂತ್ರ ಅರ್ಥವಾ ಪರ ಕ್ಟ್ಣೆಯ  ಸಮಯದಲಿ್ಲ  

ಗುರುತ್ನುು  ಬಹಿರಂಗ ಪಡಿಸಲಾಗುವುದಿಲಿ . ಈ ಅಧ್ಯ ಯನಕೆಕ  ಸಂಬಂಧಿತ್ ಯಾವುದೇ 

ಪರ ಶ್ನು ಗಳಿದದ ಲಿ್ಲ , ನೋವು ಅಧ್ಯ ಯನಕ್ಷರರನುು  ಸಂಪರ್ಕಿಸಲು ಮುಕ್ು ರಾಗಿರುತಿು ೋರಿ. 
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ಅಧಿಕೃತ್ ವಿಳಾಸ ಮತ್ತು  ಫೋನ್ ಸಂಖ್ಯಯ ಯಿಂದಿಗೆ ಸಂಪಕ್ಿ ವಯ ರ್ಕು ಯ ಹೆಸರು 

೧. ಖ್ಯಯ ತಿ. ಸಿಿಂಘ್ 

ಎಸ್. ಡಿ. ಎಿಂ ಕ್ಷಲೇಜ್ ಆಫ್ ಫಿಸಿಯೋಥೆರಪ್ಪ, 

ಸತ್ತು ರ, ಧಾರವಾಡ- ೫೮೦೦೦೯ 

ಮೊಬೈಲ್ ಸಂಖ್ಯಯ  : ೭೦೨೨೧೭೪೦೨೬ 

ಇಮೇಲ್ ಐಡಿ : khyati.singh9630@gmail.com 

೨. ಡಾ. ಸುಧಿೋರ್ ಭಟ್ ಬೋಲನ್ 

ಸಹಾಯಕ್ ಪಾರ ಧಾಯ ಪಕ್ರು 

ಎಸ್. ಡಿ. ಎಿಂ ಕ್ಷಲೇಜ್ ಆಫ್ ಫಿಸಿಯೋಥೆರಪ್ಪ, 

ಸತ್ತು ರ್, ಧಾರವಾಡ-೫೮೦೦೦೯ 

ಮೊಬೈಲ್ ಸಂಖ್ಯಯ  : ೯೮೮೬೪೭೫೭೫ 

ಇಮೇಲ್ ಐಡಿ: sudhirbhatbolan@gmail.com 

ಸಿ ಳ: 

ದಿನಾಿಂಕ್ : 

ಶೋಧ್ಕ್ರ ಸಹಿ : 

ಭಾಗಿೋದಾರರ ಸಹಿ : 

tel:580009
mailto:swatikulkarni550@gmail.com
tel:580009
tel:988647575
mailto:sudhirbhatbolan@gmail.com
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ETHICAL CERTIFICATE 
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CTRI 

Registration Number: CTRI/2021/01/030841 
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PHOTOS 

 

                                                                      

 


