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NATIONAL INSTITUTE FOR HEALTH AND CARE EXCELLENCE
Centre for Clinical Practice – Surveillance Programme
Surveillance review of CG61: Irritable bowel syndrome in adults: Diagnosis and management of irritable
bowel syndrome in primary care
Recommendation for Guidance Executive
Background information
Guideline issue date: 2008
3 year review: 2011 (no update)
6 year review: 2013
NCC: National Clinical Guidelines Centre (formally National Collaborating Centre for Nursing and Supportive Care)

Main conclusions from previous surveillance review
1. CG61 was previously reviewed for update in 2011 when the review recommendation was that the guideline should not be considered for an
update. Through the 2011 review new evidence was identified focusing on the role of antidepressants, biofeedback and relaxation therapy
in the management of irritable bowel syndrome (IBS) symptoms. It was concluded that this new evidence may warrant further investigation
but was not sufficient to recommend a standard update of the guideline. These areas were therefore considered to form part of the pilot for
the rapid update programme and the IBS guideline was signed-off by Guidance Executive as a rapid update topic in June 2013. As these
areas of the guideline have been scheduled to undergo a rapid update they were not considered through the 6 year surveillance review.
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Six year surveillance review
2. A literature search for systematic reviews was carried out between November 2010 (the end of the search period for the last review) and
September 2013 and relevant abstracts were assessed. Clinical feedback on the guideline was obtained from three members of the GDG
through a questionnaire.
3. New evidence that may impact on recommendations was identified relating to 3 clinical areas within the guideline:
Clinical area 1: Diagnosis of IBS – recommendations 1.1.2.1 / 1.1.2.2
Q: What is the clinical utility of diagnostic tests to exclude alternative diagnoses in people meeting the diagnostic criteria for IBS?
Evidence summary

GDG/clinical perspective

Impact

Evidence identified from literature search
The evidence identified at the 3 year surveillance
review was considered unlikely to impact the
guideline recommendations.1,2

Feedback from the GDG highlighted that
using faecal calprotectin for the assessment
of inflammation in the gut may be useful as
a negative test would indicate that patients
do not have inflammation and IBS is a likely
diagnosis. This could mean that many
patients do not need the reassurance from
having a negative colonoscopy.

The guideline should cross-refer, at the earliest
opportunity, to new diagnostic guidance (DG7 and
DG11) that was previously not mentioned in the
guideline.

Through a systematic review search conducted
for the 6 year surveillance review, two studies
were identified which highlighted the potential
benefit of newer diagnostic methods, such as
stool-form examination, faecal inflammatory
markers and serum biomarkers as adjunctive
tools to aid in diagnosis of IBS.3,4 CG61 did not
cover these diagnostic methods however, since
the guideline has been published, NICE has
published guidance on diagnosis of
gastrointestinal conditions such as IBS using
noninvasive methods:
 Tauroselcholic acid – DG7: SeHCAT
(Tauroselcholic [75Selenium] acid) for the
investigation of bile acid malabsorption
(BAM) and measurement of bile acid pool
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loss, Nov 2012
Faecal calprotectin – DG11: Faecal
calprotectin diagnostic tests for
inflammatory diseases of the bowel, Oct
2013

CG61 should cross-refer to these diagnostic
guidelines.
One additional systematic review identified at the
6 year surveillance review found that the odds of
breath test positivity among IBS patients was
significantly greater than that among healthy
controls.5 However, the details about the breath
test used, such as type of test and diagnostic
accuracy outcomes were not reported in the
abstract therefore it is not possible to determine
whether this review would impact on the guideline
recommendations.
Clinical area 2: Diet and lifestyle (exclusion diets) – recommendation 1.2.1.8
Q: Do exclusion diets improve IBS or related symptoms?
Evidence summary
GDG/clinical perspective

Impact

Evidence identified from literature search
Two studies were identified at the 3 year
surveillance review (2011) which indicated a
potential improvement in IBS symptoms among
people who followed the FODMAP diet (involves
restricting fermentable oligo-di-monosaccharides
and polyols).6,7 No evidence was identified
through the 6 year literature search for this clinical
area.

Since the guideline was published the evidence
base relating to the potential benefit of restricting
fermentable oligo-di-monosaccharides and polyols
(FODMAP) as a diet intervention in IBS has grown
(6 studies identified at 3 year surveillance review
plus 2 studies identified at 6 year surveillance
review). This intervention should be considered for
inclusion in the guideline as it may enable a more
specific recommendation about exclusion diets to

Four studies focusing on the FODMAP
approach were highlighted by GDG
members at the 3 year surveillance review
conducted in 2011.8-11 Furthermore, two
trials were highlighted by the GDG at the 6
year surveillance review which indicated
improved symptom response in patients
with IBS when following a diet restricted in
fermentable carbohydrates.12,13 These
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studies were not identified through the
be made.
literature search conducted for the
surveillance review as this was limited to
systematic reviews.
Clinical area 3: Pharmacological interventions for IBS (linaclotide and lubiprostone) – recommendation 1.2.2.2
Q: Are laxatives effective in the management of IBS?
Evidence summary
GDG/clinical perspective
Impact
Evidence identified from literature search
The evidence identified at the 3 year surveillance
review was considered consistent with the
guideline recommendations.14-21
Through an assessment of abstracts from a highlevel systematic review search conducted for the
6 year surveillance, evidence was identified on
new drug treatments for IBS with constipation.
Eight reviews of linaclotide (a guanylate cyclaseC receptor agonist) were identified which
indicated that linaclotide may be an effective
treatment for IBS with constipation (IBS-C).22-29
Furthermore, five reviews were identified which
indicated that lubiprostone may be a beneficial
treatment for IBS.26,28,30-32 Lastly, one review
reported the efficacy and safety of laxatives for
IBS indicating that these treatments are
beneficial.33

Feedback from the GDG indicated that a
new drug for IBS, linaclotide, has recently
been licensed in the UK for symptomatic
treatment of moderate to severe IBS-C in
adults and should be included in an update
of the guideline.
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Since the guideline was published, linaclotide and
lubiprostone have been licensed in the UK for
symptomatic treatment of IBS with constipation,
and chronic idiopathic constipation plus
associated symptoms in adults respectively. There
is now a body of literature indicating that
linaclotide and lubiprostone may be of benefit for
management of IBS-C symptoms and therefore
these drugs should be considered for inclusion in
the guideline as this may enable a more specific
recommendation on laxative treatment to be
made.
Linaclotide for IBS was non-prioritised in the
Technology Appraisal (TA) topic selection process
as the Topic Selection Consultant Clinical
Advisor’s view was that this would be better dealt
with in context of a review of the IBS guideline. A
TA on lubiprostone for chronic constipation is
currently in development and expected to publish
Oct 2014. However, CG61 stated in the
methodology that studies reporting patients with
single symptoms, such as chronic constipation /
diarrhoea in isolation should not be included. As
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such, the TA is unlikely to be directly relevant to
the population covered in CG61.

Ongoing research
4. None identified.

Anti-discrimination and equalities considerations
5. None identified.

Implications for other NICE programmes
6. Three areas of the guideline have already been scheduled to undergo a rapid update (the role of antidepressants, biofeedback and
relaxation therapy in the management of IBS symptoms) and are scheduled to be presented to the Rapid Updates Committee in April 2014.
7. A Quality Standard for IBS has been scheduled into the 2015/16 workplan with a provisional start date still to be agreed.

Conclusion
8. Through the review of CG61 new evidence which may potentially impact guideline recommendations was identified in the following areas:
a. The role of exclusion diets (specifically the FODMAP diet which involves restricting fermentable oligo-di-monosaccharides and
polyols) in improving IBS or related symptoms
b. Pharmacological interventions for IBS (inclusion of linaclotide and lubiprostone within the laxatives section of the guideline)
9. The guideline should cross-refer to new diagnostic guidance (DG7 and DG11) that was previously not mentioned in the guideline.
10. For all other areas of the guideline no evidence was identified which would impact on recommendations.

Surveillance recommendation
11. GE is asked to consider the proposal to update the guideline as a rapid update (using Guideline Updates standing committee). GE are
asked to note that this ‘yes to update’ proposal will not be consulted on.
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Appendix 1 Decision matrix
Surveillance and identification of triggers for updating CG61. The table below provides summaries of the evidence for key questions for which studies were
identified.

Conclusions from previous
review (3 year; 2011)

Is this
conclusion
still
supported by
the evidence /
still valid?

Has there been any new evidence /
intelligence that may change this
conclusion?

Comments

If yes, please provide references

What is the clinical utility and diagnostic accuracy of different diagnostic criteria for people with IBS?
Two studies were identified through a
Yes
No: One systematic review was identified which
high-level RCT search which advised
examined the validation and utilisation of IBS
that symptom criteria for diagnosis IBS
criteria concluding that the Manning criteria had
(such as Manning, Kruis and Rome)
been validated in more studies compared with the
should be validated in primary care
Rome criteria (I, II and III) and Kruis. This new
populations. These studies were
evidence is unlikely to impact on the current
judged as not likely to impact on
guideline recommendations as the diagnostic
guideline recommendations.
criteria recommended by the GDG is based to a
degree on the Manning and the ROME III criteria.

New evidence is unlikely to impact on
guideline recommendations.

What is the clinical utility of diagnostic tests to exclude alternative diagnoses in people meeting the diagnostic criteria for IBS?
Two studies identified through a highYes
No: One systematic review found that the odds of
The guideline should cross-refer, at the
level RCT search reported that breath
breath test positivity among IBS patients was
earliest opportunity, to new diagnostic
test findings support a role for
significantly greater than that among healthy
guidance (DG7 and DG11) that was
abnormal intestinal bacterial
controls. However, the details about the breath
previously not mentioned in the guideline.
distribution in IBS. However, at this
test used, such as type of test and diagnostic
surveillance point the role of testing for
accuracy outcomes were not reported in the
small intestine bacteria overgrowth in
abstract therefore it is not possible to determine
individuals with suspected IBS was
whether this review would impact on the guideline
unclear.
recommendations.
Lastly, two systematic reviews highlighted
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Conclusions from previous
review (3 year; 2011)

Is this
conclusion
still
supported by
the evidence /
still valid?

Has there been any new evidence /
intelligence that may change this
conclusion?

Comments

If yes, please provide references
potential benefit of newer diagnostic methods,
such as stool-form examination, faecal
inflammatory markers and serum biomarkers as
adjunctive tools to aid in diagnosis of IBS. CG61
did not cover these diagnostic methods however,
since the guideline has been published, NICE has
published guidance on diagnosis of
gastrointestinal conditions such as IBS using
noninvasive methods:
 Faecal calprotectin – DG11: Faecal
calprotectin diagnostic tests for
inflammatory diseases of the bowel, Oct
2013
 Tauroselcholic acid – DG7: SeHCAT
(Tauroselcholic [75Selenium] acid) for the
investigation of bile acid malabsorption
(BAM) and measurement of bile acid pool
loss, Nov 2012

CG61 should cross-refer to these diagnostic
guidelines.
What is the cost-effectiveness of tests to identify alternative diagnoses in patients meeting the diagnostic criteria for IBS who do not have any “red-flag”
symptoms?
No relevant evidence identified –
Yes
No
No relevant evidence identified.
question does not need to be updated.
What associations are there between diet and IBS?
What dietary interventions improve symptoms / quality of life?
One RCT identified through a highYes
No: The conclusions reported in a systematic
New evidence is consistent with guideline
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Conclusions from previous
review (3 year; 2011)

level RCT search reported that a diet
of specially processed cereals (SPC)
known to induce anti-secretory factor
(ASF) production improved QoL in IBS
patients. At this review point this was
considered insufficient new evidence
to impact on the guideline
recommendations.

Is this
conclusion
still
supported by
the evidence /
still valid?

Has there been any new evidence /
intelligence that may change this
conclusion?

Comments

If yes, please provide references
review support the current guidance which states
that diet and nutrition should be assessed for
people with IBS and general diet advice should be
given. The guideline also recommends that if diet
continues to be considered a major factor in a
person's symptoms and they are following general
lifestyle/dietary advice, they should be referred to
a dietician for advice and treatment, including
single food avoidance and exclusion diets.

Does Aloe Vera have a role in managing symptoms?
No relevant evidence identified –
Yes
No
question does not need to be updated.
What associations are there between physical activity and IBS?
Does physical activity improve IBS or related symptoms?
One study was identified through a
Yes
No
high-level RCT search which indicated
that exercise may be an effective
intervention for symptom management
in patients with IBS. The results of the
study supported guideline
recommendations.
Does fibre improve IBS or related symptoms?
One systematic review was identified
Yes
No: The identified new evidence on fibre is
through a high-level RCT search which
conflicting particularly since the included studies
indicated that fibre was more effective
evaluated different types of fibre: soluble
than placebo in the treatment of IBS. It
(psyllium); bran and unknown type of fibre (fibre
was concluded at this review point that
supplements). Two reviews found no benefit of
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recommendations.

No relevant evidence identified.

No relevant evidence identified.

New evidence is consistent with guideline
recommendations.
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Conclusions from previous
review (3 year; 2011)

the results of the study were
considered unlikely to impact on
guideline recommendations.

Is this
conclusion
still
supported by
the evidence /
still valid?

Has there been any new evidence /
intelligence that may change this
conclusion?

Comments

If yes, please provide references
bran on IBS which supports the current guideline
recommendation which states that people with
IBS should be discouraged from eating insoluble
fibre such as bran. Furthermore, one review found
some benefit of psyllium supplementation (soluble
fibre) for IBS which does not contradict the
guideline which currently recommends that if an
increase in dietary fibre is advised, it should be
soluble fibre such as ispaghula powder or foods
high in soluble fibre (for example, oats).

Do probiotics and prebiotics improve IBS or related symptoms?
Through a focused search 20 relevant
Yes
No: The evidence reviewed in the guideline
studies were identified, 17 of which
indicated that some probiotics are effective in
found a beneficial effect of probiotics.
people with IBS, but others are not, whilst the
It was concluded at this review point
effect is dose and strain dependent. The evidence
that the results of the study were
identified for the 6 year surveillance review is
considered unlikely to impact on
consistent with this conclusion.
guideline recommendations.
At the time of guideline publication the GDG
agreed there was insufficient evidence to make a
recommendation on prebiotics. No evidence on
prebiotics was identified through this 6 year
surveillance review.
Do exclusion diets improve IBS or related symptoms?
Through a focused search 2 studies on No
Yes: Two studies were highlighted by the GDG
the FODMAP diet for IBS were
which indicated improved symptom response in
identified. The aim of this diet is to
patients with IBS when following a diet restricted
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New evidence is consistent with guideline
recommendations.

There is a body of literature indicating that
restricting fermentable oligo-dimonosaccharides and polyols (FODMAP

14 of 24

Conclusions from previous
review (3 year; 2011)

Is this
conclusion
still
supported by
the evidence /
still valid?

exclude fermentable oligo-dimonosaccharides and polyols such as
fructose, lactose, fructans, galactans
and polyols. The results of both
studies indicated a potential
improvement in symptoms in people
with IBS. Furthermore, 5 additional
studies focusing on the FODMAP
approach were highlighted by a GDG
member.

Has there been any new evidence /
intelligence that may change this
conclusion?
If yes, please provide references
in fermentable carbohydrates. Since the guideline
was published the evidence base relating to the
potential benefit of restricting fermentable oligo-dimonosaccharides and polyols (FODMAP) as a
diet intervention in IBS has grown. As this
intervention may potentially be of benefit in people
with IBS it warrants investigation in the guideline.




Are antispasmodics effective in managing IBS symptoms?
Through a focused search 6 studies on Yes
antispasmodics were identified which
suggested that generally these agents
are well tolerated and have some
efficacy in people with IBS. It was
concluded that this evidence was
consistent with the guideline
recommendations.
Are laxatives effective in the management of IBS?
Through a high-level RCT search 9
No
studies on laxatives were identified
which suggested that these agents are

Comments

diet) may be of benefit for management of
IBS symptoms and therefore should be
considered for inclusion in CG61.

Staudacher HM, Whelan K, Irving PM et al. (2011)
Comparison of symptom response following advice for a
diet low in fermentable carbohydrates (FODMAPs) versus
standard dietary advice in patients with irritable bowel
syndrome. J Hum.Nutr Diet. 24:487-495.
Staudacher HM, Lomer MC, Anderson JL et al. (2012)
Fermentable carbohydrate restriction reduces luminal
bifidobacteria and gastrointestinal symptoms in patients
with irritable bowel syndrome. J Nutr 142:1510-1518.

No: The identified new evidence (5 systematic
reviews) generally indicated a benefit of
antispasmodics in managing IBS. This new
evidence supports the current guideline
recommendation which states that healthcare
professionals should consider prescribing
antispasmodic agents for people with IBS.

New evidence is consistent with guideline
recommendations.

Yes: 8 reviews of linaclotide plus clinical feedback
from the GDG indicated that linaclotide may be an
effective treatment for IBS with constipation (IBS-

Since the guideline was published,
linaclotide and lubiprostone have been
licensed in the UK for symptomatic
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Conclusions from previous
review (3 year; 2011)

have some efficacy in people with IBS
and adverse events are rare. It was
concluded that this evidence was
consistent with the guideline
recommendations.
In addition, evidence was identified for
new drugs not currently covered by the
guideline. One RCT conducted in
patients with IBS with constipation
(IBS-C) indicated a beneficial effect of
linaclotide. In addition, a systematic
review and an RCT reported that
lubiprostone may be a reasonable
alternative for use in patients with IBSC. As these drugs were not licensed
for use in the UK in 2011 and the
evidence base was small this was not
considered sufficient evidence to
warrant inclusion of these drug in the
guideline at this time.

Is this
conclusion
still
supported by
the evidence /
still valid?

Has there been any new evidence /
intelligence that may change this
conclusion?

Comments

If yes, please provide references
C). Initial intelligence gathering and feedback from
the GDG highlighted that linaclotide was licensed
in the UK in 2012 for symptomatic treatment of
moderate to severe IBS-C in adults. Linaclotide
for IBS was B listed (non-prioritised) in the
Technology Appraisal (TA) topic selection process
as the Topic Selection Consultant Clinical
Advisor’s view was that this would be better dealt
with in context of a review of the IBS guideline.
Linaclotide was covered in an Evidence
Summary: New Medicine published by the
Medicines Prescribing Centre in April 2013
however, as this is a summary of key trials it does
not constitute guidance and provides no
recommendations on use. A TA on lubiprostone
for chronic constipation is currently in
development and expected to publish Oct 2014.
However, CG61 stated in the methodology that
studies reporting patients with single symptoms,
such as chronic constipation / diarrhoea in
isolation should not usually be included. As such,
the TA is unlikely to be directly relevant to CG61.




treatment of IBS and chronic idiopathic
constipation and associated symptoms in
adults respectively. There is now a body of
literature indicating that linaclotide and
lubiprostone may be of benefit for
management of IBS-C symptoms and
therefore these drugs should be
considered for inclusion in the guideline.

Ahmad D, Esmadi M, Firwana B et al. (2013) Effect of
linaclotide in the treatment of irritable bowel syndrome
and chronic constipation: A meta-analysis.
Gastroenterology 144:S215.
Johnston JM, Shiff SJ, and Quigley EMM. (2013) A
review of the clinical efficacy of linaclotide in irritable
bowel syndrome with constipation. Current medical
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Conclusions from previous
review (3 year; 2011)

Is this
conclusion
still
supported by
the evidence /
still valid?

Has there been any new evidence /
intelligence that may change this
conclusion?

Comments

If yes, please provide references










research and opinion 29:149-160.
Lee N and Wald A. (2011) The pharmacokinetics,
pharmacodynamics, clinical efficacy, safety and
tolerability of linaclotide. Expert opinion on drug
metabolism & toxicology 7:651-659.
Lee N and Wald A. (2012) Linaclotide: evidence for its
potential use in irritable bowel syndrome and chronic
constipation. Core evidence 7:39-47.
Mozaffari S, Nikfar S, and Abdollahi M. (2013) Metabolic
and toxicological considerations for the latest drugs used
to treat irritable bowel syndrome. Expert opinion on drug
metabolism & toxicology 9:403-421.
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Five systematic reviews were identified which
indicated that lubiprostone may be a beneficial
treatment for IBS.
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Lastly, one systematic review reported the
efficacy and safety of laxatives for IBS indicating
that these treatments are beneficial.
Are anti-motility agents effective in symptom control in IBS?
No relevant evidence identified –
Yes
question does not need to be updated.

No: One systematic review found a benefit of
loperamide for IBS. This review supports the
guideline recommendation which states that
loperamide should be the first choice of
antimotility agent for diarrhoea in people with IBS.
Do antidepressants have a role in the management of IBS symptoms?
12 RCTs and 4 meta-analyses were
Question not
Question not reviewed
identified in the previous review
reviewed
(2011). It was concluded that the
identified new evidence was
inconclusive and may warrant further
investigation. As such, it was
recommended that this review
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question be updated using the rapid
update process.
What is the cost effectiveness of pharmacological interventions as long-term maintenance therapy for IBS?
No relevant evidence identified –
Yes
No
question does not need to be updated.
Does CBT have a role in managing symptoms?
Through a high-level RCT search 2
Yes
No: One systematic review was identified which
studies on CBT concluded that this
suggested that CBT based interventions may be
intervention improves symptoms in
promising in improving IBS symptoms. This new
people with IBS. This evidence was
evidence is unlikely to change the direction of the
considered consistent with the
current guideline recommendation which states
guideline recommendations.
that referral for psychological interventions CBT,
hypnotherapy and/or psychological therapy)
should be considered for people with IBS who do
not respond to pharmacological treatments after
12 months and who develop a continuing
symptom profile (described as refractory IBS).
Does psychotherapy have a role in managing symptoms?
One study was identified through a
Yes
No: The identified new evidence for
high-level RCT search which
psychotherapy in IBS was generally supportive (2
concluded that psychotherapy for
systematic reviews found positive effects of
interpersonal problems may play a role
psychotherapy for IBS).
in improving health status of patients
This new evidence is unlikely to change the
with chronic painful IBS. This evidence
direction of the current guideline recommendation
was considered consistent with the
which states that referral for psychological
guideline recommendations.
interventions CBT, hypnotherapy and/or
psychological therapy) should be considered for
people with IBS who do not respond to
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pharmacological treatments after 12 months and
who develop a continuing symptom profile
(described as refractory IBS).

Does hypnotherapy have a role in managing IBS symptoms?
No relevant evidence identified –
Yes
No
No relevant evidence identified.
question does not need to be updated.
Does relaxation therapy have a role in managing symptoms? / Does bio-feedback have a role in managing symptoms?
Both questions were reviewed
Questions not
Questions not reviewed
Review question scheduled for rapid
separately in CG61 but were
reviewed
update
considered together in the last review
of the guideline in 2011. The current
guideline makes no recommendations
about relaxation and biofeedback.
Through a focused literature search 3
studies were identified that were
relevant to this research
recommendation, finding that
relaxation does have a beneficial effect
on IBS related symptoms. It was
concluded that a limited amount of
new evidence was found that may
potentially enable a recommendation
to be made therefore, this review
question is now scheduled to be
updated using the rapid update
process.
What is the cost effectiveness of CBT, psychotherapy and hypnotherapy as ‘one-off’ interventions for IBS?
No relevant evidence identified –
Yes
No
No relevant evidence identified.
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question does not need to be updated.
Is acupuncture an effective intervention in managing IBS symptoms?
Through a high-level RCT search two
Yes
No: Three systematic reviews investigating the
studies evaluating the use of
use of acupuncture for IBS were identified.
acupuncture for IBS were identified.
However, the evidence for the use of acupuncture
The results of the studies were
in IBS remains conflicting depending on the
conflicting therefore, it was concluded
control treatment used in the trial. Currently, there
that there was insufficient consistent
is insufficient consistent new evidence to change
new evidence to change the direction
the direction of the current recommendation which
of the current recommendation which
states that the use of acupuncture should not be
states that the use of acupuncture
encouraged for the treatment of IBS.
should not be encouraged for the
treatment of IBS.
Is reflexology an effective intervention in managing IBS symptoms?
No relevant evidence identified –
Yes
No
question does not need to be updated.
Is herbal medicine an effective intervention in managing IBS symptoms?
Through a high-level RCT search 5
Yes
No: The guideline does not include any
studies evaluating the use of herbal
recommendations on herbal medicines for IBS
medicines for management of IBS
because the GDG felt there were too many
were identified. Different herbal
uncertainties regarding type and dose of herbal
medicines were used in each study
medicines to make a recommendation for
whilst the evidence for effectiveness
practice. The identified new evidence (one
was conflicting. It was concluded that
systematic review which found no beneficial effect
this evidence was too conflicting to
of the herbs Curcuma xanthorriza and Fumaria
enable a recommendation to be made.
officinalis in IBS) is unlikely to add to the evidence
base sufficiently to enable a recommendation to
be made in this area.
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Do psychosocial interventions have a role in managing IBS symptoms? / Do self-help/support groups have a role in managing IBS symptoms?
One study was identified through a
Yes
No
No relevant evidence identified.
high-level RCT search which indicated
that a comprehensive selfmanagement program is efficacious
whether delivered primarily by
telephone or in person. However, as
the recommendations don’t specifically
state how self-help should be delivered
it was decided that this study was
unlikely to impact on the
recommendations.
What role does patient information play in IBS?
No relevant evidence identified –
Yes
No
No relevant evidence identified.
question does not need to be updated.
NEW DRUGS NOT CURRENTLY COVERED BY THE GUIDELINE
Through the high-level RCT search
No
Antiemetics
There is some literature on drug classes
evidence was identified for the
Two systematic reviews evaluated the efficacy
other than laxatives, antimotility agents,
following drugs:
and safety of antiemetics in IBS. The evidence for antispasmodics and antidepressants.
effectiveness was inconclusive and therefore this
However, this evidence is currently
Melatonin
drug class does not warrant inclusion in the
insufficient to warrant inclusion of these
One study was identified which
guideline at this time.
drugs in the guideline at this time.
indicated that melatonin may be a
promising candidate for the future
Asimadoline
research of agents that can modulate
One systematic review reported on the efficacy
bowel motility. This evidence was
and safety of asimadoline for diarrhoea
considered insufficient to warrant
predominant IBS. However, this evidence is
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currently insufficient to warrant inclusion of this
drug in the guideline at this time.
Antibiotics
Six reviews have highlighted the benefits of
antibiotics, in particular rifaximin (5 reviews), in
improving IBS symptoms. However, currently
antibiotics are not licensed for use in IBS, side
effects are common and antibiotic resistance
levels are increasing rapidly therefore further
evidence of effectiveness is required before
considering antibiotics for management of IBS.
Melatonin
One systematic review found that melatonin
treatment decreased abdominal pain and
improved overall IBS symptom scores. However,
this evidence is currently insufficient to warrant
inclusion of this drug in the guideline at this time.
Benzodiazepine receptor modulators
One systematic review was identified which
concluded that benzodiazepine receptor
modulators may be beneficial in diarrhoea
predominant IBS. However, this evidence is
currently insufficient to warrant inclusion of this
drug in the guideline at this time.
Anticonvulsants
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One systematic review found a benefit of
pregabalin for IBS. However, this evidence is
currently insufficient to warrant inclusion of this
drug in the guideline at this time.
Antiepileptics
One systematic review found a benefit of
gabapentin for IBS. However, this evidence is
currently insufficient to warrant inclusion of this
drug in the guideline at this time.
Antimigraine drugs
One systematic review found a benefit of clonidine
for IBS. However, this evidence is currently
insufficient to warrant inclusion of this drug in the
guideline at this time.
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