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PROC TOTO TEMA ?

1. diagnosticka oblast - diagndze se Casto nevéri — psychiatrie....
2. |éCebnd: obavy a nejistota z vykonu

3. urcité mnoiZstvi nemocnych (celosvétové nartstajicich) konci v ambulancich pro DPV ¢&i intestindlniho
selhani (data z UK)

4. urcité mnozstvi nemocnych je pak indikovano k DPV.....

A malokdo se tim zabyva systematicky..........

5. Zasadni roli - zobrazovaci metody.......a schopnost rozeznat vztah: nalez — pfiznak.......



UVOD

e Vaskularni abdominalni ( a pelvické) kompresni syndromy (Wilkieho syndrom,
Dunbarlv syndrom, Nutcracker syndrom, May-Thurner(v syndrom atd.) jsou
relativneé vzacné a casto nediagnostikované pro zcela nespecifické potize.

* Oligosymptomatické formy zustavaji dlouho nediagnostikované, ale v pripadé
plné manifestace, jsou velmi zavazné a mohou ohrozit nemocné i na zivote.

e V praxi je mnoho situaci, kdy se diagnoza zcela zpochybnuje a nemocni Casto
dostavaji psychiatrickou diagnozu, nebo jsou zarazeni do funkcnich poruch
GIT.



MOZNE KOMPRESE.....

lFraley's syndrome is a rare cause of obstruction of the collecting system. It results from an
extrinsic vascular compression of a calyceal infundibulum by a branch of the renal artery

IlPinch-off syndrome (POS) occurs when a long-term central venous catheter is compressed between
the clavicle and the first rib.

A Ovarian vein syndrome corresponds to ureteral compression by a dilated ovarian vein.

Popliteal artery entrapment syndrome (PAES) is a rare congenital vascular pathology caused by
the compression of the popliteal artery by adjacent muscle and tendinous structures

Jll\ascular compression of the vestibulocochlear (VIlith) nerve may cause constant or recurrent

positional vertigo, tinnitus, and/or hearing loss.




MOZNE KOMPRESE.....

Reversible gastroparesis: functional documentation of celiac axis compression syndrome and

postoperative improvement (2006 Am. Sur.) - symptomy gastroparézy i mezenterialni
ischemie

Mediastinal goiter as a cause of superior vena cava syndrome and tracheal compression

lliac vein compression syndrome is the phenomenon of nhonthrombotic iliac vein obstruction caused by compression
of left iliac vein between the right iliac artery and fifth lumbar vertebra.

Kompresi je dost......

We have observed a tendency to claim a psychosomatic explanation for the symptoms of CS in many patients with
hEDS and similar disorders without even considering CS. Am J Med Genet. 2021;1-9.
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SYNDROM HORNI MESENTERICKE TEPNY (SMAS)
Wilkie syndrom incidence 0,01-0,3%

Superior mesenteric artery (SMA) syndrome, also called Wilkie's syndrome or cast syndrome, is a rare disorder in which
acute angulation of the SMA causes compression of the third part of the duodenum between the SMA and the aorta,
leading to obstruction. SMA syndrome is an atypical cause of proximal intestinal obstruction, most frequently occurring in
young patients who have had an important weight loss.

Oka A et al. SMA syndrome

Table 1 Incidence of superior mesenteric artery syndrome in several populations

Population Incidence (%) Ref.

Acute general hospitals 0.001-0.0052 [18]
Chronic-care hospital 0.097 [18]
Hospital admissions 0.05-2.67 [12,27,28]
Upper gastrointestinal endoscopy 0.48 [29]
Post-scoliosis surgery + cast [19,30-34]
Spinal cord injury

Burn injury

Anorexia nervosa (admitted)

Functional dyspepsia




WILKIE SYNDROM INCIDENCE 0,01-0,3%/3:2/10-40 LET
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Obrdzek 6. Rtg vysetieni zaludku a duodena, duo-
denum je dilatované, v oblasti D3 je patrné ukonceni
kontrastni naplné, dalsi ¢ast duodena a jejunum se

nezobrazilo

Stomach

© FN Clomouc



https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4478323/

DIAGNOSTIKA SMAS JE ZALOZENA:

a) zobrazovaci metoda (CT CT-AG, MR, UZ)

b) na klinické symptomatologii bolesti a zvraceni ...aspirace....tézka
malnutrice

Ulevova poloha: levo-lateralni pokréené DK k hrudniku

c) potvrzenim poruchy pasaze GIT pfi vysetreni polykacim aktem.

The aorta-SMA angle ranges from 38 to 65° (25-60) , due to the erect
posture, while in quadrupeds, it is nearly a right angle

The main anatomic feature of SMA syndrome is a narrowing of the t
aorta-SMA angle to <25° (22), and as a result, the aortomesenteric | :
distance decreases to <10 (8) mm, from normally 10 to 28 (20) mm DO 10 12986/ 11.15.2368 Copyright ©The Autho(s) 202




Fig. 3 Supenor mesentenc syndrome in different patients. a Gayscale
ultrasound in mid-sagittal plane shows sontomesenienc angle of 158
degrees (measured with calipers SMA - red arrow, and sorta - yellow
arrow ). b Sagittal CT image showing compression of the 3rd pant of the
duodenum (Mue arrow) between the SMA (red armow) and aona (yellow

arrow) and distended 2nd parnt of the duodenum and stomach (green
armow). ¢ Coronal CT image of the abdomen showing dilated proximal
stomach (red arrow) with abrupt transition at the third part of the duode-
oum (yellow amow)



Table 4 Diagnostic modalities for superior mesenteric artery syndrome

Modalities

Disorders mimicking SMA syndrome

Plain film X-ray
Eating disorder
Barium X-ray
Ancorexia nervosa, anorexia bulinda

Angiogram
EIOgT o

CT
Pephic ulcer disease
Plam
Reflux esophagitis
Enhanced (3D-CT) Functional d ;
FEpepsia

Abdominal ultrasound ) .
Cyrelic vomiting syndrome
E-mode Pancreatitis
Doppler-mode Gastric ourtlet cbstruction
MRI Inwolvement of ducdenum by... (other disorders)

MR angiography Tubercular infection

MR enterography Megaduodenum (localized CIPO)
Endoscopy Hemoch-Schénlein purpura

TWhite light imaging Crohn's disease

Ultnsamgaphy (EUS) Celiac diseasze
Gastric-emptying scintigraphy Ectopic pancreas
Mulfi-channel manometry Drucdenal diverficula

Duodenal ederna
CT: Computed tomography; 3D: Three-dimensional: MRI: Magnetic resonance imaging: EUS: Endoscopic ultrasonography Turnor
Primary or metastatic duodenal cancer, pancreatic cancer. Iymnphoma, eic.
Anatomical abnormality (web, diaphragm)
Foreign body (bezoar, efc.)
Exirinsic compression by.. (non-5M1A)
Aortic artery amewrysm (Aortoduodenal syndrome)
Stent or filker
Mesenteric artery, acrta, IVIC, cec.
Horseshoe kidney
Lymoph node

Abscess

Traumatic false aneurysm




Table 2 Etiology of superior mesenteric artery syndrome

Etiology Ref.
Ceongenital
Short or high insertion of Treitz ligament [=0]
Low origin of the ShMA [35]
Spinal deformity (Scoliosis, Marfan, cic.) [36.37]
Familial [38.59]
Malrotation of SMA and SMMV [40.41]
Malrotation of mntestine [
Body weight loss
Diet and obesity surgery (sleeve surgery) [5.42]
Eating disorders {anorexia nervosa, anorexia bulimia) [23.36]
Malabsorption [17]
Malignaney [17.12.35]
Tuberculosis [#4]
Chemetherapy [45.46]
Trauma (Burn injury, brain injury, spinal cord injuries, e#c.) [22.47.45]
Meural disorders (ALS, MELAS, paraplegia. cerebral palsy, cfc.) [49.530]
Drug or alcchol abuse [36]
Eheumatoid arthritis [31]
Scoliosis surgery [19.30-34]
Intestinal surgery (IPAA colectomy, o) [36.52.53]
Aging (bed rest, frail, vascular calcification, efc.) [34.55]
Body cast [4-4]

'"Pseudo-" 3MA syndrome
Aortic artery aneurysm (Acrteducdenal syndrome) [3-53]

Surgery near or around the SMA and 3" ducdenum 9]




Therapeutic methods

Conservative therapy
Decompression of dilated stemach and duodenum by
Postural change (left lateral, sitting peosition)
MNasal gastric tube suction
Medication (metoclopramide)
Gaining weight by
Giving multiple small feeds
Feeding tube (nasal gastric or jejunal)
Total parenteral nutrition
Surgical therapy
Anterior transposition of the third part of ducdenum
Gastroducdenostomy
Gastrojejunostomy
Duodencjejunostomy
Strong’s procedure (a division of the ligament of Treit=)
Dueodenal lowering
Ladd's procedure
Endescopic therapy
Lumen-apposing metal stent” by

EUS-guided gastrojejunostomy

iLttmen—aI:rPosing metal stent: Potential option based on case reports.

EUS: Endoscopic ultrasonography.

8{1):48-57

. _ CIRUGIA
CIRUGIA ESPANOLA '

www.elsevier.es/cirugia

Scientific Letters

Superior Mesenteric Artery Syndrome (Wilkie
Syndrome): Analysis of a Series of 5 Cases™

Sindrome de la pinza aorto-mesentérica (Sind. de Wilkie).
Analisis de una serie de 5 casos

Laparoscopic duodenojejunostomy is an effective,
minimally invasive treatment, with an acceptable rate
of postoperative complications and favorable long-
term results, which is why it is considered the

treatment of choice
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DUNBAR SYNDROM ( 2/100 000/ 4:1 / VEK 30-50 LET)
MEDIAN ARCUATE LIGAMENT SYNDROME (OBLAST L1)

CELIAC ARTERY COMPRESSION SYNDROME

Median Arcuate Ligament Syndrome (MALS) - The Operative Review Of Surgery

Hongsakul K, Rookkapan S, Sungsiri J, Tubtawee T. A severe case of median arcuate ligament syndrome with successful angioplasty and stenting. Case Rep Vasc Med.

2012;2012:129870. (License: CC BY-3.0)
Divarci E, Celtik U, Dokumcu Z, Celik A, Ergun O. Laparoscopic Treatment of Median Arcuate Ligament Syndrome: A Rare Cause of Chronic Severe Abdominal Pain. J Indian Assoc Pediatr

Surg. 2017 Jan-Mar;22(1):48-50. (License: CC BY-NC-SA-3.0)



https://operativereview.com/median_arcuate_ligament_syndrome/
https://creativecommons.org/licenses/by/3.0/legalcode
https://creativecommons.org/licenses/by-nc-sa/3.0/legalcode

Houtine abdominal pain investigations
ing liver § i 5 Helicobacter p

Abnormal result (without
coaliac artery stanosis)
Normal results (+ incidental
| findimg coeliac artery stenosis)

Appropriate referral
guided by resulis of
investigations

Investigate for MALS Gastroenterolo
Duplex ultrasonography (in
85% asym p Mormal inz‘piration and efplr:tlg;]::i ﬁ referral
resultsfalternative | "=| Angiography (CTAIMRA/DSA -
o o i in inspiration and expiration)
e -jschemie Gastric exercise tonometry (if
: facilities availabla)

e -jritace pl. coeliacus

Coeliac artery stenosis

Surgical MAL release + coeliac
ganglionectomy
Open/laparoscopic/endoscopic
retroperitoneal/robot-assisted
Fig 2. Median arcuate ligament syndrome (MALS) diagnosis and management. Flow chart demonstrating sug-

gested diagnostic workup and management for patients with MALS. CTA Computed tomography angiography:
DS54, digital subtraction angiography: MAL median arcuate ligament; MRA magnetic resonance angiography.

Journal of Vascular Surgery
June 2020



ical

ganglionectomy.

In a systematic review of 504 cases, patients undergoing laparoscopic treatment were

found to have shorter hospital time and a shorter operative time than open surgical

CAVE: aterosklerotické postiZeni - PTA-stent



Emerg Radiol (2020) 27:513-526

Fig. 1 Meadian arcuate ligament syndrome in a 47-year-okl female with due 10 enting of the supenor surface by the median arcuate ligament (red
chronic post-paandial upper abdominal pamn. CT angography images of arrows) and poststienotic dilatation (yellow arrows) of the celiac artery.
the same patient in a sagittal reformaned MIP image of arenial angio The characteniatic “fish hook™ or “J" shape appearance persists on end-
gram, b sagitial reformaned MPR image of end-inspiratory phase, ¢ axial inspiraiory phase (green arrow on image b). The celiac anery stenosis due
reformated MIP image of anernal angiogram, and d volume rendered 3D 10 extr msic impression by median arcuate ligament can also be seen with
reconstructed image. “Hooked™ appeamnce of the proximal celiac anery 3D-VR image ( white amow on image d)




NUTCRACKER SYNDROME

NCS produces but generally no weight los
The manifestations of NCS range from asymptomatic to , pelvic
congestion with left sided varicoceles, hematuria, and proteinuria V. cava inferior

A hallmark of NCS is the aggravation of symptoms with position, as standing
upright causes the viscera to drop down thus pulling the SMA and aggravating

the compression Duodenum

A patient, who first presents with radiographic and clinical evidence of SMAS,
could also simultaneously or sometime thereafter present with clinical
symptoms that point to a urologic or gynecologic dysfunction.

Superior mesenteric artery

The diagnosis should be suspected if there is evidence of pelvic congestion,
varicocele and/or engorgement of the gonadal vein, all of which are particularly
remarkable findings in younger and nulliparous patients.

Heidbreder Journal of Medical Case Reports (2018) 12:214

Celiac trunk

Left renal vein

Left ureter

Ovarian/testicular vein




Pathologies leading to NCS Diagnosis

The diagnosis of NCS is confirmed on imaging results, including DUS, CT, magnetic
) resonance imaging (MRI), phlebography. and intravascular ultrasound (IVUS), (illustrated
Pancreatic neoplﬂsms in Fig.3).7. 11, 33, 45 However, the diagnosis of NCS can still be challenging to confirm
based solely on imaging; the presenting clinical signs and symptoms are therefore

paramount when considering management options. 12, 46

Para-aortic lymphadenopathy

Clinical sym s: Left flank pain, Clinical symptoms: Left flank pain@

REI]O[JE[‘IIUHE'&I tlJmOlIl warics naematuria varicocele, NO haematuria

Abdm-mnal aortl{: aneurysn-l Routine lab investigations: Routine lab investigations:

1.8loods 1.Bloods

¥ Urine Microscopy, Culture

Overarching testicular artery & Sensitivity

US Scan + Intravenous uragraphy

Strangulating fibrolymphatic tissue between the aorta and SMA®2.¢

High disposition of the LRV

Left renal ptosis resulting in stretching of the left renal vein over the abdominal aorta®
Lordosis®

Reduced retroperitoneal and mesenteric fat*

Pregnancy with a gravid uterus compressing the renal vasculature

Less common pathologies leading to NCS based on studies by Menard etal 3", Pastershank etal 2% Pevriond sDonlond nish e imase (S01E)
Neste etal.“, Kurklinsky etal 2 Shokier etal >, Wendel etal ", Venkatachalam etal 5% Zhang

etal™ and Itoh etal !

Figure 3. Flow chart showing how MNCS is diagnosed following a pathway from initial
symptomatic presentation to a series of tests from the least invasive to most invasive.
Adapted from figures by He etal. (2014)" and Ahmed etal. (2006)."" *=CGold standard.




Heidbreder Journal of Medical Case Reports (2018) 12:214
NUTCRACKER SYNDROME Mayo Clin Brog/ ~ine

2010;85(6):552-559
Cystoscopy may identify

NUTCRACKER PHENOMENON AND NUTCRACKER SYNDROME

The diagnosis can be made by Doppler ultrasound, CT scan, or MRI where

a in the right
clinical setting are highly suggestive.

LRV phlebography is an invasive but conclusive method for confirming
the elevated pressure in the LRV

Insufficient knowledge of the natural history of these conditions results in
uncertainty in treatment selection and diagnostic criteria.

The term nutcracker syndrome should be reserved for patients with
characteristic clinical symptoms associated with demonstrable nutcracker
morphologic features.

FIGURE 1. Schematic representation of nutcracker phenomenon.
Hilar portion of the left renal vein and the gonadal vein are dis-

tended. Distended lumbar and azygous collaterals may be seen in
some cases.




TREATMENT NCS

 Management options range from observation to nephrectomy, depending on the severity of
symptomes.

* Conservative treatment is recommended for mild hematuria.

* For patients younger than 18 years, the best option is a conservative approach with observation for at
least 2 years because as many as 75% of patients will have complete resolution of hematuria.

Angiotensin inhibitors may be helpful in improving orthostatic proteinuria in patients with NCS.



TREATMENT
LONG-TERM NCS FOLLOW-UP DATA ARE LACKING.

* Most interventions aim to decrease LRV hypertension, but others are directed against pelvic venous reflux.

e Avariety of surgical approaches have been used, including medial nephropexy with excision of renal
varicosities,

LRV bypass,

LRV transposition with or without Dacron wedge insertion between SMA and aorta
SMA transposition,

renal-to-IVC shunt

renal autotransplant, gonadocaval bypass,

nephrectomy for persistent hematuria.

* External stenting with ringed polytetrafluoroethylene graft (PTFE stent) interposition around the LRV and
intravascular stenting have been applied relatively recently.

* Endovascular treatment of NCS is becoming a preferred modality owing to its minimally invasive nature



Treatment NCS

Disadvantage of EVS is that patients must be on anticoagulation and antiplatelet therapy for a short
time thereafter.

A recommended regimen is low molecular weight heparin for 3 days after EVS,
30 days of clopidogrel and >3 months of aspirin



May-Thurner Syndrome

May-Thurneriv syndrom (iliac vein compression syndrome,
May-Thurner syndrome) | eft iliac vein
- zpusoben kompresi spolecné panevni Zily (vena iliaca :
communis), ktera je utlacovana spolecnou panevni tepnou compression
(arteria illaca communis).

PRICNY REZ (oblast patere)

Prava spolecna Leva spolecna
iliakalni tepna iliakalni tepna

¥ o

Obratel

V praxi MTS + POTs + EDS........ + wilkie + dunbar....

EDS-related connective tissue abnormalities and the

resulting increased risk for vein stenosis may interact synergistically \ W [3
to produce more severe haemodynamic and autonomic POTS | | / Cleveland
symptoms. / | Clinic

02022




LECBA MTS

* Prior to the year 2000, 75% of procedures for MTs treat ment involved open surgery and 25% were
performed with an endovascular approach.

* In contrast, between 2000-2014 there was a significant shift towards minimally invasive treatment, with
only 4.1% of patients having open surgery.

e The current treatment of choice for MTs is venography- and iVus-guided, endovascular stenting.

* Despite differences in presentation and treatment of thrombotic and non-thrombotic MTs, both patient
groups appear to benefit from high stent patency rates and a high degree of symptom relief with iliac vein
stenting.

e Left common iliac vein stenting can mitigate POts symptoms by decreasing lower extremity venous pooling
and subsequently improve downstream sympathetic nervous system hyperactivation

The Journal of Cardiovascular surgery 2021



EHLERS - DUNLOSUV SYNDROM

e vazne, vzacné dedicné onemocnéni pojivove tkanée
* zpusobené porusenou tvorbou kolagenu

Priznaky:

» postizeni pohybového aparatu — silna bolest kloubu, svalu, ¢asto vyZzadujici opiatovou medikaci

* hypermobilita kloubu, vyvojové dysplazie, skolidza, hyperlorddza, hyperkyfdza, organoptdza

e cévy—aneuryzmata, disekce aorty, syndrom vaskularni komprese (louskacktv syndrom, MayThurner,
Dunbar, Wilkie)

* nervovy systém — neuropatie, POTS, Unava, porucha aktivace zirnych bunék (MCAS), zhorsené hojeni




EHLER - DANLOS

* Ehlers—Danlos syndrome (EDS) was first recognized in the time of Hippocrates in the fourth century BC.

 EDS is the most common non-inflammatory connective tissue disorder featuring joint hypermobility,
with the hypermobile EDS (hEDS) subtype representing 80—90% of the burden of disease

 hEDS is now recognized as part of the “hypermobility spectrum disorders” (HSD), which are
characterized by varying articular and extra-articular involvement and impact on quality of life.



[ ) Diagnostic Criteria for Hypermobile
The In ium  Ehlers-Danlos Syndrome (hEDS]
on Ehlers-D omes This diagnosti s for 5

Patient name: Evaluator:

The clinical diagnosis of hypermobile EDS needs the simultaneous presence of all criteria, 1and 2 and 3.

CRITERION 1- Generalized Joint Hypermobility

One 'fthF-f‘DlIruflinq selected:
.al

If Beighton Score is one point below age- and sex-specific cut off, tv

O Canyou now {nr could you e\.rer‘l place your hands flat on the floor w hcut ben

CRITERION 2 - Two or more of the following features (A, B, or C) must be present

Feature A (five must be present)
O Unusually soft or \.rel\.ret\j.r skin
O Mild skin hyp e
O Unexplain

without a history of sugn

| g atleast b ithout the formation of truly pap
] Pel\nc floor, rectal, and/or uterine prolapse in children, men or nulliparous women without a history of morb|d obesity or other known

high or narrow palate

chnodactyly, as defmed in one or more of the follawn‘lg
) on both sides

Feature B
O Positive fa rnily historv.' one or more first-degree relatives independently meeting the current criteria for hEDS

fEDS
including autoimmune

Diagni
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Early satiety
. Bloatin
An external file that holds 2 picture, illustration, etc. Po::ﬁs::;'al distensi%,
Object name is JGH-37-1693-5003jpg
: é i ) ﬁ Abdominal Dysphagia
pain
Constipation Rumination
Beighton scoring system measures joint hypermobility on a 9-point scale. Joints assessed (left to right) include )
Diarrhea Dyspepsia
(a) passive dorsiflexion of fifth finger = 90° (one point per side); (b) passive apposition of the thumb to ipsilateral
forearm (one point per side); (c) hyperextension of the elbow = 10° (one point per side); (d) hyperextension of
- - : _ i Reflux/
the knee > 10° (one point per side); and (e) spinal assessment (one point if both palms reach the floor when niosricl Obstructive i

defecation symptoms
(straining, incomplete
evacuation, digitation)

bending over with knees locked in extension and feet together). Redrawn from Malfait et al. (2017) with

permission.

Figure 3

Various gastrointestinal symptoms have been reported to occur significantly more often in patients with HSD/hEDS

HypermObiInll ED i HEDS compared with non-HSD/hEDS controls. See Tables 2 and 3.
POTS v 80%, unava, gastrointestinalni obtize, modriny, inkontinence, instabilita

kloubu, prolapsy chlopni, organu, organoptodza.......... Raynauduv fenomeén,
Vaskularni syndromy + GIT obtize



Figure 1 Potential contributors to developing and maintaining disturbed eating behaviours and significant weight loss seen in HD, adapted fro
Bulbena et a/.*’
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Table 6 2015 Diagnostic criteria for postuml orthostatic tachycardia
syndrome. Adapted from Sheldon et al. [44]

dinic Rew Allerg Immunol (2020) 5827 297
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Recommendations for Treatment of Postural Orthostatic Tachycardia Syndrome

Class Level
A regular, structured, and progressive exerci rogram for patients with POTS can be Ila B-R
effective.
It is reasonable to treat patients with POTS who have short-term clinical decompensations Ila C
with an acute intravenous infusion of up to 2 L of saline.
Patients with POTS might be best managed with a multidisciplinary approach. ITb E
The consumption of up to 2-3 L of water and 10-12 g of NaCl daily by patients with POTS ITb E
may be considered.
It seems reasonable to treat patients with POTS with fludrocortisone or pyridostigmine. ITh C
Treatment of patients with POTS with midodrine or low-dose propranoclol may be ITh B-R
considered.
It seems reasonable to treat patients with POTS who have prominent hyperadrenergic ITb E
features with clonidine or alpha-methyldopa.
Drugs that block the norepinephrine reuptake transporter can worsen symptoms in 111 B-R
patients with POTS and should not be administered.
Regular intravenous infusions of saline in patients with POTS are not recommended in the I11 E
absence of evidence, and chronic or repeated intravenous cannulation is potentially
harmful.
Radiofrequency sinus node modification, surgical correction of a Chiari malformation type I11 B-NR

I, and balloon dilation or stenting of the jugular vein are not recommended for routine use

in patients with POTS and are potentially harmful.
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CO LZE JESTE NALEZT.......

1. Mast Cell Activation Syndrome (MCAS)
2. Small Fiber Neuropathy (SFN)

3. Eagle’'s Syndrome (ES)

4. Slipping Rib Syndrome (SRS)

5. Bertolottis Syndrome

6. Craniocervical Instability (CCl)

7. Postural Orthostatic Tachycardia Syndrome (POTS)
8. Chronic Fatigue Syndrome (CFS)

9. Chiari Malformation (type 1)

10. Irritable Bowel Syndrome (IBS)

11. Tethered Cord Syndrome (TCS)

12. Thoracic Outlet Syndrome (TOS)

13. Tarlov Cyst Syndrome

14. Loin Pain Hematuria Syndrome (LPHS)
15. Pectus Excavatum

16. Anterior Cutaneous Nerve Entrapment Syndrome (ACNES)

various non-musculoskeletal
manifestations

neurological (e.g. headaches),

psychiatric and neurodevelopmental (e.g.
mood disorders, anxiety,

sleep disturbances)

cardiorespiratory (e.g. palpitations, chest
pain, and dyspnea),

autonomic (e.g. syncope, postural
instability,

thermoregulatory difficulties),
urogynecological (e.g. prolapse, urinary
incontinence, and dyspareunia),
gastroenterological



SOUBOR IKEM OD 8/2023 —5/2024 N=15

Wilkiho syndrom Dunbartv syndrom  Rendlni syndrom louskacku Ehler-danlostv syndrom POTS May-thurnerlv syndrom hypermobilita nutrice
v v v v v v v hydratace
v v DPV
v V susp * v neg
v v neg.
V' susp. neg.
< v v v sipping
v neg. neg. NJS/.....DPV
v v neg.

neg. v N N v hydratace
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Jak vypada pacient aneb 1. navstéva u nas v nutricni ambulanci, typické obtize:

* mlada slecna s bolesti bricha, unavou, vycerpanim

* snazi se jist, ale nejde to, ma bolesti bricha, nauzeu, nékdy zvraci

* hubne, celkové se neciti dobre, neprospiva

* az obsedantné — kompulzivni chovani, selfmonitorace, zjisStovani medicinskych
termind, vyzadovani dalSich vysetreni, intervenci

* psychicka deprivace

 mnohdy vs. psychiatricka diagndza, porucha prijmu potravy, anorexie?

e chodi k |ékari, ten nevi, co s ni, Casto ji obtize nevéri

e zacCarovany kruh, nikam to extra nevede, potize jsou, ale zdaji se byt neresitelné...



Kompresni syndromy (CS) jsou sice vzacnéjsi problematikou, ale klinicky
slozitou.....

Kombinace moZnych syndromu + dalSich symptomu — vylouceni hypermobilniho
EHS (S ANEBO BEZ KOMPRESNICH SYNDROMU)

PRO PROGRAM DPV je dulezité , Zze zejména Wilkieho syndrom a POTs je mozné
|éCit DPV ( po pFedchozim pokusu o zlepseni enteralni prijmu......

Systematicka péée a program v CR neni ani pro EDS ani pro kompresni syndromy
Psychologicka podpora - |éCba — dispenzarizace —
REHABILITACE

/AVER
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