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Presentation:  Update:  Irritable Bowel 
Syndrome 
 

Session Learning objectives: 

1. Comprehend the diagnostic criteria and types of irritable bowel syndrome 
(IBS) based of the new Canadian Association of Gastroenterology Clinical 
Practice Guideline for the Management of Irritable Bowel Syndrome (IBS) 
(2019);



Presentation:  Update:  Irritable Bowel 
Syndrome
2. Apply the new guideline and evidence in choosing IBS investigations; and 

3. Determine the management of IBS.



Canadian 
Association of 
Gastroenterology 
Guidelines on IBS 
(2019)



STATISTICS AT A GLANCE
• Globally estimated to affect 1 % of general population 

• Prevalence rates highly variable 

 ↘appears to decrease with increasing age  

• 12% in North America, similar in Canada  

 



STATISTICS AT A GLANCE

• Rates vary according to diagnostic criteria used 

• Rome iv prevalence rate is sig lower ( 6%) than Rome III (11 
%) in all countries 

• Women affected about 1.5 to 2 times more than men 
 



DIAGNOSTIC CRITERIA: Rome IV



CAG GUIDELINE – TESTING AT A GLANCE

Moayyedi et al. 2019. Canadian Association of Gastroenterology Clinical Practice Guideline for the Management of Irritable Bowel Syndrome (IBS)



CAG GUIDELINE: Celiac Serological Testing 

• Key evidence: 
•Low quality evidence as data was observational  

•13 observational studies pooled prevalence rate for 
positive celiac ab testing of 1.63% 



CAG 1: Celiac Serological Testing 
•Discussion:  

• Clinically, testing should be prompted by symptoms suggestive of 
celiac disease, for example diarrhea-predominant 

• However, insufficient data to show that prevalence of celiac 
disease is higher in patients with IBS-D compared with those with 
IBS-C or IBS-M 

• Testing once only, if neg does not need gluten free diet 



CAG GUIDELINE: CRP Testing 

•Key Evidence: 
• CRP unlikely value for diagnosis of IBS 
• The main role for CRP is to identify inflammatory disease such as IBD in patients with IBS 

symptoms; however, the performance of this marker is insufficient to be clinically useful 
• For example, a CRP of ≤0.5  mg/dL predicted a ≤1% probability of having IBD. Thus, it would 

appear that CRP has a good negative predictive value, but because the underlying risk of 
having IBD among the general population with symptoms is also <1%, it is unclear what 
additional value CRP testing would have in IBS patients.



CAG 2: CRP Testing 
• Discussion: 

• Patients with IBS appear to be only mildly elevated risk of IBD 
compared to individuals without IBS but the absolute risk is low. 

• Should be used only for those with high suspicion of IBD



CAG GUIDELINE: Fecal Calprotectin

• Neither high nor low FC levels can completely exclude IBS. 

• Although levels <50 ug/g suggest an absence of IBD, levels between 50 and 
250 µg/g are equivocal and would not be helpful. 

• Although FC levels are predictive of IBD, the consensus group agreed that 
because IBS is associated with only a mildly elevated risk of IBD, FC testing 
should be performed only in patients in whom there is a high suspicion of IBD



CAG GUIDELINE: IBS & Colonoscopy



CAG 4-6: IBS & Colonoscopy in < 50yo
• Some evidence suggested that IBS patients are at increased risk for organic 

disease over the long-term compared with individuals in the general 
population, but absolute rates remain low 

• With respect to CRC, the risk is low in the general population <50  years of 
age, and IBS is not a recognized risk factor for CRC 

• Data in the general population suggested that the diagnostic accuracy of 
certain alarm symptoms (vomiting, dysphagia, unexplained weight loss and 
anemia) for CRC was poor with the exception of abdominal mass and dark 
rectal bleeding that were associated with increased risk of CRC. 



CAG 4-6 : IBS & Colonoscopy in < 50yo
• An observational study of the predictive value of alarm features in IBS patients 
suggested higher prevalence of organic disease (eg. Crohn’s disease, Celiac 
disease, and microscopic colitis) among those with alarm features compared to 
those without  

• The likelihood of organic disease increased with increasing numbers of alarm 
features, especially in patients with IBS-D compared with those with IBS-C 

•There was a trend toward a higher rate of CRC among IBS patients with alarm 
features, but this was not significant



CAG 4-6 : IBS & Colonoscopy in < 50yo
Bottom Line:  

•Routine colonoscopy is generally not warranted in IBS patients < 50  years of 
age, and alarm symptoms do not appear to increase the risk of CRC sufficiently 
to warrant routine colonoscopy 

•However, clinical judgement is still important (eg. c-scope for those with high 
clinical suspicion of IBD, microscopic colitis, or pts with combination or 
pronounced alarm features) 



CAG 4-6 : IBS & Colonoscopy in > 50yo
•There appears to be little evidence that IBS symptoms alone 
increase the risk of CRC. 

• Consensus group agreed that adults 50  years or older with an 
established history of IBS should be screened for CRC according to 
average risk guidelines 

•IBS symptoms more likely to present before age 50yo, thus new 
onset of IBS symptoms in those over 50 yrs of age would warrant a 
colonoscopy to exclude other diagnoses.



CAG GUIDELINE: Other Tests



Food Allergy Testing
• Food allergies: mediated by immunologic reactions  

• Food intolerances: mediated by chemical agents (eg. caffeine, tyramine), 
enzyme deficiency of pt (eg. lactase deficiency), or idiosyncratic response of 
unknown mechanism  

• Patients with IBS self-report higher numbers of food allergies, most of which are 
food intolerances rather than allergies (eg. true food allergy in 1-4% of adult 
population, food intolerances in 50-90% of adult population) 



Food Allergy Testing
• The most common food triggers include those with incompletely absorbed 
carbohydrates (e.g., dairy products, beans/lentils, apple and flour), foods rich in 
biogenic amines (e.g., wine/ beer, salami and cheese), histamine-releasing foods 
(e.g., milk, wine/beer and pork), and fried and fatty foods. 

• The consensus group concluded that true food allergies are likely to be rare in 
IBS patients, and there are little data to support the efficacy of avoiding foods as 
identified by allergy testing. 

• Bottom Line: Encouraging patients to avoid specific foods that have been 
associated with symptom exacerbations, but allergy testing is unlikely to provide 
any additional benefit



Lactogen Breath Test
• While lactose malabsorption is common, there appears to be no 
significant difference in its prevalence in patients with IBS compared 
with the general population 

• The data do not exclude lactose malabsorption as the explanation 
for IBS symptoms in a minority of patients, but they do not support 
the routine use of lactose breath testing in IBS patients



Glucose Hydrogen Breath Test
• Although a strong difference in the prevalence of small intestinal 
bacterial overgrowth (SIBO)was found between patients with IBS and 
healthy controls, clinicians do not require a test to differentiate 
between those with IBS and those who are asymptomatic.



CAG GUIDELINE:  
DIETARY MODIFICATIONS AND ALTERNATIVE THERAPIES FOR IBS



CAG GUIDELINE: FODMAP diet
• FODMAPs are largely indigestible or incompletely absorbed carbs due to lack of 
specific hydrolase enzyme  
• Leads to increase in fluid in the small bowel  
• Causes fermentation of these carbs by colonic microbiome resulting in production of 

gas, short chain fatty acids and other metabolites 

• Low FODMAP diet improved overall symptoms and those who increased their 
dietary FODMAP content resulted in worsening symptoms (eg. bloating, 
frequency, urgency) 





FODMAP 
 the acronym stands for: 

 Fermentable – meaning they are broken down (fermented) by bacteria in the large bowel 

 Oligosaccharides – “oligo” means “few” and “saccharide” means sugar. These molecules are 
made up of individual sugars joined together in a chain 

 Disaccharides – “di” means two. This is a double sugar molecule 

 Monosaccharides – “mono” means single. This is a single sugar molecule 

 And Polyols – these are sugar alcohols (however, they don’t lead to intoxication!)



FODMAP food 



CAG 10: FODMAP diet
• Drawbacks of the low FODMAP diet  

• Changes the colonic microbiome (eg. reducing proportion of 
Bifidobacteria) and having a negative impact on overall gut health  

• Risk of dietary inadequacy from cutting out many nutrient-rich foods 
with long-term adherence to a low FODMAP diet  

• May be difficult to adhere to, costly, and restricting for social events 
such as dining out 



CAG 10: FODMAP diet
Practical Considerations  

•Consider implementation with guidance of a registered dietician 

•Strict low FODMAP diet should be implemented for short term only 
(eg. 4 weeks) 



 
CAG GUIDELINE: Gluten-Free Diet

• 2 RCT studies showed no worsening of IBS symptoms in patients 
who have had celiac disease excluded, when gluten was introduced, 
after a trial of a gluten-free period



 
CAG 11: Gluten-Free Diet
• Perceived by the public as healthier and has become increasingly 
popular  

• Drawbacks of gluten-free diet  
• Associated with higher sugar intake and lower fibre and mineral intake  
• Gluten-free foods are not widely available  
• Cost  

•Bottomline: It has an uncertain effect on IBS symptoms and places 
an unnecessary burden on IBS patients



CAG GUIDELINE: Bran & Psyllium



CAG 12-13 : Bran & Psyllium
• Soluble fibre (eg. ispaghula husk/psyllium) had significant 
benefits in reducing IBS symptoms (both constipation and 
diarrhea)  

• Insoluble fibre (eg. wheat bran) may exacerbate symptoms 

• Effects may be related to   
• Bulking of stool 

• Reduction in production of gaseous fermentation products  
• Alteration in the gut microbiome 



CAG 12-13 : Bran & Psyllium

Soluble Fibre Insoluble Fibre

Oats 
Barley 
Flaxseeds 
Orange 
Carrots 
Beans/Legumes

Wheat bran 
Broccoli 
Cabbage 
Fruits with skins (eg. apples and grapes) 

 Examples: 



CAG 12-13 : Bran & Psyllium

• Bottomline: Based on the evidence for efficacy and safety, 
the consensus group strongly recommended soluble fiber 
supplementation as a low-cost, safe treatment option that is 
acceptable to patients and has moderate-quality evidence 
that it improves IBS symptoms



CAG GUIDELINE: Herbal Remedies

• Evidence for herbal treatments is very low-quality 

• Many herbal products are not regulated, and the amount of 
‘active ingredient’ can vary among the different products or 
batches of products



CAG 14: Herbal Remedies

Bottomline: not enough high-quality studies or 
evidence to support use



CAG GUIDELINE: Role of Acupuncture 

• Data did not show a significant benefit of acupuncture 
compared with sham acupuncture treatments in improving 
IBS symptoms overall



CAG 15: Role of Acupuncture 
•Data are very low-quality, and it is unknown whether level of therapist 
training or different acupuncture techniques would impact results 

• Although generally well tolerated, adverse events of acupuncture can 
include bleeding, pain and aggravation of symptoms, and rare, serious 
complications can include tissue or nerve injury and infections



CAG GUIDELINE: Peppermint Oil 

• While the evidence for peppermint oil is of low quality, results are 
consistently favorable 

• Low quality studies due to the ineffectiveness of double-blinding from 
natural menthol breath smell with peppermint oil products 



CAG 16: Peppermint Oil 
• Potential side effects  
• Heartburn 

• Nausea  

• Potentially mitigated with encapsulated forms of products 

• Bottomline: Based on the evidence suggesting efficacy and safety and the 
comparatively low cost of the intervention, the consensus group 
conditionally suggested the use of peppermint oil as a treatment option 
that may be helpful for patients with IBS



CAG GUIDELINE: Probiotics 

• Probiotics overall and combination products have 
demonstrated efficacy in improving IBS symptoms 
• Significant benefits were seen with combination products 
(most of which contain Lactobacillus but different species) 
and a trend but no significant benefit with single-species 
Lactobacillus products



CAG 17: Probiotics 
• Similar to herbal products, many probiotic products are not 
regulated with variable shelf life  

• Probiotic products can be an economic burden, and 
patients should be encouraged to select products that are 
licensed by Health Canada’s NNHPD. 

• If probiotics are to be used, the consensus group suggested 
a limited therapeutic trial (e.g., one month)



CAG GUIDELINE: Psychological Therapies



CAG 18-19: Psychological Therapies
• Studies looked at  
• CBT  

• Multiple studies demonstrated effectiveness of CBT  

• Therapist guided CBT only  

• Gut-directed Hypnotherapy  
• Also found to be effective from small studies in reducing GI symptoms 

in addition too reducing distress and mental health symptoms  

• Multi-component psychological therapies



CAG GUIDELINE: Psychological Therapies

• Study Limitations 
• Small studies  
• Control groups were often usual care or waitlist for therapy  
• Blinding generally not feasible 



CAG GUIDELINE: Pharmacological



Antispasmodics 
• Anticholinergic and calcium-channel blocking properties – which may help in IBS by relaxing smooth muscles in 
the gut  

•Four agents available in Canada  
• Hyoscine/ Buscopan 
• Pinaverium/ Dicetel  
• Dicyclomine/ Bentyl  
• Trimebutine (not shown to be effective)  

• Low quality evidence to support use but commonly prescribed for IBS in primary care with some evidence for 
efficacy in improving IBS symptoms  

• Recommendations: Agents not routinely offered to patient given weak evidence, potential for anticholinergic 
side effects, and high quality evidence for alternative treatment. May be considered in those who have failed 
other treatments or those with predominantly abdominal pain 



Anti depressants – TCA and SSRI 
• There was good-quality evidence demonstrating that antidepressants overall, 
TCAs, and SSRIs are effective in improving IBS symptoms and abdominal pain 

•Studies looked at the following TCA and SSRI: 
• TCA: amitriptyline, desipramine, doxepin, imipramine, and trimipramine 

• SSRI: citalopram, fluoxetine, paroxetine 

•Mechanism of action  
• Effects on gut transit time  
• Central and peripheral pain sites 

• Anti-inflammatory and analgesic properties 



Anti depressants – TCA and SSRI 
TCA 

• shown to prolong gut transit time causing constipation 

•May be more effective in IBS-D  

•May have benefits with chronic pain, may be useful in patients with IBS-C 
managed with other treatments 

• lower dose of TCA to treat IBS compared to dose used to treat depression  



Anti depressants – TCA and SSRI 
SSRI   

• decreases gut transit time  

• Useful in patients with symptoms of IBS-C 

• dosage similar to what is used to treat depression  



CAG GUIDELINE:  
Diarrhea predominant IBS



IBD-D & Loperamide
• opioid receptor agonist 

• decrease peristalsis and fluid secretion – delayed intestinal transit to allow for 
absorption of fluids and electrolytes  

• used to help with diarrheal symptoms 

• not been shown to consistently improve global IBS symptoms or abdo pain 

• Side effects: abdo pain, bloating, nausea and vomiting, constipation  

• Recommendations: to be used only prophylactically when diarrhea anticipated 
or inconvenient (eg. travel) but not for continuous use 



IBD- D & Cholestyramine

• some effectiveness in those with IBS-D and idiopathic bile acid malabsorption  

•Recommendation: lack of data in general IBS-D patients, consensus group 
suggested against this treatment 



IBS- D & Rifaximin
• Rifaximin/Xifaxan 

• a non-systemic broad-spectrum antibiotic derived from rifamycin, which 
targets the gut 

• low risk of development of bacterial resistance, or cross-resistance with 
rifampin 

• Unknown mechanism of action in IBS, speculations of alteration in 
microbiome reducing gas production . 

•  550 mg q 8 hour for 14 days 

• Available in unit-dosage package containing 42 tabs ( 2 weeks supply) 

• Recurrence of symptoms can be retreated with 14 day course, up to 2 times 



IBS- D & Rifaximin
• Moderate-quality evidence of Rifaximin having beneficial effect over placebo in 
treatment of IBS symptoms  

•Recommendation: suggested that if this strategy is to be tried, patient should be 
referred to a GI specialist 



IBS-D & Eluxadoline 
• Eluxadoline (Viberzi) is a synthetic opioid receptor modulator (high-
affinity for the μ-opioid receptors, and the δ-opioid receptors in the 
GI tract only)  

• approved by Health Canada in Jan 2017 for treatment for IBS-D 

• Moderate-quality evidence that Eluxadoline had beneficial effect for 
overall IBS symptoms but effect was modest (eg. 30% reduction in 
symptoms vs 20% with placebo) 



IBS-D & Eluxadoline
• Contraindicated in pts with:  

• Biliary duct obstruction 

• Cholecystectomy 

• Alcoholism 

• Pancreatitis 

• Hepatic impairment  
• Chronic or severe constipation  

• Recommendation: suggestion to only offering to IBS patients with diarrhea-
predominant symptoms 

•  The recommended dosage of VIBERZI is 100 mg taken orally twice daily with food. There is a 75 mg tab 
available. 



CAG GUIDELINE: 
Constipation Predominant



IBS-C & Osmotic Laxatives 
• PEG is a large polymer that acts as an osmotic laxative 

• Questionable effect on overall IBS symptoms  
• Large RTC (n=139) found that PEG improved constipation but provided no relief of 

abdominal discomfort or pain  
• Little evidence for PEG to improve overall IBS symptoms but some beneficial effects 

on constipation  

• Recommendation: against using osmotic laxatives for overall IBS symptoms but 
may be used as adjunctive therapy for pts who continue to have constipation, 
despite management with other therapies. 



IBS- C & Lubiprostone
• actives specific chloride channel in the GI tract and enhances intestinal fluid 
secretions and increasing gut transit time  

• moderate-quality evidence that Lubiprostone significant improved overall IBS 
symptoms, although effect on abdominal pain may only be temporary  

• expensive treatment  

•Trade name : Amitiza 

•Dose 8 mcg po bid  

• Recommendations: suggest using Lubiprostone in IBS-C patients 



IBS- C & Linaclotide 
• Linaclotide /Linzess/ constella  

• Minimally-absorbed, synthetic peptide  

• Acts on guancylate cyclase C receptor in the gut 

• Stimulates fluid secretion 

• Increases colonic transit 

• Modulates afferent pain sensors  

• 145- 290 mcg po daily 

• High quality evidence showing that linaclotide was effective in improving 
overall symptoms in patients with IBS-C (eg. reduced abdominal pain, bloating 
and bowel symptoms) 



IBS- C & Linaclotide 
• Side effects and drawbacks  

• Diarrhea (in about 10-20% of users) although it did not lead to tx 
discontinuation 

• Low incidences of serious adverse events  
• Expensive (each tablet around $4-7)  

Bottomline:  Strong recommendation in favour of using linaclotide in 
IBS-C patients given high quality evidence in improvement of 
symptoms and low risk of long-term serious adverse events  



CAG GUIDELINE: 
STATEMENTS WITH NO RECOMMENDATIONS



CONSENSUS-GUIDED ALGORITHM



Dissection of Team A – Byron FMC 
•Total 34 patients identified with dx of IBS. 

•Out of them,  21 were female 

•Age range 24-91 yr old  

•No Diagnostic criteria used- no ROME or Manning  

•Common presentations- abdominal pain or cramp, diarrhea predominant, bloating 

•None of them had any alarm features 

• Investigations done- CBC , TSH, H pylori, Ba enema, Upper GI, US abdomen 

•TTG was done only in one patient- 24 yr old  

•Everyone got colonoscopy , youngest age 37. 

 



Contd. Management tried
•Diet – FODMAP in 4, fiber (Metamucil) in 3, probiotic in 1 ( 75 yr old), modulin ( nutrition 
supplement for IBD ) in 1  

•Referral to dietician was done in one patient- 36 yr old  

•Medications: 

1) TCA – amitriptyline in 1, nortriptyline in 1 

2) Imodium/loperamide- 3 patients  

3) Senokot- in 1  

4) Buscopan/Hyoscine- in 1 

5) PPI- 3 

6) Librax ( benzo and antispasmodic) in 2 ( 72 and 77 yr old)



Contd.
7 )   Dicyclomine ( anticholinergic and antispasmodic) – 1 in 35 yr old 

8) Dicetel ( pinaverium bromide- calcium antagonist, works as muscle relaxant)  in 1 ( 74 yr old ) 

9) Naturopathy  in 1 ( 70 yr old) 

10) Only one person was tried with constella, 53 yr old seen by GI, had scope done and dx with 
IBS and started on constella and osmotic laxative ( lax a day). 



Take home – relevance to primary care 
❑ use appropriate diagnostic criteria – ROMW iv 

❑ use appropriate and evidence based investigations- choosing wisely 

❑ colonoscopy only when indicated 

❑ determine type  and management accordingly 

❑ never forget LSM and diet  

❑ if in FHT , referral to dietician can be considered 

❑ GI referral when appropriate 


