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Abstract
Background: There is a lack understanding between the possible effects of physical intervention in motor
function of the upper limbs and quality of life in patients with PD.
Objective: To present a progressive muscular strengthening protocol of the upper limbs with focus on the
functional capacity.
Methods: The sample has been chosen for convenience. The patients have been divided into two groups:
Intervention and Control which have not been distributed randomly. The following instruments have been chosen to
be evaluating results: Unified Parkinson Disease Rate Scale, Parkinson's Disease Questionnaire, Nine Hole Peg
Test, Test d'Evaluation des Membres Superieurs of Personnes Âgées and handgrip dynamometer. All these
instruments have to be applied before and after the training phase which is for 2 months, twice a week and follow up
period for one month after the last training session. For demographic characteristics of the sample, descriptive
statistics have to be used. The Shapiro-Wilk test has to examine the normality of the sample. Parametric or nonparametric tests have to be performed to check if there is a significant statistical difference between pre- and posttraining and follow-up, as correlation tests, pre- and post-training. The significance level of 5% for all procedures
have to be adopted.
Results: The strength training has to combine isotonic and isometric exercises using elastic tubes for upper
limbs. The program has to be carried out for two months, totalizing 16 sessions. Five subjects in each group started
the program, but have not yet finished. Results are expected in 2018.
Discussion: Most studies on muscle weakness in PD focus on the evaluation aspect. Cover mainly studies of
physical rehabilitation the lower limbs, and focus on gait and balance. Therefore, it is important to carry out studies
that investigate the possible effects of a progressive muscular strengthening protocol in upper limbs in PD patients.

Keywords: Parkinson’s disease; Physical therapy (modalities); Upper
limbs; Strengthening; Rehabilitation; Disability evaluation; Exercise
therapy

Introduction
Parkinson’s disease (PD) is primarily a neurodegenerative disorder
affecting the motor control. More precisely in the substantia nigra pars
compacta compromising the nigrostriatal pathway where the motor
symptoms are caused by the degeneration of dopaminergic neurons
that participate [1-3].
Diagnosis of PD is predominantly based on clinical features and the
diagnostic criteria. The most widely accepted in the world are those
that comprise the UK Parkinson’s Disease Society Brain Bank. These
are: rigidity, bradykinesia, resting tremor, postural instability and gait
disorders [4,5]. Moreover, the Movement Disorders Society has
included non-motor symptoms as clinical manifestations of PD [5]. In
the literature, some authors have been discussing the presence of
muscle weakness as an intrinsic symptom of PD or a secondary
symptom due to disuse [6-8].
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PD produces deterioration of the motor function over the course of
the disease, which results in an increase in the number, and severity of
symptoms. The motor symptoms progressively produce more
restrictions and reduction in dependency of activities of daily living
(ADLs). Thus causing a worsening in quality of life [9-12].
Some authors have been pointing out the possible origin of the
muscle weakness in PD in comparative studies with control group
matched with age and gender [13-16].
Studies on physical rehabilitation in PD mostly highlight lower
limbs, gait and balance impairments [17-22]. Those that focus on
upper limbs are, in its majority, evaluate mostly aspects in either
coordination, strength, power, bradykinesia or functionality
[6,14,16,23-25]. There are only three studies focused on the effects of
some type of muscle strengthening in the upper limbs. None, however,
about functionality [26-28]. Therefore, there is a lack of understanding
between possible effects of the physical rehabilitation in upper limbs of
PD patients.
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Considering that studies in PD patients submitted to resistance
exercise programs showed positive results for gait, balance and lower
limbs [17-22,29], strengthening training program for upper limbs
could promote both functional and clinical benefits for these patients.

Objective
The purpose of this study is to present a progressive muscular
strengthening protocol developed by us for upper limbs in PD patients.
The protocol is supposed to increase muscle strength, improve motor
function of upper limbs and affect positively the quality of life of these
individuals.

Methods
The study is a non-randomized controlled longitudinal clinical
intervention study.
Initially individuals are to be assessed to determine whether they
meet all inclusion criteria, as well as to obtain demographic and
clinical data (see Multimedia Appendix 1). The following inclusion
criteria is to be considered: clinical diagnosis of idiopathic PD
confirmed by a neurologist; patients of both genders, aged between
55-75 years; PD stage 2-3 on the modified Hoehn and Yahr (H&Y)
scale (see Multimedia Appendix 2); understand and obey verbal
commands using Montreal Cognitive Assessment (MoCA) (see
Multimedia Appendix 3).
Patients have be excluded using the following criteria: impaired
mental and cognitive state identified by MoCA; present neurological
and/or trauma-orthopaedic disorders that diminish upper limb and/or
cervical vertebral spine function; patients who underwent surgical
procedure for PD; systolic pressure higher than 180 mmHg and
diastolic higher than 100 mmHg, and unstable heart disease or cardiac
failure; have undergone changes in dose and/or medication after the
initial evaluation and during training; have done exercise program
with professionals from physiotherapy or physical education, and
sports, in the last 3 months before or during the study.
Patients are to come from the University Medical Center. Patients
who meet the inclusion criteria, the goals and methods of the research
are to be presented. After explanation, if the patients agree to
participate in the study, they have to fill out and sign the Informed
Consent Form. This project has already been submitted and approved
by the Ethics Committee on Human Research of the Institute of
Neurology Deolindo Couto. This study has been registered with
Brazilian Clinical Trials Registry with the identifier RBR-7Z858K.
This study has been based on convenience sampling. PD patients
have been divided into two groups, intervention and control. The
intervention group has to perform the Protocol of Exercises with
Progressive Strength while the control group has to perform mobility
and stretching exercises. To determine the clinical outcomes, the
instruments have to be applied during the ON-phase in the morning
pre-, post-training and follow up (one month after the intervention)
periods.
The measurement results have to use the following instruments:
Unified Parkinson’s Disease Rating Scale (UPDRS), Parkinson’s Disease
Questionnaire (PDQ-39), handgrip dynamometer from Jamar, Test
d’Evaluation des Membres Superieurs of Personnes Âgées (TEMPA)
and 9-Hole Peg test (9HPT).
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Primary outcomes have to be investigated, in order to confirm if
there are significant differences in values of instruments to be used in
the Intervention Group. For this purpose, primary outcomes have to be
analysed during pre- and post-training periods comparing them with
the control group. The correlation of the various assessment tools in
the Intervention Group during pre- and post-training periods has to be
investigated.

Clinical Evaluation
The UPDRS evaluates signs, symptoms and certain activities of
patients through self-report and clinical observation. This scale,
developed in 1987 by combining other scales available at the time [30]
became, undoubtedly, the clinical rating scale best used for PD [31]. It
is a reliable and valid scale, which qualifies as a suitable method for the
evaluation in PD [32]. The UPDRS has high internal consistency and
excellent test-retest and inter-rater reliability [30]. It consists of 42
items, divided into four parts: three main sections which evaluate
"Mental State and Humor" (Section I), "Activities of Daily Living"
(Section II) based on previous information, and "Motor Exam"
(Section III) based on clinical examination. The fourth section,
"Complications of Therapy" is included to monitor the harmful effects
associated with prolonged use of dopaminergic medication. The score
for each item ranges from 0 to 4, and the maximum value indicates
greater involvement by the disease and the minimum value, normality.
The total UPDRS score can range from 0-124 [30]. Sections used in our
study, "ADLs" and "Motor Exam" can range between 0-52 and 0-56,
respectively.

Quality of life
To evaluate the quality of life (QoL) of the participants, PDQ-39 has
to be used. Data has to be collected through a structured questionnaire
by interview. This questionnaire, developed in 1995, focuses on
interviews with individuals with Parkinson’s disease where the
perspective is the quality of life [33]. The scale consists of 39 items that
can be answered with five different response options: "never",
"occasionally", "sometimes", "often", and "always". The questions
concern the frequency of the difficulties in the month prior to the
appointment. The scores in each item range from 0 (never) to 4
(always). These 39 items are distributed in eight dimensions: Mobility
(10 items), Activities of Daily Living (6 items), Emotional Wellness (6
items), Stigma (4 items), Social Support (3 items), Cognition (4 items),
Communication (3 items) and Body Discomfort (3 items). Total score
is calculated according to the following formula: 100x (sum of the
patient scores on 39 questions ÷4x39). The lower the value, the better
the quality of life [12,34].

Upper limbs function evaluation
TEMPA, originally created for the elderly, has to be used to evaluate
the function of upper limbs [35]. TEMPA has been translated to
Brazilian-Portuguese by Michaelsen et al. and validated for PD patients
by Freitas et al. [28]. The test consists of eight standardized tasks that
represent the ADLs which are assessed during their implementation
based on the execution speed, the functional level and the analysis of
the tasks performed. These tasks are performed on a platform with
standardized measures and materials used, located in precise and
predetermined places. In the same way, the start and end of the tasks
are standardized. The scores are recorded as follows: on the speed of
execution, the tasks are timed from the moment the patient removes
the hands of the lower deck up to the moment that completes the task
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returning the hands to the starting position. Note that the tasks should
be carried out as quickly as possible and the time is recorded only if the
task is completed. The functional graduation refers to the
independence of the individual in each task. Each task is classified in a
four-level scale and defines the quality of implementation based on the
following aspects: if the task is successfully completed without
hesitation or difficulty; if it is completed with some difficulty; if it is
performed in part or with extreme difficulty; or if is not completed
even with assistance. Finally, the performed task analysis quantifies the
difficulty encountered by the subject according to five items related to
sensorimotor skills of the analyzed upper limb: "Strength”, “Range of
Motion", “Accuracy of Large Movements", "Hold", "Accuracy of Fine
Movements". The result is the sum of partial scores of the functional
graduation corresponding to the right unilateral, bilateral and left tasks
and, similarly, the sum of partial scores of five items of the task
analysis. Although the original scale comes up with a negative
quotation, with zero indicating no disability, for the purpose of
statistical analysis in the validation for PD the values are used
disregarding the signs. Thus, higher values correspond to greater
disability [35-37].

Nine Hole Peg Test
To evaluate the manual dexterity, the 9HPT has to be applied
consisting of nine pegs and a plate with nine holes. The individual is
encouraged to pick up a peg at a time and insert into the holes and
then he/she must remove the pegs and return them to the place of
origin. The runtime of the task has to be timed by the researcher. The
result is the average of two runs for each side [38,39]. The 9HPT has
the potential to serve as an easily administered and useful tool for
assessing the function of the upper limb of a variety of populations
including individuals with neurological conditions [40,41]. Earhart et
al. concluded that 9HPT is a sensitive measure for changes resulting
from PD progression, drug intervention, and may also be useful to
detect effects of a physical treatment for PD. These authors defined the
values of the minimal change detectable to the 9HPT after
intervention.

Manual strength evaluation
The handgrip strength has to be measured by Jamar® manual
dynamometer with the device handle in the second space.
Manufacturer's recommendations described in the instruction manual
[42], and applied according to the American Society of Hand Therapy
[43-45]. The patient should be comfortably seated, positioned with the
shoulder adducted, the elbow flexed to 90°, forearm in neutral
position, and the handle extension position ranging from 0° to 30° .
The individual has to be requested to reach the highest strength
possible in each hand with verbal command during the test. A
demonstration for familiarization with the instrument has to be
carried out beforehand. The result is the average of three
measurements obtained by each hand [42-45]. This test for PD has
been validated by Villafane et al.

Intervention
The Intervention group has to participate in a muscular strengthtraining program while the Control group has to perform stretching
and mobility exercises. The protocol used for the intervention group
has to consist of a set of exercises (isotonic and isometric) for upper
limbs. The implementation period for the program has to be two
months, twice a week, totalizing 16 sessions. The load adjustment has
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to be held every 15 days, totalizing three settings. In order to minimize
the effects of interference from motor fluctuations usual in PD, the test
for initial load, load adjustments, and implementation of the program
occurs at the same time of day. At the beginning and end of each
session, blood pressure and heart rate data has to be checked. The
composition of the evaluation procedures, training, and follow up for
each group:
The second evaluation session after the training has to determine
if there are differences between groups as well as, if the instruments
show some improvement in the intervention group. Besides, it is
important to verify if after the one month follow up period if there is a
stabilization of motor outcomes.
The strength training has to be developed using elastic tubes
(Elastos®), which have resistance values that progress in seven levels
indicated by different colors validated by Martins et al. (2014). An
inelastic band that controls the length of elastic tube has to be used,
ensuring the load application previously chosen for the exercise. The
resistance control has to take place as follows: the inelastic band has to
be moved concomitantly with the elastic tube stopping the movement
reaching 100% of its length. This is a feature that we consider
important in our protocol because the association of the elastic tube
with the inelastic band permits us to control the load necessary for
muscle training. Studies usually using elastic bands depend exclusively
on the elastic extensibility, making it difficult to apply the exact load to
determine during the initial loading test during muscle training
[48-50].
A familiarization session has to be held in addition to two tests to
choose the initial load. During the familiarization session, explanations
of the exercises, postural guidance has to be given and patients have to
perform a simulation of movements. The two initial loading tests have
to be conducted with an interval of 7 days to confirm the results. In
cases where results of initial load being conflicting, the largest load has
to be used. According to Buckley et al. [8] the daily variations in
performance of subjects with PD may interfere in the results. This
suggests more than one load test should be carried out. Thus, two
loading tests have to be performed, the first 48 h after the
familiarization session.
For the isotonic exercise, the test for the initial load and the load
adjustment has to be performed using the 10 Repetitions Maximum
Test (10RM) for each movement included in the program. Individuals
have to warm up for 5 min through the active-free movement of all
joints in both upper limbs separately. The selected elastic tube to be
chosen has to be the one that after 3-5 attempts failed to produce
concentric muscle contraction in the tenth repetition. There have to be
progressive increments until the identification of the maximum load.
There has to be a rest period of 1 min between each attempt.
Patients with PD have abnormal generation movement patterns and
may also have early fatigue [51,52]. Thus, the 10RM test simulates the
number of repetitions that the patients have to perform during the
strengthening training. American College of Sports Medicine (2011)
recommends 10 to 20 repetitions for elderly and fragile nonconditioned individuals. It should be noted that there is not, to date, a
consensus on optimal values for the training variables such as
frequency, intensity, volume and rest period specifically for individuals
with PD.
For the isometric exercise, we have to adopt a set of exercises with
the first load immediately below that chosen for the isotonic exercise.
The testing aims to confirm whether the load is suitable for isometric
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contraction or not. If above the capacity of the individual, we have to
test the loads in decreasing order using a defined load. That is, using
strength greater than the individual is capable of isometric contraction
for 5 s without compensation and with visible effort. The rest period
between each attempt has to be 1 min.
Working conditions with elastic tubes have to be as follows: the
elastic tube has to be secured by one end in stable artifact and at the
other end there has to be a support handle that has to be held by the
individual. The inelastic band has to be positioned parallel to the
elastic tube. The individual has to tension the elastic tube to the limit of
the inelastic band to ensure the tube deformation by 50%, 100%, 150%,
or 200%, depending on the load previously set by the 10RM.

Description of the exercise protocol
Both upper limbs have to be exercised in isolation starting from the
dominant upper limb. The program has to consist of movements of
flexion/extension, abduction/adduction, internal and external glenohumeral rotations, elbow flexion/extension, wrist flexion/extension
and the session structure has to consist of: "Warm up, Strengthening
and Active Stretching". The session has to start at "Warm Up" and end
at "Active Stretching" of the trained muscles. Isotonic and isometric
exercises have to be performed alternately every session, which it lasts
approximately 1 h. The individuals have to perform 2 sets of 10
repetitions with 1 min interval of rest between exercises to isotonic
exercise and 2 sets of 8 repetitions with 5 s of isometric with interval of
1 min rest between exercises to isometric exercise. In all exercises, the
individual has to be sitting upright in a chair with support.

Statistical analysis
For statistical analysis of the data, SPSS Statistic Software Version 18
has to be used. For demographic characteristics of the sample (age,
gender, dominant hand, more impaired side, UPDRS II, UPDRS III,
disease time, H&Y, Levodopa daily dose) descriptive statistics have to
be used. The Shapiro-Wilk test has to be run in order to analyze the
normal distribution of variables. From the result obtained by the
normality test, parametric or non-parametric tests have to be
performed in order to check whether there is any difference between
the two groups and if there is correlation between variables. For all
procedures, a significance level of 5% has to be adopted.

Results
Five subjects in each group started the program, but have not yet
finished. The final results have to be completed in 2018.

Discussion
Impairments in Activities Daily Living can be observed in PD due
to the change in the production and/or modulation of muscle strength
[6,12,14,16]. Although some degree of motor impairment may be
present from the first stage of the disease [39], the disease progression
and complications cause progressive decline in quality of life [12].
Therefore, it is relevant to know whether interventions such as
muscular strength training, would achieve functional and quality of life
improvement, measured in our study, by TEMPA and PDQ-39,
respectively.
The International Classification of Functioning (ICF) created by the
World Health Organization (WHO), in 2001, established a unified and
standardized language to describe the health and provide a broader
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view on the health status of individuals [53]. It describes functionality
and disability in accordance with health conditions, identifying the
skills or disabilities that individuals present in their daily living.
Therefore, the health model adopted by WHO makes it essential to use
instruments that evaluate skills of “activity and participation” that are
able to identify the functional motor conditions of individuals allowing
more appropriate therapeutic strategies for rehabilitation.
Corcos et al. state that disagreements about the presence of "Muscle
Weakness" as a primary symptom in individuals with PD are still
conflicting. It is not clear whether the origin of the muscle weakness is
central or peripheral, intrinsic to the disease or a secondary
phenomenon caused by progressive motor impairment [6-8,16,54,55].
For Corcos et al. [6] who observed decline in maximal isometric
muscle strength between on-off states, the influence of Levodopa on
muscle strength may indicate the central origin of muscular weakness.
Other researchers have investigated muscular weakness in PD.
Gorniak et al. [14] pointed out changes in muscle strength
coordination and modulation in thumb/index bimanual tasks. Allen et
al. [13] showed evidence of lower strength and power production in leg
extensor muscle. Oliveira et al. [16] noticed decrease in the production
of maximal isometric muscle strength and modulation of submaximal
isometric muscle strength of pinch grip between thumb and indicator
fingers. Jordan, Sagar & Cooper proposed PD has an abnormal pattern
in strength production, such as latency, generation of speed and
relaxation of the isometric force. On the other hand, they found that
individuals recently diagnosed with PD were able to achieve maximum
muscle strength levels as compared to the control group.
Motor disorders in upper limbs caused by PD may lead to changes
in the dexterity pattern, loss in the movement control such as reach
and grasp. Consequently, this may result in decreasing execution speed
of sequential, two-handed and, primarily, asymmetrical tasks which
demand increased motor complexity [13,15,21,30,55-59]. Fellows et al.
also found that handgrip strength may be affected in PD, resulting in
significant functional decline for upper limbs [57].
Although the origin of muscle weakness in PD remains unknown,
various studies highlight the need to evaluate the effects of
implementing exercise programs for increasing muscle strength in
order to improve functional performance [6,7,10,56,57].
Van Nimwegen et al. found out that individuals with PD are 29%
less active compared to healthy individuals when investigating the
influence of factors related to PD in ADLs. Due to the deleterious effect
of physical inactivity, many adverse consequences are expected,
making it necessary to include specific exercise programs for these
patients.
As previously described, muscle weakness is the subject matter of
many PD studies; however, studies of physical therapy interventions in
PD address mainly lower limbs, missing studies emphasizing upper
ones.
To our knowledge, only three studies evaluated the effects of
exercises for upper limbs. In the study by Lee et al. the objective was to
evaluate the effect of Modified Constraint-Induced Movement Therapy
on motor function of upper limbs in PD, but the authors chose FuglMeyer scale as a measurement tool. This scale was developed
specifically for individuals with hemiparesis after brain injury. Items
such as spasticity are not observed in PD. Moreover, motor tests
chosen in the study are not validated for PD. For this reason, they did
not have sensitivity required to detect the effects of the treatment. In
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paper published by Mateos-Toset et al., it is important to stress that
only one therapeutic session was carried out. The manual function
merely showed significant differences for manual dexterity and
strength. Finally, David et al. compared the effects of progressive
resistance exercise with a non-progressive exercise intervention. They
measured the muscle activity and bradykinesia but did not study the
effects on functionality of upper limbs [28].

17.

Therefore, there is a lack of understanding related to the effects of a
progressive muscular strength training protocol for upper limbs based
on a health model adopted by the WHO. In our study, we have to use
different measurement tools for "Structure and body function",
"Activities", and "Participation" domains by the International
Classification of Functioning, Disability, and Health (ICF) in patients
with PD.

19.

References
1.
2.
3.
4.
5.
6.
7.
8.
9.

10.

11.

12.
13.
14.
15.
16.

Galvan A, Wichmann T (2008) Pathophysiology of Parkinsonism. Clin
Neurophysiol 119: 1459-7144.
Rodrigruez-Oroz Mc, Jahanshahi M, Krack P, Litvan Rm, Bezard E, et al.
(2009) Initial clinical manifestations of Parkinson’s disease: features and
pathophysiological mechanisms. Lancet Neurol 8: 1128-1139.
Shulman Jm, Jager Pl, Feany Mb (2011) Parkinson’s Disease: Genetics and
Pathogenesis. Annu Rev Pathology 6: 193-222.
Grimes D, Gordon J, Snelgrove B, Lim-Carter I, Fon E, et al. (2012)
Canadian Guidelines on Parkinson’s Disease. Can J Neurol Sci 39: S1-30.
Postuma RB, Berg D, Stern M, Poewe W, Olanow CW, et al. (2015) MDS
clinical diagnostic criteria for Parkinson's Disease. Mov Disord 30:
1591-601.
Corcos DM, Chen C, Quinn NP, Mcauley J, Rothwell JC (1996) Strength
in Parkinson’s Disease: Relationship to rate of force generation and
clinical status. Ann Neurol 39: 79-88.
Cano-De-La-Cuerda R, Pérez-De-Heredia M, Miangolarra-Page JC,
Muñoz-Hellín E, Fernández-De-Las-Peñas C (2010) Is there muscular
weakness in Parkinson’s Disease? Am J Phys Med Rehabil 89: 70-76.
Buckley TA, Hass CJ (2012) Reliability in one-repetition maximum
performance in people with Parkinson’s Disease. Parkinsons Dis 2012.
Quinn L, Busse M, Dal Bello-Haas V (2013) Management of upper
extremity dysfunction in people with Parkinson Disease and Huntington
Disease: Facilitating outcomes across the disease lifespan. J Hand Ther 26:
148-155.
Schenkman M, Ellis T, Christiansen C, Baro´N A, Tickle-Degnen L, et al.
(2011) Profile of Functional Limitations and Task Performance Among
People With Early- and Middle-Stage Parkinson’s Disease. Phys Ther 91:
1339-1354.
Souza RG, Borges V, Silva SMC de A, Ferraz HB (2007) Quality of life
scale in Parkinson’s Disease: PDQ-39 - (Brazilian Portuguese Version) to
assess patients with and without levodopa motor fluctuation. Arq
Neuropsiquiatr 65: 787-791.
Allen NE, Canning CG, Sherrington C, Fung VSC (2009) Bradykinesia,
muscle weakness and reduced muscle power in Parkinson’s disease. Mov
Disord 24: 1344-1355.
Gorniak SL, Machado AG, Alberts JL (2013) Force coordination during
bimanual task performance in Parkinson’s Disease. Exp Brain Res 229:
261-271.
Jordan N, Sagar HJ, Cooper JÁ (1992) A component analysis of the
generation and release of isometric force in Parkinson's Disease. J Neurol
Neurosurg Psychiatry 55: 572-576.
Oliveira MA, Rodrigues AM, Caballero RM da S, Petersen RD de S, Shim
JK (2008) Strength and isometric torque control in individuals with
Parkinson's Disease. Exp Brain Res 184: 445-450.
Dibble LE, Hale TF, Marcus RL, Droge E, Gerber JP, et al. (2006) Highintensity resistance training amplifies muscle hypertrophy and functional
gains in persons with Parkinson’s Disease. Mov Disord 21: 1444-1452.

Int J Phys Med Rehabil, an open access journal
ISSN:2329-9096

18.

20.

21.
22.

23.
24.
25.

26.
27.

28.
29.

30.

31.
32.

33.
34.

Dibble LE, Hale TF, Marcus RL, Gerber P, Lastayo PC (2009) High
intensity eccentric resistance training decreases bradykinesia and
improves quality of life in persons with Parkinson’s Disease: A
preliminary study. Parkinsonism Relat Disord 15: 752-757.
Schilling BK, Pfeiffer RF, Ledoux MS, Karlage RE, Bloomer RJ, et al.
(2010) Effects of moderate-volume high-load lower-body resistance
training on strength and function in persons with Parkinson’s Disease: A
pilot study. Parkinsons Dis: 6.
Hass C, Buckley TA, Pitsikoulis C, Barthelemy EJ (2012) Progressive
resistance training improves gait initiation in individuals with Parkinson's
Disease. Gait Posture 35: 669-673.
Dibble LE, Foreman KB, Addison O, Marcus RL, Lastayo PC (2015)
Exercise and medication effects on persons with Parkinson Disease across
the domains of disability: A Randomized Clinical Trial. J Neurol Phys
Ther 39: 85-92.
Shulman LM, Katzel LI, Ivey FM, Sorkin JD, Favors K, et al. (2003)
Randomized clinical trial of 3 types of physical exercise for patients with
Parkinson Disease. JAMA Neurol 70: 183-190.
Proud ELM, Miller KJ, Martin CL, Morris ME (2013) Upper-limb
assessment in people with Parkinson’s Disease: Is it a priority for
therapists, and which assessment tools are used? Physiother Can 65:
309-316.
Proud EL, Morris ME (2010) Skilled hand dexterity in Parkinson’s
Disease: Effects of adding a concurrent task. Arch Phys Med Rehabil 91:
794-799.
Almeida QJ, Wishart LR, Lee TD (2002) Bimanual coordination deficits
with Parkinson’s disease: the influence of movement speed and external
cueing. Mov Disord 17: 30-37.
Mateos-Toset S, Martos-Cabrera I, Torres-Sánchez I, Ortiz-Rubio A,
González-Jiménez E, et al. (2016) Effects of a single hand-exercise session
on manual dexterity and strength in persons with Parkinson Disease: A
randomized controlled trial. PM R. 8: 151-122.
Lee KS, Lee WH, Hwang S (2011) Modified Constraint-Induced
Movement Therapy improves fine and gross motor performance of the
upper limb in Parkinson Disease. Am J Phys Med Rehabil 90: 380-386.
David FJ, Robichaud JA, Vaillancourt DE, Poon C, Kohrt WM, et al.
(2016) Progressive resistance exercise restores some properties of the
triphasic EMG pattern and improves bradykinesia: the PRET-PD
randomized clinical trial. J Neurophysiol 116: 2298-2311.
Corcos DM, Robichaud JA, David FJ, Leurgans SE, Vaillancourt DE, et al.
(2013) A two-year randomized controlled trial of progressive resistance
exercise for Parkinson's Disease. Mov Disord 28: 1230-1240.
Siderowf A, Mcdermott M, Kieburtz K, Blindauer K, Plumb S, et al.
(2002) Test–retest reliability of the Unified Parkinson’s Disease Rating
Scale in patients with early Parkinson’s Disease: Results from a
multicenter clinical trial. Mov Disord 17: 758-763.
Goetz CG, Tilley BC, Shaftman SR, Stebbins GT, Fahn S, et al. (2008)
Revision of the Uniﬁed Parkinson’s Disease Rating Scale (MDS-UPDRS):
Scale presentation and clinimetric testing results. Mov Disord 23:
2129-2170.
Martinez-Martin P, Gil-Nagel A, Gracia LM, Gomez JB, Martinez-Sarries
J, et al. (1994) Unified Parkinson’s Disease Rating Scale: characteristics
and structure. The cooperative multicentric group. Mov Disord 9: 76-83.
Jenkinson C, Fitzpatrick R, Peto V, Greenhall R, Hyman N (1997) The
Parkinson's Disease Questionnaire (PDQ-39): development and
validation of a Parkinson's disease summary index score. Age Ageing 26:
353-357.
Carod-Artal FJ, Martinez-Martin P, Vargas AP (2007) Independent
validation of SCOPA- Psychosocial and metric properties of the PDQ-39
Brazilian version. Mov Disord 22: 91-98.
Freitas PR, Lemos AE, Santos MP, Michaelsen SM, Corrêa CL, et al.
(2017) Test D’évaluation Des Membres Supérieurs Des Personnes Âgées
(TEMPA) to assess upper limb activity in Parkinson’s Disease. J Hand
Ther 30: 320-327.

Volume 5 • Issue 6 • 1000436

Citation:

Correa CL, de Britto VLS, Correa TV (2017) Progressive Muscular Strength Protocol for the Functionality of Upper Limbs in Individuals
with Parkinson’s disease: Protocol Study. Int J Phys Med Rehabil 5: 436. doi:10.4172/2329-9096.1000436

Page 6 of 6
35.
36.

37.
38.

39.
40.
41.
42.
43.

44.
45.
46.
47.

Desrosiers J, Hébert R, Dutil E, Bravo G (1993) Development and
reliability of an upper extremity function test for the elderly: The TEMPA.
Can J Occup Ther 60: 9-16.
Michaelsen SM, Natalio MA, Silva AG, Pagnussat AS (2008)
Confiabilidade da tradução e adaptação do Test d'Évaluation des
Membres Supérieurs de Personnes Âgées (TEMPA) para o português e
validação para adultos com hemiparesia. Rev Bras Fisioter 12: 511-519.
Mathiowetz V, Weber K, Kashman N, Volland G (1985) Adult norms for
the Nine Hole Peg Test of finger dexterity. Occupational Therapy J Res 5:
24-38.
Earhart GM, Cavanaugh JT, Ellis T, Ford MP, Foreman KB, et al. (2011)
The 9-Hole Peg Test of upper extremity function: Average values, testretest reliability, and factors contributing to performance in people with
Parkinson Disease. J Neurol Phys Ther 35: 157-163.
Beebe JA, Lang CE (2009) Relationships and responsiveness of six upper
extremity function tests during the first six months of recovery after
stroke. J Neurol Phys Ther 33: 96-103.
Van Winsen LM, Kragt JJ, Hoogervorst EL, Polman CH (2010) Outcome
measurement in multiple sclerosis: detection of clinically relevant
improvement. Mult Scler 16: 604-610.
Jamar Hydrolic Hand Dynamometer User Instructions by Lafayette
Instrument Company.
Mathiowetz V, Weber K, Volland G, Kashman N (1984) Reliability and
validity of grip and pinch strength evaluations. J Hand Surg Am 9:
222-226.
Bohannon RW, Peolsson A, Massy-Westropp N, Desrosiers J, BearLehmane J (2006) Reference values for adult grip strength measured with
a Jamar dynamometer: a descriptive meta-analysis. Physiotherapy 92:
11-15.
Crosby CA, Wehbk MA, Mawr B (1994) Hand Strength: Normative
Values. J Hand Surg Am 19: 665-670.
Villafane JH, Valdes K, Buraschi R, Martinelli M, Bissolotti L, et al. (2016)
Reliability of the handgrip strength test in elderly subjects with Parkinson
Disease. Hand 11: 54-58.
Martins WR, Carvalho RS, Silva MS, Blasczyk JC, Araujo JA, et al. (2014)
Mechanical evaluation of elastic tubes used in physical therapy.
Physiother Theory Pract 30: 218-222.
Chen KM, Li CH, Chang YH, Huang HT, Cheng YY (2015) An elastic
band exercise program for older adults using wheelchairs in Taiwan
nursing homes: A cluster randomized trial. Int J Nurs Stud 52: 30-38.

Int J Phys Med Rehabil, an open access journal
ISSN:2329-9096

48.
49.

50.
51.
52.

53.
54.
55.
56.
57.
58.
59.

Nayoung A, Kijin K (2015) Effects of an elastic band resistance exercise
program on lower extremity muscle strength and gait ability in patients
with Alzheirmer’s disease. J Phys Ther Sci 27: 1953-1955.
Yoon DH, Kang D, Kim H-J, Kim J-S, Song HS, et al. (2017) Effect of
elastic band-based high-speed power training on cognitive function,
physical performance and muscle strength in older women with mild
cognitive impairment. Geriatr Gerontol Int 17: 765-772.
Friedman JH, Brown RG, Comella C, Garber CG, Krupp LB, et al. (2007)
Fatigue in Parkinson’s Disease: A Review. Mov Disord 22: 297-308.
Fabbrini G, Latorre A, Suppa A, Bloise M, Frontoni MA, et al. (2011)
Fatigue in Parkinson’s Disease: Motor or non-motor symptom?
Parkinsonism Relat Disord 19: 148-152.
Garber CE, Blissmer B, Deschenes MR, Franklin BA, Lemonte MJ, et al.
(2011) Quantity and quality of exercise for developing and maintaining
cardiorespiratory, musculoskeletal, and neuromotor fitness in apparently
healthy adults: Guidance for prescribing exercise. Med Sci Sports Exerc
43: 1334-1359.
The WHO Family of International Classifications (2004) World Health
Organization, Lisboa.
Nogaki H, Kakinuma S, Morimatsu M (1999) Movement velocity
dependent muscle strength in Parkinson's Disease. Acta Neurol Scand 99:
152-157.
Falvo MJ, Schilling BK, Earhart GM (2008) Parkinson’s Disease and
Resistive Exercise: Rationale, Review, and Recommendations. Mov
Disord 23: 1-11.
Van Nimwegen M, Speelman AD, Van Rossum H, Overeem S, Deeg DJH,
et al. (2011) Physical inactivity in Parkinson’s Disease. J Neurol 258:
2214-2221.
Fellows SJ, Noth J, Schwarz M (1998) Precision grip and Parkinson’s
Disease. Brain 121: 1771-1784.
Ponsen MM, Daffertshofer A, Wolters EC, Beek PJ, Berendse H (2008)
Impairment of complex upper limb motor function in de novo
Parkinson's Disease. Parkinsonism Relat Disord 14: 199-204.
Tillerson JL, Caudle WM, Reverón ME, Miller GW (2003) Exercise
Induces behavioral recovery and attenuates neurochemical deficits in
rodent models of Parkinson’s disease. Neurosciense 119: 899-911.

Volume 5 • Issue 6 • 1000436

