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Irritable bowel syndrome – 
diagnosis and management 
ThoMAs Broe, COMMUNITY PHARMACIST

I
rritable bowel syndrome (IBS) is a chronic relapsing and 
remitting functional disorder of the gastrointestinal 
(GI) tract.1 It is characterised by symptoms of recurrent 
abdominal pain or discomfort directly associated with 
disturbances in defecation which are not explained by 

structural abnormalities.2 While the symptoms are frequent 
the GI tract does not become damaged.3 Spiller notes that IBS 
diagnosis rarely needs to be revised and no evidence exists 
that it leads to more serious GI diseases.4 It has recognised links 
with absenteeism and can be very disruptive to a patient’s well 
being and quality of life.5 

PrevAleNce
IBS has a prevalence of between 10-20%.6 Prevalence is higher 
among younger people, females and those with coexisting 
functional GI diseases, particularly dyspepsia.1 A recent meta-
analysis highlighted that patients with dyspepsia had an 
eightfold increase in the prevalence of IBS.7 Women are more 
likely to suffer from constipation predominant IBS while men 

are more likely to suffer from diarrhoea predominant IBS. 
Symptoms in women are typically more pronounced around 
the menses. Women are also more likely to seek healthcare for 
their condition.8 less than one-third of people with IBS have 
accessed healthcare to have it diagnosed.3 Diagnosis is made 
based on a broad range of symptoms which are reported 
by the patient, with the result that numerous theories have 
been put forward to explain the causes of IBS. To date, rather 
unsurprisingly the search for a unifying hypothesis has failed.9 

cAuses
Suggested causes include hypermobility, irregular intestinal 
secretion, visceral sensitivity, past infection of the gut and 
an imbalance in the gut flora.10 Patients who have had 
gastroenteritis are six times more likely to develop IBS and 
the chances are increased with the following risk factors: 
prolonged fever, young age, anxiety and depression.11 Patients 
with IBS have higher rates of depression and anxiety than 
controls without IBS, however, despite this longitudinal studies 
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have shown survival rates in the community are unaffected by 
IBS.12 Three per cent of all general practice consultations are due 
to IBS13 and it is the most common condition encountered by 
gastroenterologists.5

syMPToMs
The main symptoms of IBS reported by patients are recurrent 
abdominal pain and/or discomfort, which are simultaneously 
experienced with changes in stool frequency or form and are 
usually alleviated by defecation. Altered stool frequency can 
mean diarrhoea, constipation or a mixture of both. As Spiller 
also points out, it is the relationship of the pain/discomfort with 
the bowel function which distinguishes this condition from 
gynaecological, urinary or musculoskeletal disorders.4 Bloating 
is also a common symptom.14 As well as the GI symptoms, 
patients often experience lassitude, headache, backache, 
dysmenorrhoea and dyspareunia.4 People sometimes wrongly 
assume they have a food allergy as their symptoms often 
coincide with the consumption of a particular food.9 Often this 
is the body’s physiological response to food – induction of 
colonic contractions – and is related to the underlying cause of 
IBS and not the food type consumed.13 As mentioned earlier IBS 
often coexists with other functional GI diseases so heartburn 
can also be present.

dIAgNosIs
As no biological marker exists, a diagnosis of IBS is made on 
symptoms-based criteria. In the past IBS was considered by a 
process of exclusion by carrying out tests and when these had 
been exhausted and proved inconclusive, a diagnosis of IBS 
was made. Guidelines advocate a move away from unnecessary 
testing and encourage diagnosis through symptoms based 
criteria.14 In patients exhibiting signs of IBS testing for coeliac 
disease is advised as the symptoms overlap and studies have 
found that if 5% of those tested are coeliac then the testing is 
cost effective.12 If certain red flag symptoms are present then a 
referral for further tests is required.14 These red flag symptoms 
include:

•	unintentional	and	unexplained	weight	loss
•	rectal	bleeding
•	a	family	history	of	bowel	or	ovarian	cancer	
•	and	in	people	aged	over	60,	a	change	in	bowel	habit	lasting	

more than 6 weeks with looser and/or more frequent stools.

Table 1. criteria for diagnosis14

Abdominal pain or discomfort lasting longer than three 
months that is relieved by defecation or is associated with a 
change in stool frequency or appearance. 

And a minimum of two of the following apply:

abdominal bloating, distension, tension or hardness, 

straining, urgency or incomplete evacuation on passing 
stools, 

symptoms attenuated by eating, 

the passing of mucus

The symptoms must also have first presented at least six 
months beforehand.

clAssIfIcATIoN
IBS can be classified according to the predominant bowel 
habit15 as shown in Table 2 and this in turn can affect treatment. 
For around a third of patients their bowel habit changes from 
one sub-type to another over months or years.4

Table 2. Predominant stool type

IBS-constipation
≥ 25% hard or lumpy
<25% loose or watery

IBS-diarrhoea
≥ 25% loose or watery
< 25% hard or lumpy

IBS-mixed pattern
≥ 25% hard or lumpy
≥ 25% loose or watery

IBS-unspecified
<25% hard or lumpy
<25% loose or watery

TreATMeNT
As no gold standard exists for the treatment of IBS, treatments 
tend to focus on lessening symptoms and not actually 
curing the conditions (Sainsbury).1 IBS is well cited as being 
particularly susceptible to placebo and this presents difficulties 
when conducting trials.5 A meta-analysis showed a pooled 
placebo response rate of almost 40%.10 

lIfesTyle ANd dIeT
There are many simple steps patients can take surrounding 
their own diet and lifestyle which may improve their condition 
and lessen the extent of symptoms. National Institute for 
Health and Clinical Excellence (NICE) guidelines recommend 
the following:14

•	 Drink at least eight cups of fluid (preferably non-caffeinated)
•	 Make time for leisure and relaxation
•	 Assess the patient’s fibre intake with a view to regulating 

it depending on the predominant stool type. For instance 
in diarrhoea predominant IBS (D-IBS) the consumption 
of insoluble fibre such as bran should be reduced. If 
constipation is a problem soluble fibres need to be increased 
and these include oats and supplements such as ispaghula 
powder.

•	 limit to three per day the number of cups of caffeinated 
products like tea or coffee 

•	 Cut down on alcohol and carbonated drinks
•	 limit the amount of resistant starch (found in processed 

meals) eaten as it is reaches the colon undigested
•	 Eat no more than three portions of fruit each day 
•	 Wind and bloating can be alleviated by increasing intake of 

oats, by having an oats-based breakfast cereal, and taking up 
to one tablespoon of linseeds per day.

fIrsT-lINe TherAPIes14

As well as the dietary and lifestyle options mentioned above, 
available pharmacological therapies include:
•	 antispasmodics (including peppermint oil) have been found 

to reduce abdominal pain
•	 loperamide should be used to reduce stool frequency but 

may not improve other symptoms 
•	 laxatives should be offered to patients with the exception 

of lactulose. Depending on the frequency and form of the 
stools, the patient should be advised how to tailor their 
doses of laxatives and the anti-diarrhoeal drug loperamide, 
to achieve soft well-formed stools.

secoNd-lINe TherAPIes14

Anti-depressants can be prescribed to help alleviate the 
abdominal pain. Tricyclic anti-depressants should be tried first 
and if proven ineffective then selective serotonin reuptake 
inhibitors (SSRIs) should be considered.

ProBIoTIcs
As the intestinal fauna of IBS patients is often altered, it is 
thought that this bacterium in the gut may have a role in the 
cause of the disease16 and that probiotics may be of clinical use 
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but how they exert benefit is still unknown.17

The World Health Organization defines probiotics as ‘live 
organisms which when administered in adequate amounts 
confer a health benefit on the host’.17

A recent meta-analysis found that probiotics seem to be 
effective with a number needed to treat of four to improve 
or cure one patient’s IBS symptoms. They have a very good 
safety profile.16 They were found to lessen abdominal pain, 
bloating and flatulence. Uncertainty still remains with regard 
to the most efficacious species and strain. NICE guidelines 
recommend that probiotics be stopped after four weeks if no 
improvement is seen.14

In patients with gastro-oesophageal reflux disease (GORD) 
demonstrating IBS like symptoms it has been found that proton 
pump inhibitors (PPIs) can improve these.18

develoPMeNTs ANd lATesT reseArch
The European Medicines Agency (EMA) recently granted 
approval to Constella, which contains linaclotide and is 
indicated for the symptomatic treatment of moderate to severe 
IBS-C in adults.19 It reduces visceral pain and constipation with 
diarrhoea being the most common side effect.

The Cork longitudinal IBS Study (Colonist) is a five year 
longitudinal study aimed at charting the phenotype, immune 
profile, dietary intake and composition of the human intestinal 
micro biota of over 500 IBS sufferers and compare this to the 
micro biota in healthy subjects.20 

A further study also conducted by researchers at University 
College Cork found that IBS increases the risk of miscarriage 
and ectopic pregnancy.21

coNclusIoN
Diagnosis can often be difficult, and despite symptoms based 
criteria existing, may only happen after the patient has gone 
through an extensive list of unnecessary tests. Treatment 
of IBS is aimed solely at the relief of symptoms and while 
treatment algorithms exist, it is very much up to the patient 
how they choose to manage their condition as dietary advice 
can be observed and many of the first-line pharmacological 
treatments are available over the counter. 

Aside from pharmacological treatments dietary supplements 
such as linseed, which can help with the bloating experienced 
with IBS, can be bought in most pharmacies today. 

As highlighted earlier in the article, not everyone with the 
condition seeks medical treatment and are as such self-
diagnosed or unaware that their symptoms have a medical 
diagnosis. The practice nurse potentially has access to this 
patient group, and can continue to support self-care; and 
when red flag symptoms present suggest the patient seeks 
the GP’s advice. For those patients with a clinical diagnosis of 
IBS, it is important as with any new medical information, to be 
supportive following diagnosis. It is more likely that this group 
will be better educated as to how to manage their condition.
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