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Abstract: Severe gastrointestinal motility disorders with small bowel involvement continue
to pose a major clinical challenge to clinicians, particularly because of the limitations of
diagnostic tests and the lack of efficacious treatment options. In this article, we review
current understanding and the utility of diagnostic modalities and therapeutic approaches,
and describe how their limitations may potentially exacerbate prolonged suffering with
debilitating symptoms, diagnostic delays, the risk of iatrogenic harm and increased health-
care utilisation in this group of patients. Moreover, observations from intestinal failure units
worldwide suggest that this problem could be set to increase in the future, with reported
trends of increasing numbers of patients presenting with nutritional consequences.
Unfortunately, until recently, there has been a lack of consensus recommendations and
guidance to support clinicians with their management approach. The aim of this narrative
review is to summarise recent developments in this field following publication of an
international census of experts, and subsequent clinical guidelines, which have emphasized
the importance of holistic, multidisciplinary care. This is particularly important in achieving
good clinical outcomes and ensuring the appropriate use of artificial nutritional support, in
order to prevent iatrogenic harm. We discuss how these recent developments may impact
clinical practice by supporting the development of specialised clinical services to deliver
optimal care, and highlight areas where further research is needed.

Keywords: small bowel dysmotility, chronic intestinal pseudoobstruction, enteric
dysmotility

Introduction
The diagnosis of severe gastrointestinal dysmotility always requires prior investiga-
tion to exclude structural gastrointestinal pathology. Thereafter, all of the com-
monly used classification systems overlap significantly, requiring objective
evidence of abnormal gut transit/peristalsis in more than one gastrointestinal region
or evidence of abnormal full thickness histopathology, with evidence of small
bowel involvement; the latter being of particular importance in clinical practice to
identify those at increased risk of nutritional compromise.'™

However, until recently, in the absence of consensus guidelines, the diagnosis
and management of severe gastrointestinal motility has remained contentious, and
a recent international census of experts in the field has revealed a variation in
practice.” Moreover, severe gastrointestinal dysmotility appears to be an increas-
ingly common cause for referral to intestinal failure centres, accounting for up to
18% of adults requiring long-term parenteral nutrition (PN), with suggestion that
the numbers referred for this indication may be increasing.”
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The aims of this paper are, therefore, to review current
understanding and recent advances on the diagnosis and
management of severe gastrointestinal dysmotility, the
potential impact of recently published clinical practice
guidelines,'® and to highlight areas for future research.

Advances in the Diagnosis and
Classification of Gastrointestinal
Dysmotility

Patients with severe gastrointestinal motility disorders pre-
sent with a variety of non-discriminatory symptoms includ-
ing vomiting, pain, abdominal distension and constipation,
which correlate poorly with the results of the diagnostic tools
available.*'' Many of these symptoms overlap significantly
with more common functional gastrointestinal disorders
defined by the Rome criteria.'? All of the classification
systems for gastrointestinal dysmotility are reliant on various
combinations of diagnostic tests, some of which are highly
invasive, difficult to interpret, and many of which are not
widely available and have a number of pitfalls.

Based on findings from radiological and motility tests,
small intestinal motility disorders can be sub-classified into
Chronic Intestinal Pseudo-obstruction (CIPO) and Enteric
Dysmotility (ED).'”*'*!'* CIPO is defined as chronic/recur-
rent obstructive-type symptoms with radiological features of
a dilated intestine and the absence of any lumen-occluding
lesion."*'* In a recent international survey on severe gastro-
intestinal dysmotility, in the majority of clinicians’ practice,
CIPO makes up to <25% of new referrals seen.” In contrast to
CIPO, ED refers to patients with objective evidence of
impaired small bowel contractility on antroduodenal manome-
try (ADM), but without a dilated intestine on radiological
investigations."'

Whilst the clinical significance of a manometric ED
diagnosis remains controversial, there is increasing recog-
nition amongst clinicians that CIPO is a distinct, and
prognostically important phenotype, that should be recog-
nized separately in patients with suspected dysmotility.”
CIPO has been shown to be associated with worse out-
comes including chronic intestinal failure, higher mortality
and complications including small intestinal bacterial
overgrowth, and the need for surgical interventions.*'®!”
Therefore, radiological imaging to evaluate intestinal cali-
bre, flow of contrast and exclude mechanical lesions is
essential in the diagnosis. However, in patients with sus-
pected dysmotility and a non-dilated gut, the uncertainties
partly relate to the limitations of the tests for small bowel

dysmotility (Table 1). All of the investigations need to be
interpreted taking into consideration any anti-motility
medications such as opioids or anticholinergic drugs,
which should be discontinued beforehand if at all possible.
ADM, which is considered the gold standard test for small
bowel motility, is invasive and time intensive requiring up
to 6 hours to complete a stationary test or 24 hours for
ambulatory studies, and is therefore often poorly tolerated.
Other limitations of ADM include variability in results,
difficulty in interpretation, poor correlation with symptoms
and histopathology, and apparent limited impact on patient
management, as well as lack of availability,>'315:16:18-20
These difficulties result in ADM being infrequently used,
with only 21% of clinicians with an interest in severe
gastrointestinal motility requesting the test in >50% of
cases.” Wireless motility capsule (WMC), is a minimally
invasive test which provides segmental, and whole gut
transit times using pressure, pH and temperature sensors
during its transit through the gastrointestinal tract, which
can be helpful in evaluating small bowel transit.?' >
WMC carries a similar risk of capsule retention to that
of video capsule endoscopy, which can be mitigated by use
of a prior patency capsule. Unfortunately, this test is not
widely in use, contributed to by the high financial costs
associated with the capsules, and is only regularly ordered
by 17% of clinicians involved with managing small intest-
inal dysmotility in a recent international survey.” MRI is
an attractive technique to study motility. Indeed, recent
data using cine-MRI has shown some promise for char-
acterizing small bowel motility; however, this requires
expensive advanced technology and its interpretation
requires considerable expertise, and use of specific proto-
cols which are not widely available, such that its utility
requires further study.”’*%?’ For example, a very recent
study comparing MRI motility findings after a test meal
between eight patients with CIPO and healthy subjects
demonstrated abnormal postprandial activation in patients
with CIPO, but surprisingly showed a wide variation in the
patterns of contractility, with evidence of hyperactive
motility in half the patients studied.”® The clinical signifi-
cance of these findings of cine MRI is unclear, and there-
fore further studies are required.

Another area of controversy in the diagnosis and clas-
sification of gastrointestinal dysmotility is the role of full
thickness biopsies taken from the jejunum, usually via
laparoscopy. In this context, there are international con-
sensus guidelines for histopathological diagnosis of
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Table | Advantages and Disadvantages of Small Bowel Motility Investigations

Investigation Advantages Disadvantages
Modality
Antroduodenal |® Recognisable patterns of dysmotility can be identified (eg absent migrating motor |® Invasive,
Manometry complexes, low amplitude contractions, abnormal propagation of antral and ® Often requires endoscopic and
duodenal contractions, absent fed response). fluoroscopic guided placement
® Can be given prokinetic drugs during test (eg Octreotide, erythromycin) to evoke |® Time intensive,
motility responses ® Difficult to interpret,
® Poor correlation with clinical
outcomes,
® Limited availability,
® Often poorly tolerated,
® Operator dependent
Wireless ® Easy to perform ® Risk of capsule retention
motility capsule [® Non invasive ® Expensive
® Provides whole gut and segmental transit times. ® Not widely available
® Easy to interpret ® Not able to test role of medications
in evoking motility responses
Cine MRI ® Assessment of calibre of bowel as well as motility ® |imited availability
® Ability to evoke motility responses with medications during test ® Expensive technology
® Time intensive
® Requires radiological expertise
® Unsuitable for  patients  with
claustrophobia
® Would need to be able to tolerate
preparation/test meal

gastrointestinal neuromuscular disorders (GINMD)**° and
patients with small intestinal dysmotility have been shown
to have a high incidence of GINMD such as visceral
myopathy or neuropathy.'®*° However, the diagnostic uti-
lity has to be balanced with the risks of invasive surgery,’
and a recent international survey has shown that only 16%
of specialists with an interest in this field request full
thickness biopsies routinely to evaluate patients with puta-
tive small intestinal dysmotility,” with the majority report-
ing that full thickness biopsies seldom influence medical
or nutritional management, and surgical decision-making.’
This is reflected in recently published guidelines which
suggest reserving full thickness biopsies as an “en passant”
procedure in patients undergoing surgery for another
indication.'”

Whilst most cases of severe gastrointestinal dysmotility
are idiopathic,” it is important to screen for recognised
secondary systemic causes of myopathy and neuropathy,
which in some cases can result in specific treatments

targeting the underlying condition. A number of screening

tests for secondary causes including viral serology' and
those recommended in the recently published British
Society of Gastroenterology (BSG) guidelines on small
bowel dysmotility'® are summarised in Box 1.

Recently, there has been an increasing awareness of an
association between hypermobile Ehlers-Danlos syndrome

(hEDS) and disorders of gut-brain interaction,**"

parti-
cularly in the U.K.® with these patients representing up to
a third of patients seen in tertiary neurogastroenterology
clinics often presenting with symptoms of visceral hyper-
sensitivity. These symptoms respond poorly to opioids and

33:34 \which are best avoided

anti-emetics such as cyclizine,
in this situation due to the risks of dependency. Whilst
associations between hEDS, postural orthostatic tachycar-
dia syndrome and segmental dysmotility affecting differ-
have been

of the gastrointestinal tract

d,34’35

ent parts

demonstrate there is currently no evidence for any
specific treatment approaches, or evidence to suggest
a greater degree of small bowel dysmotility in this group

of patients.'®
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Box | Recommended Screening Tests for Secondary Dysmotility

® Exclude hypothyroidism, coeliac disease and diabetes

® Viral screen: JC virus, herpes simplex virus, Epstein Barr virus,
cytomegalovirus, varicella zoster virus

® Chest imaging — exclude thymoma or other neoplasia (eg, small cell
carcinoma of lung)

® Antibodies for scleroderma (anti-centromere, anti Sc170, anti M3R)
and other connective tissue disorders (ANA, ANCA, anti DNA,
anti SMA)

® Paraneoplastic antibody screen (small cell carcinoma and thymoma).

o Type | anti-neuronal nuclear antibody (ANNA-I “anti Hu”)

o Anti-collapsin response mediator protein 5 (anti CRMP-5/anti
CcVv2)

o Ganglionic acetyl cholinesterase receptor antibody (AChR
antibody)

o Anti-voltage gated potassium channel (VGKC)-complex
antibodies.

® Mitochondrial disorder screen

o Plasma and urine thymidine and deoxyuridine,

o WBC thymine phosphorylase.

o If high suspicion then test TYMP gene and screen for related
diseases (eg, mitochondrial encephalopathy with lactic acidosis
and stroke-like episodes).

o Muscle biopsy and sequencing of mitochondrial genome may be

considered.

o If none positive consider full thickness jejunal biopsy.

Note: Data from Nightingale et al'® and Sinagra et al.>'

In the absence of an identified secondary cause, the
BSG guidelines have recommended that a definitive diag-
nosis can only be given when a detailed history, symptoms
and investigations including full thickness biopsy histol-
ogy are indicative of gastro-intestinal dysmotility. If, as is
commonly the case, a definitive diagnosis is not possible,
making an empirical working diagnosis of “probable
severe dysmotility” has been recommended.'®

In cases of suspected severe gastrointestinal dysmoti-
lity, a variety of segmental motility investigations can be
helpful in evaluating for evidence of pan-enteric involve-
ment. CIPO, for example, has been shown to affect other
parts of the gastrointestinal tract other than the small
intestine in up to 90% of cases.’® Thus, a variety of
segmental motility tests are often requested, the most
popular of which include gastric emptying scintigraphy,
x-ray colonic transit tests, and oesophageal manometry.’
A role for combined gastric and small bowel scintigraphy
has recently been suggested in patients with foregut/dys-
peptic symptoms,®’ but the utility of this approach in
patients with severe gastrointestinal dysmotility is unclear

and would require further study in this specific population.

Based upon the evidence summarised above, and the
various difficulties highlighted with different investigation
modalities, until better diagnostic methods are available,
a pragmatic approach is typically beneficial in diagnosing
severe gastrointestinal dysmotility. It has been suggested
that this should take into consideration the patient’s symp-
tom profile, objective evidence of abnormal motility in >1
region on segmental investigations, or abnormal GI neu-
romuscular histopathology (when available), with evi-
dence of small bowel involvement, either abnormal
ADM, abnormal small bowel transit test or intolerance of
small bowel feeding (Figure 1).>'° Intolerance of small
bowel feeding, whilst subjective, and potentially influ-
enced by other factors, can be a useful pragmatic surrogate
for small bowel function.

Current Approaches to the
Management of Severe
Gastrointestinal Dysmotility

Pharmacological Therapies
Pharmacological treatment of primary severe gastrointest-
inal dysmotility is usually directed at the patient’s specific
symptoms, with as few drugs as possible and avoiding
high doses of opioids. The recent BSG guidelines recom-
mended tthatwhere there is an identified secondary cause,
treatment can be directed at the underlying condition (eg
connective tissue diseases, enteric myositis, neoplastic dis-
ease or myotonic dystrophy).'® As discussed earlier, clin-
icians mostly report that full thickness histopathology
results rarely change management.” However, when histo-
pathology results detect an inflammatory neuromuscular
infiltrate, immunosuppressive therapy can be considered as
a targeted therapeutic option in an attempt to reverse the
situation.*®*! In practice, this is often ineffective, presum-
ably due to the long-term effects of the immune mediated
insult on the regulatory cells of the enteric nervous system,
interstitial cells of Cajal and smooth muscle.'®

Overall, drug treatments for gastrointestinal dysmoti-
lity have significant limitations and often, despite correct-
ing physiological abnormalities, may not have any positive
effect in improving the patients’ symptoms. In the recent
international survey, the vast majority of clinicians did not
rate any medical treatments as being effective for >50% of
patients.” The drug treatments that ranked best in the
survey were antibiotics to treat small intestinal bacterial
overgrowth (SIBO),
analgesics.’

prucalopride, and neuropathic

Presumably, as a consequence of
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Assessment
*Symptom profile A.
*Obstructive features? B.

Diagnosis of severe gastrointestinal dysmotility

Suggestive clinical features + mechanical causes excluded

At least one of:

- Abnormal manometry >1 region

*\Visceral hypersensitivity?

Abnormal transit/ scintigraphy >1 region

- Abnormal full thickness gastrointestinal histopathology

*latrogenic factors — opiates?

C. Smallbowel involvement*

*Previous surgery?
*Previous radiotherapy?
*Secondary causes?

*Psychosacial distress?

L

Dilated intestine with air-fluid levels?

CIPO \

Yes l No

Enteric Dysmotility

*Nutritional status?

*Small bowel involvement defined as either :

1. Abnormal antroduodenal manometry

2. Abnormal small bowel transit study

3. Intolerance of small bowel feeding
(pragmatic approach)

*Multidisciplinary approach + psychosocial support
*Targeted treatment for identified secondary causes
*Discontinue exacerbating drugs + pain team support
*Consider prokinetics, pyridostigmine and octreotide
*Test and treat Small Intestinal Bacterial Overgrowth

*Nutritional assessment and support

Management:

Figure | An updated evidence-based algorithm for the pragmatic approach to diagnosing and managing severe gastrointestinal dysmotility
Notes: Adapted from Paine P, McLaughlin J, Lal S. Review article: the assessment and management of chronic severe gastrointestinal dysmotility in adults. Aliment Pharmacol

Ther. 2013;38(10):1209-1229.2 © 2013 John Wiley & Sons Ltd.

gastrointestinal stasis, patients with objective small bowel
dysmotility have been shown to have a higher incidence of
SIBO,**** particularly in the CIPO sub-type.'® Despite
their well-documented limitations,”> glucose-hydrogen
breath tests are frequently used in practice to support an
objective diagnosis of SIBO® although, where there is
a strong clinical suspicion of SIBO, an empirical trial of
antibiotics is justifiable.** In this context, recent consensus
guidelines on the utility of breath tests** and management
of SIBO including recommendations on antibiotic treat-
ment have proven to be a useful resource for clinicians.*’
As also indicated in the recent BSG guidelines, there are
relatively few good prokinetic options amidst cautions
with the long-term use of domperidone which requires
ECG monitoring of QTc intervals, the potential for extra-
pyramidal effects of long-term metoclopramide, and tachy-
phylaxis with erythromycin.'® However, supporting the

results from the recent international survey, there is now
an increasing evidence-base for the S5HT4 agonist
Prucalopride in gastrointestinal motility disorders as a pan-
gut prokinetic. In addition to its known effects on small
bowel and colonic transit,**” Prucalopride has recently
been shown to improve foregut sensorimotor function,**>°
and has also previously been shown to have some benefit
in improving symptoms in patients with CIPO.>' The other
group of treatments that were reported to be highly effec-
tive in the recent survey was neuropathic analgesics.
Chronic abdominal pain is a common, but particularly
challenging symptom to treat in gastrointestinal dysmoti-
lity, with many of the medical treatments such as antic-
holinergics having antimotility effects, and opioids being
relatively contraindicated due to their deleterious and
counterintuitive effects which can often exacerbate the
pain secondary to hyperalgesia and development of
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Narcotic Bowel Syndrome.52 However, in recent years,
there have been advances in the understanding of the
gut—brain interactions in the pathophysiology and treat-
ment of chronic gastrointestinal pain,®* which have led to
recommendations for avoidance of opioids, and the use of
centrally acting gut-brain neuromodulators which are asso-
ciated with more positive outcomes.” > Other treatments
which have been recommended for severe gastrointestinal
dysmotility include the somatostatin analogue octreotide
and pyridostigmine.'® Subcutaneous octreotide (50—
100mcg once to twice daily), via its effects on sensory
afferent pathways and direct effects on small bowel moti-

56,57

lity, may be effective in selected cases.”® Similarly,

Pyridostigmine, which enhances parasympathetic activity

in the gut to increase intestinal motility,”" !

may have
a role in this setting,®* although the specific data to support
its use are limited to small case series and case reports. At
present, there is no specific evidence base to support the
use of probiotics or faecal microbial transplantation in the
treatment of severe gastrointestinal motility disorders, and
therefore their use is not currently recommended in this

setting, but may be the subject of future research studies.

Nutritional Optimisation

The recent BSG guidelines have emphasised the impor-
tance of nutritional assessment in the management of
severe gastrointestinal dysmotility.'” Dietary modification
of food consistency can improve eating ability; these
recommendations include the use of oral liquid feeds,
increasing the frequency of oral intake, with low-fat, low-
fiber, low-lactose, smaller portions, and liquid nutritional
supplements as first-line approaches.'®*° One of the main
goals in gastrointestinal motility disorders is ensuring ade-
quate nutritional status, and dietary education can be suffi-
cient in patients with mild to moderate symptoms.?’
Patients should be assessed for vitamin and micronutrient
deficiencies and appropriate supplementation should be
prescribed when necessary.'® Nutritional support via ent-
eral tube feeding should be reserved for patients with
objective evidence of malnutrition, with clear goals of
therapy, rather than to treat symptoms alone,®® and enteral
tube placement early in the course of illness should be
avoided if possible.'® Parenteral nutrition should be
reserved solely for cases where malnutrition and electrolyte
abnormalities persist and cannot be managed safely with
oral supplements/adjustments, gastric or jejunal tube
feeding.'® Most clinicians with experience in intestinal fail-
ure report that this group of patients make up 10-25% of

their overall caseload of patients on long-term parenteral
nutrition, and that parenteral nutrition seldom improves
symptoms, often leads to long-term parenteral feeding
dependency, and, when compared to other causes of intest-
inal failure, higher rates of catheter-related complications
and psychological comorbidity, especially within the ED
sub-group.” Indeed, the risks associated with long-term
life-
threatening, should not be underestimated and should be

parenteral nutrition, some of which can be
explained in detail to the patient before considering
embarking on this modality of feeding. There is certainly
increasing awareness of the psychological impact of severe
gastrointestinal dysmotility diagnoses®® and the roles of
clinical

support,® and access to a

5,10

psychosocial
psychologist, as part of integrated multidisciplinary
care for these patients. Parenteral nutrition can have an
important life sustaining role when nutrition, electrolytes,
and hydration status cannot be maintained safely by other
means. There is relatively recent data from a number of
intestinal failure units internationally supporting this with
5-year survival rates on parenteral nutrition of
70-85%,'¢°%% \which are comparable to survival rates in
patients with short bowel syndrome.®®’ It is becoming
apparent that parenteral nutrition requirements and long-
term dependency are higher in patients with the CIPO sub-
type, 1617

nising this sub-type separately to guide management.

therefore underlining the importance of recog-

Endoscopic Management

The role of endoscopic management in severe gastrointestinal
dysmotility is limited. In the context of CIPO specifically,
endoscopic decompression of distended gastrointestinal seg-
ments can be beneficial, and depending on the response, in
selected cases an endoscopically placed “venting” gastro-
stomy or percutaneous colostomy tube can be considered.'®

Surgical Management

In the past, it has been well recognised that patients with
severe gastrointestinal dysmotility often have unnecessary
surgical interventions,”” with a high risk of iatrogenic com-
plications, and limited benefit.'® Surgical intervention in this
setting has been shown to be associated with a high inci-
dence of morbidity, mortality and re-operation.®’ It is there-
fore recommended that surgical interventions should be
limited to judicious, palliative interventions such as stoma
formation targeting improvement in symptoms and quality
of life, although somewhat less invasive approaches such as
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venting gastrostomy placement, where appropriate, should
of course be considered first.'%"%"!

Small bowel transplantation is only currently recom-
mended for patients who develop significant, irreversible,
complications of parenteral nutrition including intestinal fail-
ure associated liver disease or reduced venous access sec-
ondary to extensive thrombosis.'® In the recent international
survey, three quarters of intestinal failure experts that parti-
cipated indicated that they would refer patients with severe
gastrointestinal dysmotility if they met these criteria.” Data
from a recently published series of 55 patients with end-
stage CIPO and parenteral nutrition associated complications
have reported a 69% 5-year survival rate,”” with sustained
nutritional autonomy in 70% of those transplanted and

improvements in the quality of life of long-term survivors.”*

Implications of Recent Advances on
Clinical Practice and Future

Directions
Despite the recent advances summarised in this article, the
diagnosis and management of severe gastrointestinal moti-
lity disorders continue to pose significant clinical challenges.
Whilst there are limitations of diagnostic tests, there is now
increasing evidence for the role of recognising CIPO as
a prognostically significant entity in its own right. The
diagnosis and management of patients without a dilated
intestine is, however, more contentious. There is clearly
a need for better diagnostic technologies for assessing
small bowel transit but, until then, the pragmatic approach
illustrated in Figure 1 can be helpful in clinical practice.
This paper highlights the unmet need for more effec-
tive drug treatments. With advances in the understanding
of enteric nervous system neurobiology, further research
is now required to develop therapies targeting novel
neurochemical and hormonal mechanisms to determine
if these can improve gastrointestinal transit. In the mean-
time, the recent BSG clinical guidelines have provided
an important framework for clinical practice. In particu-
lar, an approach to systematically excluding secondary
and iatrogenic causes, and the role of careful interpreta-
tion of investigations to exclude mechanical causes and
segmental motility tests are particularly important. One
of the main highlights of the recent literature in this field
is the role of holistic multidisciplinary care in manage-
ment. As discussed in detail in this paper, specific med-
ical, nutritional, and surgical interventions all have
limited impact as stand-alone treatments in symptom

control and management of the condition. It is therefore
paramount that an holistic approach to patient care is
adopted, targeting primary symptoms and correcting
malnutrition, within a biopsychosocial framework,
a concept now becoming universal within the field of
neurogastroenterology.

The international census, clinical guidelines, and recent
data from intestinal failure units have now helped define
key members of a specialist multidisciplinary team in order
to achieve optimal outcomes. An ideal team should com-
prise sub-specialist input and leadership from clinicians
including gastroenterologists with an interest in neurogas-
troenterology, gastrointestinal physiologists, psychologists,
pain management experts, specialist dieticians, radiologists,
specialist nurses and histopathologists with an interest in
gastrointestinal neuromuscular disorders.

Opioid use and psychological factors are ranked by
clinicians as two of the top three most important predictive
factors for long-term parenteral nutrition dependency,” and
therefore are two potentially modifiable factors which
should be addressed in clinical practice. Often patients
suffer with chronic pain, and are prescribed long-term
opioid analgesia which can be significantly detrimental,
not least due to their antimotility effects, and often make
the pain worse due to opioid induced hyperalgesia.’>’*
Therefore, access to a specialist pain management team
to assist with weaning from opioids and implement more
appropriate, alternative pain management strategies is
extremely beneficial within the multidisciplinary team.
Furthermore, the role of the clinical psychologist within
gastroenterology is being increasingly recognised,”* espe-
cially within neurogastroenterology,”” with psycho-
gastroenterology rapidly emerging as a subspecialty within
the field in its own right. Indeed, psychological treatments
were ranked by clinicians in the recent international survey
as the second most effective treatment modality overall in
severe gastrointestinal dysmotility.” A range of different
psychological interventions including  gut-focused
hypnotherapy’® can be beneficial in patients with severe
gastrointestinal motility disorders.'®

Due to the clinical complexities outlined in this article,
even within the auspices of specialist multidisciplinary
teams, management can be challenging but, within this
integrated approach, patients can be treated holistically
and efficiently, to provide the best possible chance of
avoiding complications and harm, optimising quality of

life, and the best chances of nutritional autonomy.
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Conclusions

Patients with suspected severe gastrointestinal dysmotility
require  holistic, specialist integrated care, within
a biopsychosocial framework in a multidisciplinary setting.
The CIPO sub-type appears to be associated with a worse
prognosis and should be recognised as a separate entity to ED.
The emphasis of care should be on earlier recognition and
diagnosis, targeting symptoms with medical and non-medical
approaches, treating complications including suspected small
intestinal bacterial overgrowth, and safely optimising nutrition
and hydration status with the least invasive option possible.
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