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Methods: 61 paticnts with PD [mble 1] were asked to describe the
cookic theft picture |6]. We manually identificd action wverbs (AV) and
action utterances (AL, uttcrances containing at least one AV). Pauses were
measurcd wsing Prast (v5.3.72, www. praatorg). Panscs = (L3 sec. before
AV and > 2 sec. hefore AL were considercd clinically relevant. To control
fior the amount of specch produced, modificd pause variables werne caleo-
lated. The total duration of panses before AV and AL were divided by the
number of total AV and the total number of uticrances, respectively. Spe-
arman’s comclations  between  linguistic  varishles and motor  severity
(MDS-UPDRS Part 111} and glohal cognitive function (MoCA) were calou-
lated. We ran a logistic regression model with the dependent variable cog-
nitive status (MC1 or normal cognition, by conscnsus critcria 7)), and
predictors modified AY and ALl pavscs, controlled for age, scx, and motor
SC0OMC.

Resulis: Moditied ALl pauscs were inverscly comelated o MolA
(rho= 0311, p=0.016) [tablc 2] but not significantly corrclated with
motor soofe. In logistic regression, there was a significant association of
modificd ALl pauscs with cognitive status, aficr controlling for age, scx.
and motor score (R 63,38, p=0L036).

Conclusions: In PLY, pauscs bofore AL in spontancous spocch are mors
associaled with cognitive than motor impairment, suggesting there is diffi-
culty planning sentences related o action. The lack of association with
mor severity mocs against the embodied copnition theory and suggests
that language deficits in P may be markers of cognitive function.

References: || JCardona, J. F., Kargicman, L., Sinay, V., Gershanik,
., Gelormini, C., Amomsoe, L., Roca, M., Pincda, D, Trjille, N.
Michon, M., Garcia, A. M., Szenkman, 1D, Bekinschicing, T., Mances, F_, &
Thancz, A. (2004). How cmbodied is action language? Neurological cvi-
dence from motor discases. Cognition, 13002), 311-322. hitpszfdoiorg/
1L 101 &fj.cognition. 201402001 |2] Rodnguces, I T., Fereira, 1. 1.
Coclho, M., Rosa, M. M., & Castro-Caldas, A (20015). Action verbal flu-
cncy in Parkinson “s paticnts. Arguivos de nouro-peiquiatria, 7306), 520
515, |3] Whitficld, J. A, & Gravelin, AL C. {2019). Characterizing the dis-
tribution of silent intervals in the connecied speech of individuals with
Parkinzon  discase. Joumal of communication disorders, 78, 18-32.
4] Huber, J. E., Darling, M.. Francis, E. )., & Zhang, I (20012} Impact
of typical aging and Parkinson’s discase on the relationship among breath
pausing, syntax. and punciation. Amenican journal of specch-language
pathology, 21(4), 368-37% hips2fidoiorg! 1O A TOSE-03600201 211 1-
0059y [5] Ash, 5., McMillan, C., Gross, R. G, Cook, P, Gunawardena,
I3, Morgan, B., Boller, A., Siderowf, A, & Grossman, M. (201 2). Impair-
menis of specch flucncy in Lewy body spectrum disorder. Brain and lan-
puage,  120(3), 290-302 hupssdidoiong 1001016, band] 200 109004
6] Goodglass, H., Kaplan, E.. & Weintranh, 5. (2001). BDAE: The Bos-
ton Diagnostic Aphasia Examination. Philadelphia, PA: Lippincott Wil
liams & Wilkins. |7] Cholerton, B. AL, Fabetian, . P Wan, 1. Y.,
Monting, T. 1., Ouinn, J. F., Mata, L. F, Chung, K. A, Peterson, A,
Espay, A. )., Revilla, F. )., Devoto, 1., Watson, (. 5., Hu, 5. C., Leverenz,
1. B., & Edwards, K. L. {2014). Evaluation of mild cognitive impairment
subtypes in Parkinson’s discase. Movement disorders: official journal of
the Movement Disorder Socicty, 29(6), 756-T64. https:fdoiorg/10.1(02f
mds. 25875
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Impact of Nonmotor Symptoms on The Quality of Life of Parkinson™s
Disease Patients

K. Nindela, 0. Tambun, 8. Marisdina, E. Babar (Falembang,
Indonesia)

(Mhjective: This study cxamined the cffect of nonmotor symploms omn
the gquality of life ((Qol.) of Parkinson’s discase (PIY) paticnts.

Table 2. Logistic Regresscn Analysis of Factors Affecting Qol. of PD Patients

] : 5% CLfor EXF(H)
L E;
Varizhies 3 Sig. Exp(B) Lorer Uppes
Srep Exadiom 1159 08 3186 1127 9,007
11 Zansocy Symp 1,327 [iae] 3,771 398 1%.E37
Comntend T o1 0iE

Background: Parkinson’s discase has a very broad clinical spoctrum,
ranging from classic motor symptoms 0 heler@encous nonmator Symp-
toms. Motor sympioms inhibits daily activitics and their effects on the
paticntz” (ol are very noticeable. On the other hand, nonmaotor sympaoms
often reccive less aticntion and how they affect the Qol. of PID paticnts
has not been widely smdicd.

Methods: This ohservational study with cross-scctional design was
conducted in outpatient clinic at threc hospitals in Palembang city, South
Sumatcra, Indoncsia. Paticnts diagnosed with PIY bascd on the criteria of
the United Kingdom Parkinson's Discase Socicty Bank and agreed o fol-
low the study were included as subjects, while paticnis with language dis-
orders were cxcluded from the study. Patients were then intervicwed about
the study wvariables, including the Non-Motor Symptom (ucstionnaire
(MMS0) and Parkinson™s Discase CQuestionnaire-39 (PDO-39) with a cot-
off value of 34.4. The data was analy»cd with Chi-sguare or Fisher's cxact
tests and logistic regression.

Results: Of the 52 subjocts, most were =60 years old (69.2%) and malc
(55.8%). The majority of paticnts were ot stage 3 (59.6%) by Hochn and
¥ ahr stadium and had suffered from PD for =5 years (63.5%). Nouropsy-
chiatric symploms arc cxpericnced by all patients. Awlonomic symploms
wore the second most common nonmotor symploms (04.2%), followed by
pastrointestinal sympioms and sleep disorders (3%.5% cach), while sensory
symptoms and other sympioms were cxpericneed by only 25% and 23 1%
of subjects. PI paticnis with a good Qol. (5%.6%) out of those with poor
ol (40.4%). Bivariatc analysis showed that the stage of the discasc, the
duration of the discase and sensory symploms significantly affected the
paticnt’s Qol. (p valucs (U009, 0.006; 0.014; respectively) [sblc 1), How-
ewer, in multivariale analysis only stages (OR 3,186, C1 95% 1,127-9,007)
and sensory disorders (OR 3,771, C1 95% (L898-15,837) that affect the
quality of life of PD paticnts (p=0L02%9 and 0.070) Jable 2).

Condusions: Although they do not posc any direct physical harmicrs,
nonmodor sympioms still play a role in determining the Qol. of PD
paticnts. Given that nonmaotor sympioms in PD vary widely, cven less
common symptoms still have the potential o decrease paticnts” Ool..

1484

Factors that nepatively impact the sexnal function of women lving
with Parkinson’s disease

K. Nobrega, R. Gongalves, B. Siva, B. Souza, M. Piemonte (Macapa,
Brazi)

Uhjective: To investigate the impact of motor and non-motor alicr-
ations and couple adjustment on sexual function in women living with PD
in Brazil.

Background: Among the non-motor  alleration  associated  with
Parkinson's discasc, sexual dysfunction is less discussed and, conse-
quently, less knowmn. Satisfactory sexual function has been associated with
hetter quality of life even in cldedics. Therefore, it is imperative to know
which motor and non-motor alicrations negatively affect sexual function
in onder to find new approaches to improve this vital function.

Methods: Thirty women with a confirmed diagnosis of idiepathic PD
for 636 years (51 4.49); mcan ape of 53,33 years (8DD=6.74), in stagc
1 — 3 of discase evolution according to Hochn and Yahr classification,
without dementia, participated in the present study. Aficr presenting the
informed consent form and cxpressing agrecment o participate in the
study, participants were asked o answer, throogh telephone intcrvicws, a

Movemert Dhsorders, ¥ol. 37, Suppl.2, 2022



Impact of Nonmotor Symptoms on The Quality of Life of Parkinson's Disease Patients

Rini Nindela®, Oktavianus Tambun*, Selly Marisdina*, Erial Bahar™

“Neurology Department, Faculty of Medicine, Sriwijaya University
“*Anatomy Department, Faculty of Medicine, Sriwijaya University
Correspondence: nindelani@gmail.com

Background

Parkinson's disease is the second most
progressive  degenerative disease  after
Alzheimer's disease in old agel The
prevalence of parkinson's disease is 100-200
per 100,000 population and the incidence per
year is around 15 per 100,000 population.? In
Indonesia there are estimated to be 876,665
parkinson's sufferers out of a total population
of 238,452,952.12345 Parkinson's disease is
common in men, with a ratio of men to
women 3 : 2.12

People with Parkinson's disease are
very susceptible to experiencing a decrease in
the quality of life, this is influenced by the
progressivity of Parkinson's disease itself.
The clinical manifestations of Parkinson's
disease in the form of motor and nonmotor
disorders affect the patient's level of
disability and ultimately reflect the patient's
quality of life.>* The decline in brain function
that occurs with age can also increase
limitations in daily activities and have an

impact on reducing the quality of life.>®

In recent decades, there have been
several studies both abroad and domestically
related to the quality of life in people with
Parkinson's disease. Research by Moreira et
al in Brazil in 2017 examined factors related
to the decline in quality of life in people with
mild to moderate degrees of Parkinson. This
cross-sectional study was carried out in 2
groups, namely the group of people with mild
degrees of Parkinson's disease (Hoehn Yahr
1 and 2) consisting of 50 people and the group
of people with moderate degree parkinson's
disease (Hoehn Yahr 3) consisting of 50
people. The results of this study stated that in
people with moderate degree of Parkinson's,
the decline in quality of life is related to
stigma, cognitive aggravation, severe
mobility impairment and dependence on
daily activities.® Researcher Yun-Ru Lai et al
in Taiwan in 2018 on clinical factors related
to the quality of life of people with
parkinson's disease stated that non-motor
symptoms affect the quality of life of people
with Parkinson's disease. Early detection and



early management of non-motor symptoms
can improve the quality of life of people with
Parkinson's disease.°

One special questionnaire that is
considered valid, sensitive and reliable for
measuring the quality of life of Parkinson's
patients is the Parkinson's Disease
(PDQ-39). This

questionnaire can be the right instrument,

Questionnaire-39

because it has been tested and has qualified
clinical characteristics and has been validated
and translated in various countries to assess
the quality of life of people with Parkinson's
disease.!! Research in Indonesia on factors
related to the quality of life of people with
Parkinson's disease using PDQ-39 has been
conducted by several researchers. In a study
by Silitonga et al in 2007 concluded that there
was a relationship between the stage of the
disease, the incidence of depression and
social activity with the quality of life of
people with Parkinson's disease while the
sex, age, type of treatment, cognitive
impairment, symptoms of dyskinesia were
not related to the quality of life of people with
parkinson's disease. This study has
limitations where the PDQ-39 questionnaire
used was not validated by the PDQ-39
questionnaire which was translated into
Indonesian so that there was still bias in this

study.!? This study aims to determine the

effect of nonmotor symptoms on the quality
of life of people with Parkinson's disease who
were examined with Parkinson's Disease
Questionnaire 39 at Palembang City

Hospital.

Methods

This observational study with cross-
sectional design was conducted in outpatient
clinic at three hospitals in Palembang city,
South Sumatera, Indonesia—namely
Mohammad Hoesin  General Hospital,
Bhayangkara Hospital, and Pusri Hospital—
from June to September 2020 Patients
diagnosed with PD based on the criteria of the
United Kingdom Parkinson's Disease Society
Bank and agreed to follow the study were
included as subjects, while patients with
language disorders were excluded from the
study. Patients were then interviewed about
the study variables, including demographic
characteristics (age and gender), clinical
characteristic (stage and duration of the
disease), the Non Motor Symptom
Questionnaire  (NMSQ) and Parkinson's
Disease Questionnaire-39 (PDQ-39) with a
cut-off value of 34.4. The data was analyzed
with Chi-square or Fisher’s exact tests and

binary logistic regression.



Results

From the results of the study, 69.2%
of Parkinson's patients were over 60 years old
and 30.8% of Parkinson's patients were aged
under 60 years with an average age of
65.13+10.28 years and the majority were in
the age range of 61-70 years, namely 21
people (40.4%). The highest age range with a
good quality of life is 61-70 years, which is
38.7%, while the highest age range with a
poor quality of life is 61-70 years, which is
42.9%. Men were the majority gender in this
study, namely 29 patients (55.8%) while
women were 23 people (44.2%). The
proportion of patients with a good and bad
quality of life was dominated by men (54.8%
and 57.1%, respectively).

In this study, the majority (59.6%) of
Parkinson's patients had a severity of stage 3
(based on Hoehn and Yahr). The highest
stage in Parkinson's disease patients with
good quality of life and poor quality of life
was also stage 3, namely 61.3% and 57.1%.
Stage of the disease has a significant
relationship to quality of life with p value of
0.009.

Based on the duration of suffering from
Parkinson's disease, it was found that as many
as 33 people with Parkinson's disease
(63.5%) had suffered from parkinson's

disease >5 years and 19 people (36.5%) who
had parkinson's disease <5 years. As many as
51.6% of Parkinson's disease patients with a
duration of <5 years of disease have a good
quality of life, while 85.7% of parkinson's
disease patients with a duration of >5 years of
disease have a poor quality of life. The
duration of the disease has a significant
association with the quality of life with p
value of 0.006.

Based on non-motor symptoms
experienced by people with Parkinson's
disease, gastrointestinal symptoms were
obtained as much as 88.5% (46 people),
autonomic symptoms 94.2% (49 people),
neuropsychiatric  symptoms 100% (52
people), sleep disorders 88.5% (46 people),
sensory disorders 25% (13 people) and other
symptoms 23.1% (12 people). Of the 6
nonmotor symptoms, only sensory symptoms
had a significant association with a quality of
life with p value of 0.014.

From the multivariate analysis of
binary logistic regression, it was found that
the stage of the disease (OR 3.186, Cl 95%
1.127-9.007) and sensory symptoms (OR
3.771, CI 95% 0.898-15.837) were the most
influential on the quality of life with p values

p=0.029 and p=0.070, respectively.



Table 1. Subjects’ Characteristics

Quality of Life

Characteristics Good Poor p value
n (%) n (%)
Age (n=52)
41 — 50 years 2 (6.5) 2(9.5) 0.689"
51 — 60 years 9 (29.0) 3(14.3)
61 — 70 years 12 (38.7) 9 (42.9)
71 — 80 years 7 (22.6) 5 (23.8)
> 81 years 1(3.8) 2 (9.5)
Gender (n=52)
Male 17 (54.8) 12 (57.1) 0.870°
Female 14 (45.2) 9 (42.9)
Stage of the disease (n=52)
Stage 1 5(16.1) 1(4.8) 0.009"
Stage 2 7 (22.6) 2(9.5)
Stage 3 19 (61.3) 12 (57.1)
Stage 4 0 (0.0 6 (28.6)
Duration (n=52)
<5 years 16 (51.6) 3(14.3) 0.006"
> 5 years 15 (48.4) 18 (85.7)
Nonmotor symptoms
Gastrointestinal symptoms 27 (87.1) 19 (90.5) 1.000™
Autonomic symptoms 29 (93.5) 20 (95.2) 1.000™
Neuropsychiatric symptoms 31 (100) 21 (100) -
Sleep disorders 26 (83.9) 20 (95.2) 0.382™
Sensory symptoms 4 (12.9) 9 (42.9) 0.014"
Other symptoms 5(16.1) 7 (33.3) 0.188™

“Chi-square test; “Fisher’s exact test

Table 2. Logistic Regression Analysis of Factors Affecting QoL of PD Patients

95% Cl.for EXP(B)

Variables B Sig. Exp(B) Lower Upper
Step Stage of the disease 1.159 .029 3.186 1.127 9.007
118 Sensory Symptoms 1.327 .070 3.771 .898 15.837
Constant -3.992 011 018

Discussions

In this study, a total of 52 people with
Parkinson's disease were obtained, of which
as many as 69.2% of Parkinson's patients
were over 60 years old and 30.8% of

Parkinson's patients were under 60 years old

with an average age of 65.13 + 10.28 years
and the majority were in the age range of 61-
70 years, namely 21 people (40.4%). This
finding is in line with the research of
Tarukbua, et al in 2016 at RSUP Prof. Dr. R.

D. Kandau Manado, where from 31 patients,



the most prevalence of age was obtained in
the age range of 61-70 years.'® In another
study by Pradnyaning, et al in 2019, the
average age was 63.85 + 8.68 years, this is
not much different from the average age in
the current study.!* In another study of
Yasinda, et al in 2019, it was found that
51.52% of Parkinson's patients were over 60
years old with an average age of 61,030 £
9,122 years.’> Based on the literature, the
highest incidence is between the ages of 40 —
80 years and decreases at the age of under 40
years and over 80 years. This is due to the
degenerative process that takes place
chronically progressively in Parkinson's
disease where the main protector of neurons
against oxidative stress, namely dopamine
transporter (DAT) decreases with age, so that
in elderly people there tends to be a decrease
in dopamine production which is important in
the mechanism of parkinson's disease.**’

In this study, more men were found
than women, 29 patients (55.8%) while
women were 23 people (44.2%). Based on
the literature Parkinson's disease is most
common in men, with a ratio of men to
women 3:2.12 The reason parkinson's disease
is more common in men is still not known for
sure, but it is suspected to be due to the
protective effects of sexual hormones on

women and the more frequent exposure of

men to exposure to work-related toxins and
head injuries.'*"?42> A systematic review
conducted by Geogriev in 2017 said that
some data suggests that this may be related to
the protective role of estrogen in women
because the incidence of Parkinson's
becomes more abundant in post-menopausal
women compared to women who have not
menopause. In addition, evidence suggests
that women with Parkinson's experience
early menopause and are more likely to
undergo hysterectomy compared to controls.
Gender differences in the prevalence and
incidence of Parkinson's may also be due to
different risk factor, environmental and/or
genetic profiles.1’-22

In this study, the majority (59.6%) of
parkinson's patients had a severity degree of
stage 3 (based on Hoehn and Yahr), followed
by stage 2 as much as 17.3%, stage 1 and 4 as
much as 11.5%. In 2017 study of Enders et al,
a metaanalysis that reported the prevalence of
Parkinson's from 5 different databases
showed that the severity (stage) of Hoehn and
Yahr 3 was the most in people with
Parkinson's disease (35%), then stage 2
Hoehn and Yahr (30%), stage 4 Hoehn and
Yahr (17%), stage 1 Hoehn and Yahr (13%)
and stage 5 Hoehn and Yahr (4%).2% In
another study by Melka et al, there were 37
people with stage 1 (23.9%), 46 people with



stage 2 (29.7%), 44 people with stage 3
(28.4%), 23 people with stage 4 (14.8%) and
5 people with stage 5 (3.2%).2* This may be
due to the disability factor caused by the
symptoms of the disease. In patients with
Parkinson's degree 1 Hoehn and Yahr, the
average sufferer has not complained too
much about the symptoms experienced so he
has not come to the hospital to seek treatment
while in degrees 2 and 3 the sufferer is
already Dbothered with the symptoms
experienced so he tends to seek medical
treatment. At degrees 4 and 5, the patient
already has a severe disability, making it
difficult to take treatment to the hospital.

In this study, based on the duration of
suffering from Parkinson's disease, it was
found that as many as 33 people with
Parkinson's disease (63.5%) had suffered
from parkinson's disease > 5 years and 19
people (36.5%) who suffered from
parkinson's disease <5 years. The research of
Yasinda et al (2019) found that as many as
54.55% of people with Parkinson's disease
had a duration of > 5 years and those who had
a duration of < disease of 5 years as much as
45.45%. Similar findings were also
obtained in the study of Achbani et al (2020)
in 180 people with Parkinson's disease, where
it was found that as many as 64% of patients

with a duration of suffering from Parkinson's

disease > 5 years and 36% with a duration of
< 5 vyears.® Parkinson's disease is a
neurodegenerative disease that is progressive
in nature where over time the symptoms
experienced by both motor and non-motor
symptoms will become more aggravating.
The duration of the disease is also correlated
with the stage of parkinson's disease.1>%
Based on non-motor symptoms
experienced by people with Parkinson's
disease, gastrointestinal symptoms were
obtained as much as 88.5% (46 people),
autonomic symptoms 94.2% (49 people),
neuropsychiatric  symptoms 100% (52
people), sleep disorders 88.5% (46 people),
sensory disorders 25% (13 people) and other
symptoms 23.1% (12 people). In 2018, study
by Tibar et al involving 117 people with
Parkinson's Disease, 82.6% of non-motor
symptoms were experienced, namely 82.6%
of urinary tract function disorders, 80% of
gastrointestinal disorders, 80.6% of sleep
disorders, 86.3% of autonomic disorders,
neuropsychiatric disorders in the form of
depression 47.9%, anxiety 50.9%, sensory
disorders (in the form of pain 11.1%,
olfactory disorders 28%) and other symptoms
in the form of fatigue 23.1%.%° In Tagliati et
al's research in the form of a systematic
review with metaanalysis, it was found that

the most common non-motor symptoms were



autonomic symptoms (nocturia 59.7%,
urinary urgency 54.6%) gastrointestinal
symptoms in the form of constipation
(48.5%),
(depression 51.7%, anxiety 46.9%, easy

neuropsychiatric symptoms
forgetting 45.5%) and sleep disorders
(insomnia 44.7%).%* In 2019, study by Osama
et al found that the most non-motor
symptoms were gastrointestinal symptoms
(constipation 73.1%), followed by autonomic
symptoms (sexual dysfunction 61%, nocturia
36.9%), neuropsychia symptoms (depression
47.5%, anxiety 31.7%) and sleep disorders
(insomnia 34.1%).%’

In the analysis of the effect of age on
the quality of life of Parkinson's patients, it
was found that the most age with a good
quality of life was 61-70 years, which was
38.7%, while the highest age range with poor
quality of life was 61-70 years, which was
42.9%. In this study, it was found that age did
not have a significant relationship with the
quality of life with p value = 0.689. This is in
line with the research of Lukas et al (2015)
and the study of Silitonga et al (2007) where
there was no meaningful relationship
between age and the quality of life of people
with Parkinson's disease.?® Parkinson's
disease affects more than 1% of the total
population of the population aged more than

60 years, which is equivalent to 127,000

residents in the United Kingdom (or 500,000
residents in the USA), while as the age
increases, there is an increase in prevalence
by 5% after reaching the age of 85 years.®
The study by Diederich et al., (2003)
comparing Parkinson's subjects by age,
explained that in the age of 78-92 years there
were significantly worse motor disorders (p
<0.05) than patients aged 43-66 years. This
may be related to differences in the rate of
nigrostriatal degeneration, differences in
compensatory mechanisms in the highly
aging brain that eventually result in a
progressive decrease in motor function, as
well as the large number of comorbidities in
elderly patients. Decreased motor function
will result in a decrease in the quality of life
in people with Parkinson's disease.?® There
are many studies that try to explain the
relationship between old age and the loss of
dopaminergic neurons in substantia nigra
pars compacta. One of them is the oxidative
stress theory related to dopamine
metabolism. As we age, there is an increase
in oxidative stress activity and dopamine
cells tend to be more prone to mitochondrial
dysfunction which ultimately disrupts
dopamine metabolism and increases damage
to those cells.®

In the analysis of the influence of sex

on the quality of life of Parkinson's sufferers,



it was found that the sex with the most good
quality of life in people with Parkinson's
disease was 54.8%, as well as in people with
Parkinson's disease with poor quality of life,
the majority were men as much as 57.1%. In
this study, it was found that the sex category
did not have a significant relationship with
the quality of life with a p value = 0.870. The
research of Lukas et al found that gender did
not have a meaningful relationship with
quality of life, similar to the research of
Hendrik et al where it was found that there
was no significant difference between male
sufferers and female sufferers with quality of
life.2830 Although in the current study there is
no difference in the quality of life of male
compared to female patients, there is a greater
percentage of male sex, which is 51.7% with
a poor quality of life than women. A study by
Baba et al (2005) of 1264 people with
Parkinson's disease, found that the majority
of patients were male (66.7%) and 33.3%
were women.®! The large number of male
patients with  Parkinson's disease is
associated with the predominant estrogen
protective effect in women against the
neurodegeneration of dopamine nigostriatal
region. Estrogen is actually not limited only
to women, but also to men with low
testosterone levels, but women of productive

age have high estrogen levels in the body and

decrease after menopause, causing women
who have menopause to be at equal risk of
suffering from Parkinson's disease compared
to men. 1922

Based on the analysis of the impact of
Parkinson's stage on quality of life, it was
found that the most stages in people with
good quality of life and poor quality of life
were stage 3, namely 61.3% and 57.1%. In
this study, it was found that stage has a
significant relationship with quality of life
with p value of 0.009. The research of Amelia
et al (2014) found that the degrees of Hoehn
and Yahr were strongly correlated with PDQ-
39 (r: 0.74, p<0.0001).%2 Research conducted
by Moreira et al in Brazil in 2017 showed that
in people with moderate degree of
Parkinson's disease (Stage 3) it is associated
with a decrease in the quality of life in the
stigma domain, cognitive aggravation, severe
mobility impairment and dependence on
daily activities.® Research by Yasinda et al
(2019) concluded that there is a relationship
between the stage of the disease and the
quality of life of people with Parkinson's. The
severity of the disease suffered by the patient
affects most of the dimensions of the quality
of life (dimensions pdg-39).° Severe
disabilities will limit the mobility of patients
which will eventually lead to a decrease in the

quality of life. Similar result shown by Souza



et al (2007) where the dimensions of PDQ-39
correlate with the severity of the disease
(Hoehn and Yahr scales).®®

In the distribution of the duration of
suffering from Parkinson's disease to the
quality of life, it was found that 51.6% of
people with Parkinson's disease duration
(long suffering from Parkinson's disease) < 5
years had a good quality of life, while 85.7%
of people with parkinson's disease duration
with a duration of > disease of 5 years had a
poor quality of life. In this study, it was found
that the disease duration category had a
significant relationship with a quality of life
with a p value of 0.006. Souza's research in
2007 found that among 46 subjects of his
study the average duration of Parkinson's
disease was 7.4 years and the duration of the
disease had a correlation to the dimensions of
PDQ-39, which are daily activities and
communication..®® Research by Yasinda et al
(2019) found that the duration of suffering
from Parkinson's disease affects the overall
quality of life.’® Prange's research in 2018
found that the duration of the disease played
a role in the advanced complications of
Parkinson's when the duration of the disease
was more than 5 years. First, motor
fluctuations show a parallel pattern of risk
evolution, with a sharp initial increase within

4 years of diagnosis. The hazard rate

predicted at 5 years was 124.8 (95% CI1 95.1-
163.9) per 1,000 people-years in men and
166.7 (95% CI 125.7-221.2) in women aged
65 years at the time of diagnosis related to
motor fluctuations and 71.2 (95% CI 49.1-
103) in men and 101.2 (95% CI 69.2-148.2)
in women related to dyskinesia. Second, 6
years after diagnosis, the level of hazard for
postural instability and the risk of falling
increased significantly, with ratio of 706 in
men (95% CIl 499.9-997.2) and 871 in
women (95% CI 610.2-1,243.3) at 10 years.
Third, the level of hazard freezing gait and
dementia also increases dramatically along
with the duration of the disease, with a more
than 10-fold increase in risk intensity in 10
years after diagnosis compared to 1 year after
diagnosis. Fourth, hallucinations and impulse
control disorders had a slower pattern of risk
evolution as the disease progressed, as high
as 93.9 (95% CI 66-133.7) in men and 93.1
(95% CIl 64-135.4) in hallucination-free
women at 10 years, and 34.6 (95% CI 22.2—
54) in men and 22.7 (95% CI 13.8-37.4) in
women free from impulse control disorders.®*
Parkinson's disease is a chronic and
progressive neurodegenerative disease. The
longer the patient experiences Parkinson's
disease, the more it can increase the risk of
worsening symptoms, both motor symptoms

and non-motor symptoms which can be seen



from the severity of the disease (Hoehn and
Yahr scales).

In this study, it was obtained from 6
non-motor  symptoms, only  sensory
symptoms had a significant relationship to
quality of life with a p value of 0.014. Pain or
sensory symptoms are frequent complaints in
Parkinson's disease that decrease the quality
of health-related life (QOL) and interfere
with the patient's ability to daily activities and
contribute to sleep disorders or major
depression. The frequency of pain is
considered to have a bimodal distribution.
The initial peak seems to occur before, or
during the onset of Parkinson's disease and
the second peak occurs later as the disease
progresses and has a relationship with the
development of motor fluctuations. The
spectrum of sensory symptoms is very wide,
and the most common places that experience
pain are the back, legs, and shoulders. In
cases, pain occurs on the side that is more
related to the motor symptoms of Parkinson's,
but an unusual distribution, such as back pain
or discomfort in the upper or lower abdomen
as well as pain in the limb members related to
the motor fluctuations experienced. The basis
of the etiology of pain associated with
Parkinson's disease is multifactorial. Central
mechanisms include impaired

monoaminergic mechanisms of intrinsic pain

modulation related to pain experienced by

people with Parkinson's disease.
Dopaminergic deficit as a pain-causing factor
related to Parkinson's disease is supported by
improvements from pain after administration
of L-dopa, which suggests that the basal
ganglia play a central role in processing
nociceptive information.®=¢ Tibar's study in
2018 found that the most common non-motor
symptoms were impaired urinary tract
function (82.6%), sleep disorders (80.6%),
and gastrointestinal (80%). Other autonomic
dysfunctions are also
dysfunction  58.6%,

cardiovascular problems 50.9%, and sexual

common:

thermoregulation

dysfunction 47.9%, also depression about
47.9% and symptoms of fatigue 23.1%. All
non-motor symptoms correlate with quality
of life, especially autonomic symptoms in the
form of cardiovascular and gastrointestinal
symptoms are associated with quality of life
especially in the mobility dimension.
Univariate and multivariate analyses showed
that the SCOPA-AUT score had an impact on
quality of life (p = 0.001), especially
gastrointestinal symptoms (p = 0.007), and
cardiovascular (p = 0.049).2% In Kadastik
study in 2015 found that among the 268
patients screened, 99.6% complained of at
least one non-motor symptom and the

average number of non-motor symptoms was



6.7+2.5 per patient of symptoms included in
MDS-UPDRS part I. The most frequent non-
motor symptoms were cognitive impairment,
nighttime sleep disturbance, urinary tract
disorders, fatigue, pain, daytime sleepiness
and  depression.  Hallucinations  and
compulsive impulsive disorder (ICD) are the
least reported non-motor symptoms.® The
difference in the findings in this study with
previous studies may be due to differences in
the number of samples and measuring
instruments used.

This study has some limitations.
Uneven distribution of samples so that there
are variables that cannot be analyzed. This
study did not describe in detail the
dimensions affected in people with
Parkinson's disease who have a poor quality
of life. The study also did not include
comorbid factors, patient compliance factors
and socioeconomic factors that are likely to

affect the quality of life.

Conclusions

Nonmotor symptoms may not have a direct
impact on the patient's motor skill and mobility
but these symptoms may nonetheless affect the
quality of life of Parkinson's disease patients.
This study showed even less common nonmotor
symptoms, potentially decreasing patients’

quality of life.
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