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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 
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conditions that may respond to pre-

ventive or risk reduction treatments. 

Toward this end, our study sought 

to advocate for critical analysis of 

clinical balance test choice and in-

terpretation rather than the blind 

acceptance of an individual test or 

cutoff score. 

Above all concerns regarding ter-

minology, the clinical relevance of 

being able to accurately apply a 

label to a patient that directs treat-

ment4 cannot be understated. With-

out question, further work remains. 

Prospective confi rmation of the ac-

curacy of these tests is needed, as 

are examinations of the effi cacy of 

fall prevention and fall-risk reduc-

tion programs for persons with PD. 

Leland E Dibble, K Bo Foreman, D James 
Ballard, Jesse Christensen

LE Dibble, PT, PhD, ATC, is Associate 
Professor (Clinical) at the University of Utah, 
Department of Physical Therapy, Salt Lake 
City, Utah.

This letter was posted as a Rapid Response on 
March 28, 2008, at www.ptjournal.org.
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On “Modifi ed constraint-in-
duced therapy... ” Page et al. 
Phys Ther. 2008;88:333–340.

Over the past 6 years, Stephen J 

Page, PhD, FAHA, has shown a 

remarkable level of research pro-

ductivity with considerable efforts 

directed toward a modification 

of constraint-induced movement 

therapy (mCIMT)—or constraint-

induced therapy (mCIT)—and its 

interfaces with other modalities or 

approaches, including functional 

electrical stimulation, electromyo-

graphic-triggered electrical stimula-

tion, telerehabilitation, and mental 

practice. These efforts have resulted 

in the genesis of a perspective that 

mCIT is a reimbursable procedure1,2 

or “a reimbursable protocol.”3(p339) 

Before this form of mCIT progress-

es toward the next logical step—a 

phase III randomized controlled 

study—a pause for reflection may 

be in order. This response is intend-

ed to offer a critical assessment and 

allows us to contemplate if, indeed, 

the cart is being placed too far be-

fore the horse.

Evaluating the Signature Form 
of CIT in Light of mCIT

The “signature” form of CIT requires 

intensive practice, the primary fac-

tor that differentiates it from the dis-

tributed practice forms of CIT that 

generally have been referred to as 

“modified.” Undoubtedly, there are 

frustrations that might occur with 

such concentrated effort required 

over 10 or 15 weekdays of train-

ing for up to 6 hours per day. In 

the recently completed EXtremity 

Constraint-Induced Therapy Evalu-

ation (EXCITE) Trial,4,5 the average 

duration of daily training (actual 

time on task) over 10 days using 

repetitive task practice and adap-

tive task practice (shaping) was 

3 hours. Many of the 222 EXCITE 

participants simply did not pos-

sess the endurance to train for the 

entire 6 hours; in fact, the average 

time progressed from 1.5 hours to 

4.5 hours. Given a mean of 3 hours 

over 10 days, the total on-task time 

was 30 hours for the signature CIT 

that characterized EXCITE.

In contrast, the present study3 used 

approximately half that time (1.5 

hours of clinic-based training per 

week over 10 weeks, for a total of 

15 contact hours). However, mCIT 

as used here had far more restraint 

of the less-affected upper limb (5 

hours/day in the home for 5 days 

for each of 10 weeks, or a total of 

250 limb-restricted hours) com-

pared with EXCITE (9 hours per 

day over 14 days, or 126 hours of 

limb-restricted hours).

Thus, the fundamental clinical re-

search question might be: what 

specific self-training is undertaken 

in the home environment that leads 

to these documented improvements 

in the Motor Activity Log (MAL)?6,7 

(The MAL is an outcome measure 

of real-world usage of the impaired 

upper-extremity that is common to 

EXCITE,4 the present study,3 and 

CIT from several laboratories.8–14) 

This consideration is important, be-

cause the improvements seen in the 

present study and most other papers 

written by Page and colleagues on 

this subject far exceed what have 

been seen by other investigators. 

Because the baseline scores are not 

provided here, readers can only de-

duce from the change scores that 

mean Amount of Use or Quality of 

Movement MAL scores must have 

eclipsed a 3/5, which is indicative 

of independent use of the impaired 

upper extremity that is in excess of 

those scores reported by most, if not 

all, other investigators. Provision of 

the home-based training program 

that the Page lab uses would be of 

immense value to those in the neuro-

rehabilitation community who are 

interested in using any form of CIT. 

This phase of their mCIT occupies 

94.3% of the treatment time (250 

home-based hours/250 home-based 
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