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Editorial 

Exercise is now an essential part of Parkinson’s disease (PD) management. The more useful 

question is no longer whether people with PD should exercise, but which exercise best suits a 

particular person, at a particular stage, and for a particular goal. The search for the “best” program 

is understandable, but PD does not present in the same way for everyone. One person may be 

limited mainly by bradykinesia and reduced movement amplitude, another by postural instability 

and falls, and another by axial rigidity, low motivation, or difficulty sustaining exercise. 

Rehabilitation should therefore be individualized rather than built around a single preferred 

program. LSVT BIG, HiBalance, supervised therapeutic climbing, and community-based non-

contact boxing illustrate this principle. They differ in their target impairments, intensity, 

supervision requirements, accessibility, and potential for long-term adherence. The key clinical 

question is not which program is best overall, but which intervention fits the patient’s problems, 

goals, safety, preferences, and circumstances. 

An intensive intervention may produce an important initial improvement, but its value is limited 

if the patient cannot remain active afterward. Rehabilitation should therefore be viewed as a 

continuum: targeted treatment for a specific impairment, followed by an activity that the person 

can and wants to continue. 
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Matching the intervention to the problem 

LSVT BIG focuses on large-amplitude, repetitive movements intended to improve movement 

scaling and recalibrate the perception of normal movement. Trials and reviews have reported 

improvements in motor function and gait, particularly when the intensive protocol is delivered as 

designed [1,2]. Physiological findings also suggest that proprioceptive recalibration may 

contribute to its effects [3]. However, LSVT BIG requires time, motivation, physical capacity, and 

access to trained therapists. It may be most suitable for people with mild-to-moderate disease who 

can tolerate intensive, therapist-led treatment [1,2]. 

HiBalance targets postural instability through challenging balance tasks, sensory integration, 

anticipatory postural adjustments, and dynamic postural control. Studies have reported 

improvements in balance and gait, with neuroimaging findings suggesting possible task-related 

brain changes [4]. Benefits have not been uniform, however, and attention, expectations, and social 

interaction may influence outcomes [5,6]. HiBalance may be particularly relevant for patients with 

impaired balance or recurrent falls, but its cognitive demands should be considered because 

successful performance requires attention, learning, and adaptation. 

Therapeutic climbing combines large limb and trunk movements, weight shifting, vertical loading, 

postural control, and visuomotor problem solving. Randomized and secondary analyses have 

reported improvements in motor signs, posture, gait, and mobility, while feasibility studies suggest 

good adherence and engagement [7-10]. Nevertheless, much of the evidence comes from a 

relatively small research network, and independent replication is needed. Proposed mechanisms, 

such as improved axial control and transfer of vertical skills to walking, are reasonable, but they 

have not yet been firmly established. Climbing may suit selected patients with axial or postural 

difficulties, but it requires specialized facilities, trained supervision, and careful safety procedures. 

Community non-contact boxing is dynamic, social, and engaging. Studies and reviews have 

reported benefits in motivation, mood, adherence, fitness, and selected motor outcomes [11,15]. 

Randomized trials, however, have not consistently shown superior effects on core motor symptoms 

[12,13]. Its main strength may therefore be its ability to help people remain active. An enjoyable 

program continued for years may be more valuable in practice than a highly effective program 

abandoned after several weeks. 

 

From treatment selection to treatment sequencing 

These interventions support a straightforward principle: match the intervention to the problem, not 

every patient to the same program. LSVT BIG may be appropriate for reduced movement 

amplitude; challenging balance training for postural instability and falls; supervised climbing for 

selected patients with axial or postural difficulties; and boxing or another enjoyable group activity 

for motivation, participation, and long-term exercise. These options are not mutually exclusive. 

Patients often have several interacting impairments, so clinical reasoning must remain flexible. A 

practical model is to distinguish between an intensive treatment phase and a maintenance phase. 

During an 8–12-week targeted program, treatment can focus on a clearly defined impairment or 

functional goal. Thereafter, activity can shift toward an accessible and enjoyable program that the 

patient can sustain. This sequence is clinically appealing but is not yet a validated treatment 

algorithm. Whether targeted treatment followed by community-based maintenance is better than 

ongoing supervised therapy remains unknown and should be tested in pragmatic trials [1,7,11]. 

 

A simple framework for clinical reasoning 
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Current research often identifies effective programs without explaining how to choose among 

them. Table 1 offers a preliminary framework based on dominant motor problems, falls and safety, 

cognitive and learning capacity, patient goals, and available resources. It is intended to support 

clinical reasoning, not to function as a rigid algorithm. Cognitive screening, including the MoCA, 

may help clinicians judge whether a patient can manage complex instructions or cognitively 

demanding tasks, but no single score should determine treatment selection. 

 

Table 1. A practical framework for selecting rehabilitation priorities in Parkinson’s disease 

Clinical 

consideration 
LSVT BIG HiBalance 

Supervised 

therapeutic 

climbing 

Community non-contact 

boxing 

Dominant 

problem 

Bradykinesia and 

reduced movement 

amplitude 

Postural instability, 

impaired balance, or falls 

Axial rigidity, 

stooped posture, or 

reduced trunk 

extension 

Low activity, poor 

motivation, or preference for 

social exercise 

Safety Requires ability to 

tolerate intensive 

repetitive movement 

Close supervision is 

important 

Requires screening, 

equipment, and a 

controlled setting 

Non-contact format 

preferred; balance and 

cardiovascular status should 

be considered 

Cognitive 

demands 

Responding to 

intensive cueing 

Attention and adaptation 

to challenging balance 

tasks 

Visuomotor 

planning and 

learning 

Adaptable to the patient’s 

cognitive capacity 

Typical goal “I want to move 

bigger and walk 

better.” 

“I want to improve my 

balance and reduce 

falls.” 

“I want to stand 

straighter and move 

more freely.” 

“I want to stay active and 

connected with others.” 

Practical needs Trained therapists 

and an intensive 

schedule 

Appropriate supervision 

and balance challenges 

Specialized facility 

and safety 

procedures 

Often more accessible in 

community settings 

Potential role Targeted intensive 

treatment 

Targeted intensive 

treatment 

Targeted treatment 

for selected patients 

Maintenance or 

complementary activity 

Abbreviations: LSVT BIG, Lee Silverman Voice Treatment BIG; HiBalance, highly challenging balance training; 

MoCA, Montreal Cognitive Assessment. 

After the initial treatment 

Because PD is chronic, gains achieved during supervised therapy should lead to sustainable 

physical activity. A pragmatic pathway may include: 

1. Targeted phase: Choose an intervention according to impairment, goals, safety, 

preferences, and resources. 

2. Maintenance phase: Continue with community, home-based, group, or other feasible 

exercise. 
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3. Reassessment: Review falls, function, participation, and adherence rather than assuming 

the initial program remains appropriate. 

4. Combination strategies: Combining programs, such as climbing and boxing, may be 

reasonable, but remains a clinical hypothesis rather than an established superior approach. 

Whether patients continue exercising after treatment should be considered a meaningful outcome. 

Adherence is not merely an implementation issue; it is part of rehabilitation effectiveness. 

Improving the evidence base 

Future trials should report intervention dose, progression, therapist training, supervision, 

adherence, and safety in sufficient detail for replication. TIDieR and CERT provide useful 

reporting frameworks [16,17]. Studies should also account for expectation, therapeutic alliance, 

social interaction, novelty, and attention, particularly in engaging group programs. Measures such 

as the Credibility/Expectancy Questionnaire and therapeutic-alliance scales may help. Active 

social or exercise controls are preferable to usual care or wait-list controls when feasible. External 

validation is also needed. Results from specialized centers with motivated participants and 

experienced therapists may not translate directly to routine clinics, community facilities, rural 

areas, or resource-limited health systems. Finally, the proposed framework should be treated as 

hypothesis-generating. It can be piloted, refined through patient and clinician feedback, and tested 

prospectively. Its value should be judged not only by short-term motor improvement, but also by 

adherence, participation, quality of life, and patient-centered outcomes. 

Conclusion 

There may never be one “best” exercise for Parkinson’s disease. The more useful goal is to identify 

the right intervention for the right patient at the right time. Rehabilitation should begin with the 

person’s dominant impairments and goals, use intensive treatment when appropriate, and then 

emphasize activities that can realistically continue in daily life. Specialized programs remain 

valuable, but their success should not be judged only by what happens during an 8- or 12-week 

intervention. It should also be judged by what remains afterward: better function, greater 

confidence, continued activity, and a plan the patient can make part of life. 
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