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Digestive health problems are on the rise.1 

Irritable bowel syndrome (IBS) is one of 

the most common gastrointestinal (GI) 

disorders. While the introduction of the 

new Rome IV criteria (2016) lowered IBS 

prevalence to 3.8%2 (compared to 10-20% 

pre-2016),3 in clinical practice, there is often 

overlap for those patients who do not 

necessarily fulfil the Rome IV criteria for 

IBS, but still experience IBS-like symptoms.4 

The multi-disciplinary team (MDT) care has 

been shown to be superior to medical-only 

care in relation to symptoms and QoL.5
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Getting to grips with IBS

While the pathophysiology of IBS remains 

unknown, the gut microbiome (GM) has 

been implicated as a driving factor in its 

development, in addition to altered intestinal 

permeability, altered GI motility, and visceral 

hypersensitivity.6,7,8 Although GPs are often 

the first port of call with IBS patients, other 

members of the MDT play a fundamental role 

in helping to prevent repeated visits (i.e. the 

“revolving door effect”) through the delivery 

of evidence-based interventions.

 

Diagnosis of IBS

Clinical guidelines recommend using the Rome 

IV diagnostic criteria for IBS (Table 1).9,10 This 

includes assessment of GI symptoms and 

elimination of red flags (e.g., unintentional 

weight loss, unexplained rectal bleeding, 

changes in bowel habit, anaemia or family 

history of bowel or ovarian cancer).10

IBS with predominant 
constipation (IBS-C)

> 25% of bowel movements with Bristol stool form types 1 or 2 AND  

< 25% of bowel movements with Bristol stool form types 6 or 7

IBS with predominant 
diarrhoea (IBS-D)

> 25% of bowel movements with Bristol stool form types 6 or 7 AND  

< 25% of bowel movements with Bristol stool form types 1 or 2

IBS with mixed bowel 
habits (IBS-M)

> 25% of bowel movements with Bristol stool form types 1 or 2 AND  

> 25% of bowel movements with Bristol stool form types 6 or 7

IBS unclassified (IBS-U)
[SG5] 

Patients who meet diagnostic criteria for IBS but whose bowel habits 

cannot be accurately categorised into 1 of the 3 groups above

LEARNING OBJECTIVES

By the end of this article, you should:

1.  Have an overview of the diagnostic 

criteria for IBS

2.  Understand evidence-based 

interventions for IBS management

3.  Appreciate the relevance of an MDT 

approach in the management of IBS

Rome IV criteria for the diagnosis of IBS11

Recurrent abdominal pain on average at least 

1 day/week in the last 3 months, associated 

with ≥2 of the following:*

• Related to defecation.

• Associated with a change in a frequency  

of stool.

• Associated with a change in form  

(consistency) of stool.

* Symptoms must have started at least 6 months ago

Table 1
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The importance of the MDT in  

optimising IBS management

National Institute for Health and Care 

Excellence (NICE) and The British Society 

of Gastroenterology (BSG) guidelines 

recommend that management options 

for IBS may include pharmacological 

interventions, dietary and lifestyle and 

psychological therapies. Management is 

layered in three phases (Table 2).

Diet and lifestyle

Diet plays an important role in IBS, with 

up to 84% patients reporting food-related 

symptoms.12

Dietary interventions such as dietary fibre 

manipulation13, probiotics14 and the low 

FODMAP diet15 have demonstrated symptom 

reduction in IBS patients.

Although general first-line dietary and 

lifestyle advice may be offered from any 

member of the IBS MDT, beyond this, 

dietitians will provide specialist guidance and 

support using a personalised approach. It is 

worth highlighting that a low FODMAP diet 

should be supervised by a suitably trained 

dietitian14 as non-dietitian-led delivery of this 

diet is potentially unsafe and ineffective.15

Asking patients to keep a food and symptom 

diary can be  an effective way of monitoring 

symptoms to identify which interventions 

are beneficial. This can help HCPs to tailor 

the treatment plan to the patient. Download 

a food and symptom diary: https://

symproveforprofessionals.com/cpd/dt/

Pharmacological intervention

It has been reported that 77% of patients 

with IBS have tried an over the counter (OTC) 

medication, before consulting with the MDT.16 

Pharmacists can play an integral role in IBS 

management, given that access is readily 

available,17 though all members of the MDT 

should be familiar with recommended first 

line medications, including mode of action, 

and appropriate doses. OTC medication 

may be effective when targeting specific 

symptoms.17

Psychotherapies

Evidence supports the use of gut-directed 

hypnotherapy in people with IBS.18,19  Six 

hours of treatment or less have been shown 

to be effective.20,21 There is also evidence for 

cognitive behavioural therapy (CBT) in the 

management of IBS.22,23,24 This therapy should 

be provided by a CBT practitioner with a 

thorough understanding of IBS.

Secondary care

Referral to gastroenterology is warranted 

when red flag features are present 

(e.g., signs/symptoms of cancer, raised 

inflammatory markers such as faecal 

calprotectin), there is diagnostic ambiguity, 

symptoms are severe (or refractory to first-

line treatments) and/or have a clear impact 

on QoL, or where the patient requests a 

specialist opinion.10



The multi-disciplinary team (MDT) approach to managing digestive health

www.symproveforprofessionals.com

Table 2:  Management of IBS based on NICE and BSG guidelines.

Phase of  
Management

Management Recommendation MDT members

First Line Dietary/lifestyle advice - First-line dietary advice (e.g., 
reduced caffeine and alcohol, fibre manipulation, regular 
eating patterns etc.) and lifestyle advice (e.g., sleep, 
exercise, stress etc.) should be offered to all patients with 
IBS.4

Probiotics - Patients wishing to try probiotics should trial 
them for at least 49 and for up to 12 weeks.10

OTC medications – OTC medications such as 
antispasmodics, laxatives or peppermint capsules  
can be trialled.

GP
Gastroenterologist
Specialist Nurse
Dietitian
Pharmacist

Second Line Low FODMAP* diet– Implementation should be 
supervised by an appropriately trained dietitian who can 
guide patients through the removal, re-introduction, and 
personalisation stages of the low FODMAP diet.15 

Prescription medications9 _ These may include tricyclic 
antidepressants, selective serotonin reuptake inhibitors, 
eluxadoline, rifaximine, 5-Hydroxytryptamine 3 receptor 
antagonists, linaclotide, lubiprostone, tenapanor.

Dietitian
GP
Gastroenterologist 
/Colorectal  
Specialist

Third Line Psychological interventions– Consider CBT or  
gut-directed hypnotherapy for those who do not  
respond to pharmacological treatments after 12 months/
refractory IBS.19

Psychologist
Hypnotherapist
CBT practitioner

Conclusion
Employing an MDT approach has been shown to be more effective compared to  

medical-only care in IBS management. Given the wide variation in symptom type,  

frequency and severity, management must be tailored to the individual patient. One or  

more interventions (alone or simultaneously) may be used to optimise management of IBS.  

*Fermentable oligosaccharides, disaccharides, monosaccharides, and polyols.
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