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Introduction (00:05): So, if you've got migraine, plus you've got neck pain, plus you've got low 
back pain, then I think what it does is it sensitizes the entire pain system to pain. And then in 
addition, neck pain is extremely common in patients with EDS, and that tends to be a big trigger 
for migraines, as well. So, I think that might be one of the main reasons why EDS and migraine 
are so interconnected. 

Kellie Pokrifka (00:31): Can you bend your thumb back and touch your forearm? Do you 
consider yourself double-jointed? You just may be hypermobile. In this interview, we'll uncover 
how this relates to Ehlers-Danlos syndrome, other connective tissue disorders, and migraine 
disease. How could something so seemingly unrelated affect your migraine? These conditions 
are underdiagnosed, and few doctors know to look for them but they may just be playing a role 
in your migraine attacks. To teach us more about hypermobility, Ehlers-Danlos syndrome, and 
their role in migraine is Dr. Vince Martin. Dr. Martin, welcome back to the Migraine World 
Summit. 

Dr. Martin (01:07): My pleasure to be here. 

Kellie Pokrifka (01:09): All right, so tell us: What is Ehlers-Danlos syndrome, or EDS? 

Dr. Martin (01:14): EDS is a disease of what we call "connective tissue." Connective tissue makes 
up both tendons and ligaments. Tendons connect a muscle to a bone, and ligaments connect 
two bones together. When you have EDS, the connective tissue makes the tendon or ligament 
more lax — so it's more likely to basically pull and stretch than in a normal person, and that 
leads to a variety of different conditions that can occur with this disorder. 

Kellie Pokrifka (01:43): So, what are some of the most common symptoms of EDS? 

Dr. Martin (01:47): What's interesting is when you have these hyperdistensible, hyperelastic 
tendons and ligaments, what it does is it creates a lot of different pain syndromes. So, the most 
common symptom that patients will have is joint pain because the ligaments between joints and 
some of the tendons are so lax that there's movement in the joints, and it can cause joint pain. If 
it's your discs in your neck, there actually are different ligaments between the vertebrae — 
which are the bones in the spine — and therefore discs can herniate more likely, which can 
cause pain. And then there's a variety of other conditions — ankle sprains are more common; 
tearing of the cartilage in your knee is more common. So, what happens is that when you have 
these hyperdistensible ligaments and tendons, you're just prone to pain; that's probably the 
main symptom that patients have. And one of the pains is migraine. 

Kellie Pokrifka (02:48): So how could this possibly relate to migraine? What is the connection 
here? 

Dr. Martin (02:54): Well, we did a study back in 2013 where we looked at EDS and found that if 
a patient had EDS, they were three times more likely to have migraine. And if they did have 
migraine, they were about three to four times more likely to be disabled from their migraines. 
They were also much more likely to have more severe headaches as well, and more frequent 
headaches. So, what it does is — if you have the migraine predisposition and then you have the 
EDS on top of it — then the headaches are just much worse. There are a lot of studies that 
suggest that migraine is more common in patients with EDS. 
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Kellie Pokrifka (03:36): So, in that study with the disability scores, do we have any idea why they 
are so much more difficult in patients with migraine? 

Dr. Martin (03:44): I think it's more disabling when they have EDS because they have a lot of 
other pain disorders. So, if you've got migraine, plus you've got neck pain, plus you've got low 
back pain, then I think what it does is it sensitizes the entire pain system to pain. And then in 
addition, neck pain is extremely common in patients with EDS, and that tends to be a big trigger 
for migraines as well. So, I think that might be one of the main reasons why EDS and migraine 
are so interconnected. 

Kellie Pokrifka (04:17): Is having EDS the same as being hypermobile or having double-
jointedness? 

Dr. Martin (04:24): Well, you can be double-jointed, but you may not necessarily have EDS — 
although most patients with EDS are double-jointed. You actually have to meet certain criteria, 
called the Beighton score, which assesses a level ... Actually, I'm hypermobile myself, so this is 
something that's very near and dear. So, you take your finger and you can actually push it all the 
way to the forearm. And then you can see that if the pinky extends, or you can stretch it more 
than 90 degrees, and then if your elbow hyperextends — and you can see mine does — and you 
can do the same thing with the knees, and then you can bend down and try to touch the floor 
with your knees straight — if you meet more than a certain number of those criteria of 
hyperflexibility, then you're hypermobile, but that doesn't necessarily mean that you have EDS. 
There are other criteria that need to be met as well. So, you can be hyperflexible or 
hypermobile, but you may not necessarily meet all the criteria for EDS. In fact, there's probably 
a spectrum, from people that have a little bit of hypermobility and double-jointedness to the full 
spectrum. 

Kellie Pokrifka (05:31): I actually also have that, so we are the perfect interview pair for this. So, 
what actually does it mean to be double-jointed? Is this an official medical term, or is this more 
of a slang term? 

Dr. Martin (05:43): "Double-jointed" is just slang. But the diagnosis of EDS, as I said before, 
requires very specific criteria to be met. 

Kellie Pokrifka (05:52): Are there any of those you know off the top of your head that you can 
list? 

Dr. Martin (05:56): Well, there are things such as a first-degree family member with a known 
diagnosis of EDS, as well as some other pain disorders; pain in multiple locations and so forth — 
what they call "chronic widespread pain" — is a criterion. There's a variety of different 
measurements they do with your wingspan and so forth to determine whether you have EDS, as 
well. So, it used to be a very simple diagnosis to make, but with the new criteria that came out 
in 2017, you almost have to be a geneticist to be able to diagnose EDS in most patients — at 
least the hypermobile form of EDS. 

Kellie Pokrifka (06:32): "The hypermobile form" — are there other forms of it? And what are 
some of the most common forms of EDS? 

Dr. Martin (06:39): Well, there's a variety of different forms of EDS. The most common one is 
the hypermobile form, which is the one that many patients that come into a headache clinic 
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would meet criteria for. But there's also a classical form where, in addition to the hypermobility 
criteria, they actually have very hyperextensible skin — in fact, you can often pick the skin up 
and it goes up to about here, you know, so the skin is very lax. 

Kellie Pokrifka (07:03): So as far as connective tissue disorders go, is it always EDS, or are there 
other types of that? 

Dr. Martin (07:09): No, it's not always EDS. There are many different things. EDS is just one 
cause of hyperdistensible and elastic joints and joint hypermobility. For example, another 
common one is Marfan syndrome — which maybe you've heard of — like athletes that are very 
tall, and they will be very hypermobile, but that's from an entirely different genetic mutation. 
There are a variety of other connective tissue disorders. Just because you're hypermobile does 
not mean you have EDS, necessarily. 

Kellie Pokrifka (07:40): So, if you thought you had EDS or a different connective tissue disorder, 
where would you even start for the diagnosis process? 

Dr. Martin (07:47): Well, first you need to go to see a doctor that knows something about it. 
And the most commonly used doctors or consulted doctors would be geneticists. They can 
definitely make a diagnosis of EDS. And then there are some cardiologists, and some 
rheumatologists and arthritis doctors have been versed on some of the criteria, as well. So those 
are probably the three groups of doctors that you might consider. 

Kellie Pokrifka (08:13): Why is so little known about this? 

Dr. Martin (08:16): You know, it's interesting — when I first went into medicine, EDS was 
thought to be a really, really rare diagnosis. And then probably about 2008, 2010, it started 
gaining notoriety, mostly amongst patients — I mean, a lot of times the doctors didn't know 
anything about it whatsoever. And then with some of the increased publicity and some of the 
new criteria for diagnosis, it's become fairly well accepted as a disorder that has many different 
manifestations, which we'll probably talk about later in this interview. 

Kellie Pokrifka (08:50): Is EDS more common in males or females? 

Dr. Martin (08:53): It's more common in women. It's about nine times more common in women 
than men. And there are reasons for that: probably the female hormones, like estrogen and 
progesterone, cause even more laxity of the tendons and ligaments, and predispose to 
development of the syndromes. 

Kellie Pokrifka (09:11): Migraine is also obviously a lot more common in females, and the 
hormone component leads to a lot of flares — so a lot of people have, for example, menstrual 
migraine. Do flares like this exist in EDS patients? 

Dr. Martin (09:25): Well, I don't think that the menstrual contribution is any more pronounced, 
necessarily, in patients with EDS than the general population. But both populations are 
susceptible to hormonal changes, and women can develop menstrual migraines, which are 
migraines that occur two days before to two days after the first day of menstrual bleeding. I 
think those are fairly equivalent between patients with and without EDS. 
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Kellie Pokrifka (09:51): So, is migraine a symptom of EDS or are they two separate conditions 
entirely? 

Dr. Martin (09:56): Certainly, migraine can be influenced and made more severe and disabling 
— as we talked about earlier — by EDS, but I wouldn't necessarily call it a separate symptom of 
EDS. 

Kellie Pokrifka (10:10): What about other common health conditions in the EDS population? 

Dr. Martin (10:15): Well, there's a variety of different things. In fact, I can kind of look at a 
patient ... you can kind of look at their body type and sometimes I'll pick up EDS. And then the 
other way I'll pick it up is often if people have had multiple orthopedic surgeries. So, if they've 
had, you know, torn cartilage in their knees, and they've had their kneecap dislocated or other 
joints dislocated — like their shoulder dislocated — or they've had shoulder surgery, or they've 
had a lot of surgeries on the discs in their neck or the discs in the lower back. I can basically pick 
all that stuff out. 

Dr. Martin (10:51): But the other conditions that are very common — a lot of psychiatric illness 
is more common, for example, like panic disorder — which is a condition where people's hearts 
race and they feel like the world is closing in — is 16 times more common in patients with EDS 
than the general population; so, 16 times is massive. Certainly, anxiety and depression are more 
common. Reflux, which is where they develop heartburn, is more common in patients with EDS. 
We talked about the herniated discs and the torn cartilage in the knees. A disorder called 
fibromyalgia, which is basically where there's pain all over the body, is very common in patients 
with EDS. And those are probably the common ones that occur in patients. And then arthritis, as 
we talked about, as well. So, people have a lot of joint pain that often end up seeing 
rheumatologists. 

Kellie Pokrifka (11:45): Is dysautonomia associated with both EDS and migraine? 

Dr. Martin (11:49): There are basically three diseases that kind of interrelate. One is EDS. 
Another one is dysautonomia. And there's a disorder called POTS syndrome: postural orthostatic 
tachycardia syndrome — so that's kind of a mouthful, but "POTS" is easier to remember for the 
public. And that's basically where, when you go from a lying to a standing position, your heart 
rate goes up by more than 30 beats per minute, but the blood pressure doesn't really change all 
that much. And you might think to yourself, "Wouldn't that be perceived as someone having 
panic disorder?" And that's probably true — a lot of times POTS may be producing something 
that people think is a panic disorder; maybe even psychiatrists think it's a panic disorder — but 
in reality, it's just POTS from the heart racing. And there's a variety of different treatments we 
can give for that. POTS is a form of what they call "dysautonomia." It's an abnormality of the 
autonomic nervous system, which is ... one part of it is the fight-or-flight nervous system. 

Dr. Martin (12:52): The other disease that is very common in patients with EDS is something 
called mast cell disease. Mast cell disease is something where patients have a situation where 
their mast cells, which are an inflammatory cell, just basically release their chemicals very 
readily. And people can develop certain symptoms — so they can get flushing; they can develop 
diarrhea; they can have what we call an "anaphylactic reaction," which are really serious 
reactions where they develop swelling of their mouth, tongue, throat; in some cases, they 
require an [epinephrine] shot; and they often have multiple drug intolerances. Both these 
disorders, if they occur in someone with EDS, can make migraine worse. So sometimes the POTS 
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syndrome can make migraine worse, in my experience. And certainly, the mast cell can do the 
same — can make it more frequent, more severe, and more disabling. 

Kellie Pokrifka (13:54): So, it sort of seems like if a patient has all of these, it sort of feels a little 
bit helpless — you know, we don't really know where to start. Do you have any suggestions on, 
like, what doctors should I see? How do I make sure that all my doctors are talking to one 
another? Where do I even begin to try to find a sense of recovery? 

Dr. Martin (14:13): It's a tough situation, because there's very few doctors that manage all these 
different disorders. So, you have to find the doctors in your area. Some geneticists might treat, 
say, POTS, and they might treat some other symptoms of EDS as well. 

Kellie Pokrifka (14:34): So, David from our community asked, "Do bladder issues come into play 
with EDS patients?" 

Dr. Martin (14:40): It's not common, but occasionally they can have some bladder symptoms — 
such as urgency, where they feel like they've got to urinate frequently, and in some cases, they 
can have some retention of urine. 

Kellie Pokrifka (14:51): All right, so we were talking about this one earlier, about the neck 
instability. How does that, along with TMJD — how do they come into play with EDS patients? 

Dr. Martin (15:01): Well, there is a disorder called craniocervical instability, where there are rare 
instances — I emphasize the word "rare," because I don't want to alarm people unnecessarily — 
but where the vertebrae, the two bones in the spine, can kind of slip on one another. And 
sometimes that can cause a variety of different symptoms; in a worst-case scenario, it can even 
compress the spinal cord. And so, there are rarely instances where that occurs. And then there 
also are problems with the facet joint. If you have two vertebrae — there's like a little joint 
between the two vertebrae. Sometimes that can become arthritic and cause pain in the neck as 
well. And those people have pain when they hyperextend the neck back — like that. And 
another thing is that EDS patients have a lot of mobility in the neck, so when you ask them to 
rotate the neck, it'll go really far over. That hypermobility in the neck can sometimes cause neck 
pain, as well. So, neck pain is extremely common in these people. The instability of the cervical 
spine is not very common but can rarely occur. 

Kellie Pokrifka (16:14): And how does this play into migraine? 

Dr. Martin (16:18): Well, the cervical spine and the nerves of the trigeminal nerve are 
interconnected. So, if you have a problem with the neck, that will often refer pain up into the 
head — particularly in the back of the head and also in the forehead. And certainly, herniated 
discs that are higher up in the cervical spine are thought also, potentially, to cause head pain ,as 
well. 

Dr. Martin (16:41): Then the other question you mentioned was this whole concept of TMJ. 
There's a TMJ joint, which is a temporomandibular joint, right here [gestures to jaw areas]. And 
what's interesting with EDS patients is that normally when you have TMJ, there's decreased 
mobility, like if you open your mouth — normally when somebody has TMJ, they can't open it 
up as wide. But in people that are hypermobile, they do the opposite. They open up too much. 
There are even rare instances where they can dislocate the TMJ joint as well. And it's not 
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uncommon, because of that hypermobility, that they develop arthritis in the TMJ joint. That may 
need to be treated in specific ways by a dentist and oral surgeons, in some instances. 

Kellie Pokrifka (17:26): Would that be a surgery kind of situation, or would that be more 
physical therapy and softer therapies? 

Dr. Martin (17:33): In most cases it's going to be physical therapy, but it's a different type of 
physical therapy. There are certain kinds of physical therapists that we refer to for EDS and TMJ 
caused by EDS — that's a little different physical therapy than if they have TMJ from just regular 
wear and tear of the TMJ joint. And the same thing would be true with the neck. So, if you refer 
somebody to a physical therapist, a lot of times, when you have a neck problem, they try to 
increase mobility in the neck. Well, in EDS, that's not what you want to do. There are different 
types of exercises that they would recommend. So, you have to find the physical therapist in 
your area that may have special expertise in EDS. 

Kellie Pokrifka (18:17): Can you talk a little bit more about that, about how you do not want to 
increase the mobility? 

Dr. Martin (18:23): Well, if your neck can go over roughly about 75 or 80 degrees — if that's 
causing your neck pain, and you're going to try to stretch it out to 90 degrees, then you're going 
to run into even more problems. You might actually make the tendons and ligaments and so 
forth that are getting stretched even more stretched by certain types of exercises; that might 
make things worse. 

Kellie Pokrifka (18:47): So, can either of these conditions — EDS or migraine — be cured? 

Dr. Martin (18:53): No. Neither can be cured. Both can be managed. Migraine has a variety of 
different therapies that we can try. I have a certain group of medications that I use in EDS 
patients. Particularly if they're intolerant to meds, I tend to choose the migraine meds that tend 
to have lower side effect profiles, because I know they're not going to tolerate them. I might be 
less inclined to use muscle relaxants in EDS patients because I don't want to make their laxity of 
tendons and ligaments more pronounced, as well. So there's a slightly different group of meds I 
use in EDS patients to treat my migraine patients than in the non-EDS patients. 

Kellie Pokrifka (19:36): Can you give us a few examples of those medications that tend to have 
less reactions? 

Dr. Martin (19:41): Sure. There's one called nortriptyline. Those are called tricyclic 
antidepressants, and there's two that we commonly use: one is called amitriptyline; another one 
is nortriptyline. Nortriptyline has a very favorable side effect profile and, generally speaking, can 
be tolerated by EDS patients. Another therapy that I use — at very low doses — is topiramate, 
but that has a lot of side effects. I start off with little pediatric doses, oftentimes, in my EDS 
patients, just to minimize side effects, particularly if they have mast cell disease and they have 
intolerance to medications. I use Botox if they have chronic migraine, which are 15 or more days 
of headache plus a diagnosis of migraine. I've used some of the monoclonal antibodies that have 
very low side effect profiles; those are shots given once a month to try to prevent migraines. So, 
one of the drugs, called a gepant; there's actually two of them — one is called rimegepant, 
another one called atogepant — [that] have been approved for preventive therapy. In fact, 
atogepant was approved in September of 2021 as a preventive medication for migraine. 
Rimegepant was approved in May of that year, as well. So, there are those therapies that have 
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very low side effect profiles that might be good alternatives as preventives for patients with EDS 
and migraine. 

Dr. Martin (21:07): And then in terms of the acute meds — the ones that you take just when you 
get a migraine attack — oftentimes you can use things like Imitrex or other meds in that 
category. Or, once again, there's a gepant called Nurtec and another one called Ubrelvy — or 
ubrogepant or rimegepant under other names — that can be used as acute meds that have very 
low side effect profiles. 

Kellie Pokrifka (21:32): So, are there any treatments that treat EDS as a whole, or is it mostly 
managing symptoms? 

Dr. Martin (21:39): When you've got these hyperdistensible tendons and ligaments, there's 
nothing that can be done to reverse that — but you have to treat each disorder differently. So, if 
you've got anxiety, there might be certain meds you use; if you've got reflux, there are certain 
meds you use; if you've got fibromyalgia, there are certain meds you use; if you've got migraine, 
there are certain meds you use. And there are certain procedures that might be done, as well. 
So, it just kind of depends on what disorders are associated with EDS in terms of what 
treatments are given, but there's no one therapy that can go in and correct all these tendons 
and ligaments that are just very flexible and distensible. 

Kellie Pokrifka (22:25): How does exercise interact with both migraine and EDS? 

Dr. Martin (22:30): Well, exercise is good. You probably don't want to be doing exercises that 
actually increase your flexibility as much. More isometric exercises, that kind of increase muscle 
tone without increasing flexibility, would probably be the way to go. And that's something a 
physical therapist who has expertise in EDS patients would be helpful with. 

Kellie Pokrifka (22:54): And why is exercise so intimidating for those of us living with the chronic 
pain of both EDS and migraine? 

Dr. Martin (23:01): Well, I think one reason why exercise can be intimidating is because it might 
cause joint pain. So, if you've got joints that kind of move more, you might find that you have 
more pain in your joints. You might be more likely to roll your ankle and sprain your ankle, you 
might be more likely to develop a knee injury — and I think that's one reason why a lot of 
athletes with EDS probably have more injuries than people that don't have EDS. 

Kellie Pokrifka (23:32): And what can be done to help mitigate these risks? 

Dr. Martin (23:36): Well, there are certain exercises that could be done, and those would be 
done by either a trainer or a physical therapist that is savvy to EDS and the way to treat these 
patients. 

Kellie Pokrifka (23:51): Is fatigue common in both of these conditions? 

Dr. Martin (23:54): Fatigue is common with EDS, in general; in fact, that's probably one of the 
most common symptoms. So, if you can imagine — if you've got pain in your joints, and in your 
neck, and in your back, and you've got fibromyalgia, and then you've got POTS syndrome, and 
you've got mast cell [disease] — I mean, you can imagine that these disorders take a toll on 
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people, and each one of those things can cause fatigue. So fatigue is a huge symptom in patients 
with EDS, and is really managed mostly by managing these disorders that can cause fatigue. 

Kellie Pokrifka (24:26): So, I'm sure this has to be individualized to the patient, but if an EDS 
patient who also had migraine came in to you and asked, "Do you have any exercise 
recommendations?" would there be any ones in particular you would be likely to recommend? 

Dr. Martin (24:41): I would have to defer that question to physical therapists that are in the 
field. I don't have one specific exercise that I recommend, per se, in people with EDS — although 
I have seen a lot of injuries with long-distance running, so I might consider avoiding something 
like that or exercises that are repetitive — the same exercise over and over and over again. So, 
you're going to want to cross-train — might do one group of exercises one day, and another 
group of exercises another day so that you don't wear out those joints where the injury may be 
more likely to occur. 

Kellie Pokrifka (25:23): So, all of these symptoms, and all of these common comorbidities, are 
really intimidating. Is it possible to live a good quality of life with EDS and migraine? 

Dr. Martin (25:34): Oh, there's no doubt about it. It's just a matter of, first, you need to have 
your diagnosis right. And then you've got to be able to diagnose all the other disorders 
associated with EDS. And then you have to find physicians or health care providers, and/or 
physical therapists, and/or other people in the field, like geneticists, that actually are 
knowledgeable and savvy in both the diagnosis and treatment of EDS. But, oh, absolutely — EDS 
is not a sentence to a poor-quality life. There are instances, if you've got more and more of 
these illnesses, that it becomes more of a challenge — but even so, I wouldn't leave people with 
the thought that there are not things that we can do for them, because there's a lot that can be 
done to treat EDS and the other disorders that occur with it. 

Kellie Pokrifka (26:23): And how can we find practitioners that actually know what they're 
talking about, who can actually provide us hope? Because we go into these consults and we may 
be dismissed by doctors — we may feel even worse than when we went in there. How can we 
prevent that, and screen them a little bit before we actually go in for the consult? Do you have 
any tips on this? 

Dr. Martin (26:43): Well, what's interesting is that many communities have these EDS groups, 
and they talk amongst themselves, and they say, "Well, this person knows EDS and this person 
doesn't," or, "I had a good experience with this person, a bad experience with that person." And 
that's really probably where your best source is — through word-of-mouth in your local 
community. Even as a physician, I don't really know — if I refer someone to, say, a 
gastroenterologist or someone else — whether they're really savvy with a lot of EDS issues. So 
I've just developed these referrals over the years in my area based on personal experience and 
what some of my patients have told me about their experiences with some physicians. 

Kellie Pokrifka (27:32): Back to the neck pain or the jaw pain — if we have both conditions, 
migraine and EDS, and we get a neck injury, do you have any ideas on how we should go about 
trying to rehab this to make sure that our migraine isn't exacerbated? 

Dr. Martin (27:48): Well, people who have neck pain ... there are certain medications we would 
put people on. I would commonly use something like nortriptyline, like we talked about. I might 
use another one called gabapentin at very low doses — because, as I said before, many patients 
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with EDS just don't tolerate higher doses. And then you have to send them to, as I said before, 
physical therapists who know how to rehab the neck in a person that's hypermobile, which is a 
different animal. So those are probably the things that I might consider in someone with a neck 
injury that has EDS. 

Kellie Pokrifka (28:24): So, Ehlers-Danlos syndrome and migraine are comorbidities, and if you 
have both, the other one tends to be a bit worse. Are there any other closing thoughts you have 
on these two conditions? 

Dr. Martin (28:39): Well, I think that you just need to look at the whole patient and realize that 
EDS can affect migraine; migraine can affect EDS; and a lot of the other pain disorders that 
patients have with EDS can affect migraine. You have to look at all this together. So, if you've got 
a lot of neck issues along with your migraines, you've got to address those — otherwise the 
migraines are not going to maximally improve. Likewise, if you've got TMJ and EDS and migraine, 
that might need to be addressed, as well. I think that even sleep disorders, such as obstructive 
sleep apnea, which we didn't talk about, are more common in patients with EDS and in some 
instances that might need to be treated. And what's interesting with that is that that can occur 
in people who aren't necessarily overweight, because the soft tissue in the back of the throat 
just tends to collapse down, and patients can snore — and insomnia can be a big trigger for 
migraine, too. So, basically, it's looking at the whole person and figuring out, all right, they've 
got migraines, they've got EDS — these are the pain conditions they may have, or even non-pain 
conditions that could moderate migraine — and then picking off each and every one of them to 
improve the care of migraine. And then using migraine preventive and acute medications 
appropriately in these people — knowing which ones to use, which we talked about earlier in 
this discussion. 

Kellie Pokrifka (30:10): Are there any resources you would like to share on either of these 
conditions? 

Dr. Martin (30:14): Well, there's an EDS association, too. I would say that they have a lot of 
resources on knowledge about EDS and probably medical papers, as well as even some referrals, 
as well. So, I would consult with various EDS organizations; they're a tremendous resource to 
patients. 

Kellie Pokrifka (30:36): Well, Dr. Martin, thank you so much for enlightening us on this topic. 
And thank you for being on the Migraine World Summit. 

Dr. Martin (30:42): It's my pleasure. 


