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| ABSTRACT 

Kinesiophobia in PD arises from an interplay of physical, psychological, and social factors, often creating a self-perpetuating 

cycle of inactivity and disability. Recognizing these factors is critical for healthcare professionals to design personalized 

rehabilitation programs that address the multifaceted needs of individuals with PD. Interventions such as cognitive-behavioral 

therapy, graded exercise therapy, and supportive environments may reduce kinesiophobia and improve overall well-being. 
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INTRODUCTION 

Parkinson’s disease (PD) is a progressive neurodegenerative disorder characterized by motor symptoms such as tremors, rigidity, 

bradykinesia, and postural instability, as well as non-motor symptoms like cognitive impairment, depression, and anxiety. While 

these clinical manifestations significantly affect the quality of life, a lesser-known but equally impactful consequence is 

kinesiophobia—the fear of movement or physical activity due to a perceived risk of injury or exacerbation of symptoms. 

Kinesiophobia, originally described in musculoskeletal disorders, has emerged as a critical concern in neurodegenerative diseases 

like PD. This condition not only limits physical activity but also contributes to a vicious cycle of physical deconditioning, 

worsened motor symptoms, and a decline in functional independence. Understanding the factors contributing to kinesiophobia 

in Parkinson’s disease is essential for designing targeted interventions to improve physical activity adherence and overall well-

being. 

Several intrinsic and extrinsic factors may predispose individuals with PD to develop kinesiophobia. Intrinsic factors include the 

fear of falling, pain, fatigue, and psychological comorbidities like anxiety and depression. Extrinsic factors encompass 

environmental barriers, lack of social support, and inadequate knowledge about safe physical activity practices. Additionally, 

disease-specific factors, such as the unpredictability of motor symptoms and freezing of gait, further compound the fear of 

movement. 

This article explores the multifaceted contributors to kinesiophobia in Parkinson’s disease, emphasizing the interplay between 

physical, psychological, and environmental factors. By delving into these aspects, we aim to shed light on the importance of 

addressing kinesiophobia as part of a holistic approach to managing Parkinson’s disease, ultimately improving patient outcomes 

and quality of life. 
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WHAT IS KINESIOPHOBIA? 

Kinesiophobia is a psychological condition characterized by an intense, irrational, and often debilitating fear of physical 

movement or activity, stemming from the belief that such activity will cause injury, pain, or worsen an existing condition. The 

term was first introduced in the context of musculoskeletal disorders but has since been recognized across various medical 

conditions, including chronic pain syndromes, neurological disorders, and cardiovascular diseases. 

Characteristics of Kinesiophobia 

1. Fear-Based Avoidance: 

o Individuals with kinesiophobia avoid physical activities due to a perceived threat of harm or discomfort. 

o This fear can lead to a sedentary lifestyle, exacerbating physical and psychological health issues. 

2. Psychological and Emotional Factors: 

o Commonly associated with anxiety, depression, and catastrophic thinking (believing the worst will happen 

during movement). 

o Linked to a lack of self-efficacy or confidence in one’s ability to perform physical tasks safely. 

3. Physical Consequences: 

o Avoidance of activity can result in deconditioning, muscle atrophy, and loss of joint mobility, creating a cycle 

of worsening physical function and increased fear. 

o Leads to a decline in overall quality of life and increased dependence on others for daily activities. 

4. Perception vs. Reality: 

o Kinesiophobia is often not proportional to the actual risk of injury or pain. The individual’s fear is rooted more 

in perception than in objective medical facts. 

 

CAUSES OF KINESIOPHOBIA 

Kinesiophobia arises from a complex interplay of physical, psychological, and environmental factors. It is commonly seen in 

individuals with chronic conditions, injuries, or neurodegenerative diseases, where the fear of movement becomes 

disproportionate to the actual risk of harm. Below is an in-depth exploration of the key causes of kinesiophobia: 

1. Previous Painful or Traumatic Experiences 

• Injury or Trauma: Individuals who have experienced pain or injury during movement may associate physical activity with 

harm. For example, a fall resulting in a fracture may lead to a lasting fear of similar incidents. 

• Surgery: Post-surgical pain and complications can cause patients to fear re-injury or damage to the operated site. 

2. Chronic Pain 

• Sensitization to Pain: Conditions like fibromyalgia, arthritis, or neuropathy cause chronic pain, making individuals 

hyperaware and fearful of activities that might exacerbate their symptoms. 

• Anticipation of Pain: Even in the absence of actual pain, the expectation of discomfort can prevent individuals from 

engaging in physical activity. 

3. Psychological Factors 

• Anxiety and Catastrophic Thinking: 

o Anxiety often magnifies the perception of risk associated with movement. 

o Catastrophic thinking involves overestimating the likelihood of injury or assuming the worst outcomes, such as 

"If I move, I’ll fall and break my hip." 

• Depression: Feelings of hopelessness and low energy levels in depression can exacerbate fear and avoidance of physical 

activity. 

• Low Self-Efficacy: Lack of confidence in one’s ability to move safely or complete tasks increases fear of movement. 
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4. Fear of Falling 

• Balance and Gait Issues: Common in elderly individuals and those with conditions like Parkinson’s disease, multiple 

sclerosis, or stroke, where instability and falls are genuine risks. 

• Previous Falls: A history of falls often leads to avoidance of situations where a fall might occur. 

5. Chronic Illness or Disability 

• Progressive Conditions: Disorders like Parkinson’s disease, arthritis, or spinal cord injuries create an unpredictable 

progression of symptoms, heightening fear. 

• Fatigue: Chronic conditions often lead to fatigue, making individuals hesitant to engage in activities they perceive as 

energy-draining. 

• Pain Fluctuations: Variability in symptoms can lead to uncertainty about how movement will impact the individual at 

any given time. 

6. Medical Miscommunication or Over-Cautious Advice 

• Healthcare Provider Instructions: 

o Advice like “avoid strenuous activity” or “don’t strain your joints” may be misinterpreted, causing individuals to 

avoid even safe, beneficial movements. 

• Over-Emphasis on Risks: Highlighting potential complications without discussing solutions or safeguards can reinforce 

fear. 

7. Environmental and Social Factors 

• Lack of Safe Environments: 

o Uneven surfaces, lack of railings, or poorly lit areas increase the perception of danger during movement. 

• Social Isolation: 

o Absence of a support system or encouragement from family and friends can discourage individuals from 

engaging in physical activity. 

• Cultural Beliefs: 

o Some cultures or family dynamics may reinforce the idea that rest and avoidance are better for recovery than 

activity. 

8. Cognitive Impairments 

• Memory and Attention Deficits: In conditions like Parkinson’s or dementia, impaired cognitive abilities make individuals 

less confident in their ability to move safely. 

• Difficulty Processing Risk: Cognitive dysfunction can lead to overestimation of the dangers associated with movement. 

9. Lack of Knowledge or Misunderstanding 

• Fear of Aggravating the Condition: Misconceptions about how movement might worsen a condition can prevent 

physical activity. For instance, someone with arthritis might believe that exercise will wear out their joints further. 

• Unawareness of Safe Techniques: Without proper guidance, individuals may feel uncertain about which movements or 

exercises are safe. 

10. Cultural and Societal Factors 

• Stigma Around Illness: Fear of being judged for one’s physical limitations or symptoms may cause people to avoid 

movement in public. 

• Cultural Expectations: In some cultures, rest is overly emphasized as the best approach for healing, discouraging 

activity. 

11. Disease-Specific Factors 

• Unpredictability of Symptoms: 

o In neurological conditions like Parkinson’s disease, sudden freezing of gait or tremors can make movement 

feel unsafe. 
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• Pain Associated with Disease: 

o Conditions like rheumatoid arthritis or spinal cord injuries cause pain that leads to anticipatory fear of 

worsening discomfort. 

WHAT IS PARKINSONS DISEASE? 

Parkinson’s disease (PD) is a chronic, progressive neurological disorder that primarily affects movement. It is caused by the 

degeneration of specific neurons in the brain, leading to a deficiency of dopamine, a chemical messenger critical for smooth and 

coordinated muscle movements. The disease also affects non-motor functions, resulting in a wide range of symptoms beyond 

movement difficulties. Parkinson’s disease is the second most common neurodegenerative disease with a global prevalence of 

more than 6 million individuals. This number corresponds to a 2.5-fold increase in prevalence over the past generation, making 

Parkinson’s disease one of the leading causes of neurological disability (1,2) 

PATHOPHYSIOLOGY OF THE DISEASE 

Parkinson’s disease (PD) is a neurodegenerative disorder characterized by the progressive loss of dopaminergic neurons in the 

substantia nigra pars compacta and the accumulation of abnormal proteins in the form of Lewy bodies. The interplay between 

genetic predisposition, environmental factors, and aging contributes to its pathogenesis. Below is a detailed explanation of its 

pathophysiology: 

1. Primary Site of Neuronal Loss 

• The substantia nigra, located in the midbrain, contains dopaminergic neurons that project to the striatum (part of the 

basal ganglia). 

• In PD, there is significant neuronal degeneration in the substantia nigra pars compacta, leading to dopamine deficiency 

in the striatum. 

2. Role of Dopamine and the Basal Ganglia 

• Dopamine is critical for motor control. It modulates the activity of two primary motor pathways in the basal ganglia: 

1. Direct Pathway (Excitatory): 

▪ Facilitates movement by promoting activity in the motor cortex. 

▪ Dopamine enhances this pathway by stimulating D1 dopamine receptors in the striatum. 

2. Indirect Pathway (Inhibitory): 

▪ Suppresses unnecessary movements by inhibiting motor cortex activity. 

▪ Dopamine inhibits this pathway via D2 receptors in the striatum. 

• In PD, dopamine loss disrupts the balance between these pathways, causing: 

o Reduced activation of the direct pathway (less movement facilitation). 

o Increased activity in the indirect pathway (excessive movement inhibition). 

• This results in the cardinal motor symptoms: bradykinesia, rigidity, and tremor. 

3. Neuronal Death and Lewy Body Formation 

• Alpha-Synuclein Aggregation: 

o The protein alpha-synuclein misfolds and aggregates into insoluble fibrils, forming Lewy bodies within 

neurons. 

o Lewy bodies interfere with cellular functions, including synaptic transmission and axonal transport, ultimately 

leading to neuronal death. 

• Oxidative Stress: 

o Dopaminergic neurons are particularly vulnerable to oxidative damage due to the high oxidative metabolism 

of dopamine. 

o Reactive oxygen species (ROS) generated during dopamine metabolism cause mitochondrial dysfunction and 

DNA damage. 
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• Mitochondrial Dysfunction: 

o Impaired mitochondrial function leads to decreased energy production and increased oxidative stress. 

• Neuroinflammation: 

o Chronic activation of microglia (immune cells in the brain) contributes to inflammation and the release of 

neurotoxic substances, exacerbating neuronal damage. 

4. Neurotransmitter Imbalances 

• While dopamine loss is central to PD, other neurotransmitters are also affected: 

1. Acetylcholine: 

▪ Increased cholinergic activity due to reduced dopamine contributes to tremors. 

2. Serotonin and Norepinephrine: 

▪ Degeneration of serotonergic and noradrenergic neurons leads to non-motor symptoms like 

depression, anxiety, and autonomic dysfunction. 

3. Glutamate: 

▪ Altered glutamatergic signaling in the basal ganglia further disrupts motor control. 

5. Non-Motor Pathology 

• PD is not limited to the basal ganglia and affects other brain regions: 

1. Cerebral Cortex: 

▪ Cognitive and executive dysfunctions in later stages. 

2. Locus Coeruleus: 

▪ Loss of noradrenergic neurons contributes to autonomic dysfunction. 

3. Dorsal Vagal Nucleus: 

▪ Implicated in gastrointestinal symptoms like constipation. 

4. Olfactory Bulb: 

▪ Early degeneration here explains the common early symptom of loss of smell (anosmia). 

6. Stages of Pathophysiology 

• Braak Hypothesis: 

o Pathological changes in PD may begin outside the brain, such as in the gut or olfactory system, before 

spreading to the brainstem and higher cortical areas. 

o Progression: 

1. Stage 1-2: Lewy bodies in the olfactory bulb and medulla. 

2. Stage 3-4: Spread to the midbrain (substantia nigra) and basal ganglia. 

3. Stage 5-6: Involvement of the cerebral cortex, leading to cognitive decline and dementia. 

 

SYMPTOMS OF PARKINSONS DISEASE 

The clinical hallmark of Parkinson’s disease is a motor syndrome characterised by bradykinesia, rest tremor, and rigidity as well as 

changes in posture and gait. The motor disturbances cause progressive disability with impairment in activities of daily living and 

reduced quality of life (4). While the classic motor symptoms occur early and are the pillars of current diagnostic criteria, the 

development of postural instability and increasing gait difficulties, as well as dysphagia and dysarthria, drive the progression of 

motor disability (3). Tremor-dominant PD is often associated with a slower rate of progression and less functional disability than 

the non-tremor-dominant Parkinson's disease (6). Autonomic symptoms (mentioned above) increase with a higher age, with 
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disease severity, and with higher doses of dopaminergic medications. Urinary symptoms include urgency, frequency, nocturia, 

and urge incontinence, with urinary storage problems being commoner than voiding difficulties (7). Urinary symptoms are more 

frequent and occur earlier in multisystem atrophy (MSA) when compared to PD.[62] Painful sensory symptoms are seen in two-

third of PD patients and are thought to be due to abnormal nociceptive processing (8). 

The “classical or cardinal” motor features of Parkinson disease are- 

BRADYKINESIA: - General slowness and paucity of spontaneous movement; decreased arm swing,reduced facial expresión, 

reduced gesticulation, micrographia, turning in bed, hipophonia. Progressive reduction in speed and amplitude of voluntary 

repetitive movement (finger taps, hand grips, pronation–supination movements, toe taps and heel stamps) 

RIGIDITY: - Increased muscular tone by a resistance of passive movements of equal degree in opposing muscle groups (“lead-

pipe” type). If interrupted by tremor a cog-wheel phenomenon result. 

TREMORS: - Rest tremor 4–6 Hz common in limbs (“pill-rolling” in hands), lips, chin or jaw, rarer in head. Amplitude diminishes or 

is abolished during goal-directed voluntary movements; exam hand rest tremors with hands in a relaxed position and arms 

supported, e.g. hands folded into the lap while sitting, and forearms in pronation (not supination). Low amplitud hand action 

tremor also common at presentation. 

GAIT ALTERATIONS: - Decreased arm swing; dragging one leg; slightly bent posture while walking. 

Motor features present at later stages are- 

POSTURE ALTERATIONS: - Trunk bent forward when standing. Lateral (“Pisa syndrome”) or anterior (camptocormia) deviation of 

trunk, or head flexion (“dropped head”). Arms abducted, flexed at elbow. Flexed wrist and metacarpophalangeal joints, and 

extended hand fingers and thumb. 

FREEZING GAIT: - Freezing of gait: sudden and brief episode of inability to produce effective forward stepping: at initiation of gait 

(“start hesitation”), during gait (motor block), when turning or approaching narrow spaces. Festination: patients are compelled to 

accelerate the gait forward. 

BALANCE ALTERATIONS: - Unsteadiness when standing and walking. Altered postural reflexes (tested with the “pull test”); falls. 

OTHERS: - Dysarthria, dysphagia 

Non motor features present at early stages. 

HYPOSMIA: - Smell loss reported by up to 70% of patients and when formally tested present in almost 90%. Frequent smell tests 

used: UPSIT and the Sniffin’sticks test. 

SLEEP DISORDERS: - REM sleep behavior disorder: parasomnia characterized clinically by vivid, generally unpleasant dreams (eg, 

being attacked or robbed) and vigorous behaviors in which the patients seem to be enacting their dreams (eg, punching, 

shouting, laughing). Also, insomnia, periodic limb movements, restless leg syndrome, akathisia, excessive daytime sleepiness. 

NEUROPSYCHIATRICT DISORDER: - Prominent apathy. Anxiety: generalized anxiety, panic attacks and social phobias. Depression, 

usually mild, associated to anhedonia and apathy. 

AUTONOMIC DISFUNCTION: - Constipation. Delayed gastric emptying. Urinary urgency or incontinence. Erectile dysfunction. 

Orthostatic hypotension. Heat intolerance 

COGNITIVE IMPAIREMENTS: - Mild cognitive decline in executive and attention domains 

PAIN AND SOMATOSENSORY SYMPTOMS: - Pain, paresthesia’s, burning sensations. 

TREATMENT FOR PD 

1. Pharmacological Treatments 

Medications are the mainstay of PD management and aim to restore dopamine balance or modulate its effects. 

a. Dopaminergic Agents 

1. Levodopa/Carbidopa: 

o Levodopa is converted into dopamine in the brain. 

o Carbidopa prevents the breakdown of levodopa before it reaches the brain. 

o Effective for motor symptoms like bradykinesia and rigidity but may cause motor 

fluctuations and dyskinesias with long-term use. 
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2. Dopamine Agonists: 

o Examples: Pramipexole, Ropinirole, Rotigotine. 

o Stimulate dopamine receptors directly. 

o Used as monotherapy in early stages or with levodopa in advanced stages. 

o Side effects: Drowsiness, hallucinations, impulse control disorders. 

Almost 90% patients with PD experience non-motor symptoms during the course of their illness that usually do not respond well 

to dopamine therapy (5). 

b. MAO-B Inhibitors 

• Examples: Selegiline, Rasagiline, Safinamide. 

• Inhibit the breakdown of dopamine by monoamine oxidase-B enzyme. 

• May provide mild symptomatic relief and delay the need for levodopa. 

c. COMT Inhibitors 

• Examples: Entacapone, Tolcapone, Opicapone. 

• Prolong the effect of levodopa by inhibiting its breakdown in the periphery. 

• Used to manage motor fluctuations. 

d. Anticholinergics 

• Examples: Trihexyphenidyl, Benztropine. 

• Reduce tremors by balancing dopamine and acetylcholine levels. 

• Side effects: Cognitive impairment, dry mouth, blurred vision. 

e. Amantadine 

• Provides relief from dyskinesias and tremors. 

• Acts as an NMDA receptor antagonist and enhances dopamine release. 

f. Adenosine A2A Receptor Antagonists 

• Example: Istradefylline. 

• Used as an add-on to levodopa therapy for "off" episodes. 

2. Surgical Interventions 

a. Deep Brain Stimulation (DBS) 

• Involves implanting electrodes into specific brain regions (e.g., subthalamic nucleus, globus pallidus internus). 

• Electrodes deliver electrical impulses to regulate abnormal brain activity. 

• Effective for advanced PD patients with motor fluctuations and dyskinesias not adequately controlled by medication. 

b. Lesioning Procedures 

• Rarely used today due to the popularity of DBS. 

• Includes pallidotomy and thalamotomy, which involve destroying overactive brain regions. 

3. Non-Pharmacological Therapies 

a. Physical Therapy 

• Improves mobility, flexibility, and posture. 

• Focuses on balance and gait training to reduce fall risk. 

b. Occupational Therapy 

• Helps patients adapt daily activities to maintain independence. 

• Provides strategies for dressing, eating, and managing household tasks. 
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c. Speech Therapy 

• Addresses speech and swallowing difficulties. 

• Techniques such as the Lee Silverman Voice Treatment (LSVT LOUD) help improve voice quality. 

d. Nutritional Support 

• High-fiber diets and adequate hydration prevent constipation, a common non-motor symptom. 

• Avoid high-protein meals close to levodopa dosing to optimize absorption. 

e. Psychological Support 

• Cognitive-behavioral therapy (CBT) and counseling help manage depression, anxiety, and cognitive decline. 

• Support groups provide emotional support and reduce isolation. 

 

 Impact of Physical Therapy on Parkinson's Disease 

Physical therapy (PT) is a cornerstone of non-pharmacological management in Parkinson’s disease (PD). It focuses on improving 

motor function, reducing complications associated with mobility impairments, and enhancing the overall quality of life. PD is 

characterized by progressive motor symptoms, including bradykinesia, rigidity, tremor, and postural instability, which 

significantly impact a patient’s functional independence. Physical therapy can mitigate these effects and address non-motor 

symptoms such as fatigue and depression. 

1. Goals of Physical Therapy in PD 

• Improve gait and balance. 

• Enhance strength, flexibility, and endurance. 

• Alleviate rigidity and muscle stiffness. 

• Prevent falls and associated injuries. 

• Promote independence in daily living activities. 

• Enhance cardiovascular and musculoskeletal health. 

• Improve overall well-being and mental health. 

2. Evidence-Based Benefits of Physical Therapy 

a. Gait Improvement 

• Challenge: PD often leads to shuffling gait, reduced stride length, and freezing episodes. 

• PT Impact: 

o Gait training helps improve stride length, cadence, and walking speed. 

o Techniques like cueing strategies (auditory, visual, or tactile cues) help overcome freezing of gait. 

o Treadmill training improves step consistency and promotes neuroplasticity. 

b. Balance and Fall Prevention 

• Challenge: Postural instability is a hallmark of advanced PD and a leading cause of falls. 

• PT Impact: 

o Balance exercises, such as single-leg stands and stability training, enhance postural control. 

o Tai Chi and yoga reduce fall risk and improve equilibrium. 

o Virtual reality and interactive balance training programs offer engaging rehabilitation tools. 

c. Strength and Flexibility 

• Challenge: Rigidity and bradykinesia lead to muscle weakness and reduced joint range of motion. 

• PT Impact: 

o Strengthening exercises target muscle groups prone to weakness, such as lower limbs and core muscles. 
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o Stretching routines relieve rigidity and enhance joint mobility. 

o Proprioceptive neuromuscular facilitation (PNF) improves flexibility and coordination. 

d. Functional Mobility 

• Challenge: Difficulty with transitions, such as rising from a chair or turning in bed. 

• PT Impact: 

o Functional task training improves ease of transitions. 

o Strategies like teaching proper body mechanics and adaptive techniques ensure independence. 

e. Cardiovascular and Aerobic Fitness 

• Challenge: Physical inactivity in PD patients may lead to cardiovascular deconditioning. 

• PT Impact: 

o Aerobic exercises, such as cycling, swimming, or brisk walking, enhance cardiovascular health and endurance. 

o Improved oxygenation supports brain health and may slow disease progression. 

f. Cognitive and Psychological Benefits 

• Challenge: Depression, anxiety, and cognitive decline are common in PD. 

• PT Impact: 

o Regular physical activity improves mood and reduces anxiety through endorphin release. 

o Cognitive-motor training, combining physical and mental tasks, supports executive functioning. 

3. Techniques and Modalities in Physical Therapy for PD 

a. Cueing Techniques 

• Auditory Cues: Use of metronomes or rhythmic music to regulate walking pace. 

• Visual Cues: Placement of lines or markers on the ground to guide step length. 

• Tactile Cues: Gentle physical prompts or vibrations to initiate movement. 

b. Task-Specific Training 

• Emphasis on practicing real-world activities, such as climbing stairs, crossing streets, or carrying objects. 

c. Resistance and Strength Training 

• Weight-bearing exercises and resistance bands are used to strengthen muscles. 

• Focus on functional muscle groups critical for daily activities. 

d. Postural Training 

• Exercises to counter forward-flexed posture common in PD, improving spinal alignment and reducing strain. 

e. LSVT BIG Therapy 

• A specialized program emphasizing exaggerated, high-amplitude movements to counteract bradykinesia. 

• Patients practice large, deliberate motions to improve overall mobility. 

f. Hydrotherapy 

• Aquatic exercises reduce joint stress and allow safe movement. 

• The buoyancy of water supports balance and promotes relaxation. 

g. Neuromuscular Electrical Stimulation (NMES) 

• Electrical stimulation of muscles to enhance strength and reduce rigidity. 

4. Multidisciplinary Approach 

• Collaboration with occupational therapists, speech therapists, neurologists, and dietitians enhance outcomes. 

• Integration of PT into a comprehensive care plan ensures that both motor and non-motor symptoms are addressed. 



Factors Contributing to Kinesiophobia in Parkinson’s Disease 

Page | 44  

Factors Contributing to Kinesiophobia in Parkinson's Disease (PD) 

Kinesiophobia, the fear of movement due to the belief that it may cause pain or injury, is particularly significant in Parkinson's 

Disease (PD). It can result in a vicious cycle where reduced movement leads to physical deconditioning, worsening motor 

symptoms, and diminished quality of life. Several factors contribute to the development and perpetuation of kinesiophobia in 

individuals with PD. These factors can be broadly categorized into physical, psychological, and social domains, often interplaying 

to amplify the fear of movement. 

1) 1. Physical Factors 

a) a. Motor Symptoms of PD 

• Bradykinesia (Slowness of Movement): 

o Reduced movement speed and difficulty initiating movement make physical activity daunting. 

o Patients may perceive simple tasks as laborious, leading to avoidance. 

• Rigidity: 

o Stiffness and resistance to movement can make physical activity uncomfortable, discouraging engagement. 

• Postural Instability: 

o Frequent episodes of imbalance and falls can instill fear of injury, discouraging movement. 

o The fear of falling (FOF) is a significant contributor to kinesiophobia in PD. 

• Freezing of Gait (FOG): 

o Sudden inability to move while walking can lead to anxiety about mobility, reinforcing movement avoidance. 

b) b. Pain  

Kinesiophobia is associated with pain intensity and disability in people suffering from chronic pain (9).  

• Musculoskeletal Pain: 

o PD-related rigidity and altered biomechanics can cause chronic pain, associating movement with discomfort. 

• Neuropathic Pain: 

o Sensory disturbances may exacerbate fear of movement. 

c) c. Fatigue 

• PD-related fatigue can limit physical capacity, leading patients to avoid movement due to fear of overexertion or 

worsening symptoms. 

 

2) 2. Psychological Factors 

a) a. Anxiety and Depression 

• High levels of anxiety, common in PD, are strongly associated with kinesiophobia. 

• Depressive symptoms reduce motivation and amplify negative perceptions about physical activity. 

b) b. Catastrophic Thinking 

• Individuals with PD may overestimate the risks associated with movement, believing that physical activity could result in 

severe pain or injury. 

c) c. Learned Helplessness 

• Chronic disease management can lead to feelings of helplessness and loss of control. 

• This mindset may cause individuals to avoid movement, fearing that it won't improve their condition or could make it 

worse. 

d) d. Negative Past Experiences 

• A history of falls, injuries, or failed rehabilitation attempts can create a persistent fear of movement. 
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e) e. Lack of Confidence (Low Self-Efficacy) 

• Patients often lack confidence in their ability to perform physical activities without falling or exacerbating symptoms. 

f) f. Fear of Disease Progression 

• Some individuals believe that increased movement might accelerate disease progression or worsen motor symptoms, 

which is a misconception. 

3) 3. Social and Environmental Factors 

a) a. Lack of Social Support 

• Insufficient encouragement from family, friends, or caregivers can discourage physical activity. 

• Social isolation exacerbates fear and avoidance of movement. 

b) b. Stigma and Embarrassment 

• Concerns about how others perceive their symptoms (e.g., tremors, slow movement) may make patients hesitant to 

engage in physical activities, particularly in public settings. 

c) c. Inadequate Rehabilitation Guidance 

• Lack of access to physical therapists trained in PD management can lead to poorly designed exercise programs that do 

not address specific fears. 

• Absence of supervised exercise increases fear of movement due to perceived risk of injury. 

4) 4. Disease-Related Factors 

a) a. Disease Severity and Progression 

• Advanced stages of PD, with more pronounced motor and non-motor symptoms, are associated with higher levels of 

kinesiophobia. 

• Patients with severe PD may perceive movement as increasingly challenging and risky. 

b) b. Cognitive Decline 

• PD-related cognitive impairments, such as executive dysfunction and impaired decision-making, may hinder patients’ 

ability to evaluate the risks and benefits of movement accurately. 

c) c. Non-Motor Symptoms 

• Autonomic dysfunction (e.g., orthostatic hypotension) can make physical activity uncomfortable, reinforcing movement 

avoidance. 

• Sleep disturbances and fatigue reduce energy levels, discouraging physical activity. 

5) 5. External Barriers 

a) a. Physical Environment 

• Unsafe or inaccessible environments (e.g., uneven flooring, lack of handrails) can amplify fears of falling or injury. 

• Overcrowded or unfamiliar spaces may exacerbate anxiety, particularly in individuals with freezing of gait. 

b) b. Lack of Adaptations 

• Absence of assistive devices (e.g., walkers, canes) or proper guidance in their use may make patients feel unsupported, 

contributing to movement hesitation. 

c) c. Inadequate Knowledge 

• Misinformation about the benefits of exercise and fear of “overdoing it” may discourage physical activity. 

• Patients who are not informed about the safety and necessity of movement in PD management are more likely to 

develop kinesiophobia. 

6) 6. Medical and Treatment-Related Factors 

a) a. Medication Side Effects 

• Fluctuations in the effectiveness of dopaminergic medications (e.g., “off” periods) can result in inconsistent motor 

abilities, reducing confidence in movement. 
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• Side effects like dizziness or drowsiness can exacerbate fears of falling during activity. 

b) b. Surgery and Rehabilitation Outcomes 

• Patients who experience suboptimal outcomes from surgical interventions, such as deep brain stimulation (DBS), may 

develop a reluctance to engage in physical activity. 

7) 7. Cultural and Psychological Perspectives 

• Cultural beliefs about aging, chronic disease, and physical activity can influence kinesiophobia. For example: 

o Societies that view PD as an inevitable decline may discourage active engagement. 

o Overprotective caregiving attitudes can unintentionally reinforce inactivity. 

8) Strategies to Address Kinesiophobia in PD 

To mitigate kinesiophobia, multidisciplinary interventions involving physical therapists, psychologists, neurologists, and 

caregivers are essential: 

• Education: Patients and caregivers should be educated about the benefits of exercise and its role in slowing disease 

progression. 

• Gradual Exposure: Graded exercise programs with progressive challenges help rebuild confidence in movement. 

• Cognitive Behavioral Therapy (CBT): Addresses catastrophic thinking and fear-avoidance behaviors. 

• Assistive Devices: Use of mobility aids enhances confidence and safety. 

• Support Groups: Encouragement from peers reduces fear and fosters a sense of community. 

• Assessing and acting on kinesiophobia may be essential considering that physical exercise is an important component 

of rehabilitation treatment and high levels of kinesiophobia might compromise treatment adherence (10). 

By addressing these contributing factors, patients with Parkinson’s Disease can overcome kinesiophobia, leading to improved 

functional outcomes and quality of life.  

CONCLUSION 

Kinesiophobia, or the fear of movement, plays a significant role in the progression of functional decline in individuals with 

Parkinson's disease (PD). This fear, while often rooted in genuine concerns about injury or exacerbation of symptoms, becomes a 

barrier to physical activity and rehabilitation, ultimately leading to a cycle of inactivity, muscle deconditioning, and worsening 

symptoms. The factors contributing to kinesiophobia in PD are multifactorial, involving a complex interplay of physical, 

psychological, cognitive, and social elements. Kinesiophobia in Parkinson's disease is a complex and pervasive issue that requires 

a comprehensive, individualized approach to treatment. By addressing the physical, psychological, and social factors that 

contribute to fear of movement, healthcare professionals can help individuals with PD overcome these barriers and engage more 

fully in physical activity. Effective management of kinesiophobia not only enhances mobility and physical function but also 

contributes to a better quality of life for individuals with Parkinson’s disease. 

Funding: This research received no external funding.  
Conflicts of Interest: The authors declare no conflict of interest. 
Publisher’s Note: All claims expressed in this article are solely those of the authors and do not necessarily represent those of 

their affiliated organizations, or those of the publisher, the editors and the reviewers.  

 

 

 

 

 

 

 



JMHS 6(1): 35-47 

 

Page | 47  

References  

[1] GBD 2016 Neurology Collaborators. Global, regional, and national burden of neurological disorders, 1990–2016: a systematic analysis for 

the Global Burden of Disease Study 2016. Lancet Neurol. 2019. May;18(5):459–480. doi: 10.1016/S1474-4422(18)30499-X. Epub 2019 Mar 

14. PMID: 30879893; PMCID: PMC6459001.  

[2] 2.Dorsey ER, Sherer T, Okun MS, Bloem BR. The Emerging Evidence of the Parkinson Pandemic. J Parkinsons Dis. 2018;8(s1):S3–S8. doi: 

10.3233/JPD-181474  

[3] Jankovic J. Parkinson’s disease: clinical features and diagnosis. J Neurol Neurosurg Psychiatry. 2008;79(4):368–376. doi: 

10.1136/jnnp.2007.131045  

[4] Tolosa E, Garrido A, Scholz SW, Poewe W. Challenges in the diagnosis of Parkinson's disease. Lancet Neurol. 2021 May;20(5):385-397. doi: 

10.1016/S1474-4422(21)00030-2. PMID: 33894193; PMCID: PMC8185633. 

[5] Lim, S. & Lang, A. E.  (2010).  Movement Disorders,  25 , S123-S130.  doi: 10.1002/mds.22786. 

[6] Jankovic J, McDermott M, Carter J, Gauthier S, Goetz C, Golbe L, Huber S, Koller W, Olanow C, Shoulson I, et al. Variable expression of 

Parkinson's disease: a base-line analysis of the DATATOP cohort. The Parkinson Study Group. Neurology. 1990 Oct;40(10):1529-34. doi: 

10.1212/wnl.40.10.1529. PMID: 2215943. 

[7] Radhakrishnan DM, Goyal V. Parkinson's disease: A review. Neurol India. 2018 Mar-Apr;66(Supplement):S26-S35. doi: 10.4103/0028-

3886.226451. PMID: 29503325. 

[8] Löhle M, Storch A, Reichmann H. Beyond tremor and rigidity: non-motor features of Parkinson's disease. J Neural Transm (Vienna). 2009 

Nov;116(11):1483-92. doi: 10.1007/s00702-009-0274-1. Epub 2009 Aug 14. PMID: 19680598. 

[9] Varallo G., Scarpina F., Giusti E. M., Cattivelli R., Usubini A. G., Capodaglio P., et al. (2021a). Does kinesiophobia mediate the relationship 

between pain intensity and disability in individuals with chronic low-back pain and obesity? Brain Sci. 11:684. 10.3390/brainsci11060684 

[10] Bordeleau M, Vincenot M, Lefevre S, Duport A, Seggio L, Breton T, Lelard T, Serra E, Roussel N, Neves JFD, Léonard G. Treatments for 

kinesiophobia in people with chronic pain: A scoping review. Front Behav Neurosci. 2022 Sep 20;16:933483. doi: 

10.3389/fnbeh.2022.933483. PMID: 36204486; PMCID: PMC9531655. 

 


