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Disclosures

No financial or nonfinancial relationships to disclose

Several neuromodulator uses discussed are off-label

Recommendations distinguish evidence from clinical judgment
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Learning objectives

By the end of this session, participants will be able to:

1

Apply a symptom-based framework to make a positive diagnosis of a

disorder of gut—brain interaction and identify important alternative causes of
chronic abdominal pain.

Formulate a targeted investigation and safety-netting plan that defines
when to stop testing and when to reassess.

Select an individualized treatment plan incorporating explanation, dietary
measures, gut-directed psychological therapies and neuromodulators.
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Abdominal pain: danger and disability

Clinical task

Recognize an immediate threat

Examples from the differential

Ischemia, ruptured aneurysm, perforation,
ectopic pregnancy, ACS or DKA

Look for structural or
inflammatory disease

Peptic ulcer, celiac disease, IBD,
biliary/pancreatic disease or cancer

Recognize major loss of
function

IBS, dyspepsia, endometriosis,
bladder pain or abdominal wall pain

WSES 2022 / AHA-ACC 2021 / ACOG / NIH
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The differential extends beyond the bowel

Esophagus

Li\Iler | Stomach

Gallbladder Pancreas

NIDDK /NIH [V1]/ ACOG / AHA-ACC / Rome V

Gl and hepatobiliary
Meals, stool, bleeding

Vascular / cardiac / metabolic
Abrupt change, systemic iliness

Pelvic / urinary
Menses, pregnancy, urination

Wall / nerves
Focal tenderness, movement

Medications / substances
Timing and exposure
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Bowel pain: IBS, constipation and IBD

Diagnosis

Typical pain

Other findings

Tests and first treatment

Irritable bowel

Pain/discomfort linked
to defecation or

Bloating, diarrhea

Targeted blood/stool tests. Explain IBS;

syndrome and/or constipation; no | treat bowel pattern and pain. No routine
altered stool : : :

(IBS) unexplained alarms. CT/scope if low risk.
form/frequency.

Chronic Cramping/bloating Straining, incomplete Medication review; rectal exam. Tests if
with hard or evacuation; pain may indicated. Soluble fibre or PEG 17 g

constipation

infrequent stools.

occur without IBS.

daily; review response.

Inflammatory
bowel disease
(IBD)

Cramping/focal; UC
often lower, Crohn’s
RLQ or obstructive.

Persistent/nocturnal
diarrhea, blood, weight
loss or perianal
disease.

CBC/CRP/albumin; stool calprotectin +
infection tests. Gl: scope, biopsies,
therapy. ED if toxic, obstructed,
dehydrated or bleeding.

Rome V 2026 / CAG IBS 2019 / AGA-ACG constipation 2023 / ACG UC 2025 / BSG IBD 2025
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Peptic ulcer, gallstone and hepatitis pain

Diagnosis Typical pain Other findings Tests and first treatment
. Epigastric | 1y v iori or NSAIDS: H. pylori test + EGD. PPI; review
Peptic ulcer burning/gnawing; with : : : - :
: : may present with NSAIDs. Eradicate infection; confirm
disease food, fasting or at : : : o
night bleeding or perforation. | cure. ED for bleeding/peritonism.
Steady _ : : o : -
: : Nausea; fever, jaundice | RUQ US; liver tests * lipase. Analgesia;
Gallstone RUQ/epigastric : . .
: or persistent pain symptomatic: surgery referral. Fever,
disease attacks, usually . ) . : o
suggest complication. jaundice or ongoing pain: same-day ED.

minutes—hours (<6 h).

ALT/AST, ALP, bilirubin, INR. Cause-

Often painless; Fatigue, anorexia, . _ :
- : : directed tests/treatment; review
Hepatitis sometimes vague nausea, dark urine or druas/alcohol. Coaaulobathv or
RUQ discomfort. jaundice. J ' guiopatny

confusion: ED.

ACG H. pylori 2024 / ACG—CAG dyspepsia 2017 / NICE CG188 / Emergency Care BC 2022 / ACG liver 2017 10



Acute and chronic pancreatitis

Diagnosis

Typical pain

New, persistent and
often severe

Other findings

Vomiting, tenderness

Tests and first treatment

Same-day ED assessment.

Acute epiqastric and systemic illness. Lipase, CBC, renal/liver tests + US.
pancreatitis gig Mav radiate Lipase usually Analgesia, reassessed |V fluids.
fo thé ba)c/;k elevated. Early feeding as tolerated.
Recurrent or Weight loss
persistent steagt]orrhea, CT or MRI; nutrition/glucose review.
Chronic upper abdominal ) Fecal elastase if EPI suspected.
" ; or diabetes may : " _ :
pancreatitis pain. develop Gl pain/nutrition plan; stop smoking.

May worsen after
food.

Lipase can be normal.

Pancreatic enzymes for EPI.

ACG acute pancreatitis 2024 / ACG chronic pancreatitis 2020 / AGA exocrine pancreatic insufficiency 2023
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Ischemia and appendicitis

Tests and first treatment

Diagnosis

Ischemic colitis

Typical pain

Sudden cramping,
urgency; bloody
diarrhea often follows.

Other findings

Vascular risk or a low-
flow event; bleeding
may be absent.

Same-day ED: contrast CT, fluids, GlI.
Scope within 48 h if safe. Severe/right-
sided disease: urgent surgery
assessment.

Severe new diffuse

Atrial fibrillation,

Acute - . ED now: immediate CT angiography.
: pain; early vascular disease or low o N

mesenteric L Resuscitation, antibiotics; urgent
: : examination may flow. Lactate may be
ischemia . surgery/vascular assessment.

appear mild. normal.

Progressive RLQ : Same-day ED/surgical assessment.

ain; may migrate TSRS, Analgesia, acute-care imaging: CT often

Appendicitis pain, nausea/vomiting ’ '

from around the
umbilicus.

fever; often atypical.

used in adults; US first in
children/pregnancy.

ACG colon ischemia 2015 / WSES mesenteric ischemia 2022 / Emergency Care BC 2022-2023
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DGBI and the Rome criteria

Disorders of gut—brain interaction ( ROM E

Altered motility, sensation and pain processing

1988 2016 2026
Rome congress —> Rome |V —> Rome V
The working team DGBI terminology Updated criteria

International evidence and consensus guide a positive diagnosis.

Thompson, The Road to Rome 2006 / Rome V process 2026 13



Rome V: irritable bowel syndrome

Recurrent abdominal pain or discomfort

On average 23 days/month. Symptoms are not continuous.

At least two associations:
1 Defecation
2 Achange in stool frequency

3 A change in stool form
Red text marks changes from Rome |V.

Symptoms for the last 3 months; onset 26 months before diagnosis.

Rome V 2026: C1 criteria / Corsetti et al., Gastroenterology 2026

14



Rome V: functional dyspepsia

PDS or EPS, without a structural, systemic or metabolic explanation

Postprandial distress syndrome Epigastric pain syndrome

22 days/week 21 day/week

Fullness after meals that limits activity Epigastric pain and/or burning that limits
and/or early satiation that prevents activity. May occur with meals or
finishing a usual-sized meal. iIndependently.

Symptoms begin or worsen within 2 hours PDS criteria are not met.

of eating.

Both: predominant nausea or persistent vomiting excludes the diagnosis.

Symptoms for the last 3 months; onset =26 months before diagnosis.

Rome V 2026: B1, B1a and B1b / Térnblom et al., Gastroenterology 2026 15



Rome V: centrally mediated abdominal pain

Centrally mediated abdominal pain syndrome (CAPS)

All of the following are required:

1

2
3
4
5

Continuous abdominal pain

No association (A) or variable association (B) with physiological events
Pain limits at least one domain of daily life

Symptoms are not deliberately fabricated

No other Gl or non-Gl disorder explains the continuous pain

Symptoms for the last 3 months; onset 26 months before diagnosis.

Rome V 2026: D1 / Fukudo et al., Gastroenterology 2026
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Rome V: adult abdominal migraine

New adult Rome V category At least two associated categories
All attack-pattern criteria

Stereotyped severe pain lasting =1 hour to Personal migraine history

several days Family migraine history

Weeks or months between attacks Appetite loss / nausea / vomiting*

i : : Photophobi
=3 in the past year AND 22 in the previous otophobia
6 months Pallor
Attacks prevent usual activities Preceding aura or prodrome

*With attacks; these symptoms count as one category.

No other condition fully explains the attacks after appropriate evaluation.

Pattern present 26 months.
Rome V 2026: D2 / Fukudo et al., Gastroenterology 2026 17



Maya’s third visit

“I've started skipping breakfast so | can get
through the commute.”

38 years old. Nine months of intermittent pain and loose stools.
Pain changes after defecation. Weight is stable.
Normal CBC, chemistry and CT. Celiac testing still pending.

Avoiding meals and missing shifts. Ten minutes to make a plan.

Fictional composite case
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A positive diagnosis starts with the pattern

Pattern

Stool-associated pain

Useful question

Does pain track changes in bowel
habit?

Working diagnosis

IBS

Upper abdominal
symptoms

Pain/burning, fullness or early
satiation?

Functional dyspepsia

Continuous pain

How does pain interfere with
everyday life?

CAPS

ACG IBS guideline, 2021 / Rome V, 2026
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Alarm features determine the next action

Finding Action

Shock, peritonism, major bleed; ED now; EMS if unstable.
obstruction or severe dehydration Hospital admission when indicated.

Expedited Gl + ileocolonoscopy.
Right and left colon biopsies
for persistent diarrhea.

Weight loss + diarrhea;
unexplained IDA or bleeding

Progressive dysphagia; Expedited Gl / upper endoscopy.

persistent vomiting Food impaction or inability to hydrate: ED.

New IBS-like symptoms =50; Outpatient colonoscopy for new symptoms =50;
high-risk family history earlier with high-risk family history.

Emergency Care BC / BSG 2018 / ACG-CAG dyspepsia 2017 / CAG IBS 2019 20



Tests to arrange for each presentation

Presentation Tests to arrange

CBC; tTG-IgA while eating gluten

Typical IBS pattern (total IgA reflexed by the BC laboratory)

CRP + fecal calprotectin when feasible (suspected IBS-D)
Persistent diarrhea Giardia antigen/PCR for chronic watery diarrhea
If bile-acid diarrhea suspected: SeHCAT / C4 if available

H. pylori urea breath test or stool antigen

Dyspepsia Upper endoscopy: age =60, or selected higher-risk patients

Biliary: ALT/AST, ALP, bilirubin + RUQ ultrasound
Suspected acute pancreatitis: lipase

Urinary: urinalysis £ culture if infection suspected

Pelvic: hCG if pregnancy possible; US if structural concern

Atypical / focal features

PHSA 2024 / CAG IBS 2019 / ACG IBS 2021 / AGA diarrhea 2019 / ACG—CAG dyspepsia 2017 / CAG BAD 2020 21



CRP and fecal calprotectin

Guidance Position

CAG IBS 2019 Against routine CRP/calprotectin in typical IBS

ACG IBS 2021 CRP plus fecal marker in suspected IBS with diarrhea

AGA diarrhea 2019 Fecal markers preferred over CRP/ESR

My BC approach: CRP + fecal calprotectin for suspected IBS-D, when feasible.

CAG IBS guideline, 2019 / ACG IBS guideline, 2021 / AGA Chronic Diarrhea, 2019 / BC laboratory payment schedule, May 2026 22



When a scope or CT will change care

Typical low-risk IBS under 50: no routine colonoscopy
New dyspepsia at 260: arrange upper endoscopy
Younger dyspepsia: H. pylori pathway and risk review

Repeat CT: a new clinical question is required

Choosing Wisely Canada, 2025 / ACG/CAG Dyspepsia, 2017 / BC Cancer co lon screening
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More tests do not guarantee a better outcome

Low-risk

: Randomized comparison What changed?
population
Typical IBS Positive diagnosis vs Initial testing cost was
302 adults, no extensive exclusion testing: ~18x% higher with exclusion.
alarms similar symptoms and QoL. Denmark; 2011-12 tariffs.
Dyspepsia H. pylori test-and-treat Test-and-treat used
500 adults, no vs prompt endoscopy: 60% fewer endoscopies
alarms similar symptoms at 1 year. over the first year.

Begtrup et al., CGH 2013 / Lassen et al., Lancet 2000 24



A low-yield test still has a cost

Investigation

Colonoscopy

A useful risk estimate

BC screening cohort:
44 serious events / 10,000;
6 perforations / 10,000.

How to use it

Use when benefit is plausible.
These older FIT-positive
patients differ from Maya.

CT
abdomen/pelvis

Typical adult exposure:
about 7.7 mSv.
Dose varies by protocol.

Avoid repeat CT when the
clinical question and
examination are unchanged.

“One more normal
colonoscopy”

458 younger IBS patients:
no greater reassurance

after a normal colonoscopy.

Explain what the completed
workup means and provide
a treatment/follow-up plan.

Tomaszewski et al., CMAJ Open 2021 / ACR—-RSNA / Spiegel et al., GIE 2005
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Back to our case: Maya is losing weight

Eight weeks later: 72 — 68 kg, What is the next step?
unintentionally.

Diarrhea persists. She has stopped going to

work. A Escalate IBS treatment

More anxiety, caregiving stress and food
avoidance. B Gl referral + colonoscopy

, L with biopsies
Stable observations; no peritonism or P

dehydration. C Repeat CT for reassurance

Fictional composite * eight weeks after the initial visit

BSG chronic diarrhoea 2018 / ACG IBS 2021 26



Maya: normal colonoscopy and biopsies

Expedited ileocolonoscopy: normal ileum and colon.
Right and left colon biopsies: no microscopic colitis.
Celiac serology, blood tests and fecal calprotectin reassuring.

Intake reviewed; weight stabilizes over the next month.

What does she need from us now?

If weight continues to fall, reassess. A normal scope does not settle every cause.

BSG chronic diarrhoea 2018 / AGA chronic Gl pain 2021
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A stopping rule with a follow-up plan

Coherent symptom pattern?

l YES
Any “nO”
Relevant evaluation complete? Address the unresolved

question
l YES

No unresolved alarm or changing trajectory?

New findings reopen
All yes: document the diagnosis, the assessment.

treat and book review

ACG IBS guideline 2021 / AGA chronic Gl pain update 2021 28



What “stopping” sounds like

“The completed tests and your symptom pattern fit IBS.”
“Another scan is unlikely to guide treatment today.”
“We have a treatment plan and a review date.”

“New findings would change that plan.”

AGA Chronic Gl Pain, 2021
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Why normal digestion can hurt

Visceral
pain
T Gut signals can be
amplified
Ascending Descending
pain inhibition
pathway DRG

neuron

Pain is modulated in both
directions

S~

— The pain is real, and the
. TRP channel @ Histamine “®" Mast cell .
/\ Microbial metabolite € Proteases gb Macrophage SyStem IS tl’eatable

&> Nutrient @ cytokines/chemokines
* Serotonin J Enterochromaffin cell

@ Lymphocyte

Ford et al. Gastroenterology 2024, Fig. 1 [V2]. CC BY-NC-ND 4.0. 30



A 60-second explanation

“Your pain is real. This pattern fits IBS.”
“Normal digestion can hurt when the nerves are sensitive.”

“We can work on the bowel symptoms and the pain signals.”

AGA Chronic Gl Pain, 2021
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What improved, and what still needs treatment?

At follow-up Next clinical question

Stools improve, pain persists Does the pain need a different treatment target?

Soft stool, difficult evacuation Is there a defecatory disorder?

Urgency improves, avoidance persists Would Gl-focused therapy help restore activity?

Was treatment accessible, tolerated and

No useful improvement adequately tried?

CAG IBS 2019/ ACG IBS 2021 / AGA bloating and distention 2023 32



Diet: restriction is only the first phase

Before restricting food: what is the patient already avoiding?
Weight loss, food fear or a very narrow diet: nutrition support first.

For suitable patients with IBS: a low-FODMAP trial

If useful

1. Restrict R 2. Reintroduce R 3. Personalize
Maximum 4—6 weeks Test tolerance Restore variety

No useful response: stop restriction and reassess

HealthLink BC
Dietitian: 8-1-1

Sultan et al. 2022, Fig. 1 [V3]/ AGA diet update 2022 33



Low-FODMAP food swaps

Apple or pear
— Green kiwifruit or orange

Regular cow’s milk
— Lactose-free cow’s milk

Onion or garlic pieces
— Chives or garlic-infused oil

Wheat-based pasta

Green kiwifruit — Rice, or suitable rice/corn/quinoa pasta

Photo: Luc Viatour / Lucnix.be . . .
CC BY-SA 2.5 « not a serving illustration Portion matters. Reintroduce and personalize.

Monash University food guidance / Viatour photograph, CC BY-SA 2.5 34



What gut—-brain therapies actually do

Therapy What the patient practises A useful fit

|dentify symptom—fear loops;
reframe predictions; gradually
resume avoided activities.

Fear of symptoms is shrinking
meals, travel or daily life.

Gl-focused
CBT

Focused attention, relaxation
and gut-specific imagery;
repeated home practice.

Gut-directed
hypnotherapy

Prefers guided audio and
can practise consistently.

Treat gut symptoms and restore function; depression is not a prerequisite.

Rome Working Team: brain—gut behaviour therapies, 2022 35



IBS-focused CBT improves symptoms

ACTIB: symptom severity versus usual care at 12 months

Telephone CBT

-61.6 (—89.5 to Supported web
=33.8) CBT -35.2

(=57.8 to —12.6)

-100 -80 -60 -40 -20
Adjusted IBS-SSS difference (points). Lower is better.

Points: adjusted effect. Lines: 95% CI. 558 randomized; 70% followed at 12 months.

Refractory IBS; usual care versus telephone or supported web CBT.

Trained therapists. Homework and exposure. Web treatment was not self-guided.

ACTIB: Everitt et al. Gut 2019, Table 3 [V4]. Redrawn. CC BY-NC 4.0.

36



Hypnotherapy: trial evidence, including Nerva

Primary trial

IMAGINE
354 randomized

Treatment and comparator

Six therapist sessions:
individual or group hypnosis
vs educational support.

Reported result

Adequate relief at 3 months:
41% individual; 33% group;
17% control.

Nerva
244 randomized

42 daily digital sessions
with hypnosis vs active
digital program without it.

250-point IBS-SSS reduction
at program completion:
81% vs 63% (p = .002).

Different endpoints and delivery methods: do not compare percentages across trials.

Flik et al., IMAGINE 2019 / Anderson et al., AJG 2025
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Give the patient a route to start

Therapist route: ask specifically for Gl-focused CBT or gut-directed
hypnotherapy.

Nerva: a self-guided option at nervahealth.com — about 15 minutes
daily for 6 weeks.

Paid subscription after a 7-day trial; check Canadian price and renewal
terms.

Agree on a functional goal and review symptoms, adherence and
benefit.

Nerva official site / Canadian App Store, checked 5 October 2026 38



Neuromodulators treat pain signalling

Enteric nervous system Brain and spinal cord
Local gut circuits coordinate Central circuits interpret and
movement and secretion. modulate incoming pain signals.

Shared chemical messengers; different circuits and drug effects.
“I suggest a neuromodulator to reduce the pain response.”

“The same medicine is also used for depression. Here, our target is gut pain.”

AGA 2021 / Rome working team 2018 / CAG 2019 39



Amitriptyline: the ATLANTIS trial

ATLANTIS: global symptom relief at 6 months

100.0%
25 09 61.3%

o (125/204) 45.1%
50.0% (88/195)
25.0%

0.0%
Amitriptyline Placebo

10—-30 mg nightly

Relief = somewhat, considerably or completely relieved.
Observed secondary endpoint. Adjusted OR 1.78 (95% CI 1.19-2.66).

ATLANTIS: Wright-Hughes et al. HTA 2024, Tables 17-18 [V5]. CC BY 4.0.

463 adults

IBS despite first-line
treatment

Double-blind RCT
10-30 mg amitriptyline vs
placebo

Primary outcome

IBS-SSS difference —27
points (95% CIl -47 to -7)

40



A low-dose TCA for IBS pain

Start and titrate

Clinical fit and limits

10 mg at bedtime
Amitriptyline Add 10 mg every 1-2 weeks
Initial IBS range: 10-30 mg

Pain * diarrhea
Strongest direct IBS evidence
Watch sedation and constipation

10 mg at bedtime
Nortriptyline Add 10 mg every 1-2 weeks
Common pain range: 25-50 mg

May cause fewer anticholinergic effects
Less direct DGBI evidence
FD trials were negative

Before prescribing: cardiac assessment / ECG, interactions, retention, falls and overdose

risk.
CAG 2019/ AGA 2021 / ATLANTIS 2023 / Canadian product monographs
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SNRIs: selected alternatives, with a clear plan

Practical starting approach Evidence and monitoring

30 mg daily Broader pain / TCA intolerance
Duloxetine After 1-2 weeks: 60 mg if needed Limited direct IBS evidence
and tolerated BP/HR; renal and liver status

Selected use; no established DGBI
target

Small IBS trial; FD RCT negative
BP, pulse and withdrawal risk

37.5 mg daily for ~1 week — 75 mg
Venlafaxine XR Then consider 112.5 — 150 mg
Later steps =2 weeks apart

Use the lowest useful dose. These are off-label clinical approaches, not equivalent proven

regimens.
Salehian 2021 / Sharbafchi 2020 / van Kerkhoven 2008 / Canadian monographs 42




Mirtazapine for selected functional dyspepsia

Selected FD: early satiation, poor intake and weight loss after
appropriate evaluation

Mirtazapine: 15 mg at bedtime is the studied FD dose

Monitor daytime sedation, appetite and weight; do not automatically
escalate

Tack et al. 2016 / BSG 2022 / Cao et al. 2025 / Canadian mirtazapine monograph 2025
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Every prescription needs a review and a stopping
rule

Choose one symptom goal and one functional goal; review in 2—4 weeks
At about 8—12 weeks: useful benefit, tolerable harms and an adequate

dose trial?

No useful benefit or persistent intolerance: reassess and plan to stop

Serious adverse effects or a new alarm: assess promptly; do not simply
escalate

Hanna-Jairala & Drossman 2024 / Rome working team 2018 / Canadian monographs 44



Stopping neuromodulators: tapering

Reduce the daily dose In steps; use smaller reductions near the end.
Let symptoms set the pace: weeks, sometimes months or longer.

Dizziness, “brain zaps” and nausea can be withdrawal. Pause or slow
down.

Venlafaxine XR example: 150 — 112.5 — 75 mg

Review each step. Later reductions may need pharmacy support; avoid alternate-day dosing.

NICE NG222 / NG215, 2022 / Canadian product monographs 45



Opioids and cannabis can perpetuate symptoms

Exposure Clinical clue Next step
. Pain worsens despite dose Recognize narcotic bowel.
Opioids : : :
escalation Coordinated reduction
Cannabis Recurrent stereotyped vomiting Consider CHS. Cessation and
reassessment

Avoid opioids for DGBI pain. Evidence does not support routine cannabis treatment.

AGA Chronic Gl Pain, 2021 / CAG Cannabis Position Statement, 2019 / AGA CHS guidance, 2024 46



Match the allied clinician to the problem

Referral

A useful trigger

Food triggers, a shrinking diet,

What to ask for

Adequate intake; tailored advice;

Gl dietitian " . short restriction only if suitable,
or nutritional risk. : :
then reintroduction.
Gl-focused Symptoms are driving fear, Gl fogused CBT or
: : gut-directed hypnotherapy.
psychotherapy avoidance or loss of function. . .
Depression is not required.
. Persistent straining, blockage Assess for defecatory disorder:
Pelvic-floor . : :
biofeedback or incomplete evacuation DRE — manometry/balloon test;

despite soft stools.

then evacuation retraining.

AGA Diet CPU 2022 / Everitt et al. 2019 / Chiarioni et al. 2006 / ACG 2021
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Build a team with a shared treatment target

Approach

What it can offer

Graded activity, confidence

Evidence and limits

Supportive IBS activity trial;

Pain . : )
hvsiothera in movement and return broader pain evidence.
Phy Py to valued activities. Not proven visceral manipulation.
An optional adjunct if Older sham trials negative;
Acupuncture the patient values it and 2025 IBS-D trial positive:

can assess benefit/cost.

58% vs 41% response.

Integrated care

Coordinate nutrition, bowel
function, gut—brain therapy
and medication.

MANTRA: improvement
84% integrated vs 57% Gl-only.
One clinic; open-label trial.

Johannesson et al. 2011/ Yang et al., ACTION 2025 / Basnayake et al., MANTRA 2020
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Back to Maya: her treatment and flare plan

“| am eating more regularly. | am planning my return to
work.”

Weight stable. Nutrition support and Gl-focused CBT. Discuss neuromodulation.

Goal: breakfast and a graded return to work. Review in 2—4 weeks.
Usual flares: familiar cramps and urgency. Follow the agreed symptom plan.
Write down medication limits and when to contact the clinic.

New weight loss or bleeding: reassess. Severe deterioration: urgent care.

Fictional composite case
ACG IBS 2021 / AGA chronic Gl pain 2021 49



Five things to take into clinic

1 Name the disorder from the pattern
Investigate new concerns; stop unhelpful repetition
Explain the pain before prescribing

Match treatment to symptoms, risks and access

aa A~ O D

Book follow-up and measure function

50



SIBO, microbiome and food-sensitivity tests

What changes care?

Guidelines disagree on routine testing in IBS.

SIBO breath tests Anatomy, motility and test protocol matter.

Commercial Routine IBS treatment selection lacks proven clinical utility.
microbiome profiles | A dysbiosis score does not establish a treatment plan.

They do not diagnose food allergy.
New IBS assay trials need separate appraisal.
Avoid blanket exclusions based on a panel alone.

Food-specific IgG
panels

CAG 2019/ ACG and AGA 2020 / ESNM-ANMS 2024 / Porcari 2025 / CSACI 2012 / Singh 2025 51



References

[V1] NIDDK / NIH: abdominal anatomy. Stomach, Pancreas,

and Gallbladder with English Labels. Asset 23133.
Copyright-free institutional image.

Rome Foundation: official logo. Official colour logo,
2026. Reproduced intact for identification; no
endorsement implied.

Luc Viatour: kiwifruit photograph. Kiwi (Actinidia
chinensis), 2008. CC BY-SA 2.5. Reproduced intact.

[V2] Ford et al. Gastroenterology 2024:;166:976—994.
Figure 1: pain pathways. Reproduced intact. CC BY-NC-ND
4.0.

[V3] Sultan et al. J Neurogastroenterol Motil
2022:28:343-356. Figure 1: FODMAP phases. Simplified
and adapted. CC BY-NC 4.0.

[V4 / V5] ACTIB and ATLANTIS: primary trial data.
Editable charts redrawn from Everitt et al. Table 3 (CC
BY-NC 4.0) and Wright-Hughes et al. Tables 17-18 (CC BY

4.0).
Rome 1V, 2016

Rome V, 2026

Corsetti et al., Rome V bowel disorders, 2026

Rome V gastroduodenal disorders, 2026

Rome V centrally mediated pain, 2026

CAG IBS guideline, 2019

ACG IBS guideline, 2021

ACG/CAG Dyspepsia, 2017

Arasaradnam et al. BSG chronic diarrhoea guideline. Gut
2018:67:1380-1399

AGA Chronic Gl Pain, 2021

AGA Diet in IBS, 2022

BSG Functional Dyspepsia, 2022

Kalra, Nap Hill & Moosavi, BCMJ 2026

Begtrup LM et al. A positive diagnostic strategy is
noninferior to a strategy of exclusion for patients
with irritable bowel syndrome. Clin Gastroenterol
Hepatol 2013;11:956-962.e1.
doi:10.1016/j.cgh.2012.12.038

Spiegel BMR et al. Is a negative colonoscopy associated
with reassurance or improved health-related quality of
life in irritable bowel syndrome? Gastrointest Endosc
2005;62:892-899. doi:10.1016/j.gie.2005.08.016

Lassen AT et al. Helicobacter pylori test-and-eradicate
versus prompt endoscopy for management of dyspeptic
patients: a randomised trial. Lancet 2000;356:455-460

Tomaszewski M et al. Risks associated with colonoscopy
in a population-based colon screening program: an
observational cohort study. CMAJ Open 2021;9:E940-E947.

doi:10.9778/cmajo.20200192

Keefer L et al. A Rome Working Team Report on Brain-Gut
Behavior Therapies for Disorders of Gut-Brain

Interaction. Gastroenterology 2022;162:300-315.
doi:10.1053/j.gastro.2021.09.015

Flik CE et al. Efficacy of individual and group
hypnotherapy in IBS (IMAGINE). Lancet Gastroenterol
Hepatol 2019;4:20-31. doi:10.1016/S2468-1253(18)30310-8

Anderson EJ, Peters SL, Gibson PR, Halmos EP.
Comparison of Digitally Delivered Gut-Directed
Hypnotherapy Program With an Active Control for
Irritable Bowel Syndrome. Am J Gastroenterol
2025;120:440-448. doi:10.14309/ajg.0000000000002921

Drossman et al., Rome neuromodulator working team, 2018

Hanna-Jairala & Drossman, practical IBS neuromodulator
review, 2024

Talley et al., amitriptyline/escitalopram FD RCT, 2015

Kaosombatwattana et al., nortriptyline FD RCT, 2018

TENDER nortriptyline FD RCT, 2026

Salehian et al., adjunctive duloxetine IBS-D RCT, 2021

Sharbafchi et al., pilot venlafaxine IBS RCT, 2020

van Kerkhoven et al., venlafaxine XR FD RCT, 2008

Tack et al., mirtazapine FD/weight-loss RCT, 2016
Cao et al., adjunctive mirtazapine FD RCT, 2025

PRO-AMITRIPTYLINE Canadian monograph, October 24, 2025

AVENTYL Canadian monograph, July 21, 2023

52


https://www.niddk.nih.gov/news/media-library/23133
https://www.niddk.nih.gov/news/media-library/23133
https://www.niddk.nih.gov/news/media-library/23133
https://www.niddk.nih.gov/news/media-library/23133
https://www.niddk.nih.gov/news/media-library/23133
https://theromefoundation.org/
https://theromefoundation.org/
https://theromefoundation.org/
https://commons.wikimedia.org/wiki/File:Kiwi_(Actinidia_chinensis)_1_Luc_Viatour.jpg
https://commons.wikimedia.org/wiki/File:Kiwi_(Actinidia_chinensis)_1_Luc_Viatour.jpg
https://commons.wikimedia.org/wiki/File:Kiwi_(Actinidia_chinensis)_1_Luc_Viatour.jpg
https://commons.wikimedia.org/wiki/File:Kiwi_(Actinidia_chinensis)_1_Luc_Viatour.jpg
https://doi.org/10.1053/j.gastro.2024.01.045
https://doi.org/10.1053/j.gastro.2024.01.045
https://doi.org/10.1053/j.gastro.2024.01.045
https://doi.org/10.1053/j.gastro.2024.01.045
https://doi.org/10.1053/j.gastro.2024.01.045
https://doi.org/10.1053/j.gastro.2024.01.045
https://doi.org/10.1053/j.gastro.2024.01.045
https://doi.org/10.1053/j.gastro.2024.01.045
https://doi.org/10.1053/j.gastro.2024.01.045
https://doi.org/10.5056/jnm22035
https://doi.org/10.5056/jnm22035
https://doi.org/10.5056/jnm22035
https://doi.org/10.5056/jnm22035
https://doi.org/10.5056/jnm22035
https://doi.org/10.5056/jnm22035
https://doi.org/10.5056/jnm22035
https://doi.org/10.1136/gutjnl-2018-317805
https://doi.org/10.1136/gutjnl-2018-317805
https://doi.org/10.1136/gutjnl-2018-317805
https://doi.org/10.1136/gutjnl-2018-317805
https://doi.org/10.1136/gutjnl-2018-317805
https://doi.org/10.1136/gutjnl-2018-317805
https://doi.org/10.1136/gutjnl-2018-317805
https://doi.org/10.1136/gutjnl-2018-317805
https://doi.org/10.1136/gutjnl-2018-317805
https://doi.org/10.1136/gutjnl-2018-317805
https://theromefoundation.org/rome-iv/rome-iv-criteria/
https://theromefoundation.org/rome-v-criteria/
https://doi.org/10.1053/j.gastro.2026.02.003
https://theromefoundation.org/wp-content/uploads/2026/09/Gastroduodenal-Disorders_2026_ygast.pdf
https://theromefoundation.org/wp-content/uploads/2026/09/Centrally-Mediated-Disorders-of-Gastrointestinal-P.pdf
https://pmc.ncbi.nlm.nih.gov/articles/PMC6507291/
https://doi.org/10.14309/ajg.0000000000001036
https://www.cag-acg.org/_Library/clinical_cpgs_position_papers/CAG_CPG_Dyspepsia_AJG_Aug2017.pdf
https://doi.org/10.1136/gutjnl-2017-315909
https://doi.org/10.1136/gutjnl-2017-315909
https://doi.org/10.1136/gutjnl-2017-315909
https://doi.org/10.1136/gutjnl-2017-315909
https://gastro.org/clinical-guidance/management-of-chronic-gastrointestinal-pain-in-disorders-of-gut-brain-interaction/
https://gastro.org/clinical-guidance/the-role-of-diet-in-irritable-bowel-syndrome-ibs/
https://gut.bmj.com/content/71/9/1697
https://bcmj.org/sites/default/files/BCMJ_Vol68_No2_functional-dyspepsia.pdf
https://pubmed.ncbi.nlm.nih.gov/23357491/
https://pubmed.ncbi.nlm.nih.gov/23357491/
https://pubmed.ncbi.nlm.nih.gov/23357491/
https://pubmed.ncbi.nlm.nih.gov/23357491/
https://pubmed.ncbi.nlm.nih.gov/23357491/
https://pubmed.ncbi.nlm.nih.gov/23357491/
https://pubmed.ncbi.nlm.nih.gov/23357491/
https://pubmed.ncbi.nlm.nih.gov/16301033/
https://pubmed.ncbi.nlm.nih.gov/16301033/
https://pubmed.ncbi.nlm.nih.gov/16301033/
https://pubmed.ncbi.nlm.nih.gov/16301033/
https://pubmed.ncbi.nlm.nih.gov/16301033/
https://pubmed.ncbi.nlm.nih.gov/16301033/
https://pubmed.ncbi.nlm.nih.gov/16301033/
https://pubmed.ncbi.nlm.nih.gov/16301033/
https://pubmed.ncbi.nlm.nih.gov/10981888/
https://pubmed.ncbi.nlm.nih.gov/10981888/
https://pubmed.ncbi.nlm.nih.gov/10981888/
https://pubmed.ncbi.nlm.nih.gov/10981888/
https://pubmed.ncbi.nlm.nih.gov/10981888/
https://pubmed.ncbi.nlm.nih.gov/10981888/
https://pubmed.ncbi.nlm.nih.gov/10981888/
https://pubmed.ncbi.nlm.nih.gov/10981888/
https://pubmed.ncbi.nlm.nih.gov/10981888/
https://pubmed.ncbi.nlm.nih.gov/34642256/
https://pubmed.ncbi.nlm.nih.gov/34642256/
https://pubmed.ncbi.nlm.nih.gov/34642256/
https://pubmed.ncbi.nlm.nih.gov/34642256/
https://pubmed.ncbi.nlm.nih.gov/34642256/
https://pubmed.ncbi.nlm.nih.gov/34642256/
https://pubmed.ncbi.nlm.nih.gov/34642256/
https://pubmed.ncbi.nlm.nih.gov/34642256/
https://theromefoundation.org/wp-content/uploads/A-Rome-Working-Team-Report-on-Brain-Gut-Behavior-Therapies-for-Disorders-of-Gut-Brain-Interaction.pdf
https://theromefoundation.org/wp-content/uploads/A-Rome-Working-Team-Report-on-Brain-Gut-Behavior-Therapies-for-Disorders-of-Gut-Brain-Interaction.pdf
https://theromefoundation.org/wp-content/uploads/A-Rome-Working-Team-Report-on-Brain-Gut-Behavior-Therapies-for-Disorders-of-Gut-Brain-Interaction.pdf
https://theromefoundation.org/wp-content/uploads/A-Rome-Working-Team-Report-on-Brain-Gut-Behavior-Therapies-for-Disorders-of-Gut-Brain-Interaction.pdf
https://theromefoundation.org/wp-content/uploads/A-Rome-Working-Team-Report-on-Brain-Gut-Behavior-Therapies-for-Disorders-of-Gut-Brain-Interaction.pdf
https://theromefoundation.org/wp-content/uploads/A-Rome-Working-Team-Report-on-Brain-Gut-Behavior-Therapies-for-Disorders-of-Gut-Brain-Interaction.pdf
https://theromefoundation.org/wp-content/uploads/A-Rome-Working-Team-Report-on-Brain-Gut-Behavior-Therapies-for-Disorders-of-Gut-Brain-Interaction.pdf
https://theromefoundation.org/wp-content/uploads/A-Rome-Working-Team-Report-on-Brain-Gut-Behavior-Therapies-for-Disorders-of-Gut-Brain-Interaction.pdf
https://theromefoundation.org/wp-content/uploads/A-Rome-Working-Team-Report-on-Brain-Gut-Behavior-Therapies-for-Disorders-of-Gut-Brain-Interaction.pdf
https://theromefoundation.org/wp-content/uploads/A-Rome-Working-Team-Report-on-Brain-Gut-Behavior-Therapies-for-Disorders-of-Gut-Brain-Interaction.pdf
https://pubmed.ncbi.nlm.nih.gov/30473202/
https://pubmed.ncbi.nlm.nih.gov/30473202/
https://pubmed.ncbi.nlm.nih.gov/30473202/
https://pubmed.ncbi.nlm.nih.gov/30473202/
https://pubmed.ncbi.nlm.nih.gov/30473202/
https://pubmed.ncbi.nlm.nih.gov/30473202/
https://pubmed.ncbi.nlm.nih.gov/30473202/
https://pubmed.ncbi.nlm.nih.gov/30473202/
https://pubmed.ncbi.nlm.nih.gov/30473202/
https://pubmed.ncbi.nlm.nih.gov/38940439/
https://pubmed.ncbi.nlm.nih.gov/38940439/
https://pubmed.ncbi.nlm.nih.gov/38940439/
https://pubmed.ncbi.nlm.nih.gov/38940439/
https://pubmed.ncbi.nlm.nih.gov/38940439/
https://pubmed.ncbi.nlm.nih.gov/38940439/
https://pubmed.ncbi.nlm.nih.gov/38940439/
https://pubmed.ncbi.nlm.nih.gov/38940439/
https://pubmed.ncbi.nlm.nih.gov/38940439/
https://doi.org/10.1053/j.gastro.2017.11.279
https://doi.org/10.14309/ajg.0000000000002800
https://doi.org/10.14309/ajg.0000000000002800
https://doi.org/10.14309/ajg.0000000000002800
https://doi.org/10.14309/ajg.0000000000002800
https://doi.org/10.1053/j.gastro.2015.04.020
https://doi.org/10.1111/jgh.13914
https://doi.org/10.1016/j.cgh.2026.01.013
https://doi.org/10.4103/abr.abr_247_20
https://doi.org/10.4103/abr.abr_247_20
https://doi.org/10.4103/abr.abr_247_20
https://pmc.ncbi.nlm.nih.gov/articles/PMC8067890/
https://pubmed.ncbi.nlm.nih.gov/18424191/
https://doi.org/10.1016/j.cgh.2015.09.043
https://doi.org/10.1016/j.cgh.2015.09.043
https://doi.org/10.1016/j.cgh.2015.09.043
https://doi.org/10.1177/17562848241311129
https://pdf.hres.ca/dpd_pm/00082310.PDF
https://pdf.hres.ca/dpd_pm/00082310.PDF
https://pdf.hres.ca/dpd_pm/00082310.PDF
https://pdf.hres.ca/dpd_pm/00071859.PDF

References (continued)

MAR-DULOXETINE Canadian monograph, June 12, 2026

EFFEXOR XR Canadian monograph, October 31, 2023

MIRTAZAPINE Canadian monograph, March 18, 2025

NICE NG222, antidepressant stopping recommendations
1.4.12-1.4.21, 2022

Bohn L et al. Diet low in FODMAPs reduces symptoms of
irritable bowel syndrome as well as traditional dietary
advice: a randomized controlled trial. Gastroenterology
2015;149:1399-1407.e2. doi:10.1053/j.gastro.2015.07.054

Chiarioni G et al. Biofeedback is superior to laxatives
for normal transit constipation due to pelvic floor
dyssynergia. Gastroenterology 2006;130:657—664.
doi:10.1053/j.gastro.2005.11.014

Johannesson E et al. Physical activity improves
symptoms in irritable bowel syndrome: a randomized
controlled trial. Am J Gastroenterol 2011;106:915-922.
doi:10.1038/ajg.2010.480

Yang JW et al. Efficacy of ACupuncTure in Irritable
bOwel syNdrome (ACTION): a multicenter randomized
controlled trial. Gastroenterology 2025;169:958-969.e5.
doi:10.1053/j.gastro.2025.05.016

Basnayake C et al. Standard gastroenterologist versus
multidisciplinary treatment for functional
gastrointestinal disorders (MANTRA): an open-label,
single-centre, randomised controlled trial. Lancet
Gastroenterol Hepatol 2020.
doi:10.1016/S2468-1253(20)30215-6

NIDDK. Peptic ulcer symptoms, causes and treatment

Chey et al. ACG H. pylori guideline, 2024

Chang et al. AGA-ACG chronic idiopathic constipation
quideline, 2023

Rubin et al. ACG ulcerative colitis guideline update,
2025

Moran et al. BSG inflammatory bowel disease quideline,

2025

NICE CG188. Gallstone disease, 2014

Society for Academic Emergency Medicine. Biliary
disease

Emergency Care BC. Ascending cholangitis, 2022

Kwo et al. ACG evaluation of abnormal liver
chemistries, 2017

BCCDC. Hepatitis B guideline, April 2021

Tenner et al. ACG acute pancreatitis guideline, 2024

Gardner et al. ACG chronic pancreatitis guideline, 2020

Whitcomb et al. AGA exocrine pancreatic insufficiency
update, 2023

NIDDK. Symptoms and causes of pancreatitis

Brandt et al. ACG colon ischemia guideline, 2015

Bala et al. WSES acute mesenteric ischemia guideline,
2022

Emergency Care BC. Acute appendicitis, reviewed 2023

Sadowski DC et al. CAG Clinical Practice Guideline on
the Management of Bile Acid Diarrhea. JCAG
2020;3:e10—e27

Moshiree B, Drossman D, Shaukat A. AGA Clinical
Practice Update on Belching, Abdominal Bloating and
Distention. Gastroenterology 2023

Pimentel M et al. ACG Clinical Guideline: Small
Intestinal Bacterial Overgrowth. AJG 2020;115:165-178

Quigley EMM, Murray JA, Pimentel M. AGA Clinical
Practice Update on Small Intestinal Bacterial
Overgrowth. Gastroenterology 2020;159:1526—1532

Kashyap P et al. ESNM/ANMS clinical practice update:
critical appraisal of the SIBO hypothesis and breath
testing. Neurogastroenterol Motil 2024;36:€14817

Porcari S et al. International consensus statement on
microbiome testing in clinical practice. Lancet
Gastroenterol Hepatol 2025;10:154—-167

Carr S et al. CSACI position statement on the testing
of food-specific IgG. Allergy Asthma Clin Immunol
2012;8:12

Singh P et al. A novel, IBS-specific IgG ELISA-based
elimination diet: a randomized, sham-controlled trial.
Gastroenterology 2025;168:1128—-1136.e4

53


https://pdf.hres.ca/dpd_pm/00085027.PDF
https://pdf.hres.ca/dpd_pm/00085027.PDF
https://pdf.hres.ca/dpd_pm/00085027.PDF
https://pdf.hres.ca/dpd_pm/00073109.PDF
https://pdf.hres.ca/dpd_pm/00078930.PDF
https://www.nice.org.uk/guidance/ng222/chapter/Recommendations
https://www.nice.org.uk/guidance/ng222/chapter/Recommendations
https://www.nice.org.uk/guidance/ng222/chapter/Recommendations
https://www.nice.org.uk/guidance/ng222/chapter/Recommendations
https://pubmed.ncbi.nlm.nih.gov/26255043/
https://pubmed.ncbi.nlm.nih.gov/26255043/
https://pubmed.ncbi.nlm.nih.gov/26255043/
https://pubmed.ncbi.nlm.nih.gov/26255043/
https://pubmed.ncbi.nlm.nih.gov/26255043/
https://pubmed.ncbi.nlm.nih.gov/26255043/
https://pubmed.ncbi.nlm.nih.gov/16530506/
https://pubmed.ncbi.nlm.nih.gov/16530506/
https://pubmed.ncbi.nlm.nih.gov/16530506/
https://pubmed.ncbi.nlm.nih.gov/16530506/
https://pubmed.ncbi.nlm.nih.gov/16530506/
https://pubmed.ncbi.nlm.nih.gov/16530506/
https://pubmed.ncbi.nlm.nih.gov/21206488/
https://pubmed.ncbi.nlm.nih.gov/21206488/
https://pubmed.ncbi.nlm.nih.gov/21206488/
https://pubmed.ncbi.nlm.nih.gov/21206488/
https://pubmed.ncbi.nlm.nih.gov/21206488/
https://pubmed.ncbi.nlm.nih.gov/21206488/
https://pubmed.ncbi.nlm.nih.gov/40441496/
https://pubmed.ncbi.nlm.nih.gov/40441496/
https://pubmed.ncbi.nlm.nih.gov/40441496/
https://pubmed.ncbi.nlm.nih.gov/40441496/
https://pubmed.ncbi.nlm.nih.gov/40441496/
https://pubmed.ncbi.nlm.nih.gov/40441496/
https://www.sciencedirect.com/science/article/pii/S2468125320302156
https://www.sciencedirect.com/science/article/pii/S2468125320302156
https://www.sciencedirect.com/science/article/pii/S2468125320302156
https://www.sciencedirect.com/science/article/pii/S2468125320302156
https://www.sciencedirect.com/science/article/pii/S2468125320302156
https://www.sciencedirect.com/science/article/pii/S2468125320302156
https://www.sciencedirect.com/science/article/pii/S2468125320302156
https://www.sciencedirect.com/science/article/pii/S2468125320302156
https://www.sciencedirect.com/science/article/pii/S2468125320302156
https://www.sciencedirect.com/science/article/pii/S2468125320302156
https://www.sciencedirect.com/science/article/pii/S2468125320302156
https://www.sciencedirect.com/science/article/pii/S2468125320302156
https://www.sciencedirect.com/science/article/pii/S2468125320302156
https://www.sciencedirect.com/science/article/pii/S2468125320302156
https://www.niddk.nih.gov/health-information/digestive-diseases/peptic-ulcers-stomach-ulcers/symptoms-causes
https://gi.org/wp-content/uploads/2025/01/ACG-Hpylori-Guidelines-Highlights-2024-FINAL.pdf.pdf
https://pmc.ncbi.nlm.nih.gov/articles/PMC10542656/
https://pmc.ncbi.nlm.nih.gov/articles/PMC10542656/
https://pmc.ncbi.nlm.nih.gov/articles/PMC10542656/
https://pmc.ncbi.nlm.nih.gov/articles/PMC10542656/
https://doi.org/10.14309/ajg.0000000000003463
https://doi.org/10.14309/ajg.0000000000003463
https://doi.org/10.1136/gutjnl-2024-334395
https://doi.org/10.1136/gutjnl-2024-334395
https://www.ncbi.nlm.nih.gov/books/NBK327525/?report=printable
https://www.saem.org/about-saem/academies-interest-groups-affiliates2/cdem/for-students/online-education/m4-curriculum/group-m4-gastrointestinal/biliary-disease
https://www.saem.org/about-saem/academies-interest-groups-affiliates2/cdem/for-students/online-education/m4-curriculum/group-m4-gastrointestinal/biliary-disease
https://emergencycarebc.ca/clinical_resource/clinical-summary/ascending-cholangitis/
https://gi.org/guideline/evaluation-of-abnormal-liver-chemistries/
https://gi.org/guideline/evaluation-of-abnormal-liver-chemistries/
https://www.bccdc.ca/resource-gallery/Documents/Guidelines%20and%20Forms/Guidelines%20and%20Manuals/Epid/CD%20Manual/Chapter%201%20-%20CDC/BCCDC%20HBV%20Guideline%20FINAL%20April_2021.pdf
https://doi.org/10.14309/ajg.0000000000002645
https://doi.org/10.14309/ajg.0000000000000535
https://gastro.org/clinical-guidance/epidemiology-evaluation-management-exocrine-pancreatic-insufficiency/
https://gastro.org/clinical-guidance/epidemiology-evaluation-management-exocrine-pancreatic-insufficiency/
https://www.niddk.nih.gov/health-information/digestive-diseases/pancreatitis/symptoms-causes
https://acgcdn.gi.org/wp-content/uploads/2018/04/ACG-Colon-Ischemia-Guideline-Summary.pdf
https://doi.org/10.1186/s13017-022-00443-x
https://doi.org/10.1186/s13017-022-00443-x
https://emergencycarebc.ca/clinical_resource/clinical-summary/acute-appendicitis/
https://www.cag-acg.org/_Library/clinical_cpgs_position_papers/CAG-CPG-Bile-Acid-Diarrhea-JCAG-Dec2019.pdf
https://www.cag-acg.org/_Library/clinical_cpgs_position_papers/CAG-CPG-Bile-Acid-Diarrhea-JCAG-Dec2019.pdf
https://www.cag-acg.org/_Library/clinical_cpgs_position_papers/CAG-CPG-Bile-Acid-Diarrhea-JCAG-Dec2019.pdf
https://www.cag-acg.org/_Library/clinical_cpgs_position_papers/CAG-CPG-Bile-Acid-Diarrhea-JCAG-Dec2019.pdf
https://www.cag-acg.org/_Library/clinical_cpgs_position_papers/CAG-CPG-Bile-Acid-Diarrhea-JCAG-Dec2019.pdf
https://doi.org/10.1053/j.gastro.2023.04.039
https://doi.org/10.1053/j.gastro.2023.04.039
https://doi.org/10.1053/j.gastro.2023.04.039
https://doi.org/10.14309/ajg.0000000000000501
https://doi.org/10.14309/ajg.0000000000000501
https://doi.org/10.14309/ajg.0000000000000501
https://doi.org/10.14309/ajg.0000000000000501
https://doi.org/10.1053/j.gastro.2020.06.090
https://doi.org/10.1053/j.gastro.2020.06.090
https://doi.org/10.1053/j.gastro.2020.06.090
https://doi.org/10.1053/j.gastro.2020.06.090
https://doi.org/10.1053/j.gastro.2020.06.090
https://doi.org/10.1111/nmo.14817
https://doi.org/10.1111/nmo.14817
https://doi.org/10.1111/nmo.14817
https://pmc.ncbi.nlm.nih.gov/articles/PMC12343204/
https://pmc.ncbi.nlm.nih.gov/articles/PMC12343204/
https://pmc.ncbi.nlm.nih.gov/articles/PMC12343204/
https://pmc.ncbi.nlm.nih.gov/articles/PMC12343204/
https://pmc.ncbi.nlm.nih.gov/articles/PMC12343204/
https://doi.org/10.1186/1710-1492-8-12
https://doi.org/10.1186/1710-1492-8-12
https://doi.org/10.1186/1710-1492-8-12
https://doi.org/10.1186/1710-1492-8-12
https://doi.org/10.1186/1710-1492-8-12
https://pubmed.ncbi.nlm.nih.gov/39894284/
https://pubmed.ncbi.nlm.nih.gov/39894284/
https://pubmed.ncbi.nlm.nih.gov/39894284/
https://pubmed.ncbi.nlm.nih.gov/39894284/
https://pubmed.ncbi.nlm.nih.gov/39894284/
https://pubmed.ncbi.nlm.nih.gov/39894284/
https://pubmed.ncbi.nlm.nih.gov/39894284/
https://pubmed.ncbi.nlm.nih.gov/39894284/
https://pubmed.ncbi.nlm.nih.gov/39894284/
https://pubmed.ncbi.nlm.nih.gov/39894284/
https://pubmed.ncbi.nlm.nih.gov/39894284/

	Continuous
Medical Education
Rounds
	Territory Acknowledgement
	Slide Number 3
	Slide Number 4
	Slide Number 5
	Slide Number 6
	Slide Number 7
	Slide Number 8
	Slide Number 9
	Slide Number 10
	Slide Number 11
	Slide Number 12
	Slide Number 13
	Slide Number 14
	Slide Number 15
	Slide Number 16
	Slide Number 17
	Slide Number 18
	Slide Number 19
	Slide Number 20
	Slide Number 21
	Slide Number 22
	Slide Number 23
	Slide Number 24
	Slide Number 25
	Slide Number 26
	Slide Number 27
	Slide Number 28
	Slide Number 29
	Slide Number 30
	Slide Number 31
	Slide Number 32
	Slide Number 33
	Slide Number 34
	Slide Number 35
	Slide Number 36
	Slide Number 37
	Slide Number 38
	Slide Number 39
	Slide Number 40
	Slide Number 41
	Slide Number 42
	Slide Number 43
	Slide Number 44
	Slide Number 45
	Slide Number 46
	Slide Number 47
	Slide Number 48
	Slide Number 49
	Slide Number 50
	Slide Number 51
	Slide Number 52
	Slide Number 53

