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Barriers to the diagnosis of affective
disorders in Parkinson’s Disease
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In 1817, Dr. James Parkinson® documented the condition
of ‘shaking palsy, which was later coined as Parkinson’s
disease (PD). Parkinson’s! description of ‘involuntary
tremulous motion’ and ‘lessened muscular power’ came
to classify the disease into a group of cardinal motor
symptoms, particularly tremor, bradykinesia, rigidity, and
postural instability.? Parkinson, however, did not consider
PD to be a disorder affecting movement alone. Parkinson’s*
well-known description of one case, ‘[a] more melancholy
object I never beheld,” provided recognition of the affective
complications that can occur in PD and demonstrated the
level of severity such symptoms can reach.

Despite this early identification of affective symptoms
(e.g., depression, mania, anxiety, and panic) as a possible
comorbidity of PD, psychiatric disorders often go
undiagnosed in clinical practice. This is highlighted in such
findings as those by Shulman et al,> whose research revealed
that 44% and 39% of patients with PD demonstrate clinically
significant levels of depression and anxiety, respectively. In
this sample of patients, however, only 21% were identified
as having depression, and 19% as having anxiety, by their
treating neurologists.? According to these results, over 50%
of the time, neurologists fail to diagnose affective disorders
in their patients. From such findings, it can be argued that
affective disorders are a highly prevalent, yet greatly under-
recognized, feature of PD. This phenomenon raises the
question: why?

Perhaps the answer is that affective disorders in PD are
inherently different from those in non-PD populations. This
argument stems from the fact that the particular group of
symptoms that make up affective disorders in PD tend to
be patterned in such a way that is unique to the disease
itself. In a comparative analysis of depression among PD
and non-PD populations,® it was found that patients with
PD tend to have higher levels of dysphoria, pessimism
about the future, irritability, sadness, and suicidal ideation.

Furthermore, patients with PD were found to have
relatively low levels of guilt, self-blame, and feelings of
punishment and failure, which are typically frequent in
idiopathic depression.®* When looking at the example of
anxiety,* patients with PD tend to experience decreased
levels of generalized anxiety, which is often suggested to
be the most frequent anxiety subtype in the older adult
population.® Rather, the most common subtype for patients
with PD is that of Anxiety Disorder Not Otherwise Specified
(NOS).* In this subtype, anxiety is situational, and patients
often experience fluctuating levels of anxiety and panic
in direct relation to fluctuations in motor symptoms and
effectiveness of parkinsonian medication.*

Not only does the symptom presentation of affective
disorders in PD tend to differ when compared to non-PD
populations, but there also exists a complicated overlap
between many of the common symptoms of PD and
those of idiopathic affective disorders; this, inevitably,
further complicates diagnosis.®® Shakiness, weakness, and
impaired cognition present independently within both
PD and anxiety,” and a masked-like facial expression in a
patient with PD may look identical to the manifestation of
anhedonia in depression.®

Mere observation of patients in clinical settings may,
therefore, lead to under-diagnosis of affective disorders
if their presenting symptoms are mistaken for those
of PD. Utilization of validated measurement tools for
idiopathic affective disorders, however, might also lead
to complications. Many of these measurement tools
oversample from overlapping symptom domains in the
construction of their items.”® If used with patients with
PD, the frequency and severity of the affective disorder
would be skewed. For example, 78.57% of the items on
the Hamilton Anxiety Rating Scale (HAM-A)® oversample
from overlapping symptom domains, asking clinicians
to rate such symptoms as muscle tension, tremor of »
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hands, increased muscular tone, tendency to sweat,
fatigability, insomnia, and weakness. In anxiety scales that
possess little oversampling from these domains, such as
the State Trait Anxiety Inventory (STAI),”® items tend to
be focused entirely on generalized anxiety, which is less
frequent in PD. It is, therefore, clear that such measurement
tools cannot be validly used with patients with PD and that the
construct of affective disorders itself is inherently different in
the PD population.

Perhaps a more valid approach to diagnosing affective
disorders in PD is to generate measurement tools that
assess facets of affective disorders that are independent
of the symptoms of PD. In order to achieve this goal,
future research must aim to operationalize the construct
of the affective disorder under study, thereby creating an
operational definition that pertains directly to individuals
with PD. It is only after PD-specific affective disorders are
operationalized that respective measurement tools can
be generated. Once this is achieved, it can be hoped that
affective disorders will be properly identified in health
care settings, and, with this improved rate of diagnosis,
subsequent improvements in treatment can evolve. ®

Sara Lutz
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