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Finding Quality of Life 
with Parkinson’s Disease
For those who have Parkinson’s or know someone who does, these 
guidelines for creating and maintaining one’s quality of life are helpful and 
meaningful and can contribute to a person’s confidence, courage, and 
enjoyment of life. BY SHELLYANN TIMMONS, APRN AND ARIF DALVI ,  MD, MBA

The onset of Parkinson’s disease (PD) is most 
often between the ages of 55 to 65 years 
although it can also affect those much younger 

or older. Symptoms can be subtle in the beginning 
and are often ignored by patients or spouses. However, 
over time a pattern of symptoms emerges that brings 
the patient to the attention of a physician (see sidebar).
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The prevalence of PD increases with age and is 
a substantial part of the global health care burden 
(Figure 1). 

Part 1: What is Parkinson’s Disease?
Parkinsonism is a group of chronic neurological 
disorders with a progressive loss of motor function 
resulting from the degeneration of neurons in an 
area of the brain that controls voluntary movement. 
PD is the most common type of parkinsonism, but 
about 15% of cases may have atypical parkinsonism. 
With typical (idiopathic) PD, there is a degeneration 
of neurons that produce an important neurochemical 
called dopamine. Lack of dopamine results in the four 
cardinal symptoms of PD, which are tremors, muscle 
rigidity, slow movements, and difficulty walking 
(Dalvi, 2015). In the early stages, patients may present 
with only two out of the four symptoms, with slow 
movements (called bradykinesia) being the defining 
symptom. At the same time, about 30% of patients 
with PD never develop a tremor but go on to have 
rigidity and changes with gait and balance.

In addition to the four cardinal symptoms, a 
variety of motor and non-motor symptoms are 
associated with PD. Motor findings may include a 
lack of arm swing, change in facial expression, muscle 
cramps in the feet or toes, shuffling gait, or small 
steps. Nonmotor symptoms can include depression, 
anxiety, sleep disorders, memory loss, and behavioral 
changes. The presentation varies from patient to 
patient, and the rate of progression of symptoms is 
also quite variable. Parkinson’s disease is remarkably 
like a chameleon in this way because of the possibility 
of striking variations in the presentation. A list of 
possible symptoms is included in Table 1 (Samii, 
2008).

Diagnosing Parkinson’s Disease
PD is a clinical diagnosis based on a detailed history 
and neurological examination. However, the initial 
workup usually includes an imaging study in the 
form of a CT or MRI scan of the brain. This is not 
to confirm the diagnosis itself, but rather to exclude 
other conditions that can mimic PD including normal 
pressure hydrocephalus and tremor or gait disorder 
resulting from strokes. A newer imaging modality 
called DaTscan estimates the dopamine transporter 
levels in the brain as a proxy for the dopamine-
producing cells. However, it is an expensive study 
and is not required to make a clinical diagnosis. 
When diagnosing PD, the most useful practical tool 
is observing a definitive, positive response during a 
therapeutic trial of levodopa treatment. Levodopa 

is converted in the brain to dopamine, an important 
chemical with many functions including allowing for 
smooth movements. 

Medical and Holistic Treatment of Parkinson’s 
Disease
The premise behind medical treatment in PD is 
to offer the best symptomatic relief and enhance 
the patient’s quality of life. So far, there are no 

CASE REPORT:  
EARLY PARKINSON’S DISEASE

A 77-year-old man comes into the office 
accompanied by his wife. Six months ago, he 
developed a “twitch” in his left hand mostly 
when his hand was resting on his lap. His wife 
states that when they hold hands while watching 
a movie or taking a walk around the park she will 
notice his hand shaking hers. He is right hand 
dominant therefore the “twitch” or tremor does 
not affect his daily activities. 

His wife also has observed it takes him much 
longer to get out of the car. He tends to walk 
behind her and takes a little longer to catch up. 
He is much taller and she is used to looking up 
to him but has recently noticed that his head 
and neck is stooping forward. He chimes in, “she 
is constantly telling me to pick my head up and 
stand up straight.” His wife also mentions that 
she is having a harder time hearing him as his 
voice seems softer. The patient admitted that his 
friends have mentioned the same thing during 
their weekly poker game or while golfing. 

He is overall in very good shape and is compliant 
with all of the recommendations of his PCP. 
He was surprised at the last visit, that his PCP 
referred him to see a neurologist. His PCP told 
him that he noticed a lack of arm swing on his 
left side which had not been evident at previous 
visits.  The symptoms that stand out and 
contribute to the differential diagnosis include:

• Tremor at rest
• Slower movements and lack of arm swing
• Gait and posture changes
• Soft voice
• Symptoms predominantly affecting one side
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medications shown definitively to slow disease 
progression. Levodopa treatment in the form 
of Sinemet or carbidopa/levodopa remains the 
gold standard in treating the underlying disease 
process (Dalvi, 2015). There are a host of adjunct 
medications also used in the treatment of PD. The 
five medication classes include dopamine agonists, 
monoamine oxidase Type B inhibitors, catechol-O-
methyltransferase inhibitors, anticholinergics, and 
glutamate antagonists. As the disease progresses, the 
need for adjustments or changes to the medication 
regimen is inevitable. Ideally, these changes should 
occur under the close management of a movement 
disorder specialist or neurologist experienced in the 
management of PD. 

A holistic approach should be taken for the long-
term management of PD. This includes lifestyle 
changes including diet and exercise, and addressing 
mood, memory, and behavioral issues as they arise. 
Attention to autonomic symptoms, including blood 
pressure fluctuations, urinary frequency, and sleep 
disorders is vital to optimize the quality of life. PD 
is not curable. However, with the proper medication 
regimen coupled with lifestyle changes, it can be 
successfully managed over a period of many years. 
The relationship between the patient and their 
healthcare team is crucial to promoting a rich quality 
of life. This article will highlight the necessary 
avenues one takes beyond medication to achieve this 
very attainable goal.

Part 2: A Good Night’s Sleep — Is It 
Only in My Dreams?
A good night’s sleep can play a major role in the 
ability to optimize physical and mental well-being 
(Suni, 2020). While it may come naturally to some, 
others must work toward obtaining quality, non-
fragmented, restful hours of sleep each night. There 

are many factors that can disrupt a healthy sleep cycle, 
including chronic diseases and sleeping disorders such 
as insomnia, which may affect either the ability to 
initiate sleep, resume sleep if awakened, or maintain 
sleep for a “reasonable” amount of time (Sleep and 
Sleep Disorders, 2016). 

Sleeping With Parkinson’s 
Problems with sleep are common in PD from early 
to advanced stages (Ligouri, et al., 2021). REM sleep 
behavior disorder (RBD), where the patient tends to 
act out their dreams is especially common. Lack of 
sleep for a person diagnosed with PD can not only 
affect overall health but their ability to perform 
optimally the following day. 

Motor symptoms of PD such as rigidity and 
tremors may increase physical fatigue or become 
mentally draining for the individual. As a result, 
the need for daytime naps may increase which can 
negatively affect the person’s ability to sleep at night. 
As the medications used in the management of PD 
“wear off ” the possibility of fatigue as a non-motor 
symptom can also occur. In addition, medications 
used to minimize this “off phenomenon” can also 
exacerbate cognitively-related concerns such as rapid 
eye movement (REM) sleep behaviors that complicate 
achieving a quality, restful night (Walsh et al., 2017). 
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FIGURE 1

TABLE 1: POSSIBLE SYMPTOMS OF PARKINSON’S DISEASE

Motor symptoms Non-motor symptoms

Resting tremor
Rigidity
Bradykinesia
Muscle cramps
Dystonic posturing
Hoarse or soft voice
Asymmetric decreased arm swing
Drooling or excessive saliva

Fatigue
Reduced energy
Sleep disturbances
Constipation and urinary frequency
Decreased sense of smell
Orthostatic hypotension
Memory loss
Change in speech and swallowing
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Sleep: What to Do and What Not to Do
Sleep disturbance is a well-known but often 
overlooked non-motor symptom experienced with 
PD. Evaluation is paramount in determining if sleep 
is affected by a disturbance associated with PD or 
by a disorder related to other factors such as sleep 
apnea, mood disorders, age-related conditions, or 
medication (Comella, 2008). The treatment options 
may differ depending on the cause but at baseline, 
an approach to proper sleep hygiene remains an 
important lifestyle practice. 

Sleep hygiene includes practices that promote 
sleep and avoiding negative influences that interfere 
with sleep (St. Louis & Morgenthaler, 2015). There 
are several approaches that can be summarized into 
four pillars of proper sleep hygiene practices with 
room to personalize what works best for the individual. 
These pillars include establishing a routine, setting the 
mood, understanding the importance of timing, and 
reducing/avoiding unfavorable actions.

Pillar 1: Establish a Routine
A bedtime routine can entail going to bed and waking 
up as close to a consistent schedule as possible. When 
setting this schedule, the person’s internal clock will 

help guide the best times (St. Louis & Morgenthaler, 
2015). Your routine should also include pre-bedtime 
preparation steps such as brushing your teeth, putting 
on your nightclothes, turning down your sheets, 
propping your pillows, etc. that emphasizes in your 
mind that sleep is near and considered a priority (Suni, 
2020). While preferences vary among individuals, 
tailoring the waking day to the sun’s clock tends to 
offer a more restful sleep than a late start followed 
by a late night. Benjamin Franklin’s recommendation 
“Early to bed and early to rise” holds true in our 
modern era as well. 

Pillar 2: Set the Mood
The bedroom should be used only for sleeping and 
intimacy. Setting the mood for either occurrence is 
key. A proper sleeping environment includes a dark, 
cool room free of distracting devices, lights, or sounds. 
As preferences vary, experimenting with increasing or 
decreasing the thermostat by a few degrees can help 
find the ideal bedroom temperature. Having curtains 
that block out the sunlight, bedding sheets, pillows, 
and a comfortable mattress are critical to minimize 
discomfort and interruptions while sleeping (Suni, 
2020). Incorporating relaxation techniques such as a 

PAGE 12



calming scent in the air, using a white noise maker, 
dim lights, deep breathing, or stretching can be helpful 
(Suni, 2020).

Pillar 3: Timing is Everything
Timing of physical exercise, a poorly digested meal, 
and fluid intake too late in the day can hinder a restful 
night. Physical exercise is extremely important in 
Parkinson’s disease. The exercise regimen can also aid 
in the ability to fall asleep but must be done earlier 
in the day not prior to bed. Obtaining sunlight 
exposure can help regulate the internal clock that 
is, at times, negatively disrupted with PD. Eating 
a heavier or spicier meal prior to bed may also be 
detrimental as the body is still digesting food that 
may lead to discomfort while lying down (Suni, 
2020). If urinary frequency is a concern, cutting off 
fluids in the hours prior to bed may be ideal to limit 
the need for multiple bathroom breaks during the 
night. Using screens such as the television, phone, 
and other computer devices prior to bed decreases 
your body’s natural melatonin production and 
overstimulates your brain, making it more difficult to 
fall asleep or stay asleep. Computer makers are aware 
of this impact, and many computers and phones now 

have a night mode that changes the color spectrum 
of the light during nighttime hours. 

Pillar 4: Avoid or Reduce Unfavorable Actions
Certain behaviors such as clock-watching or 
completing work while in bed are detrimental to 
proper sleep hygiene (St. Louis & Morgenthaler, 
2015). The best advice is to remove or relocate the 
clock to ensure the mind is not subconsciously racing 
with the time shown, which drives anxiety and hence 
perpetuates insomnia. Similarly, conducting business, 
doing mentally stimulating work, and engaging in 
stressful conversations should be left outside of the 
bedroom and completed prior to your bedtime routine 
(St. Louis & Morgenthaler, 2015). 

Alcohol consumption, nicotine use, and late-night 
caffeine should not be used to assist in falling asleep. 
Although, to some, these substances may pose as a 
form of relaxation allowing one to fall asleep faster, 
this effect can quickly dissipate, leading to disruptive 
sleep with frequent episodes of awakening in the 
middle of the night. 

While some patients may require prescription 
and over-the-counter sleeping medications, there 
is now evidence of an increased concern of the risk 
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for falls, confusion, dementia, and dependency if 
taken on a consistent, long-term basis (St. Louis & 
Morgenthaler, 2015).

Part 3: How Important Is Physical 
Exercise?
A major component in the treatment options 
recommended to patients with PD is participating in 
regular physical exercise. Exercising is beneficial for 
everyone to maintain a healthy lifestyle, but for patients 
with PD, it is crucial to enhance the ability to perform 
daily tasks, preserve balance and mobility, and improve 
present and future capabilities as they pertain to motor 
skills (Spears, 2021). Physical therapy has been proven 
to facilitate those in need of proper, safe training 
that is geared toward individual needs throughout all 
stages of Parkinson’s disease. As symptoms progress or 
new ones may develop, physical therapists can guide 
the participant, design a unique routine, and provide 
real-time feedback ensuring positive results (Spears, 
2021). There is no “one size fits all” when it comes 
to exercising with PD, but the goal should be to stay 
active and participate in what you enjoy, ensuring 
consistency, and to maintain safety. Research indicates 
that the variety and intensity of the exercise regimen 
when driven by a professional physical therapist or 
trainer versus inconsistent, relaxed participation can 
address challenges early and delay potential limitations 
(Oliveira de Carvalho, et al., 2018). 

Part 4: Cognitive Changes in Patients 
with Parkinson’s Disease 
A diagnosis of PD carries not only the challenges 
associated with changes in motor ability but non-
motor symptoms such as a decline in cognition. 

As PD progresses, research and history has shown 
a 60% chance of non-preserved cognition after fifteen 
years and approximately 80% chance after twenty 
years (Walsh et al., 2017). However, the key is that not 
all individuals with a PD diagnosis develop cognitive 
decline, and the risk factors to determine those that 
will remain unclear. As a result, it is imperative to take 
steps to minimize the risk, which includes regular 
physical and cognitive exercise, a well-balanced diet, 
proper sleep, social engagement, and addressing 
possible medication that may increase the risk.

Differences Between Parkinson’s Dementia and 
Alzheimer’s Dementia
Dementia can be defined as a progressive decline or 
impairment in cognition in which activities of daily 
living are no longer independent functions and can 
be attributed to various causes (Walsh et al., 2017). 

Alzheimer’s dementia is by far the leading cause of 
dementia, but Parkinson’s disease dementia (PDD) 
is within the top five with less than 5% of cases. In 
the clinical presentation of PDD, which differs 
from Alzheimer’s dementia, the executive function, 
planning, attention, and concentration abilities 
are affected which is consistent with dopamine 
dysfunction (Walsh et al., 2017). In contrast, 
Alzheimer’s dementia affects a broader spectrum of 
cognitive domains and is reflected often in difficulties 
with explicit memory, severe decline in self-care, 
recognizing family members, and disorientation, 
among a host of other deficits.

Just Like a Muscle, The Brain Needs Exercise, 
Too
Physical exercise is a necessary supplement that 
should be implemented in all cases of PD. 

High impact, aerobic, complex physical exercise 
routines offer a tangible benefit in reducing cognitive 
impairment in PD ( Jones et al., 2021). Cognitive 
exercises such as learning new things, participating in 
stimulating games and engaging in social interactions 
are equally important. Having PD does not eliminate 
the possibilities of concurrent medical conditions that 
can affect cognition, nor does it prevent one from 
participating in appropriate activities to modify or 
alleviate the symptoms and effects of disease. Proper 
clinical evaluation which may include baseline tests, 
and repeat memory screenings should be considered. 

Part 5: The Parkinson’s Disease Diet 
Plan
Following a well-balanced diet is crucial in many 
respects to maintain and preserve overall health and 
well-being. Although there are many fads and schools 
of thought regarding the best diet, there is no single 
right diet for a person with PD. However, what you 
eat may affect how well your medications work or how 
well you manage some of the common non-motor 
symptoms that arise (Dolhun & Ferguson, 2020). 
For instance, slowness of movement may affect gut 
motility and therefore lead to decreased medication 
absorption and/or constipation. 

Research surrounding the idea of neuroprotection 
has hypothesized a diet that includes foods that are 
rich in antioxidants, anti-inflammatory products, and 
balanced with unsaturated fatty acids. These diets have 
been among those that are routinely recommended. 
The Mediterranean-DASH Intervention for 
Neurodegenerative Delay (MIND) diet, for example, is 
more like an eating style that includes brain- and heart-
healthy foods and excludes saturated and trans fats. 
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Part 6: When a Diary Is Not Meant to 
Remain Personal
People with PD will have regular visits with their 
healthcare team to evaluate and assist in managing 
this progressive disease with medication adjustments 
and ancillary therapy recommendations. Often, 
there are day-to-day fluctuations that may warrant 
adjustments. However, isolated fluctuations or one-off 
occurrences should not direct care. It is important to 
accurately describe an average or typical experience to 
your provider, especially during medication initiation 
to help guide management (Walsh et al., 2017). The 
goal is to maximize overall relief of symptoms, not 
necessarily respond to each change if not bothersome 
or disabling. Having a journal in which you can track 
questions, recurring symptoms, positive and negative 
responses, and triumphs will serve helpful during 
physician visits as what may be observed during the 
visit may not be reflective of the average picture. 
One caveat is to not obsess on keeping an account of 
minute-to-minute changes as this will quickly become 
overwhelming and defeat the intent of maintaining an 
open, honest dialogue with your provider. 

PD is a slowly progressive disease with loss of 
dopamine-producing brain cells which alters a 
person’s ability to perform motor-related functions 
and affects non-motor-related activities. The team 
approach to include the person, care partner, 
movement disorder specialist, and physical and social 
therapists are key while working together to smooth 
symptomatic relief. Individualized lifestyle changes 
to address sleep, exercise, cognition, and dietary needs 
are valuable to promote overall well-being and boost 
quality of life. •CSA
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