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On “Diagnosis of fall risk in 
Parkinson disease... ” Dibble 
et al. Phys Ther. 2008;88:323–
332.

Dibble et al1 have addressed an 

important question regarding the 

methods used for determining the 

risk for falling in patients with Par-

kinson disease. My reason for writ-

ing this letter is not to take issue 

with their methods and fi ndings, 

but rather to raise a question about 

some of the terminology that was 

used. In this article, several terms 

and phrases were used that link the 

concept of risk with the concept of 

diagnosis—for example, “diagno-

sis of fall risk,” “fall risk diagnosis,” 

and “ruling out a diagnosis of fall 

risk.” The question is whether do-

ing so is a good idea. 

Let’s fi rst take a look at defi nitions 

for each of the concepts. According 

to Fletcher and colleagues in their 

textbook, Clinical Epidemiology: 

The Essentials,2 risk is described 

as “the likelihood that people who 

are exposed to certain factors 

(‘risk factors’) will subsequently 

develop a particular disease,” and 

risk factors are defi ned as “char-

acteristics that are associated with 

an increased risk of becoming dis-

eased.” The defi nition of the word 

“diagnosis” is a bit messy, in part 

because the word has 2 quite dif-

ferent meanings, 1 referring to the 

diagnostic process, and the other 

to the diagnostic label. A common 

understanding of the connection 

between the 2 meanings is that (1) 

the outcome of the diagnostic pro-

cess might be the assignment of a 

diagnostic label, and (2) the patient 

has the disease or condition speci-

fi ed by the label. 

Now let’s consider the paradox cre-

ated by some of the wording used 

in this article. If a diagnosis is at-

tached to a condition that a patient 

already has, why would we need to 

consider the risk of developing the 

condition? If risk is the likelihood of 

developing a condition, not a con-

dition per se, can it really be said to 

be diagnosed? The authors of this 

article note that several other inves-

tigators3–6 have “called for alterna-

tive means of diagnosing fall risk.” 

Although the authors of the cited 

articles do suggest that alternative 

means are needed, none of them 

uses the word “diagnosis” in con-

junction with the process of either 

quantifying risk or identifying risk 

factors. Given the “risk” for confu-

sion, perhaps it would be useful 

to disentangle the concepts of risk 

and diagnosis by using terms like 

“identifi cation” and “estimation” 

when referring to risk factors and 

risk, respectively, instead of using 

the word “diagnosis.”

Barbara J Norton 

BJ Norton, PT, PhD, is Associate Professor 
for the Program in Physical Therapy, 
Washington University, in St Louis, Mo.

This letter was posted as a Rapid Response on 
March 14, 2008, at www.ptjournal.org.
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Author Response
We appreciate the thoughtful com-

ments of Dr Norton in her reading 

of our recent article and welcome 

the opportunity to respond. Dur-

ing the evolution of this research 

and writing of this manuscript, our 

research group had many conver-

sations regarding the appropriate 

terminology to describe the exami-

nation of the potential for falls in 

Parkinson disease (PD). Some of 

Norton’s comments regarding the 

terminology echoed some of our 

own conversations. Rather than 

euphemistically use the terms 

“identifi cation” or “imbalance,” we 

consciously chose the terms “di-

agnosis” and “fall risk” in an effort 

to directly address the problem 

that we hope can be treated. In re-

sponse, we wish to acknowledge 

Dr Norton’s concerns but not de-

bate whether “diagnosis” or “fall 

risk” were appropriate terms, but 

rather to clarify critical elements 

for optimal clinical decision mak-

ing in the management of people 

with PD and our research agenda 

toward this end. 

When physical therapists examine 

a person with a progressive neu-

rologic disease such as PD, their 

mode of practice should encompass 

traditional tertiary preventive care 

of the current problems (eg, treat-

ing bradykinesia during gait, ad-

dressing bed mobility limitations).1 

In addition, optimal care should 

encompass secondary prevention; 

that is, awareness and treatment of 

complications of the disease pro-

cess that are likely to occur in the 

future (eg, falls).2,3 

As with many clinical decisions, 

in the context of PD, diagnosis or 

identifi cation of a movement prob-

lem amenable to treatment is an 

imprecise endeavor. In order to 

provide the appropriate secondary 

preventive care, physical therapists 

must have accurate clinical mea-

sures to rule in or rule out target 


