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IBS: What Pharmacists need to Know

Irritable Bowel Syndrome

Irritable bowel syndrome (IBS) is quite common with as many as 1 in 5 people affected. It is twice as 
common in women as men and happens most often to people in their 20s and 30s.

IBS is a disorder of the gut 
whereby the function of the gut 
is disturbed. However there 
are no physical or structural 
abnormalities. It causes a variety  
of symptoms, which are discussed 
in further detail below. It usually 

young adults.

Symptoms of IBS include loose, 
frequent stools, constipation, 
bloating, and abdominal pain 
and cramps. Patients may notice 
symptoms following the intake of 

such as stool consistency or pain 
location, change over time. Patients 
may also present with headache, 
lethargy, nausea, bladder 
symptoms or faecal incontinence.

According to Theresa Lowry 
Lehnen, Clinical Nurse Specialist, 
RNP and Associate Lecturer 
at IT Carlow and PRO of the 
Irish General Practice Nurses 
Association, the causes and 
pathophysiology of IBS is complex 
and remains poorly understood. 
Irish Pharmacy News spoke to 
her about the reasons for this and 
current management and  
treatment options available to 
community pharmacists.

“Theories include combinations 
of gut-brain axis problems, gut 
motility disorders, pain sensitivity, 
infections including small 
intestinal bacterial overgrowth, 
neurotransmitters, genetic factors, 
and food sensitivity,” she explains. 

“Onset may be triggered by an 
intestinal infection or stressful 
life event. It is thought that a 
number of factors may contribute 
to development of the disorder. 
Genetic predisposition and 
environmental interactions, such 
as familial susceptibility and 
psychosocial stressors, have been 
implicated in the multifactorial 
pathogenesis of IBS.

“Diet and stress have been 
proposed as contributing 
factors to this heterogeneous 
disorder. Because stress has 

in the development of IBS, the 
major components of the stress 
response system, the autonomic 
nervous system (ANS) and the 
hypothalamic-pituitary-adrenal 
(HPA) axis, have been the subject 
of numerous investigations of IBS. 

“IBS is commonly associated with 
other functional, somatoform and 
mental disorders. In over 20% of 
cases, there is an overlap of IBS 
with functional GI disorders of 
the upper GI system particularly 
functional dyspepsia and 

and of the lower GI system such 
as diarrhoea, incontinence, pelvic 

Psychiatric comorbidities are 
present in approximately 50% 
of IBS patients and include 
depressive symptoms, anxiety and 
eating disorders.”

Diagnosis

IBS has been categorised as a 
functional bowel disorder i.e., it is 
not associated with any structural 
or biochemical abnormalities in 

or imaging tests can diagnose 
irritable bowel syndrome. The 
Rome criteria is used to diagnose 
IBS when the presence of organic 
disease such as IBD, colon  
cancer, and coeliac disease have 
been excluded.1, 2

Theresa continues, “The Rome III 

served as the symptom-based, 
diagnostic criteria for IBS since its 
release in 2006 and subtypes IBS 
patients based on predominant 
stool pattern: constipation (IBS-C), 
diarrhoea (IBS-D), mixed (IBS-M) 
or unsubtyped (IBS-U). Rome III 

onset greater than six months 
and recurrence at least three 
days per month during the last 
three months. Diagnostic criteria 
required abdominal discomfort or 
pain to be associated with two or 
more of the following: improvement 
with defecation, onset associated 
with change in the form of stool, or 
onset associated with a change in 
the frequency of stool. 

“In early 2016 the Rome 
Foundation released Rome IV, an 

 
for conceptualizing and diagnosing 
functional gastrointestinal 

disorders.1

of IBS maintains symptom 
chronicity greater than six months 
and current activity present within 
the prior three months, however, 
symptom frequency has been 
changed to at least one day per 
week from at least three days 
per month. Pain related to bowel 
movements is required, rather 
than just improving with bowel 
movements, because, in some 
cases, pain can worsen after 
bowel movements. The “onset” 
of abdominal pain has been 
eliminated from the association of 
pain with changes in stool. 

“The term “Discomfort” was 
eliminated from the criteria 

 
has different meanings in  
different languages.”

How to Diagnose?

In turning to the diagnosis of 
IBS, Theresa says, “To make 
an accurate diagnosis of IBS, 
it is generally recommended to 
incorporate Rome IV Criteria along 
with the patient history including 
dietary questions, physical 
examination including abdominal 
and anorectal examination, 
laboratory tests such as full 
blood count, C-reactive protein 
or erythrocyte sedimentation rate 
(ESR), possible coeliac disease 
serology, and when indicated 
a colonoscopy and/or upper 
gastrointestinal endoscopy and 
other tests. 

“An abdominal X-ray can be 
considered to rule out faecal 
loading if constipation is the 
predominant symptom. When 
Rome IV criteria are present and 
alarm features are absent, only 
a limited number of laboratory 
tests are recommended without 
the need to perform invasive 
investigations.10 

“Patients may have IBS-type 
symptoms for many years without 
presenting to medical care, often 
self-managing their symptoms 
without medical input, and some 
may never consult. Nevertheless, 
lower gastrointestinal symptoms 
frequently prompt people 
to present to primary care, 
accounting for approximately 1 in 
12 of all consultations.11 

“It is important to question patients 
about dietary and medication 
changes, life stressors and 
support networks, as part of the 
diagnostic assessment. Alternative 
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diagnoses that should be 
considered when patients present 
with IBS symptomatology include 
coeliac disease, microscopic 

disease including Crohn’s disease 
and ulcerative colitis, bile acid 
malabsorption, colorectal cancer, 
and dyssynergic defecation.3 Once 
a diagnosis of IBS has been made, 
the general practitioner should 
endeavour to follow-up with the 
patient within the next 2 months to 
ensure symptoms are not getting 
progressively worse, which may 
be indicative of a more sinister 
underlying disease process.11

The British Society of 
Gastroenterology new guidelines 
on the management of irritable 
bowel syndrome (2021) are 
available at: https://gut.bmj.com/
content/70/7/1214. The aim of the 
guideline, commissioned by the 
BSG, is to review and summarise 
the current evidence to inform 
and guide clinical practice, by 
providing a practical framework for 
evidence-based management  
of patients.11

Treatment

Theresa says that while there is no 
known cure for IBS, treatment is 
focused on symptom control,  
in order to improve quality of life, 
with a combination of lifestyle  
and dietary advice and the use  
of pharmacological therapies  
often required.

She adds, “Pharmacological 
management including laxatives, 
antidiarrhoeals and certain 
antispasmodics is centred on 
treatments that alleviate symptoms 

of IBS, but which are not 

“Education and reassurance is 
an important aspect of patient 
care and treatment, explaining the 
natural history of the disease and 
providing reassurance that it is a 
benign condition. It is important 
to build up a good rapport with 
the patient, including them in the 
decision making process and 
ensuring their voice and concerns 
are heard as well as validating  
their symptoms. 

“Management of IBS involves 
an integrated approach and 
treatment options include 
establishment of an effective 
patient-provider relationship, 
education, reassurance, nutritional 
interventions, pharmacological 
and psychological therapy.2, 5.9, 10 
The clinician patient relationship, 
continuity of care, empathy, 
including acknowledgement of 
the impact of symptoms on daily 
life, a shared understanding 
of IBS and shared decision-
making can assist in providing 
appropriate education, signposting 
to reputable online information or 
peer support, reassurance, advice 
and management options. 

“There should be a realistic 
discussion concerning the 
limitations of all available 
treatments for IBS to manage 
expectations. It is important 
to stress that cure is unlikely, 
but substantial improvement in 
symptoms, social functioning and 
quality of life is achievable.11 

Pharmacological Therapy

The choice of pharmacological 
therapy depends on the nature  
and severity of IBS symptoms, 
shares Theresa. 

“Many drug treatments options 
for IBS are available over the 
counter. Antispasmodics are 
among the most frequently used 
over-the-counter treatments for 
IBS, and can be broadly divided 
into antimuscarinics and smooth 
muscle relaxants. Antimuscarinics, 
including dicycloverine, 
propantheline, otilonium bromide 
and hyoscine butylbromide reduce 
intestinal motility, whereas alverine 
and mebeverine are direct-
acting intestinal smooth muscle 
relaxants.11 Butylscopolamine, 
due to its ability to antagonize 
the binding of acetylcholine to 

the muscarinic receptor at the 
neuromuscular junction, leads 
to smooth muscle relaxation, 
however, due to anti-muscarinic 
adverse effects such as 
constipation, it should not be used 
in patients with IBS-C.10 

“Mebeverine, a spasmolytic 
without atropine-like side effects, 

pain and reduction in daily 
defecation frequency, as well as 
an improvement in well-being, 
with good tolerability with minor 
complications. Peppermint oil 
inhibits smooth muscle contraction 
through calcium channel blockade 
and has been proven to reduce 
IBS symptoms, being a safe 
and effective treatment for IBS. 
Antispasmodics are thought to 
improve symptoms of abdominal 
pain and have been shown 
to provide short-term relief of 
symptoms.5, 10

“Osmotic laxatives such as 
polyethylene glycol are often 
recommended to improve 
constipation for those with IBS-C, 
however, they have not been 
shown to improve abdominal pain 
or bloating. Stimulant laxatives 
may also be used. Lactulose is 
not recommended, as it increases 
gas production, causes bloating 
and can exacerbate symptoms.2 
Patients who have not responded 
to laxatives from the different 
classes and who have constipation 
for at least 12 months can be 
treated with linaclotine, however, 
caution must be taken due to 

electrolyte imbalance. Linaclotine is 
contraindicated in GI obstruction- 

5 

“Loperamide hydrochloride is the 

drug for relief of diarrhoea due 
to its action on opioid receptors 
in the GI tract, and because it 
does not readily cross the blood 
brain barrier. It inhibits peristalsis, 
prolongs gut transit and reduces 
faecal volume. As constipation 
is an adverse effect, it should be 
used with caution for patients with 
IBS-M. Patients with IBS should be 
advised how to adjust their dose 
of laxative or anti-motility drug 
according to stool consistency 
with the aim of achieving a soft, 
well-formed stool.2, 5

“A low dose tricyclic 
antidepressant (TCA) such 
as amitriptyline hydrochloride 
(unlicensed indication) can be used 
for abdominal pain or discomfort 
as a second line option in patients 
who have not responded to 
antispasmodics, anti-motility 
medications or laxatives. They 
should be commenced at a low 
dose e.g., 10 mg amitriptyline 
once a day and titrated slowly to 

a maximum of 30–50 mg once a 
day.11 An SSRI may be considered 
in those who do not respond to a 
tricyclic antidepressant. As with 
tricyclic antidepressants, they can 
be initiated in primary or secondary 
care, but careful explanation as 
to the rationale for their use is 
required, and patients should be 
counselled about their side-

5, 9, 11 Psychological 
interventions can be offered to 
patients who have no relief of  
IBS symptoms after 12 months 
of drug treatments. There is good 
evidence that psychological 
treatments directed against IBS 
symptoms, especially cognitive 
behavioural therapy (CBT), and 
hypnotherapy, are helpful for 
many patients’ symptoms, but 
unfortunately these are not always 
readily accessible.5, 11

“Diet and lifestyle changes are 
important for effective  
self-management of IBS.  
First-line dietary advice should be 
offered to all patients with IBS. 
Patients should be encouraged 
to increase physical activity, with 
recommended guidelines of 30 

and advised to eat regularly 
without missing or leaving long 
gaps between meals. Dietary 
advice should also include limiting 
fresh fruit consumption to no more 
than three portions per day. The 

should be reviewed.”

A growing focus of clinical 
research has been to improve IBS 
symptomatology through dietary 

Parallel to the focus on dietary 

alter the intestinal microbiota. 
Undigested food is used by 
intestinal microbes (GI microbiota) 
upon entering the intestine, and 
microbiota play a major role in 
gastrointestinal processes and 
overall health.8 

New Therapies

Efforts in identifying the different 
pathophysiological mechanisms 
involved in symptom generation 
have allowed the development 
of new symptom-based and 
target therapies. New insights 
and ongoing research into trials 
of novel treatments, including 
pharmacological, dietary and 
behavioural therapies, device-
based treatments and faecal 
microbiota transplantation will 
hopefully bring a better quality of 
life to patients with IBS, as they 
contribute to a new understanding 
of this syndrome.
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