
 

 

 

 

IRRITABLE BOWEL SYNDROME  

 

“Peasant Wedding Feast” oil on panel, c. 1568,Pieter Brueghel the Elder, 

Kunsthistorisches Museum, Vienna. 

 

Art historians attribute Pieter Bruegel the Elder’s masterpiece to the year 1567, but the 

exact attribution is difficult to say, as the bottom section of the oak panel it was painted 

on at some stage was sawn off, and so it is neither dated nor signed. Restoration work 

was done at a letter date, but the craftsmanship of the replaced missing section is notably 

poorer compared to the original work. Bruegel was a most enigmatic painter, not readily 

classifiable into the “Mannerist” style that was predominant in the period that followed 

the High Renaissance and preceded that of the Baroque. In many ways he was an 

evolutionary link, successor to the medieval mindset of the time of Hieronymus Bosch, 



but also a prophet to the humanist tradition of Dutch Golden Age of the Sixteenth 

century. 

 

Here we see a great gathering of peasants in joyous celebration of a wedding feast. The 

guests are seated on roughly hewn benches, placed around a long table put together with 

planks and trestles, no one at this time would have had a real table this long. On old man 

second from the right to the bride who sits calmly with hands folded in front of a green 

tapestry, is the only one with a proper chair with a backrest. He is possibly the notary. 

The only person of noble appearance is the man in black with a sword on the far right, 

but even he sits on an upturned tub. He is possibly the local burgher or the land owner 

and he is in deep conversation with the only other person of his social rank, a Franciscan 

monk. But the work is not about the privileged, it is very much about the ordinary folk. 

Two figures dominate the foreground, servant - waiters, who carry hot bowls of meal or 

porridge on an old hingless panel door. The largest central figure in turquoise wears a 

bunch of ribbons in his hat which we also see tied to the bagpipes of the musicians at the 

left. Usually these were simply used as spare lace ups for trousers, though they could 

also be used to signify membership of a group. The waiter on the right has a spoon 

tucked into the back of his cap, a clear symbol of poverty. He is a homeless itinerant, who 

wanders from village to village getting work wherever and whenever he can. He carries 

his eating utensils with him and all his worldly possessions in a rug sack, only the strap 

of which can be seen over his right shoulder. The spoon is the round spoon of the 

peasant. Oval spoons only came much later, in imitation of the Royal Courts, where it 

was considered very bad manners to open one’s mouth too widely when eating….like a 

hungry peasant.   

 

The bride sits with her arms folded, for at least one single day in her life, she is excused 

from the backbreaking drudgery of the daily domestic chores. She wears a circlet, the 

brides “coronet” and her hair is worn out long for the last time. Once married she must, 

in public, wear her hair tucked in under a bonnet, like her already married cousins 

seated around her. Though we can easily locate the bride, the bridegroom is far more 

problematic. Indeed bridegrooms were sometimes not even invited, the day was all about 

the bride and not the bridegroom, more akin to a 21st century “hens night” on the 

grandest scale!  However in this case some experts think the bridegroom is probably the 

figure at the bottom left pouring beer into a man’s jug (women’s jugs were much 

smaller….at least in the drinking vessel sense). Perhaps he has just left his bench, which 

we see empty at the head of the table on the right, his dog sniffing around wondering 

where his master has gotten to.  

 

Art historians have long argued over the “true” meaning of Bruegel’s Peasant Wedding 

Feast. Some see it as an allegory of the Wedding at Cana where Christ turned water into 

wine, with vessels refilled over and over in abundance. Others have suggested that it 

represents the Last Supper, while still others give it a moral motif concerning the deadly 

sin of gluttony. Indeed while works of this time period were usually religious or moral in 

nature, none of these explanations are particularly convincing, rather it seems far more 

probably that Bruegel was simply portraying the everyday life of the peasant, as he had 

personally witnessed it himself. Carel van Mander, in his 1604 book on the lives of 

famous painters, specifically recorded that Bruegel often went “to visit the peasants, 

whenever there was wedding”. Bruegel himself married in 1563, just four years before 



his Peasant Wedding Feast. He died in 1569,  two years after he finished the work, at the 

age of just forty years. 

 

The setting of the feast is the threshing floor of a barn. Just what a scene of joy and 

opulence it represents is largely lost to 21st century sensibilities, but would have been 

instantly obvious to any peasant of the mid- Sixteenth century. The life of a peasant was 

generally brutish and short. Virtually their entire existence was spent raising enough 

crops in order to fend off starvation during the winter months. The Dutch had relatively 

recently banned the feudal system and enforced labour, in distinction to much of the rest 

of Europe. A labour-wage economy had grown rapidly. If you produced more then you 

became richer. The Dutch population was rapidly becoming wealthier compared to the 

rest of Europe, a new “middle class” was emerging. On the other hand landowners no 

longer had an obligation to look after the peasants and so their existence was 

precariously balanced between the good times and the very bad.  

 

Cereal derived products made up virtually the entire diet of the peasantry. Crop yields 

could vary wildly according to climate variations, often up to 80 % from year to year. 

Starvation was never far away, and in the wake of starvation would come terrible 

epidemics of plague and other unspeakable infectious deceases. There was no such thing 

as a “global economy” in the Sixteenth century. Whilst it is true that trade was extensive, 

with the Baltic regions being the great cereal supplier of Europe, transport of 

commodities was very slow and very uncertain, hindered by weather conditions on the 

high seas, and endemic warfare on the land. Local regions still very much had to produce 

enough for local needs.  A carpenter’s apprentice would spend up to seventy percent of 

his annual wage merely on food which almost entirely consisted of cereal products. In 

times of war or crop failure prices could rise up to over 500 percent for a standard 

measure of oats or of wheat. 

 

Bruegel’s barn however is full to overflowing. Look carefully at the back “wall” and one 

sees that it is not a wall at all. But un-threshed wheat piled to the rooftops!. We see a 

rake pushed into the wheat in the top right over which have been thrown two great 

sheaves of wheat. Similarly the green tapestry forming a rich backdrop to the bride has 

been pinned into the stack with two pitchforks. The whole scene is one of abundance and 

great celebration. There will be no starvation in the village for the next 12 months. There 

is unlimited porridge and copious potent beer brewed from barley, wheat and hops - the 

harvest has been gathered - and it has been  a great one - the perfect time for a wedding! 

 

Breughel’s work records the earliest inklings of the astonishing rise of Netherlandish 

prosperity that would see the country transformed from a small frozen and waterlogged 

backwater of northern Europe to hegemony over a vast seaborne empire and the richest 

nation in Europe by the late Seventeenth century. But all that was in the future. In 

Bruegel’s day the Netherlands was still under the repressive rule of the Catholic Spanish 

Hapsburgs. The Religious conflict sparked by the Reformation and the Counter - 

Reformation would momentarily retard the rise of the Dutch seaborne Empire. In 1567, 

Philip II of Spain sent the sadistic Duke of Alba to brutally suppress the increasing 

influence and numbers of Dutch heretic Protestants, an act that would lead to 80 years of 

conflict and that only ended with the peace of Westphalia in 1648, when finally relieved 

of the oppression of the Spanish, over the next two generations they would build their 



world trading empire, at the expense of their long-time Iberian overlords. Perhaps 

Bruegel’s peasants were more fortunate in the conflict, though. As far as Luther was 

concerned a wedding was a purely secular affair, and indeed this was also the Catholic 

position, right up until 1563, just a few years before work was produced, when the 

Council of Trent decreed that only priests could join a couple in wedlock. The presence 

of a Franciscan monk at the table perhaps suggests that these peasants were in fact 

Catholic. Amidst such God-given abundance, and good-fortune the peasants seem 

remarkably restrained and well behaved. But this is early in proceedings. Another work 

by Bruegel, that could almost be a companion piece, entitled “The Peasants Wedding 

Dance” shows the guests dancing in positively unbridled revelry; no doubt well fueled 

the powerful barley beer now having had time to take its effect.                  

 

Ironically the peasants themselves would never have even laid eyes on the image of their 

feast. This was high-end Art meant for the palaces of royalty and the very wealthy. 

During the endemic wars of the Reformation and Counter-reformation Art was strictly 

controlled and employed for propaganda in order to win the hearts and minds of the 

masses. The works of the great Michelangelo Merisi da Caravaggio that would come out 

of Rome after the death of Bruegel were the heavy artillery in this battle. But Bruegel was 

a far more secular man, and though many of his works were religious, much if was also 

far more humanist, and this is what we see in his “Peasants Wedding feast”. It probably 

amused his rich patrons no end to see how the other “half” (…read 99 percent) lived! 

The Peasant Wedding Feast was purchased from Bruegel in 1594 in Brussels by the 

Archduke Ernst. Its later province places it in the fabulous collection of the Holy Roman 

Emperor, Rudolph II. Today it hangs in the Kunsthistorisches Museum, Vienna, a 

priceless and joyous historical record of a far distant age.     

 

In the Sixteenth century the great majority of people lived or starved by dint of the 

success of their cereal crops. Five centuries later, the “developed world”, is rich beyond 

what a Sixteenth century peasant could have even been capable of imagining. Our worst 

medical fears no longer relate to horrific considerations of starvation or plague, we do 

not give thanks to God for the success or failure of our cereal crops - rather we fret and 

agitate over conditions caused (possibly) by cereal foods, such as the mysterious 

“irritable bowel syndrome”.                

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



IRRITABLE BOWEL SYNDROME  

 

Introduction 

 

Irritable Bowel Syndrome (or “IBS”) is an example of a common group of 

gastrointestinal disorders known as the functional gastrointestinal disorders (FGIDs).   

 

Most patients who present with gastrointestinal symptoms do not, have inflammatory 

bowel disease (“IBD”), cancer or another sinister pathology, but rather an unexplained 

or functional gastrointestinal disorder (FGID). 

 

Irritable Bowel Syndrome is a common chronic condition which has a benign natural 

history, though it can reduce quality of life and work productivity. 

 

The diagnosis of IBS relies on: 

 

● The identification of characteristic symptoms  

 

And  

 

● The exclusion of other organic diseases.  

 

The strict ROME - IV Diagnostic Criteria 3 for Irritable Bowel Syndrome is as follows: 

 

Recurrent episodes of abdominal pain, on average, at least 1 day per week, with 

symptom onset > 6 months ago and including symptoms within the last 3 months that 

is associated with 2 or more of the following criteria: 

 

1.  Related to defecation 

 

2.  Associated with a change in frequency of stool (i.e, constipation, diarrhea, or a 

 mix of constipation and diarrhea). 

 

Determining the predominant symptom (e.g. IBS with diarrhea, IBS with constipation, or 

mixed IBS) plays an important role in selection of diagnostic tests and treatments. 

 

Management of patients with IBS is optimized by an individualized and holistic 

approach that includes  

 

● Lifestyle modification 

 

● Dietary modification  

 

● Pharmacotherapy  

 

● Psychological therapies 

 



IBS is clearly not a condition  that can be expertly diagnosed in an Emergency 

Department, however given its high prevalence patients with the condition are very likely 

to present to an Emergency Department and so there should at least be an awareness of 

the condition.  

 

Referral to a Gastroenterologist is recommended when the condition is suspected    

 

Epidemiology 
 

Estimates of the incidence of irritable bowel syndrome range from 7 - 21 % of the general 

population, making the condition extremely common. 1 

 

It is currently the most commonly diagnosed gastrointestinal condition. 

 

Prevalence rates are higher for women than for men. 

 

Younger people are more likely to be affected than those older than 50 years of age.  

 

Pathophysiology 

 

Causes: 

 

Factors currently postulated to be involved in the development of IBS include: 

 

1. Environmental Contributors to IBS Symptoms: 

 

 ● Alterations in the normal gut microbiome: 

 

♥ Interestingly the fecal microbiota of IBS patients can differ 

 significantly from that of controls, possibly reflecting the influence 

 of genetics, diet, stress, infection, and drugs or antibiotics. 

 

 ● Food intolerance: 

 

♥ Increasingly, rapidly fermentable, osmotically active, short-chain 

 carbohydrates (including fructose, lactose, fructans and galactans, 

 and sugar alcohols) have been recognized as an important trigger 

 of IBS symptoms. 

 

Poorly absorbed carbohydrates can exert osmotic effects and lead 

to increased fermentation in the small bowel or colon, which can 

exacerbate symptoms in IBS patients who have underlying 

abnormalities in gut function and sensation.  

 

On the other hand, healthy individuals with normal gut function 

and sensation rarely experience symptoms after a meal. 

 

 ● Psychosocial factors 



 

♥ In particular, early life stressors (abuse or other psychosocial 

 stressors) 

 

Women with IBS are more likely to have experienced verbal, 

sexual, or physical abuse, which can contribute to the development 

of the disease through brain-gut and mucosal immune dysfunction.  

 

For some IBS patients, recurrent abdominal pain may begin in 

childhood and reflect learned-illness behaviours. 

 

These experiences may lead to persistent changes in the so-called 

brain-gut axis, resulting in the perception of otherwise unconscious 

interoceptive input from the gastrointestinal tract. 

 

2. Intrinsic host Factors Contributing to IBS Symptoms: 

 

● Intestinal permeability changes 

 

● Increased gut mucosal immune activation 

 

● Gut motility abnormalities   

 

● Altered pain perception/ Visceral sensation / Brain-gut interactions 

 

● Visceral hypersensitivity 

 

It should be noted that although one or more of these abnormalities are demonstrable in 

the majority of IBS patients, none can account for symptoms in all of them. 

 

Co-morbid associations:  

 

Multiple functional comorbidities are associated with IBS, raising the possibility of a 

shared pathogenesis. 

 

These include:  

 

1. Somatic pain syndromes: 

 

 ● Fibromyalgia 

 

 ● Chronic pelvic pain 

 

2. Other functional gastrointestinal disorders: 

 

 ● Functional dyspepsia 

 

3. Frank psychiatric illness: 



 

 ● Major depression 

 

 ● Anxiety 

 

 ● Somatisation 

 

Classification 

 

IBS falls within a wider classification of functional bowel disorders (FBDs) that are 

classified thus: 

 

● C1: Irritable bowel syndrome 

 

● C2: Functional constipation 

 

● C3:  Functional diarrhea 

 

● C4: Functional abdominal bloating/distension 

 

● C5:  Unspecified functional bowel disorders 

 

● C6:  Opioid-induced constipation 

 

Irritable bowel syndrome itself is divided into 3 sub-divisions, based on the 

predominant stool pattern, as follows: 

 

1.   IBS-C: IBS with constipation: 

 

 ● Hard or lumpy stools > 25 % of the time 

 

 ● Loose or watery stools < 25 % of the time 

 

2.  IBS-D: IBS with diarrhea: 

 

 ● Loose or watery stools > 25 % of the time 

 

 ● Hard or lumpy stools < 25 % of the time 

 

3.  IBS-M: IBS with a mixed bowel pattern: 

 

 ● Hard or lumpy stools > 25 % of the time 

 

 ● Loose or watery stools > 25 % of the time 

 

4. IBS-U: IBS Unsubtyped: 

 

 ● Hard or lumpy stools < 25 % of the time 



 

 ● Loose or watery stools < 25 % of the time 

Note that over time, patients may migrate between different IBS subtypes, most 

commonly from IBS-C or IBS-D to IBS-M. 

 

Switching between IBS-C and IBS-D occurs less commonly. 

 

Many of the “natural history” studies in IBS are affected by treatments introduced by the 

patient or clinician. Thus, it is difficult to know how much symptom variation is the 

consequence of medical intervention verses a true natural history of IBS. 

 

 

Conceptual framework to explain IBS within the functional bowel disorders (FBDs).  

 

The FBDs are classified into 5 distinct categories: IBS, FC, FDr, FAB and unspecified 

FBD (U-FBD) ( see above).   

 

Although often thought of as existing as completely separate and discrete disorders, it is 

important to acknowledge that significant overlap exists between these disorders.  

 

These disorders should be thought of as existing on a continuum, rather than as in 

isolation.  

 

The figure illustrates that a patient with IBS (right) will have symptoms of abdominal 

pain, in contrast to a patient with FC or FDr, who does not have abdominal pain. 

Bloating and distention are common symptoms frequently reported by patients with any 

FBD. 

 

Clinical features  

 

Typical clinical features of IBS include:   

 



1. Loose/frequent stools 

 

2. Constipation 

 

3. Bloating / distension.  

 

4. Abdominal cramping, discomfort, or pain 

 

5. Symptoms brought on by food intake/specific food sensitivities 

 

6. Symptoms being dynamic over time (change in pain location / change in stool 

 pattern) 

 

Every patient should be assessed for atypical features of IBS, which could indicate 

more serious underlying organic pathology: 

 

IBS does not for example cause: 

 

● Vomiting 

 

● Dysphagia 

 

● Weight loss 

 

● Nocturnal diarrhoea 

 

● GIT bleeding 

 

● Iron deficiency anaemia 

 

● An elevated CRP  

 

Additionally the following should raise suspicion for more serious underlying organic 

disease:  

 

Symptom onset after the age of 50 years should raise suspicion for a more serious 

underlying organic pathology. 

 

Family history of organic gastroenterological diseases, including colon cancer, celiac 

disease, or inflammatory bowel disease 

 

If these features are present, another diagnosis should be considered and the patient 

referred for further investigation. 

 

Diagnostic Criteria: 

 

The strict ROME - IV Diagnostic Criteria 3 for Irritable Bowel Syndrome is as follows: 

 



Recurrent episodes of abdominal pain, on average, at least 1 day per week, with 

symptom onset > 6 months ago and including symptoms within the last 3 months that 

is associated with 2 or more of the following criteria: 

 

1.  Related to defecation 

 

2.  Associated with a change in frequency of stool (i.e, constipation, diarrhea, or a 

 mix of constipation and diarrhea). 

 

Investigations 

 

There is no current investigation that specifically establishes the diagnosis of IBS. 

 

Investigation, therefore is done to exclude more serious organic disease that can mimic 

IBS. 

 

Consider the following: 

 

1. Blood tests:  

 

 ● FBE 

 

 ● U&Es/ glucose 

 

 ● CRP 

 

 ● LFTs 

 

 ● Lipase  

 

 ● Calcium / phosphate  

 

2. Fecal calprotectin: 

 

● Faecal calprotectin is a biochemical measurement of the protein 

 calprotectin in the stool.  

 

Elevated faecal calprotectin indicates the migration of neutrophils to the 

intestinal mucosa, which occurs during intestinal inflammation, including 

inflammation caused by inflammatory bowel disease. 

 

2. Ultrasound: 

 

 ● To help exclude upper abdominal/ biliary tract disease  

 

3. CT Scan abdomen/ pelvis  

 

4. Testing for celiac disease  



 

5. Endoscopy/ “pill cam”:   

 

 ● In particular for age appropriate colorectal cancer screening  

 

Management  

 

Successful management of patients with IBS must include a trusting, positive, patient-

physician relationship. 

 

A holistic approach that includes lifestyle changes, dietary interventions, medications, 

and psychological therapies offers the greatest likelihood of sustained treatment benefit. 

 

Lifestyle changes 

 

Although data is limited, lifestyle modifications that may improve IBS symptoms 

include:  

 

1. Exercise: 

 

● Physically active individuals move their bowels more often and have more 

 rapid colon transit than sedentary individuals. 

 

Furthermore a structured exercise intervention can lead to greater 

improvements in overall IBS symptoms than usual care.  

 

Thus, IBS patients should be encouraged to increase their physical 

activity.  

 

A simple recommendation is to take a 20 minute walk (roughly 1 mile) 

each day. Distance and pace can be gradually increased as tolerated. 

 

2. Stress reduction 

 

3. Attention to impaired sleep patterns.  

 

Dietary interventions 

 

Patients often associate their IBS symptoms with various foods.  

 

Up to 90% of IBS patients restrict their diet to prevent or improve their symptoms.  

 

True food allergies are uncommon in IBS.  

 

On the other hand, food intolerances or sensitivities are frequently reported.  

 

At present, there is some evidence that supports diets for IBS patients that are:  

 



● Gluten free  

 

♥ Some have claimed that gluten is a primary cause of symptoms after 

 ingestion of wheat.  

 

However, wheat also contains fructans and other proteins that might also 

cause symptoms in IBS patients, and s the exact role of gluten in IBS 

remains unclear/ controversial.   

 

It is thought by others that for patients with wheat sensitivity, symptom 

relief is more closely associated with exclusion of poorly absorbed 

carbohydrates than gluten.  

 

It is also likely that widespread negative media reports about gluten have 

increased the chance of a “nocebo” (i.e a negative expectation) response, 

contributing to the perceived negative effects of eating gluten containing 

foods. 

 

● Low in FODMAPs: 

 

♥ The term “FODMAP” refers to fermentable oligosaccharides, 

 disaccharides,  monosaccharides, and polyols  

 

Short-chain, poorly absorbed and highly fermentable carbohydrates are 

collectively known as FODMAPs and are found in such foods as wheat, 

onions, some fruits and vegetables, sorbitol, and some dairy.  

 

FODMAPs lead to increased small intestinal and colonic water secretion 

and fermentation, which causes increased production of short-chain fatty 

acids and gas. Aside from increased flatulence, FODMAPs do not cause 

gastrointestinal symptoms in healthy adults.  

 

Conversely, FODMAPs are a recognized trigger of meal-related 

symptoms in IBS patients, (regardless of IBS subtype) possibly as a 

consequence of underlying abnormalities in gut physiology and visceral 

sensation. 

 

Responders to full FODMAP exclusion should gradually reintroduce 

FODMAP containing foods to identify the exact level of dietary restriction 

needed to maintain symptom benefit.  

 

There are currently few long-term efficacy or safety data for the low-

FODMAP diet.  

 

Pharmacotherapy  

 

For IBS - C: 

 



 

● Fiber Supplements: 

 

There are modest benefits with fiber for global IBS symptoms. 

 

Benefits of fiber appear most robust in patients with IBS-C rather than IBS-D.  

 

Fiber, which is often used as a first-line therapy, should be started at a nominal 

dose and gradually titrated upward during weeks to a total daily intake of 20 to 30 

grams.  

 

Wheat bran contains fructans, which, like other FODMAPs, can exacerbate IBS 

symptoms; thus, wheat bran should be avoided in IBS patients. 

 

Soluble fiber preparations appear helpful:   

 

Psyllium (also known as Ispaghula husk): 

  

♥ Psyllium is the common name used for several members of the plant 

 genus Specifically Plantago psyllium is used as a dietary fiber to relieve 

 symptoms of constipation. 

 

Insoluble fiber (e.g. wheat bran) done does appear to improve BS symptoms.  

 

● Laxative Agents 

 

Osmotic laxatives:  

 

♥ Osmotic laxatives such as polyethylene glycol are frequently 

 recommended as first-line therapy for IBS-C patients.  

 

Clinical trials have demonstrated that it improves bowel complaints, 

including stool frequency and consistency, but does not reliably improve 

abdominal pain or bloating.  

 

The usual starting dose is 17 grams in juice or water, with dose escalation 

dictated by clinical response.  

 

Polyethylene glycol is typically well tolerated but can cause dose-

dependent bloating, gas, and loose stools. 

 

 Stimulant laxatives: 

 

♥ Stimulant laxatives are also commonly used in IBS-C patients.  

 

Although efficacy has been demonstrated in patients with chronic 

constipation, to there are no randomized, controlled trials in IBS-C 

patients.  



 

Relevant to IBS, the most common adverse effects are exacerbation of 

abdominal pain and cramping. 

 

● Prosecretory Agents 

 

Luminally acting prosecretory agents:  

 

Lubiprostone: 

 

♥ Lubiprostone is a chloride-channel (ClC-2) activator that stimulates 

 intestinal fluid secretion and improves global, bowel, and abdominal 

 symptoms in IBS-C patients. 

 

Higher dosages of 24 μg have proven effective in patients with chronic 

idiopathic constipation. Lubiprostone should be received with food. 

 

Linaclotide: 

 

♥ Linaclotide is a guanylate cyclase-C agonist that increases production of 

 cyclic guanosine monophosphate.  

 

Intracellularly, cyclic guanosine monophosphate increases intestinal 

chloride secretion via the cystic fibrosis transmembrane regulator, whereas 

extracellularly it reduces firing of visceral afferent pain fibers.  

 

The maximum benefit for stool frequency occurs within a week of 

treatment initiation, whereas abdominal pain and bloating may take 8 -12 

weeks to maximally improve.  

 

Diarrhea is the most common adverse effect with linaclotide, reported by 

20% of patients. Linaclotide should be received 30 - 60 minutes before 

breakfast to reduce the likelihood of diarrhea. 

 

● Modification of the Microbiota: Probiotics and Antibiotics 

 

Probiotics are live bacteria that, when consumed in sufficient quantities, confer a 

health benefit to the host.  

 

Prebiotics are nutrients, usually carbohydrates that encourage the growth of 

probiotic bacteria.  

 

Synbiotics are combinations of prebiotics and probiotics.  

 

Postbiotics consist of extracts from dead or lysed bacteria.  

 

 Probiotics: 

 



 ♥ The most robust data have evaluated the role of probiotics for IBS.  

 

They may improve abdominal pain, bloating, and flatulence, however, the 

current literature does not allow recommendations regarding any specific 

probiotic preparations for IBS.  

 

 Rifaximin: 

 

♥ Rifaximin is a poorly absorbed, broad-spectrum antibiotic that has been 

 evaluated in IBS patients.  

 

550 mg 3 times daily is given for 14 days.  

 

Clinical experience however suggests that many rifaximin responders will 

eventually develop recurrent IBS symptoms.  

 

The role of other antibiotics in IBS treatment remains unknown, although 

antimicrobial resistance with repeated courses of systemically absorbed 

antibiotics remains a significant concern. 

 

For IBS - D: 

 

● Antidiarrheals 

 

Antidiarrheal medications such as loperamide inhibit peristalsis, prolong gut 

transit, reduce faecal volume, and are often used as first-line agents in patients 

with IBS-D.  

 

 Options include: 

 

Opioids: 

 

♥ Diphenoxylate 

 

♥ Loperamide 

 

Loperamide reduces stool frequency, increases stool consistency, and can 

be used prophylactically when a patient anticipates diarrhea.  

 

When used longer term, loperamide is preferred to diphenoxylate or 

atropine because it does not cross the blood-brain barrier and thus is less 

subject to habituation.  

 

 Bile acid sequestrants: 

 

 ♥ Cholestyramine 

 

 ♥ Colesevelam 



 

In practice, many gastroenterologists use bile acid sequestrants such as 

cholestyramine and colesevelam to treat diarrhea, however, these agents have not 

to date been evaluated in rigorous, randomized trials with IBS patients. 

 

● Serotonin Agents: 5-HT3 Receptor Antagonists 

 

 Alosetron: 

 

♥ The gut hormone serotonin stimulates gastrointestinal motility and visceral 

 sensation. 

 

Alosetron is a 5-HT3 antagonist approved in the United States for treating 

women with severe, disabling IBS-D that has not responded to traditional 

medical therapies.  

 

Alosetron (0.5-1 mg once to twice per day) improves global and individual 

IBS-D symptoms in women and men for up to a year, with a therapeutic 

gain over placebo of approximately 15%.  

 

Dose dependent constipation and idiosyncratic ischemic colitis are 

potential adverse effects of alosetron that have led to a risk management 

plan requiring US patients and prescribers to acknowledge the risks before 

dispensation of the medication.  

 

 Ondansetron: 

 

♥ Ondansetron, a 5-HT3 antagonist that is less potent than alosetron, has 

 been shown to benefit IBS-D  

 

4-8 mg 1-3 times per day can significantly improve stool consistency, 

global IBS symptoms, urgency, stool frequency, and bloating but not pain. 

 

● Antispasmodics 

 

Antispasmodics include drugs with anticholinergic or calcium channel blocking 

properties that may improve IBS symptoms by relaxing gut smooth muscle.  

 

Because some IBS patients have an exaggerated gastro-colonic reflex that is in 

part cholinergically mediated, these drugs may be best suited for postprandial 

abdominal cramping and loose stools.  

 

The American College of Gastroenterology Functional Bowel Disorders Task 

Force recently concluded that “certain antispasmodics can provide symptomatic 

short-term relief in IBS”. 

 

These antispasmodics included:  

 



● Otilonium 

 

● Hyoscine 

 

● Cimetropium 

 

● Pinaverium 

 

● Dicyclomine. 

 

 ● Peppermint oil: 

 

♥ Peppermint oil, which is available over the counter, possesses 

 calcium-channel blocking properties and thus is classified as 

 an antispasmodic.  

 

A number of small clinical trials suggest that enteric peppermint 

oil (187-225 mg 3 times daily) benefits some IBS patients. 

Although peppermint oil is typically well tolerated, some patients 

may experience reflux symptoms. 

 

Dose-dependent adverse events, including constipation, fatigue, dry mouth, 

dizziness, and blurred vision, may occur.  

 

Anticholinergics should be avoided in the elderly.  

 

Centrally Acting Interventions for IBS - D or IBS - C: 
 

Because of their effects on pain perception, mood, and motility, antidepressants have 

become a widespread treatment option for patients with moderate to severe IBS.  

 

The efficacy of tricyclic antidepressants, SSRIs, and, to a lesser extent, SNRIs has been 

evaluated in IBS patients. 

 

Collectively, antidepressants can be effective treatments for selected symptoms of IBS; 

however their side effects can also be more significant than other current IBS treatments.   

 

The adverse event profiles of different antidepressants can be used to address different 

IBS subtypes.  

 

● TCAs: 

 

♥ Because tricyclic antidepressants can cause constipation, they may be best 

 suited to IBS-D patients 

 

Similarly, tricyclic antidepressants might be a better choice for patients 

with insomnia, anorexia, or weight loss.  

 



When a tricyclic antidepressant is selected to treat IBS, low doses (10 - 25 

mg) should be started at bedtime and gradually titrated upward according 

to symptom response and tolerability.  

 

Tricyclic antidepressants can cause dose-dependent constipation, as well 

as dry mouth and eyes, drowsiness, weight gain, and QT interval 

prolongation.  

 

● SSRIs: 

 

♥ The prokinetic effects of selective serotonin-reuptake inhibitors might 

 make them a better choice for IBS-C patients.  

 

SSRIs might also be a better choice for patients with significant anxiety.  

 

SSRIs are typically started at the lower range of standard dosing. 

 

Selective serotonin-reuptake inhibitors can cause sexual dysfunction, 

agitation, nausea, drowsiness, and diarrhea.  

 

● SNRIs: 

 

♥ Although SNRIs offer benefits for anxiety, depression, and somatic pain, 

 there are few data addressing their efficacy for IBS.  

 

It is also important to understand that many medications may in fact exacerbate the 

symptoms of IBS, when used inappropriately (see Appendix 1 below).  

 

Psychological therapies 

 

Psychological therapies can provide an alternative or at least adjunctive therapy for IBS 

patients.  

 

Therapy modalities that have been employed include:    

 

● Cognitive behavioural therapy 

 

● Hypnotherapy 

 

● Multi-component psychotherapy 

 

● Dynamic psychotherapy 

 

Despite some encouraging results, variable third party reimbursement, a lack of 

practising clinicians, and poor patient and clinician acceptance these strategies have not 

had widespread adoption in clinical practice.  

 

 



Disposition: 

 

Gastroenterologist: 

 

● IBS is clearly not a condition  that can be expertly diagnosed in an Emergency 

 Department, however given its high prevalence patients with the condition are 

 very likely to present to an Emergency Department and so there should at least be 

 an awareness of the condition.  

 

 Referral to a Gastroenterologist is recommended when the condition is suspected    

 

Dietician:  

 

● Given the increasing role of dietary intervention in the primary management of 

 IBS (and other gastrointestinal conditions), referral to a dietitian is also 

 important.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Appendix 1 

 

Drugs which may exacerbate the symptoms of IBS: 

 

1. Elemental agents: 

 

● Calcium 

 

● Iron 

 

● Magnesium 

 

2. Nonsteroidal anti-inflammatory drugs 

 

3. Antibiotics 

 

4. Diuretics 

 

5. Metformin 

 

6. Sympathomimetics 

 

7. Agents that slow GIT transit can aggravate IBS - C: 

 

 ● Opioids 

 

 ● Calcium-channel blockers 

 

 ● Agents with anticholinergic activity: 

 

 ♥ Antihistamines 

 

 ♥ Anti-parkinsonian drugs 

 

 ♥ Antipsychotics 

 

  ♥ Some antidepressants 
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