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Biopsychosocial model of treatment of functional dyspepsia: the modern role of the medical
psychologist according to the Rome V criteria

More than two millennia ago, Hippocrates stated: “It is far more important to know what sort of person has a disease than what disease
a person has.” Although this statement long predates the era of evidence-based medicine, it remarkably reflects the philosophy of patient-
centered care. Today, this concept has gained a solid scientific foundation through the biopsychosocial model and the concept of Disorders
of Gut—Brain Interaction (DGBI), which constitute the conceptual basis of the Rome V criteria. This paradigm recognizes the need for
multidisciplinary patient management and provides the rationale for integrating the medical psychologist as an essential member of the
multidisciplinary team. To analyze the role of the medical psychologist in the multidisciplinary management of patients with functional
dyspepsia, a gastroduodenal disorder of gut-brain interaction, in accordance with the Rome V criteria conceptual framework, and to highlight
the importance of the biopsychosocial model, psychological phenotyping, assessment of psychosocial factors, and psychological interventions
in implementing patient-centered care. Contemporary management of functional dyspepsia should include not only pharmacological treatment
and dietary recommendations but also evidence-based psychological interventions, including cognitive behavioral therapy, psychoeducation,
stress management strategies, and mindfulness-based interventions. Such an integrated approach provides more comprehensive and sustainable
clinical outcomes and forms the basis of personalized, patient-centered care, in which the medical psychologist is not merely an additional
consultant but an integral member of the multidisciplinary team. Integration of the medical psychologist into the multidisciplinary team
managing patients with Disorders of Gut—Brain Interaction facilitates the early identification of psychosocial factors contributing to symptom
persistence, improves the effectiveness of comprehensive treatment, enhances treatment adherence, reduces unnecessary healthcare utilization
and inappropriate diagnostic procedures, and ultimately improves patient’s prognosis and quality of life.

Key words: functional dyspepsia, functional gastrointestinal disorders, disorders of gut-brain interaction, biopsychosocial model, medical
psychologist, Rome Criteria V.
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BHYTPIINHI XBOPOEU

BioncuxocouiagbHa Moaeab JiKyBaHHS (PYHKIIOHAIBHOIL JUCHENCii: cyyacHa PoJib MeITMYHOT0
MCUX0JI0TA BiANOBIAHO 10 PUMcbKkMX KpurtepiiB V

[Monax nBi THCsUI pokiB ToMy ['inmokpar Buciosus: «Habararo BakimBiIie 3HATH, SIKA JIOJWHA Ma€ XBOpOOy, HIX 3HATH, SIKy XBOPOOy
Mae moanHay. Llg Te3a icHye Habarato JoBIIE HiK CydacHa JOKa30Ba MEIHIMHA Ta BioOpaxae (Gi1ocodito mamieHT-opieHTOBAHOTO MiAXOLY
B JlikyBaHHi. ChOTO/IHI BOHA Ma€ CBOE HAyKOBE OOIPYHTYBaHHS B 0i0TMICHXOCOIIabHIM MOIEII Ta KOHIIEMIIT PO3/Ia1iB B3aEMOIIT KHIIIKIBHUKA
Ta ronoBHOro Mo3ky (Disorders of Gut-Brain Interaction, DGBI), sixe craino ocHoBoto PuMcrekux kpurepiis V. Came 1ieif miixij Bu3HaB He00-
XiJHICTh MYTBTHANCHUILTIHAPHOTO BEICHHS MAII€HTIB 1 00TPyHTYBaHHS KII04OBO1 pouti Horo B Iiid koMani. MeTta poO0TH — MpOBECTH aHai3
POJTi MEIMYHOTO TICKXOJIOTa Y BEJCHHI MAIIEHTIB 13 (YHKIIIOHATBLHOK AUCIICTICIER0, 10 € HACIIKOM MOPYIICHHS 0CI KHIIKIBHUK-TOJOBHUH
MO30K BIJIIIOBITHO O BUCHOBKIB PHMCBHKUX KpHTEpiiB V, BUCBITINTH Poib Gi0NCHXOCOIiIBHOT MO, ICHXOJIOTIYHOTO ()EHOTUITYBAHH,
OLIIHKH MCUXOCOLIaTbHUX (AKTOPIB Ta IICHXOIOTIYHHUX iHTEPBEHIIH B 3aCTOCYBaHHI MAI[i€HT-OPiEHTOBAHOTO JIIKYBaHHS. Y Cy4acHii Mozaeni
Teparist QyHKIIOHAIBHOT JMCIeNCii Mae BKIIOYATH He Juiie GpapMakoTeparilo Ta Ai€THYHI peKOMEeH/allii, aje i MCUXONOTIuHI iHTepBeHI
(KOTHITHBHO-TIOBEIIHKOBY TEparlito, IICUXOOCBITY, METO/IM KEPYBaHHS CTpecoM, MaifHndyIHec), mo 3abe3medye OLIbIT KOMIUICKCHHI 1 CTil-
kuii kniHigEud edext. Takuii miaxin popMye OCHOBY epCcOHATI30BAHOT Ta MALIEHT-OPIEHTOBAHOT IOTIOMOTH, Y AKiif MEIMYHMIT ICUXOJIOT CTa€e
HE JI0/IaTKOBUM KOHCYJIBTQHTOM, @ IOBHONPABHUM WICHOM MYJIBTUIMCLHILTIHAPHOT KOMaHAM. [HTerpanis MEANYHOTO TICHX0JI0Ta B MYJIBTH-
JUCIUIUTIHAPHY KOMaH/Y JUIsl TIKyBaHHS PO3JIa/IiB B3a€MOi1 KMIKIBHIKA Ta TOJIOBHOTO MO3KY JI03BOJIUTH CBOEYACHO BUSIBUTH IICHXOCOLAJIb-
Hi YNHHHKH, IO MiATPUMYIOTh CHMIITOMH, TIABUIIUTH €(EKTUBHICTH KOMILIEKCHOTO JIIKYBaHHS, TOKPAIIUTH KOMILUTA€HC, SMEHIIIUTH YaCTOTY

MIOBTOPHHX 3BEPHEHB i HEOOIPYHTOBAHMX AIarHOCTHYHUX MPOLEAYP, HOKPALUTH IIPOTHO3 Ta SKICTh XKUTTS Talli€HTa.
KutrouoBi cioBa: ¢yHKnionanbHa auCHeNCis, (yHKIIOHANIBHI racTPOIHTECTUHAIBHI PO3JIaIH, PO3JIa iy B3a€MOJi] KHIIKIBHUKA Ta TOJIOB-
HOTO MO3KY, 010TICHXO0COIianbHa MOJIENb, MEAMYHHUIA ICUX0J0T, PUMChKi kpHTepii V.

‘It is far more important to know what sort of person has a disease

Introduction. The term ‘functional gastrointestinal
disorders’, hereafter referred to as FGIDs, currently
encompasses all types and variants of functional dyspepsia
of the gastrointestinal tract. In recent decades, FGIDs have
been used to describe chronic gastrointestinal symptoms
in the absence of structural and/or biochemical changes
in the patient. Initially, this term was used as a diagnosis
of exclusion, or as a synonym for a ‘non-existent’ or
‘psychogenic’ condition, which had a negative impact on
patient compliance, their psychological state and trust in
their doctor [1].

Today, epidemiological studies show that disorders
of gut-brain interaction (DGBI) are the most common in
gastroenterology. Recent international population-based
studies indicate that they are diagnosed in around 40 per
cent of the general population, whilst functional dyspepsia
affects 7-10 per cent of the adult population worldwide.
These conditions significantly impair quality of life and
work capacity, whilst increasing the economic burden on
the healthcare system [2].

Modern  advances in  neurogastroenterology,
psychoneurobiology and the study of the microbiome have
brought about significant changes in our understanding of
the nature of these disorders, as clearly reflected by the
international expert community in the Rome IV criteria
(2016) and further refined in the Rome V criteria (2026).
Thus, a key achievement has been the abandonment of the
concept of functional gastrointestinal disorders (FGID)
and the introduction of the term ‘gut-brain interaction
disorders’ (GBID). This demonstrates that the underlying
cause of symptoms is an imbalance in the complex
interaction between central and peripheral mechanisms,
rather than simply the absence of organic pathology. The
Rome V criteria guidelines place greater emphasis on a
patient-centred model of care and the establishment of a
multidisciplinary approach to patient management. Thus,
alongside the assessment of clinical symptoms, significant

than to know what disease a person has.’
Hippocrates

attention is devoted to improving quality of life, the impact
on physical activity, psychosocial determinants of health,
and patient-reported outcomes. Consequently, the role of
the medical psychologist shifts from a supporting one to
a key one within the multidisciplinary team. It is precisely
this biopsychosocial model that helps to assess not only
gastrointestinal symptoms, but also depression, anxiety,
somatisation, coping strategies, stressors, symptom
catastrophising and treatment compliance [3].

Thus, the integration of psychological interventions
into drug therapy puts into practice the principle of the
biopsychosocial model, as reflected in the Rome V criteria,
and makes the involvement of a medical psychologist in the
treatment process mandatory.

Aim of the study: to analyse the role of the medical
psychologist in the management of patients with functional
dyspepsia resulting from a disruption of the gut-brain axis,
in accordance with the Rome V criteria; to highlight the role
of the biopsychosocial model, psychological phenotyping,
the assessment of psychosocial factors and psychological
interventions in the application of patient-centred care.

Main part. If we analyse the main paradigm shifts
from the Rome III criteria through the Rome IV criteria to
the Rome V criteria, these can be summarised in the table
shown in Figure 1.

The development of a patient-centred approach to the
management of patients with mental health conditions is
linked to the biopsychosocial model of care. This model
was proposed in the 1970s by the American psychiatrist and
general practitioner George L. Engel as an alternative to the
traditional biomedical model. The biopsychosocial model is
based on the principle that the onset, course and treatment
of diseases are determined by the interaction of biological,
psychological and social factors, which must be taken into
account during the diagnosis, treatment and rehabilitation
of the patient. It is this model that formed the basis of the
modern concept of treating DGBI and was further developed
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Fig. 1. The evolution of the concept of functional dyspepsia: from functional gastrointestinal disorder
to gut-brain interaction disorder, in accordance with the Rome III-V criteria (source: diagram by the author,
based on the recommendations of the Rome Foundation)

in the Rome IV criteria, before being refined in the Rome V
criteria [4, 5]. The biological components of IBS include
motility disorders, visceral hypersensitivity, duodenal
inflammation, the microbiome, mucosal permeability and
the immune response. Psychological components include
anxiety, depression, catastrophising, somatisation, fear of
symptoms, chronic stress and childhood psychological
trauma. Social aspects include: family, work, social support,
economic status, cultural characteristics and behavioural
factors. The biopsychosocial model provides a holistic
understanding of the pathogenesis of gut-brain interaction
disorders, viewing them as the result of the interaction of
neuroendocrine, autonomic, immune and other mechanisms.
Key pathophysiological mechanisms include dysregulation
of the hypothalamic-pituitary-adrenal axis, impaired
vagal innervation, changes in the gut microbiota, immune
activation, cytokine processes and central sensitisation [6].

This is precisely what forms the basis of the new
pathogenetic model of DGBI, as illustrated in Fig. 2 [7, 8]

A fundamental shift in the philosophy of patient
management, in line with the latest recommendations of
the Rome V criteria, requires a focus on understanding
each patient as an individual, identifying biological,
psychological and social factors, and personalising
treatment. This is precisely what a multidisciplinary team
can provide, and such a team must include a medical
psychologist. The latter makes a significant contribution to
the implementation of the key principles of the Rome V
criteria, namely by facilitating:

* Patient phenotyping (one of the new concepts in the
Rome V criteria). The following criteria are used for this:

the presence of predominant symptoms, consideration
of possible mechanisms underlying the development of
the condition, the patient’s psycho-emotional profile,
characteristics of the gut-brain axis, and the individual
response to treatment.

* Multidimensional assessment of symptoms during
clinical examination. Particular attention is paid not only
to assessing the intensity of symptoms, their frequency,
duration and variability, but also to their impact on daily life
and the patient’s individual perception of the symptoms.

* The use of patient-reported outcomes (PROs). This
is a key innovation of the Rome V criteria — Patient-
Reported Outcomes (PROs). This applies to symptom
severity, the level of functional limitations, treatment
efficacy, satisfaction with treatment, self-assessment
of psychological and emotional state, and adherence to
therapy:.

» Assessment of quality of life (the Rome V criteria
regard this as one of the key clinical outcomes of treatment).
It is the clinical psychologist who can assess the extent
to which clinical symptoms affect work capacity, social
activity, family relationships, sleep, emotional well-being
and eating behaviour. The success of treatment depends
on improvements in daily functioning and subjective well-
being.

* Taking the patient’s individual needs into account in
treatment (the Rome V criteria advocate a shift towards
personalised medical approaches). Treatment must be
selected by all members of the multidisciplinary team,
taking into account the patient’s clinical phenotype,
the underlying pathophysiological mechanisms, their
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Fig. 2. Pathophysiological mechanisms of DGBI [7, 8]

psycho-emotional status, comorbid conditions, lifestyle,
the patient’s own goals and expectations, and treatment
preferences.

* investigation of psychosocial factors (fundamentally
new additions to the Rome V criteria regarding the
inclusion of psychosocial factors in both the diagnostic
and treatment processes). It is recommended to assess
the impact of factors such as stress, anxiety, depression,
somatisation, catastrophising of symptoms, early adverse
life experiences, coping strategies, and family and social
factors. Psychosocial factors are becoming an equally
important component of pathogenesis; consequently, the
role of the clinical psychologist within a multidisciplinary
team is expanding.

At present, we must treat DGBI not only according to
the biopsychosocial model, but also, and crucially, through
a multidisciplinary team, as set out in Table 1.

We can see that, according to the Rome V criteria, the
medical psychologist is no longer merely a specialist for
patients with anxiety and depression, but a full member of
the multidisciplinary team.. The main areas of their work
include the following.

1. Psychological screening — identifying, at the
start of treatment, psychosocial factors such as anxiety

levels, depressive states, chronic stress, somatisation,
catastrophising of symptoms, fear of serious illness, sleep
disorders and psycho-emotional exhaustion, which may
influence treatment and the prognosis of the condition.
Validated questionnaires such as the HADS, PHQ-9,
GAD-7 and PHQ-15 may be used for this purpose [9, 10].

2. Psychological phenotypin today, they are expected to
fulfil an integral role within the system of providing medical
and psychological care to patients with psychological
health disordersg of patients — this enables the identification
of the specific cohort of patients who are likely to benefit
most from psychological support. In doing so, the clinical
psychologist assesses the patient’s perception of symptoms,
coping strategies, level of psychological adaptation,
emotional profile, and family and social circumstances.

3. Providing psychoeducation — to help the patient
develop an appropriate attitude towards their symptoms.
This helps to reduce anxiety, increases adherence to
treatment and builds trust in the doctor.

4. Building adherence to treatment — to help the patient
form a realistic picture of what to expect from treatment,
maintain motivation for long-term treatment, overcome
fear of medication, and establish dietary and behavioural
guidelines.

Table 1
Cooperation within a multidisciplinary team in the treatment of DGBI
Specialist Key role within the team
General practitioner Initial screening, coordination of care pathways, long-term follow-up
Gastroenterologist Diagnosis, differential diagnosis, pharmacotherapy
Clinical psychologist | Clinical psychologist Screening for psychosocial factors, psychological intervention, health education,
assessment of PROs, improving compliance
Nutritionist Personalised diet plans, nutritional literacy
Physiotherapist Increasing physical activity, managing physical manifestations of stress
Psychiatrist Treatment of severe mental disorders as required, psychopharmacotherapy
134 Hayxosuii éichux Yarceopoocvkoeo ynieepcumemy, cepis «Meouyunay, eunyck 2 (74), 2026 p.
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5. Conducting psychological interventions —
implementing methods with a proven evidence base. This
is what helps to reduce the severity of symptoms, improve
emotional well-being and quality of life [10].

6. Assessing treatment outcomes — monitoring
treatment. This allows the effectiveness of treatment to
be assessed not only in terms of the clinical course of
the illness, but also its impact on day-to-day functioning.
Monitoring should cover psychological well-being, levels
of anxiety and depression, the severity of somatisation,
quality of life, and patient-reported outcomes.

In addition, a medical psychologist working as part of a
multidisciplinary team helps select psychopharmacological
therapy for a patient’s individualized treatment plan. It
is the psychologist’s expertise in psychopharmacology
that helps create an optimal and effective treatment plan.
When considering this field through the lens of DGBI, it is
worth noting recent promising studies on recommendations
for the use of medications that fall within the scope of a
medical psychologist’s work.

Khasawneh M, et al. 2025 [11] analyzed 2,475 patients
with DGBI who suffered from a combination of the primary
symptoms of DGBI and abdominal pain. Their findings
confirm that tricyclic antidepressants are significantly
helpful for chronic global syndromes and abdominal pain
due to their effect on gut-brain neuromodulators, while
selective serotonin reuptake inhibitors require further
study. In February 2026, these authors completed a meta-
analysis involving 6,694 patients [12]. They demonstrated
that it is precisely a comprehensive approach, which
involves the use of neuromodulators, particularly tricyclic
antidepressants, brain-gut behavioral therapy (including
dynamic and emotional processing), cognitive-behavioral
therapy, and self-management of the condition, that makes
this comprehensive treatment approach effective. There are
other studies that provide tools for working with patients
with DGBI, which will be particularly useful in the work of
a medical psychologist (see Table 2).

Changes to the Rome V criteria establish a
biopsychosocial model for the treatment of DGBI by a

Table 2

Recommended Studies in Psychopharmacology from the DGBI

Research

Recommended for a medical psychologist

Hanna-Jairala & Drossman,
2024, [13]

Central neuromodulators are an important component of IBS treatment. Their effects are not
limited to treating depression or anxiety: they can modulate 5-HT, noradrenergic, and dopaminergic
transmission, as well as the central processing of visceral signals, pain, and gastrointestinal motility.
The study explains to the patient that a neuromodulator can be used to target the brain-gut axis, rather
than implying that "their IBS is caused by nerves."

Temido et al., 2025, [14]

An analysis of randomized, double-blind, placebo-controlled trials showed that antidepressants may
improve IBS symptoms. The analysis included TCAs and SSRIs. The results support the concept
of using antidepressants not only for psychiatric comorbidity but also as neuromodulators of IBS
symptoms.

The study provides an evidence base for discussing antidepressants as neuromodulators of irritable
bowel syndrome symptoms, regardless of the presence of a psychiatric diagnosis.

Drossman et al., 2018,
[15]

A fundamental consensus review on central neuromodulators in disorders of gut-brain interaction.
It has been shown that antidepressants and other centrally acting medications can affect sensory and
motor function of the gastrointestinal tract, central pain processing, and symptoms of DGBI.

It establishes the theoretical foundation for the biopsychosocial model and the multidisciplinary
approach.

Stanculete et al., 2021,
[16]

IBS is considered a disorder of the “gut-brain” interaction. Central neuromodulators may influence the
dysregulation of pain and motility, as well as associated psychological symptoms

Research directly links psychopharmacology, the brain-gut axis, pain, motility, and psychosocial
factors.

multidisciplinary team, which can be represented as a
practical algorithm:

Patient — Rome V criteria — exclusion of organic
disorders — assessment of psychosocial factors —assessment
of quality of life — assessment of anxiety — determination of
phenotype — personalised treatment — pharmacotherapy —
diet — psychological intervention — follow-up.

Conclusions

1. Contemporary management of functional dyspepsia
should include not only pharmacological treatment
and dietary recommendations but also evidence-based
psychological interventions, including cognitive behavioral
therapy, psychoeducation, stress management strategies,
and mindfulness-based interventions. Such an integrated

approach provides more comprehensive and sustainable
clinical outcomes and forms the basis of personalized,
patient-centered care, in which the medical psychologist is
not merely an additional consultant but an integral member
of the multidisciplinary team.

2. Integration of the medical psychologist into the
multidisciplinary team managing patients with Disorders of
Gut—Brain Interaction facilitates the early identification of
psychosocial factors contributing to symptom persistence,
improves the effectiveness of comprehensive treatment,
enhances treatment adherence, reduces unnecessary
healthcare utilization and inappropriate diagnostic
procedures, and ultimately improves patient’s prognosis
and quality of life.
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Bnecok cniBaBTOpiB y MiAr0TOBKY MaTepiajiB HayKOBOI CTATTi.

Tpedanenko 1.B. — konnenTyanizaiis, HaIUCAHHS TEKCTY;

[ywmxko I'I. — mepeBipka Ta penaryBaHHS;

ymep B.O. — anani3 siteparypHuX JKeped;

Pesa T.B. — mepexian Ha aHTTTIICEKY MOBY.

BIBLIOGRAPHY
1. Flamm SL, Fontana RJ, Karvellas CJ, Fix OK, Wasan SK, Singh S, et al. AGA Clinical Practice Guideline on the Evaluation
and Management of Acute Liver Failure. Gastroenterology. 2026;170(4):1145-1162. Available from: https://www.gastrojournal.
org/article/S0016-5085(26)00145-9/fulltext
2. Black CJ, Paine PA, Agrawal A, Aziz I, Eugenicos MP, Houghton LA, et al. British Society of Gastroenterology guidelines on
the management of functional dyspepsia. Gut. 2022;71(9):1697-1723. Available from: https://gut.bmj.com/content/71/9/1697
3. Corsetti M, Shin A, Lacy BE, Cash BD, Simrén M, Schmulson MIJ, et al. Bowel disorders. Gastroenterology.
2026;170(6):1261-1282. doi:10.1053/j.gastro.2026.02.003.
4. Engel GL. The need for a new medical model: a challenge for biomedicine. Science. 1977;196(4286):129-136. doi:10.1126/
science.847460.
5. Bolton D. A revitalized biopsychosocial model: core theory, research paradigms, and clinical implications. Psychol Med.
2023;53(16):7504-7511. doi:10.1017/S0033291723002660
6. Drossman DA, Chang L, Tack J. Disorders of Gut-Brain Interaction and the Rome V Process. Gastroenterology.
2026;170(6):1083-1098. doi:10.1053/j.gastro.2026.02.014.
7. Mozhyna TL. Kliuchovi zminy v Rymskykh kryteriiakh V (2026): vid onovlenoi kontseptsii do novykh nozolohii ta
diahnostychnykh kryteriiv [Key changes in Rome V criteria (2026): from the updated concept to new nosologies and diagnostic
criteria]. Zdorovia Ukrainy 21 Storichchia. 2026;(9). Available from: health-ua.com
8. Tornblom H., Carbone F., Hasler W.L., Smout A., Suzuki H., Tack J., Talley N.J., Stanghellini V. Gastroduodenal Disorders.
Gastroenterology, 2026 May; 170 (6): 1240-1260. doi: 10.1053/j.gastro.2026.01.038
9. Van Oudenhove L, Levy RL, Crowell MD, Drossman DA, Halpert AD, Keefer L, et al. Biopsychosocial Aspects of Functional
Gastrointestinal Disorders: How Central and Environmental Processes Contribute to the Development and Expression of
Functional Gastrointestinal Disorders. Gastroenterology. 2016;150(6):1355-1367.€2. doi:10.1053/j.gastr0.2016.02.027
10. Wei Z, Xing X, Tantai X, Xiao C, Yang Q, Jiang X, et al. The Effects of Psychological Interventions on Symptoms and
Psychology of Functional Dyspepsia: A Systematic Review and Meta-Analysis. Front Psychol. 2022;13:827220. doi:10.3389/
fpsyg.2022.827220.
11. Khasawneh M, Mokhtare M, Moayyedi P, Black CJ, Ford AC. Efficacy of gut-brain neuromodulators in irritable bowel
syndrome: an updated systematic review and meta-analysis. Lancet Gastroenterol Hepatol. 2025;10(6):537-549. doi:10.1016/
S2468-1253(25)00051-2.
12. Khasawneh M, Thakur ER, Goodoory VC, Moayyedi P, Black CJ, Ford AC. Efficacy of gut-brain neuromodulators and
brain-gut behaviour therapies for irritable bowel syndrome: systematic review and network meta-analysis. Gut. 2026 Jun 26.
doi:10.1136/gutjnl-2026-339311
13. Hanna-Jairala I, Drossman DA. Central neuromodulators in irritable bowel syndrome: why, how, and when. Am J
Gastroenterol. 2024;119(7):1272-1284. doi:10.14309/ajg.0000000000002800.
14. Temido MJ, Cristiano M, Gouveia C, Mesquita B, Figueiredo P, Portela F. Antidepressants in irritable bowel syndrome: a
systematic review and meta-analysis of randomized controlled trials. Ann Gastroenterol. 2025;38(3):284-293. doi:10.20524/
20g.2025.0962.
15. Drossman DA, Tack J, Ford AC, Szigethy E, Térnblom H, Van Oudenhove L. Neuromodulators for functional
gastrointestinal disorders (disorders of gut-brain interaction): a Rome Foundation working team report. Gastroenterology.
2018;154(4):1140-1171.el. doi:10.1053/j.gastro.2017.11.279.
16. Fadgyas Stanculete M, Dumitrascu DL, Drossman D. Neuromodulators in the brain-gut axis: their role in the therapy of the
irritable bowel syndrome. J Gastrointestin Liver Dis. 2021;30(4):517-525. doi:10.15403/jg1d-4090.

Jara nepmroro HaIxo/pKEeHHs cTarTi 1o BumaHas: 29.07.2026
Jlata mpuiHSTTS CTATTi 10 APYKY micis peneH3yBanHs: 31.08.2026
Jara ny6mikamii (ompumrogaenHs) crarti: 09.11.2026

CrarTs TOMMPIOETHCS HAa YMOBaxX JIIEH3ii
5y Bigkpuroro goctymy CC BY 4.0

136 Hayxosuii éichux Yarceopoocvkoeo ynieepcumemy, cepis «Meouyunay, eunyck 2 (74), 2026 p.




