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Summary
rritable bowel syndrome (IBS) and other functional gastrointes-
tinal disorders (FGIDs) are highly prevalent conditions, with IBS
 � Irritable bowel syndrome (IBS) and other functional

gastrointestinal disorders (FGIDs) are so prevalent they
cannot reasonably have their diagnoses and management
based within specialty care. However, delayed diagnosis,
lengthy wait times for specialist review, overinvestigation and
lack of clear diagnostic communication are common.

� The intrusive symptoms of IBS and other FGIDs impair patient
functioning and reduce quality of life, and come with
significant costs to individual patients and the health care
system, which could be reduced with timely diagnosis and
effective management.

� IBS, in particular, is no longer a diagnosis of exclusion, and
there are now effective dietary and psychological therapies
that may be accessed without specialist referral.

� The faecal calprotectin test is widely available, yet not on the
Medical Benefits Schedule, and a normal test result reliably
discriminates between people with IBS and patients who
warrant specialist referral.
I alone affecting 10% of the population at any time point and about
40%over a lifetime.1-3 IBS causesdisturbedgut function and intrusive
symptoms that impair quality of life,2,4,5 without there being overt
structural or biochemical abnormalities.3 Due to its prevalence and
symptom burden, IBS results in a large societal cost via both direct
and indirect expenditure.6-8 IBS, together with functional dyspepsia,
is the most well recognised FGID. The Rome IV criteria9 include a
complete description and classification of FGIDs. Many people with
an FGID will have more than one symptom set (commonly with
combined IBS and functional dyspepsia),10 and the type of presenting
FGIDmayalso changeover time.11 Thus,while this article specifically
focuses on IBS, the principles apply more generally to all FGIDs.

Despite the high prevalence of IBS, the condition does not appear to
be generallywell handledwithin the health care system,which leads
to frustration and dissatisfaction in patients and doctors alike.12 This
frustration appears to begin with the diagnostic process and flows
through to either insufficient or excess investigations,13-16 repeat
consultations and re-investigation, and low and late uptake of ther-
apies that are proven to be effective but infrequently used outside of
specialty care centres with an IBS focus. Better IBS management
wouldyield significantgains for the community, as this conditioncan
be easily and safely diagnosedwith few investigations, and effective
therapeutic options can be implemented and accessed from primary
care.Herein,we review the current best practice approach tomaking
and delivering a safe and effective diagnosis of IBS, and outline
newer, effective treatment strategies that can be initiated without
specialist gastroenterology input.

Method

We have used original research listed on PubMed between 1996
and 2016, togetherwith current clinical guidelines, such as the ones
from the National Institute for Health and Clinical Excellence,17 to
formulate an evidence-based overview of the topic as applied to
clinical practice.
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Diagnosing irritable bowel syndrome: why it matters

It may seem self-evident, but without a diagnosis accepted and
owned by the patient, they cannot move out of the diagnostic
process and into effective management. Thus, the formulation and
delivery of a safe, confident and effective diagnosis is an essential
starting point in the therapeutic pathway. There are three key
components to the diagnostic process:

� making the diagnosis (ie, provisional diagnosis on positive
criteria);

� ensuring it is a correct diagnosis (ie, targeted investigations to
exclude other relevant differential diagnoses); and

� communicating it effectively to patients to ensure ownership.
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These three components of the diagnostic process are true for any
disease; however, they have a greater importance for IBS, for which
there is no definitive diagnostic test and no abnormality can be
shown,making it more likely that either the patient or the doctorwill
perceive uncertainty around the diagnosis. Many people, including
patients and doctors, are uncomfortable with uncertainty, which is
thought to be a driver of more testing and specialist referrals in IBS.

Repeat health care use is a common phenomenon in people with
IBS.3 Increasing perceived symptom severity and duration are
causes for repeat consultation,18 with common reasons for
specialist referral including persistent symptoms, diagnostic un-
certainty (in the clinician) and patient fears.19 In addition, health
care use by people with IBS, for unrelated conditions, is signifi-
cantly higher than the general population and is partly driven by
somatisation, whereby psychological distress is perceived in the
form of somatic symptoms.8,20,21

A crucial step in reducing symptoms andhealth care use is the early
provision of a clinical diagnosis of IBS, alongwith an explanation of
the chronic recurrent nature of the disorder and the bio-
psychosocial factors that may influence symptoms (eg, anxiety,
stress, depression, hypervigilance and catastrophising).22 Without
a clear diagnosis and explanation, patients will remain in the
diagnostic process and may recurrently seek an organic cause for
their symptoms. Where IBS is present, a prolonged search for an
alternative explanation or diagnosis is futile, financially inefficient
and time consuming, and it encourages unrealistic expectations,
along with the delay of effective management. Because a delayed
diagnosis does not help the patient nor society, the United
KingdomNational Institute forHealth andCare Excellence quality
standards for IBS17 specifically recommend giving a positive
diagnosis to reduce unnecessary anxiety for patients and to
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promote effective management. Moreover, they recommend that
this diagnosis is most often provided in primary care.
Diagnosing irritable bowel syndrome: key principles

Since the initial publication of theManning criteria,22 the diagnosis
of IBS has ceased to be a diagnosis of exclusion. The old approach
led to never-ending rounds of investigations with diminishing
returns, and has encouraged the perception among patients that if
only another test were done, an alternative diagnosis would be
found. In addition, ongoing testing encourages the belief that the
doctor is uncertain, which also heightens anxiety — often
contributing to worsening symptoms. Formulating an IBS diag-
nosis consists of the positive component in recognising IBS ac-
cording to its typical symptomatology and the negative
component in excluding other relevant possibilities.23,24 These two
aspects can be largely managed by a careful, structured clinical
history and a physical examination. Where symptoms are typical
and longstanding, there is no family history of concern and no
clinical alarms are present, the diagnosis may even be made
without any testing.

Current recommendations are to make a positive diagnosis
based on characteristic symptoms and confirm with minimal
investigations.17,25 Which investigations are reasonable to
perform will depend on the patient’s age and pre-test probabil-
ity, and should not represent an exhaustive search. IBS is the
most commonly recognised functional bowel disorder; other
disorders include functional bloating, functional diarrhoea and
functional constipation. Essentially, these distinctions are prob-
ably more important in research than in clinical medicine, where
all functional bowel disorders are appropriately grouped under
the umbrella label of IBS.26 The current criteria (Rome IV)27 for
diagnosing functional bowel disorders, including IBS, are shown
in Box 1.

It is important to note that, apart from the relevant symptoms, the
patient also needs to meet the time criteria, which makes an
incorrect diagnosismuch less likely, as infectionmayhave resolved
and inflammatory bowel disease (or other organic pathology)may
have progressed within the 6-month time frame. Once the positive
criteria for a diagnosis have been recognised, it is possible to apply
a structured approach to elicit and exclude the relevant clinical
alarms (Box 2). When this approach is combined with a physical
examination, including a digital rectal exam — which is essential
when there are anorectal symptoms such as bleeding, incontinence
and pain — the medical practitioner can often make a firm diag-
nosis with no further testing.

Where there are specific concerns, limited tests may be performed,
which should be tailored to the symptoms, age and presentation of
the patient (Box 3). It is important to note that many commonly
performed investigations are actually not recommended, and there
aremoves internationally to dealwith the overuse of diagnostics as
part of initiatives such asChoosingWisely28 andEvolve.29 One test
worthy of mention is faecal calprotectin. It is not widely used in
Australia due to a lack of Medicare Benefits Schedule funding;
however, it is very good at discriminating between functional and
organic lower gastrointestinal disease, such that in a youngpatient,
with at least 6-month symptom duration and no clinical alarms, a
negative faecal calprotectin test result essentially seals the
diagnosis,17,30-33 and allows the physician to safely move into the
management phase. Colonoscopy in a young woman without
clinical alarms is very low yield34 and should be discouraged.
Diagnosing irritable bowel syndrome: the evidence a
problem exists

Many patients with an existing diagnosis of IBS do not own it
and often continue to seek further diagnoses, investigations, ex-
planations and treatments12,35,36 — which is difficult to fully
explain, but it may relate to patient, primary care or specialty
care factors. The exploratory work by Collins and colleagues36

found that there is quite a divergence in the understanding of
symptom burden, perceived cause and best treatment options in
people with FGIDs, especially IBS. This divergence may be
viewed as a failure in clear medical communication and a lost
opportunity for patient education. The problem of specialist
communication has been further investigated by examining the
language doctors use to convey the diagnosis.37 It was striking
that in letters sent back to referring doctors, even gastroenter-
ology specialists were using uncertain diagnostic language much
more often in patients with FGIDs, such as IBS, than in patients
with other organic gastrointestinal conditions, such as reflux
disease, Crohn’s disease or peptic ulcer. It is concerning that the
use of uncertain language continued in follow-up visits, even
though further time had elapsed and investigations had returned
negative results. These communication problems represent an
opportunity for doctors to more clearly and confidently deliver
an IBS diagnosis, and likely prevent ongoing fear of missed
pathology in patients and referring doctors alike.

There are also documented problems in primary care with
formulating and delivering an IBS diagnosis. A recent study
exploring current concerns in the management of FGIDs, such as
IBS, found that while most patients from primary care were
presenting to tertiary referral for the first time, they had long-
standing symptoms with no firm diagnosis and no improvement
despite multiple treatments.19 Referring doctors lacked confi-
dence in diagnosing and managing these disorders, and patients’
dissatisfaction was related to remaining undiagnosed with no
effective management options. Moreover, often the demand for
specialist review of non-urgent disorders, such as IBS, exceeds
capacity, resulting in very long waiting lists, with many patients
never being seen. Providing a timely, clear diagnosis is critically
important. Other studies have also shown that, although clini-
cians may consider a functional diagnosis, most are reluctant to
communicate or document this without further in-
vestigations.15,38 Patients with persistent medically unexplained
symptoms (ie, undiagnosed) use significant amounts of health
care in a continued search for a diagnosis.39 A clear diagnosis
provides reassurance and alleviates patients concerns and helps
move the patient from a diagnostic search to an effective man-
agement strategy,24,40 which, in turn, reduces the physical and
mental distress of patients and the economic burden due to
impaired workplace productivity, unnecessary investigations
and endoscopic procedures. From a strictly economic perspec-
tive, a timely diagnosis is necessary for the effective allocation of
limited health care resources, such as outpatient appointments
and endoscopic procedures.

Therefore, there are clearly both primary and specialty care con-
cerns that doctors can deal with. If doctors fail to manage this well,
patients will turn to alternative practitioners and advice via the
internet, and are likely to be vulnerable to false claims, high cost
and unproven therapies.

There is awealth of data to show that awellmade clinical diagnosis
of IBS is safe and reliable over time. There is no increase inmortality
in patients with a diagnosis of IBS41-45 and no increase in colorectal
cancer— except in thefirst year, in older patients—where perhaps



1 Rome IV diagnostic criteria for functional bowel disorders26,27

Diagnosis Criteria*

IBS Recurrent abdominal pain; � 1 day per week in the past 3 months
Associated with two or more of the following criteria:
� related to defecation;

� associated with a change in frequency of stool; and

� associated with a change in form (appearance) of stool

Functional abdominal bloating or distension Must include both of the following:
� recurrent bloating or distention occurring on average, at least one day per week; the abdominal

bloating or distention predominates over other symptoms;† and

� there are insufficient criteria for a diagnosis of irritable bowel syndrome, functional constipation,
functional diarrhoea or postprandial distress syndrome

Functional diarrhoea Loose or watery stools, without predominant abdominal pain or bothersome bloating, occurring in
> 25% of stools
Patients meeting criteria for diarrhoea-predominant IBS should be excluded

Functional constipation Must include two or more of the following in > 25% of defecations:
� straining;

� lumpy or hard stools;

� sensation of incomplete evacuation;

� sensation of anorectal obstruction or blockage;

� manual manoeuvres to facilitate evacuation (eg, digital evacuation or support of the pelvic
floor); or

� fewer than three spontaneous bowel movements per week
Loose stools are rarely present without the use of laxatives
Insufficient criteria for irritable bowel syndrome

Opioid-induced constipation New, or worsening, symptoms of constipation when initiating, changing or increasing opioid therapy
that must include two or more of the following in > 25% of defecations:
� straining;

� lumpy or hard stools;

� sensation of incomplete evacuation;

� sensation of anorectal obstruction or blockage;

� manual manoeuvres to facilitate evacuation (eg, digital evacuation or support of the pelvic
floor); or

� fewer than three spontaneous bowel movements per week
Loose stools are rarely present without the use of laxatives

Unspecified bowel disorders Bowel symptoms not attributable to an organic aetiology which do not meet criteria for IBS or
functional constipation, diarrhoea or abdominal bloating or distention disorders

Centrally mediated abdominal pain syndrome‡ Must include all of the following:
� continuous or nearly continuous abdominal pain;

� no or only occasional relationship of pain with physiological events (eg, eating, defecation, or
menses);§

� pain limits some aspect of daily functioning;{

� pain is not feigned; and

� pain is not explained by another structural or functional gastrointestinal disorder or other
medical condition

IBS ¼ irritable bowel syndrome. * Criteria fulfilled for the past 3 months with symptom onset at least 6months before diagnosis. †Mild pain related to bloating may be present as
well as minor bowel movement abnormalities. ‡ Centrally mediated abdominal pain syndrome is typically associated with psychiatric comorbidity, but there is no specific profile
that can be used for diagnosis. x Some degree of gastrointestinal dysfunctionmay be present. { Daily function could include impairments in work, intimacy, social or leisure, family
life and caregiving for self or others. u
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Managing irritable bowel syndrome: next steps

Once there is consensus between doctor and patient that IBS is
the diagnosis, we can move into the management phase. Man-
agement needs to take the patient’s desires, beliefs and main
concerns into account, as IBS of itself does not need or mandate
management. This is important to remember, as many people
need only to know why they have symptoms and whether they
should be concerned.

For patients requiringmanagement, there are a number of treatment
options, of varying efficacy48-53 (Box 4). The non-pharmacological
options (ie, psychological and dietary therapies) are of particular
interest, andoffer the benefit of global rather than targeted symptom
control.On thewhole, psychological interventions have been shown
to be effective in reducing IBS symptoms and psychological distress
and increasing quality of life,53-55 and are as effective as antide-
pressants.55Almost 50%of the patientsmanagedwithpsychological
treatments experience symptomatic improvement compared with



2 Clinical alarms to elicit and exclude in diagnostic
consultation

Clinical alarms

� New onset symptoms if > 50 years of age (within 6 months)

� Unexplained weight loss (> 3 kg or 5% bodyweight)

� Iron deficiency � anaemia

� Melaena, overt rectal bleeding, positive FHH*

� Abdominal pain awaking patient from sleep

� Diarrhoea disturbing sleep or faecal incontinence

� Documented unexplained fever

� Family history of colon cancer (1 FDR < 60 years, or > 1 FDR any age)

� Family history of IBD in symptomatic patient (1 FDR)

� Family history of coeliac disease in symptomatic patient (1 FDR)

FDR ¼ first degree relative. FHH ¼ faecal human haemoglobin. IBD ¼ inflammatory
bowel disease. * FHH testing only appropriate in people at average risk of colorectal
cancer, > 50 years of age — not recommended for investigation of symptomatic
patient. u
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only 25% of controls who received “usual physician treatment”,
“supportive therapy” or “symptommonitoring”.55 There are many
different types of psychological therapy, and of the ones tested,
cognitive behavioural therapy, hypnotherapy and multicomponent
therapies areeffectivewith anumberneeded to treat (NNT)of3e4,49

which is comparablewith antidepressants (NNT ¼ 4)55 andwithout
side effects.Despite thewell recognised fact that IBS andFGIDshave
a significant psychological aspect, primary care providers do not
regularly use psychological treatments.16 Patient resistance to psy-
chological interventionsmaycontribute to this lowuptake; however,
it is also likely to be related to a lack of positive endorsement by the
3 Irritable bowel syndrome clinical management tool

CBT ¼ cognitive behavioural therapy. CRP ¼ C-reactive protein. DCBE ¼ double-contrast
monosaccharides and polyols. MCS ¼microscopy, culture and sensitivity. PCR ¼ polyme
Steering Committee,27 and Irritable bowel syndrome in adults, National Institute for Care
doctor recommending it. Given the existing efficacy data, practi-
tioners should be more convincing when proposing psychological
therapies to people with FGIDs. Moreover, gut-directed hypno-
therapy directly affects visceral sensitivity and gastrointestinal
motility56,57 and improves symptoms and quality of life over the
long term,58-61 and thus it shows considerable promise as an IBS
treatment.49 In fact, marketing of gut-directed hypnotherapy as a
stand-alone treatment, rather than a psychological treatment, may
improve patient uptake of this valuable therapy.16

The low fermentable oligosaccharides, disaccharides, mono-
saccharides andpolyols (FODMAP) diet is effective in reducing IBS
symptoms and, in the short term, it is the treatment with greatest
gains — reducing symptoms in 70e75% of patients with IBS62,63

and improving quality of life.52 FODMAPs are poorly absorbed,
highly osmotic and rapidly fermentable substances that act to
increase the water and gas volume in the intestine, resulting in
luminal distension. High FODMAP foods are not harmful per se,
and in people without visceral hypersensitivity, they cause no
problems. However, distension resulting from fermentation of
these foods, when combined with visceral hypersensitivity, causes
abdominal pain, bloating and altered intestinal motility.62,64,65

Current recommendations (and evidence) are for this diet to be
supervised by a qualified dietitian,17,66,67 as it is complex and needs
to be tailored to the individual. It is not recommended to be fol-
lowed lifelong,67 and the reintroduction of some tolerated
FODMAP-containing foods is important to ensure awide variety of
food choices and reduce the risk of impairing nutritional
adequacy.67,68

In general, non-pharmacological options are preferred in the first
instance, as they can be used long term without ongoing cost, risk
or health care utilisation. Once the techniques are learnt, patients
barium enema. FODMAP ¼ fermentable oligosaccharides, disaccharides,
rase chain reaction. Figure adapted from Differentiating IBS and IBD, Clinical Insights
and Excellence.17 u



4 Efficacy of treatments for functional gastrointestinal disorders: summary of recent systematic reviews

Treatments No. of trials (n) OR Relative risk* (CI) Gainy NNT (CI) Comments

Psychological therapies

Psychotherapy‡53 22 (n ¼ 1314) 2.60 (2.01e3.37) 23% 4e5 Global effect; similar effect
between all psychotherapies;
CBT most evidence

CBT49 9 (n ¼ 610) 0.60 (0.44e0.83) 22% 3 (2e6)

Relaxation and stress
management49

6 (n ¼ 255) 0.77 (0.57e1.04) 16% No benefit Significant variation

Hypnotherapy49 5 (n ¼ 278) 0.74 (0.63e0.87) 23% 4 (3e8) Global symptom improvement,
long term benefits

Dietary therapies

Low FODMAP diet52 6 RCT 1.81 (1.11e2.95) Improved global symptom
severity and quality of life16 non-RCT 0.80 (0.72e0.86)

Probiotics53 15 (n ¼ 1838) 2.24 (1.81e2.75) 13.5% 7e8 Variation with strain; long
term effect not assessed

Fibre51 14 (n ¼ 906) 0.86 (0.80e0.94) 10 (6e33) Can increase abdominal pain

Soluble fibre 7 (n ¼ 499) 0.83 (0.73e0.94) 7 (4e25) Evidence soluble fibre
improves IBS-C

Bran 6 (n ¼ 441) 0.90 (0.79e1.03) No benefit

Pharmacotherapies

Antispasmodics53 22 (n ¼ 1718) 1.97 (1.59e2.45) 18% 5e6 Targets pain only; low cost

Motility agents53 31 (n > 18 000) 4e16% 6e28 Significant adverse effects

Antidepressants49

TCAs 11 (n ¼ 744) 0.66 (0.56e0.79) 20% 4 (3e6) IBS-D only

SSRIs 7 (n ¼ 356) 0.68 (0.51e0.91) 22% 4 (2.5e20) Comorbid depression only

CAMs

Peppermint oil53 4 (n ¼ 392) 4.11 (2.65e6.36) 39% 2e3 Targets pain only; reflux
and other side effects

Iberogast48,50 1 (n ¼ 208) RR,§ 1.9 (1.15e3.14) 15e25% Global improvement

CAMs ¼ complementary and alternative medicines. CBT ¼ cognitive behavioural therapy. CI ¼ confidence interval. FODMAP ¼ fermentable oligosaccharides, disaccharides,
monosaccharides and polyols. IBS ¼ irritable bowel syndrome. IBS-C ¼ constipation-predominant IBS. IBS-D ¼ diarrhoea-predominant IBS. NNT ¼ number needed to treat.
OR ¼ odds ratio. RCT ¼ randomised controlled trial. RR ¼ risk ratio. SSRI ¼ selective serotonin reuptake inhibitor. TCA ¼ tricyclic antidepressant.* Relative risk of symptoms not
improving with intervention compared with control. † Gain of symptom improvement above control. ‡ Psychotherapy includes CBT, personal dynamic therapy, hypnotherapy and
relaxation techniques.53 x Relative risk of symptom improvement with intervention compared with control. u
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can self-treat and use them asmuch or as little as desired to control
symptoms. Lack of affordability of psychological and dietary
therapies is often cited as a barrier to access. However, when
considering theamount spentonnon-evidence-based,non-subsided
therapies for IBS, high cost does not stand up as a reasonable
explanation. Perhaps, people selling alternative therapies do a better
job of selling their therapies than medical practitioners do of
endorsing evidence-based, non-drug approaches. The existing good
quality data suggest thatwe need tomarket our therapies better, for
community benefit. It is likely that if these approacheswere adopted
more widely and earlier in primary care, there would be consider-
able health, quality of life and financial gains made across the
community. Moreover, it is likely that fewer patients would need
referral to specialty care, with all the costs entailed.
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Managing irritable bowel syndrome: when
non-pharmacotherapy is not enough

A subset of patients will need further management to control
symptoms and improve quality of life. While there are many
optionsmarketed tomanage IBS symptoms, the quality of evidence
and the effect size is suboptimal for many commonly used
approaches. As the focus of this article is to highlight the substantial
gains that can be made in formulating and delivering an IBS diag-
nosis, and increase the knowledge and uptake of effective, acces-
sible non-drug therapies by non-gastroenterologists, a detailed
review of IBS pharmacotherapy is beyond the scope of this review.

Pharmacotherapy and its timing should be individualised
according to symptom severity, impact on quality of life and
availability of non-pharmacological therapies. For people with
significant urgency and fear of incontinence, daily loperamide
takenfirst thing in themorning,with thedose titrated to effect,may
be useful — although it will not reduce other symptoms. In addi-
tion, drug therapies may be used in combination with non-
pharmacological treatments, perhaps while initiating psychologi-
cal or dietary therapy or when symptoms are in periods of flare.

There are several pharmacological treatments with some efficacy
(Box 4); however, the gains over placebo are generally modest.
Many therapies show some efficacy, but they generally only target
a single symptom, such as peppermint oil targeting pain. Likewise,
antispasmodics, although moderately effective, treat a single
symptom. Antidepressants are not effective in all patients, with
tricyclic antidepressants being recommended for patients with
diarrhoea (due to significant constipation side effects), and sero-
tonin reuptake inhibitors for patients with comorbid major
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depression.53 Drugs specifically targeting motility show some
efficacy, yet they have been plagued by safety concerns and are no
longer widely available. The efficacy of probiotics varies and is
dependent on the bacterial strains used; this is a growing field of
research. Fibremay increase abdominal symptoms in somepeople,
but soluble fibre may be of some benefit. Newer agents on the
horizon for IBS are nowbeing targeted to specific problems, such as
constipation (prucalopride, lubiprostone, linaclotide), diarrhoea
(eluxadoline) or pain (eluxadoline); however, most are not
currently registeredwith theTherapeuticGoodsAdministration or
funded by the Pharmaceutical Benefits Scheme in Australia, and
their use is appropriately limited to within subspecialty units. As a
full overview on pharmacotherapy is beyond the scope of this
article, readers are referred to a recent review by Ford and collea-
gues69with more detail on therapies.

Conclusion

IBS is a highly prevalent condition and we should no longer be
bound by the past focus on a diagnosis of exclusion with resultant
therapeutic nihilism. There are substantial individual and com-
munity gains to be made if current knowledge around effective
diagnosis and management can be rolled out from specialty prac-
tice into broader care, especially via general practitioners. A
diagnosis can be safely made by following basic principles with
few tests and is reliable over time. Failing to make and deliver a
confident diagnosis creates ongoing avoidable morbidity, and it
costs our society significant amounts in direct and indirect costs.
After making a diagnosis and explaining the symptoms, we have
readily available access to effective therapies. To achieve these
gains, doctors need to be better advocates for these proven thera-
pies; otherwise, theywill leave patients at themercy of peoplewith
better marketing skills.
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