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ACG’s First Clinical Guideline on Management of Irritable Bowel Syndrome 
Roadmap for Clinicians to Provide a More Holistic Approach to Treating IBS Patients

 ACG’S FIRST-EVER CLINICAL 
GUIDELINE ON THE MANAGEMENT 
OF IRRITABLE BOWEL SYNDROME 
was published in the January 2021 
issue of The American Journal of 
Gastroenterology. The guideline 
provides clinical recommendations 
for both diagnostic testing and 
therapeutic treatments for IBS.

The authors identified 25 clinically 
important questions that clinicians 
frequently ask and then used GRADE 
(Grading of Recommendations, 
Assessment, Development, and 
Evaluation) methodology to carefully 
and critically evaluate the data. 

The guideline, jointly authored by 
Brian E. Lacy, PhD, MD, FACG; Mark 
Pimentel, MD, FRCPC; Darren M. 
Brenner, MD, FACG; William D. Chey, 
MD, FACG; Laurie Keefer, PhD; Millie 
D. Long, MD, MPH, FACG; and Baha 
Moshiree, MD, FACG, provides clinical 
recommendations, including:

•	 Diagnostic testing to rule out celiac 
disease and inflammatory bowel 
disease (IBD) in patients with 
suspected IBS and diarrhea, which 
is not routinely performed by many 
health care providers

•	 Recommending against routine 
colonoscopy in patients with IBS 
symptoms under age 45 who do 
not exhibit warning signs such as 
unintentional weight loss, older age of 
onset of symptoms, or family history of 
IBD, colon cancer, or other significant 
gastrointestinal disease 

•	 Treatment of IBS with constipation 
(IBS-C) symptoms with guanylate 
cyclase activators and treatment of IBS 
with diarrhea (IBS-D) symptoms with a 
gut-selective antibiotic

•	 The use of tricyclic antidepressants to 
treat global symptoms of IBS, including 
its key symptom, abdominal pain

•	 Gut-directed psychotherapies to treat 
overall IBS symptoms as part of a 
comprehensive management strategy, 
rather than as a last resort, that can 
be used in conjunction with dietary 
therapies and medications

A key approach that the guideline 
recommends is a positive diagnostic 
strategy involving a careful 
history, physical examination, and 
limited diagnostic testing, which 
can substantially shorten time to 
appropriate therapy and be more 
cost-effective for patients. The 
guideline also recommends against 
some therapies that do not improve 
global symptoms of IBS, aiming to 
help providers determine the most 
effective and efficient treatment 
modalities for their patients.

In addition to a comprehensive 
analysis of the efficacy of prescription 
medications for IBS, the guideline 
also provides detailed discussions and 
recommendations on diet, over-the-
counter, and behavioral treatments 
such as the low FODMAP diet, fiber 
supplements, probiotics, as well as 
cognitive behavioral therapy and gut 
directed hypnosis.

 

 READ bit.ly/ACG-Guideline-IBS

 LISTEN TO THE PODCAST:  
bit.ly/IBS-Podcast-Pimentel  
Dr. Mark Pimentel in conversation with 
AJG Co-Editor-in-Chief Dr. Brennan 
Spiegel 

rechallenge (116,117). All published trials were deemed high risk of
bias (118). The low FODMAP diet was associated with a significant
reduction in global IBS symptoms compared with the different
comparators (risk ratio 0.69; 95% CI 0.54–0.88, I25 25%; 118–120).
The 3 trials that compared the low FODMAPdiet with an alternative
diet showed a nonsignificant trend favoring the low FODMAP diet
(RR 0.82; 95% CI 0.66–1.02) (85,113,114). Interestingly, 2 studies,
which comparedadietitian-led lowFODMAPdiet andadietitian-led
standardized dietary advice program from the United Kingdom,
found nonsignificant differences in the proportions of patients
reporting adequate relief of their overall IBS symptoms (119,120).
That said, these trials are more difficult to interpret as they were not
placebo-controlled, but rather, comparative effectiveness trials
assessing 2 active interventions. Most of the trials also reported
benefits of the low FODMAP diet for individual IBS symptoms,
particularly abdominal pain and bloating (114). One trial failed to
find a significant improvement in general quality of lifewhile another
reported a significant improvement in disease specific quality of life
(113,121). Overall, the low FODMAPdiet seems safe without serious
adverse events (AEs), although long-term over-restriction of FOD-
MAPs may lead to micronutrient deficiencies (119,120).

Although the current evidence is supportive, many questions
about the low FODMAP diet remain unanswered. There is a need
for high-quality long-term data which addresses efficacy, adher-
ence, and harms, including any unintended effects on the gut
microbiota. It is critically important for providers using the low
FODMAP diet to properly instruct their patients on all 3 phases
of the plan (the first stage is substitution of foods with low FOD-
MAP choices; the second stage is a gradual reintroduction of
foods into the diet while assessing symptoms; the third stage is
personalization of the diet to avoid foods that trigger symptoms).
Almost all the available research has focused on FODMAP re-
striction. However, responders to restriction of FODMAPs can be
identified in 2–6 weeks. In the second phase, responders should
undergo a gradual reintroduction of foods containing individual
FODMAPs to determine their sensitivities. In the third phase, this
information is used to personalize and liberalize the diet for ex-
tended use.

In summary, this guideline committee believes that the com-
plexity of the low FODMAP diet, combined with the potential for
nutritional deficiencies, and the time and resources required to
provide proper counseling on the 3 phases of the plan, requires
the services of a properly trained GI dietician. This, however, is
not evidence-based but certainly warrants future study. If a

trained GI dietician is not available or if a patient cannot afford to
see a dietician, it is important for providers to distribute high-
quality teaching materials which can allow an IBS patient to
implement the diet in a medically responsible manner.

Recommendation

We suggest that soluble, but not insoluble, fiber be used to treat
global IBS symptoms.
Strong recommendation; moderate quality of evidence.

A widely accepted definition describes dietary fiber as all carbo-
hydrates that are neither digested nor absorbed in the small intestine
and have a degree of polymerization of 3 or more monomeric units
(122). Fiber offers a rangeof general health benefits, and for this reason,
most experts recommend 25–35 g of total fiber intake per day (123).

Dietary fiber has diverse and incompletely understood effects
in the GI tract involving the gut microbiome, metabolism, transit
time, stool consistency, and bile acid absorption. Dietary fiber is
frequently recommended to improve symptoms in patients with
IBS, particularly when constipation is the predominant com-
plaint. In general, different types of fiber can be distinguished on
the basis of their solubility, viscosity, and ability to resist fer-
mentation in the colon. Soluble fiber is found in psyllium, oat
bran, barley, and beans. Insoluble fiber is found in wheat bran,
whole grains, and some vegetables. Fibers that exert laxative ef-
fects tend to increase stool water content and resist colonic fer-
mentation. Conversely, fibers that ferment in the colon will lose
their water-holding capacity and produce gas that could aggra-
vate symptoms of bloating and flatulence.

A recent systematic reviewandmeta-analysis onfiber in IBS (124)
identified 15 RCTs (125–139) involving 946 patients. Six trials pro-
vided information regarding IBS subtypes (133,135–139), of which 2
trials recruited only patients with IBS-C (135,136). Most trials used a
“clinical diagnosis” of IBS or symptom-based criteria supplemented
by negative investigations to identify study participants. Study end-
points were highly variable and did not adhere tomodern regulatory
guidance. Fiber led to a statistically significant benefit for IBS symp-
toms compared with placebo (RR of IBS not improving5 0.87; 95%
CI 0.80–0.94). There was no significant heterogeneity (I2 5 0%) or
funnel plot asymmetry (Egger test520.20 (95%CI21.14 to 0.74, P
5 0.66), suggesting no evidence of publication bias. Six studies in-
cluding 411 patients with IBS evaluated the insoluble, nonviscous,
poorly fermentable fiber, bran (125,126,131,132,136,137), 7 studies

Figure 2. Pelvic floor anatomy. Adapted with permission from Advances in diagnostic assessment of fecal incontinence and dyssynergic defecation. Clin
Gastroenterol Hepatol 2010;8:910–9. ©2010 with permission from Elsevier.
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