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INTRODUCTION

Irritable bowel syndrome 
(IBS) is a prevalent functional 
bowel disorder condit ion, 
affecting approximately 4% 
of  the  populat ion,  which 
is characterized by frequent 
abdominal pain associated with 
altered bowel habit and bloating 
[1]. Numerous pharmacological 
treatments are available for 
managing IBS; however, dietary 
management remains a concern 

ORIGINAL PAPER DOI: http://dx.doi.org/10.15403/jgld-5466

ABSTRACT

Background & Aims: There has been a growing emphasis on dietary therapies for irritable bowel syndrome 
(IBS). Furthermore, there has been an evolving evidence base for the low fermentable oligosaccharides, 
disaccharides, monosaccharides and polyols (FODMAP) diet, gluten-free diet (GFD), and lactose-free diet. 
This study examines the dietary approaches employed and the factors influencing dietetic decision-making 
for IBS interventions.
Methods: Participants, including registered dietitians and nutritionists, were recruited from diverse healthcare 
settings at the point of registration for the 4th Sheffield National Dietetic Gastroenterology Symposium, 
2023. A 15-question online survey investigated the practices of dietitians and nutritionists in managing IBS 
patients, covering dietary approaches, decision-making factors, and patient education. The evidence base for 
different dietary interventions was provided and a follow-up survey assessed symposium attendees, views on 
current IBS dietary practices.
Results: Out of 731 respondents, primarily registered dietitians (93%) and females (93%), 54% spent 10-
50% of clinic time on IBS. Respondents noted that a GFD (34%), low lactose (32%), and traditional dietary 
advice (TDA) (18%) were the most frequently used dietary interventions that patients try before seeking 
professional advice. Delegates were asked to rank their dietary intervention preferences pre- and post-meeting 
(after the evidence base had been presented): TDA pre-meeting 75% versus post-meeting 87% (p=0.04), fibre 
modification 59% versus 6% (p<0.0001), low FODMAP 25% versus 10% (p=0.0001), low lactose 12% versus 
62% (p<0.0001) and GFD 6% to 23% (p<0.0001). 
Conclusions: TDA remains the choice of diet for dietitians. After our educational event, the use of low-lactose 
and gluten-free diet significantly increased. Factors influencing the decision-making process were based on 
patient acceptability, counselling time, supporting evidence base and dietary triggers.

Key words: diet − irritable bowel syndrome − gluten-free − FODMAP.

Abbreviations: FODMAP: fermentable oligosaccharides, disaccharides, monosaccharides and polyols; GFD: 
gluten free diet; IBS: irritable bowel syndrome; TDA: traditional dietary advice.

for the majority of patients [2]. More than 80% of individuals 
with IBS encounter symptoms related to food, specifically 
in relation to fermentable carbohydrates and fats [2, 3]. 
Additionally, over 60% express a desire to identify foods to 
avoid, and as many as 70% have made modifications to their 
diet [4]. Those with more severe IBS tend to identify a higher 
number of food triggers [2, 3]. Over the past decade, there 
has been an increasing focus in clinical practice on three diets 
for managing IBS: traditional dietary advice (TDA), a low 
fermentable oligosaccharides, disaccharides, monosaccharides 
and polyols (FODMAP) diet (LFD), and a gluten-free diet 
(GFD). Among these, TDA is prioritized as the initial approach, 
following guidance from the National Institute for Health and 
Care Excellence and the British Dietetic Association [5].
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Traditionaly diatery advice for IBS involves a holistic 
approach to diet and lifestyle modification, based on current 
guidelines [5]. It recommends reducing alcohol, caffeine, spicy 
foods, and fat intake while increasing fluids and adjusting fiber 
consumption. Although TDA broadly addresses IBS dietary 
triggers, including those beyond FODMAPs, its evidence base 
largely stems from case-control studies and clinical expertise, 
with limited support from RCTs except for the beneficial role of 
soluble fiber such as ispaghula in mitigating IBS symptoms [6]. 

The past decade has seen an increased uptake of GFDs for 
managing IBS. There have been six RCTs in total including 349 
number of patients [7-12]. The current summary of this data, 
demonstrates GFD‘s short-term effectiveness in alleviating 
IBS symptoms, though the durability of its benefits remains 
underexplored [8, 13]. 

Low FODMAP diet is a structured intervention for IBS 
management, commencing with a strict reduction of all 
FODMAPs and, if effective, proceeding to a personalized, 
less restrictive phase [14]. Research predominantly examines 
short-term benefits, with meta-analyses indicating significant 
symptom severity score reductions [15]. The low FODMAP 
diet has the strongest evidence base with 10 RCTs and 817 
patients [8, 16-24]. Long-term follow-up suggests enduring 
symptom relief and substantial adherence. There has been only 
one study with a head-to-head comparison of a TDA versus  
GFD versus LFD [8].  The primary end point of a 50-point 
reduction in IBS-SSS was met by 42% (n=14/33) undertaking 
TDA, 55% (18/33) for LFD, and 58% (19/33) for GFD (p=0.43). 
This study suggests that all current dietary therapies may have a 
role in the management of IBS and selection may be dependent 
on patient factors [8]. 

Given the new evidence base that has been summarised the 
current study focuses on investigating the dietary strategies 
utilized, the factors impacting decision-making in dietetic 
interventions for IBS, and the methods of patient education 
among registered dietitians, nutritionists, and student dietitians 
working across various healthcare settings in the United 
Kingdom.

METHODS

Study Design & Participants
A 15-item online questionnaire was developed to explore 

the practices of dietitians and nutritionists in managing 
patients with IBS. Participants were offered the opportunity 
to take part in the study during the online registration of the 
4th Sheffield Dietetic Gastroenterology Symposium in May 
2023. All participants were required to provide electronic 
consent for the publication of their responses at the start of the 
survey. The Symposium included a 1-hour round table panel 
discussion on the dietary management of IBS (Supplementary 
file) and a follow-up 2-item questionnaire was sent to those 
who attended the symposium to evaluate their view of the 
current dietary practices for IBS. Both surveys are provided 
in the supplementary material.

Survey Questions
The online survey consisted of categorical and Likert-scale 

questions, and included the following:

• Demographic information: age, sex, current role, years 
of experience, and work setting; 

• Percentage of time managing patients with IBS;
• Dietary approaches: the self-reported influence of food 

intake on patients’ bowel symptoms, the types of diets patients 
frequently try prior to seeing a dietitian, the types of diets 
recommend, and the effectiveness of different types for patients 
with IBS such as first-line TDA, fibre modification, low lactose, 
GFD, and LFD;  

• Decision-making: factors influencing the choice of 
specific dietary therapy for IBS, such as supporting evidence, 
patient-reported dietary triggers, time needed to provide 
counselling, and patient acceptability; 

• Barriers to delivery of dietary interventions in patients 
with IBS: complexity of diet, patient interest, cost, and meal-
preparation time;

• Patient education and optimising the delivery of dietary 
therapy to patients with IBS; 

• Post-symposium questionnaire: Two questions were 
repeated in a follow-up survey to explore if participants 
changed their views regarding the recommended diets for 
IBS and the factors influencing their decisions after attending 
the symposium. 

Data Collection and Coding
Data collection from the online survey was conducted using 

a secure online platform (Sheffieldgastro.nhs.uk), anonymised, 
and collated onto a password-protected Excel spreadsheet 
(Microsoft, Redmond, Wash, USA). Duplicate responses 
(multiple participation) were removed. The spreadsheet 
included columns for demographic information and responses 
to Likert-scale questions, with each row representing a single 
response. Numerical values were assigned to each Likert-scale 
response (e.g., 1=Almost never, 2=Rarely, 3=Sometimes, 
4=Usually, 5=Almost always).   

Statistical Analysis 
Descriptive statistics were used to summarise demographic data 

and responses to survey questions. Categorical data were expressed 
as frequencies and percentages. Comparisons between pre- and 
post-symposium responses were performed using the Fisher’s exact 
test. A p-value of <0.005 was considered statistically significant. 
Statistical analysis and data visualisation were performed using 
GraphPad Prism (GraphPad Software Inc, San Diego, CA, USA) 
and RStudio (RStudio, Boston, Massachusetts, USA).

RESULTS

Respondents Characteristics
A total of 731 respondents completed the survey. The 

majority of respondents were registered dietitians (93%) and 
females (93%). Respondents had various levels of experience 
and worked in secondary care, primary care, and the 
private sector. The characteristics of survey respondents are 
summarised in Table I.  

Experience in Managing IBS
Approximately half of the respondents (54%) spent 10–50% 

of their clinic time managing IBS, and 57% felt comfortable 



Dietetic management of irritable bowel syndrome� 179

J Gastrointestin Liver Dis, June 2024 Vol. 33 No 2: 177-183

providing dietary therapy counselling to patients with IBS. 
Most respondents reported that patients with IBS link food 
intake to their symptoms (76%), and 44% self-manage their 
IBS before seeing a dietitian or a nutritionist. 

Dietary Approaches
Respondents felt that dietary interventions were more 

effective than other treatments available for IBS (60%). As 
shown in Fig. 1, GFD (34%), low lactose (32%), and TDA 
(18%) were the most frequently used dietary interventions that 
patients tried before seeking professional advice. Conversely, 
TDA (75%), fiber modification (59%), and low FODMAP diet 
(31%) were the most frequent interventions recommended by 
dietitians and nutritionists. The low FODMAP diet was ranked 
as the most effective dietary intervention (50%), followed by 
TDA (39%) and fiber modification (37%). In contrast, low 
lactose (14%) and GFD (8%) were ranked as the least likely 
to be effective. The most common follow-up period was 
4–12 weeks (68%), and only 2.7% did not arrange follow-up 
appointments for their patients.  

Decision-making Factors and Barriers to Dietary 
Interventions
The two main factors influencing the decision to 

recommend a specific dietary intervention for IBS were 
patients‘ acceptability (95%) and supporting evidence (95%). 
Patient-reported dietary triggers (88%) and time needed to 
provide counselling (82%) were also considered important 
factors by respondents. The complexity of diet (39%) and 
meal preparation time (33%) were deemed the main barriers 
to dietary interventions for IBS (Fig. 2). 

Nutritional Advice Delivery and Patient Education 
One-to-one clinic appointments (93%) and educational 

handouts (74.4%) were the most used methods to deliver 
nutritional advice to patients with IBS, while websites (38%), 
smartphone apps (21.6%), group clinic appointments (11.6%), 
and books (8.6%) were used less frequently. Respondents felt 
that educational websites (68%), greater availability of dietitians 
with a specialist interest in IBS (64.5%), live or recorded 
webinars (61%), and smartphone apps (59.2%) would enhance 
the delivery of dietary therapy to patients with IBS. 

Follow-up Survey
A total of 186 respondents completed both the pre-

symposium and post-symposium questionaries. After 
attending the symposium, respondents still ranked TDA as 
their first-line dietary intervention for IBS (87%). However, 
the use of low lactose and GFD significantly increased from 
11% to 62% (p<0.0001) and from 6% to 23% (p<0.0001), 
respectively. Conversely, the use of fibre modifications has 
significantly reduced from 59% to 6% (p<0.0001) (Fig. 3). 
Following participation in the symposium, a notable shift in the 
determinants influencing the choice to advocate a particular 
dietary intervention is evident. Notably, respondents pre-
symposium regarded the existence of supportive evidence for 
dietary therapy (96%) as the foremost consideration. However, 
increased significance is now attributed to factors such as 
patient acceptability (98%) and the time needed to provide 
counselling (97%), as illustrated in Fig. 4.

DISCUSSION

This is the first study to explore dietitians views on the 
dietary management of IBS in relation to current treatment 
options and delivery modalities and also to evaluate the impact 
of participation of dietitians in scientific events and its effect 
on their clinical practice. Delegates were asked to rank their 
dietary intervention preferences pre and post-meeting (after 
the evidence base had been presented): TDA pre-meeting 
75% versus post-meeting 87% (p=0.04), fibre 59% versus 6% 
(p<0.0001), low FODMAP diet 25% versus 10% (p=0.0001), 
lactose free diet 12% versus 62% (p<0.0001) and GFD 6% 
to 23% (p<0.0001). The evidence-based findings presented 
directly changed dietitian’s views and we would expect this to 
translate into clinical practice.

Irritable bowel syndrome is a significant workload for 
dietitians and there has been a notable resurgence of interest 
exploring dietary interventions as a means of managing IBS. 
This reflects the growing recognition of the role of nutrition in 

Table I. Characteristics of survey respondents

N (%)

Gender

Female 683 (93.4)

Male 48 (6.6)

Age group (years)

<25 37 (5)

25 – 34 299 (41)

35 – 44 219 (30)

45 – 55 133 (18.1)

>55 43 (5.9)

Job role

Registered dietitian 680 (93)

Registered nutritionist 16 (2.2)

Student dietitian 35 (4.8)

Experience (years)

< 1 35 (5.1)

1 – 5 182 (26.8)

6 – 10 163 (24)

11 – 15 126 (18.5)

16 – 20 56 (8.2)

> 20 117 (17.2)

Work setting

Secondary care 385 (52.4)

Primary care 181 (24.6)

Private 95 (13)

Other 74 (10)

Percentage of time treating IBS

< 10% 237 (32.4)

10 – 25% 240 (32.8)

26 – 50% 152 (20.8)

51 – 75% 70 (9.5)

> 75% 32 (4.3)
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gastrointestinal health. Among the various dietary approaches, 
TDA, a GFD, and LFD have garnered particular attention. 
These dietary strategies have become focal points in clinical 
discussions, with patients expressing a heightened interest 
in their potential benefits. A recent study has also explored 
the Mediterranean diet as an feasible option in improving 
gastrointestinal and psychological symptoms of IBS [25]. 
The spotlight on dietary management underscores the shift 
towards holistic approaches in addressing IBS, acknowledging 
the dynamic interrelationship between dietary factors and 
gastrointestinal well-being. As research in this field progresses, 

these dietary interventions offer promising avenues for 
personalized and effective management strategies in the 
evolving landscape of IBS therapeutics.

Presently, equivalent effectiveness has been substantiated 
in short-term follow-up assessments for TDA, GFD, and 
low FODMAP diet [8]. Nevertheless, TDA exhibits greater 
acceptability relative to GFD and LFD [8]. Consequently, 
considering these findings, initiating a trial of TDA represents 
a judicious first-line dietary approach for individuals with IBS, 
aligning with prevailing UK guidelines [5, 6]. Notably, a subset 
of individuals identify wheat as an IBS trigger [26]. For those 

Fig. 1. Respondents‘ views on different dietary practices and the effectiveness of different diets 
for the management of IBS.

Fig. 2. Respondents’ views on the barriers to dietary intervention for patients with IBS.
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attributing wheat/gluten as a primary trigger, a GFD may be 
more suitable as an initial strategy for symptom management, 
adopting a ‚bottom-up‘ approach before considering the 
complete low FODMAP approach [27]. This possibility is 
further supported by the recognition that patient acceptability 
is a key issue in terms of dietary IBS management. A GFD or 
gluten reduced diet is a far easier undertaking than the more 
complex low FODMAP diet [28,29]. However, a recent meta-
analysis suggests that the efficacy of GFD in IBS  is much lower 
than low FODMAP diet [30].

There are challenges with delivering dietetic therapies 
for IBS. Dietetic-led low FODMAP diet advice significantly 
enhances adherence during the personalization phase, with 
only 29% adherence observed in non-dietetic-led scenarios 
[31]. Less stringent ‚bottom-up‘ strategies, initiating with a 
reduction in specific FODMAPs based on dietary history 
and patient-identified triggers, often result in a GFD and 
diminished fructan intake [32]. Recent RCTs report varying 
FODMAP consumption across diets, with GFD and TDA 
serving as less restrictive, ‚bottom-up‘ methods [8]. Although 

Fig. 3. Differences in dietary recommendations before and after attending the Sheffield Dietary 
Gastroenterology Symposium.

Fig. 4. Differences in factors influencing the decision to recommend a specific dietary therapy 
before and after attending the Sheffield Dietary Gastroenterology Symposium.
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a 12g daily reduction in FODMAPs is proposed for symptom 
relief, individual visceral sensitivity may alter symptomatic 
thresholds. Long-term follow-up and broader demographic 
studies, including pediatric populations and primary care 
settings, are needed to evaluate the low FODMAP diet’s efficacy 
and applicability.

Overall TDA presents as a cost-effective and less complex 
nutritional strategy, offering convenience during grocery 
shopping and adherence in social dining scenarios compared 
to GFD and low FODMAP diet [8]. The economic and social 
implications of long-term adherence to a low FODMAP 
dier have been documented, revealing higher expenses and 
constraints on social eating compared to standard diets [28, 29]. 
Notably, there is an absence of studies evaluating the long-term 
acceptability of TDA and GFD. Moreover, dietary preference 
trends favor simpler diets, as evidenced by a substantial 
majority of an Italian cohort indicating a desire to continue 
with a Mediterranean diet over GFD or low FODMAP diet [33].

Critical to the successful implementation of dietary 
therapies in IBS is the provision of patient choice, coupled 
with dietetic assessment and guidance. Sturkenboom et al. 
[34] in their recent discrete choice experiment indicated a 
pronounced predilection for dietary interventions among 
IBS. Ideally, complex and restricitive dietetic therapies should 
be administered by a qualified dietitian to mitigate the risk 
of nutritional inadequacy [31], given that the evidence 
base for these therapies primarily stems from dietitian-
led implementations. Despite the dietetic-led evidence 
base, a survey in the United States revealed only 21% of 
gastroenterologists commonly referring patients to registered 
dietitians [35]. Furthermore gastrointestinal-specific symptom 
anxiety and the associated fear of symptoms contribute to 
food avoidance behaviours in IBS, potentially leading to an 
avoidant restrictive food intake disorder. This underscores the 
indispensable role of dietetic involvement [36].

Moreover, there exists a shortage of available dietitians 
to deliver dietetic therapies, as evidenced by a recent study 
indicating an inequity of dietetic services across England [37]. 
Consequently, additional research is warranted to evaluate the 
effectiveness of a physician-led approach in managing IBS. 
Although innovative modes of dietetic delivery, such as group 
sessions and webinars, necessitate further evaluation, they may 
present more resource-efficient means of delivering dietary 
therapies [37-39]. Further work is required in this field. The 
current extent of evidence predominantly indicates the efficacy 
of dietetic therapies (TDA, low FODMAP diet, and GFD) in 
managing IBS patients in the short term, necessitating further 
investigation into their long-term efficacy. 

CONCLUSIONS

Traditional dietary advice persists as the preferred 
nutritional strategy among dietetics professionals. This is 
the first study to evaluate the impact of the participation of 
dietitians in scientific events and its effect on their clinical 
practice. Subsequent to an educational symposium, there was 
a notable rise in the implementation of diets with reduced 
lactose and exclusion of gluten. The determinants shaping this 
clinical decision-making include patient receptivity, duration 

of dietary consultation, the foundation of empirical support, 
and identified dietary precipitants. 
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