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unctional GI Disorders:
hat’s in a Name?

ithin medicine and gastroen-
terology, the term functional

as a variety of definitions as well as
ttributions that are potentially det-
imental to patient care. In part, this
elates to Western societal beliefs
bout illness (patient perception of
ll health) and disease (observable
iochemical or histopathologic ab-
ormalities) and their associations
ith psychosocial factors.
Within societies, beliefs about ill-

ess and disease are no more than
xplanatory “folk” models that influ-
nce the nature of scientific inquiry
nd the conclusions drawn from the
ata. They represent the “truth” that
eaffirms the existing model, exam-
les being the curandero in His-
anic culture, shamanism in Native
merican cultures, and even bio-
edicine (ie, the high value placed

n objective pathologic states to ex-
lain human illness) in modern
estern medical culture. These
odels are not immutable but re-

pond to broader pressures occur-
ing within society. Interestingly, the
iomedical model has existed for a
elatively short time. Throughout
ost of Western recorded history,

llness was understood as holistic:
he ancient Greeks believed that
ind and body were inseparable

Greek, holos), and medical disease
ust take into account the entire
erson rather than just the diseased
art. This concept existed in West-
rn medicine for thousands of years
nd reverberates with existing med-
cal beliefs in Eastern and other non-

estern societies.
However, less than 4 centuries

go, a paradigm shift (a break from
he constraints of existing thought
hat then allows the individual to see
he composite picture in another
ay) moved society away from ho-

ism toward biomedicine. In 1637,

ene Descartes proposed the separa- a
ion of the thinking mind (res cogi-
ans) from the body (res extensa).
his dualistic concept took hold be-
ause it harmonized with sociopoliti-
al influences relating to the separa-
ion of church (the spirit) and state
the body). Also, Cartesian dualism
owerfully influenced scientific
hinking and the practice of medi-
ine. The dissection of human cadav-
rs, previously prohibited, was now
ermitted (because the spirit was no

onger believed to reside there). So
hat was seen (ie, organic disease)
as real and amenable to scientific

tudy, but illness without pathology
as dismissed as behavioral (func-

ional), spiritual, or even as posses-
ion by evil. By definition, these con-
itions could not be understood or
tudied, and the patients having
hese disorders were ignored or rel-
gated to the asylums.
The change from holism to bio-
edicine continues to influence
odern attitudes and behaviors

bout illness and disease. I believe
t has also relegated to second class
he value of the teaching, learning,
nd investigating nonpathologi-
ally based (ie, functional) disor-
ers within medicine. It may also
xplain the negative attributions
hat are held toward patients with
unctional disorders: because there
s no observable disease, the illness
s less legitimate, psychiatric, and

ay even be questionable. How-
ver, the health status of patients
ith functional GI diagnoses (eg,
ain severity, health care visits,
uality of life, psychosocial dis-
ress, surgical frequency), is poorer
han patients with organic disease.

Close to biomedical dualism is the
oncept of reductionism, ie, the rel-
gation of diseases to single causes
hat are both necessary and suffi-
ient to explain the illness (also
alled linear causality). This is repre-
ented by Koch’s “germ theory” and
as been important in understanding

cute infectious disease. However, it t

GA
as its limitations with chronic dis-
ase, although they are not always
een. One notable investigator said,
Psychological issues are important,
ut finding the etiology (of IBS) will
ake care of the problem.” This per-
on addressed the importance of
sychologic factors, but its concep-
ualization is both reductionistic and
ualistic.
Beginning in the late 1970s, the

imitations of reductionism and dual-
sm became evident, and that may
ave set the stage for another para-
igm shift in medical thinking. Sev-
ral trends emerged. (1) A discon-
ect was found between illness and
isease. Patients usually go to doc-
ors with headache, fatigue, dizzi-
ess, or abdominal pain, and they
re not easily explained by disease.
onversely, disorders traditionally

hought to be “functional” (eg, IBS)
re now associated with disease: in-
reased mucosal inflammation and
ltered mucosal immunity. (2) Tradi-
ional diseases (eg, inflammatory
owel disease [IBD], ulcer disease),
ith comparable activity, can vary in

he illness experience from asymp-
omatic to severely disabled. (3) Psy-
hiatric disorders previously consid-
red functional now have genetic
eterminants and biochemical corre-

ates. (4) Even within infectious dis-
ase, the reductionistic germ theory
oes not hold for chronic infectious
iseases (eg, tuberculosis, human

mmunodeficiency virus). Here, the
nfectious agents are conditionally
xpressed depending on environ-
ental influences on host resistance

r social-precipitating factors. In ef-
ect, science is now showing that
rganic disease has functional com-
onents and that functional disor-
ers have organic components.
By 1977, the biopsychosocial
odel proposed a move away from

iomedical reductionism and dual-
sm to a multicausal model with in-
egration of mind and body: illness is

he product of biologic, psychologic,
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1

nd social subsystems interacting at
ultiple levels. This model recon-

iled the emerging research findings
ot explained by biomedicine, per-
itted the heterogeneity of medical

llness and the various physiological
omponents and clinical expressions
f disease, and also opened the door
o the concept of mind-body (eg,
rain-gut) disorders.
Yet, it takes time for change, and

he biomedical model is still alive
nd well. Approximately 20 years
go, we performed an epidemiologic
urvey on practice patterns and be-
iefs of 704 members of the AGA.
he functional gastrointestinal disor-
ers comprised 41% of GI practice,
ollowed by IBD (28%), and these
requencies did not change during a
5-year follow-up period, although
he frequencies of peptic ulcer de-
reased and liver disease increased
ecause of the discovery of Helico-
acter pylori and hepatitis C, respec-
ively. The most frequent endorse-
ent for the definition of functional
as, “a disorder with no known

tructural (ie, no pathological or ra-
iological) abnormalities, or infec-
ious or metabolic causes (81%)”
Mitchell CM, Drossman DA. Gas-
roenterology 1987;92:1282–1284).

ext, it was seen as a stress disorder, b

772
ore frequently by private practitio-
ers (57%) than by academicians and
rainees (34%). Last, it was believed
o be a motility disorder by 43% of
ractitioners and 26% of academi-
ians/trainees. Psychosocial factors
ere believed to affect the cause and
athogenesis of IBS but not IBD.
hus, the FGIDs, as the most com-
on disorders seen in GI practice,

re understood both dualistically and
eductionistically as the absence of
rganic disease and with stress as an
tiopathologic factor.
These beliefs and attitudes exist
orldwide. I recently asked gastro-

nterologists from 18 different coun-
ries around the world who are in-
olved with the FGIDs about the
eaning of the term functional GI

isorder to physicians and patients
n their respective countries. With
nly 2 exceptions (eg, Japan and
ungary define it as gastrointestinal
ysfunction), the meaning to physi-
ians and patients is that of a psycho-
ogical disorder or the absence of
rganic disease, and, in some cases,
ith pejorative features toward the
atient.
Modern science is starting to
ove us away from biomedical re-

uctionism and dualism toward a

iopsychosocial model of illness and
isease. However, despite the evi-
ence, the attitudes and behaviors of
atients and physicians within our
ociety are still by and large en-
renched in the biomedical model.
lthough the functional GI disorders
t well within a newer and better
nderstanding that brings legitimacy
o them and to the patients who suf-
er from them, the FGIDs remain or-
hans in the still-prevailing biomed-

cal model.
What is needed is global acceptance

f what modern research is beginning
o show: that the functional GI disor-
ers are legitimate and amenable to
tandard scientific inquiry. This accep-
ance is not likely to occur until clini-
ians, investigators, patients, and reg-
latory and funding agencies are able
o understand these disorders and the
atients who have them from a more
ppropriate perspective. When this
ccurs, the FGIDs will have the same
tatus and level of acceptance and sup-
ort as organic disorders, and the cur-
ent distinction between functional
nd organic GI disorders will not be
ecessary.

DOUGLAS A. DROSSMAN

Associate Editor
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