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Abstract
Background: The Rome criteria for irritable bowel syndrome (IBS) have been revised and 
are expected to apply only to the subset of Rome III IBS subjects with abdominal pain as 
predominant symptom, occurring at least once a week. The aim of this study was to 
determine the percentage of Rome III IBS subjects that fulfills Rome IV criteria and to 
evaluate differences between Rome IV- positive and Rome IV- negative subjects.
Methods: Four hundred and four Rome III IBS subjects completed a 14- day end- of- 
day symptom diary, the Gastrointestinal Symptom Rating Scale (GSRS), Hospital 
Anxiety	and	Depression	Scale,	and	RAND	36-	item	Short-	Form	Health	Survey	(SF-	36).	
Diary- based surrogate Rome IV criteria were defined as occurrence of abdominal pain 
at	least	1	day	each	week	with	a	severity	of	≥2	(mild;	definition	1)	or	≥3	(considerable;	
definition 2).
Key Results: Using surrogate Rome IV criteria, 353 (87.4%, definition 1) and 249 
(61.6%,	definition	2)	subjects	were	defined	as	Rome	IV	positive.	These	patients	were	
more often female, younger, and recruited from secondary/tertiary care compared 
with Rome IV- negative subjects. They also presented with higher abdominal pain 
scores and gastrointestinal (GI) symptom severity on both end- of- day diary and GSRS, 
higher psychological symptom scores, and lower quality of life compared with Rome 
IV- negative subjects.
Conclusions and Inferences: The Rome IV IBS population likely reflects a subgroup of 
Rome III IBS patients with more severe GI symptomatology, psychological comorbidi-
ties, and lower quality of life. This implies that results from Rome III IBS studies may 
not be directly comparable to those from Rome IV IBS populations.

K E Y W O R D S

abdominal pain, irritable bowel syndrome, Rome criteria

1  | INTRODUCTION

Irritable bowel syndrome (IBS) is a functional intestinal disorder 
characterized by abdominal pain associated with altered bowel 

habits. IBS has traditionally been subcategorized into four subtypes 
based on predominant stool pattern: diarrhea (IBS- D), constipation 
(IBS- C), a mix of diarrhea and constipation (IBS- M), or undefined 
predominant stool form (IBS- U). IBS is a prevalent disorder world-
wide, with prevalence rates of 5%- 15% in the Western population.1,2 
Symptoms most likely result from complex interactions between *Both authors contributed equally to the manuscript.
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several biological, psychological, and social factors.3,4 The exact un-
derlying mechanisms of IBS pathophysiology are, however, not com-
pletely understood, and as a consequence, accurate non- invasive 
biomarkers for diagnosis, disease monitoring, and treatment evalu-
ation are not available.

At	present,	the	diagnosis	of	IBS	is	symptom	based,	using	the	Rome	
criteria. The Rome Foundation, a committee of international experts 
in the field of functional gastroenterology, has been working on the 
development and revision of diagnostic criteria for IBS, among other 
functional gastrointestinal (GI) disorders, since 1994. Recently, Rome 
III	 criteria	 (2006)	 have	 been	 updated	 to	 Rome	 IV	 criteria	 (2016).	
Major adjustments include removal of the term abdominal discom-
fort (Rome III), leaving only the occurrence of abdominal pain as the 
key requirement for Rome IV criteria. Furthermore, abdominal pain 
should be present on average at least 1 day per week in the Rome IV 
criteria (see Box 1).5,6 This new frequency threshold was based on a 
summary report on the distribution of symptom occurrence rates for 
all the Rome III symptoms.7 Most likely, fewer patients will fulfill the 
new Rome criteria compared with the previously set criteria. Indeed, 
using Rome IV criteria, a lower population prevalence of IBS has been 
reported by Whitehead and colleagues.8,9 Furthermore, IBS subtype 
identification has been revised, by only taking into account symp-
tomatic stools (i.e. loose/watery stools and hard/lumpy stools), which 
might result in a shift in IBS subtypes.3

Studies on previous editions of the Rome criteria have demonstrated 
varying IBS prevalence rates depending on the diagnostic criteria em-
ployed.	Also,	differences	in	patient	characteristics	and	symptomatology	
have been reported between several criteria.10-13	 As	 a	 result	 of	 the	
requirement of weekly symptoms, Rome IV IBS patients are likely to 
be those with more severe symptomatology and possibly higher prev-
alence of psychiatric comorbidity and lower quality of life as compared 
with those fulfilling Rome III criteria. However, data comparing clinical 
features between Rome III and Rome IV IBS populations are still lacking.

Rome criteria are widely used as a cornerstone for inclusion in IBS 
clinical trials and cohort studies. It is expected that in future studies 

only a subset of Rome III IBS patients, that is, those with more severe 
abdominal pain, will be eligible for study participation by introducing 
Rome IV criteria. In order to generalize current data to Rome IV pop-
ulations and to compare results from Rome III and Rome IV studies, it 
is important to evaluate which Rome III patients are likely to meet the 
Rome IV criteria. Therefore, the aim of this study was to determine the 
percentage of Rome III- positive IBS subjects that is also highly likely 
to fulfill Rome IV criteria, based on end- of- day symptom diaries, and 
to evaluate whether demographical, clinical, and psychosocial differ-
ences exist between Rome IV- positive and Rome IV- negative subjects 
in a well- defined Rome III IBS population.

2  | MATERIALS AND METHODS

2.1 | Study design

In the current analyses, data from a well- phenotyped Dutch cohort 
study, the Maastricht IBS (MIBS) cohort, on the phenotypical and 
genotypical characterization of IBS patients,14-16 were evaluated. 
The study protocol has been approved by the Maastricht University 
Medical Center+ (Maastricht UMC+) Committee of Ethics in February 

Key Points
• Rome III criteria have recently been revised to Rome IV 

criteria, and introduction of Rome IV criteria leads to a 
decrease in IBS prevalence.

• Rome IV IBS patients are younger females with higher 
gastrointestinal symptom severity and present with 
higher psychological comorbidities and lower quality of 
life compared with Rome III IBS patients.

• Results from Rome III IBS studies may not be directly ex-
trapolated to Rome IV IBS populations.

Box 1 Definition of IBS according to Rome III and Rome IV criteria

Rome III IBS

(1) Recurrent abdominal pain or discomfort* at least 3 days per month in the last 3 months and associated with two or more of the following:

a. Improvement with defecation;
b. Onset associated with a change in frequency of stool;
c. Onset associated with a change in form (appearance) of stool

(2)	Criteria	fulfilled	for	the	last	3	months	with	symptom	onset	at	least	6	months	prior	to	diagnosis

*Discomfort means an uncomfortable sensation not described as pain

Rome IV IBS

(1) Recurrent abdominal pain, on average, at least 1 day per week in the last 3 months and associated with two or more of the following:

a. Related to defecation;
b.	Associated	with	a	change	in	frequency	of	stool;
c.	 Associated	with	a	change	in	form	(appearance)	of	stool

(2)	Criteria	fulfilled	for	the	last	3	months	with	symptom	onset	at	least	6	months	before	diagnosis
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2009 and was executed according to the revised Declaration of 
Helsinki	 (64th	 WMA	 General	 Assembly,	 Fortaleza,	 Brazil;	 October	
2013). Furthermore, the study has been registered in the US National 
Library	of	Medicine	(http://www.clinicaltrials.gov,	NCT00775060).

2.2 | Study participants

Between	 July	 2009	 and	May	 2016,	 IBS	 patients	 aged	 18-	75	years	
were included in the Maastricht IBS cohort at the secondary/tertiary 
care outpatient department of Gastroenterology- Hepatology at the 
Maastricht UMC+ in Maastricht and via general practitioners practices 
in	South-	Limburg,	the	Netherlands.	All	subjects	fulfilled	the	Rome	III	
criteria (see Box 1) for IBS and were assigned the IBS subtype based 
on predominant bowel habit, that is, diarrhea (IBS- D), constipation 
(IBS- C), a mix of diarrhea and constipation (IBS- M), or unspecified 
predominant bowel habit (IBS- U).3,17 Rome III criteria were evaluated 
in a face- to- face interview by a trained clinical researcher. Medical 
history was taken by a gastroenterologist, and if indicated, GI endos-
copy, abdominal imaging and/or blood, breath or fecal analyses were 
performed	to	exclude	organic	disease.	A	history	of	abdominal	surgery,	
except for uncomplicated appendectomy, cholecystectomy, or hys-
terectomy,	was	 reason	 for	 exclusion.	All	 subjects	 gave	 their	written	
informed consent before participation.

2.3 | Data collection

As	subject	inclusion	was	performed	since	2009,	Rome	IV	criteria	were	
not collected in a face- to- face interview at the moment of inclusion. 
However, all participants completed an end- of- day diary on symptom 
severity and bowel habits, during 14 days, at the time of inclusion. 
Abdominal	pain,	among	other	symptoms,	was	scored	using	a	5-	point	
Likert scale (1 = not at all; 2 = mild; 3 = considerable; 4 = severe; 5 
=  extremely). Using this information, we retrospectively determined 
which subjects were highly likely to fulfill the Rome IV criteria, based 
on the presence of abdominal pain on at least 1 day in both the first and 
the second 7 days (i.e. abdominal pain at least once a week). Rome IV 
criteria do not take into account abdominal pain severity, however, as 
we will use surrogate Rome IV criteria to evaluate differences between 
Rome IV- positive and  negative IBS patients, we will report on two defi-
nitions	for	those	criteria:	“Definition	1:	Abdominal	pain	score	≥2	once	a	
week	in	each	week”	and	“Definition	2:	Abdominal	pain	score	≥3	once	a	
week in each week.” Only symptom diaries that were completed for at 
least 12 of the 14 days were considered eligible for analysis.

Information on demographics was collected using a predefined 
self- report questionnaire. Furthermore, subjects completed the 
Gastrointestinal Symptom Rating Scale (GSRS),18	Hospital	Anxiety	and	
Depression Scale,19,20	and	RAND	36-	item	Short-	Form	Health	Survey	
(SF-	36)21,22 for GI symptom severity, co- occurrence of depressive 
and/or anxiety symptoms, and general quality of life, respectively.

In addition, in a subset of participants, a rectal barostat procedure 
was performed. Measurement of rectal perception was performed 
using a standardized perception protocol, during which 17 pressure 
steps between 0 and 50 mm Hg, based on a semi- random staircase 

protocol, were applied. During each pressure step, pain scores were 
reported on a 100- mm visual analogue scale. The cut- off value for 
visceral	hypersensitivity	was	defined	as	a	pain	score	≥20	at	pressure	
≤26	mm	Hg.	A	detailed	description	on	the	rectal	barostat	procedure	
was previously reported.23

The end- of- day diary data were additionally used to perform an 
exploratory analysis on whether Rome III IBS patients, that do not ful-
fill (surrogate) Rome IV criteria for IBS, are likely to fulfill Rome IV crite-
ria for other functional bowel disorders. Definitions that were used for 
retrospective evaluation of Rome IV diagnoses for functional constipa-
tion (FC), functional diarrhea (FD), and functional abdominal bloating/
distension	 (FAB/D)	are	shown	 in	Table	S1.	Since	the	symptom	diary	
was designed for IBS and not specifically for assessing those other 
disorders, not all criteria could be definitively checked.

2.4 | Data and statistical analyses

All	analyses	were	performed	using	ibm spss Statistics, version 23 (IBM 
Statistics	for	Macintosh,	Chicago,	IL,	USA).

The total study population is referred to as “total.” Depending on 
whether subgroups are highly likely to fulfill Rome IV criteria based on 
the end- of- day diary or not, they are referred to as “Rome IV- positive” 
and “Rome IV- negative,” respectively. Results for “Rome IV- positive” 
and “Rome IV- negative” are presented separately for both definitions 
of	fulfilling	Rome	IV	criteria:	 “Definition	1:	Abdominal	pain	score	≥2	
once	a	week	in	each	week”	and	“Definition	2:	Abdominal	pain	score	≥3	
once a week in each week.”

Categorical data are presented as proportions and differences be-
tween groups are tested using χ2 or Fisher’s exact test. Continuous 
data are presented as medians and interquartile ranges (IQR), and 
groups are compared using Mann- Whitney U test, taking into account 
asymmetric	distribution	of	the	data.	A	P- value of .05 was considered 
statistically significant.

3  | RESULTS

3.1 | Study population

In total, 404 subjects that completed at least 12 days of the end- of- day 
symptom diary were included in the analyses: 293 (72.5%) were women 
and median age was 45 (IQR: 28- 59) years. Seventy- two percent 
(n = 291) was recruited from secondary/tertiary care, and IBS subtypes 
(based on Rome III criteria) were distributed as follows: 140 (34.7%) IBS- 
D, 81 (20%) IBS- C, 159 (39.4%) IBS- M, and 24 (5.9%) IBS- U. Further 
characteristics of the total study population are shown in Table 1.

3.2 | IBS according to Rome IV criteria—Definition 1: 
abdominal pain score ≥2

Of the 404 IBS subjects diagnosed by Rome III criteria, 353 (87.4%) 
did meet the surrogate Rome IV criteria when assessed using the end- 
of- day symptom diary and the cut- off for abdominal pain severity of 
≥2.

http://www.clinicaltrials.gov
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Rome IV- positive subjects were more often female (74.5% vs 
58.8%, P<.05), younger (45 vs 53 years, P<.05) and recruited from 
secondary/tertiary	 care	 (74.4%	 vs	 56.9%,	 P<.05) compared with 
Rome	 IV-	negative	 subjects.	 Additionally,	 visceral	 hypersensitiv-
ity assessed by rectal barostat was present more often in Rome 

IV- positive subjects (47.5% vs 11.8%, P<.001). Subtype distribu-
tion (i.e. based on Rome III criteria) was not different between both 
groups.

With regard to GI symptoms, Rome IV- positive vs  negative sub-
jects reported higher scores in the end- of- day diary for all symptoms 

T A B L E  1   Demographical and clinical characteristics of the total study population and Rome IV- positive and - negative subjects, separated 
for Definition 1 and 2 of surrogate Rome IV criteria, that is, assessed using end- of- day symptom diaries

Definition 1: Abdominal pain score ≥2 Definition 2: Abdominal pain score ≥3

Total 
n = 404

Rome IV- positive 
n = 353 (87.4%)

Rome IV- negative 
n = 51

Rome IV- positive 
n = 249 (61.6%)

Rome IV- negative 
n = 155

Female sex, n (%) 293 (72.5) 263	(74.5) 30 (58.8)† 195 (78.3) 98	(63.2)*

Age,	median	(IQR) 45 (28- 59) 45 (27- 58) 53	(32-	65)† 42	(26-	57) 51	(36-	63)*

BMI, median (IQR) 24.03	(21.41-	27.63) 23.94	(21.38-	27.69) 24.62	(21.58-	27.52) 24.08 (21.40- 27.47) 23.96	(21.45-	27.98)

Subtype Rome III, n (%)

IBS- D 140 (34.7) 118 (33.4) 22 (43.1) 85 (34.1) 55 (35.5)

IBS- C 81 (20.0) 73 (20.7) 8 (15.7) 51 (20.5) 30 (19.4)

IBS- M 159 (39.4) 142 (40.2) 17 (33.3) 101	(40.6) 58 (37.4)

IBS- U 24 (5.9) 20 (5.7) 4 (7.8) 12 (4.8) 12 (7.7)

Secondary/tertiary 
care, n (%)

291 (72.0) 262	(74.4) 29	(56.9)† 194 (78.2) 97	(62.6)*

Hypersensitive, n (%) 87 (44.4)a 85 (47.5)b 2 (11.8)c* 72 (57.1)d 15 (21.4)e*

14- day mean score, median (IQR)

Abdominal	pain 2.21 (1.57- 2.92) 2.36	(1.79-	3.00) 1.07 (1.00- 1.21)* 2.71 (2.29- 3.29) 1.43 (1.17- 1.77)*

Abdominal	
discomfort

2.43 (1.93- 2.93) 2.50 (2.14- 3.00) 1.50	(1.07-	1.86)* 2.72	(2.36-	3.21) 1.79 (1.43- 2.21)*

Abdominal	bloating 2.07 (1.50- 2.79) 2.21	(1.64-	2.86) 1.43 (1.07- 2.00)* 2.43 (1.93- 3.18) 1.71 (1.14- 2.07)*

Flatulence 2.21	(1.71-	2.86) 2.29 (1.79- 2.93) 1.71 (1.29- 2.33)* 2.43 (1.93- 3.07) 1.93	(1.36-	2.36)*

Constipation 1.29	(1.00-	1.86) 1.36	(1.00-	1.93) 1.00 (1.00- 1.29)* 1.50 (1.07- 2.07) 1.08 (1.00- 1.43)*

Diarrhea 1.21	(1.00-	1.64) 1.29 (1.07- 1.71) 1.07 (1.00- 1.29)* 1.31 (1.07- 1.98) 1.08 (1.00- 1.43)*

GSRS, median (IQR)

Abdominal	pain 3.33 (2.33- 4.00) 3.33 (2.33- 4.25) 2.67	(1.67-	3.33)* 3.67	(2.67-	4.33) 2.67	(2.00-	3.67)*

Diarrhea syndrome 3.33 (2.00- 4.33) 3.33	(2.33-	4.67) 2.67	(1.67-	4.00)† 3.67	(2.33-	4.67) 3.00 (2.00- 4.00)*

Constipation 
syndrome

3.00 (2.33- 4.00) 3.00 (2.33- 4.33) 2.00 (1.33- 3.33)* 3.33 (2.33- 4.33) 2.67	(1.67-	3.67)*

Indigestion 
syndrome

4.00 (3.25- 5.00) 4.00 (3.25- 5.00) 3.75 (2.75- 4.50) 4.25 (3.25- 5.25) 3.75 (2.75- 4.50)*

Regurgitation 
syndrome

1.50 (1.00- 3.00) 1.50 (1.00- 3.00) 1.00 (1.00- 2.00)† 1.75 (1.00- 3.50) 1.00 (1.00- 2.50)*

HADS,	n	(%)

Depression	≥8 76	(19.0) 73 (21.0) 3 (5.9)* 59 (24.1) 17 (11.0)*

Anxiety	≥8 142	(35.6) 131	(37.6) 11	(21.6)† 105 (42.9) 37 (24.0)*

SF-	36,	median	(IQR)

Physical	Composite	
Score	(PCS)

42.83 (33.98- 50.28) 41.67	(32.98-	49.11) 49.92 (41.42- 53.89)* 39.23	(29.84-	46.95) 48.99 
(39.41-	52.62)*

Mental Composite 
Score (MCS)

49.75 (41.23- 55.82) 49.41 (41.15- 55.37) 51.03 (41.98- 57.73) 48.31	(40.76-	54.58) 51.34 
(42.16-	57.19)†

Differences tested using Mann- Whitney U test for continuous data and chi- square or Fisher’s exact test for categorical data. Significances are shown for 
both definitions of surrogate Rome IV criteria separately.
*Significant difference between Rome IV- positive and Rome IV- negative subjects (P<.001).
†Significant difference between Rome IV- positive and Rome IV- negative subjects (P<.05).
a-eNumber of subjects that underwent rectal barostat: a196;	b179; c17; d126;	e70.
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assessed (i.e. abdominal pain, abdominal discomfort, abdominal bloat-
ing, flatulence, constipation, and diarrhea) and higher symptom scores 
for all five GSRS domains; however, this was not statistically significant 
for indigestion syndrome.

Furthermore, Rome IV- positive subjects showed a higher per-
centage of depressive (21.0% vs 5.9%, P<.001)	and	anxiety	(37.6%	vs	
21.6%,	P<.05)	symptoms	and	lower	physical	composite	scores	(41.67	
vs 49.92, P<.001) with regard to quality of life. Mental composite 
scores	 of	 SF-	36	 did	 not	 show	 a	 significant	 difference	 between	 the	
groups. Results are shown in Table 1.

3.3 | IBS according to Rome IV criteria—Definition 2: 
abdominal pain score ≥3

When using the surrogate Rome IV criteria as defined by at least 1 day 
of abdominal pain each week using the cut- off for abdominal pain se-
verity	of	≥3,	of	the	404	IBS	subjects	diagnosed	by	Rome	III	criteria,	
249	(61.6%)	were	Rome	IV-	positive.

In line with the findings above, that is, regarding the cut- off of 
abdominal	pain	severity	of	≥2,	Rome	IV-	positive	subjects	were	more	
often female, younger, recruited from secondary/tertiary care, more 
often hypersensitive on rectal barostat, showed higher symptom se-
verity scores for all symptoms assessed in the end- of- day symptom 
diary, and showed higher percentages of depressive and anxiety symp-
toms compared with Rome IV- negative subjects, when using the cut- 
off	of	≥3.	Likewise,	subtype	distribution	(i.e.	based	on	Rome	III	criteria)	
did not differ between the groups.

Moreover, with regard to symptom severity on GSRS, Rome IV- 
positive vs Rome IV- negative subjects scored significantly higher on 
all domains including indigestion syndrome when using the cut- off of 
≥3.	Furthermore,	Rome	IV-	positive	subjects	scored	significantly	lower	
on both physical composite score and mental composite score of SF- 
36	compared	with	Rome	 IV-	negative	 subjects.	Results	are	 shown	 in	
Table 1.

3.4 | Alternative Rome IV diagnoses in Rome  
IV- negative (IBS) subjects

Of the Rome IV- negative (IBS) subjects, according to the surrogate 
Rome	IV	criteria	using	the	cut-	off	for	abdominal	pain	severity	of	≥3,	
34	(23.61%)	fulfilled	surrogate	Rome	IV	criteria	for	FC,	50	(34.25%)	
for	FD,	and	37	(25.69%)	for	FAB/D.	Results	are	shown	in	Table	S2.

4  | DISCUSSION

This	study	demonstrates	that	61.6%-	87.4%	of	Rome	III	 IBS	patients	
is likely to also fulfill the new Rome IV criteria for IBS, depending on 
the cut- off for abdominal pain severity used, when applying surrogate 
Rome IV criteria based on end- of- day symptom diaries. Regardless of 
the cut- off chosen, Rome IV- positive subjects were more often fe-
male, younger, and recruited from secondary/tertiary care than Rome 
IV- negative subjects. Not only did they present with higher abdominal 

pain scores, but overall symptom severity was higher in Rome IV- 
positive subjects, including a higher percentage of visceral hypersen-
sitivity as assessed by rectal barostat. In addition, higher percentages 
of comorbid psychological symptoms and lower quality of life were 
found for Rome IV- positive subjects. Taken together, the current 
findings imply that the Rome IV IBS population will likely reflect a 
subgroup of Rome III IBS patients with more severe overall GI symp-
tomatology, psychological comorbidities, and lower quality of life.

To date, a recent study by Bai et al investigated the agreement 
between Rome III and Rome IV criteria for IBS in a GI outpatient pop-
ulation in China. They found a moderate consistency between Rome 
III	and	Rome	 IV	criteria,	with	prevalences	of	12.4%	and	6.1%	based	
on Rome III and Rome IV criteria, respectively.24 Similarly, Whitehead 
and colleagues reported prevalences of 10.7% and 5.7%, respectively, 
in a large population- based study.8,9 Our current study confirms this 
decrease in prevalence by introducing Rome IV criteria, within a well- 
defined	Rome	III	 IBS	population.	Additionally,	 in	 line	with	these	pre-
viously reported findings, our cut- off for abdominal pain severity of 
≥3	may	be	most	robust	to	define	those	subjects	highly	likely	to	fulfill	
Rome IV criteria, based on end- of- day diary.

We observed that Rome IV- positive subjects were more often 
of female gender than Rome IV- negative subjects. These differences 
were not demonstrated by Bai and colleagues.24 Differences in symp-
tom severity between men and women, however, have been reported 
previously, indicating possible differences in pathophysiological mech-
anisms	as	well	 as	 in	pain	perception	and	coping	 strategies.	A	meta-	
analysis	 by	Adeyemo	and	 colleagues	demonstrated	 that	women	are	
more likely to report abdominal pain than men.25 Furthermore, higher 
overall IBS symptom severity in female IBS patients has been reported 
by Bjorkman et al.26 These previous findings could explain the higher 
percentage of women in our Rome IV- positive IBS population com-
pared with the Rome IV- negative subjects.

With regard to clinical differences between Rome III and Rome IV 
IBS subjects, Bai et al reported higher abdominal pain scores for Rome 
IV, but no differences in abdominal discomfort, abdominal bloating or 
demographic characteristics. In contrast, our study shows significantly 
higher scores for abdominal discomfort, bloating, flatulence, diarrhea, 
and	constipation,	apart	 from	abdominal	pain.	A	possible	explanation	
for the discrepancy between these studies is the method of data col-
lection. Bai and colleagues retrospectively assessed the presence of 
above- mentioned symptoms at one time point, whereas in our study, 
symptom severity scores were determined daily, using an end- of- day 
diary during 14 days.

As	a	study	by	Engsbro	et	al	demonstrated	that	IBS	subtype	clas-
sification differs depending on whether retrospective (i.e. Rome 
Diagnostic Questionnaire) or prospective methods (i.e. diary cards) 
are used,27 we did not use the symptom diary to assess the IBS sub-
types. However, we feel that the end- of- day diary provides an ob-
jective overview of present symptoms during a 14- day period and 
therefore can be used to identify patients highly likely to fulfill the 
Rome IV criteria. Furthermore, Rome IV criteria require abdominal 
pain to be present at least once a week on average during the last 
3 months. The end- of- day symptom diary as used only provides 
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us with information about the past 2 weeks. However, all subjects 
fulfilled Rome III criteria assessed using the Rome III Diagnostic 
Questionnaire, which also requires the abdominal complaints to be 
present during the previous 3 months. Therefore, we think that the 
surrogate Rome IV criteria are a reliable reflection of the Rome IV 
Diagnostic Questionnaire.

This is the first study focusing on clinical differences between 
Rome III and Rome IV IBS subjects. In conclusion, this study under-
lines a decrease of IBS prevalence when using (surrogate) Rome IV 
compared with Rome III criteria. In addition to these findings, the 
question arises how to deal with the Rome IV- negative patient popu-
lation presenting with IBS symptoms in both primary and secondary/
tertiary care and with regard to future clinical and mechanistic studies.

Firstly, it might be interesting to explore whether alternative Rome 
IV disorders can now be diagnosed in these subjects, for example, FC, 
FD,	or	FAB/D.	An	exploratory	analysis	in	this	study	demonstrates	that	
24%	is	likely	to	fulfill	Rome	IV	criteria	for	FC,	34%	for	FD,	and	26%	for	
FAB/D.	These	 results	 should,	 however,	 be	 interpreted	with	 caution,	
since these diagnoses are based on surrogate criteria, using an IBS- 
specific end- of- day symptom diary. Nevertheless, this suggests that 
an	additional	±16%	of	Rome	III	IBS	patients	will	not	fulfill	any	of	these	
Rome	IV	diagnoses.	Possibly,	a	small	subset	might	be	defined	as	Rome	
IV unspecified functional bowel disorder. However, it is very likely that 
patients reporting abdominal pain or bloating/distension less than 
once weekly (without predominant constipation or diarrhea) will not 
fulfill any Rome IV diagnosis due to the new frequency threshold.

Secondly, as the Rome criteria are not that universally used in rou-
tine clinical practice, in our opinion, patients with milder functional GI 
symptoms seeking health care, but not fulfilling one of the Rome IV 
diagnoses, should still be managed as functional GI disorders. With 
regard to future IBS research, patient inclusion should be based on the 
Rome IV criteria, in order to aim at agreement between studies.

Nevertheless, this study demonstrates that the Rome IV IBS popu-
lation is represented by younger females with higher overall GI symp-
tom severity, including comorbid psychological symptoms and lower 
quality of life compared with the Rome III IBS population. Therefore, 
results from Rome III IBS studies may not be directly comparable to 
those from Rome IV IBS populations, which have implications for fu-
ture IBS research in particular.
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