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IBS Prevalence – 10 - 20%. Symptoms often noticeable 20 - 30yrs

Make a positive diagnosis based on symptoms rather than exhaustive 

investigations

History 
Consider in anyone with a history 6-months or longer of:
Abdominal pain/discomfort eased by defecation or associated with altered stool 
form or frequency and at least 2 of:-
 Bloating, distension, tension or hardness
 Change in stool passage – straining, urgency, incomplete evacuation Bristol 

Stool Chart [1]  (can be useful)
 Symptoms worse with eating
 Passage of mucus
Other features such as lethargy, nausea, backache and bladder symptoms are 
common in people with IBS and may be used to support the diagnosis.

Examination – Abdominal +/- pelvic examination

Arrange the following investigations to exclude an alternative 

diagnosis - Full blood count (FBC), C-reactive protein (CRP), stool 

Microscopy, culture and sensitivity (MC&S), thyroid function (TFT)

Coeliac screen – Tissue Transglutaminase (TTG) and Immunoglobulins

(NB Consider IgA deficiency with negative TTG)

Consider Cancer antigen 125 (Ca125) in female patients

Faecal Calprotectin (FC)
Faecal calprotectin if the differential diagnosis includes IBD. Do not check 
calprotectin if the history is suggestive of infection, as then the result may 
be misleading.  Stop NSAIDs 4 weeks prior to FC testing.

Absolute Red Flags - Refer Urgently:

 ≥ 40 years with jaundice or unexplained weight loss and 
abdominal pain

 < 50 years with rectal bleeding and any of the following 
unexplained symptoms: abdominal pain, change in 
bowel habit, weight loss or iron deficiency anaemia

 ≥ 50 years with unexplained rectal bleeding
 ≥ 60 years with iron-deficiency anaemia or changes in 

their bowel habit or weight loss and any of the following: 
diarrhoea, back pain, abdominal pain, nausea, vomiting, 
constipation or new onset diabetes

 Any age where tests show occult blood in their faeces
 Any age with rectal or abdominal mass or unexplained 

anal mass or anal ulceration
 Ascites
 New iron deficiency without an obvious cause
 Raised / positive FIT test suggestive of cancer

Consider Urgent Referral
 Systemically unwell
 Nocturnal symptoms
 Strong family history of bowel or ovarian or breast or 

prostate cancer
 Persistent abdominal distension
 Early satiety/loss of appetite
 Raised platelet count
 Have a low threshold for thinking about cancers: 

pancreatic (multidisciplinary diagnostic centre) and
ovarian (simultaneous 

 CA125 and urgent pelvic ultrasound scan) 
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Please refer to the Summary of Product Characteristics (SPC) of any drug considered. This pathway has been developed from published guidance in 
collaboration with local gastroenterologists. This guidance is to assist GPs in decision making and is not intended to replace clinical judgement

NICE DG11 Oct 13, NICE 2008 CG61, http://www.bda.uk.com/foodfacts/IBSfoodfacts.pdf, BMJ 2012;345:e5836       
Refer to current BNF or SPC for full medicines information

Faecal Calprotectin <100
98% IBS certainty

Faecal Calprotectin ≥100 
repeat test in 2 weeks

Faecal Calprotectin <100
98% IBS certainty

Faecal Calprotectin ≥ 100 
33% IBD likelihood

Treat as IBS or consider non 
enteric disease

Faecal Calprotectin 
100 - 250 

ROUTINE referral 
to Gastroenterology 

12% IBD 
likelihood

Faecal Calprotectin 
>250 URGENT 

referral to 
Gastroenterology

46% IBD 
likelihood

If remains symptomatic, 
repeat Faecal Calprotectin

Faecal Calprotectin <50 or age <50 
years, consider second line therapy 
before referral

>99 % IBS certainty
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[1] Bristol Stool Chart 
http://www.sthk.nhs.uk/library/documents/stoolchart.pdf
[2] BDA Patient Leaflet
https://www.bda.uk.com/foodfacts/ibsfoodfacts.pdf
[3] FODMAP diet
https://www.theibsnetwork.org/diet/fodmaps/
[4] Fibre sheet
https://www.bda.uk.com/uploads/assets/f602fc35-ff7f-4d2c-90c89b145c43396c/Fibre-food-fact-sheet.pdf

Second line pharmacological and dietary treatments
Dietary advice
Refer to a dietician (if service available) to re-inforce general dietary advice and for specialist advice on single food avoidance and exclusion diets. Trial of 
low FODMAP diet [3], for a maximum of 8 weeks duration, may be considered by a dietician if appropriate.
Pharmacological treatment for abdominal pain:
Tricyclics (unlicensed) Amitriptyline 5 -10mg at night. Review the person after 4 weeks, and increase the dose if needed, according to symptom response 
and tolerability to a max of 30mg at night.

* False Positive FC

 GI Infections –Giardia, Bacillary dysentery, viral gastroenteritis, helicobacter gastritis

 Malignancy –colorectal cancer, gastric carcinoma, intestinal lymphoma

 Drugs NSAID, Proton Pump Inhibitor

 Miscellaneous GORD, coeliac disease, diverticular disease, protein losing/autoimmune enteropathy, microscopic colitis, liver cirrhosis.
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DIETARY ADVICE – give BDA Patient Leaflet [2]

IBS - Constipation: add up to a maximum of 1 tablespoon/day of 
linseeds whole or ground to food and take with small glass water 
and encourage exercise

Fibre - discourage eating insoluble fibre e.g. bran. If fibre is 
required try soluble fibre e.g. ispaghula/oats
See fibre sheet [4]

Fluids >8 cups (2 litres) a day water and non- carbonated non-
caffeinated drinks

Lactose intolerance – can cause similar symptoms to IBS - 
Diarrhoea. Consider trial of lactose free diet 2-4 weeks to see if 
symptoms improve

Yoghurt – consider 4 week trial probiotic (not prescribable) 
yoghurt twice a day

PSYCHOLOGICAL THERAPIES:

Consider if relevant to the individual or if 
symptoms Refractory to treatment

Refer to local psychological service for 
Cognitive Behavioral Therapy (CBT)

Hypnotherapy endorsed by NICE, however 
needs evidence based intervention and 
clinical standards approval (previously 
known as PoLCE)

Investigations must be within 6 months of date of referral
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PHARMACOLOGICAL TREATMENTS (minimum trial 8 - 12 
weeks) – trial any of the medication below

Abdominal Pain:
Antispasmodics (preferred over antimuscarinics as less likely to 
cause adverse effects)
1st choice: Mebeverine 135mg three times a day 20min before 
meals
2nd choice: Peppermint oil -1-2 caps three times a day before 
meals

Antimuscarinics
1st choice: Hyoscine butylbromide 10mg three times a day; 
increased if necessary to 20mg four times a day

Constipation – Ispaghula (see BNF for dose) +/- macrogol oral 
powder 1-2 sachets/daily. Drink with plenty of water.
Diarrhoea – Loperamide (see BNF for dose)

Advice and Guidance on eRS when 
appropriate

Faecal Calprotectin ≥50 or aged ≥50 
years of age, ROUTINE referral to 

Gastroenterology 

81 % IBS likelihood
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For any queries regarding the content of this document e-mail: nclicb.pathways@nhs.net

Examination – rectal examination
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