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Abstract: 

Ehlers-Danlos Syndrome (EDS) is a collection of connective tissue disorders characterized by skin 

hyperextensibility, joint hypermobility, and tissue fragility. Diagnosing EDS often requires a multidisciplinary 

approach, integrating expertise from various healthcare disciplines including dentistry, family medicine, nursing, 

radiology, and anesthesia. Family physicians play a crucial role in the initial recognition of symptoms and referral 

to specialists. A thorough patient history, physical examination, and laboratory testing, including genetic 

evaluations, are essential for accurate diagnosis. Dentists may identify oral manifestations such as periodontal 

disease or gingival hyperplasia, while radiologists can assist by detecting joint laxity or other related complications 

through imaging studies. The management of EDS involves a comprehensive care plan tailored to address both 

the physical and psychosocial needs of affected individuals. Nursing professionals are vital in patient education 

and ongoing support, helping patients navigate their condition and encouraging lifestyle modifications to prevent 

injury. Dental management may include preventative dental care and specialized treatment plans tailored to the 

unique challenges posed by EDS. Patients may also require anesthesia considerations during surgical procedures 

due to potential complications arising from vascular fragility. Regular follow-ups and collaboration among various 

healthcare providers ensure an integrative approach to care, maximizing quality of life and minimizing 

complications associated with EDS. 
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Introduction 

Ehlers-Danlos Syndrome (EDS) represents a 

heterogeneous group of heritable connective tissue 

disorders characterized by genetic defects in the 

synthesis, processing, or structure of collagen and 

associated proteins. This fundamental disruption 

leads to the cardinal clinical features of joint 

hypermobility, skin hyperextensibility, and tissue 

fragility [1]. The clinical presentation of EDS is 

extraordinarily diverse, extending far beyond these 

classic triad to potentially affect virtually every 

organ system, resulting in chronic pain, autonomic 
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dysfunction, gastrointestinal dysmotility, 

cardiovascular complications, and significant 

psychosocial burden [2]. The complexity and 

multisystem nature of EDS demand a paradigm shift 

from a siloed, specialist-focused approach to a 

robust, integrated, and interdisciplinary model of 

care. Effective management necessitates seamless 

collaboration between various medical specialties, 

each contributing a unique and essential perspective 

to the patient's holistic well-being.  

The historical perception of EDS as a rare and 

primarily benign condition has been profoundly 

challenged by growing evidence of its significant 

morbidity and impact on daily functioning. With the 

revised 2017 International Classification, thirteen 

distinct subtypes are recognized, with the 

hypermobile EDS (hEDS) being the most common, 

yet the one for which the genetic etiology remains 

largely unidentified [3]. This diagnostic complexity 

underscores the necessity of a meticulous clinical 

assessment as the cornerstone of diagnosis. The 

journey for a patient with EDS is often fraught with 

delays, misdiagnoses, and invalidation, leading to 

what is often termed the "diagnostic odyssey" [4]. 

An integrated care model, anchored by a 

knowledgeable primary care physician and 

supported by specialist input, is vital to navigate this 

challenging landscape, ensuring timely diagnosis, 

appropriate monitoring, and proactive management 

to prevent secondary complications and address the 

pervasive chronic pain and fatigue that dominate the 

clinical picture. 

The Integral Role of Family Medicine:  

The family medicine physician or general 

practitioner serves as the indispensable central hub 

in the lifelong care of an individual with Ehlers-

Danlos Syndrome. Acting as the first point of 

contact and the continuous thread through the 

patient’s healthcare journey, this role is one of 

diagnostician, coordinator, advocate, and primary 

manager. Given the systemic nature of EDS, patients 

often present with a perplexing array of seemingly 

unrelated symptoms spanning multiple organ 

systems. It is the family physician who must 

maintain a high index of suspicion, connect these 

disparate clinical dots, and initiate the diagnostic 

process. This involves a thorough personal and 

family history, with particular attention to details of 

joint instability, skin findings, surgical 

complications, and a family tree suggestive of 

autosomal dominant inheritance patterns common in 

many EDS subtypes [5]. 

A comprehensive physical examination is 

paramount. The family physician must be proficient 

in performing and interpreting the Beighton Score 

for generalized joint hypermobility, while 

understanding its limitations as a screening tool 

rather than a diagnostic criterion for hEDS [3]. 

Careful assessment of skin hyperextensibility, 

texture, and scarring, alongside evaluation for other 

systemic signs such as piezogenic papules, myopia, 

or mitral valve prolapse, forms part of this essential 

evaluation. Once a diagnosis is suspected or 

confirmed, the family physician’s role evolves into 

that of a care coordinator. They are responsible for 

making appropriate referrals to specialists—such as 

cardiologists for aortic root surveillance in vascular 

EDS (vEDS), gastroenterologists for dysmotility 

issues, or physiatrists for pain management—while 

synthesizing the information flowing back from 

these consultations into a unified management plan 

[6]. Crucially, they manage common comorbidities 

like postural orthostatic tachycardia syndrome 

(POTS), mast cell activation syndrome (MCAS), 

and chronic fatigue, often requiring a nuanced 

pharmacological approach that considers altered 

drug sensitivities and side effect profiles common in 

EDS [7]. 

Nursing and Patient-Centered Care:  

Nursing professionals, in all settings from primary 

care to specialty clinics and inpatient units, are 

fundamental to translating medical plans into 

practical, compassionate patient-centered care. For 

individuals with EDS, nurses are frontline advocates 

and educators. They play a critical role in patient 

education, empowering individuals and their 

families with the knowledge needed for daily self-

management. This education encompasses joint 

protection techniques, energy conservation 

strategies (pacing), appropriate exercise guidelines 

to strengthen muscles and stabilize joints without 

causing harm, wound care for fragile skin, and 

recognition of red-flag symptoms requiring urgent 

medical attention, such as those indicative of arterial 

or organ rupture in vEDS [8]. The nurse-patient 

relationship is often where the psychosocial impact 

of EDS is first fully acknowledged and addressed. 
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Nurses provide essential support for the chronic pain 

and fatigue that are nearly universal in EDS. They 

can teach and reinforce pain management techniques 

beyond medication, including mindfulness, 

cognitive-behavioral strategies, and the use of 

assistive devices. In the hospital setting, nursing 

staff must be acutely aware of the specific 

vulnerabilities of the EDS patient. This includes 

meticulous handling to prevent joint subluxation 

during patient transfers, using non-adhesive or 

silicone-based dressings for fragile skin, and 

employing extra padding on pressure points to 

prevent easy bruising and tissue injury [9]. 

Furthermore, nurses are often responsible for 

coordinating complex care plans, ensuring 

communication between different providers, and 

serving as a consistent point of contact for the 

patient, thereby reducing the fragmentation of care 

that so often plagues individuals with complex 

chronic conditions. 

Dental and Orofacial Considerations:  

The oral cavity is a mirror reflecting the systemic 

connective tissue fragility inherent in Ehlers-Danlos 

Syndrome, making dentistry a vital specialty in both 

diagnosis and management. Dentists and 

orthodontists are often among the first clinicians to 

observe signs suggestive of EDS, even before a 

formal medical diagnosis is made. Common 

orofacial manifestations include a high-arched 

palate, which can contribute to speech and breathing 

issues; early-onset and severe periodontitis due to 

compromised gingival collagen; increased mucosal 

fragility leading to easy tearing and bleeding; and 

poor wound healing following extractions or other 

surgical procedures [10]. Temporomandibular joint 

(TMJ) dysfunction is exceptionally prevalent, 

resulting from inherent ligamentous laxity, leading 

to chronic pain, joint subluxation or dislocation, 

headaches, and limitations in jaw movement [11]. 

Dental management of patients with EDS requires 

significant adaptations. Preventive care is 

paramount, with an emphasis on meticulous oral 

hygiene to combat aggressive periodontitis. During 

restorative procedures, great care must be taken to 

avoid excessive stretching of the mouth, which can 

strain the TMJ and tear fragile oral mucosa. 

Injections require a gentle technique, and sutures 

must be placed with minimal tension to prevent 

tearing through tissue. For those with significant 

TMJ instability, customized splints or occlusal 

guards are frequently necessary to provide joint 

stabilization and reduce muscle strain. Orthodontic 

treatment presents unique challenges, as teeth may 

move rapidly but also relapse quickly due to poor 

periodontal support; light forces and prolonged 

retention are typically required [12]. Collaboration 

between the dentist, orthodontist, and the patient’s 

medical team is essential to coordinate care, 

especially regarding bleeding risks or anesthesia 

considerations. 

Radiological Imaging:  

Radiology serves multiple crucial functions in the 

context of Ehlers-Danlos Syndrome, extending from 

diagnostic assistance to vital surveillance and 

procedural guidance. While EDS is primarily a 

clinical and genetic diagnosis, imaging plays a 

supportive role in identifying complications and 

characterizing the extent of involvement. Ultrasound 

can be used to assess for joint effusions, synovitis, 

and dynamic instability. Echocardiography is a non-

negotiable component of care for all EDS subtypes, 

but it is critically important for vascular EDS 

(vEDS) and other subtypes with known cardiac 

involvement. Regular echocardiograms are 

recommended to monitor aortic root diameter and 

valvular function, as progressive aortic root dilation 

is a life-threatening complication in vEDS and some 

cases of classical EDS [13]. 

Advanced cross-sectional imaging, including 

computed tomography (CT) and magnetic resonance 

angiography (MRA), is the gold standard for 

surveillance of the entire arterial tree in individuals 

with vEDS, as dissections and aneurysms can occur 

in medium-sized arteries throughout the body [14]. 

In the musculoskeletal realm, MRI is invaluable for 

identifying soft tissue injuries, occult subluxations, 

and early degenerative changes in joints burdened 

by chronic instability. Furthermore, radiologists and 

interventional radiologists are key players in 

minimally invasive procedures. Image-guided 

injections for pain management (e.g., into facet 

joints or around peripheral nerves) must be 

performed with extreme caution due to tissue 

fragility and altered anatomy. Fluoroscopy or 

ultrasound guidance is essential to ensure accurate 

needle placement and avoid vascular or organ injury 

in patients with potentially fragile vessels and 

tissues [15]. 
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Laboratory Testing and Genetic Diagnosis:  

Laboratory testing in Ehlers-Danlos Syndrome is 

targeted and specific, moving from biochemical 

analysis to confirmatory genetic testing. For certain 

subtypes, initial biochemical studies can be 

informative. For example, in the classical (cEDS) 

and vascular (vEDS) types, cultured skin fibroblasts 

can be analyzed for collagen protein secretion and 

electrophoretic mobility, which can identify 

abnormalities in type V or type III collagen 

processing, respectively [16]. However, this method 

has largely been supplanted by direct genetic testing, 

which is now the definitive diagnostic tool for all 

EDS subtypes except hypermobile EDS (hEDS). 

Next-generation sequencing panels allow for the 

simultaneous analysis of genes known to be 

associated with EDS and related connective tissue 

disorders. Identifying a pathogenic variant in genes 

such as *COL5A1/COL5A2* for 

cEDS, COL3A1 for vEDS, 

or *COL1A1/COL1A2* for some rarer forms 

provides a conclusive diagnosis, allows for accurate 

genetic counseling, and informs personalized 

management and surveillance plans [17]. For vEDS, 

the identification of a COL3A1mutation has 

profound implications, triggering aggressive 

cardiovascular monitoring and lifestyle 

modifications. It is critical to note that for hEDS, 

which is a clinical diagnosis, genetic testing is 

currently used primarily to rule out other EDS 

subtypes or similar conditions like Loeys-Dietz 

syndrome or Marfan syndrome. Beyond genetic 

tests, routine laboratory work may be used to 

monitor medication side effects or investigate 

comorbidities, such as complete blood counts for 

those on chronic analgesics or tilt-table testing to 

confirm POTS [18]. 

Anesthesia and Perioperative Management:  

The perioperative period represents a time of 

heightened risk for individuals with Ehlers-Danlos 

Syndrome, necessitating meticulous planning and 

communication between the patient, surgeon, 

anesthesiologist, and entire surgical team. The 

challenges are multifaceted, involving difficult 

airway management, tissue fragility, abnormal 

bleeding tendencies, unpredictable responses to 

medications, and profound issues with pain control 

and postoperative healing. A comprehensive pre-

anesthetic assessment is vital, ideally conducted 

well in advance of elective surgery. This should 

include a detailed review of the EDS subtype, prior 

anesthetic history, any history of difficult intubation, 

cervical spine instability, autonomic dysfunction 

(POTS), and bleeding tendencies [19]. 

Airway management requires extreme care due to 

potential temporomandibular joint dislocation, 

cervical spine instability (particularly in hEDS), and 

fragile oropharyngeal tissues that can tear easily. 

The use of video laryngoscopy and avoidance of 

excessive neck extension are often recommended. 

Regional anesthesia, while attractive for 

postoperative pain control, carries risks of nerve 

injury, hematoma, and technical difficulty due to 

abnormal tissue planes and possibly fragile epidural 

veins [20]. Pharmacologically, patients with EDS 

may exhibit atypical responses to both local and 

general anesthetics, sometimes requiring higher 

doses for effect or experiencing prolonged duration. 

There is also a noted propensity for postoperative 

nausea and vomiting. Intraoperatively, gentle tissue 

handling is imperative; surgeons must use fine 

sutures, place them with minimal tension, and 

consider longer periods of wound support. 

Postoperatively, pain management is complex, often 

requiring multimodal approaches, and mobilization 

must be balanced with the risk of joint subluxation 

[21]. 

Integrated Care Coordination:  

The ultimate success in managing Ehlers-Danlos 

Syndrome lies not in the expertise of any single 

specialty but in the deliberate and effective 

integration of all these disciplines into a coherent, 

patient-focused care model. This integrated 

approach requires formal and informal systems of 

communication. A dedicated care coordinator, often 

a nurse practitioner, physician assistant, or social 

worker with expertise in complex chronic 

conditions, can be invaluable. This individual helps 

to schedule appointments, ensure specialists’ reports 

are communicated to the primary care physician, 

assist with insurance authorizations, and serve as a 

primary point of contact for the patient [22]. The use 

of shared electronic health records (EHRs) where all 

providers can view a unified problem list, 

medication record, and care plan is another critical 

component. 

Regular interdisciplinary team meetings, either in 

person or virtually, where the family physician, 
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relevant specialists, physical therapist, mental health 

professional, and the patient (or their advocate) can 

discuss goals and strategies, represent the gold 

standard in complex care. This model helps to avoid 

contradictory advice, reduces unnecessary tests, and 

ensures that all aspects of the patient’s health—

physical, psychological, and social—are being 

addressed concurrently. For example, a decision 

about a surgical intervention for joint instability 

would involve input from orthopedics, anesthesia, 

cardiology (if indicated), physical therapy for pre-

habilitation, and pain management to plan the 

postoperative regimen [23]. This collaborative 

framework empowers the patient, making them an 

active partner in their care rather than a passive 

recipient of fragmented services. 

Psychosocial and Quality of Life Considerations 

The impact of Ehlers-Danlos Syndrome extends far 

beyond the physical symptoms, profoundly affecting 

mental health, social functioning, and overall quality 

of life. Chronic, often debilitating pain, constant 

fatigue, the unpredictability of symptoms, and the 

invisibility of the condition to others can lead to 

social isolation, loss of employment, financial strain, 

and significant psychological distress. Anxiety and 

depression are highly prevalent comorbidities [24]. 

Furthermore, many patients endure years of having 

their symptoms dismissed or mislabeled as 

psychosomatic, leading to medical trauma and a 

deep-seated distrust of the healthcare system. 

Therefore, integrating mental health support into the 

standard care model is not optional; it is essential. 

Psychologists or psychiatrists skilled in chronic 

illness management can provide cognitive-

behavioral therapy (CBT) to help patients develop 

coping strategies for pain and fatigue, address 

catastrophic thinking, and manage the grief 

associated with loss of function [25]. Occupational 

therapists are instrumental in helping patients adapt 

their daily activities and work environments to 

conserve energy and protect joints. Social workers 

can assist with navigating disability benefits, 

accessing community resources, and addressing 

family dynamics. Support groups, both in-person 

and online, provide a vital sense of community and 

validation, reducing feelings of isolation. 

Addressing these psychosocial dimensions is a 

critical determinant of successful long-term 

management and improved quality of life for 

individuals and their families [26]. 

Conclusion 

Ehlers-Danlos Syndrome is a paradigm of complex, 

multisystem chronic illness that defies management 

within the confines of traditional, specialty-bound 

medicine. Its diagnosis and effective management 

mandate a revolutionary, integrated approach that 

leverages the distinct yet interconnected expertise of 

dentistry, family medicine, nursing, radiology, 

laboratory science, anesthesia, and mental health 

professionals. From the family physician who 

orchestrates the overall care plan, to the dentist who 

manages fragile oral tissues, to the radiologist who 

monitors for silent arterial threats, to the 

anesthesiologist who navigates a high-risk surgery, 

each discipline holds a piece of the puzzle. The 

nursing and patient care coordination roles provide 

the essential glue that binds these pieces together, 

ensuring continuity, education, and advocacy. 

The path forward requires healthcare systems to 

foster and financially support interdisciplinary 

clinics and collaborative networks dedicated to 

connective tissue disorders. It demands ongoing 

education for all healthcare providers about the 

realities of EDS, moving it from the realm of 

medical curiosity to a well-understood clinical 

entity. Continued research, particularly into the 

genetic basis of hypermobile EDS and the 

development of targeted therapies, is urgently 

needed. Until then, a compassionate, coordinated, 

and integrated care model remains the most 

powerful tool to diagnose EDS accurately, prevent 

its devastating complications, manage its chronic 

burdens, and ultimately, restore dignity and quality 

of life to those living with this challenging 

condition. The integration of care is not merely a 

best practice; for individuals with Ehlers-Danlos 

Syndrome, it is a fundamental necessity for safe and 

effective healthcare. 

References: 

1. Henderson FC Sr, Austin C, Benzel E, 

Bolognese P, Ellenbogen R, Francomano CA, 

Ireton C, Klinge P, Koby M, Long D, Patel S, 

Singman EL, Voermans NC. Neurological and 

spinal manifestations of the Ehlers-Danlos 

syndromes. Am J Med Genet C Semin Med 

Genet. 2017;175:195-211. 



Letters in High Energy Physics 
ISSN: 2632-2714 

Volume 2024 

 
 

8139 

2. Shepertycky MR, Banno K, Kryger MH. 

Differences between men and women in the 

clinical presentation of patients diagnosed with 

obstructive sleep apnea syndrome. Sleep. 

2005;28:309-14. 

3. Beighton P, Solomon L, Soskolne CL. 

Articular mobility in an African population. 

Ann Rheum Dis. 1973;32:413-8. 

4. Lam C, Amarasinghe G, Zarate-Lopez N, 

Fikree A, Byrne P, Kiani-Alikhan S, Gabe S, 

Paine P. Gastrointestinal symptoms and 

nutritional issues in patients with 

hypermobility disorders: assessment, diagnosis 

and management. Frontline Gastroenterol. 

2022;14:68-77. 

5. Demes JS, McNair B, Taylor MRG. Use of 

complementary therapies for chronic pain 

management in patients with reported Ehlers-

Danlos syndrome or hypermobility spectrum 

disorders. Am J Med Genet A. 2020;182:2611-

23. 

6. Hamonet C, Ducret L, Marie-Tanay C, Brock 

I. Dystonia in the joint hypermobility 

syndrome a.k.a. Ehlers-Danlos syndrome 

hypermobility type. SOJ Neurol. 2016;3:1-3. 

7. Lepperdinger U, Zschocke J, Kapferer-

Seebacher I. Oral manifestations of Ehlers-

Danlos syndromes. Am J Med Genet C Semin 

Med Genet. 2021;187:520-6. 

8. Blackburn PR, Xu Z, Tumelty KE, Zhao RW, 

Monis WJ, Harris KG, Gass JM, Cousin MA, 

Boczek NJ, Mitkov MV, Cappel MA, 

Francomano CA, Parisi JE, Klee EW, Faqeih 

E, Alkuraya FS, Layne MD, McDonnell NB, 

Atwal PS. Bi-allelic alterations in AEBP1 lead 

to defective collagen assembly and connective 

tissue structure resulting in a variant of Ehlers-

Danlos syndrome. Am J Hum Genet. 

2018;102:696-705. 

9. Thwaites PA, Gibson PR, Burgell RE. 

Hypermobile Ehlers-Danlos syndrome and 

disorders of the gastrointestinal tract: what the 

gastroenterologist needs to know. J 

Gastroenterol Hepatol. 2022;37:1693-709. 

10. Henderson FC Sr, Austin C, Benzel E, 

Bolognese P, Ellenbogen R, Francomano CA, 

Ireton C, Klinge P, Koby M, Long D, Patel S, 

Singman EL, Voermans NC. Neurological and 

spinal manifestations of the Ehlers-Danlos 

syndromes. Am J Med Genet C Semin Med 

Genet. 2017;175:195-211. 

11. Pezaro S, Pearce G, Reinhold E. A clinical 

update on hypermobile Ehlers-Danlos 

syndrome during pregnancy, birth and beyond. 

Br J Midwifery. 2021;29:492-500. 

12. Jesudas R, Chaudhury A, Laukaitis CM. An 

update on the new classification of Ehlers-

Danlos syndrome and review of the causes of 

bleeding in this population. Haemophilia. 

2019;25:558-66. 

13. Castori M, Hakim A. Contemporary approach 

to joint hypermobility and related disorders. 

Curr Opin Pediatr. 2017;29:640-9. 

14. Fairweather D, Bruno KA, Darakjian AA, 

Bruce BK, Gehin JM, Kotha A, Jain A, Peng 

Z, Hodge DO, Rozen TD, Munipalli B, Rivera 

FA, Malavet PA, Knight DRT. High overlap in 

patients diagnosed with hypermobile Ehlers-

Danlos syndrome or hypermobile spectrum 

disorders with fibromyalgia and 40 self-

reported symptoms and comorbidities. Front 

Med (Lausanne). 2023;10:1096180. 

15. Hugon-Rodin J, Lebègue G, Becourt S, 

Hamonet C, Gompel A. Gynecologic 

symptoms and the influence on reproductive 

life in 386 women with hypermobility type 

Ehlers-Danlos syndrome: a cohort study. 

Orphanet J Rare Dis. 2016;11:124. 

16. Homere A, Bolia IK, Juhan T, Weber AE, 

Hatch GF. Surgical management of shoulder 

and knee instability in patients with Ehlers-

Danlos syndrome: joint hypermobility 

syndrome. Clin Orthop Surg. 2020;12:279-85. 

17. Baeza-Velasco C. Neurodevelopmental 

atypisms in the context of joint hypermobility, 

hypermobility spectrum disorders, and Ehlers-

Danlos syndromes. Am J Med Genet C Semin 

Med Genet. 2021;187:491-9. 

18. Grahame R, Hakim AJ. Arachnodactyly--a key 

to diagnosing heritable disorders of connective 

tissue. Nat Rev Rheumatol. 2013;9:358-64. 

19. Beighton P, De Paepe A, Steinmann B, 

Tsipouras P, Wenstrup RJ. Ehlers-Danlos 

syndromes: revised nosology, Villefranche, 



Letters in High Energy Physics 
ISSN: 2632-2714 

Volume 2024 

 
 

8140 

1997. Ehlers-Danlos National Foundation 

(USA) and Ehlers-Danlos Support Group 

(UK). Am J Med Genet. 1998; 77:31-7. 

20. Levine NA, Rigby BR. Thoracic outlet 

syndrome: biomechanical and exercise 

considerations. Healthcare (Basel). 2018;6:68. 

21. Sandmann W, Scholbach T, Verginis K. 

Surgical treatment of abdominal compression 

syndromes: the significance of hypermobility-

related disorders. Am J Med Genet C Semin 

Med Genet. 2021;187:570-8. 

22. Bulbena A, Baeza-Velasco C, Bulbena-Cabré 

A, Pailhez G, Critchley H, Chopra P, 

Mallorquí-Bagué N, Frank C, Porges S. 

Psychiatric and psychological aspects in the 

Ehlers-Danlos syndromes. Am J Med Genet C 

Semin Med Genet. 2017;175:237-45. 

23. Gaisl T, Giunta C, Bratton DJ, Sutherland K, 

Schlatzer C, Sievi N, Franzen D, Cistulli PA, 

Rohrbach M, Kohler M. Obstructive sleep 

apnoea and quality of life in Ehlers-Danlos 

syndrome: a parallel cohort study. Thorax. 

2017;72:729-35. 

24. Huang SJ, Amendola LM, Sternen DL. 

Variation among DNA banking consent forms: 

points for clinicians to bank on. J Community 

Genet. 2022;13:389-97. 

25. Chopra P, Tinkle B, Hamonet C, Brock I, 

Gompel A, Bulbena A, Francomano C. Pain 

management in the Ehlers-Danlos syndromes. 

Am J Med Genet C Semin Med Genet. 

2017;175:212-9. 

26. Burling F. Comparison of tetradecyl sulfate 

versus polidocanol injections for stabilisation 

of joints that regularly dislocate in an Ehlers-

Danlos population. BMJ Open Sport Exerc 

Med. 2019;5:e000481. 

 


