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We dedicate this book to any person living with IBS who will not settle for a treatment plan that prevents them from living fully. We are grateful to our patients past, present, and future. It is truly our honor to contribute to your care and well-being.








“You can’t stop the waves, but you can learn to surf.”

—Jon Kabat-Zinn
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William D. Chey, MD, Chief of Gastroenterology, Michigan Medicine

What a long, strange trip it’s been.” This classic line from the Grateful Dead describes the evolution of treating irritable bowel syndrome, or IBS, over the last seven decades. Early on, the prevailing wisdom held that IBS was a manifestation of psychiatric disease. A friend and colleague of mine, who went to medical school in the 1960s, recalled a lecture in which the professor alluded to the pathophysiology of IBS by describing the gastrointestinal tract as “the playground of a disturbed mind.” This brand of thinking enabled years of stigma, delegitimization, lack of empathy, and misguided attributions of “it’s all in your head.”

Fortunately, in recent years an array of more scientific explanations for symptoms in patients with IBS has emerged. These include abnormalities in how the GI tract moves, hyperactive sensation in the bowel, genetic factors, and abnormalities in the bowel environment. These are affected by the food we eat, the various organisms that live in the gut (gut microbiota), and the many different substances (e.g., bile acids and neurotransmitters) that are released into the lining of the gut. In fact, there is a gut-brain connection, as the gut wall has a nervous system, called the enteric nervous system. Recent work has found that the degree to which this microenvironment can activate the immune system and the enteric nervous system is dependent on the permeability of the cells lining the small intestine and colon.

All these different concepts strongly suggest that IBS isn’t a single disease. IBS is likely composed of a number of different diseases that present with similar symptoms, and for which we currently do not have reliable diagnostic tests that can separate patients on the basis of the specific cause of their symptoms. The fact that IBS isn’t a single disease explains why there is no silver-bullet treatment. Patients and providers alike are frustrated by the fact that most IBS medications improve selected symptoms in only half or fewer of patients treated. This doesn’t mean that the medications don’t work. In fact, high-quality clinical trials show they do work better than placebo. However, if we understand that IBS isn’t one disease, it begins to make more sense that no single drug will make all patients, or even a majority, better. Again, that’s not to say that medications don’t have an important role to play in the treatment of IBS symptoms. They do. Medications are often part of the solution—but not the solution—for patients with this vexing condition.

The vast majority of patients with IBS associate their symptoms with two key triggers: food and stress. As it turns out, a diet low in certain sugars—called fermentable oligosaccharides, disaccharides, monosaccharides, and polyols (aka FODMAPs)—can help improve IBS symptoms. This diet was first described and validated by investigators at Monash University in Australia. Their research inspired the creation of our GI nutrition program at the University of Michigan in 2007. At that time, GI nutrition as a specialty was in its infancy, and I am proud to say that ours was one of the first programs at a major US medical center. We had to scratch and claw for resources, let alone credibility with our own doctors.

Shortly after starting the program, I was invited to deliver a lecture on IBS at an annual meeting of the American College of Gastroenterology. I used the occasion to introduce the thousands of mainstream gastroenterologists in attendance to the low-FODMAP diet as a treatment option. At the time, the data supporting the low-FODMAP diet for IBS was sparse, so I anticipated some level of controversy. Well, let’s just say that my instincts proved correct. Most of the feedback fell between curious skepticism and outright anger that I would amplify this radical concept by discussing it in such a high-profile forum. Yet, among the many skeptics, there were notable exceptions. In particular, two dietitians made their way to the podium after my talk and thanked me for acknowledging the importance of foods as a trigger for patients with IBS. I was fascinated to hear they had been using the low-FODMAP diet in their private practice with a great deal of success. One of those dietitians was Kate Scarlata. Though she was not well known in medical circles at the time, her support and advocacy for patients with IBS and for dietitians with an interest in IBS helped spawn the specialty of GI nutrition. Over the last fourteen years, we have worked closely together, and now, a speaker would be remiss to deliver a lecture about IBS at a national meeting without discussing dietary interventions.

What about addressing the influence of stress on IBS? Given the success of our nutrition program, in 2014 we set out to build a GI behavioral health program to complement it. I called my good friend and colleague Dr. Laurie Keefer, who had built one of the first and most successful GI behavioral health programs in the United States at Northwestern University. As fate would have it, Laurie was training a clinical psychologist named Megan Riehl, who was eager to help build and lead a program at Michigan. At the time, there were fewer than a dozen well-trained GI psychologists in the entire United States. Thanks to Megan, today we have one of the most respected GI behavioral health programs in the country. In addition, she leads one of the only postdoctoral training programs in GI behavioral health in the world.

I give you this background to certify that Kate and Megan are the real deal. They are not just experts—they helped create and shape their respective fields. They bring all their experience to bear in Mind Your Gut. The book rightfully presents food and stress as codependent influences in the pathogenesis and treatment of IBS. I am confident that the strategies in this book will help you be more confident in managing your IBS, enabling you to take back control of your life.
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We are honored to share with you our strategies developed from years of working with individuals living with irritable bowel syndrome (IBS). This disorder can be frustrating, even devastating, and we enthusiastically conceived of this book out of our desire to provide life-changing care for anyone who has not yet had adequate relief of their symptoms. Working in concert with a skilled gastroenterologist, we like to call our combined expertise—that of a registered dietitian and a GI psychologist—the Dream Team model. With the Dream Team approach, you get the best of all worlds: a holistic toolbox of proven skills and resources that we each use daily in our clinical practices. For many people, access to a Dream Team approach has been difficult to find. One survey conducted by the International Foundation for Functional Gastrointestinal Disorders (IFFGD) in collaboration with experts from the University of North Carolina found that being diagnosed with IBS took on average 6.6 years after symptoms began, leaving individuals with IBS to suffer without targeted treatments to provide symptom relief. We were motivated to change that with Mind Your Gut.

In this book, we’ll take you on a deep dive into the inner workings of the brain and gut. We’ll show you how simple changes to behavior and nutrition can be powerful ways to improve your IBS, and how you can adapt the tools we provide to create your own personalized program toward living better with IBS. We start off in Chapter 1 with an introduction to IBS and how food and mental health can make symptoms better or worse. We address the brain-gut connection in Chapters 2–4, moving through science-based strategies for behavioral change. In Chapters 5–7 we describe the nutritional aspects of IBS, explaining how and why certain foods can trigger gut symptoms. We also delve into the importance of having a healthy relationship with food despite this illness, along with the risks of overly restricting one’s diet. In Chapter 8 we break down the key aspects of the gut microbiome—a new and interesting field—detailing how the tiny microbes that inhabit your gut relate to IBS and offering tips to promote your gut health for the long haul.

Are intestinal pain and diarrhea your main problems? Constipation? We’ve got you covered. Since IBS is a symptom-based diagnosis, in Chapter 9 we delve into symptom-based solutions with a full toolkit of treatments backed by science. And although an IBS diagnosis is typically spot-on, other conditions may mimic IBS or overlap with it. In Chapter 10 we run through these to provide all the information you need so you can discuss any concerns you may have with your treatment team.

The last section of the book contains a gold mine of resources that you can tailor to your own needs, including food brands we love, how to select a probiotic supplement, how to access health professionals to guide your personal treatment, our favorite digital therapeutics, helpful websites, and so much more. Throughout the book, you will find sidebars like the Gut Game Changer, which highlights key gut-health topics and busts myths; the Brain Bite, which features brain-gut related topics; and the Digestible Detail, which highlights important nutrition concepts.

In our collective clinical experience, we have provided care to a diverse group of patients of all ages, utilizing our science-based methods to help them move forward from debilitating symptoms to engaging in full lives. Our patients have included college students with perfectionistic tendencies leading to major tummy troubles at exam time, early career professionals trying to establish themselves without the stress of IBS, athletes hoping to embark on their first marathon without having to drop out of the race due to an unruly gut, women wanting to conceive their first child but afraid of how their gut will respond, and adventurous retirees yearning to freely plan dream vacations. A holistic and integrative approach to the management of IBS can be life-changing. This is the book, we are your team, and we welcome you. Get ready to be empowered to mind your gut!







CHAPTER 1
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IBS: THE GUT, BRAIN, AND FOOD CONNECTION
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Holding this book is an indicator that you are looking for change. No doubt you are tired of the abdominal pain, bloating, diarrhea, or constipation—or all of the above—that’s wreaking havoc on your health, not to mention the other areas of your life. Does it seem like you spend a good part of your day thinking about food and what you can eat to keep your gut symptoms in check? Have you avoided eating until later in the day—otherwise you would be in the bathroom so long that you’d be late for school or work? Are you pulling back from traveling with family and friends because of the fear your gut will get out of whack? Does anticipation of gut symptoms stop you in your tracks when you have a big event at work or with friends? Does experiencing a cleansing poop seem impossible or take much longer than you hoped? The constellation of symptoms that makes up irritable bowel syndrome (IBS) is unfortunately extremely common. But there is hope. We are so glad you are here, because within these pages are solutions. You’ll find ways to improve your digestive symptoms that are sustainable and backed by science. In the world of IBS management, science has confirmed that patients who utilize a team-based approach—with experts in medical management, nutrition, and behavioral health—have the greatest opportunities for improvement. It’s your turn to feel better now. Welcome to the team!

IBS EXPLAINED

What is IBS, anyway? Let’s take a closer look at this often-misunderstood condition. IBS is a chronic and often debilitating gastrointestinal (GI) disorder characterized by abdominal pain and a change in bowel habits. The pain experienced in IBS is often described as cramping with variable intensity that flares frequently. It’s the most common reason to seek help from a gastroenterologist, accounting for up to 50 percent of GI doctor visits. If you have IBS (or suspect that you might), you’re certainly not alone. IBS afflicts about 11 percent of the global population and about forty-five million people in the United States. More than twice as many women as men are diagnosed with IBS, and it most often affects people between twenty and thirty years old.


ROME IV IBS DIAGNOSTIC CRITERIA

A reliable IBS diagnosis can be made by your gastroenterologist when features such as blood in the stool, weight loss, nocturnal (while sleeping) symptoms, a family history of colon cancer, and anemia have been ruled out and your symptoms fulfill the following IBS criteria by the Rome Foundation, a nonprofit organization founded to help people with GI disorders:

Recurrent abdominal pain on average at least one day per week in the last three months, associated with two or more of the following criteria:*


1. Related to defecation

2. Associated with a change in frequency of stool

3. Associated with a change in form (appearance) of stool



* Criteria fulfilled for the last three months with symptom onset at least six months prior to diagnosis.


Depending on its most prevalent symptom, IBS is grouped into subtypes, including IBS with diarrhea (IBS-D), IBS with constipation (IBS-C), and IBS with mixed bowel patterns (IBS-M). Additionally, after an episode of acute gastroenteritis (such as the result of food poisoning), postinfectious IBS (PI-IBS) may be diagnosed in individuals who previously did not have IBS but meet the criteria after the infection. Of note, PI-IBS occurs more frequently in women, in those exposed to antibiotics, and in patients who have a history of anxiety or depression.

DRIVING FACTORS BEHIND AN IBS DIAGNOSIS

IBS doesn’t have a single cause. The condition often results from a variety of factors that affect gut function, the inner workings of the brain, and more. There are known environmental triggers of IBS, such as stressors, food intolerances, antibiotic use, and previous episodes of gastroenteritis, for example, from foodborne illness. In fact, infectious gastroenteritis is the strongest risk factor for later developing IBS. Genetics may also play a role, as biological family members of people with the disorder have been shown to have an increased risk.


COMMON IBS SCENARIOS: CAN YOU RELATE?

While each pathway to IBS is unique, there are some common scenarios associated with the onset of symptoms. Understanding these may help inform your personal roadmap to improvement. See if your history resembles any of these examples.

CHILDHOOD TUMMY TROUBLES (GENETICS AT PLAY)

“I was born this way. I’ve just always had stomach issues.”

“My mother tells me that from the beginning I was allergic to formula.”

“As a kid, I was told not to complain and to just shake it off.”

“I never knew that fairly constant abdominal pain and going days without a bowel movement wasn’t normal. We never talked about it in my family.”

DIETARY INTOLERANCES (NUTRITION OR POSSIBLE GUT-MICROBIOME-RELATED RISKS)

“I was a picky eater as a child.”

“I was diagnosed with severe lactose intolerance at one year old.”

“I never know what foods might trigger my symptoms.”

I WAS PERFECTLY HEALTHY UNTIL… (POSTINFECTIOUS)

“I went out of the country on vacation and got sick. It’s like I never got better.”

“I had a bad bout of gastroenteritis and was prescribed several rounds of antibiotics.”

“I experienced food poisoning after ordering dinner out of a food truck, and now I can’t eat anything.”

THE MESS OF STRESS (PSYCHOSOCIAL FACTORS)

“My symptoms are the worst before a big exam or presentation.”

“I planned my entire wedding, made it through the day, and spent my entire honeymoon in the bathroom.”

“My life and my work revolve around my bowels. I can’t have morning meetings, and the thought of work travel is debilitating.”

HIDDEN EFFECTS OF TRAUMA (POST-TRAUMATIC STRESS)

“My childhood was chaotic to say the least, and I was a kid with constant stomachaches.”

“I was raped at the age of fifteen. But I didn’t have GI symptoms like this until I was much older.”

“My family came to the US from Iraq after the war. I don’t remember having symptoms before coming to the US.”


IBS presents with abnormal intestinal movements, a heightened sense of pain in the gut (formally known as visceral hypersensitivity), and dysregulation of the gut-brain axis, a bidirectional communication pathway between the gut and brain. In IBS, the shift in how the gut and brain communicate is a central feature. It’s as if the gut and brain are not talking to each other but rather screaming with a megaphone. IBS also often coexists with anxiety and depression, as well as a GI-specific type of anxiety known as visceral anxiety (worry about your GI symptoms). In fact, this GI-specific anxiety can cause people who live with IBS to unnecessarily avoid certain foods.

Unsurprisingly, at the microscopic level, the gut of an IBS patient often looks different from a healthy gut. Mast cells, a type of immune system cell, have been shown to be higher in number or to be more reactive in many people with IBS—sometimes both. The highly reactive intestinal mast cells in IBS appear to contribute significantly to abdominal pain. Interestingly, both diet and stress can activate the mast cells—and this may be one reason why lifestyle therapies offer IBS patients relief from symptoms.

GETTING DIAGNOSED

When you have physical GI symptoms, the first step toward changing the trajectory of your health is to see a medical doctor. Since IBS symptoms can mimic many other medical issues, including potentially life-threatening ones like colon cancer and ovarian cancer, it is imperative that you don’t self-diagnose yourself with IBS. The internet is a great tool for all of us, but it shouldn’t be used as a substitute for a professional assessment of your health.

Your physician may ask you to provide information about what lands in your toilet using a visual guide such as the Bristol Stool Form Scale, which helps gather information about the consistency, texture, and shape of your stool (see here in the Resources to find this helpful tool). After the physical exam, your physician will analyze your symptoms along with your medical and family history and may order lab tests to help guide the correct diagnosis and treatment plan. Always consult your doctor to assess your symptoms and receive a proper diagnosis.

WHAT KIND OF MEDICAL PROVIDERS DO YOU NEED?

A family medicine or primary care doctor can make a diagnosis of IBS after an initial consultation, physical exam, and some preliminary testing. They may also refer you to a gastroenterologist for further testing. Gastroenterologists specialize in the therapeutic management and diagnosis of IBS, which may include performing a colonoscopy if you need one, prescribing medication, or referring you to other providers, such as a GI dietitian or GI psychologist.

If you are newly diagnosed or an individual with IBS that is poorly controlled, the next step in your treatment is to take a Dream Team approach. As the field of gastroenterology evolves, we are learning that one provider alone is rarely able to meet the unique needs of someone living with IBS. Further, we all have some forms of stress in our lives, and for people with IBS, simply eating can be one of those stressors. A GI dietitian can help you discover how a nutrition tune-up and plan can help you manage food-related digestive distress. Your personalized IBS treatment plan may also include working with a GI psychologist or mental health expert who specializes in the management of GI conditions. They will help you gain insights into how life events and stress can affect the way your brain and gut communicate. Brain-gut behavioral therapies rework how you think about your symptoms and improve your ability to manage them. Recent science has shown that working with an integrated team of IBS experts (a GI registered dietitian, a GI psychologist, and a gastroenterologist), versus a gastroenterologist alone, results in better clinical management and reduced costs. Unfortunately, not everyone has access to a Dream Team due to lack of expert GI dietitians and psychologists in their geographic area, poor insurance coverage, and other inequities that are common in our medical system. This situation prompted our desire to write this book. We wanted to improve access to our tried-and-true scientific approaches.

Here are some questions that may help you determine where you have been and what you want to try next. In the initial consultation with a new provider, the following topics will be discussed. You might find it helpful to jot down your answers prior to your initial appointment.


[image: image] When did your GI symptoms begin?

[image: image] How long have you been experiencing GI distress?

[image: image] What kind of medical workup have you had?

[image: image] Do you have a diagnosis from a medical professional?

[image: image] What have you been told about your diagnosis (treatment plan, expectations for improvements, etc.)?

[image: image] What has helped your symptoms (medications, stress management, diet changes, etc.)?

[image: image] What has made your symptoms worse (stress, certain foods, other health issues, etc.)?

[image: image] Describe your relationship with food.

[image: image] Do you think about food most of the day?

[image: image] Do your food-related symptoms limit your ability to eat at a restaurant or at a friend’s home?


Each provider on your GI care team will support your total health needs while you explore treatments to figure out what helps you best mitigate your gut symptoms. Check out the Resources to help you find suitable IBS experts (such as a gastroenterologist, GI dietitian, GI psychologist, and more) to work with. They can help maximize your health and provide you with the support you need to fully manage your GI symptoms.

THE IBS MEDICAL WORKUP: UNTANGLING THE COMPLEXITY OF GI DISTRESS

For IBS symptoms (abdominal pain, cramping, bloating, diarrhea, and/or constipation), the medical workup often begins with blood work, stool tests, and perhaps a colonoscopy or endoscopy to rule out other conditions (see Table 1). Red-flag symptoms such as blood in the stool, weight loss, waking in the night with pain or diarrhea, or anemia will be assessed, as these are not attributable to IBS. If your family history includes inflammatory bowel disease, celiac disease, or GI malignancy, that will be considered as well, given the higher risk of these conditions for people with a family history of them.

Currently no tests have validated biomarkers (indicators) for IBS—meaning you won’t have a test come back that says you’re “positive” for IBS. Rather, a positive diagnosis is arrived at when your symptoms fit the Rome Foundation’s criteria for IBS (see here), alarm features are not present (weight loss, blood in stool, nighttime symptoms), and clinical assessments provided by your gastroenterologist (results from lab tests and other procedures such as a colonoscopy) have yielded negative results for certain other conditions.


GUT GAME CHANGER: BEWARE OF UNPROVEN IBS BIOMARKER TESTS

The existing blood test on the market for IBS is inadequate due to low sensitivity, meaning that it produces a high number of false negatives. According to current data, nearly half of individuals with IBS could have a negative test (i.e., the test tells you that you don’t have IBS, but you do). Researchers are prioritizing the development of a reliable biomarker for IBS, but meanwhile, keep your money in your pocket until this testing evolves.


TABLE 1. COMMON INITIAL TESTS FOR AN IBS WORKUP



	Complete blood count (CBC): A blood test helpful to evaluate your overall health and capable of detecting a wide range of disorders, such as anemia or infection.



	C-reactive protein (CRP): A blood test to determine if there is inflammation somewhere in your body.



	Tissue transglutaminase antibodies (tTG-IgA): A blood test to screen for celiac disease.



	Immunoglobulin A, quantitative: A blood test to assess immunoglobulin A (IgA), an antibody blood protein that’s part of your immune system. Your body makes IgA and other types of antibodies to help fight off infections. Quantitative IgA should be ordered along with the tTG-IgA, as a low level will affect the accuracy of this celiac disease marker.



	Fecal calprotectin: A stool test to assess for elevation of neutrophils (white blood cells that help fight infection) in the intestinal mucosa, which occurs during intestinal inflammation. It can indicate a need for further testing for potential inflammatory bowel disease.



	Colonoscopy: A flexible scope inserted via the rectum to detect changes or abnormalities in the large intestine.




In some instances, a more extensive workup may be ordered based on your physician’s clinical judgment from the information gathered during your medical visit (see Table 2).

TABLE 2. ADDITIONAL TESTS THAT MAY BE CONSIDERED IN AN IBS WORKUP



	Abdominal X-ray: An image of the abdomen to assess for excess stool or abnormalities in the intestine.



	Endoscopy: A flexible scope inserted into the upper gastrointestinal tract to assess changes or abnormalities in the esophagus, stomach, and the beginning of the small intestine (duodenum).



	Breath testing for lactose malabsorption (LM) or small intestinal bacterial overgrowth (SIBO). Breath testing is an indirect measure of gut microbial metabolism. In SIBO testing, lactulose or glucose is ingested; a subsequent rise of gas levels above normal criteria indicates a positive SIBO test. Higher than normal gas levels during this test reflect microbial production of gas (hydrogen, methane, and in some cases hydrogen sulfide). For LM testing, lactose is ingested. A subsequent rise in gas levels above normal criteria indicates LM.



	Anal rectal manometry (ARM) or defecography assesses how effectively the rectum and anal sphincter are working together to eliminate feces.



	Allergy testing: When symptoms beyond the GI tract such as hives or other allergic symptoms repeatedly occur with ingestion of food, allergy testing may be required. (Allergy risk in IBS is lower than food intolerance reactions, but allergies are on the rise.)



	Gastric emptying testing measures whether the stomach empties normally, too quickly, or too slowly. When upper-GI symptoms such as fullness after eating, heartburn, or nausea occur along with bloating in the upper-GI tract, this test may be considered.




If persistent debilitating symptoms are not reduced after you and your treatment team have tried a number of therapies, take a peek at Chapters 9 and 10 for additional symptom-based treatment strategies as well as possible IBS mimickers to review with your providers.

A POSITIVE SPIN ON YOUR NEGATIVE WORKUP

When a lab test provides an objective positive result, this can begin to bring a certain amount of relief to a patient who has been suffering: “Now I finally know what is wrong!” However, when test after test comes back “normal,” and you remain uncomfortable with GI distress or perhaps even notice you are getting worse, that relief can lead to concern: “Will they ever find out what is wrong with me?” We understand why you might feel this way. Remember, with IBS, your labs may come back normal despite your symptoms.

What happens next illustrates the importance of good provider and patient communication. Ideally, you would sit down with your medical provider to discuss what it means to have ongoing symptoms despite normal test results. In a perfect scenario, your doctor would look you in the eye with compassion and say something like this:


Your test results indicate that you do not have anything structurally abnormal. You do not have inflammatory bowel disease or cancer. What your symptoms indicate is that you have a diagnosis of irritable bowel syndrome, or IBS. It is a complex digestive condition that can occur due to a variety of factors. It can be triggered by stress, diet, and even uncoordinated nerve and muscle function in your pelvic area that can benefit from physical therapy. I am going to help you manage these symptoms, and we will also discuss working with other specialists such as a registered dietitian, a mental health professional with expertise in GI conditions, and possibly a physical therapist. We will all work together to get you feeling better. I am confident that these treatments will be helpful!



Unfortunately, many patients have not had the Dream Team experience and instead hear something like this: “Good news, the workups are normal. You might have IBS, but there’s not much that can be done about it.” End of story.

Or a patient receives a brief message in their patient portal that says their tests are “unremarkable” or “benign,” and otherwise never hears back from the provider.

Or—and we gulp and shake our heads when we hear this one—“It’s just IBS. It’s in your head.” That one is a real kick in the stomach for someone suffering with life-altering intestinal pain. It can leave people feeling as though their medical provider doesn’t understand or is dismissing the severity of their pain. You may worry something has been missed, because surely these physical symptoms are indicative of something wrong, or worse yet, that you are someone who just can’t be helped. You’re left without a clear roadmap for how to feel better, and the lack of empathy can lead to distrust toward the medical community and hopelessness. If you’ve received anything less than the Dream Team approach, this book will provide guidance and will empower you with information to advocate for your care, so you can get out of the bathroom and back on your feet.

THE SECOND BRAIN: UNDERSTANDING GUT FEELINGS

Your intestinal tract and your brain are connected—so much so that the gut can be thought of as a second brain. A fun fact: more than 90 percent of the body’s serotonin and 50 percent of the body’s dopamine—key neurotransmitters—are produced in the gut. It turns out we can give credence to the concept of trusting your gut instinct. Indeed, your gut is producing chemicals and sending signals to the big brain up top! Similarly, you are also getting feedback from your brain when you feel those butterflies in your stomach during periods of stress, excitement, or anxiety.

Though we all feel stress sometimes, the stress response in IBS is exaggerated. In the following chapters you will learn calming responses that can decrease GI distress in moments when they can be most helpful (e.g., before a big exam, a presentation, or travel). Before we dive into these strategies, let’s learn a bit more about the bidirectional superhighway connecting the brain and gut. Put on your thinking cap—here’s a quick science lesson about the nervous system.

Zooming out, your body’s nervous system has two major parts, the central nervous system (CNS) and the peripheral nervous system (PNS). The CNS is composed of the brain and spinal cord. The PNS connects the CNS to the other parts of the body. The PNS carries messages back and forth between the brain and the organs and muscles.

The PNS has two key parts: the somatic nervous system, which controls voluntary processes, like moving your arm, and the autonomic nervous system, which controls unconscious processes. These unconscious processes are classified as either parasympathetic, like the heartbeat and digestive processes (“rest and digest”), or sympathetic, like the stress response (“fight or flight”). The gut’s nervous system, called the enteric nervous system (ENS), is a main part of the autonomic nervous system and is often called the second brain.

The ENS has two branching networks of nerves known as the submucosal plexus and the myenteric plexus. The submucosal plexus controls gastric secretions, absorption, and muscle movements in the digestive tract. The myenteric plexus can increase tone of the gut, speed (motility), and intensity of the contractions that take place during the digestive process. Inhibition of the myenteric system helps relax the muscular rings (sphincters) that control the journey of digested food and waste.

The ENS lines your entire digestive tract, from mouth to anus, with millions of neurons that facilitate communication with the central nervous system. Interestingly, the ENS produces many of the same neurotransmitters that are produced in your CNS, such as dopamine, serotonin, and acetylcholine, all chemicals that play a big role in how you feel physically and emotionally.

Each person has a hardwired connection between the brain in the head (part of the CNS) and the ENS. This bidirectional pathway is known as the gut-brain axis (GBA). The ENS lives within the walls of the GI tract and communicates with the brain through the spinal cord. One more key element of this communication pathway are the vagal nerves, which line the parasympathetic nervous system within the ENS. Slow and deep breathing can stimulate the vagus nerve to induce the rest-and-digest response. The vagus nerve oversees crucial bodily functions, including mood, immune response, heart rate, and digestion. The CNS and ENS are derived from the same cells during fetal development, so it is no wonder they continue to work together and communicate directly with each other. Take a look at Figure 1 to see the effects of the bidirectional pathway that runs between the gut and brain.

HOW THE GUT AND BRAIN COMMUNICATE IN IBS

That’s how the gut communicates in general. Now let’s talk about what happens if someone has IBS. As mentioned, the stress response in IBS is exaggerated, and stress affects the digestive tract.
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Figure 1. The Bidirectional Pathway of the Gut-Brain Axis



While the ENS typically operates the GI tract independently, the brain via the CNS can influence how it behaves. In fact, novel research has shown that specific parts of the brain that affect sensory processing, emotional regulation, and cognition are altered in the brain networks of people with IBS. Here lies the dilemma: the gut doesn’t always seem to behave the way we’d like it to, but the brain is actively involved in this behavior. In times of stress, the ENS may send a distress signal that makes the GI system run differently. In IBS, stress can also make the nerves in the gut overly sensitive (known as visceral hypersensitivity), so sensations in the gut that most people would not feel might be perceived as unpleasant by a person with IBS.

HELLO, GUT, THIS IS YOUR BRAIN TALKING

Does it seem like your IBS acts up at the least convenient times? Like it somehow knows you have a plane to catch? That unease in your stomach may happen before a performance, an important meeting, a big exam, or even a party. Commonly this is followed by an urgent sensation that prompts a mad dash to the loo or sometimes may lead to an inability to poop. These sensations come on during periods of stress. Most people, even those without a digestive condition, can recall a few times in life when this has happened.

The sensation of butterflies in the stomach typically floats away as the perception of stress decreases and the individual can revert their attention back to the situation at hand. Their brain is no longer focusing on the happenings of the gut because it has other things to focus on. In people with IBS, those sensations can be amplified once you become aware of them and are difficult to turn off—not exactly opportune when you are trying to get to work. Instead, you’re stuck with constant abdominal pain and urges to go to the bathroom. In this instance, the second brain, your gut’s ENS, is taking over, and the big brain in your head (the CNS) is closely paying attention (perhaps way too much attention) to every signal coming through the pathway. If you are a “gut responder,” you may find yourself being hit with GI symptoms in response to many of your day-to-day stressors. Research shows us that this is due in part to abnormalities in one’s physiological stress response. Don’t worry, this can be changed!

When you know your stress triggers (e.g., work deadlines, being overcommitted, travel) and you have tools to help mitigate the stress, GI-related symptoms can be improved. When you struggle with a gastrointestinal condition, knowing how to apply and use brain-gut-related therapies can be the key to stopping your GI symptoms in their tracks.

BRAIN-GUT BEHAVIORAL THERAPY FOR IBS 101

Rarely does medication work completely in the treatment of IBS, and everyone’s experience is unique. Given the intertwined roles of the brain and the gut, behavioral therapies have emerged as an ideal way to treat symptoms that arise via this complicated pathway. As you step out of your medical provider’s office and begin to think about what to do next, here are some of the science-backed and proven GI behavioral therapies that might pleasantly surprise you. The therapies summarized in Table 3 teach skills that can alleviate abdominal pain as well as other troubling symptoms like cramping, nausea, bloating, diarrhea, constipation, and other intestinal discomforts that drive IBS. In the coming chapters, we will teach you techniques from each type of therapy to fill your toolbox and improve your symptoms, with the goal of ultimately giving you the quality of life that you deserve.

TABLE 3. TYPES OF BRAIN-GUT BEHAVIORAL THERAPIES









	
	Underlying philosophy
	Brain-gut benefit
	Key skills



	IBS self-management
	The more you know about how your lifestyle affects your IBS, the better you can take charge of your health. Become a highly confident IBS self-management all-star!
	Knowing that you have various options to address your IBS offers hope. Awareness of ways you can reduce IBS symptoms can improve your overall quality of life.
	Create healthy habits for your nutrition, sleep, stress, self-care, mind-body interventions, exercise, and more.



	Cognitive behavioral therapy (CBT)
	Your outlook—on IBS and the world around you—affects the way you feel, how you behave, and how you manage IBS.
	Addresses stress, negative emotions, thought processes, avoidance behaviors, and co-occurring depression and anxiety, all of which influence the way your brain and gut behave.
	Unlearn the negative thought and behavior patterns that have developed due to your GI symptoms and stress. Techniques include cognitive restructuring, increasing cognitive flexibility, relaxation training, and more.



	Gut-directed hypnotherapy
	Achieving greater focus and awareness in a relaxed state may help you become more open to changing your experience with IBS.
	Works on the brain-gut axis to address the effects of physical and emotional stress, negative and unhelpful thought patterns, and somatic symptoms common in IBS.
	Learn how to deeply relax your body. Techniques (e.g., passive muscle relaxation and autogenous training) produce sensations of relaxation such as heaviness and warmth to normalize and restore brain-gut function.



	Mindfulness-based stress reduction
	Being grounded in the present moment, despite discomforts or pain, can help you recognize that suffering can lessen or pass.
	Reduces suffering by decreasing awareness of your symptoms or improving how you manage them if they happen.
	Engage in a regular practice of emotional and physical relaxation skills to ground yourself in times of stress.




MENTAL HEALTH MATTERS

Living life with irritable bowel syndrome is, well, irritating. Many patients say things like “If my IBS is behaving, my mood is good, and I can enjoy my life. If I’m having symptoms, they impact my mood and make me more likely to be anxious, on edge, and frustrated.” Often those that do best with behavioral strategies recognize that IBS flare-ups affect their mood. Fortunately, as you will see in this book, especially in Chapters 2, 3, and 4, there are many behavioral strategies to lessen anxiety and stress that you can apply wherever you encounter your symptoms (e.g., at home, at work, in your car, on public transportation…). This book will provide you with many tactics for dealing with the common mood symptoms that are driven by your relationship with your digestive tract. As you learn to utilize effective tools, gone will be the times when your whole day is run—and ruined—by your IBS.

However, if you suffer from severe anxiety, depression, or posttraumatic stress, this book is not a substitute for mental health treatment that may be critical. IBS-specific behavioral interventions will not be as effective. It is important to get those conditions under control with the help of a licensed mental health provider. If you aren’t sure where to turn for that kind of support, use the Resources in the back of this book as a starting point.

HOW FOOD MAY CAUSE GI DISTRESS IN IBS

Stress is one common denominator in IBS. The other is diet. Eating-related digestive distress occurs in upward of 80 percent of IBS patients.

To understand how certain foods, or even just the process of eating, can aggravate IBS, it’s first important to understand some basics about the GI-tract anatomy. The digestive system’s function is to transform the food you eat into energy for your body. The GI tract includes the mouth, esophagus, stomach, small intestine, and large intestine, or colon. Digestion starts in the mouth with chewing. Your teeth break up food, increasing its surface area, and allow the enzymes in your saliva to start the process of digestion. Chewing adequately is important for better digestion of your food. Here’s a friendly reminder for everyone, particularly those with a GI condition: whenever you eat, relax, go slowly, and chew your foods well!

Chewed foods travel down the esophagus and into the stomach. The stomach produces acid and enzymes to digest foods further before the remnants enter the small intestine. The small intestine releases additional enzymes, along with enzymes from the pancreas and bile from the liver (stored in the gallbladder), to digest food into absorbable components. From the small intestine, nutrients are actively transported into the bloodstream to nourish the body. Meanwhile, undigested food (mostly fiber) travels to the colon. The main roles of the colon are to provide residence to important gut microbes that further break down foods and create important vitamins, to help the body absorb water, and to eliminate the end products of digestion.

There are several drivers of how food can trigger GI symptoms in IBS, and this area of study is a relatively new and rapidly expanding field. Food can influence a variety of physiologic factors that lead to IBS symptoms, such as changing intestinal motility (speeding it up or slowing it down), increasing visceral sensation (lowering the threshold to pain), making brain-gut interactions more pronounced, unfavorably changing the gut microbiome (reducing the variety of gut microbes or promoting the growth of potentially pathogenic microbes), increasing intestinal permeability (allowing microbes and their metabolites that normally stay within the colon to travel through the gut lining into other parts of the body), and activating the immune system, to name a few.

SOMETIMES IT’S THE WAY THE GUT MOVES, NOT THE SPECIFIC FOOD YOU EAT

While many people with IBS get focused on what they are eating, other eating-related factors (outside of specific foods) may contribute to symptoms. For example, do you frequently need to make a run for the bathroom right after you eat? The body has a physiological response called the gastrocolic reflex, which controls the motility of the lower-GI tract following a meal. In people with IBS, there tends to be a stronger colonic response to the gastrocolic reflex. That can lead to a strong urge to use the bathroom following a meal. Further, the more pronounced the colonic contractions, the more you may feel abdominal pain and the more sensitive you may be to abdominal distention and gas in the intestine. The act of eating, smelling, and even just seeing food can stimulate the gastrocolic reflex. (This is one reason why IBS symptoms rarely occur at night: people are not eating or smelling food when sleeping.)

Another important regulator of the small intestine is the migrating motor complex (MMC). Normally, the muscles in the stomach and small intestine move food through the intestine in a synchronized fashion; these series of contractions are called peristalsis. The upper digestive tract also undergoes a cyclic pattern of contractions known as the MMC. There are four phases of the MMC. Phase I is a quiet period with virtually no contractions. Phase II provides intermittent and irregular low-amplitude contractions. Phase III, known as the cleansing wave, provides quick bursts of high-amplitude contractions that essentially clean out the small intestine, moving food, secretions, and microbes. Phase IV provides a swift transition period back to the stillness of Phase I. The MMC-Phase III, or the cleansing wave, only occurs when food is not present in the gut—that is, during the fasting state, or about every 90 to 120 minutes in people with normal cleansing wave function. In individuals with altered intestinal motility, such as those with IBS, the cleansing waves occur less often.

If you are someone who tends to snack all day rather than eating at regular mealtimes, this could be throwing your MMC out of whack. Again, it’s when you are not eating that your intestine will initiate the important MMC-Phase III that helps clear out the small intestine and get it ready for food again. Allowing some downtime is important; otherwise, your small intestine can become a petri dish, permitting microbes and food to interact and ferment, which may increase trapped gas and result in IBS symptoms. You want your small intestine to have the time to initiate a cleansing wave several times during the day. Eating three distinct meals and a snack versus grazing all day will better accommodate these important cleansing waves. Of course, that said, avoiding eating when hungry or trying to go as long as you can without eating is never the goal, as this pattern moves you away from tuning in to your body and honoring hunger signals. Always listen to your body!

FOOD-RELATED REACTIONS: WHAT’S THE DIFFERENCE?

Sometimes the body reacts negatively to a consumed food. In general, there are three types of food-related reactions: allergic, autoimmune, and intolerance. Table 4 offers a brief overview of the more common food-related reactions, the mechanisms that drive them, examples of potential diagnoses, and symptoms.

TABLE 4. FOOD-RELATED REACTIONS: ALLERGY, AUTOIMMUNE, AND INTOLERANCE









	Food reaction
	What drives the reaction?
	Examples of clinical diagnoses
	Symptoms



	Allergy
	IgE reactions, non-IgE reactions, occasional IgE reactions
	True food allergy, FPIES, eosinophilic esophagitis
	Respiratory, GI, cardiovascular, skin (dermatitis, hives), in severe cases multisystem anaphylaxis



	Autoimmune
	Innate and adaptive immune system
	Celiac disease
	GI symptoms, fatigue, low iron, osteoporosis, low B12, low folate, low zinc, weight loss or gain



	Food intolerance
	Disorder of digestive or absorptive process in small intestine, toxic or pharmacologic reactions
	Lactose intolerance, sucrose/starch intolerance, IBS, FODMAP intolerance, histamine, A1 beta-casein intolerance
	GI: uptick in intestinal gas, bloating, constipation or diarrhea, abdominal pain 
Other: hives, low blood pressure, headaches, abdominal pain





IgE: immunoglobulin E; FPIES: food protein–induced enterocolitis syndrome; FODMAP: fermentable oligosaccharides, disaccharides, monosaccharides, and polyols

“DO I HAVE A FOOD ALLERGY?”

A true food allergy certainly can occur in people with IBS; in fact, food allergies are on the rise, affecting about 11 percent of American adults. But food intolerance–based reactions in IBS (see here) are much more typical.

A food allergy reaction is an abnormal immune response to a food protein. Most allergic reactions occur as an immunoglobulin E (IgE) reaction. IgE is an antibody created by the immune system during the allergic response.

The most common IgE-mediated food allergies are triggered by nine foods: peanuts, tree nuts, milk, eggs, wheat, soy, fish, shellfish, and sesame seeds. Food allergic reactions can involve the skin, mouth, eyes, lungs, heart, gut, and even brain. They can be mild or severe, even life-threatening. Anaphylaxis occurs quickly after exposure to the allergen. Its symptoms include shortness of breath, nausea, vomiting, hives, swelling of lips and tongue, low blood pressure, wheezing, fainting, and cardiac arrest. Anaphylaxis involves the whole body and requires immediate medical attention (call 911). If you are at risk for anaphylaxis, your allergist will prescribe a self-injectable epinephrine pen and instructions on how to use it. Epinephrine relaxes the muscles in the airway to make breathing easier and helps maintain blood pressure. Diagnosis of food allergies is undertaken with the guidance of an allergist, who will take a detailed medical and symptom history and may recommend skin or blood tests to help determine if you have an allergy. Allergy tests offer some guidance about the presence of food allergies, but they do not confirm with 100 percent certainty that a food allergy exists. An oral food challenge is often used to confirm a food allergy after blood or skin tests have been completed.

FOOD INTOLERANCES: THE MOST LIKELY IBS CULPRITS

Food intolerances often contribute to IBS symptoms. They are extremely common, occurring in about one in five people globally. Food intolerances are not allergies; they are assorted reactions prompting digestive symptoms such as gas, bloating, abdominal cramping, and diarrhea or constipation. And unlike food allergies, intolerances are not life-threatening. Of course, even though a food-related reaction may not be deadly, living with it can be very disruptive to your daily life.

Food intolerance can occur due to osmotic effects (when a food pulls water into the gut and stretches it), fermentative effects (when gut microbes consume poorly digested foods, creating copious gas), mechanical effects (when large, insoluble fiber components, such as wheat bran, irritate the lining of the gut, stimulating mucus and water secretion), or pharmacologic effects (when food components prompt hives or diarrhea). Let’s take a look at some of the common food intolerances in people with IBS.

Enzyme Deficiencies

Food intolerance may also occur due to a lack of certain digestive enzymes, such as those needed to digest the sugar lactose, found in some dairy products. In lactose intolerance, the body doesn’t produce enough of the intestinal digestive enzyme lactase, resulting in poor digestion of lactose—the milk sugar found in cow, goat, and sheep milk—and leading to digestive distress. When the undigested lactose arrives in the colon, it pulls water into the gut and is fermented by gut microbes, creating gas. The aftermath is diarrhea and cramping. No fun!

Similarly, if your body doesn’t make enough of the enzyme sucrase-isomaltase, you may experience symptoms akin to lactose intolerance. Without adequate levels of this enzyme, sucrose (found in table sugar, pastries, and some fruits and vegetables) and sometimes starch (found in potatoes, pasta, bread) are not well digested and are subsequently fermented by microbiota in

FODMAP Intolerance










	Subtype
	Specific substances
	Common food sources



	Oligosaccharides
	Water-soluble fibers, namely fructans and galacto-oligosaccharides (GOS)
	Wheat, onion, garlic, legumes, barley, rye, watermelon, chicory root extract, asparagus, artichokes, hummus, kidney beans, soybeans, cashew and pistachio nuts, chamomile and fennel herbal tea, carob



	Disaccharides (two-chain sugars)
	Lactose
	Milk, ice cream, yogurt, sour cream, ricotta, or cottage cheese made from cow, sheep, or goat milk



	Monosaccharides (one-chain sugars)
	Fructose (when present in excess of glucose in a food)
	Apples, cherries, pears, mango, asparagus, watermelon, honey, agave nectar, rum



	Polyols
	Also known as sugar alcohols, including mannitol, sorbitol, isomalt, xylitol, maltitol
	Stone fruits, such as cherries, plums, peaches, nectarines; blackberries; sorbitol-, xylitol-, or mannitol-based sugar-free gum and mints; cauliflower, most mushrooms
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Figure 2. FODMAPs and GI Symptoms in IBS







GUT GAME CHANGER: LEAKY GUT SYNDROME?




Gluten Intolerance



A1 Beta-Casein Intolerance


Histamine Intolerance




Intolerance to Fatty Foods


Intolerance to Insoluble Fiber



DIETS FOR IBS









	Low-FODMAP diet
	Three-phase nutritional approach that includes elimination phase (high-FODMAP foods are removed), reintroduction phase (FODMAPs are added back systematically to find food triggers), and personalization phase (tolerated FODMAP foods are added back to the diet)



	National Institute for Health and Care Excellence IBS diet
	Diet and lifestyle changes that include eating three meals per day and not missing meals; reducing alcohol, caffeine, spicy foods; increasing fluids; minimizing fat; and altering fiber intake (adding soluble fiber)



	Gluten-free (GF) diet 

	All gluten sources are eliminated from the diet; gluten is a protein found in wheat, barley, and rye







GUT GAME CHANGER: INTEGRATED MEDICAL CENTERS



IT’S PERSONAL: INDIVIDUALIZING THE BEST SCIENCE-BASED APPROACH FOR YOU


WHEN FLARE-UPS STRIKE
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The Low-FODMAP Diet Step by Step: 
A Personalized Plan to Relieve the Symptoms of IBS

21-Day Tummy: 
The Revolutionary Diet that Sooths and Shrinks any Belly Fast
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