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The Paradigm Shift: From Exhaustion to Positive Diagnosis

Diagnosis of
Exclusion

Focus: Extensive,
repeated exclusionary
testing.

Positive Symptom-
Based Diagnosis

Focus: Extensive, repeated exclusionary testing.

Result: Increased health anxiety, delayed
treatment, high systemic costs.

X Discouraged

Focus: Symptom recognition via Rome |V criteria
+ limited baseline testing to rule out red flags.

Result: Validates patient experience (gut-brain
interaction), enables immediate symptom

management, high specificity (98%) for organic
disease when alarm features are absent.

« RACGP Recommended




Australian Epidemiology & Systemic Burden

Prevalence

10-15%

of Australians affected (Rome V). AIHW 2022

notes ~12% of adults report functlonal Gl symptoms.

Peak onset ages 20-40.

Demographics

b
Female-to-Male ratio. Only 30% of affected
individuals seek formal medical care.

L 4

Economic Impact

>%$1 Billion

Annual direct and indirect costs (GP visits,
iInvestigations, medications, absenteelsm)

Quality of Life Impairment .

Diabetes Mellitus
Chronic Kidney Disease
O

High Impairment

Low

Higher rates of impairment in individuals with
high psychological distress.




The Rome |V Diagnostic Criteria

[Core Symptom] [>2 Modifiers] [Timeline]
1. Related to
Recurrent o PR Criteria fulfilled

(improved/worsen

' for the last 3
Abdomlnal I 2. Associated with a I months. with S I BS
PAIN Fhange Nstoo sympton'; onset : :
NP >6 months DlagnOS|S
On average, 21 3. Associated with a before diagnosis.
day/week in the change in stool
last 3 months. form (appearance).

Clinical Pearl: Differentiating FGIDs
Functional Constipation = difficult stools without pain.
Functional Diarrhoea = loose stools without pain. Pain is the defining feature of IBS.
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Subtyping via the Bristol Stool Form Scale (BSFS)

Type 1 Type 2 Type 3 Type 4 Type 5 Type 6 Type 7
Separate hard Sausage shaped, Like asausage  Like a sausage or  Soft blnbs with  Fluffy pieces with Watery, no
lumps lumpy with cracks snake, smooth clear edges ragged edges solid pieces
and soft
L‘m e i T - !"m-—'—_—J it Pr———— % w
IBS-C (Constipation) IBS-D (Diarrhoea) IBS-U
Type 1-2 on 225% of Type 6-7 on 225% of (Unclassified)
abnormal days. abnormal days. Insufficient
(~30% prevalence) (~35% prevalence) abnormality to meet

C or D criteria.
(~10% prevalence)

IBS-M (Mixed)
Meets criteria for BOTH Type 1-2 (225%) and Type 6-7 (225%).

(~25% prevalence) Subtype should be reassessed at each
clinical encounter as patterns fluctuate.



The Diagnostic Dashboard: Alarm Features

Systemic & Brain
Blood & Vascular

._
- Nocturnal symptoms that wake the patient
- Progressive worsening over weeks/months
- Unintentional weight loss >5% over 6 months
- Iron-deficiency anaemia

(ferritin <30 ug/L, low MCV)

L.

Gl & Abdominal
\)& - Rectal bleeding or melaena
(not haemorrhoidal)

- Palpable abdominal mass or
lymphadenopathy
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Demographic & History
- New onset in patient aged 250 years
— Family history of colorectal cancer,
coeliac disease, or IBD




The 4-Step Positive Diagnosis Pathway

1. Symptom
Assessment

Apply Rome IV criteria +
Subtype via BSFS. Screen
for Alarm Features.

Do«
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2. Baseline Labs
(The Filter)

@ FBC (MBS 66512): Screen
for anaemia/infection.

@ CRP (MBS 66547) or Faecal
Calprotectin (MBS 66579):
<50 pa/g excludes active IBD.

Calprotectin preferred in IBS-D.

@ Coeliac Serology (MBS
66832): tTG-IgA + total IgA.

Patient must be on gluten diet.

@ TSH (MBS 66715): If atypical
or IBS-D/M.

3. Positive
Diagnosis

Decision Gate: Rome IV met
+ NO alarms + Normal labs =
Confidently diagnose IBS.

Do not pursue H2 breath
testing or endoscopy unless
specifically indicated.
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4. Initiate
Management

Begin subtype-specific
dietary, lifestyle, and
pharmacologic therapies.
Reassess at 6-8 weeks.
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Foundation Level A: Lifestyle Interventions

Sleep
Hygiene

Stress
Reduction

MBSR, yoga, progressive
muscle relaxation. Stress
triggers flares via the
gut-brain axis.
Recommend apps like
Smiling Mind.

—or"

Exercise

150 min/week moderate-
intensity (brisk walking, cycling).
Mechanism: Reduces visceral
hypersensitivity and
improves gut transit.

Address sleep disturbances
(affects 50% of IBS patients).
Consistent schedule, limit
caffeine (<2 cups/day),
reduce screen time.

Note on Probiotics: Strain-specific evidence only (B. infantis 35624 and L. plantarum 299v).
A 4-8 week trial is reasonable, but they are not PBS listed.




Dietary Foundations: FODMAP Protocol & Fibre Matrix

| N
The Monash Low FODMAP Protocol [@ Dietitian referral strongly recommended. Use Monash App.J
Phase 1: Elimination Phase 2: Reintroduction Phase 3: Personalisation

(2-6 Weeks) (6-8 Weeks) (Ongoing)
Restrict all high-FODMAP foods. Systematically reintroduce Liberalise to least restrictive diet.
If no response by 6 weeks, stop. subgroups over 3 days each to WARNING: Long-term strict
find thresholds. restriction is NOT recommended.
i
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The Fibre Supplementation Matrix
Recommended: Soluble Fibre Avoid: Insoluble Fibre
( - )

—~ Psyllium / ispaghula husk. First line for all Wheat bran.
subtypes. Start 3-5g, titrate to 10-12g. @ May worsen bloating and

Consider PHGG (Sunfiber) for IBS-C/M. abdominal pain.




Pharmacological Targeting: Mechanism of Action Map

Central/Enteric @
Nervous System
Neuromodulators (TCAs/SSRIs)

act on visceral pain perception

and central pain processing. Gut-Brain Axis
Pathway

Smooth Muscle

Antispasmodics (Hyoscine,
Mebeverine, Peppermint Qil)
/ relax muscle and block

-' calcium channels.

Smooth Muscle (2)

Antispasmodics (Hyoscine,
Mebeverine, Peppermint Qil)

Motility Receptors

p-opioid receptor agonists
(Loperamide, Eluxadoline)

relax muscle and block calcium slow transit.
channels.
Intestinal Lumen (3) of——(5) Microbiome

Osmotic Laxatives (Macrogol),
Guanylate cyclase-C agonists
(Linaclotide), Bile Acid
Sequestrants (Cholestyramine).

Non-absorbable antibiotics
(Rifaximin).




Master Pharmacotherapy Reference Matrix

Drug Class & Name

Antispasmodics: Hyoscine
(Buscopan), Mebeverine,
Peppermint Oil

Subtype Target

o0

All subtypes (Pain)

PBS Status & Dose

Hyoscine & Mebeverine: PBS Gen.
Peppermint; OTC. PRN dosing.

Key Warnings/Side Effects ﬁ

Hyoscine: Anticholinergic SEs.
Peppermint: Heartburn.

Laxatives & Secretagogues:

Macrogol 3350 (Movicol),

Macrogol: PBS Gen.

Macrogol: Renal caution.

Linaclotide (Constella) IBS-C Linaclotide: PBS Authority. Linaclotide: Diarrhoea SE.
Antidiarrhoeals & Others: & Loperamide/Cholestyramine: | Eluxadoline contraindicated if
Loperamide, Rifaximin, BS-D PBS Gen. no gallbladder/pancreatitis
Eluxadoline, Cholestyramine ) Rifaximin/Eluxadoline: PBS Auth. | history.

Neuromodulators: . PBS Gen. TCA best for IBS-D, watch
Amitriptyline (TCA), .| TCA: Start 5-10mg nocte. anticholinergic SEs.
Escitalopram (SSRI) Refractory/Pain | gopy: Start 5mg. SSRI best for IBS-C.




Subtype Management Pathway: IBS-C (Constipation)

F N

Refractory/Specialist:
Secretagogue (Linaclotide) ¢

T — \"-.. ’

Note: PBS Authority requires

inadequate response to >2
| / laxatives over 23 months. \

Alternative/Adjunct
-® gsRi (Escitalopram) to improve

transit and treat comorbid anxiety.
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First-Line Pharma:
Osmotic Laxative (Macrogol 3350)
Titrate to effect.

Foundation: Soluble Fibre (Psyllium)

My
e
N

Ongoing Maintenance: Add Antispasmodics (Hyoscine/Mebeverine/Peppermint) f
PRN before meals for pain management across all steps. Y




Subtype Management Pathway: IBS-D (Diarrhoea)

Refractory/Targeted:
Rifaximin (550mg TDS for 14d) &-------

Note: PBS Authority requires failure
of loperamide +/- antispasmodics
| / + 3 months diet modification.
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Alternative Pathway l

o i © Suspected Bile Acid Malabsorption
(BAM). Consider SeHCAT scan.

-— —

I
: N : { Treat with Cholestyramine. % |
vy, Fr— . Accounts for up to 25% of IBS-D). ) |
- Neuromodulation: N _' " » Y
Low-Dose TCA (Amitriptyline) — \~ — R

‘Slows transit, reduces pain, improves sleep

First-Line Pharma: Loperamide PRN (up to 16mg/day) + Antispasmodics
Peppermint oil preferred.

...................................................................................................................................................................................

Flrst-Lme Pharma Loperamide PRN (up to 16mg/day) + Antlspasmndlcs
_ Peppermint oil prefened.l | i




Subtype Management Pathway: IBS-M (Mixed Bowel Habits)

v %

What to USE What to AVOID
- Soluble fibre (Psyllium) - Antidiarrhoeals (trigger
normalises stool formin TAraL el imelt severe constipation
both directions. ¢ £ {‘:: Bie oAt -_: phases).
- Antispasmodics address \ E?rEFJ;Ta?EI;?fh | - Stimulant laxatives
pain without altering i : (trigger severe diarrhoea
bowel habits. phases).

- Low-dose TCAs are often
the single most useful
medication for global
symptoms in IBS-M.




The Gut-Brain Axis: Rationale for Psychological Interventions

(2

Central Nervous
System (Brain)

Top-Down Pathway

Psychological stress, anxiety, and
depression lead to altered autonomic output,
increasing gut motility and visceral
hypersensitivity.

i
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Psychological Therapies
Reduce stress triggers and reframe
maladaptive pain cognitions. (Up to
60% of specialist IBS patients have
psychological comorbidity).

..-'

Antidepressants (TCAs/SSRIs)

Modulate central pain processing and
gut motility.

Bottom-Up Pathway

Altered microbiome, mucosal inflammation,
and aberrant enteric signaling send pain signals
to the brain, amplified by central sensitization.

Enteric Nervous

System (Gut)




Psychological Therapies: Modalities and Access

i

Therapy | Mechanism Efficacy Access/Cost
| « Targets maladaptive e NNT ~4 (Strongest e Psychologist via MHTP
| o cognitions, catastrophising, : g . (MBS 721).
| el avoidance. E;iergcig,sTnderate e Digital: Monash Mindgut
' telehealth.

e Targets visceral sensitivity

Gut-Directed via hypnotic e ek
Hypnotherapy suggestion/imagery o 7/0-80% response rate. Digital: Nerva app

(Manchester/NC protocols). (-$120/6 weeks).

o Tertiary Gl centres.

" - e Acceptance and  Patient preference,

Other (ACT/MBT) Commitment Therapy, e Good evidence. local psychologist
| Mindfulness. availability.

—— s

@ Key Takeaway: Psychological therapies are primary treatments for moderate-
severe IBS, not a ‘last resort’ or suggestion that symptoms are ‘all in the head..




The Master IBS Management Algorithm

Neuromodulators:
Low-dose TCAs or SSRIs for refractory
pain/global symptoms.

IBS-D: Pain/Spasm:
Loperamide -> Antispasmodics
Mieydully PRN

Dietary Modification: Monash Low FODMAP Diet
(Dietitian guided, 3 phases).

Foundation: Education, Validation, Lifestyle (Exercise, Sleep, Stress),
Soluble Fibre (Psyllium). Applies to 100% of patients.

Gut-Directed
Psychological
Therapies
(CBT/Hypnot
therapy).
Integrated
early for
moderate-
severe cases.



Aboriginal and Torres Strait Islander Health Considerations

~

Prevalence & Diagnosis

Dietary Access

 1.5x higher rate of functional Gl
symptoms. High index of suspicion
needed for organic disease (Giardia, post-
infectious IBS) in remote areas. Use CRP if
faecal calprotectin is unavailable.

e Low FODMAP is often impractical in
remote communities (food insecurity,
cost). Focus on basic advice: increase
soluble fibre, hydration, reduce processed
fats. Utilise tele-dietitians via ACCHOs.

Medication Access

Cultural Safety & Psych

e Utilise Closing the Gap (CTG) PBS
Co-Payment ($7.30/script). OTC pepermint
oil may not be available in remote stores.
Coordinate Authority scripts with Remote
Area Aboriginal Health Services.

» Use a yarning-based approach. Involve
Aboriginal Health Workers (AHWSs). Align
gut-brain explanations with Social and
Emotional Wellbeing (SEW) holistic
frameworks. Access telehealth (e-Mental
Health in Practice).




Navigating Special Populations

Pregnancy & Breastfeeding

Safe: Psyllium, Macrogol.
Use short-term/caution: Loperamide,
Hyoscine.

Avoid: Mebeverine, TCAs (1st trimester),
Linaclotide, Rifaximin, Eluxadoline.

Paediatrics

5-10% prevalence.

First-line: Diet/Fibre, reassurance, school
attendance.

Pharma: Peppermint oil (=8 yrs) and
Psyllium only.

Avoid TCAs without specialist guidance.
Strong evidence for psych interventions.

Elderly (65 yrs)

Red flag: New-onset symptoms mandate
colonoscopy.

Caution: Anticholinergics (confusion/falls),
TCAs (ECG required), Loperamide
(megacolon risk).

Consider medication-induced GI symptoms.

Renal/Hepatic Impairment

Renal: Caution with Macrogol in CKD
(electrolytes).

Hepatic: Avoid Rifaximin in Child-Pugh C;
Eluxadoline absolutely contraindicated in
severe hepatic impairment.




Gastroenterology Referral & The Therapeutic Relationship

:=|| When to Refer % Primary Care Continuity

 Presence of any Alarm Features. e Validation: Explain pathophysiology

« Diagnostic uncertainty (atypical explicitly (disordered gut-brain signaling,
symptoms, abnormal baseline labs). not ‘all in your head’).

e Failure to respond to 6-12 months of  Expectations: Shift goal from ‘cure’ to
optimised first/second-line management. ‘symptom management’.

e |BS-M with predominant bloody * Follow-up: RACGP recommends regular
diarrhoea (rule out microscopic GP review every 4-8 weeks during

colitis/BAM). active management to reinforce

e Severe symptoms causing major strategies and adjust treatment.
functional impairment.

References: Lacy BE et al. Bowel disorders. Gastroenterology. 2016 (Rome V). / Ford AC et al. Lancet. 2020.



