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 The spectrum of rare, genetic, altered collagen syndromes 
(i.e. Marfan’s) has particularly garnered the attention of 
rheumatologists and cardiologists. In gastroenterology, Ehlers-
Danlos syndromes have major significance – particularly the more 
common joint hypermobility form of Ehlers-Danlos syndrome 
(hEDS), which has multiple effects on digestive anatomy and 
physiology. Common examples are hiatal and abdominal/
pelvic hernias; gastric, small bowel, colonic or rectal prolapse; 
intussusception; and weakness of the lower esophageal sphincter 
and ileocecal valve. Digestive symptoms commonly associated 
with hEDS include dysphagia, gastro-esophageal reflux, dyspepsia, 
irritable bowel syndrome, recurrent abdominal pain and either 
constipation or diarrhea.1 The screening for hEDS begins with the 
Beighton score – an easy 3 minute in-office joint flexibility test. See 
https://www.ehlers-danlos.com/assessing-joint-hypermobility/ 
for details. I do a Beighton score on every new patient. A positive 
score is 5 or more hypermobile joints for those ages 10-59, and 4 
or more for those over age 60. To open the discussion with adults, 
you may ask about a history of being able to perform “the splits” 
or other “double-jointed” activities when younger.
 hEDS may also have psychological manifestations. Examples 
of these emotional states include depression, anxiety,2 low self-
confidence, hopelessness,3 and negative thoughts. A recent 
paper points to a possible connection between attention deficit 
hyperactivity disorder and hEDS.4 Sleep quality is frequently poor 
and leads to fatigue in this population.5 In addition, women with 
hEDS are much more prone to balance issues and falls.6 Chronic 
pain and its effect on stress hormones and the HPA axis may be 
a major factor in the mood disorders of hEDS. Because most 
physicians neglect to screen for hypermobility syndrome, they do 
not know that some of their patients have it. Patients may feel 
misunderstood, marginalized and that their real concerns are not 
taken seriously by the healthcare practitioners.2

 When I know that the patient has hEDS it affects my 
management and treatment in several ways. First, I will make 
sure to screen them for hiatal hernia and hiatal hernia syndrome 
(for more detail see chapter 12 of my textbook – second edition) 
and ileocecal valve syndrome (for more detail see chapter 15 

of my second edition). It tempers my expectations for results of 
treatment since hEDS presents key structural changes (“floppy” 
collagen). This not only creates instability of joints but also laxity 
of sphincters, the omentum, ligaments, and tendons, which often 
creates a life-long tendency for GI issues. I may review imaging 
reports to check for prolapse and tortuosity of the intestines.
 The presence of hEDS will inform my recommendations for 
bodywork personally and by other practitioners the patient may 
visit. Spinal manipulation using force (grade 5) should generally be 
reserved for rare situations. Myofascial work should also involve 
less force and shorter duration. Musculoskeletal techniques that 
preserve and enhance stability of joints, such as prolotherapy, 
platelet-rich plasma (PRP) injections, and toning exercises should 
be first choices.
 It will also remind me to include nutritional treatments that 
have the potential to support collagen. These include vitamin 
C, bone broth, collagen extracts, and methylsulfonylmethane, 
although formal nutrition research is speculative.1,7,8 
 Along with my colleagues, I suspect that the lack of joint 
integrity in the cervical spine becomes a strong risk factor for 
traumatic brain injury. Perhaps even the slightest whiplash 
(shaking the brain) may become a source of significant neuronal 
reorganization or degeneration.9 
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