
A Comprehensive Measure  of Parkinson’s Disease : The Unified Parkinson’s Disease Rating Scale 
(UPDRS)  

 
“Movement is a medicine for creating change in a person's physical, emotional, and mental 

states.”  ~Carol Welch 
 
This quote says it all…for individuals who have been diagnosed with Parkinson’s disease the future 
may pose challenges in regards to their physical movement and independence as well as their 
emotional and mental well-being while battling this manageable, but challenging disease.  
 
Next to Alzheimer’s disease, Parkinson's disease (PD) is the second most common neurodegenerative 

disorder affecting approximately 500,000 people in the United States (underestimated secondary to 
misdiagnoses of early signs/symptoms).1 The four primary symptoms of PD are tremor, or trembling 
in hands, arms, legs, jaw, and face; rigidity, or stiffness of the limbs and trunk; bradykinesia; and 
postural instability, with resultant impaired balance and coordination. Pathologically PD is denoted 
by the loss of neurons mainly in the substantia nigra with characteristic protein deposits called Lewy 
bodies in the cytoplasm of neurons.1 The onset of  Parkinson's disease typically begins around the age 
of 50 with a greater prevalence in individuals over 80 years of age.2  
 
As these symptoms become more pronounced, patients may have difficulty walking, talking, or 
completing other simple tasks. With the progression of the disease, tremors which affect the majority 
of patients with PD, may begin to interfere with their activities of daily living (ADLs).  Depression and 
other emotional changes; difficulty in swallowing, chewing, and speaking; gastrointestinal upset; skin 
problems; and sleep disruptions are other challenges that may eventually be encountered by patients. 
One way to assess the variety and severity of problems endured by a patient with PD is through the use 
of the Unified Parkinson’s Disease Rating Scale (UPDRS).3 The purpose of this scale is to provide a 
comprehensive evaluation of disability and impairment related to the disease.  In its current form, the 
UPDRS (version 3.0) includes four parts that assess mental status, behavior and mood (part I), 
activities of daily living (part II), motor function (part III) and complications of therapy e.g. 
medications (part IV). Usually administered with the UPDRS are the modified Hoehn and Yahr 
staging and the Schwab and Englands ADL scale. 
 
Reliability of the UPDRS has been examined with results indicating high internal consistency 
(Cronbach α)4 and high test-retest reliability in samples of patients at varying stages of PD.5-7 
Intraclass Correlation Coefficient (ICC) were as follows: UPDRS total score (0.92); mental 0.74); 
ADL (0.85), and motor (0.90).4 Criterion validity and divergent validity have not been well established, 
but convergent validity, where comparisons of the UPDRS have been made with other 
scales/instruments assessing PD (e.g. Hoehn and Yahr or Schwab and England ADL scales) has been 
examined and found to be satisfactory.8 

 
Scoring on the UPDRS is straightforward with a higher score denoting greater disability in the 
individual. Parts I, II, and III contain 44 questions each measured on a 5-point scale (0-4). Part IV 
contains 11 questions and the scale can range from 0 to 23. A total score can be obtained by adding the 
sum of all the parts.3 

 



In an excellent review of the UPDRS by the Movement Disorder Society Task Force on Rating Scales 
for Parkinson’s disease several strengths of the UPDRS are noted and recommended areas of 
improvement were detailed and listed below.9 

 
Strengths 

1. The UPDRS is a well known and highly utilized assessment for clinical and research evaluation 
of PD. 

2. Useful application across the clinical spectrum of PD 
3. Comprehensive coverage of motor symptoms 
4. High reliability and validity 

 
Weaknesses 

1. Some ambiguous items 
2. Inadequate instructions for raters 
3. Absence of screening questions on several important non-motor aspects of PD 
4. Cultural bias of some items on the ADL portion of the scale 

 
Some Recommendations 

1. Establish clinimetric properties that define a minimal clinical relevant difference and minimal 
clinically relevant incremental difference 

2. Develop a culturally unbiased scale that is validated indifferent racial, gender and age groups 
3. Include an appendix with more detailed and optionally used scales to determine the severity of 

non motor impairments 
 

It has been suggested that the UPDRS be used in conjunction with other mobility measures such as the 
Berg Balance Scale (BBD)10 and the Timed Up and Go 11 in order to obtain a more comprehensive 
evaluation of the function of persons with PD, specifically balance and gait that may not be adequately 
assessed by the UPDRS.12 Also suggested is that the items examining motor function (27) may take 
too long to complete and that the items evaluating speech, facial, expression, salivation and 
swallowing are not physical therapy specific.13 In an article addressing postural stability and fall risk in 
individuals diagnosed with PD, the UPDRS total score and UPDRS-ADL subscale in conjunction with 
the BBS, when using a cut-off score of 44, were the top three clinical measures for fall 
discrimination.14 As suggested by Landers et al., using a self-report scale such as the  UPDRS in 
combination with performance or function based scales such as the BBS may be useful in reducing the 
effects of responder bias, which may lead to a more accurate clinical picture of the individual being 
evaluated. 14   
 
The UPDRS continues to be used to evaluate function and establish interventions in the patient with 
PD in order to create change in his or her physical, emotional, and mental states. It is useful across 
many disciplines including speech language pathology, occupational therapy as well as physical 
therapy. While their may be less lengthy assessment scales, the UPDRS gives a general overview of 
the functioning of the individual with PD and can be used in conjunction with other assessments of 
ADL’s, motor, and mental capacity. 



References 
1 Nussbaum RL, Ellis CE. Alzheimer’s Disease and Parkinson’s Disease. N Engl J Med. 2003:348;14.  

2 Tanner CM, Goldman SM. Epidemiology of Parkinson’s disease. Neurol Clin 1996;14:317-35. 

3. Fahn S, Elton RL, UPDRS program members. Unified Parkinsons Disease Rating Scale. In: Fahn S, 
Marsden CD, Goldstein M. Calne DB, editors. Recent developments in Parkinson ’s disease, vol 2. 
Florham Park, NJ: Macmillan Healthcare Information; 1987. p153-163.   
 
4. Martignoni E, Franchignoni F, Pasetti C, Gerriero G, Picco D. Psychometric properties of the 
Unified Parkinsons Disease Rating Scale and the Short Parkinson’s Evaluation Scale. Neurol Sci. 
2003;24:190-191.  
 
5. Siderowf A, McDermott M, Kieburtz K, Blindauer K, Plumb S, Shoulson I, Parkinson Study Group. 
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. 2002;17(4):758-763.  
 
6. McDermott MP, Jankovic J, Carter J, Fahn S, Gauthier S, Goetz CG, Golbe LI, Koller W, Lang AE, 
Olanow CW, et al. Factors predictive of the need for levodopa therapy in early untreated Parkinson’s 
disease. The Parkinson Study Group. Arch Neurol, 1995;52:565-570. 
 
7. Stebbins GT, Goetz CG. Factor structure of the Unified Parkinsons Disease Rating Scale: motor 
examination section. Mov Disord. 1998;13:633-636. 
 
8. Martinez-Martin P, Garcia Urra D, del Ser Quijano, T, et al. A new clinical tool for gait evaluation 
in Parkinson’s disease. Clin Neuropharm 1997;20:183-194. 
 
9. Movement Disorder Society Task Force on Rating Scales for Parkinson’s Disease. The Unified 
Parkinson’s Disease Rating Scale (UPDRS): Status and recommendations. Mov Disord. 
2003;18(7):738-750.  
 
10. Berg K, Wood-Dauphinee S, Williams JI, et al. Measuring balance in the elderly: preliminary 
development of an instrument. Physio Ther Can 1989;41(6):304-311. 
 
11. Podsiadlo D, Richardson S. The timed “Up and Go”: a test of basic functional mobility for frail 
elderly persons. J Am Geriatr Soc. 2000;39:142-148. 
 
12. Brusse K, Zimdars S, Zalewski KR, Steffen TM. Testing functional performance in people with 
Parkinson disease. Phys Ther. 2005;85:134-141. 
 
13. Nieuwboer A, De Weerdt W, Dom R,  Bogaerts K, Nuyens G. Development of an activity scale for 
individuals with advanced Parkinson disease: reliability and  “on-off” variability. Phys Ther. 
2000;80:1087-1096. 
14. Landers MR, Backlund A, Davenport J, Fortune J, Schuerman S, Altenburger P. Postural 
instability in Idiopathic Parkinson's Disease: discriminating fallers from nonfallers based on 
standardized clinical measures. JNPT. 2008; 32(2):56-61. 


