Parkinson’s UK, Edinburgh Branch

Note of Meeting of Edinburgh Research Interest Group,   Saturday, April 27,  2019, 10.30-12.30.
This was the first meeting of ERIG chaired by Professor David Melton, who has now taken over from Professor Ken Bowler, who has done so much to stimulate interest in Parkinson’s research in Edinburgh and beyond since he and Patrick Mark first set up our group back in 2011.  Hosted as usual by Tilo Kunath and his team at the Scottish Centre for Regenerative Medicine, an audience of 35 people had been attracted to hear Dr David Breen’s talk, which had been advertised with the intriguing title, Six myths about Parkinson’s Disease (and why they are wrong).   In his opening comments, however, Dr Breen told us that he had now decided six would be far too few, before embarking on a wide ranging discussion of 17 different myths. This made for an extremely lively session, with lots of questions from the floor, because amongst all these myths, there was something of interest to everyone. Slides from his talk will be available on the website: in this brief report, we simply list the myths he identified and, where possible, why he rejected them. 
Myth 1: PD only affects older people.  Although the mean age at inception is in the late 60s, the needs of younger PWPs are very important, and they respond differently to treatment.
Myth 2: PD presents with movement symptoms.  Here, Dr Breen highlighted the importance of REM sleep behaviour disorder (RBD) as an early marker of Parkinson’s.
Myth 3: There is no value in brain imaging.  Rejecting this, he argued that, though MRI cannot diagnose PD, it can point to alternative diagnoses, and is valuable for monitoring changes in the brain over time.
Myth 4: DaT scan has replaced clinical acumen anyway.  Although sometimes useful, DaT scans cannot, for example, distinguish idiopathic PD from atypical parkinsonian syndromes.
Myth 5: Levodopa only works for 5 years.  This disproven myth could lead to fear of starting Levodopa too early, in case the effects wear off.  
Myth 6: All dyskinesias are caused by too much medication.  Refuting this myth involved discussion of Apomorphia injections and Duodopa, fed into the gut.
Myth 7: Sinemet 10/100 is a lower dose that Sinemet 25/100.  Both contain 100mg of levodopa. There is no difference in the levodopa dosage between Madopar and Sinemet.
Myth 8: Levodopa should be taken with food.  On the contrary, it should be taken 30 minutes before or 60 minutes after. 
Myth 9: MAO-B inhibitors can never be prescribed with SSRIs.  Dr Breen cited research evidence that this, and the following two statements about medication, are in fact myths.  
Myth 10: Taking MAO-B inhibitor increases risk of cheese reaction.
Myth 11: Rasagiline slows disease progression.  
Myth 12: There is nothing else that patients can do to influence their disease.  As we all know, there is a great deal that PWPs can do to influence their disease, especially through appropriate exercise regimes.
Myth 13: There are no effective treatments for gait freezing.  Refuting this myth, he cited alterations to levodopa dosage, as well as many physiotherapy and occupational therapy interventions which help.  Spinal cord stimulation may help in future, but so far has only been effective on a very small sample of five patients.
Myth 14: Deep Brain Stimulation is always the last resort

Myth 15: DBS should be given for symptoms that do not respond to levodopa. DBS may improve impaired quality of life, but biological age and other factors such as balance may make it inappropriate.
Myth 16: Never give antipsychotics in PD.  In fact, some drugs such as quetiapine may be used to treat hallucinations and delusions.
Myth 17: There are never going to be any new PD therapies.  He ended on an optimistic note, citing progress towards alpha-synuclein vaccines and the possibilities of drug repurposing, including Exenatide.
After the talk, most of the audience stayed on to enjoy a sandwich lunch and further opportunities to discuss the myths and ask questions of Dr Breen, to whom we are very grateful indeed for a lively and interesting meeting.
