CLINICAL PEARLS

• A colonoscopy to investigate constipation-predominant

Irritable bowel syndrome (IBS) is a relatively common

IBS (IBS-C) is usually not indicated in the absence of

condition that affects 10%-15% of the adults in the United

alarm features

States. Although many patients will seek treatment from

• Patients with IBS-C who do not respond to initial

their primary care physician, IBS presents several challenges

treatment should be tested for signs of dyssynergic

in both its diagnosis and management. This CME-certified

defecation

activity, A Practical Approach to Managing IBS: Understanding

A post-infectious etiology for patients’ symptoms suggests a

and Applying the Evidence for Optimal Care, is intended to

different clinical course and prognosis

help health care providers recognize IBS and arrive at a timely,

• Between 3%-36% of patients relate the onset of their

accurate diagnosis, and develop patient-oriented treatment

symptoms to a gastrointestinal infection, usually bacterial

plans that address patients’ most troubling symptoms.

gastroenteritis

IBS can be diagnosed based on the presence of characteristic
symptoms
• The key feature of IBS in the Rome IV criteria is the
presence of recurrent abdominal pain on average at least
1 day/week in the past 3 months
• Abdominal pain must also be associated with at least 2
of the following: defecation, a change in the frequency of

• Establishing a post-infectious etiology can be
reassuring—two-thirds of these patients will have
improvement and resolution of symptoms within
6-8 years
Initial treatment for patients with mild symptoms
includes education, dietary and lifestyle modification, and
over-the-counter medications

stool, or a change in the form or appearance of stool

• Pain is minimal or mild in these patients, and their overall

Additional diagnostic testing is not indicated if the patient

quality of life and daily activities are minimally affected

meets the Rome IV diagnostic criteria in the absence of
alarm features

• A review of medications may identify possible
pharmacologic contributors to the patients’ symptoms

• Colonoscopy or additional diagnostic testing is needed to

• Loperamide, taken preventatively or before situations that

exclude organic disease in patients over age 50, those with

provoke symptoms, can be used to reduce stool frequency

severe or progressively worsening symptoms, unexplained

and improve stool consistency in patients with IBS-D;

weight loss or iron-deficiency anemia, nocturnal diarrhea,

however, loperamide will not address abdominal pain,

rectal bleeding or melena, or a family history of colon

discomfort, or other IBS symptoms

cancer, celiac disease, or inflammatory bowel disease
• Nocturnal pain, unlike nocturnal diarrhea, is not indicative
of organic disease
• Routine screening for celiac disease in patients with
diarrhea-predominant IBS (IBS-D) can be cost-effective

• The loperamide dose should be adjusted until diarrhea
symptoms improve; too high a dose can cause constipation,
and some patients may find it easier to optimize the dose
using a pediatric liquid formulation
• Only soluble sources of fiber (found in psyllium and

and avoids the risk of long-term consequences from

oat bran, for example) have been shown to improve

missing this diagnosis

constipation, whereas insoluble fiber may not only be

ineffective but could cause abdominal discomfort
and bloating
• Polyethylene glycol (PEG) can improve stool frequency
and consistency in patients with IBS-C who have not
improved after increasing their intake of soluble fiber, but
PEG can also worsen abdominal pain and bloating
• Dietary modifications include avoiding gas-producing
foods, fermentable oligo-, di-, and mono-saccharides and
polyols (FODMAPs), fat, insoluble fiber, and caffeine
• Approach dietary modifications as a 3-step process:
FODMAPs are initially eliminated, and if symptoms
improve, individual foods can be reintroduced in the

abdominal discomfort, and constipation
• In phase 3 trials, eluxadoline improved abdominal pain
and stool consistency within 4 weeks of starting treatment
in patients previously treated with loperamide
• In randomized trials, rifaximin improved diarrhea,
bloating, and other IBS symptoms; a 2-week trial of
rifaximin can determine if this treatment will improve a
patient’s symptoms
Alosetron is approved for women with severe IBS-D
symptoms that have not responded to other conventional
therapies
• In clinical trials, 10% of patients discontinued alosetron

second step; once a patient’s food sensitivities are identified,

because of constipation, although there was not an

a personalized maintenance diet can be developed as the

increased risk of serious adverse events related to

final step

constipation

• If possible, consider a referral to gastroenterology

• Ischemic colitis during alosetron treatment has an

for patients who do not respond to over-the-counter

incidence of 0.15%, but is usually transient and without

treatments

long-term sequelae

Antispasmodics or peppermint oil can provide symptomatic
relief for patients with abdominal pain
• Peppermint oil may reduce cramping and reduce pain
sensitivity
• Antispasmodics taken as needed or preventatively
can reduce pain, but their use may be limited by
anticholinergic effects

• The majority of adverse events during alosetron treatment
have an onset within 30 days of treatment initiation
Prosecretory agents are second-line options for patients with
IBS-C
• No comparative clinical trials of the available treatments
have been conducted
• Lubiprostone is approved for women with IBS-C; in

Antidepressants, bile acid sequestrants, eluxadoline, and

phase 3 trials, lubiprostone improved constipation and

rifaximin are second-line options for patients with IBS-D

other symptoms

• No comparative clinical trials of the available treatments
have been conducted
• Sub-psychoactive doses of a tricyclic antidepressant can
improve pain and overall IBS symptoms, and increase
transit time
• An empirical trial of a bile acid sequestrant may relieve

• The response rate to lubiprostone improved from 16%
after 1 month of treatment to 37%-44% after 10-13 weeks
of treatment
• Nausea can be reduced if lubiprostone is taken at
mealtimes
• In placebo-controlled trials, linaclotide improved the

symptoms in patients with bile acid malabsorption, but

number of bowel movements and other abdominal

this class is also associated with bloating, flatulence,

symptoms
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• Patients may need 8-12 weeks of treatment with

This program reviewed the diagnostic criteria and alarm

linaclotide to experience an improvement in abdominal

features that indicate the need for additional diagnostic testing.

pain and bloating

It also addressed the initial management steps and reviewed the

• Diarrhea is a possible side effect, but can be reduced if
linaclotide is taken 30-60 minutes before breakfast

prescription options for patients who do not respond to dietary
and lifestyle modification, and over-the-counter treatments.

• Plecanatide improved abdominal pain and increased
spontaneous bowel movements in 2 phase 3 trials
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