
Irritable bowel syndrome (IBS) is one of the most common clin-
ical problems that a GP will encounter in day-to-day practice.

It is thought that many people with IBS symptoms do not seek
medical advice, hence the true prevalence may be higher than
estimated. NHS Direct online data suggest that 75 per cent of
people using this service rely on self-care. In England and Wales,
the number of people consulting for IBS is extrapolated to
between 1.6 and 3.9 million.

Causes
Altered CNS processing of visceral pain (gut hypersensitivity)
has been demonstrated. The onset of symptoms has been
attributed to stress in nearly half of IBS patients. Self-directed
alteration of diet is seen in patients with IBS that may lead to
inadequate nutrition and eventually malnutrition.1 Postinfective
bowel dysfunction2 and disturbed colonic motility are also other
identified causes. 

Diagnosis
Confirming a diagnosis of IBS is crucial. IBS assessment should
be considered if a patient reports having had any of the following
symptoms for at least six months (mnemonic ABC):
• Abdominal pain or discomfort In IBS the site of pain can be
anywhere in the gut. If the site of pain varies it is unlikely to be
cancer (tumour fixed). IBS pain discomfort needs to be distin-
guished from that caused by gall bladder disease. IBS patients
do not tolerate abdominal surgery well.
• Bloating Absence of bloating in women is a red flag, less com-
mon in men although they may report that the abdomen is
tight/hard.
• Change in bowel habit Giving patients’ descriptive examples
(eg like porridge, rabbit pellets) and using the Bristol Stool Form
Scale (see Figure 1) helps. Incomplete evacuation is reported,
creating rectal hypersensitivity. Urgency is increased in diar-
rhoea; prevalence for incontinence is 20 per cent (patients often
do not disclose unless asked directly).

These patients should be asked and assessed for the red
flag signs and symptoms outlined in Table 1, and if present
should be referred to secondary care for further investigation.
Serum CA125 should be measured in women with symptoms
that might suggest ovarian cancer.

Tests
In people who meet the IBS diagnostic criteria, the following
tests should be undertaken to exclude other diagnoses:
• full blood count (FBC)
• erythrocyte sedimentation rate (ESR) or plasma viscosity
• C-reactive protein (CRP)
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• antibody testing for coeliac disease – endomysial antibodies
(EMA) or tissue transglutaminase (TTG).

The following tests are not necessary to confirm the diag-
nosis of IBS:
• ultrasound
• rigid/flexible sigmoidoscopy
• colonoscopy; barium enema
• thyroid function test
• faecal ova and parasite test

• faecal occult blood
• hydrogen breath test (for lactose intolerance and bacterial
overgrowth).

Faecal calprotectin testing
Measurement of faecal calprotectin is a biochemical test for
intestinal inflammation. It is raised in inflammatory bowel dis-
ease (IBD) but normal in IBS. The test is recommended as an
option to support clinicians with the differential diagnosis of
IBD or IBS in adults with recent-onset lower gastrointestinal
symptoms for whom specialist assessment is being considered,
if cancer is not suspected.

Managing IBS
It is felt that patients appreciate being provided with information
regarding diet and physical activity and broad ideas about symp-
tom-targeted medications right at the outset so that they can have
a better understanding. The idea of the brain-gut axis can be intro-
duced, along with the concept that the gut can become sensitised
by many triggers. The management of IBS in outlined in Figure 2.

Diet
Diet needs to be given due consideration at all stages of man-
agement.

General advice
Have regular meals and avoid missing or long gaps between
meals. Drink at least eight cups of water and reduce intake of
alcohol or carbonated drinks.

Dietary fibre
An increase in fibre has often been suggested as an initial treat-
ment for IBS, although more recently there are conflicting data
to support its effectiveness and a range of views on its useful-
ness. Oats and linseed contain soluble fibre and so are less
likely to ferment within the colon: patients with bloating and flat-
ulence may find this useful.

Wheat
In IBS, wheat consumption is often associated with increased
symptoms that may be due to the content of fibre, fructans or
resistant starch. Increasing the variety of other cereals and
reducing, but not necessarily excluding, wheat may be beneficial
in IBS. More highly processed wheat products are worse
because of increased cross-linkage of the starch molecules.

Resistant starches
People with IBS may benefit from a reduction in foods high in
resistant starch to alleviate symptoms of wind and bloating.
Common dietary sources of resistant starch are cold or reheated
potatoes, bread and cereal products containing modified starch
(eg cakes, biscuits and breakfast cereals).

Lactose
Lactose is a sugar found in milk of all mammalian varieties
including cow, goat, sheep and human, and is also used in
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Figure 1. The Bristol Stool Form Scale can be used as a visual aid for patients
when they are describing bowel habit

Type 1 – separate hard lumps, like
nuts (hard to pass)

Type 2 – sausage shaped but
lumpy

Type 3 – like a sausage but with
cracks on its surface

Type 4 – like a sausage or a snake,
smooth and soft

Type 5 – soft blobs with clear-cut
edges (passed easily)

Type 6 – fluffy pieces with ragged
edges, a mushy stool

Type 7 – watery, no solid pieces,
entirely liquid



processed foods, particularly slimming products.
Approximately 10 per cent of people with IBS have lactose
intolerance.3 Removing lactose from the diet may not lead
to complete symptom relief in IBS and exclusion needs care-
ful monitoring due to other nutritional inadequacies in the
diet, eg calcium.

Fructose
Fructose is an important source of energy for humans, but
incomplete absorption in the small bowel can lead to colonic
fermentation causing diarrhoea, wind and bloating.

Sorbitol
Produced from maize sorbitol is used as an artificial low-calo-
rie sweetener, eg in sugar-free chewing gum, mints and cough
syrups, and as a humectant and thickener in confectionery,
frozen desserts and toothpaste. It is poorly absorbed in the
small bowel and in the colon has a laxative effect if consumed
in quantities of around 30g per day, although some individu-
als, particularly people with IBS, may be sensitive to much
less.4

Caffeine 
There is a general consensus that a moderate intake of caffeine
(up to three cups per day in adults) is not harmful, but this
depends on the strength of the caffeinated drink, as caffeine
content varies considerably between different types of coffee,
tea, soft drinks, etc.

Probiotics and prebiotics
If a patient wishes to take a therapeutic trial of probiotics then
four weeks was thought to be the minimum duration of inter-
vention while monitoring its effect. There is good evidence to
show that high doses of Bifidobacterium infantis (1010 CFU) in
capsule form are significantly less effective than moderate
doses (108 CFU); moderate doses are more effective than low
doses (106 CFU). 

There is insufficient evidence to make a recommendation
on prebiotics.

Aloe vera
The use of Aloe vera is being promoted for many conditions
including constipation-predominant IBS. Most of the evidence

is based on anecdotal and historical use rather than scientific
evidence.

FODMAP
There is considerable evidence that FODMAPs (Fermentable,
Oligo-, Di- and Monosaccharides and Polyols) induce abdominal
symptoms such as bloating, pain, nausea and disturbed bowel
habit (diarrhoea and/or constipation).5 It is worth considering
the advice of a dietitian regarding this. 

Exclusion diet
If diet continues to be considered a major factor in a person’s
symptoms and they are following general lifestyle/dietary
advice, they should be referred to a dietitian for advice and treat-
ment, including single food avoidance and exclusion diets. Such
advice should only be given by a dietitian.

Physical activity
The use of physical activity as part of a nonpharmacological
therapy for IBS is described as ‘reasonable’ despite the rela-
tionship between exercise and the gastrointestinal system being
unclear.6

Clinicians should assess the physical activity levels of peo-
ple with IBS, ideally using the General Practice Physical Activity
Questionnaire (GPPAQ). People with low activity levels should
be given brief advice and counselling to encourage them to
increase their activity levels. The positive psychological effect
of exercise may be important.

First-line pharmacological interventions
People with IBS may present with a multisymptom profile and
it is unlikely that all patients will respond in the same way to
the same single agent. Repeated consultations are common
since some patients are resistant to the use of drugs as they
consider this to only ‘treat symptoms’ and do not address
‘the cause’. Such patients require careful explanation and
reassurance.

Laxatives
Laxatives can be separated into four main categories: bulk form-
ing, stimulant, faecal softeners and osmotic. 

Bulk-forming laxatives (eg ispaghula) relieve constipation
by increasing faecal mass, which stimulates peristalsis; ade-
quate fluid intake should be maintained to avoid intestinal
obstruction. 

Stimulant laxatives (eg bisacodyl, senna) work by increas-
ing intestinal motility, but they often cause abdominal
cramps. 

Faecal softeners (eg liquid paraffin) may lubricate the pas-
sage of stools and/or soften them. 

Osmotic laxatives (eg lactulose, magnesium hydroxide)
increase the amount of water in the large bowel, either by draw-
ing fluid from the body into the bowel or by retaining the fluid
with which they were administered. 

Laxatives should be considered for the treatment of 
constipation in people with IBS, but they should be actively
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Table 1. Red flag signs and symptoms

• unintentional and unexplained weight loss
• rectal bleeding
• a family history of bowel or ovarian cancer
• a change in bowel habit to looser and/or more frequent

stools persisting for more than 6 weeks in a person aged
over 60 years

• anaemia
• abdominal masses
• rectal masses
• inflammatory markers for inflammatory bowel disease



discouraged from taking lactulose as it promotes gaseous
bloating, which can exacerbate IBS symptoms. 

People with IBS should be advised how to adjust their doses
of laxative or antimotility agent according to the clinical
response. The dose should be titrated according to stool con-
sistency, with the aim of achieving a soft well-formed stool (cor-
responding to Bristol Stool Form Scale type 4; see Figure 1).

Prucalopride
Prucalopride (Resolor) is a drug acting as a selective high-affinity
5-HT4 receptor agonist, which targets the impaired motility asso-
ciated with chronic constipation, thus normalising bowel move-
ments. It alters colonic motility patterns via serotonin 5-HT4

receptor stimulation and stimulates colonic mass movements,
which provide the main propulsive force for defecation. It has
been approved for the symptomatic treatment of chronic con-
stipation in women in whom laxatives fail to provide adequate
relief.

In three, large, well-designed clinical trials, 12 weeks of
treatment with prucalopride 2mg and 4mg per day resulted in
a significantly higher proportion of patients reaching the primary
efficacy end-point of an average of more than three sponta-
neous complete bowel movements than with placebo. 

There was also significantly improved bowel habit and
associated symptoms and patient satisfaction with bowel
habit and treatment in patients with severe chronic consti-
pation, including those who did not experience adequate

relief with prior therapies (>80 per cent of the trial partici-
pants). The improvement in patient satisfaction with bowel
habit and treatment was maintained during treatment for 
up to 24 months. Prucalopride therapy was generally well 
tolerated.7

Linaclotide
Linaclotide (Constella) is a first-in-class oral once-daily guanylate
cyclase-C receptor agonist (GCCA), licensed for the symptomatic
treatment of moderate-to-severe IBS with constipation (IBS-C)
in adults. It received a European marketing authorisation in
November 2012. A significantly greater percentage of patients
treated with linaclotide also met the composite primary end-
point required by the US Food and Drug Administration (FDA) of
improvement of ≥30 per cent in average daily worst abdominal
pain score and increase by one or more complete spontaneous
bowel movement from baseline for ≥50 per cent of the weeks
assessed.

Antimotility agents 
Antimotility agents for IBS can be separated into four main cat-
egories: codeine phosphate, co-phenotrope (diphenoxylate
hydrochloride plus atropine sulphate), loperamide and mor-
phine. Loperamide should be the first choice of antimotility
agent for diarrhoea in people with IBS and it is considered espe-
cially useful as it tends to increase anal sphincter tone.
Prolonged codeine use can lead to dependency.
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Figure 2. Overview of diagnosis and management of IBS



Bile-salt chelating agents 
Colestyramine is a bile-salt chelating agent. Approximately 10
per cent of diarrhoea-predominant IBS patients may have bile-
salt malabsorption.8 Successful response to colestyramine is
usually found in the more severe cases of terminal ileal dysfunc-
tion, and the minor degrees of malabsorption found in many
patients is likely to be related to rapid small-bowel transit.
Unfortunately, colestyramine is slightly unpleasant to taste and
many patients prefer loperamide. 

Alternative agents include colestipol or colesevelam – the
latter may be better tolerated but is more expensive. These
agents are not licensed for this indication but are very valuable
in some individuals and should not be withheld if they are
effective.

Antispasmodics
The abdominal pain experienced by people with IBS may be a
result of irregular and intermittent intestinal contractions along

the length of the colon. This may lead to symptoms of abdominal
pain, bloating and gas. Pain is most common after a meal and
may last for several hours. 

Antispasmodics can be separated into two main cate-
gories: antimuscarinics and smooth muscle relaxants.
Antimuscarinics reduce intestinal motility – eg atropine, dicy-
cloverine, hyoscine (Buscopan) and propantheline (Pro-
Banthine). Smooth muscle relaxants directly relax intestinal
smooth muscle – eg alverine (Spasmonal), mebeverine and
peppermint oil. 

The use of antispasmodics is primarily to relax the smooth
muscles of the gut, which helps to prevent or relieve the painful
cramping spasms in the intestines.9 They are typically taken
30–45 minutes before meals. 

Interestingly, the most commonly used preparation, mebev-
erine, did not significantly improve pain when studied individu-
ally. The most significant improvement was with dicycloverine,
although this led to anticholinergic side-effects such as dry
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Figure 3. Patient pathways for TCAs and SSRIs; TCAs tend to be more effective in diarrhoea-predominant IBS and SSRIs for constipation-
predominant IBS due to their respective anticholinergic properties



mouth. The use of peppermint oil is sometimes helpful where
it chimes with certain individuals’ desire to use ‘natural’ reme-
dies rather than ‘drugs’.

Second-line pharmacological intervention
TCAs and SSRIs
In the last 20 years antidepressants have been increasingly
used in the treatment of functional GI disorders such as IBS.
The prevalence of anxiety and depressive disorders is high in
patients with severe and/or intractable IBS and may be present
to some degree in all IBS patients. Antidepressants appear to
have an analgesic effect separate to their antidepressant effect.
Visceral pain syndromes including IBS may be effectively treated
by a range of therapies, including antidepressants that modu-
late the interactions between the central and enteric nervous
systems. 

TCAs also have a peripheral anticholinergic action in addi-
tion to their central analgesic and antidepressant actions. 

Treatment should be started at a low dose (5–10mg
equivalent of amitriptyline), which should be taken once at
night and reviewed regularly. The dose may be increased, but
does not usually need to exceed 30mg. SSRIs should be con-
sidered for people with IBS only if TCAs have been shown to
be ineffective. 

After prescribing either of these drugs for the first time
at low doses for the treatment of pain or discomfort in IBS,
the person should be followed up after four weeks and then
at 6–12 monthly intervals thereafter. Informed consent
should be obtained and documented before prescribing
these drugs. Patient pathways for TCAs and SSRIs are out-
lined in Figure 3.

Psychological Interventions
The effects on gastrointestinal function caused by emotional
and psychological response include fluctuation in acid secretion
and changes in motor activity and gut transit and have been
well documented.10 There are a range of psychological treat-
ments that can be used in the management of IBS. 

Relaxation therapy
Relaxation is the simplest form of psychotherapy. The premise
is that if response to stress contributes to IBS, reducing auto-
nomic stress responses by relaxation will reduce symptoms,
induce a feeling of well-being and increased confidence, which
will allow IBS sufferers to feel more able to control the condi-
tion. Relaxation can be taught using audio tapes and there
are many readily available that patients with IBS can
access.3,11

More complex psychological interventions include biofeed-
back, cognitive behavioural therapy, dynamic psychotherapy
and hypnotherapy. These are usually initiated for people with
moderate or severe symptoms who have not responded to
other management programme and who do not respond to
pharmacological treatments after 12 months, but develop a
continuing symptom profile (described as refractory IBS).
These therapies are effective but time consuming to provide,

require specialist input and currently availability varies widely
across the UK.

Complementary and alternative therapies
The use of reflexology and acupuncture should not be encour-
aged for the treatment of IBS. The review evidence suggests
that some herbal preparations may be clinically effective in peo-
ple with IBS and are well tolerated; however, it is believed there
were too many uncertainties regarding type and dose of herbal
medicines to make a recommendation for practice.

Conclusion
Confirming the diagnosis of IBS is crucial and should be con-
sidered in patients reporting the symptoms of abdominal pain
or discomfort, bloating and change in bowel habit for at least
six months. Simple blood tests including FBC, ESR, CRP and
anti-TTG antibody testing should be considered but radiological
tests or invasive investigations in the form of colonoscopy or
flexible sigmoidoscopy are not necessary to make the diagnosis.
Faecal calprotectin can be used to distinguish IBS from IBD,
bearing in mind that this test does not exclude neoplasia.

Diet needs to be given due consideration at all stages of
management. Fibre, fructans or resistant starch could cause
worsening of symptoms and are generally avoided. It is worth
considering the advice of a dietician regarding the FODMAP diet.
The positive psychological effect of exercise may be important. 

First-line pharmacological interventions, which include lax-
atives, prucalopride, linaclotide, antispasmodics, antimotility
agents and bile-salt chelating agents, can be tried based on
sympton profile. Complementary and alternative therapies
should not be encouraged. 

In refractory IBS relaxation therapy, which includes biofeed-
back, cognitive behavioural therapy, dynamic psychotherapy
and hypnotherapy has been found to be effective. TCAs and
SSRIs have found to be useful as a second-line pharmacological
therapy. 
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For each section, one of the statements is false – which is it?

1. In the diagnosis of IBS:

a. the presence of bloating in women is a red flag

b. any of the characteristic symptoms should have been present
for at least six months

c. the hydrogen breath test is not necessary in individuals who
meet the diagnostic criteria

d. the site of pain can be anywhere in the gut

2. When considering the dietary management of IBS, the fol-
lowing should be taken into account:

a. avoidance of long gaps between meals

b. exclusion of wheat products

c. the possible role of FODMAPs in provoking symptoms

d. an adequate therapeutic trial of a probiotic should last at
least four weeks

3. In the pharmacological management of IBS:

a. people with IBS should be actively discouraged from taking
lactulose

b. the dose of laxative should be titrated according to stool con-
sistency

c. prucalopride primarily acts by promoting water retention in
the large bowel

d. linaclotide is licensed for the symptomatic treatment of mod-
erate-to-severe IBS with constipation in adults

4. Of the drugs used to treat IBS:

a. loperamide should be the first choice of antimotility agent for
diarrhoea in people with IBS

b. colesevelam may be better tolerated than cholestyramine

c. mebeverine has been shown to  reduce pain in patients with
IBS when taken 30–45 minutes before a meal

d. some patients favour peppermint oil because they prefer
‘natural’ remedies rather than ‘drugs’

5. When prescribing an antidepressant to treat IBS:

a. treatment should be initiated at a low dose taken at night

b. the optimal dose of amitriptyline is likely to be 75mg daily

c. patients should be followed up after four weeks and then at
6–12 monthly intervals thereafter

d. an SSRI should be considered only when a tricyclic has been
shown to be ineffective

6. Which one of the following statements about the non-
pharmacological management of IBS is false?

a. cognitive behavioural therapy is usually initiated for people
with refractory IBS

b. reflexology and acupuncture should not be encouraged

c. people with low activity levels should be given brief advice
and counselling to encourage them to increase their activity
levels

d. patients with IBS should be taught relaxation by a trained
therapist

CPD: Management of IBS
Answer these questions online at Prescriber.co.uk and receive a 
certificate of completion for your CPD portfolio. Utilise the 
Learning into Practice form to record how your learning has 
contributed to your professional development.
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