
 
 

 

   
 

 

RESEARCH ARTICLE 
 

CURRENT REHABILITATION PRACTICE IN PARKINSON’S DISEASE: A SURVEY OF BEST PRACTICE 
 
*1Dr. Deepika Kachhvaha, 2Dr. Anuja Chaudhary, 3Dr. K.K Singh and 4Dr. Manoj Kumar Mathur 
 
1MPT (Neurological Disorders), Maharaja Vinayak Global University, Jaipur Physiotherapy College, Jaipur 
Rajasthan, India 
2MPT (Neurological Disorders), Assist Professor, Dept of Physiotherapy, Maharaja Vinayak Global University, 
Jaipur Physiotherapy College, Jaipur Rajasthan, India 
3MPT (Ortho), PHD,  Principal Dept of Physiotherapy, Maharaja Vinayak Global University, Jaipur Physiotherapy 
College, Jaipur Rajasthan, India 
4MPT (Musculoskeletal Disorders), Assist professor, Dept of Physiotherapy, Maharaja Vinayak Global 
University, Jaipur Physiotherapy College, Jaipur Rajasthan, India 
 
 

 

ARTICLE INFO            ABSTRACT 
 

 
 
 

Study Objectives: The main aim of this survey was to identify perceived best practice, as viewed by 
physiotherapists, for the physiotherapeutic management of people with PD, using a modified Delphi 
technique. Design: Survey study Setting: A total of 107 physiotherapists were approached to 
participate in the study. The survey was conducted included both the NHS and private practice 
Physiotherapist. Methods: The Delphi survey was conducted with the current practice questionnaire 
also being sent. The survey documents were disseminated by email and returned by either email or 
post (by choice of the therapist). OUTCOME Measure: Delphi survey. Conclusion: In this study, 
consensus revealed a focused approach to best practice outcome measurement in PD, and provided an 
insight into the optimal timing of measurement, the types of outcome measures that should be 
employed, and how the findings of outcome measures should be used. Study sought to extend these 
findings and assess the relevant focus of outcome measurement, factors affecting this measurement, 
and how it relates to current guidelines and achievable best practice.  
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INTRODUCTION 
 

Parkinson’s disease (PD) is a common chronic, progressive 
neurodegenerative condition (Jones and Playfer, 2004), It is a 
movement disorder, as patients present with resting tremor, 
rigidity on passive movement and akinesia (bradykinesia and 
hypokinesia) (Lang and Lozano, 1998, Clarke, 2007), with 
postural instability (Jones and Playfer, 2004) & Gait 
disturbances (Morris et al., 2010). Difficulties with self care 
tasks and activities of daily living are evident due to reduced 
dexterity and bradykinesia (Weiner and Singer, 1989), and 
changes to the patient’s voice (Ramig et al., 2004, Pinto et al., 
2004), reduced spontaneous facial expression (Spielman et al., 
2003) and micrographia of handwriting (Weiner and Singer, 
1989). PD is also a complex disorder and, in addition to the 
motor problems, a wide range of non-motor symptoms are also 
frequently present including neuropsychiatric disorders (e.g. 
depression, dementia, hallucinations), sleep disturbances, 
autonomic symptoms (e.g. bladder and sexual dysfunction), 
gastrointestinal problems, sensory disturbances and a range of 
other symptoms (e.g. fatigue) (Chaudhuri et al., 2006).  
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The direct physical effects of PD often lead to secondary 
musculoskeletal complications, most notably the development 
of a stooped, forward flexed, kyphotic posture (Lusis, 1997). 
PD has classically been viewed a disease of the basal ganglia 
(Jones and Playfer, 2004), characterised primarily by damage 
to dopaminergic projections from the substantia nigra pars  to 
the basal ganglia’s striatum (Samii et al., 2004), and 
accompanied by associated receptor destruction (Tapper, 
1997). Dopamine depletion is most prominently noted within 
the putamen (Kish et al., 1988); a region recognised as the 
striatal motor area (Agid, 1991), resulting in the akinesia and 
rigidity seen within PD (Lang and Lozano, 1998). In addition, 
there is the hallmark presence of Lewy bodies within neuronal 
cytoplasm; spherical protein granules which may alter axonal 
function (Goldman et al., 1983), resulting in connection loss 
between the pars compacta and striatum. A multidisciplinary 
team approach is advocated, most commonly including the 
physician, a nurse specialist, physiotherapist, occupational 
therapist and speech and language therapist (Rubenis, 2007). A 
wide variety of other professions may also be employed based 
on the individual needs of the patient such as dieticians, social 
workers, sexologists and complementary therapists (Nijkrake 
et al., 2007, van der Marck et al., 2009). Allied health 
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professionals predominantly aim to maximise the performance 
of activities of daily living and minimise any secondary 
complications (Montgomery, 2004, Nijkrake et al., 2007). 
National guidelines recommend access to physiotherapy, 
occupational therapy and speech and language therapy 
throughout the course of the disease (National Collaborating 
Centre for Chronic Conditions, 2006), although referral to 
these services is still variable and often limited (Parkinson's 
UK, 2008b, Hu et al., 2011). Physiotherapy for PD aims to 
“maximise functional ability and minimise secondary 
complications through movement rehabilitation within context 
of education and support for whole person” (Deane et al., 
2001e). It focuses on optimising the patient’s independence, 
safety and wellbeing, thereby enhancing quality of life (Keus 
et al., 2004a; Keus et al., 2007a). Physiotherapy is thought to 
target six core areas: gait, balance (and falls), transfers, body 
posture, reaching and grasping and physical capacity and (in) 
activity (Keus et al., 2007a).  
 
Therapy is individualised to suit the patient’s needs and 
evolves over time; early intervention focuses on the prevention 
of inactivity and preservation/ improvement of physical 
capacity, mid-stage therapy aims to maintain and encourage 
activities of daily living, and late stage physiotherapy focuses 
on the prevention of complications (Keus et al., 2004b). The 
treatment strategies employed by physiotherapists may be wide 
ranging, from “traditional” techniques such as exercise 
(Goodwin et al., 2008), cueing (Nieuwboer et al., 2007), and 
cognitive movement strategies (Kamsma et al., 1995), through 
to more alternative methods including the Alexander technique 
(Stallibrass et al., 2002) and martial arts (Schmitz-Hubsch et 
al., 2006). However, guidelines particularly advocate the 
following: the provision of cues for the treatment of gait, 
posture and transfers (short term effect only), the application of 
cognitive movement strategies for the rehabilitation of 
transfers, exercise to improve or maintain balance, and 
flexibility and strength training to maximise physical capacity 
(Keus et al., 2007a, Keus et al., 2009).  
 

METHODS 
 
A total of 107 physiotherapists were approached to participate 
in the study. The survey was conducted included both the NHS 
and private practice Physiotherapist. Members of the survey 
panel were generated using non-random methods of sampling, 
in particular convenience and purposive/ judgemental sampling 
(Sim and Wright, 2000). The purposive aspect ensured that 
therapists with the correct characteristics were recruited 
(Bowling, 2002). A database of physiotherapists who had 
previously expressed an interest in participating in research 
related to PD was accessed. The Delphi survey was conducted 
with the current practice questionnaire also being sent. The 
survey documents were disseminated by email and returned by 
either email or post (by choice of the therapist). The Delphi 
questionnaire included a total of 83 statements divided 
between the areas of interest as follows: reasons for 
physiotherapy (9 statements), core areas of physiotherapy (17), 
general issues around treatment (11), gait rehabilitation (12), 
balance rehabilitation (7), treatment of transfers (3), treatment 
of posture (2), physical conditioning (6), upper limb 
rehabilitation (4), and outcome measurement (12) (See 
Appendix A for questionnaire). Ranking of agreement for each 
statement was recorded on a five-point Likert scale: strongly 
agree, agree, undecided, disagree, strongly disagree (Bowling, 
2002), in line with previous Delphi surveys (Deane et al., 

2003a). Following each section of the survey, there was space 
to provide further free text information on additional aspects 
therapists felt important for consideration. The responses of the 
current practice questionnaire were collated using Microsoft 
Access 2003. The information was summarised using the 
Access query function, and descriptive statistics were produced 
using Microsoft Excel 2003. The ranking of the Delphi 
statements was collated within Microsoft Excel 2003, and the 
percentage of respondents falling into each category on the 
Likert scale was calculated for all statements.  
 

RESULTS 
 
This survey provided an insight into current practice and best 
practice physiotherapy, as perceived by physiotherapists, for 
people with PD. The current practice element revealed that 
therapy is predominantly delivered in the patient’s home or an 
outpatient department. Seventy-eight percent of therapists 
reported working as part of a multidisciplinary team, and the 
majority of physiotherapists delivered treatment on both an 
individual and group basis. The average dose of physiotherapy 
delivered for people with PD was comparable to that reported 
in the PD: PEP a decade ago (Ashburn et al., 2004), with a 
median of six sessions over eight weeks, an initial assessment 
lasting 60 minutes and subsequent sessions lasting 45 minutes 
each. With regards to best practice, there was consensus for all 
statements considering the reasons for physiotherapy in PD, 
resulting in the following framework for practice: “to 
maximise quality of movement, functional independence and 
general fitness, and minimise secondary complications whilst 
supporting self-management and participation, and optimising 
the safety of the individual”. Similarly, there was consensus 
for the majority of statements concerning the core areas of 
practice. Individualised treatment delivery was identified as 
best practice, whilst the level of consensus surrounding 
specific treatment techniques varied dependent on the problem 
being targeted. Finally, consensus revealed a focused approach 
to best practice outcome measurement in PD, and provided an 
insight into the optimal timing of measurement, the types of 
outcome measures that should be employed, and how the 
findings of outcome measures should be used. Having 
established a framework for best practice in physiotherapy and 
identified core areas of practice, it is necessary to examine how 
these results are and should be gauged. In this study, consensus 
revealed a focused approach to best practice outcome 
measurement in PD, and provided an insight into the optimal 
timing of measurement, the types of outcome measures that 
should be employed, and how the findings of outcome 
measures should be used. Study sought to extend these 
findings and assess the relevant focus of outcome 
measurement, factors affecting this measurement, and how it 
relates to current guidelines and achievable best practice.  
 

DICUSSION 
 
The modified Delphi study of 76 physiotherapists found that 
current physiotherapy practice was predominantly delivered 
within a primary care setting; an aspect that echoes the 
findings of previous surveys (Plant et al, 2000). The majority 
of referrals occurred during the maintenance phase of PD, 
despite support within the literature for access throughout the 
course of the disease and, in particular, early referral in order 
to prevent deterioration. The majority of physiotherapists 
worked as part of a multidisciplinary team, but very few 
reported that the care delivered was coordinated by a single 
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key worker. The delivery of current practice physiotherapy for 
PD was variable, with therapists utilising both individual and 
group sessions with patients. Regarding dose, a median of six 
sessions was reportedly delivered over eight weeks, with a 
median assessment length of 60 minutes, and a median follow 
up session length of 45 minutes. This is comparable with 
physiotherapy practice reported a decade ago, which reported 
an average dose of one to two sessions weekly over a period of 
six to eight weeks (Ashburn et al., 2004). The best practice 
element of this study found high levels of agreement 
surrounding the reasons for delivering physiotherapy, leading 
to the formulation of the following framework for 
physiotherapy in PD: “to maximise quality of movement, 
functional independence and general fitness, and minimise 
secondary complications whilst supporting self-management 
and participation, and optimising the safety of the individual”. 
Ranking of the core areas of physiotherapy identified a focus 
on gait and freezing of gait, indoor and outdoor mobility, 
balance and falls, transfers, posture, and physical conditioning, 
through unanimous consensus, and there were also lower 
levels of consensus for addressing self care, domestic ADL and 
work-related activities, highlighting a blurring between the 
boundaries of physiotherapy and occupational therapy. Best 
practice treatment provision was thought to have a patient-
centred approach. When considering the efficacy of specific 
interventions, there were high levels of consensus for treatment 
techniques related to gait, balance, physical conditioning and 
the rehabilitation of transfers, but less certainty surrounding 
the rehabilitation of posture and the upper limb; this was 
believed to be affected by the evidence available to guide 
practice and the clinical experience of the therapist (the latter 
often being shaped by the need to prioritise patient complaints 
due to time constraints).  
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