Talk by Prof Holman, 22-7-12 

Professor Holman is a rheumatologist from the University of Washington and practices in Seattle. 

His speciality topics are the role of Dopamine in Fibromyalgia, Hypermobility syndromes and the Autonomic Nervous System (ANS) and immunology. 

He gave a history of the medical recognition of fibromyalgia (FM). In the early part of the 20th Century it was recognised as a disease but it was taken over by psychiatric departments in the mid 20th Century, and its importance as a disease diminished as the medical profession related it to depression and stress. The next important move was by Moldofsky in 1975, who studied sleep patterns and called it ‘non restorative sleep syndrome’. FM was finally classified as a disease in USA in 1990, and new improved diagnostic criteria were established in 2010. 

Dr. Holman put up a list of things and asked who in the room found these issues relevant for them, including hypermobility, difficulties in using hairdressers sink, dentist’s chair pain, poor balance, and a lot of people in the room answered positively to these items. 

Dr. Holman outlined some of the statistics of the incidence of FM in the population, and related diseases. He outlined the general diagnostic tools used to diagnose FM, the clinical signs, and medical history of patients with the disease that lead to diagnosis. This included some lab tests where it was shown that pain thresholds of fibromites were lower than non-fibromites, which could be demonstrated with brain scans. He also talked about sleep studies research with ‘normal’ people deprived of stage 4 sleep. Although most sleep-deprived people developed symptoms of FM, this was not so with one group, which was trained athletes. Differences were noted when patients were aroused in different ways, for example, whether they were aroused by shaking or auditory alarms, the shaking did not produce the fibro-sleep-effect. 

He described some associated studies in fragmented sleep patterns, including Martinez-Lavin in 1966-71, H.Cohen in 2001, and S.R.Raj in 2000 that had thrown more light on the sleep problems of fibromites. Conclusions from these studies indicated that FM is associated with dysautonomia. (Dysautonomia is defined as: Any abnormality of the functions of the autonomic nervous system. These include control of blood pressure, heart rate and rhythm, swallowing, gastric and bowel motility, bladder function and many others. These are generally functions over which we have little or only partial voluntary control.) 

Prof Holman said that the ANS is the most powerful system in the body because it controls all automatic functions, such as controlling respiration and heart rate, so it has to be autonomous and as such it cannot be controlled. These studies show that fibromyalgia is associated with dysfunction of that system, and it affects everywhere in the body. He stated that many fibromites before they had the disease had hypermobility, not only flexible joints but most also had high work rates, persons with hypermobility are extremely conscious and dependable workers. Hypermobility can lead to autonomic dysregulation. 

Autonomic dysregulation is associated with: 

* Cardiovascular – palpatations, unexplained chest pain. 
* GI tract – Irritable Bowel (IBS), Gasto-oesophogeal reflux disease (GERD). 

* Thermoregulation – irregularities in temperature. 

* Urological – irritable bladder. 

* Neurological – Restless Leg Syndrome (RLS) and bruxism (teeth grinding). 

* Psychiatric – Post Traumatic Stress Disorder (PTSD) anxiety and panic, bipolar disorder. 

He said fibromyalgia is: 

* A process 

* It’s not a yes or no situation like being pregnant. 

* FM is the endpoint of this process, when even normal skin becomes tender. 

* The same concept applies to many other diseases, for example, hypertension (raised blood pressure), cancer, and chronic heart failure. 

Challenges to the treatment strategies: 

* Do you treat from the outside in or from the inside out? (ie, do you treat the symptoms or try to treat the cause). 

* Repair of sleep. Challenges include inadequate medications – only one drug Xyrem restores state 4 sleep but currently it is not available. 

* Repair of the ANS – Challenges – it is a new frontier with many barriers. Barriers: The ANS acts automatically and is the most powerful system in the whole body. 

The first problem = adequate diagnosis. 

Obstacles to good diagnosis: 

* Medical training – we are only as good as our trainer. 

* Training lacks outcomes. 

* Confusion concerning what FM is, and what it is not. 

* There is a controversy about the significance of tender points as a diagnostic tool. 

Cervical Cord Compression. 

1. In animal studies, touching the cervical cord causes potent autonomic arousal (Karlsson AK) 

2. Cervical trauma is common in FM patients (Staud R). 

3. Reduction of cervical compression in patients with FM reduces FM symptoms (Heffez D.S et al) 

Positional Cervical Cord Compression (PC3) 

Dr. Holman reviewed patients in one rheumatology clinic and segregated the diagnosis: 

* CTD (I think this means connective tissue disease) without FM. 

* FM 

* Unexplained chronic widespread pain (CWP) 

He then explained that he developed a new MRI scan to look at the cervical cord. All of these people had a normal MRI of the cervical cord when taken in the usual straight position. But the results of scans taken after moving the neck into flexed and particularly extensor positions were dramatic. 

The persons with abnormal MRI with the neck bent were as follows: 

(Please note, my notes are not brilliant in the statistics that follow, but I think this is what I meant to write, but there might be a mistake, sorry, but it gives you an idea, a document is going to be released in 3 weeks and this will be accurate. I think I found this part of the lecture so exciting that I didn’t write everything down properly!). 

Abnormal. 

CTD = 1 (3%) 

FM = 49 (92%) 

CWP = 20 (91%) 

Narrowing of the hole through which the spinal cord runs mostly occurred at levels in the neck called C45 and C56. 

This narrowing down to levels where the cord was visibly compressed was as follows: 

CTD = 0. 

FM = 71% or 35 persons. 

CWP = 85% or 17 persons. 

A flat cord was shown as follows: 

FM = 5 (9%) 

CWP = 5 (23%) 

There were some other abnormalities also discussed, chiari problems which are problems with the back of the brain entering the spinal canal, 2 people with FM had this problem. 

We saw some pictures of the MRI scans and the defect was clearly visible. Dr. Holman explained that the effect of this positional compression is for the cervical spine to be ‘stroked’ as we move our necks, and he believes this is the reason for the dysautonomia and the symptoms of FM. 

The clinic in Seattle has had success in treating persons with PC3. Treatment is as follows: 

1. Physical Therapy, this is a unique programme and a DVD is going to be sent to us. He described it as something like Alexander technique. 

2. Success of this programme depends on the degree of narrowing. 

3. Medication. The only medications used in Seattle are those that calm the spinal cord, these are benzodiazepines; they use Clonazepam and Lorazepam in low doses at night. He said that unlike Diazepam, they are not addictive. He said these were much more effective than drugs such as Gabapentin, which calm the ANS rather than the cord; benzodiazapines are far safer and with fewer side effects. 

4. Manipulation of the cervical spine. 

5. Surgery to fuse the cervical spine at levels C345. Only 15% of patients need surgery. 

The majority of patients with PC3 improve dramatically after treatment and are free of symptoms or have significantly reduced symptoms. 

Further studies have been done at OHSU in Toledo, Spain, and their findings corroborates with the Seattle findings. 

Dr. Holman said that persons with FM should only have flexion/extension MRI and not normal MRI. He said that his department will help any department that wants to do a MRI study, this help is essential as unless they do it properly they might not get the correct result. The cost is about 18% more than a normal MRI. 

www.pacificrheumatology.com
 http://PositionalCordCompression.com  (you can see the pictures for yourself!) 

