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PT Annual Exam: 
 
Population Why 
Adults with 
Parkinson 
Disease (PD) 

Parkinson Disease (PD) is a progressive neurodegenerative disorder; thus, patients living with PD 
experience clinical symptoms that evolve and worsen over time.1 PD’s etiology is multifactorial, and 
the disease affects multiple systems in the body; therefore, there is also a wide variety of clinical 
manifestations.1 Motor symptoms of PD can include bradykinesia, rigidity, tremor, and postural 
instability; and PD can also cause disturbances in autonomic function, sleep, cognition and memory, 
and mood regulation.1 As a result, those with PD may be at risk for developing secondary conditions, 
such as dysphagia or high rates of falls, that can cause additional injury or contribute to activity 
limitation.1 Furthermore, symptoms of PD that are perceived barriers to participating in physical 
activity may contribute to the development of metabolic syndrome and other chronic illnesses for 
which inactivity and sedentary lifestyle are risk factors.2 Over the course of a year, progression of 
motor and/or non-motor symptoms of PD may significantly impact patients’ quality of life and ability to 
function in their life roles and home environment.1,3 An annual exam tailored to PD allows Physical 
Therapists (PTs) to screen for the presence of new or significantly increased PD symptoms as well 
as other health and wellness indicators. PTs can gain a comprehensive view of the patient’s overall 
health and PD symptoms and address impairments within the PT scope of practice that are impeding 
participation in positive health behaviors or health risk factors (ie: falls risk). Furthermore, the 
wellness exam can be used to identify signs and/or symptoms that warrant referral to another 
healthcare provider.4   
 

 
Annual exam: Subjective/objective  
 
Question/test What testing Positive 

finding 
Clinical reasoning (Evidence if indicated) 

Appendix A:  
 
Past Medical 
History (PMH) 
Questions 
Adapted from 

Past Medical 
History  

Any positive 
PMH items 

A patient’s PMH can help inform an annual wellness exam. If a 
patient has indicated presence of a chronic condition or illness, then 
follow-up questions about medical and self-management are 
warranted. PTs can provide educational resources and/or referrals 
to other healthcare providers for disease management that is 
outside the PT scope of practice. Furthermore, presence of medical 
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APTA Adult 
PT Checkup 
Template4 

  
 

conditions can impact later testing items (ie: history of arthritis may 
impact musculoskeletal testing). Filling out a PMH form can also 
reveal “red flag” symptoms that indicate an unidentified systemic 
disease process may be present. This would warrant referral to the 
patient’s primary health care provider. It is important to know about a 
patient’s overall health history in order to best individualize care.   

1.Who is your 
primary PD 
provider? 
 
2.What is your 
current PD 
medication 
regimen? 
 
3.What other 
treatments 
and/or 
surgeries have 
you 
undergone for 
your PD?  
 

PD-specific 
PMH  

Patient does 
not have a 
primary PD 
provider  

Information about a patient’s PD management is important for 
understanding where they are in the course of the disease and for 
anticipating side effects. For example, Levodopa medications are 
associated with an “on-off” phenomenon throughout the day, which 
can greatly impact an individual’s symptoms and functioning.5 An 
annual visit can also be helpful for patient education on various 
procedures and surgeries they may be considering, such as deep 
brain stimulation.5 PD is progressive and complex and affects many 
body systems.1,3 Thus, a significant finding would be that a patient 
does not have a primary PD provider that is tracking their medical 
status. If this is the case, I would refer the patient to a neurologist in 
their insurance network to assure medical care and guidance.    

Appendix B: 
 
Stay 
Independent 
Questionnaire 
(SIQ)6  

Falls risk Score of 4 or 
more indicates 
fall risk6 

 
“Yes” to 
questions 1, 3, 
or 5 

Between 62% and 68% of patients with PD experience falls, which 
are associated with progressive postural instability in PD.1 Older 
age, duration of disease, and dementia are also independent risk 
factors for falls in PD.1 Falls can be devastating for older adults with 
PD and are associated with many medical complications, including 
fractures and traumatic brain injury (TBI), decreased mobility, social 
isolation, and decreased quality of life.1,7 The Stay Independent 
Questionnaire was developed as comprehensive screening tool for 
falls risk for older adults by the Centers for Disease Control and 
Prevention.6 The measure itself also has a brief explanation for why 
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each item is relevant for falls risk, which can assist with patient 
education.6 If a patient feels unsteady while walking, is fearful of 
falling, or has fallen in the past year, then I would recommend 
following up in PT for a deeper falls risk assessment and course of 
treatment.6 Furthermore, a significant decline in function may 
warrant referral to the patient’s physician for alteration in medical 
management of PD.  
 
 

1.Resting 
heart rate 
(HR),  
2.Resting 
respiratory 
rate (RR), 
3.Blood 
pressure (BP) 
at rest in 
sitting and 
upon standing  
 

Vital Signs Any value 
greater than the 
norms below:8  
 
HR: 60-100 
BP: <120/80 
RR: 12-16 
 
 
Presence of 
orthostatic 
hypotension:1  
 
decrease of 
systolic BP 
>20mmHg or 
diastolic BP 
>10mmHg upon 
standing 

Vital signs can reveal valuable information about a patient’s overall 
cardiovascular health. The Guide to Physical Therapy Practice 
recommends that all patients who are seen for PT intervention 
receive a cardiopulmonary screening, including HR, RR and BP.9 
This information may uncover unidentified risk factor in older adults; 
for example, hypertension is a risk factor for cardiovascular disease, 
cancer, stroke, and diabetes.9 With high rates of chronic diseases in 
the adult population, vitals screening during annual exams assist 
PTs with health promotion.9 

It is important to screen for orthostatic hypotension, which affects 
30-40% of patients with PD.1 Autonomic dysfunction related to PD 
may cause dizziness, vision alteration, impaired cognition, or loss of 
consciousness upon assuming upright posture.1 Positive findings for 
any vital sign measure would warrant communication with the 
patient’s physician. Positive orthostatic hypotension findings can 
prompt education on self-management (ie: lower extremity exercises 
before standing) and closer guarding during functional activity 
testing.   
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Appendix C: 
 
BMI 
Calculation10 

Body 
Composition 

BMI outside of 
the “Normal” 
range10 

 
Underweight: 
below 18.5 
 
Normal: 18.5-
24.9 
 
Overweight: 
25.0-29.9 
 
Obese: 30.0 
and above 

Obesity is a risk factor for cardiovascular disease, cancer, 
obstructive lung disease, stroke, and diabetes, among other chronic 
illnesses.9 In PD specifically, obesity is related to an increased risk 
of functional dependency and rapid motor progression.11 
Identification of a patient’s overweight or obese status may prompt 
conversation about barriers to physical activity and referral to a 
registered dietician for weight management. Conversely, weight loss 
can also be a complication of common PD medications; and 
sarcopenia and frailty are associated with poor prognosis and risk of 
mortality in PD patients.12,13  Thus, identification of underweight 
status may also prompt referral to registered dietician or PD 
specialist for nutritional counseling.  

. 
 

Appendix D:  
 
Mini 
Nutritional 
Assessment 
(MNA)14 

Nutrition 
Assessment 

MNA score of 
<23.5 indicates 
“at risk of 
malnutrition”14 

 

<17 indicates 
malnourished14 

Malnutrition, loss of body weight, and muscle and fat wasting are 
common in patients with PD.15 These secondary conditions are 
associated with debility, impaired immunity, and increased risk of 
mortality.15  However, early detection of malnutrition risks may 
decrease these consequences.15  Nutritional status should be 
screened in a PD patient’s annual exam to identify body weight 
changes, nutritional deficiencies, autonomic GI dysfunction, and 
other non-motor symptoms of PD or its treatments that impact 
feeding.16 The MNA is a nutrition screening tool that takes into 
account anthropometrics, types of foods eaten per day, mobility and 
independence, difficulties with food intake, and more.14  A positive 
result indicating malnutrition or risk of malnutrition would prompt 
referral to a registered dietician or PD specialist for nutritional 
counseling.   
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Appendix E: 
 
Pittsburgh 
Sleep Quality 
Index (PTQI)17 

Sleep 
Dysfunction 

Global PSQI 
score >5 out of 
21 indicates 
“poor 
sleeping”17 

The PD disease process affects anatomical structures and 
neurotransmitters that are involved in modulating sleep cycles.1 
Excessive daytime sleepiness occurs in up to 50% of PD patients; 
and this may be connected to PD medications and/or fractionated 
sleep.1 In sleep studies, patients with PD awaken more frequently in 
the night than those without PD; and PD symptoms, such as 
nocturia, tremors, difficulty moving in the bed and/or depression may 
contribute.1 REM Behavior Sleep Disorder may also be present in 
27-32% of PD patients.1 Sleep is linked to physical health, 
psychological health, and wellbeing.9 Thus, a screen of sleep quality 
is warranted in an annual exam. The PSQI contains items on sleep 
duration, disturbances, latency, and impacts on daytime function.17 

Positive findings could prompt discussions on sleep hygiene and 
modifying behaviors that may improve sleep quality.9 Specific 
impairments identified may also warrant referral to the patient’s 
neurologist or a sleep specialist.   
 

Adapted from 
APTA Adult 
PT Checkup 
Template:4 

  
What physical 
activities do 
you enjoy? 
What activities 
do you want to 
be able to do? 
How many 
minutes per 
day and days 
per week are 

Physical 
Activity 

Cumulative 
physical activity 
that is lower 
than the 
Physical 
Activity 
Guidelines for 
Americans18: 
 
 
At least 150 
minutes/week 
of moderate 
intensity 
aerobic 
activity18 

Physical inactivity is a risk factor for cardiovascular disease, cancer, 
stroke, diabetes, and osteoporosis.9 However, nearly 80% of adults 
in the United States are not meeting the guidelines for both aerobic 
and muscle strengthening activity.18 Therefore, in a wellness exam, 
a positive finding would prompt patient education, discussions on 
motivation and problem solving barriers to performing physical 
activity. For patients with PD, higher self-reported physical activity is 
associated with slower progression of motor symptoms; decreased 
rates of depression, anxiety, and cognitive decline; and greater 
independence with Activities of Daily Living (ADLs).19 However, 
motor or non-motor symptoms of PD may make participation in 
physical activity more difficult. Positive findings on these questions 
may inform more in-depth PT evaluation of functional movements 
and strength to find ways for the patient to participate in meaningful 
physical activity.  
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you physically 
active? 
At what 
intensity do 
you engage in 
physical 
activity (mild, 
moderate, 
vigorous)? 

 
2x/week 
moderate+ 
intensity 
muscle- 
strengthening 
activities18 

 
Patient is 
unable to 
perform 
activities that 
he/she enjoys 

 
 
 
 

 
 

 
 
 
 

Appendix F: 
Snellen Eye 
Chart20 

 
The patient 
should wear 
any corrective 
lenses/glasses 
they typically 
use for the 
test.    

Visual Acuity 
Screen 

Visual acuity 
worse than  
20/4025  
 
(unable to read 
all of line 6 
accurately at a 
distance of 10 
feet with both 
eyes open)20,25   

Vision is a major sensory input used for postural control and 
balance.21,22 In healthy test subjects, altering or removing visual 
stimuli from the environment during a Sensory Organization Test 
decreases postural control.22 The sensory system deteriorates as 
part of the aging process; thus, it is recommended that vision is 
checked at annual visits for older adults for falls prevention.22-24 The 
PD process also significantly impacts postural stability; therefore, 
ensuring that visual inputs are as accurate as possible is important 
to prevent loss of stability.1 The Snellen Eye Chart is a useful tool for 
assessing vision and identifying visual impairments in elderly 
patients.25 In an annual exam, it can be used as a screen for visual 
acuity. Distant binocular acuity of 20/40 is required for safety with 
driving; positive findings would prompt referral to a vision 
specialist.25 

1. Are you 
experiencing 
constipation or 
difficulty 
evacuating 
stools during 

Bowel and/or 
Bladder 
Dysfunction 

“Yes” to 
questions 1 or 2 
 
1 or greater to 
question 326 

Gastrointestinal (GI) symptoms are common in PD, with up to 70-
80% of patients complaining of slow-transit constipation.1 Autonomic 
PD changes can impact GI motility and sphincter control, as well as 
urinary control disturbances.1 Frequent nocturia is reported in up to 
60% of patients, which can greatly impact sleep quality and quality 
of life for patients and their caregivers.1,26 Positive findings on these 
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bowel 
movements?1 

2. Are you 
experiencing 
increased 
urinary 
urgency, 
frequency, or 
incontinence 
(uncontrolled 
voiding)?1  
3. How often 
do you wake 
at night to use 
the 
restroom?26 

questions can prompt deeper questioning as well as patient 
education and conservative treatment within the PT scope of 
practice. Significant changes in function may also warrant referral to 
the patient’s physician for management (ie: prescription of 
antimuscarinic medication, stool softener).26    
 
 

Appendix G: 
 
Mini Mental 
State 
Examination 
(MMSE)27 

Cognition MMSE score < 
24/30 is 
“abnormal”27 

 

20-25/30 
indicates “mild 
impairment”27 

 
10-20/30 
indicates 
“moderate 
impairment”27 

 
0-10/30  
indicates 
“severe 
impairment”27 

Cognitive dysfunction and dementia is common in PD, with early 
symptoms including problems with executive functioning (ie: goal-
directed behavior, money management).1 Cognitive decline has also 
been reported as more debilitating for patients and caregivers than 
motor problems.3 Mild Cognitive Impairment (MCI) can be identified 
in 15% of PD patients at the time of diagnosis, and those with PD 
are twice as likely to develop MCI compared to those without PD.1,28 

The MMSE contains items that test orientation, attention, memory, 
language, and visual-spatial skills.27,29 The MMSE can be used to 
screen for cognitive impairment in those with PD and to track 
change in global cognitive state over time at subsequent annual 
exams.29 Positive findings would prompt referral to the patient’s 
neurologist for formal assessment of cognition.  
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Appendix H:  
 
Hospital 
Anxiety and 
Depression 
Scale 
(HADS)30 

Depression 
and/or 
Anxiety 

HADS score 
>11  indicates 
probably 
presence of a 
mood disorder30 

The loss of dopaminergic neurons is also associated with 
disturbances of mood and reward systems in those with PD.31 
Clinically significant depressive disturbances occur in 40-50% of PD 
patients, which can negatively impact quality of life, motor and 
cognitive deficits, functional disability, and other psychiatric co-
morbidities.31 Patients with PD may also experience anxiety either 
as a a prominent feature/symptom of a depressive disorder or as a 
co-morbidity to PD.31  The HADS contains 14 items and has been 
validated to screen for depressive/anxiety symptoms in PD 
patients.30,32 With a positive finding, I would refer my patient to a 
clinician who treats mental health to support the patient as a whole.  
 

Appendix I: 
 
Swallowing 
Disturbance 
Questionnaire 
(SDQ)33 

 

  

Dysphagia  SDQ score > 
12.5 predicts  
the “presence 
of both known 
and unknown 
swallowing 
disturbances”33  
 
 

Over 80% of patients with PD develop dysphagia (difficulty 
swallowing) in their life, which can lead to malnutrition, difficult 
medication administration, and aspiration pneumonia, which is a 
frequent cause of death in PD.34 Thus, I would be sure to screen for 
swallowing difficulties for patient safety. The SDQ is a 15-item 
questionnaire that was designed and validated to detect swallowing 
problems in patients with PD; and it includes difficulties with 
chewing, swallowing, drooling, breathing, and coughing with meals 
and drinks.33,34  Identification of dysphagia would prompt referral for 
an in-depth swallowing evaluation. 
 

1.Are you 
experiencing 
difficulty 
producing 
speech at your 
regular 
volume?35 

 
2.Are those 
around you 

Dysarthria  “Yes” to either 
question  

Between 70 and 79% of individuals with PD report impaired speech 
and functional communication.35 These questions serve as a quick 
screen which indicates difficulty with communication, which can 
contribute to social isolation and impact quality of life.35 Positive 
findings on these questions would prompt referral to a Speech 
Language Pathologist and/or a PD-specific program, such as LSVT 
Loud, for speech therapy.36 
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having 
difficulty 
understanding 
you when you 
speak?35 

 

5 Times Sit-to-
Stand (5xSTS) 
 
Timed Up and 
Go (TUG) 
 

Functional 
Strength and 
Mobility 

5xSTS score 
>16.0 seconds 
indicates fall 
risk in those 
with PD.37 

 
 
TUG score > 
12.0 seconds 
indicates risk of 
falling38 

The 5xSTS measures functional lower extremity strength and allows 
observation of what movement strategies a patient uses to complete 
transfers.37 The TUG includes sit<>stand transfers, ambulation, and 
turning; and it can be used to assess mobility, balance, walking 
ability, and falls risk.38 Functional strength and mobility are 
necessary for safe home and community navigation, independence 
with ADLs, and participation in social and leisure activities. Motor 
symptoms of PD, such as bradykinesia, difficulty initiating 
movements, muscular rigidity, and postural instability can all affect 
functional mobility.1 Positive findings on these tests would prompt a 
more in-depth PT evaluation and increased delivery of PT services 
to address functional limitations.   
 

1.Observation 
of ambulation 
upon entering 
the clinic and 
during 
functional 
mobility tests 
(above) 
 
2.How often 
do you 
experience 
“freezing” 
episodes or 
“feeling like 

Gait 
Assessment 

Presence of 
freezing, 
stumbles, loss 
of balance 

In PD, expected gait changes include decreased gait speed, step 
length, push-off, clearance, trunk and pelvic rotation, reciprocal arm 
swing.39,40 However, the presence of freezing, stumbling, and loss of 
balance during gait pose a greater risk for patient falls risk and 
safety.1 25-60% of patients with PD experience freezing of 
movements, which typically emerges multiple years after PD onset.1 

Positive findings during gait assessment would prompt deeper PT 
evaluation of freezing and dynamic stability during gait.  
Furthermore, a significant decline in function may warrant 
prescription of an assistive device and/or referral to the patient’s 
physician for alteration in medical management of PD.  
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your foot is 
glued to the 
floor” while 
walking?39 

 
MiniBEST 
test41 

Dynamic 
Balance 

Total score of 
16/28 or higher 
indicates risk of 
falls in older 
adults41 

Postural instability is a particularly debilitating motor symptom of PD 
because it can lead to fall-related injuries (ie: fracture, TBI) as well 
as decreased activity and social isolation from fear of falling.7 The 
MiniBEST test has been found to have higher predictive accuracy of 
falls in older adults and in the PD population than other balance 
measures, such as the Berg Balance Scale.41,42 The MiniBEST also 
has clinical utility because it assess many aspects of balance, 
including anticipatory and reactive postural control, sensory 
organization, and dynamic gait.41 This makes it appropriate for PD, 
which has complex, multidimensional causes and consequences.42 
A positive result would indicate need for balance training, and 
performance on individual items may inform future PT interventions 
on specific areas of need. Some items of the miniBEST can also be 
observed during functional mobility testing (above), which increases 
time-effectiveness.  
 

1.9 Hole Peg 
Test (HPT)43 
 
2.Do tremors 
impact your 
ability to 
perform daily 
activities such 
as eating or 
changing 
clothes?  
 

Hand 
Functioning 

Significantly 
increased time 
to complete 
task compared 
to age and 
gender-
matched peers 
(Appendix J)44 

 
“Yes” to 2 or 3 

Approximately 80% of PD patients report limb tremor, most 
commonly resting pill-rolling tremor of the hands.1 Bradykinesia can 
also impact handwriting and the ability to perform ADLs and other 
tasks requiring dexterity1 Thus, screening for hand function is 
relevant in an annual exam for those with PD. The 9 HPT tests 
coordination and dexterity and it is recommended for assessment of 
upper extremity function in PD patients.43 Positive findings may 
prompt referral to a hand specialist in PT or Occupational Therapy 
for functional activities training. Communication of positive findings 
with the patient’s PD physician is also appropriate and may 
contribute to alteration in medical management of PD.  
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3. Do tremors 
impact your 
ability to 
participate in 
hobbies or 
leisure 
activities? 

 
 
Resources/referrals: 
 
Test item Resource/referral Reasoning 
Swallowing 
Disturbance 
Questionnaire 
(SDQ)33 

Speech and 
Language 
Pathologist (SLP) 

Dysphagia, or difficulty swallowing, may manifest as a result of muscle rigidity, 
bradykinesia, and autonomic dysfunction in patients with PD.1 A positive 
finding on the SDQ predicts the presence of swallowing dysfunction, which 
can include difficulty swallowing liquids or solid foods, coughing or difficulty 
breathing with intake, involuntary drooling, and/or food or drinking coming out 
of the nose/mouth during swallowing.33 These symptoms can greatly impact a 
patient’s desire to participate in social activities as well as their ability to safely 
nourish themselves. Dysphagia is a contributor to PD-related malnutrition and 
aspiration pneumonia; both of which are poor prognostic indicators for long-
term health.15,34 SLPs have expertise in swallowing dysfunction and can 
perform a comprehensive swallowing examination to diagnose a specific 
swallowing disorder and determine the safest route of nutrition and hydration 
intake.45 SLPs can also provide rehabilitative interventions to improve 
swallowing function and/or recommend compensatory methods of treating 
dysphagia.46 This referral is a priority because it can directly impact a patient’s 
medical stability as well as their quality of life.   
 

Hospital 
Anxiety and 
Depression 

Psychiatrist (with 
experience treating 
PD patients) 

Untreated depression is associated with greater functional disability, faster 
physical and cognitive decline, poorer quality of life, increased caregiver 
distress and increased mortality for those with PD.31 Anxiety and depression 
are also generally referred to as “yellow flags,” which are negative prognostic 
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Scale 
(HADS)30 

indicators for progress in physical therapy courses of treatment. A positive 
finding on the HADS screen would prompt a referral for mental health 
intervention to promote PD patients’ health and wellbeing.  A psychiatrist can 
be an appropriate mental health professional for those with PD because 
depression can result from the neurobiological course of PD.31 Improvements 
in depression symptoms in PD patients have been produced by 
antidepressant medication (ie: SSRIs), cognitive behavioral therapy, and 
dopamine-replacing medications in various randomized control trials studies.47 

Thus, a psychiatrist has access to multiple medication and nonmedication 
interventions that may be useful for patients with PD. Psychiatrists are also 
equipped to address anxiety and other psychiatric issues that may evolve in 
those with PD, such as psychosis (ie: hallucinations), sleep disorders, 
impulse-control disorders.47 Thus, referral to a psychiatrist with experience 
treating those with PD may help address currently identified mood disorders 
and also help identify and address future mental health needs throughout the 
course of PD.    
 

Mini 
Nutritional 
Assessment 
(MNA)14 

Registered Dietician 
(RD) 

Malnutrition can develop in PD patients as a result of the interaction of 
multiple motor and non-motor symptoms, such as decreased hand dexterity 
and function, constipation, dysphagia, and depression.1,16 Lack of nutrition is 
also associated with muscle wasting, frailty, and increased risk of mortality in 
those with PD.15 The MNA can identify those who are at risk of malnutrition 
even before they exhibit weight loss.14 If a patient is at risk of malnutrition, 
then referral to a registered dietician is appropriate for full nutritional 
assessment. RDs can address unintentional weight loss and nutritional 
deficiencies through individualized diet recommendations.48 Furthermore, RDs 
can prescribe nutritional supplements that are associated with reduced PD 
progression as well as educate patients about optimal timing of meals and 
medications to ensure medication effectiveness.16,49 Thus, referral to a RD for 
nutritional counseling can have a significant impact on the health and wellness 
of those with PD,    
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