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IRRITABLE BOWEL SYNDROME
Irritable bowel syndrome (IBS) is characterised by abdominal pain or discomfort and 
abnormal bowel habit in the absence of organic disease
The diagnosis of IBS is based on the presence of characteristic symptoms and the exclusion 
of organic disease 
All patients with IBS should be given dietary and lifestyle advice 
The need for pharmacotherapy should be determined by the patient’s symptoms and the 
availability of medicines with proven efficacy for these symptoms

INTRODUCTION
Irritable bowel syndrome (IBS) is the most commonly diagnosed gastrointestinal (GI) condition and the most 
common reason for referral to gastroenterology clinics.1-5 It is defined as a functional disorder of the GI tract which 
is characterised by abdominal pain or discomfort, associated with abnormal bowel habit, in the absence of 
any organic disease (biochemical or structural) to cause these symptoms.1,2 The prevalence varies according 
to country and the criteria used for diagnosis. However it is estimated to affect 10 to 20% of the general population 
and is twice as common in women compared with men.1,2,5,6 The age distribution of IBS is broad; it is estimated that 
40% of patients are aged between 35 and 50 years and that symptoms begin before the age of 35 years in 50% of 
patients.7 IBS can be categorised into various subtypes based on the predominant symptom including: diarrhoea 
predominant IBS (IBS-D), constipation predominant IBS (IBS-C), mixed type with diarrhoea and constipation IBS 
(IBS-M) and un-subtyped IBS.1,7-9 
IBS in most patients is an episodic chronic relapsing disease, which is often a life-long disorder,1,4 although up to 50% 
of patients may never seek medical advice.10 The majority of patients with IBS are managed within primary care.2,4,10 
In the more severely affected patients IBS is associated with a significant reduction in health-related quality of 
life, work productivity and increased costs to the individual patient and society.1,2,4,11 Multiple co-morbidities 
are associated with IBS including somatic pain syndromes (fibromyalgia, chronic fatigue syndrome and chronic pelvic 
pain), other GI (gastro-oeophageal reflux disease and dyspepsia) and psychiatric disorders (major depression, anxiety 
and somatization).1,2,5 IBS is a stable diagnosis and once initial baseline investigations are negative, fewer than 5% of 
patients are diagnosed with an alternative organic GI disorder.12 One long-term follow-up study of patients diagnosed 
with IBS found that a third of patients became symptom free within 2 years, however in two thirds of patients their 
symptoms persisted or worsened.12 Factors associated with poorer outcomes include previous GI surgery, longer 
duration of disease, higher somatic scores and co-morbid anxiety and depression.1 
This bulletin will review the current management options for IBS. 

PATHOPHYSIOLOGY
The pathophysiology of IBS is incompletely understood and thought to be multifactorial.1-3,5,8,13 Factors that 
may contribute to IBS include genetic, abnormal GI motility, visceral hypersensitivity, low-grade mucosal inflammation, 
impaired epithelial barrier function and alterations in intestinal flora; it is not known how these factors interact with 
each other.1-3,5,8,13-15 
There is evidence to suggest that there is a role for genetics in IBS;3,5,11,13,16 some studies have shown that concordance 
of IBS is twice as great in monozygotic compared with dizygotic twins.3 An association between IBS and psychological 
factors such as stress has also been described for many years.1,3,8,11 
Intestinal inflammation and the microbiome are emerging factors in IBS pathogenesis.13 An increased prevalence of 
IBS symptoms is seen in inflammatory conditions such as post-severe acute gastroenteritis or in inflammatory bowel 
disease (IBD) and in association with coeliac disease.1 Gastroenteritis is a common trigger for IBS,1-3,5,11 even 
though only up to 30% of patients with acute gastroenteritis develop IBS;13 risk factors for post-infectious IBS include 
young age, gender, prolonged fever, use of antibiotics and anxiety.1,3,8,13,17 Recent studies have identified microscopic 
colitis in a sub-set of patients with IBS-D.18 There is an increased incidence of biopsy-proven coeliac disease in 
patients with IBS,1,13 however evidence for the role of gluten exposure in IBS is mixed and an association has not been 
confirmed.3,8,13 The faecal microbiota of IBS patients differ significantly from controls,3 however it is unclear whether 
this represents a cause or effect of IBS.1-3 
Many patients perceive food to be an important trigger for symptoms of IBS and identify intolerance to certain 
foods.1,3,8,13,19,20 However the contribution of true food allergies to IBS is small.1 Increasingly, foods high in fermentable 
oligosaccharides, disaccharides, monosaccharides and polyols (FODMAPs) have been identified as exacerbating IBS 
symptoms (FODMAPs - are described in a later section).8,19 The mechanism as to how FODMAPs cause IBS symptoms 
is uncertain.1,8,19 FODMAPs lead to increases in small intestinal and colonic water secretion and fermentation, which 
cause increased production of short-chain fatty acids and gas,1,8,19 however they do not cause symptoms in healthy 
adults.1 
Neurotransmitters such as serotonin are involved in regulating and modulating intestinal transit through serotonin type 
3 (5-HT3) and 4 (5-HT4) receptors.13 Serotonin is associated with increased acetylcholine release from autonomic and 
enteric nerve endings resulting in increased gut motility and secretion.21 Postprandial serum serotonin levels have 
been shown to be decreased in IBS-C and increased in IBS-D.5,14 

DIAGNOSIS
Assessment for IBS should be considered in patients presenting with abdominal pain or discomfort, bloating and a 
change in bowel habit.6 The diagnosis of IBS is based on the presence of characteristic symptoms (Table 1) and the 
exclusion of organic disease. 



Table 1: Features of Irritable Bowel Syndrome1,2,6

Typical Features of IBS
Loose/frequent stools
Constipation
Bloating
Abdominal cramping, discomfort or pain
Symptoms brought on by food intake/specific food sensitivities
Symptoms change over time (change in pain location, change in stool pattern)

Initial assessment should include a detailed medical history and examination.3 The history should include evaluation for 
a temporal association with medications or food as symptom triggers and a recent history of travel or GI infections.13 
It is important to exclude organic disease such as IBD, coeliac disease and colon cancer.1 
The diagnosis of IBS is not confirmed by a specific test or biomarker; it is made using criteria based on clinical 
symptoms.10,11 There are a number of diagnostic criteria used in clinical research, of which the “Rome III criteria” 
is the most widely accepted by gastroenterologists and includes information on the different subsets of patients with 
IBS (see Table 2).2,3,7,10,11

Table 2: Rome III Criteria for Irritable Bowel Syndrome1,7 
Rome III Criteria* for Irritable Bowel Syndrome with Subtypes

Recurrent abdominal pain or discomfort** at least 3 days per month in the last 3 months associated with 2 or more of the following:
• Improvement with defecation
• Onset associated with a change in frequency of stool
• Onset associated with a change in form (appearance) of stool

Subtypes of IBS***
• IBS with constipation – hard or lumpy stools ≥25% and loose or watery stools <25% of bowel movements
• IBS with diarrhoea – loose or watery stools ≥25% and hard or lumpy <25% of bowel movements
• Mixed IBS – hard or lumpy stools ≥25% and loose or watery stools ≥25% of bowel movements
• Un-subtyped IBS – insufficient abnormality of stool consistency to meet the criteria for IBS-C, D or M

*each criterion present for the last 3 months, with symptoms onset at least 6 months before diagnosis, ** defined as an uncomfortable 
sensation not described as pain, *** determined by the predominant stool pattern present in a patient
The Bristol Stool Chart is a validated instrument that may be useful in establishing the consistency of a 
patient’s stool;1,6 it ranges from a score of 1 (hard and lumpy stool) to 7 (entirely liquid).1 The Bristol Stool Chart is 
available on http://www.continence.org.au/pages/bristol-stool-chart.html
Investigations: In patients who meet the diagnostic criteria for IBS a full blood count, ESR, C-reactive protein and 
antibody testing for coeliac disease (endomysial antibodies [EMA] or tissue transglutaminase [TTG]) should be 
undertaken to exclude other diseases.2,3,6 Additional investigations should be undertaken in patients with “alarm” 
symptoms as shown in Table 3.
There is some evidence to suggest that faecal calprotectin (an assay for intestinal inflammation) may be effective in 
identifying IBD.1 Stool examination for ova and parasites is only required for patients living in developing countries 
or in those who had visited these areas recently.3 The measurement of CA125 should be considered for women 
with symptoms suggestive of ovarian cancer.6 Colonoscopy should be considered to exclude organic disease,10,11 
in patients <50 years who present with alarm signals (see Table 3) and patients with onset of IBS symptoms at >50 
years of age.3,6,13 In the follow-up of patients with IBS the emergence of any alarm symptoms should prompt 
further investigation and/or referral to secondary care.6 
Table 3: Possible indicators for organic disease in patients with IBS symptoms1-3,6

Symptom onset > 50 years
Severe or progressively worsening symptoms
Unintentional and unexplained weight loss
Nocturnal symptoms
Recent significant travel history
Rectal bleeding or melaena
Abdominal mass +/- abnormal rectal examination
Family history of organic gastrointestinal diseases, including colon cancer, inflammatory bowel disease, ovarian cancer and coeliac 
disease
Abnormal laboratory tests including anaemia, ↑ white cell count and ↑ inflammatory markers

MANAGEMENT
Due to the heterogeneity of IBS and the presenting symptoms, there is no standard treatment for IBS and treatment 
strategies are based on the nature, type and severity of symptoms.3,10 Treatment options include dietary and lifestyle 
modifications, as well as pharmacological and psychological therapies.9 A good doctor-patient relationship plays 
an important role in the management of IBS patients and is associated with improved outcomes including quality of 
life.1,2,9,11 Patients should be informed that the nature of the disease is chronic and benign and they should be educated 
on how to deal with and control the symptoms of the disease.1,3,6 

Non-Pharmacological Management
During the last 5 years, lifestyle and dietary interventions have become an increasingly important first-line treatment option.1 
Exercise: Physically active people move their bowels more frequently and have more rapid colon transit than sedentary 
people.1 Evidence suggests that structured exercise leads to an improvement in IBS symptoms,1,5,11,13 therefore patients 
should be advised to increase their exercise activity (e.g. to take a 20 minute walk every day).1,3 
Diet: Although true food allergies are uncommon in IBS and food per se does not cause IBS, food intolerances or 
sensitivities are frequently reported in patients with IBS.1,3 It may be helpful for patients to identify foods that trigger 
their symptoms; however it is also important that patients eat a balanced, healthy diet.2. The recent UK National 
Institute for Health and Care Excellence (NICE) guidelines recommend that patients with IBS should be given advice 
regarding their diet as summarised in Table 4.6 



Table 4: Dietary advice for patients with IBS6

• Have regular meals and take time to eat
• Avoid missing meals or leaving long gaps between eating
• Drink at least 8 cups of fluid per day, especially water or other non-caffeinated drinks (e.g. herbal teas)
• Restrict tea and coffee to 3 cups per day
• Reduce intake of alcohol and fizzy drinks
• It may be helpful to limit intake of high-fibre food (e.g. wholemeal or high-fibre flour and breads, cereals high in bran and 

whole grains such as brown rice)
• Reduce intake of “resistant starch” (starch that resists digestion in the small intestine and reaches the colon intact) which is 

often found in processed foods
• Limit fresh fruit to 3 portions per day
• People with diarrhoea should avoid sorbitol, an artificial sweetener found in sugar-free sweets (including chewing gum) and 

drinks and in some diabetic and slimming products
• People with wind and bloating may find it helpful to eat oats (e.g. oat-based breakfast cereal or porridge) and linseeds (up to 1 

tablespoon per day)

There is some evidence to show that a low FODMAP diet may be effective in reducing IBS symptoms,1,8,19 however 
the long-term effects of this type of diet are unknown and its place in the management of IBS has not been fully 
established.1,5,19 Table 5 gives examples of high and low FODMAP foods.19 
Table 5: Examples of high and low FODMAP foods19

Food type High FODMAP Low FODMAP
Fruit Apple, pear, peach, mango, watermelon, tinned fruit in juice Banana, blueberry, grapefruit, grape, honeydew 

melon, orange, raspberry, strawberry
Vegetables Artichoke, asparagus, beetroot, broccoli, cabbage, cauliflower, 

fennel, garlic, leeks, onions, peas
Carrot, green beans, lettuce, chives, parsnip, 
pumpkin, green parts of spring onion, tomato

Grains Wheat, rye Gluten-free cereal grains
Legumes Chickpeas, lentils, red kidney beans, baked beans
Dairy Cow’s and goat’s milk, ice-cream, yoghurt, soft cheese Lactose-free milk, hard cheese, camembert, butter
Sweeteners Honey, fructose, sorbitol, mannitol, xylitol, maltitol, isomalt Sucrose, glucose, maple syrup, golden syrup

NICE recommends that a low FODMAP diet may be considered if a patient’s IBS symptoms persist following general 
lifestyle and dietary modifications; however advice on a FODMAP diet should only be given by a healthcare 
professional with expertise in dietary management.5 There have also been a number of studies that have evaluated 
the effect of a gluten-free diet on IBS symptoms and while some studies have shown an improvement in IBS symptoms, 
further studies are required.1,8 
Fibre supplements: There are conflicting views on the efficacy of fibre supplements in IBS and use should depend on 
the presenting symptoms.5,6 Fibre supplements have been found to be useful in patients with IBS-C; overall they result 
in a decrease in global IBS symptoms and constipation.5 Foods which are high in soluble fibre (e.g. oats) are preferred 
to those with insoluble fibre (e.g. bran), which should be avoided in patients with IBS.1,6,11 Advantages of using fibre 
supplements for treating IBS include low cost, long-term experience with use and generally a mild adverse effect profile.9 
Probiotics: The association of IBS with infectious diarrhoea provides a rationale for the use of probiotics.3 The possible 
mechanism of probiotic therapy is the promotion of the endogenous defence barrier of the gut.3 There have been some 
studies which support the use of various probiotics (e.g. Bifidobacteria, Lactobillus and Saccharomyces) in IBS,1-3,13 
however the probiotics used in the studies varied in terms of species, strain and dose and further studies are 
required to determine which probiotic would be of greatest benefit for long-term use in IBS.1,11,14 The use of 
prebiotics, which are non-digestible fermentable foods that selectively stimulate the growth of bacteria in the gut (e.g. 
galacto-oligosaccharide) are emerging as possible dietary treatment options for IBS.11,14 
Psychological therapies including cognitive behavioural therapy, hypnotherapy and psychotherapy have been found to 
be effective as alternative or adjunctive therapy for IBS patients.1,13,14,21 NICE recommends that these therapies should 
be considered for IBS patients who do not respond to pharmacological therapy after 12 months.6 Adoption of these 
therapies is not widespread for various reasons including a lack of therapists with an interest in IBS.1 
Alternative therapies such as acupuncture, homeopathy and herbal remedies are used by many patients with IBS, 
with varying benefits reported.1 There is insufficient evidence however to recommend these forms of therapy.1,6,9 

Pharmacological Management
The decision about which pharmacological therapy to use can be a major therapeutic challenge and should be based 
on the nature and severity of the symptoms in the individual patient.6,9 It is unlikely that all patients with IBS will respond 
in the same way to an individual medicine.6 
Many of the medicines used for IBS are not specifically authorised for IBS (e.g. laxatives, anti-diarrhoeals and 
certain antispasmodics) but are authorised for IBS symptoms. Table 6 summarises the pharmacological therapies 
used for symptoms that present in IBS.
Laxatives should be considered for the treatment of constipation in patients with IBS-C.1,2,11,14 A recent NICE review 
found that while laxatives (osmotic and stimulant laxatives) may improve constipation in patients, much of the evidence 
is based on clinical studies which were designed to treat symptoms of constipation in a population of patients who 
may not have had a confirmed diagnosis of IBS.6 Osmotic laxatives (e.g. polyethylene glycol/macrogol) are frequently 
recommended as first-line pharmacological therapy for IBS-C.1,6 Laxatives improve stool consistency but do not 
improve abdominal pain.1,2,14 Patients should be discouraged from taking lactulose which is associated with gaseous 
bloating.6 
Anti-motility agents such as loperamide (which inhibits peristalsis, prolongs gut transit and reduces faecal volume) are 
frequently used for patients with IBS-D,6,9 although not all formulations are specifically authorised for IBS. Loperamide 
improves diarrhoea but there is no evidence of improvement in abdominal pain/discomfort.1,2,6,14,30 Onset of 
efficacy in clinical trials was apparent at week 3 but full benefit may not occur until week 5 of treatment.9 Anti-diarrhoeals 
may be used prophylactically as needed, such as before leaving the house, before a meal or before a stressful event 
(unauthorised indication).11,14 Adverse effects include constipation.3 The advantages of loperamide include low cost, ease 
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of access to patients as available over-the-counter (OTC) medicine and long experience of usage in clinical practice.9 
Antispasmodics are frequently used for IBS symptoms, and should be considered for patients with IBS in addition to 
dietary and lifestyle advice.6 They are thought to improve IBS symptoms by relaxing gut smooth muscle.1,2 They can 
be separated into 2 main categories: 1) antimuscarinics (e.g. hyoscine butylbromide) which have a spasmolytic action 
on the gastrointestinal, biliary and genito-urinary tracts, and 2) smooth muscle relaxants (e.g. alverine, mebeverine, 
peppermint oil).1,2,6,25-28 There is evidence that these agents are effective in improving abdominal pain in IBS patients;1,2,5,30 
as antispasmodics are useful in relieving postprandial pain, they may be best to use proactively approximately 30 
minutes before meals.14 

Table 6: Summary of therapies for irritable bowel syndrome symptoms*1,6,14,21-28 

Treatment Treatment Benefits Adverse Effects Include:*

Laxatives: 
• Osmotic laxatives** e.g. 

polyethylene glycol/macrogol
• Stimulant laxatives** e.g. bisacodyl 

Beneficial for constipation but not abdominal 
pain in patients with IBS-C Flatulence, nausea, diarrhoea

Abdominal pain, nausea, vomiting

Anti-motility agents: 
• Loperamide**

Beneficial for diarrhoea but not abdominal pain 
in patients with IBS-D Constipation 

Antispasmodics:
• Antimuscarinics

• Hyoscine butylbromide**
• Smooth muscle relaxants

• Mebeverine
• Alverine
• Peppermint oil

Beneficial for IBS symptoms including abdominal 
pain

Dry mouth, constipation and 
tachycardia

Allergy
Allergy, nausea, headaches
GORD, constipation 

Pro-secretory agent

• Linaclotide#

Beneficial for IBS symptoms including 
abdominal pain and constipation in patients 
with IBS-C

Diarrhoea, abdominal pain, 
flatulence, gastroenteritis, 
dizziness

Antidepressants**
• Tricyclic antidepressants

• Selective serotonin reuptake 
inhibitors

Second-line usage
Beneficial for IBS symptoms including 
abdominal pain and diarrhoea
Beneficial for IBS symptoms including 
abdominal pain and constipation

Dry mouth, dizziness, blurred 
vision, sedation, constipation
Nausea, diarrhoea, insomnia, 
headache

 *refer to the Summary of Product Characteristics for full prescribing information; **not specifically authorised for IBS; 
# - currently not marketed in Ireland; GORD – gastro-oesophageal reflux disease
Linaclotide is a prosecretory agent, which increases intestinal fluid and has been shown to be of benefit in improving 
IBS symptoms including abdominal pain and constipation in patients with IBS-C.1,6,9,14,30,31 It is authorised for 
moderate to severe IBS-C in adults,29 however currently it is not marketed in Ireland. The maximum benefit for 
stool frequency occurs within a week of treatment commencement, whereas abdominal pain and bloating may take 
up to 12 weeks to improve.1,9 Adverse effects include diarrhoea (occurs within 4 weeks of treatment and may lead to 
treatment discontinuation), flatulence and abdominal pain.1,9,30 It should be taken 30 minutes before food to reduce 
the likelihood of diarrhoea.1,9,29 Limitations to its use include lack of long-term studies.9 
Antidepressants are used as second-line treatment (unlicensed indication) options for patients with moderate to severe 
IBS; they are effective for the treatment of abdominal pain, which is independent of their antidepressant activity.1-3,5,6,14 
It is considered that antidepressants may have a dual mechanism of action in IBS; by augmenting serotonergic and/or 
norepinephrine activity in the central nervous system to modulate afferent pain sensations and by increasing serotonin 
levels in the GI tract directly.21 Tricyclic antidepressants (TCAs) have been used for many years for the treatment of IBS 
at lower doses than those used for the treatment of depression; they appear to prolong gut transit time which may be 
helpful particularly in patients with IBS-D.14 TCAs are given at bedtime,5 starting at 10mg amitriptyline (unauthorised 
use), with a gradual increase up to 30mg.1,5,6 The use of TCAs is generally reserved for selected patients due to 
the risk of adverse events including anticholinergic effects and QT interval prolongation.9 There is also some 
evidence to show that selective serotonin reuptake inhibitors (SSRIs) may be of benefit for patients with IBS.1,3,5,6,13,14 
Limitations to the use of antidepressants for IBS include unlicensed indication and a risk of adverse effects (see Table 6).
There are other medications which have been evaluated for use in IBS but which are unlicensed for this indication 
including lubiprostone1,9,14,21,30 and prucalopride.21,30 

PRACTICAL POINTS IN THE MANAGEMENT OF IBS 
Patients may require a combination of therapies to manage their symptoms in addition to dietary and lifestyle advice. 
The decision about whether or not to use pharmacological therapy in a patient with IBS depends on the nature and 
severity of the patient’s individual symptoms and should include consideration of other factors such as existing co-
morbidities. Antispasmodic agents (to be taken as required) may be considered for patients with IBS.6 Laxatives may 
be considered for patients with IBS-C (but patients should be discouraged from taking lactulose).6 Loperamide is 
recommended for patients with IBS-D.6 Patients with IBS should adjust their dose of laxative or anti-motility agent 
according to the clinical response; the aim is to achieve a soft, well-formed stool (corresponding to Bristol 
Stool Chart type 4). Antidepressants may be considered for patients as second-line treatment for IBS, however their 
adverse effects profile needs to be taken into account. 



References for Bulletin on Irritable Bowel Syndrome Vol 21 No 4 2015 
 

1. Chey W et al, Irritable bowel syndrome – a clinical review, JAMA 2015;313(9):949-
958 

2. Hussain Z, Quigley E, Irritable bowel syndrome; Forum Clinical Challenge May 
2012 downloaded from www.icgp.ie on the 31st July 2015 

3. Soares RL, Irritable bowel syndrome: a clinical review, World Journal of 
Gastroenterology 2014;20(34):12144-12160 

4. Harkness E et al, GP perspectives of irritable bowel syndrome – an accepted 
illness, but management deviates from guidelines: a qualitative study, BMC Family 
practice 2013;14:92 

5. Saha L, Irritable bowel syndrome: Pathogenesis, diagnosis, treatment, and 
evidence-based medicine, World Journal of Gastroenterology 2014;20(22):6759-
6773 

6. NICE clinical guideline 61: Irritable bowel syndrome in adults: diagnosis and 
management of irritable bowel syndrome in primary care February 2015 
downloaded from www.nice.org.uk on the 4th August 2015 

7. EMEA guideline on the evaluation of medicinal products for the treatment of irritable 
bowel syndrome, CPMP/EWP/785/97 Rev. 1, September 2014, downloaded from 
www.ema.europa.eu on the 17th August 2015 

8. Hayes P, Fraher M, Quigley E, Irritable bowel syndrome: the role of food in 
pathogenesis and management, Gastroenterology and Hepatology 2014;10(3):164-
174 

9. Trinkley K, Nahata M, Medication management of irritable bowel syndrome, 
Digestion 2014;89:253-267 

10. Hungin APS et al, Systematic review: the perceptions, diagnosis and management 
of irritable bowel syndrome in primary care – A Rome Foundation Working Team 
Report, Aliment Pharmacol Ther 2014;40:1133-1145 

11. Fukudo S et al, Evidence-based clinical practice guidelines for irritable bowel 
syndrome, J Gastroenterol 2015;50:11-30 

12. El-Serag H et al, Systematic review: natural history of irritable bowel syndrome, 
Aliment Pharmacol Ther 2004;19:861-870 

13. Sayuk G, Gyawali P, Irritable bowel syndrome: modern concepts and management 
options, American Journal of Medicine 2015;128:817-827 

14. Craig O, Quigley E, Current and emerging therapies for the management of 
functional gastrointestinal disorders, Ther Adv Chronic Dis 2011;2(2):87-99 

15. Molenberg L et al, Long-term treatment with probiotics in primary care patients with 
irritable bowel syndrome – a randomised, double-blind, placebo controlled trial, 
Scandinavian Journal of Gastroenterology 2013;48:1127-1135 

16. Waehrens R et al, Risk of irritable bowel syndrome in first-degree, second-degree 
and third-degree relatives of affected individual: a nationwide family study in 
Sweden, Gut 2015;64:215-221 

17. Kanazawa M, Fukudo, Relationship between infectious gastroenteritis and irritable 
bowel syndrome, Clin J Gastroenterol 2014;7:14-18 

18. Plavsic I et al, Diagnosis of irritable bowel syndrome: role of potential biomarkers, 
Gastroenterology Research and Practice 2015, Article ID 490183 

19. DBT, Does a low FODMAP diet help IBS? DTB August 2015;53(8):93-96 
20. Hayes P et al, A dietary survey of patients with irritable bowel syndrome, J Hum 

Nutr Diet 2014;27(Suppl 2):36-47 
21. Thomas R, Luthin D, Current and emerging treatments for irritable bowel syndrome 

with constipation and chronic idiopathic constipation: focus on prosecretory agents, 
Pharmacotherapy 2015;35(6):613-630 

22. SmPC Duphalac® available www.medicines.ie on the 25th August 2015 
23. SmPC Dulcolax® available www.hpra.ie on the 22nd September 2015 

http://www.icgp.ie/
http://www.nice.org.uk/
http://www.ema.europa.eu/
http://www.hpra.ie/


24. SmPC Imodium® available www.hpra.ie on the 25th August 2015 
25. SmPC Buscopan® available www.hpra.ie on the 25th August 2015 
26. SmPC Colofac® available www.hpra.ie on the 25th August 2015 
27. SmPC Spasmonal® available www.medicines.ie on the 25th August 2015 
28. SmPC Colpermin® available www.hpra.ie on the 25th August 2015 
29. SmPC Constella® available www.hpra.ie on the 25th August 2015 
30. Weinberg D et al, American Gastroenterological Association Institute Guideline on 

the pharmacological management of irritable bowel syndrome, Gastroenterology 
2014;147:1146-1148 

31. Johnston J, Shiff S, Quigley E, A review of the clinical efficacy of linaclotide in 
irritable bowel syndrome with constipation, Current Medical Research & Opinion 
2014;29(2):149-160 
 

http://www.hpra.ie/
http://www.hpra.ie/
http://www.hpra.ie/
http://www.medicines.ie/
http://www.hpra.ie/
http://www.hpra.ie/

