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Disorders of Gut-Brain Interaction:

Core Skills & Controversies in 2025



Overview

• Neurogastroenterology & DGBI

• Eating disorders + DGBI

• Idiopathic Gastroparesis

• EDS, SMAS, MALS, PoTS, MCAS

• Therapeutic overview
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What is NeuroGastroenterology?
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• NeuroGastroenterology: 

1. Disorders of Gut-Brain Interaction (DGBI) 

 - aka. functional gut disorders, gut-brain disorders

 - Rome IV diagnostic criteria   

2. Motility disorders   

• Multidisciplinary team RBWH

• GE, dietitians, mental health, QuEDS, persistent pain

• +/- sub-specialties, community providers

• Multidisciplinary team QLD Pelvic Floor Centre

Gastroenterology

NeuroGastro IBD Liver
Advanced 
Endoscopy
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theromefoundation.org/rome-
iv/rome-iv-criteria
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Rome IV Classification:
Functional Dyspepsia

theromefoundation.org/rome-iv/rome-iv-criteria



Understanding Functional Disorders: Move past the stigma
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OR

Medicine               vs.      Psychiatry

     Organic  vs.      ‘Functional’

     “If we can’t see it, it’s not real”

Functional 

Gut 

Disorders

Organic 

Disease

It’s all physiology, it’s all real.

Eating 

Disorders
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Functional 

Disorders

Intestinal

Dysfunction &

Dysmotility

Psychiatric

& Eating

Disorders
Pain 

Disorders

Trauma, ACE*

Complex psychosocial

*Adverse childhood experiences (ACE)



C-PTSD + Trauma

Eating Disorders

Abnormal illness 
behaviours

DepressionPersonality Vulnerabilities

Emotional Dysregulation
Hyperarousal, Hypoarousal

Chronic pain &
Somatic Symptom Disorders 

Anxiety, OCD

Emotional Abuse

Medical traumas

Abnormal illness modeling

Sexual assault
Family violence

Disrupted attachment

DGBI Functional 
Neurological 
Disorders 

Chronic Fatigue Syndrome/CME

Autonomic dysfunction

The GI-Psychologist’s View: 

Emotional neglect

Neurodivergence



Disorders of Gut-Brain Interaction:
Pathophysiology
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Visceral Hypersensitivity and Pain

Bio-psychosocial model of disease: 

• Predisposition (in utero, genetic, ACE)

• Trigger (injury, inflammation, stress)



Complex neuro-immune interplay:

• Nervous system (enteric NS + CNS)

     Endocrine system (HPA, others)

     Immune system (intestinal + systemic)     

• Microbiome (direct + metabolites)

     Mucosal barrier dysfunction

     Food antigens; substances



• Peripheral + central pain sensitization

• Visceral hypersensitivity, hyperalgesia



• Symptom perception & response

• Perpetuating factors (biopsychosocial)



https://www.thereignofthebrain.com/resources/the-limbic-system-hypothalamus

Symptom-Response Cycle:
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Concerning Trends & Controversies



Concerning Trends
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• International spike in: 

• Over-medicalization

• Diagnoses of uncertain significance, self-diagnosis

• Non-evidence based invasive treatments 

• Young adults on artificial nutrition support [Lal]

• Online misinformation, social pressure, illness identity

• Diagnostic trends:

• DGBI with severe disordered eating (‘eating disorder excluded’)

• Hypermobility spectrum disorders incl Ehlers Danlos syndrome (EDS)

• Vascular compression syndromes incl SMA and MAL syndromes

• Postural tachycardia syndrome (PoTS)

• Mast cell activation syndrome (MCAS)

In vulnerable individuals, high risk of iatrogenic harm.



Concerning Trends: An International Problem

Slide courtesy of Neurogastroenterologist Dr Charlotte Daker, Auckland



Correct Information: Crash Course
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DGBI & Eating Disorders Overlap
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ED & DGBI
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• No single test reliably differentiates ED from gastroparesis or DGBI

• They co-exist

• 42-98% ED pts meet DGBI criteria [Hanel]

- Satiety, distension, pain, nausea, regurgitation, heartburn, bloating, dysphagia [Salvioli]

- Equal across different ED types [Boyd]

• 20-50% have delayed gastric emptying study [Riedlinger;Schalla]

- Similar rates AN, BN, ARFID [Staller]

• 2/3 delayed colonic transit [Chiarioni]

• Up to 77% Gastroparesis screen positive for ARFID[Hollis]

• 20-43% Neurogastro clinic Pts meet ED criteria [Murray]



Avoidant Restrictive Food Intake Disorder (ARFID)
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ARFID summary:

• Severely restricted oral intake

• Any BMI

• Not about body weight or shape

• 3 Sub-types (“I don’t eat because…”)

1. To avoid symptoms

2. No appetite

3. Sensory aversions

• Not explained by medical condition

DSM-V (Revised 2013)



DGBI &  
ARFID 
Overlap
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Patient disclosure + 

Referrer preference 

“I can’t eat because it’s so painful, it makes 
me feel sick, I vomit” 

ARFID:

• Symptom avoidance  

   subtype

Medical diagnosis:

• Idiopathic gastroparesis

• Food allergy 

• Dysbiosis

• Vascular compression

• Mast cell dysfunction

DGBI with secondary food avoidance 

 weight loss

•  Functional dyspepsia

• Chronic nausea vomiting syndrome

• Rumination syndrome

• Functional dysphagia

• Centrally mediated abdominal pain

Current definitions 

= the same !



ED-DGBI Treatment Approach
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• Bio-psychosocial model of care

• Joint care, or refer to MDT; practice within your scope

• Least invasive investigation and treatment possible

• Oral nutrition support; NGT if indicated; avoid other

• Long-term tube feeding in DGBI not shown to improve weight or Sx 

• Treat reflux, constipation

• Prokinetics, anti-emetics

• Neuromodulators for functional GI symptoms

• Treat comorbid psychiatric, persistent pain 



Artificial Nutrition Support in DGBI



Idiopathic Gastroparesis: Update
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• Much more than delayed gastric emptying

• Gastric emptying is a dynamic, physiological response

• Acute illness, abdominal surgery, glycaemic and hormone fluctuations

• Malnutrition, weight loss, eating disorders[Riedlinger, Schalla, Staller]

• Medications, substances

• Opioids, anticholinergics, antipsychotics, GLP-1 agonists, cannabinoids [Camilleri]

• Gastric emptying time correlates poorly with symptoms

• Asymptomatic prevalence unknown

• 40% variability over time

• “Functional Dyspepsia and gastroparesis likely represent an overlapping spectrum of 
sensorimotor abnormalities affecting the gastro-duodenum” 

      – Lal et al. Position paper from ESCNM, ESNM, and Rome Foundation (July 2024)



Statement 3:
Co-assessment by a clinician specialising in eating 
disorders is recommended for all patients with 
disordered eating behaviour, due to the high 
comorbid prevalence of disordered eating and eating 
disorders. (Low evidence; Strong recommendation) 

Statement 11: 
Temporary nasogastric tube feeding should only be 
considered where there is malnutrition, with ongoing 
weight loss, and medical instability, despite 
intensive oral nutrition support. (Low evidence; 
Strong recommendation)

Statement 13: 
Long-term enteral tube feeding should be avoided 
where possible. It has not been shown to 
consistently improve global symptoms or nutritional 
status and carries increased risk of iatrogenic harm. 
(Low evidence; Strong recommendation)

Available @ GESA Clinical Resources Nov 2025: https://www.gesa.org.au/resources/clinical-practice-resources/



Hypermobility Spectrum Disorders 

? When does it constitute disease



“After years of pain and undiagnosed symptoms a doctor finally 
diagnosed EDS and everything made sense, it’s not in my head!!”

• Limited data, comorbid vs primary pathology?

• Zero evidence EDS causes GI Sx - association vs causation

• Population prevalence JH unknown (high % asymptomatic)

• More prevalent in hEDS: [Lam 2023]

• Disorders of gut-brain interaction (2+ and severe)

• Pain disorders, polypharmacy, opioid use 

• Avoidant restrictive food intake disorder (ARFID)

• Gastroparesis not increased [Upadhyaya]

• Early research, two phenotypes emerging:

1. Severe CTD, volvulus, intussusception, but less pain

2. Less hypermobile, more pain and hypersensitivity Sx

→ Biopsychosocial model: treat as DGBI + pain

Hypermobility: GI Perspective

Baeza-Velasco C et al. Autism, Joint Hypermobility-Related Disorders and Pain. Front Psychiatry. 2018 Dec 7;9:656
Upadhyaya A et al. Delayed gastric emptying is not significantly increased in patients with hypermobile ehlers-danlos syndrome. Gut. 2024;73(Suppl 1):A289-A.



• Aetiology: 

• Acquired: severe weight loss, body cast, burns, adhesions

• Congenital: short ligament Treitz, aberrant vessel

• Small bowel obstruction at 3rd part duodenum 

• Luminal imaging  endoscopy

• 0.8% population prevalence loss of vascular angle 
asymptomatic [Rosa-Jimenez 2003]

• Management:

• Weight restoration 75-80% success [Biank 2006, Wan 2020]

• Lacking research in this cohort

• Surgical: duodenojejunostomy, anterior transposition of D3

• No long-term surgical outcome studies

• Considered experimental

Oka et al World J Clin Cases 2023

Superior Mesenteric Artery Syndrome (SMAS)



• Coeliac artery compression by MAL

• Usually atherosclerosis

• Adult onset ‘idiopathic’ very controversial

• Theory: anatomical variant - partial occlusion - no 
collateralization - intimal thickening occurs.  

• Symptoms: foregut ischaemia (post-prandial, 
exertional)

• Inspiration/expiration vascular imaging: 

• Very poor symptom correlation

• 4-7% asymptomatic population prevalence [Baskan 2015, 

Terlouw 2020]

• Surgical management:
• No high quality longitudinal studies showing safety or 

efficacy of decompression  cervical ganglionectomy 
in this cohort [Goodall 2020]

• Surgical sham studies 18-57% placebo [Metz 2022]

• Considered experimental 

European Guidelines for Mesenteric Ischaemia (2020)

Median Arcuate Ligament Syndrome (MALS)
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• Type of orthostatic intolerance

• Normal physiological response 

• Eating disorder admission criteria

• Malnutrition, dehydration

• Deconditioning

• Opioids, anticholinergics

• Zero evidence PoTS causes GI symptoms

• Secondary common

• True orthostatic GI symptoms very rare 

• Management:

• Treat causes

• Hydrate, high salt

• Orthostatic tolerance training, compression stockings

• Cardiac medications (limited evidence)

Postural Orthostatic Tachycardia Syndrome (POTS)
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• Immune system (incl mast cells, eosinophils) role in  
visceral hypersensitivity well established

• Part of DGBI pathophys, not separate diagnosis?

• Allergic phenotype → refer to Immunologist

Mast Cell Activation Syndrome (MCAS)
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Treatment Approach:
Primum non nocere

Tubes

Lines

Scalpels



Interplay Of Patient, Clinician And System Factors

Feingold & Drossman 2021

Break the cycle:

1. Listen, empathise

2. Thorough assessment

3. Confident diagnosis

4. Management plan



Treatment: Approach to the Complex Case
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• First do no harm

• Least invasive treatment possible

• Biopsychosocial model of care

• Neuromodulators, psychology, dietitian, physio 

• MDT is standard of care [Basnayake 2021]

• MDT before commencing artificial nutrition support

• Nutritional rehabilitation, collaborate with eating disorder clinicians

• Avoid uncertain diagnoses

• Counter misinformation with logic and compassion

• Prioritise education, support, collaborate with mental health clinicians

• Practice within your scope, collaborate early 

• Pain rehabilitation program MDT + other specialties

• Know who you are referring to (NGE, versus interest in functional gut)

Step back from the noise,

 acknowledge the unknown,

& focus on what is known. 
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Mirtazapine

• Nausea, dyspepsia, low appetite, mood, sleep

Olanzapine, quetiapine, haloperidol, aripiprazole

• Nausea, mood, sleep

Tri/tetracyclic antidepressant

• Amitriptyline 10-50mg+ nocte

     - IBS-D, pain; anticholinergic SE useful (diarrhoea, sleep)

• Nortriptyline 10-50mg+ nocte

    - IBS-C, pain; less anticholinergic SE

SNRI

• Duloxetine, venlafaxine

    - Centrally mediated pain, widespread pain, mood disorder

Gabapentin, pregabalin

• Neuropathic pain, fibromyalgia

Neuromodulators:

Neuromodulators: medications with CNS target



How does GI-Psychology work?

37

• Psychotherapy is a neuromodulator

• Psychotherapy targets:

   -  The Cause: psychological and environmental factors that create and aggravate symptoms

   -  The Effect: distress, mood, dysfunction caused by symptoms

• Modulates patient:

   -  Experience of the symptoms 

   -  Response to the symptoms

   -  Brain-gut connection (rewiring, like chronic pain)

“If I don’t focus on it, it 

doesn’t feel as painful, 

more uncomfortable”

“Actually I can cope, I 

don’t need to go to 

hospital”



Gut-directed Hypnotherapy
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• Evidence based, delivered by GI-psychologists

• Treatment course, typically 6-10 sessions

• Good candidates:   Simpler cases

        Chronic functional nausea, bloating, pain

        Without major psychiatric comorbidity

• More complex psychological factors – GI psychotherapy +/- hypnotherapy

• More information:

• The Gut Centre    Gut Directed Hypnotherapy | The Gut Centre

• Mind & Gut Clinic         

https://thegutcentre.com/treatment/hypnotherapy/gut-Directed-hypnotherapy/


Key Concepts
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1. All functional disorders have a real physiological basis

2. High psychiatric comorbidity, vulnerable cohort

3. High risk iatrogenic harm

• Avoid uncertain diagnoses, online misinformation

• Practice within your scope

• Least invasive testing and treatment

• MDT before artificial nutrition

4. Need for cross-disciplinary research, education, services



Case: Ms TC
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• 52 F RN, 30y intermittent nausea, vomiting, satiety, fullness, reflux    

     → 5y now daily, most meals, constant nausea  ‘tried every tablet, nothing works’

     → Progressive food intolerances ‘I’m allergic to everything’

     → Episodic weight loss 5-10kg, nadir BMI 17, slowly regains

• BG:  chronic back pain, migraines; hysterectomy, appendicectomy, cholecystectomy, diagnostic laparoscopy for 
pelvic pain. Mild constipation with shift work, rare laxatives.

• Denies mental health or eating disorder diagnoses. Non smoker, no THC, no substance use.

• Medications: ondansetron 8mg TDS; PRN codeine, NSAIDs, sumatriptan, diazepam 

• Investigations normal:
• Blood; stool; imaging incl abdo/pelvis, biliary, small bowel, CNS
• Gastroscopy & colonoscopy incl coeliac and lactase deficiency
• Gastric emptying study → Dx Gastroparesis → NJ tube x 9months ‘I can’t eat anything’



• Gastro diagnosis: chronic nausea vomiting syndrome
• Multiple factors contributing to delayed gastric emptying (weight loss, medications)

• GI-Psychologist assessment:

• Discloses issues with body image and restrictive behaviours now
• And behaviours consistent with bulimia nervosa in teens; homelessness, domestic 

& family violence
• No formal diagnosis, BN untreated ‘just got over it’

• Referred on for Psychiatry assessment:
• New diagnosis complex PTSD 
• Meets criteria for ARFID, possible AN/P, for ongoing assessment

Progress:
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“The concept of the separation of mind and body is 

dominant and pervasive in Western thinking. 

This has had profound negative effects on research, 

patient-care and the patient-physician relationship.”

Prof. Douglas A Drossman

Gastroenterologist & Psychiatrist

Founder Rome Foundation

Thank you.

trina.kellar@health.qld.gov.au
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