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Poczuj sie bezpiecznie

INTER Fizjoterapeuci

Dedykowany Pakiet Ubezpieczen

Zaufaj rozwigzaniom sprawdzonym w branzy medyczne;.
Wykup dedykowany pakiet ubezpieczen INTER Fizjoterapeuci, ktory zapewni Ci:

= ochrone finansowg na wypadek roszczen pacjentow — odszkodowanie w przypadku fizycznej agresji pacjenta
— NOWE UBEZPIECZENIE OBOWIAZKOWE OC

— Ubezpieczenie wynajmowanego sprzetu fizjoterapeutycznego

— ochrone finansowa zwigzang z naruszeniem praw pacjenta

— odszkodowanie w przypadku nieszczesliwego wypadku
— profesjonalng pomoc radcdw prawnych i zwrot kosztow

obstugi prawne;

Nasza oferta byla konsultowana ze stowarzyszeniami zrzeszajgcymi fizjoterapeutdw tak, aby najsku-
teczniej chronic¢ i wspierac Ciebie oraz Twoich pacjentow.

» Skontaktuj sie ze swoim agentem i skorzystaj z wyjatkowe;j oferty!
Towarzystwo Ubezpieczen INTER Polska S.A.
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POMAGAMY ODZYSKAC SPRAWNOSC
PO UDARACH | URAZACH M0OzGU

Program Po Urazie Gtowy realizowany przez ogélnopolska Fundacje Moc Pomocy to kompleksowe wsparcie dla
0s6b, ktére doznaty urazu gtowy w wyniku wypadku lub przeszty udar mézgu. Program wspiera takze rodziny
o0sdb, ktére doznaty urazu i nie sg w stanie samodzielnie podejmowaé dziatar na drodze do sprawnosci.
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W ramach programu
oferujemy pacjentom:

- Opieke Menadzera Rehabilitacji

- Pozyskanie funduszy na rehabilitacje i zakup sprzetu
- Wsparcie psychologiczne

- Konsultacje specjalistéw

I—{Re_habi litacje neurologiczng w osrodkach na terenie
raju

- Pomoc w doborze zaopatrzenia

- Wsparcie w likwidacji barier architektonicznych

+

Masz pytanie odno$nie programu.
Napisz do nas lub skontaktuj sie
telefonicznie z naszymi
menadzerami rehabilitacji:

+48 881 035 005
lub +48 793 003 695

biuro@pourazieglowy.pl
www.pourazieglowy.pl
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Impairement of functional ability in patients with
Parkinson’s disease, a qualitative study

Uposledzenie zdolnosci funkcjonalnej u pacjentow z chorobg Parkinsona, badanie jakoS$ciowe

Mabel Manoj Mathew(®.C.EF) Suresh J.(A.C.DEF)

SRM College of Physiotherapy, Faculty of Medical and Health Sciences, SRM Institute of Science and Technology, SRM Nagar, Kattankulathur,
Kanchipuram, Chennai, India

Abstract

Background. Population studies on the incidence of Parkinson’s are important to scientists’ understanding of the
history of the disease, its progression, and the risk factors associated with it. Information about the incidence in
different age groups and genders can help healthcare experts design strategies to meet patients’ needs. Objective. To
understand the subjective functional Impairment in patients with Parkinson’s disease. Methodology. It is

a qualitative study with a sample size of 10, including Parkinson’s disease patients between the age group of 40 to
70 years. The interviews of the patients were conducted either through phone calls or zoom calls depending on
their convenience. Results. The most mentioned complaints by the patients included in the study are, tremor,
masked face, a fixed expression, difficulty in talking, slowness of movement, unsteadiness while walking, fear of fall,
short-stepped gait, forward bent or stooped posture, and freezing episodes. Patients require only minimal
assistance from caregivers or family members to do their daily activities (n = 4) and are majorly dependent on
others for their day-to-day requirements (n = 3), completely dependent, and bedridden (n = 1). Conclusion:
According to the data collected from the patients, it can be concluded that patients with Parkinson’s disease develop
difficulties in their functional activities and end up with activity limitations as the disease progresses and the
symptoms worsen.

Keywords
Parkinson’s disease, quality of life, motor symptoms, activity limitations, functional ability

Streszczenie

Wprowadzenie. Badania populacyjne prowadzone nad czesto$cia wystepowania choroby Parkinsona sg wazne dla
zrozumienia przez naukowcdéw historii choroby, jej przebiegu i zwigzanych z nig czynnikéw ryzyka. Informacje

o czestosci wystepowania w réznych grupach wiekowych i ptciach moga pomdc ekspertom opieki zdrowotnej

w opracowaniu strategii spetniajacych potrzeby pacjentéw. Cel. Zrozumienie subiektywnego uposledzenia
czynnosSciowego u pacjentdéw z chorobg Parkinsona. Metodologia. Jest to badanie jako$ciowe z udziatem 10 os6b,
w tym pacjentéw z chorobg Parkinsona w wieku od 40 do 70 lat. Wywiady z pacjentami przeprowadzono za
pomoca rozmoéw telefonicznych lub rozmdéw na platformie zoom w zaleznosci od ich preferencji. Wyniki. NajczeSciej
wymienianymi dolegliwo$ciami zgtaszanymi przez pacjentéw objetych badaniem s3: drzenie, maskowato$¢ twarzy,
nieruchomy wyraz twarzy, trudnosci w méwieniu, powolno$¢ ruchéw, niestabilno$¢ podczas chodzenia, lek przed
upadkiem, kroétkie kroki podczas chodzenia, pochylona do przodu lub przygarbiona postura oraz niemozliwos¢
wykonania ruchu. Pacjenci wymagaja jedynie minimalnej pomocy ze strony opiekunéw lub cztonkéw rodziny

w wykonywaniu codziennych czynnosci (n = 4) i sg w duzym stopniu zalezni od innych w codziennych potrzebach
(n = 3), catkowicie niesamodzielni i przykuci do t6zka (n = 1). Wniosek. Na podstawie danych zebranych od
pacjentéw mozna stwierdzi¢, ze u pacjentéw z chorobg Parkinsona pojawiajg sie trudnosci w czynnosciach
funkcjonalnych, a w miare postepu choroby i nasilenia objawéw dochodzi do ograniczenia aktywnoSci.

Stowa kluczowe
Choroba Parkinsona, jako$¢ Zycia, objawy ruchowe, ograniczenia ruchowe, sprawnos¢ funkcjonalna

48 doi.org/10.56984/8ZG20Ak5q www.fizjoterapiapolska.pl



Introduction

Dr. James Parkinson was the first to diagnose Parkinson's di-
sease as a "shaking palsy" in 1817. It's a chronic, progressive
neurodegenerative disease that manifests in both motor and
non-motor symptoms. The disease's progressive degenerative
effects on mobility and muscular control have a severe clini-
cal impact on patients, their families, and caretakers [1, 2].
The loss of striatal dopaminergic neurons causes motor symp-
toms, while the neuronal loss in the nondopaminergic region
causes nonmotor symptoms. Parkinsonism is the term used to
characterize the movement symptoms of Parkinson's disease.
Resting tremors, bradykinesia, and muscle rigidity are some
of the symptoms Although Parkinson's disease is the most
common cause of parkinsonism, other conditions that mimic
Parkinson's disease and drug-induced causes can also cause
these symptoms [3, 4].

Parkinson's disease is an extrapyramidal system condition
that affects motor components in the basal ganglia [5, 6,
7]. It's defined by a drop-in dopaminergic activity, which
leads to reduced motor performance and clinical symptoms
[8, 9]. Even though the presence of nonmotor symptoms
suggests that other neurotransmitters, as well as the neuro-
modulators adenosine and enkephalins, are involved, rese-
arch in the late 1950s identified striatal depletion of
dopamine as the primary cause of motor symptoms in Par-
kinson's disease [10, 11].

More evidence reveals that PD starts in the vagal and glosso-
pharyngeal neurons, anterior olfactory nucleus, and dorsal
motor nucleus, implying a pattern that starts in the brain stem
and progresses to higher cortical levels [12, 13].

Parkinson's disease is characterized by the production of Le-
wy bodies and the loss of pigmented dopaminergic neurons
(LBs) [14, 15]. As dopaminergic neurons in the substantia ni-
gra pars compacta that project to the striatum degenerate over
time, people with Parkinson's disease lose dopaminergic func-
tion (the nigrostriatal pathway) [16].

Motor symptoms are common in Parkinson's disease patients
because 50 to 80 percent of their dopaminergic neurons have
died, indicating the presence of a compensatory mechanism in
the early stages of the disease [17, 18].

A thorough history and physical examination should be inclu-
ded in the differential diagnosis of Parkinson's disease. A mo-
vement disorder specialist should be consulted in complex or
confusing cases [19, 20]. As there are no conclusive tests ava-
ilable, a clinician must confirm the diagnosis by examining
the patient's medical history, assessing symptoms, and ruling
out other conditions such as multiple system atrophy, DLB di-
sease, and essential tremor before reaching a clinical diagno-
sis [21, 22].

Resting tremor, "cogwheel" rigidity, and bradykinesia are the
"classical trinity" of motor features in Parkinson's disease [23,
24]. The disease's first clinical signs are usually said to have
these important characteristics [25, 26]. Within five years of
being diagnosed with Parkinson's disease, roughly half of all
patients experience postural instability [27].

Even though PD is regarded as a condition of elderly persons,
younger individuals have been identified to have many gene-
tic variants. Younger patients (under 60 years old) may have

www.fizjoterapiapolska.pl
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less stiffness and bradykinesia in clinical terms, which could
result in a missed or delayed diagnosis [28, 29].

Drug-induced parkinsonism (DIP) must be included in the dif-
ferential diagnosis as it is one of the few causes of Parkinson's
disease which can be reversed. To avoid treating patients in-
correctly, it is vital to recognize DIP, which requires a complete
pharmacological review of patients suspected of having Par-
kinson's disease [30, 31].

DIP is a condition that affects older women, people with a lot
of comorbidities, and people who take a lot of drugs at high
doses for a long time [32, 33]. The symptoms of DIP are usual-
ly resolved by identifying and eliminating the offending medi-
cation(s), but they can continue for months or even a year in
some situations [33, 34].

Tremor, stiffness, and bradykinesia are the three clinical motor
features recognized in Parkinson's disease patients. Tremor is
the easiest of these three basic symptoms for patients and care-
givers to notice, especially in individuals with Parkinson's di-
sease subtypes that are characterized by the tremor [25, 31].
The motor symptoms of Parkinson's disease may be linked to
the patient's age at onset; for example, tremor is twice as likely
in people over 64 years compared to people below this age
group [45].

Furthermore, problems related to treatment duration, such as
the link between dystonia and dyskinesias and the duration of
levodopa medication, are common amongst individuals who are
diagnosed at an earlier age (below 55 years of age) [35, 36].
Parkinson's disease tremor is most usually thought of as a hand
tremor (pill-rolling tremor), although it can also affect the lower
limbs, toes, and jaws [37]. A Parkinson's disease tremor can be
exacerbated and worsened by stressful events or requiring the
patient to execute a mental task, however on the contrary mobi-
lity and sleep can help alleviate the symptoms [38]. Patients be-
longing to younger age groups may exhibit erratic conduct or
tremor that occurs only when they are tired [35, 37].
Bradykinesia is a clinical motor symptom of Parkinson's dise-
ase which causes a reduction in the speed of gait, and amplitu-
de of repetitive voluntary movement activity [36, 38]. It is the
most prevalent symptom of Parkinson's disease and a crucial
criterion for diagnosis [39].

Two common clinical manifestations associated with this trait
are a sluggish, shuffling stride and difficulty in getting started
or initiating motions. Hastening of gait is a condition in which
patients with bradykinesia take tiny, quick steps to "catch up"
with their altered Center of Gravity.

Patients may also experience bradykinesia linked with immo-
bility when forced to turn or enter through a narrow door. In
the later stages of Parkinson's disease, "freezing" episode is a
severe symptom [40].

Rigidity, which manifests as increased muscular tone or resistan-
ce to passive range of motion, is the third essential hallmark of
Parkinson's disease. This symptom is usually referred to as "co-
gwheel rigidity" among Parkinson's disease patients [26, 27].
While performing passive movements, cogwheel rigidity is
best described as muscle tension that produces little jerks or a
ratchet-like sensation. Cogwheel stiffness demands a thorough
diagnosis because benign essential tremors can also appear
with a cogwheeling disorder [28, 36]. Other body parts, such

doi.org/10.56984/8ZG20Ak5q 49
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as the face, may also be affected by Parkinson’s disease stiff-
ness in addition to the limbs, which results to a "masked" look
(hypomimia) [38].

Postural instability is a fourth clinical characteristic that usu-
ally appears in the later stages of Parkinson's disease.41 This
symptom has a complicated genesis and is linked to further
motor complaints such as stiffness and neuronal degeneration
in the hypothalamus, brainstem, and peripheral nervous sys-
tem. Since its linked to loss of balance and the risk of falling,
postural instability can be extremely disabling [42, 43].

Other distinctive symptoms of Parkinson’s disease include
handwriting difficulties (micrographia) and quiet speech (hy-
pophonia) [44].

The Unified Parkinson's Disease Rating Scale is a tool having
four parts that evaluate motor features, psychological charac-
teristics, everyday activities, and therapy-related issues [45].
The Hoehn and Yahr staging scale, which has been around
since the 1960s, is another instrument that is often utilized in
clinical practice. From minimal symptoms to bedbound con-
ditions, this scale divides the degree of disability into five ca-

50
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tegories [46]. Due to deficits in daily activities, the patient's
ability to be self-sufficient reduces as Parkinson's disease pro-
gresses, necessitating more caregiver assistance [47].

Patients who report tremors as their major symptom may expe-
rience a delayed course of illness and a longer response to me-
dicines. Patients with Parkinson's disease in their late 50s or
elder, or persons having early-stage motor and gait deficits, as
well as instability in maintaining posture, may have a faster di-
sease progression.

Procedure

Initially, the topic was presented to the Institutional Ethics
Committee and was approved on 05.04.2021 and the Ethics
Clearance number is 2875/IEC/2021.

The study design is a Non-Experimental study, and the type is,
Qualitative study, with a sample size of 10, collected through
convenient sampling from SRM Medical College Hospital and
Research Center.

The participants included in this study are Patients diagnosed
with Parkinson’s disease, aged between 40-70 years of both
genders and patients willing to participate in the interview. The
participants excluded were patients with epilepsy, progressive
supranuclear palsy, patients with other conditions that can af-
fect their functional ability and persons with any kind of disa-
bility such as amputation of a limb.

After receiving the approval, informed consent was obtained
from the patients after explaining the study protocol clearly.
After the consent was given by the subjects willing to partici-
pate in the study, an interview was conducted based on their
comfort and convenience either through direct phone call or
through a Zoom meeting.

After a brief self-introduction, the patients were questioned as
mentioned below and the reply was noted. The call was recor-
ded for the patients who gave their consent for recording the
call, for other patients, their answers to each question were re-
corded in the case report forms.

Interview schedule

* The interview was conducted on a one-on-one basis through
a telephone conversation or zoom call.

* The interview was expected to finish within 1-2 hours, but in
case the patient was unable to cooperate for the entire duration,
another session was planned.

* The questions asked will cover all information regarding the
medical data, activity limitation, and participation of the pa-
tient.

 All the information given by the individual patients was ta-
ken down in the same words used by them to avoid any lack of
explanation of the intensity of the problems faced by the pa-
tients.

Figure 1. Interview through WhatsApp call

www.fizjoterapiapolska.pl
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Questionnaire

1. Medical information:

» medical history and present complaints,

« the course of the disease,

* the cause of the ailment (the treating physician's diagnosis),

* the treatment (medicine, in the view of the treating physi-
cian).

2. Activity constraints
* types of activity limitations encountered,
* seriousness, examples that are specific and detailed.

3. social participation

» what activities did you do before, and what are the ones you
no longer can do?

» what is your description of your functional capability?

» what is your opinion about the doctor's recommendations and
medication?

Results

As mentioned in the table above, it has been observed in this
study that out of the Seven patients most of them had the same
symptoms, namely tremor, masked face, a fixed expression, dif-
ficulty in talking, slowness of movement, unsteadiness while
walking, fear of fall, short-stepped gait, forward bent or stooped
posture and freezing episodes.

Out of the seven patients, prominent cogwheel rigidity (n = 4),
and loss of appetite (n = 2).

Most of them had a gradual increase in symptoms and they had
a progressive increase in difficulty in doing the tasks they could
once do without any difficulty. Patients require only minimal
assistance from caregivers or family members to do their daily
activities (n = 4) and are majorly dependent on others for their
day-to-day requirements (n = 3), completely dependent, and be-
dridden (n=1).

Anger management issues and sudden outbursts and pick fights
frequently with family members and caregivers (n = 3).

Discussion

For this study, 10 patients were approached and had provided
their medical reports but due to covid restrictions I wasn’t able
to include all of them in the study and three of them dropped
out of the study. According to the data collected from the pa-
tients through interviews, all of them have some level of activi-
ty limitations and few of them are completely dependent on
their family members or caregivers for their daily require-
ments.

As the disease progresses the severity of the activity limitation
increases making them more dependent on others for their daily
activities. With the progression of their symptoms and the seve-
rity, most of them slowly start feeling ignored or left out as they
cannot interact socially as they could before. Out of the patients
interviewed only three of them still go out to social gatherings
and interact with friends and family even though they face few
difficulties.

Those who had difficulty in talking felt that others find it diffi-
cult to understand what they are trying to say and hence avoid
talking or interacting with others and eventually stop going out
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because of the physical difficulty due to the disease as well as
the insecure feeling of how others perceive them.

Few of them had to stop doing the activities they were doing be-
fore, like taking early retirement, stopping gardening activities,
stop going out for a walk, etc. Many of them undergo freezing
of gait when they are walking and if suddenly someone shouts at
them, and they get tensed or when they try to hurry or when they
are tensed about something and they feel like they are stuck in
that position and are unable to even take a step ahead.

The severity and progression of the disease differed from person
to person, but one point which was mentioned by all patients
was that there was a reduction in symptoms after taking the me-
dication but as time passes the effect reduces and tremors start
again.

Using the medication for a long duration, most of them felt that
the medications are no longer effective in reducing the symp-
toms.

Freezing of Gait severity, frequency, and the severity of start and
turn hesitation were all linked to higher levels of activity limita-
tion, this was supported by Nilsson and Hagell et al. and Giladi
N et al [49, 50, 51].

Freezing of Gait severity was similarly linked to a slower wal-
king pace. These findings were backed up by prior research that
found gait-related issues to be major contributors to illness pro-
gression and quality of life [52, 53].

The most common complaint, according to Slawek J et al, is dif-
ficulties in walking, followed by problems with a variety of gait-
dependent everyday activities like housework, dressing, and
transferring in and out of bed [54]. As the independence of these
patients is compromised, axial symptoms such as postural insta-
bility contribute to the worsening of their quality of life [56,
57].

These symptoms are not just due to dopaminergic system dege-
neration, but also due to age [58] and the vascular disease that
comes with it. Sleep disturbances have also proved to have a si-
gnificant impact on the quality of life of Parkinson’s disease pa-
tients [59, 60]. The most prevalent features are sleep disruption,
nycturia, and nocturnal motor symptoms [61].

According to Fox S.H., Lang, et al., Peak-dose Dyskinesias, the
most common type of dyskinesia, occurs at the end of the dosing
cycle when drug-derived dopamine levels are at their highest
[62]. Biphasic dyskinesias can occur at any time during the drug
response cycle, with the latter being more common and severe
[63, 64].

A study conducted by Gunzler SA et al. stated that the unpredic-
table occurrence of off-times (Off-dystonias are dyskinesias that
show during off periods) and the abruptness of the transitions
between on- and off-times explain a negative effect of on-off
fluctuations. Patients may be forced to give up previously enjoy-
ed activities due to the disruptive nature of on-off swings.

This demonstrates a detrimental impact on the ADL and mobili-
ty parameters. Furthermore, non-motor changes in mood, senso-
ry, and autonomic symptoms are frequently coupled with motor
fluctuations, which may compromise QoL [65, 66].

This study found that the gradual increase in symptoms eventu-
ally causes limitations in activities, but the intensity varies from
patient to patient. Many of them end up modifying or giving up
the activities they once enjoyed or were used to doing.
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Most of them feel that the benefit of the medicine lasts only for
a few hours and they feel a reduction in the tremor as long as
the effect of the medicine lasts, after that the symptoms return
to the original intensity. They also said that after some duration
of the medication, there was no effect at all and even stopping
the medication and continuing after a break of some months ga-
ve no benefit and they believe that the medications do not help
them anymore.

They might have to give up on any sport that they played, leisu-
re activities like going to the park for a walk or gardening, and a
few even had to take early retirement. The symptoms start im-
peding their daily activities, due to tremors and instability while
walking and they experience a constant fear of falls.

It was also seen that patients who had other medical conditions
like diabetes, hypertension, thyroid problems, etc. experienced
additional problems associated with those diseases which added
to their difficulty due to Parkinson’s disease.

A few of them also mentioned systemic problems such as loss
of appetite, indigestion issues, constipation, sexual problems,
fatigue, visual disturbance, tingling sensations, diffused pain,
etc. Vinayak Majhi et al. stated that one patient need not exhibit
all motor and non-motor symptoms at the same time.

However, depending on the stage of Parkinson's disease, it may
manifest itself in a patient in a major or minor way. Given that
neurodegenerative diseases such as Parkinson’s disease cannot
be cured, accurate early detection may aid in preventing the
spread of this disease.

It was noticed that out of the seven patients included in this stu-
dy, all of them were only advised to take medications and come
for review after 5-6 months, but none of them were referred to a
physiotherapist. Further studies can be conducted to evaluate
the efficacy of physiotherapy along with the medications in ma-
naging and improving the motor symptoms and eventually im-
proving life satisfaction in Parkinson’s disease patients.

Conclusion
According to the data collected from the patients, it can be
concluded that Parkinson’s disease patients develop difficulties
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in their functional activities as the disease progresses and the
symptoms worsen. Out of the seven patients, three of them are
majorly dependent on their family and caregivers for their acti-
vities of daily living. The other four patients can carry out their
daily activities with minimal assistance, but they had to either
modify or avoid the leisure activities they once could do effecti-
vely and enjoyed doing it. It was also observed that as their spe-
ech gets affected, others find it difficult to understand, which
discourages the patient, and they get irritated by others’ respon-
ses and avoid talking and interacting with others and slowly wi-
thdraw themselves from going to public gatherings and
get-togethers and hence their participation becomes limited.

Limitations and recommendations

Limitations

 The sample size was small for the result to be generalized.

* Improper distribution of gender.

* The lack of awareness and acceptance to participate in the stu-
dy.

* Since it was a telephonic interview and had only one session,
there would have been a lack of comfort, due to which some
problems might have been hidden by the patients.

Recommendations

The long-term effects can be analyzed.

A similar study could be conducted with a greater number of
willing participants.

In future studies, exercise regimens can be included.

Stages of Parkinson’s can be assessed, and participants can be
selected accordingly.

Functional difficulties and their management specific to the sta-
ges of the disease can be done.
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