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Irritable bowel syndrome

 Irritable Bowel Syndrome (IBS) is a chronic
gastrointestinal disorder characterized by

recurring abdominal pain and altered bowel

habits, such as diarrhoea, constipation, or both,

without any visible signs of damage or disease

in the digestive tract



Linedale, E. C., & 

Andrews, J. M. (2017). 

Diagnosis and 

management of 

irritable bowel 
syndrome: a guide for 

the generalist. The 

Medical journal of 

Australia, 207(7), 309–

315.



Traditional management of IBD 

paradigm

Defrees, ND and Bailey, J. 

Irritable Bowel Syndrome.

Primary Care: Clinics in 

Office Practice, 2017. 

Volume 44, Issue 4, 655 - 
671



Is IBS an organic condition?

 Typically defined as a diagnosis of 
exclusion i.e. no organic pathology but is 
likely to be incorrect

Viewed as a “functional” gut disorder



Is IBS an unexplained gut-

brain disorder?



Microinflammation

 IBS subjects have increased mast cells, 
lymphocytes, TNF alpha, IL-6, LIF, NGF, IL-1beta 

in gut mucosa compared with controls, 

suggestive of inflammation 

 Additionally, gut mucosa cells that have 

increased inflammation are more permeable, 

leading to fluid leakage into the gut

Vanner SJ, et al. Fundamentals of neurogastroenterology: basic science. Gastroenterology 2016;150:1280–91. 

Uranga JA, Martínez V, Abalo R. Mast Cell Regulation and Irritable Bowel Syndrome: Effects of Food Components 
with Potential Nutraceutical Use. Molecules. 2020; 25(18):4314.



Modulating inflammation

Kovacs, E., Szabo, K., Varvara, 

R.-A., Uifãlean, A., Cozma, A., 
Vulturar, R., Sitar-Taut, A. V., 
Gabbianelli, R., Myhrstad, M. C. 
W., Telle-Hansen, V. H., Orãșan, 

O. H., Fodor, A., Suharoschi, R., 
& Hegheș, S.-C. (2025). Resistant 

Starch and Microbiota-Derived 
Secondary Metabolites: A 

Focus on Postbiotic Pathways in 
Gut Health and Irritable Bowel 

Syndrome. International Journal 
of Molecular Sciences, 26(16), 
7753.



Food sensitivity

 The FODMAP diet has shown clear benefit in controlling IBS 

symptoms. Additionally, removal of fructose, fructans, gliadin, 

sorbitol, and lactose from the diet has been beneficial for 

some subjects 

 Subjects who are biopsy-negative for coeliac disease but 

have elevated immunoglobulin (Ig)G antigliadin antibodies 

and are HLA-DQ2–positive (associated with development of 

celiac disease) showed improvement in IBS symptoms with a 

gluten-free diet

de Roest RH, Dobbs BR, Chapman BA, et al. The low FODMAP diet improves gastrointestinal symptoms in 

patients with irritable bowel syndrome: a prospective study. Int J Clin Pract 2013;67(9):895–903.
Vazquez-Roque MI, Camilleri M, Smyrk T, et al. A controlled trial of gluten-free diet in patients with irritable 
bowel syndrome-diarrhea: effects on bowel frequency and intestinal function. Gastroenterology 

2013;144(5):903–11.



FODMAPS and processed foods

Pasta A, Formisano E, 

Calabrese F, Plaz Torres 

MC, Bodini G, 

Marabotto E, Pisciotta 

L, Giannini EG, Furnari 
M. Food Intolerances, 

Food Allergies and IBS: 

Lights and 

Shadows. Nutrients. 

2024; 16(2):265.



Visceral hypersensitivity

 Subjects had a colonic 

balloon inflated to 3.4 cm in 
their large intestines. 6% of 

controls versus 55% of IBS 
subjects had pain with the 
procedure

Mayer EA. Irritable Bowel Syndrome. N Engl J Med 

2008;358(16):1692–9.



Visceral hypersensitivity – potential 

treatment pathways

Dudzińska, E., Grabrucker, A. M., 

Kwiatkowski, P., Sitarz, R., & 

Sienkiewicz, M. (2023). The 

Importance of Visceral 

Hypersensitivity in Irritable Bowel 
Syndrome—Plant Metabolites in IBS 

Treatment. Pharmaceuticals, 16(10), 

1405.



Dysregulation of gut motility

 Subjects with IBS received a lipid perfusion (to simulate food) 

and air infusion into the duodenum at a rate of 12 mL/min. 

 Subjects with IBS had increased gas retention in their 

intestines, complained to controls, and had increased transit 

times of the gas from duodenum to rectum (IBS subjects had 
500 cc of air in intestine vs 22 cc retention in healthy controls)

Serra J, Salvioli B, Azpiroz F, et al. Lipid-induced intestinal gas retention in irritable bowel syndrome. 

Gastroenterology 2002;123(3):700–6.



Altered gut motility

Gros M, Gros B, Mesonero 

JE, Latorre E. 

Neurotransmitter 

Dysfunction in Irritable 

Bowel Syndrome: Emerging 
Approaches for 

Management. Journal of 

Clinical Medicine. 2021; 

10(15):3429.



Gros M, Gros B, 

Mesonero JE, 

Latorre E. 

Neurotransmitte

r Dysfunction in 
Irritable Bowel 

Syndrome: 

Emerging 

Approaches for 

Management. J
ournal of 

Clinical 

Medicine. 2021; 

10(15):3429.



Genetics

 IBS seems to have some familial trends, though 
twin studies failed to show a correlation, 
suggesting more of an environmental or 
social-learning component

Mohammed I, Cherkas LF, Riley SA, et al. Genetic influences in irritable bowel syndrome: a twin study. Am J 
Gastroenterol 2005;100(6):1340.



But genetics can  play a role in dietary 

management in IBS

Zamfir-Taranu A, Löscher BS, Carbone F, Hoter A, Esteban Blanco C, Bozzarelli I, Torices L, Routhiaux K, Van den Houte K, Bonfiglio F, Mayr G, 
Corsetti M, Naim HY, Franke A, Tack J, D'Amato M. Functional Variation in Human CAZyme Genes in Relation to the Efficacy of a 
Carbohydrate-Restricted Diet in IBS Patients. Clin Gastroenterol Hepatol. 2025 Jun;23(7):1228-1237.e10



Mind-gut-brain axis

 Subjects with IBS take their children to the doctor more 

frequently than non-IBS counterparts 

 Subjects with increased traumatic life events (e.g. 

relationship break-ups, job loss) have increased IBS 

symptoms; those with good social support had lower 

incidence of symptoms 

 Subjects with IBS had higher rates of mood disorders (30%), 

suicidal ideation (15%–30%), hopelessness, anxiety (30%–50%), 

and somatization

Van Oudenhove L, et al. Biopsychosocial aspects of functional gastrointestinal disorders: how central and environmental processes contribute to 
the development and expression of functional gastrointestinal disorders. Gastroenterology 2016;150:1355–67. 
Wilkins T, Pepitone C, Alex B, et al. Treatment of irritable bowel syndrome in adults. Am Fam Physician 2012;86(5):419–26



Wilmes L, Collins JM, 

O'Riordan KJ, 

O'Mahony SM, 

Cryan JF, Clarke G. 

Of bowels, brain and 
behavior: A role for 

the gut microbiota in 

psychiatric 

comorbidities in 

irritable bowel 
syndrome. 

Neurogastroenterol 

Motil. 2021 

Mar;33(3):e14095.



Behavioural therapy options and 

targets in IBS

Chey WD, Keefer 

L, Whelan K, 

Gibson PR. 

Behavioral and 

Diet Therapies in 
Integrated Care 

for Patients With 

Irritable Bowel 

Syndrome. 

Gastroenterology
. 2021 

Jan;160(1):47-62.



Postinfectious

 A large cohort study showed a 6-fold increase in 

development of IBS after infection (bacterial, viral, 
helminth or protozoan) 

 Risk factors included prolonged fever, prolonged 
infection, anxiety, depression, and younger age 

 Possible causes include antibiotic usage, malabsorption 
(idiopathic bile acid absorption), and increased 

inflammation

Thabane M, Kottachchi DT, Marshall JK. Systematic review and meta-analysis: the incidence and prognosis of post-

infectious irritable bowel syndrome. Aliment Pharmacol Ther 2007;26(4):535–44.



Post-infectious IBS

https://ibsguthealthcl

inic.co.uk/post-

infectious-ibs-article/



Post-infectious IBS risk factors

Spiller R, Garsed K. 

Postinfectious 

irritable bowel 

syndrome. 

Gastroenterology. 
2009 

May;136(6):1979-88.



Microbiome/dysbiosis

 Healthy controls have distinctly different flora than 

subjects with IBS, and manipulation of microbiomes with 
antibiotics and probiotics has been found beneficial is 

some studies

 Bacterial overgrowth (diagnosed with hydrogen breath 

tests) in some studies correlates with IBS symptoms. 
Improvements were observed after antibiotic 
treatment, though this was not demonstrated in all 

studies

Barbara G, et al. The intestinal microenvironment and functional gastrointestinal disorders. Gastroenterology 2016;150:1305–18.



Microbial pathogenesis of IBS

Carco C, Young W, Gearry RB, Talley 

NJ, McNabb WC and Roy NC (2020) 

Increasing Evidence That Irritable 

Bowel Syndrome and Functional 

Gastrointestinal Disorders Have a 
Microbial Pathogenesis. Front. Cell. 

Infect. Microbiol. 10:468.



IBS microbial  modulation

Yuan C, He Y, Xie K, 

Feng L, Gao S, Cai 

L. Review of 

microbiota gut 

brain axis and 
innate immunity in 

inflammatory and 

infective diseases. 

Front Cell Infect 

Microbiol. 2023 Oct 
4;13:1282431



The challenging  patient



Biopsychosocial model of IBS

Drossman DA. 

Functional 

gastrointestinal 

disorders: history, 

pathophysiology, 
clinical features 

and Rome IV. 

Gastroenterology 

2016;150:1262–

1279.e2.



IBS and multidisciplinary care

https://www.monashfodmap

.com/blog/ibs-and-

multidisciplinary-

care/?fbclid=IwZXh0bgNhZW

0CMTAAAR3g4xaw5T2Dfwns0
S2kWl8Wqip63R3NXeT4M_EG

omyzrr-

RV8LLn_w4PuA_aem_z70kcp

2KjUk4cT_0q2-7hw



Current algorithm for refractory IBS

Fukudo, S. et al 

(2021). Evidence-

based clinical 

practice guidelines 

for irritable bowel 
syndrome 

2020. Journal of 

gastroenterology, 56(

3), 193–217.



Some patients want a diagnostic 

workup

 With regards to IBS management patients expected 
reassurance and counselling from their doctor (mentioned 
by 47%and 30% of the patients, respectively), as well as 
pharmacotherapy (37%), a proper diagnostic work-up 
(38%) or specialist referral (39%).

Bijkerk CJ, de Wit NJ, Stalman WA, Knottnerus JA, Hoes AW, Muris JW. Irritable bowel syndrome in 
primary care: the patients’ and doctors’ views on symptoms, etiology and management. Can J 
Gastroenterol. 2003;17:363-368;



Casiday RE, Hungin AP, Cornford 

CS, de Wit NJ, Blell MT. Patients’ 

explanatory models for irritable 

bowel syndrome: symptoms and 

treatment more important than 
explaining aetiology. Fam 

Pract. 2009;26:40-47. 



Multidimensional clinical profile 

(MDCP)

Drossman DA, Tack J, Chang L, et al. Multidimensional clinical profile for disorders of gut-brain 

interaction. Raleigh, NC: Rome Foundation, 2021.



A challenging clinical 

case
WHAT WORKS FOR THE MASSES MAY NOT WORK FOR THE INDIVIDUAL



Ms Y

 26 year old lady with a history of IBS diagnosed by her gastroenterologist 3 years 
ago

 Symptoms manifested shortly after a trip to Bali 3 years ago when she developed 
gastroenteritis; prior to that time was well

 Current symptoms of chronic nausea, postprandial fullness and bloating on a daily 
basis

 Main symptoms is that of generalised abdominal pain worsened after eating 
certain foods (no particular pattern)

 No vomiting

 Describes more constipation since onset of symptoms, harder stools, reduced 
frequency of bowel movements, often uses a laxative

 Partial relief of symptoms particularly bloating with defaecation

 No alarm symptoms such as weight loss, fever, blood in stools etc



Medical history

 Ehlers Danlos syndrome

 May-Thurner syndrome (compression left iliac vein by right iliac artery)

 Postural orthostatic tachycardia syndrome (POTS)

 Mast cell activation syndrome

 Endometriosis

 Insulin resistance

 Polycystic ovarian syndrome

 Fibromyalgia

 Anxiety and depression



Physical examination

 Overweight BMI 28

 Abdominal examination – mildly distended abdomen, soft, mild tenderness 
elicited on deep palpation around umbilicus

 No signs of dehydration

 Evidence of joint hypermobility 



Investigations

 Normal gastroscopy and colonoscopy 

 Gastric emptying study normal

 Oesophageal manometry and 24-hour pH testing unremarkable

 HIDA scan normal

 CT scan abdomen – fatty liver, small ovarian cyst, compression left iliac 

vein by right iliac artery

 Positive tilt table test

 ECG showed no abnormalities



Medications

 Domperidone 10 mg three times daily (partially helpful)

 Lyrica 150 mg daily

 Uses laxatives (coloxyl and senna) often

 Mirtazapine 20 mg daily

 Metformin 500 mg daily

 Ivabradine 5 mg twice daily

 Paracetamol 1g four times daily PRN

 Ondansetron PRN

Notably she has been previously trialled on multiple prokinetic drugs including 

erythromycin, other antidepressants including amitryptyline, endone and tapentadol 
(ceased), buscopan, mebeverine, iberogast, peppermint oil, multiple probiotics from her 

pharmacy 



Dietary history

 Self trialled gluten and lactose free diet with no benefit

 Low FODMAPS diet administered by a private dietitian – minimal 
improvement in symptoms

 Used to have a lot of processed foods in diet

 Many solid foods make her nauseous, tolerates dry crackers well and no 
difficulties with liquids

 Drinks half a litre of bottled water a day

 Snacks occasionally on sweets at night



Social History

 Caucasian, single, lives at home with family – mother, father and younger 

brother

 University graduate works in legal industry, very health literate

 Non-smoker, non-drinker, no use of recreational drugs

 Normally quite sociable and has a group of girlfriends, active on social 
media; often finds difficult to go out because of her symptoms

 Work attendance has been affected by flares in her symptoms

 Accompanied by mother to appointments – very concerned and vocal 

about daughter’s health issues



Psychological  history

 Anxiety and depression since adolescence – seen a psychiatrist who 

prescribed mirtazapine

 No described trauma/abuse in the past

 No history of eating disorder

 Has seen a psychologist for cognitive behavioural therapy for anxiety – did 
not find it helpful

 Has received 6 sessions of gut hypnotherapy – not helpful



Patient concerns

 Unsatisfied with diagnosis of IBS

 No explanation as to how her symptoms came about

 Concerns around interplay of her multiple medical issues

 Not eating much – concerned about her oral intake

 Concerns around dehydration due to POTS – does describe dizziness upon 

standing at times especially with hot weather



Impressions?



Multidimensional clinical profile 

(MDCP)



Multidimensional clinical profile 

(MDCP) Category A – Rome diagnosis

C1. IRRITABLE BOWEL SYNDROME
    Diagnostic criteria*

   Recurrent abdominal pain on 

average at least 1 day/week in the last 

3 months, associated with two or 
more of the following criteria:

Related to defecation

Associated with a change in frequency 

of stool

Associated with a change in form 
(appearance) of stool

B1. FUNCTIONAL DYSPEPSIA*
    Diagnostic criteria**

One or more of the following:

Bothersome postprandial fullness

Bothersome early satiation
Bothersome epigastric pain

Bothersome epigastric burning

   AND

No evidence of structural disease 

(including at upper endoscopy) that 
is likely to explain the symptoms

  

   **Criteria fulfilled for the last 3 months with symptom onset at least 6 

months prior to diagnosis



Multidimensional clinical profile 

(MDCP) Category B – Clinical Modifier

 Multiple other medical issues including POTS, Ehlers Danlos Syndrome….

 Tried multiple medications and lifestyle recommendations including dietary 
interventions without much improvement in symptoms



Multidimensional clinical profile (MDCP) Category 
C – Impact on daily activities

 Moderate impact on quality of life

 Affects attendance at work, affects socialising with friends



Multidimensional clinical profile (MDCP) Category 
D – Psychosocial modifiers

 Diagnosed anxiety and depression

 On antidepressant treatment prescribed by psychiatrist

 No background of eating disorder

 Already tried interventions such as gut hypnotherapy

 Very involved mother



Multidimensional clinical profile (MDCP) Category 
E – Physiological features and biomarkers 



Metagenomic studies



Example of metagenomic sequencing 

test – Faecal Metapanel







Transit metrics



Alimetry (electrogastrography)









Summary of additional diagnostic tests

 Rome 4 diagnostic criteria for IBS and functional dyspepsia

 Post-infectious aetiology

 Dysbiosis

 Slow transit constipation

 Visceral hypersensitivity



Treatment on a pathophysiological 

basis

 Seen along with mother and clearly conveyed the results of tests and how 
they relate to pathophysiology

 Presented the research literature to mother and daughter and asked them 
to further investigate

 Expectant improvement in symptoms but not complete amelioration





Dysbiosis

 Dysbiosis – treated with probiotics

 Probiotic chosen by patient after research for her abdominal pain



Slow transit constipation

 Added on morning prucalopride 1 mg daily to her regimen, added on two 

kiwifruit daily



Visceral hypersensitivity

 acupuncture and Terminalia chebula (haritaki) powder



Hydration



Patient outcome

 Very happy that there was a diagnostic process where the underlying 

mechanisms behind her IBS was uncovered

 80% improvement in her symptoms

 Allowed her to return back fully to work and engage better socially



EMAIL: 
V.HO@WESTERNSYDNEY.EDU.
AU
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