
S
ince the late 1980s, the Unified Parkinson’s
Disease Rating Scale has been present at nearly
every PD exam, as patients have watched a physi-
cian behind a clipboard inking their grades in tra-
ditional movement disorder subjects like finger

tapping, opening and closing their fists and rising up from a
chair. The scale has provided a common language to allow the
free flow of ideas and understanding of patient management
between doctors, minimizing misinterpretations. However,
two decades of research into PD pathophysiology and its symp-
tomatic effects, and the continued realization that patients can
and should play a large role in their PD management, prompt-
ed a reevaluation of what PD is and how to document it.

With those goals in mind, the Movement Disorder Society
(MDS) has undertaken a revamp of the UPDRS that puts
greater emphasis on non-motor symptoms as well as other
issues. “The old one was developed quite some time ago and
what we’ve come to appreciate is that there are many features
of disability in Parkinson’s disease that the old scale really was-
n’t addressing. That was a major issue,” says one of the authors
charged with retooling the scale, Matthew B. Stern, MD,
Director of the Parkinson’s Disease & Movement Disorder
Center at the University of Pennsylvania. The MDS-UPDRS,
as it’s now called, is being released this month at the MDS
annual conference. Here, we take look inside the changes and
how they will affect your practice.

Why Now?
When the study group originally sat down in 2001 to determine
if tweaking the scale was necessary, it was the questions raised
that gave them their answer. “As the disease advances, were we
really paying attention to the core features of the disease that
contribute to disability,” asked Dr. Stern. “Is it really tremor? Is
it really that important or is it really items such as depression
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and cognitive impairment and anxiety that we should watch?
All of these other non-motor areas that we’ve come to believe
contribute immeasurably to disability and perhaps even more so
than some of the basic motor manifestations.”

The current scale is broken down in four parts. Part I cov-
ers behavioral problems, such as mentation, thought disorder
and depression. Part II looks at how patients view their disabil-
ity, including speech, dressing and walking. Motor evaluation
of disability including tremor, bradykinesia and balance is cov-
ered in Part III. Part IV covers treatment complications includ-
ing dyskinesias dystonia and sleep disturbances. The goal of the
UPDRS is to offer a broad, practical and easy to administer
scale that can be used on all patients, regardless of severity of
disability, type of treatment or age.1

Nonetheless, researchers have discovered chinks in UPDRS’
armor. A dearth of non-motor symptoms was one of the cata-
lysts for change. “The older scale tended to focus on some of
the classic manifestations, particularly the motor manifesta-
tions, and the newer scale opens up the assessment of other fea-
tures,” Dr. Stern says. 

A Boon to Research
Another reason for the change, Dr. Stern says, was because
they didn’t think it was particularly sensitive to patients with
early Parkinson’s disease. “And since many of our clinical tri-
als are directed at slowing the progression of early disease, we
felt for those reasons in particular it was important to devel-
op a scale that was more representative of what Parkinson’s
disease really was.”

Although, assisting clinical trials won’t grab headlines
and likely will not be of obvious value to a patient or
caregiver, the study authors believe that the MDS-
UPDRS can help researchers significantly. This
scale is envisioned to be the new ”gold standard“



for rating PD. “Therefore, for new drug development, signifi-
cant changes in the scores of this scale will be likely needed for
new drugs or new surgeries to be widely advocated,” says lead
study author Christopher Goetz, MD, Director of the Center
for Parkinson’s Disease and Other Movement Disorders at
Rush University Medical Center in Chicago.

Dr. Stern also trumpeted the role the scale will play in clin-
ical trials. “When the clinician uses this scale they definitely
will get at the non-motor issue much easier than with the old
scale, and with clinical trials, it will be a little more sensitive to
the progression of earlier disease,”

In previous writings,1 Dr. Goetz has said the better measur-
ing the pace and direction of PD’s development will yield
quicker, more efficient and less expensive ways to test new
medications through clinical trials. This will be especially
notable in the search for neuroprotective agents. “In other
words, a more refined and inclusive UPDRS means faster, bet-
ter and cheaper progress towards the development of new treat-
ments for Parkinson’s disease.”1

The scale has not gone without scrutiny. The study authors
conducted research where study coordinators and movement
disorder specialists using both scales assessed all study subjects.2

Men made up two-thirds and the majority of participants
(675) were white. A total of 741 participants were taking lev-
odopa or other dopaminergic therapy alone or in combination
with another symptomatic treatment, while 66 went untreated.

Dr. Goetz says that in the first analysis they found a very
high correlation between the old and the new UPDRS, and
added that patient response to the new scale has been very pos-
itive, including the self-response questions.

What’s Changing?
A study by the MDS-UPDRS group announced before the
release3 said that the new scale preserves the UPDRS arrange-
ment of four parts with a total summed score, but the parts have
been adapted to provide a section that integrates nonmotor ele-
ments of PD: I, Nonmotor Experiences of Daily Living; II,
Motor Experiences of Daily Living; III, Motor Examination;
and IV, Motor Complications. All items have five response
options with uniform anchors of 0 = normal, 1 = slight, 2 =
mild, 3 = moderate and 4 = severe. Several questions in Part I
and all of Part II are written as a patient/caregiver questionnaire,
so that the total rater time should remain roughly 30 minutes.

Keeping the four-part structure is important for the success
of the new scale, proponents say. “From my standpoint, we
didn’t want to completely reinvent the wheel,” Dr. Stern says.
“Doctors have been using this scale all over the world and it has
been widely adopted and widely accepted so we felt that it was
just comfortable to maintain and not make too many radical
changes in the basic structure of the scale.”

One formatting change the researchers did make was to
eliminate the Yes/No questions. They did so with the hope that
a 0 to 4 rating across all questions will anchor the questions to
consistency. “Having numbers linked to a clinical term allows
each component of parkinsonism to be related to a clinical
severity concept that will help to balance an overall rating with-
in a clinical context,” Dr. Goetz says. “It is hoped that we will
have overall ranges on each part that will allow a range of scores
that is equivalent conceptually to ”mild PD“ or “moderate PD.”

As group members have mentioned, the newfound promi-
nence of non-motor symptoms is one of the most significant
changes. The previous scale’s under-representation of non-
motor symptoms limits the clinician’s ability to care for PD
patients. For one neurologist who asked not to be named, the
picture of non-motor symptoms cleared simply by digging a
little deeper. “I asked [a patient] how he was doing and sort of
the typical, rapid-fire questions that a busy neurologist might
ask,” the neurologist says. When the neurologist opened the
floor to any of the patient’s concern, he only mentioned a drug
supply issue and was ready to head out the door. “I asked him,
‘How’s your mood?’ and he said, ‘Well, it’s funny you should
mention but I’ve been kind of depressed lately.” The physician
went on to inquire about sleeping habits and other non-motor
issues and quickly saw the non-motor symptoms outweighed
the motor problems. The patient had seemingly written off his
depression and poor sleep as an untreatable part of his new life
with PD. The revised MDS-UPDRS seeks to formalize the dis-
cussion of such topics rather than leave them to happenstance.

“There is a new appreciation of the non-motor elements
and their importance to patient quality of life,” Dr. Goetz says.
“These items are now assessed with the same type of question
and importance as the motor elements.” The non-motor ques-
tions to be addressed in the scale are: anxious mood, features of
dopamine dysregulation syndrome, daytime sleepiness, urinary
problems, constipation problems and fatigue. 

In the case of dopamine dysregulation, it is a case of the
scale catching up with clinical knowledge. “I don’t think it was
overlooked so much as not previously being well understood
and appreciated as an issue,” says James E. Galvin, MD,
Associate Professor of Neurology, Psychiatry and Neuro-
biology, Director of the Memory Diagnostic Center and
Alzheimer Treatment Unit, Director of the Alan A. and Edith
L. Wolff Neuroscience Laboratory and Director of Education
and Community Outreach at the Alzheimer's Disease Research
Center at Washington University School of Medicine. “With
current recognition, the revision of the UPDRS now is
addressing many of the issues that previously were not as well
recognized as problems in PD.”

For Antonio Culebras, MD, Professor of Neurology and a
sleep expert at Upstate Medical University, sleep disorders are
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still underrepresented in the new MDS-UPDRS. “Dreams,
nightmares and REM sleep behavior disorder are not directly
addressed by the modified scale,” he says. However, Dr
Culebras is glad to see daytime sleepiness addressed.
“Frequently, sleepiness is aggravated or triggered by the admin-
istration of dopamine or dopamine agonists,” he says. “Sleep
attacks while driving have been reported in patients taking
dopamine agonists. This potentially fatal complication can be

controlled by reducing the dose or switching medications.”
To compensate for any lack of detail, the new scale will rec-

ommend different scales for specific problems. “We wanted the
scale to be comfortable and usable in a finite period of time.
But there are patients and doctors who may want to more pre-
cisely target depression or anxiety,” Dr. Stern says. This
includes the Epworth sleep scale, a depression scale and an anx-
iety scale, among others.
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Part I
Non-Motor Aspects of 
Experiences of Daily Living
Cognitive impairment
Hallucinations and psychosis
Depressed mood
Anxious mood*
Apathy
Features of dopamine dysregulation 

syndrome*
Sleep problems
Daytime sleepiness*
Pain and other sensations
Urinary problems*
Constipation problems*
Lightheadedness on standing
Fatigue*

Part II
Motor Experiences of Daily Living
Speech
Saliva and drooling
Chewing and swallowing
Eating tasks
Dressing
Hygiene
Handwriting
Doing hobbies and other activities*
Turning in bed
Tremor impact on activities
Getting in and out of bed
Walking and balance
Freezing

Part III
Motor Examination
Speech
Facial expression
Rigidity
Finger tapping
Hand movements
Rapid alternating movements of hands

(pronation-supination)
Toe tapping*
Leg agility
Arising from a chair
Gait
Freezing of gait
Postural stability
Posture
Global spontaneity of movement 

(body bradykinesia)
Postural tremor of hands
Kinetic tremor of hands*
Rest tremor amplitude
Constancy of rest tremor*

Part IV
Motor Complications
Dyskinesias:
• time spent with dyskinesias
• functional impact of dyskinesias
• painful off-state dystonia
Motor fluctuations:
• time spent in the off state
• functional impact of fluctuations
• complexity of motor fluctuations

The New MDS-UPDRS

* Denotes additions to the scale now appearing in the MDS-UPDRS. 



“We recognize that the number of non-motor aspects of PD
is large and therefore we cannot examine each in detail,” Dr.
Goetz says. For this reason, they refer people particularly inter-
ested in depression to a series of depression scales that have
been critiqued for their utility in PD. “These fall into
‘Recommended’ when they fulfill the highest level of scrutiny
and ‘Suggested’ if they fulfill some important features, but are
not as highly rated as the Recommended scales. In this way, we
hope that researchers and clinicians will use standard scales
internationally so that data can be compared,” he says.

Using additional scales won’t be new to neurologists. “As an
expert in the field of sleep disorders I
tend to use some more specific tools,
such as Epworth Sleepiness Scale,
Visual Analogue scales and in very few
cases, Multiple Sleep Latency Test,”
says Raffaele Manni, MD. Director of
the Unit of Sleep Medicine and
Epilepsy at IRCCS Neurologic
Institute C. Mondino Foundation in
Pavia, Italy. “They give more range and
are more in depth. Epworth Sleepiness
Scale gives you a subjective measure of
sleep propensity in eight different daily
activities.” 

And the MDS-UPDRS scale isn’t
the only game in town. The
Parkinson’s Disease Non-Motor
Group developed a different question-
naire, the Non-Motor Symptom Scale
(NMSS), that delves into non-motor
symptoms. However, it was met with
some skepticism. “NMSS is less inquisitive about sleep disor-
ders than UPDRS,” Dr. Culebras says.

While it has served practicing neurologists well, many neurol-
ogists have their own system set up to quantify and document
symptoms in their Parkinson’s patients, Dr. Manni says. The
UPDRS assesses whether problems are present but does not
allow much in the way of qualitative or quantitative assessments
of specific cognitive domains, Dr. Galvin says. “I use the
UPDRS-III to grade the motor responses but use the Clinical
Dementia Rating scale and a neuropsychological test battery in
my office to evaluate the cognitive status of my patients.”

The UPDRS simply will grossly assess the presence of cog-
nitive problems—this will not be able to grade the severity of
dysfunction nor will it tell much about individual domain
impairment, he says. “The CDR is the current gold standard
for assessing the presence of dementia and if present, grading
its severity based on patient and informant interviews. In addi-
tion, the neuropsych testing then permits me to evaluate

impairment across several different domains: verbal ability,
episodic memory, orientation, abstraction, executive function,
visuospatial/construction, psychomotor speed, etc.”

The group also identified other aspects needing improve-
ment:

Cultural sensitivity. The authors say there was cultural
biases in the original scale and considered some questions to be
restrictive with the risk of overlooking the impact of PD on
activities that are particularly important to an individual. One
example of cultural bias is “handling eating utensils,” Dr.
Goetz says. Not all cultures use eating utensils, he notes, as

many African and Asian communities
eat primarily with their hands and fine
control of fingers is necessary but not
measured by the use of utensils. “We
have eliminated that sort of wording.
Further we have added a question that
is individually based on the perform-
ance of an activity important to the
patient, whether it is piano playing,
gardening or another activity. The
patient rates the PD impact on the
given activity.”

Patient and caregiver participa-
tion. With the addition of several new
questions, many formatted in easy to
understand language, physicians will
need an assist from patients to take care
of some of the scale prior to their
appointment or even in the waiting
room. The questions will focus on
activities of daily living and will help

keep the scale administering time around 30 minutes.
Schedule appointments to allow for this step to take place in
the office prior to the exam, and make sure a nurse or other
staff member is available to help.

When officially released, there will still be more roads to
travel for the group before the scale is complete. “Official
translations in non-English languages will be the next step,
along with a testing of the scale in a clinical trial to measure
how well it detects change in parkinsonism over time,” Dr.
Goetz says. Look for the new MDS-UPDRS to appear at
www.movementdisorders.org soon after its introduction at the
conference, which takes place in Chicago from the 22nd to the
26th of this month. PN
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