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OVERVIEW

What it’s like to be a dietitian faced with an IBS 

patient?

How should a patient with IBS prepare for a dietetic 

consultation?

What should a patient with IBS expect as best 

practice from a dietitian?



A TYPICAL IBS PATIENT

IBS for many years

Great deal of suffering

Embarrassment

Fear of leaving the house

Feel misunderstood

Low mood/depression



PATIENT EXPECTATIONS OF THE DIETITIAN

To be heard and understood

Not to be judged

Empathetic, genuine, compassionate

To be given information

Feel they can cope

To know they have support



THE PERSON CENTRED APPROACH

Selection of different techniques

Seen on time (PREMS)

Greet patient

Non-verbal communication – creates the environment

Opening phrase – allows time frame to be set

Core skills to get patient to tell their story 



THE PERSON CENTRED APPROACH

Give information – relevant to the patient

Ask for thoughts, explore options and agree plan (OR NOT)

Patient leaves with action plan

Tools for self monitoring 

Review date

Contact details



THE PERSON CENTRED APPROACH

All these strategies

Involve the patient

Enhance motivation

Produce consistent behavioural change

Nice Guidelines on Behaviour change 2014

Support the use of various techniques (MI, PCA, CBT)



PATIENT PREPARATION FOR APPOINTMENT

Symptom severity score and stool chart

Symptom assessment can be very subjective

Identify most troublesome symptoms

To measure change at follow up

Food and symptom diary





DIETETIC CONSULTATION

Detail medical history

Rule out other causes of abdominal symptoms

FBC, ESR, CRP, Hydrogen breath tests

Coeliac antibodies

Do not change gluten intake unless CD ruled out

Specific food allergies and intolerances

IBS medications

Assess and monitor anthropometry



DIETETIC CONSULTATION

Classify IBS-C, IBS-D, IBS-M

Discuss IBS as a positive diagnosis

Functional bowel disorder (Longstreth et al 2006)

Detailed diet and lifestyle history

First line – Eating pattern and lifestyle

Second line – Linseeds, fluid, fibre, resistant starch, low FODMAP

Third line – Empirical/exclusion diets



FIRST LINE - EATING PATTERN AND LIFESTYLE

Sit down to smaller regular meals

Eat slowly and chew food well

Take time to eat in a relaxed environment

Not eating late at night

Dietary intake and variety

Advice to improve balance of diet

Fluid intake (limit caffeine, alcohol and fizzy drinks)

Avoid fatty/rich foods



EATING PATTERN AND LIFESTYLE

Diet may only be part of the picture

Doesn’t work for everyone

Holistic approach essential

Stress

Long working hours

Poor sleep

Exercise and relaxation

Gut hypersensitivity

Management of diet and lifestyle important in 

symptom control



SECOND LINE DIETARY ADVICE

The low FODMAP diet - emerging treatment for IBS

Fermentable Oligo-saccharides, Di-saccharides, Monosaccharides 

and Polyols

Not absorbed in small intestine

Pass to large intestine

Colonic micro-flora ferment FODMAPS

Reducing intake has been show to improve gut symptoms 



LOW FODMAP DIET

Requires specialist/advanced dietetic knowledge

Initial consultation 45-60 minutes

Assess FODMAP content of diet - fructose, fructans, GOS, polyols, lactose

Alternative foods to ensure diet remains nutritionally balanced

Advice for eating out, vegetarian diet, low income

6-8 weeks (less if compliance likely to be poor)

Compliance results in better outcome



FRUCTOSE

Honey and Agave nectar

Fructose sweeteners e.g. corn syrup

Mango and figs

Asparagus

Large portions of fruit and fruit juice 



FRUCTANS

Wheat 

Onion 

Garlic

Prebiotics e.g. FOS, Inulin



LACTOSE – COW, SHEEP & GOATS’ MILK



POLYOLS



GOS



IBS-C

Low FODMAP diet

Ensure adequate fibre and fluid intake

At least 5 fruits and vegetables

Oats and kiwi for natural laxative effect

1.5-2 litres fluid

1-4 tbsp. linseeds + 150ml water/tbsp. (Blumenthal 1998)

Golden or brown (can take 3-6 months)

Improved constipation, pain and bloating



LOW FODMAP DIET – REINTRODUCTION PHASE

Systematic reintroduction essential

Individual sensitivity to FODMAPS

Determine tolerance levels

Increase variety in diet

Day 1- agreed food and portion size

Day 2 – double portion

Day 3 – treble portion



LOW FODMAP –REINTRODUCTION PHASE

Stop if reaction occurs

Must be symptom free for 3 days before next introduction

Fructose, GOS, Lactose – one food determines sensitivity

Polyols – Mannitol/Sorbitol

Fructans – each one tested separately

Time Consuming (3-4 months)



PARTIAL SYMPTOM RELIEF

1. Resistant starch 

Found naturally in food e.g. green bananas, whole grains, seeds

Formed in food processing, cooking and re-heating e.g. oven 

chips, re-heated potato, crisps

2. High fibre foods – whole grains, fruit and vegetables & skins

3. Probiotics

4. Nijmegen questionnaire to screen for hyperventilation



THIRD LINE DIETARY ADVICE

Elimination diets/Empirical diets

Where food considered to be a trigger (particularly IBS-D)

2-4 week food avoidance

3-4 month reintroduction

48 hour food challenges 

More severe reaction

Wait until symptom free before next introduction

No improvement

Back to referring consultant



SUMMARY

Use a combination of interpersonal skills and 

clinical judgement in consultation with the 

patient   

↓↓

To bring about behaviour change and 

symptom improvement
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