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ABSTRACT

Background: The quality-of-life of patients with irritable bowel syndrome is low; incorrect 
diagnosis/treatment causes economic burden and inappropriate consumption of medical 
resources. This survey-based study aimed to analyze the current status of irritable bowel 
syndrome treatment to examine differences in doctors’ perceptions of the disease, and 
treatment patterns.
Methods: From October 2019 to February 2020, the irritable bowel syndrome and Intestinal 
Function Research Study Group of the Korean Society of Neurogastroenterology and Motility 
conducted a survey on doctors working in primary, secondary, and tertiary healthcare 
institutions. The questionnaire included 37 items and was completed anonymously using the 
NAVER platform (a web-based platform), e-mails, and written forms.
Results: A total of 272 doctors responded; respondents reported using the Rome IV 
diagnostic criteria (amended in 2016) for diagnosing and treating irritable bowel syndrome. 
Several differences were noted between the primary, secondary, and tertiary physicians’ 
groups. The rate of colonoscopy was high in tertiary healthcare institutions. During a 
colonoscopy, the necessity of random biopsy was higher among physicians who worked at 
tertiary institutions. ‘The patient did not adhere to the diet’ as a reason for ineffectiveness 
using low-fermentable oligo-, di-, and mono-saccharides, and polyols diet treatment was 
higher among physicians in primary/secondary institutions, and ‘There are individual 
differences in terms of effectiveness’ was higher among physicians in tertiary institutions. 
In irritable bowel syndrome constipation predominant subtype, the use of serotonin 
type 3 receptor antagonist (ramosetron) and probiotics was higher in primary/secondary 
institutions, while serotonin type 4 receptor agonist was used more in tertiary institutions. 
In irritable bowel syndrome diarrhea predominant subtype, the use of antispasmodics 
was higher in primary/secondary institutions, while the use of serotonin type 3 receptor 
antagonist (ramosetron) was higher in tertiary institutions.
Conclusion: Notable differences were observed between physicians in primary/secondary 
and tertiary institiutions regarding the rate of colonoscopy, necessity of random biopsy, the 
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reason for the ineffectiveness of low-fermentable oligo-, di-, and mono-saccharides, and 
polyols diet, and use of drug therapy in irritable bowel syndrome. In South Korea, irritable 
bowel syndrome is diagnosed and treated according to the Rome IV diagnostic criteria, 
revised in 2016.

Keywords: Irritable Bowel Syndrome; Diagnosis; Treatment; Rome IV Diagnostic Criteria

INTRODUCTION

According to population-based studies, the prevalence of irritable bowel syndrome (IBS) 
is > 10% and on the rise, particularly in Asian countries.1-4 Based on studies conducted 
on residents in South Korea, the prevalence of IBS is similar to that in other countries, (at 
8-9.6%).1,5 The health-related quality of life in patients with IBS is low.6 Patients with IBS 
report more psychiatric symptoms including anxiety and depression, compared to healthy 
individuals.7 They also cause a large economic burden due to the excessive consumption of 
medical resources caused by inadequate measures to control the symptoms.8

According to the Rome IV definition revised in 2016, IBS is defined by abdominal pain 
recurrent at least once per week for three consecutive months, and is associated with at least 
two of the following symptoms: abdominal pain associated with defecation, changes in 
the frequency of defecation, and changes in the defecation pattern.4 IBS has recently been 
defined as a chronic gastrointestinal functional disease characterized by recurrent abdominal 
pain, abdominal distension, loose stools, and diarrhea or constipation without structural 
abnormalities, biochemical abnormalities, or excessive inflammation.9 Nevertheless, while 
the Rome criteria have been used for diagnosis, each country or continent has formulated 
individual guidelines for treatment, since the Rome criteria are based on Western patients in 
English-speaking countries.10-15 For the rational diagnosis and treatment of IBS, the opinions 
of domestic experts were collected, and the article “Guidelines for the Treatment of Irritable 
Bowel Syndrome,” suitable for the medical situation in Korea was published in 2011.16 The 
clinical treatment guidelines were revised mainly for primary care doctors in 2018.17

Accordingly, the IBS and Intestinal Function Research Study Group of the Korean Society 
of Neurogastroenterology and Motility (KSNM) conducted a survey to analyze and examine 
the current status of clinical treatment for IBS, based on the expected differences in doctors' 
perceptions of IBS and clinical treatment patterns. Considering the revised Rome IV 
criteria and improved clinical guidelines in South Korea, this study aimed to investigate the 
understanding of doctors, and their therapeutic practices.

METHODS

Target population and methods
From October 2019 to February 2020, a survey was conducted among doctors working 
in primary, secondary, and tertiary healthcare institutions. The physicians surveyed were 
randomly selected by members of the KSNM and the Korean Society of Gastroenterology 
(KSG). We randomly sent e-mails or messages with a guidance note about this study and the 
link to the NAVER questionnaire platform. In medicine, levels of care refer to the complexity of 
the medical cases doctors treat and the providers’ skills and specialties. Levels are divided into 
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the following categories: primary, secondary, and tertiary care. Primary care means day-to-day 
health-care given by a health care provider; its provider acts as the first contact and principal 
point of continuing care for patients within a healthcare system. Secondary care refers to care 
provided at a general hospital, and tertiary care refers to care provided at a university teaching 
hospital. Considering the Korean healthcare system, the difference was analyzed by dividing 
care into tertiary healthcare institutions and primary and secondary healthcare institutions.

The questionnaire comprised items on general characteristics, diagnosis, colonoscopy, and 
treatment, a total of 37 items. (Supplementary Data 1) General characteristics comprised 
7 items including the type of institution, location, specialty and experience; diagnosis 
characteristics comprised 3 items; colonoscopy comprised 4 items; and treatment comprised 
23 items.

Data analysis
Data were analyzed using IBM Statistics SPSS 25.0 (IBM Corp., Armonk, NY, USA). The 
general characteristics of the survey participants were analyzed in terms of frequency and 
percentage (%). To examine the difference according to the size (type of practice), the 
frequency and percentage (%) were presented, a χ2 test was performed, and the statistical 
significance was reviewed with P less than 0.05.

Ethical statement
This study was reviewed and approved by the Institutional Review Board of Konyang University 
Hospital (approval number: 2022-03-006). The KSNM (approval number: 2022-02-16) assisted 
with the survey. The replying doctors submitted informed consent with their answers.

RESULTS

Characteristics of respondents
Two hundred and seventy-two doctors completed the questionnaire. The baseline 
characteristics are presented in Table 1. Regarding the type of practice, 50.2% of the 
respondents worked at primary and secondary healthcare institutions, and 49.8% worked 
at tertiary healthcare institutions. All respondents were gastroenterologists or specialists of 
functional gastroenterology affiliated with the KSNM or KSG. Regarding medical experience, 
62.5% had 6–15 years of experience, and most participants (96.7%) specialized in internal 
medicine. Most respondents (52.4%) had managed 0–50 patients with IBS by follow-up at 
the time of response; physicians in internal medicine managed 51–100 patients on average. 
In 91.9% of the cases, 0–20% of patients with IBS who visited the clinic were referred to a 
tertiary medical institution.

Diagnosis of IBS
Seven questions were related to the diagnosis of IBS (Table 2). Regarding the diagnostic 
criteria, 51% (n = 136) of the respondents defined IBS as a chronic digestive functional 
disease characterized by repetitive abdominal pain and swelling, soft stools, and diarrhea or 
constipation without structural and biochemical abnormalities, and excessive inflammation; 
30% (n = 80) of the respondents defined IBS as a chronic and complex disease with complex 
symptoms such as abdominal pain, discomfort, and bloating, with changes in bowel 
habits for at least six months; 19% (n = 51) of the respondents defined IBS as a functional 
bowel disease with abdominal pain and changes in bowel movements without organic 
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abnormalities. Accordingly, 82% (n = 221) of the respondents recognized IBS according to 
the new diagnostic criteria for IBS revised in 2016. There were no statistically significant 
differences in the groups regarding the type of practice (P = 0.199).

Regarding the most common subtype among patients with IBS, the following responses were 
obtained: diarrhea-predominant subtype (IBS-D), 66% (n = 180) respondents; mixed subtype 
(IBS-M), 24% (n = 66) respondents; constipation-predominant subtype (IBC-C), 6% (n = 17) 
respondents; and unsubtyped IBS (IBS-U), 3% (n = 8) respondents.
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Table 1. Characteristics of the doctors who responded to a questionnaire-based survey on the diagnosis and 
treatment of irritable bowel syndrome (N = 272)
Characteristics Values
Type of practice

Primary, secondary 50.2
Tertiary 49.8

Medical experience, yr
≤ 5 3.3
6–15 62.5
16–25 25.4
25–35 7
≥ 35 1.8

Majors
Internal medicine 96.7
Surgery 1.1
Family medicine 1.5
Pediatrics 0.4
General physician 0.4

Number of patients managed by follow-up
0–50 52.4
51–100 22.9
101–150 11.4
151–200 4.1
≥ 200 9.2

Percentage of patients referred to a higher hospital
0–20 92.9
21–40 6
≥ 41 1.1

Values are expressed as percentage, %.

Table 2. Diagnosis of irritable bowel syndrome by type of practice, as per the results of a questionnaire-based survey of physicians working at primary, 
secondary, and tertiary healthcare institutions

Variables Total Primary, 
secondary

Tertiary χ2 P value

Diagnosis of IBS
Functional bowel disease with abdominal pain and changes in bowel movements without organic 
abnormalities

19.1 19.3 18.9 3.227 0.199

Chronic and complex disease with complex symptoms such as abdominal pain, discomfort, bloating, and 
changes in bowel habits for at least six months

30 25.2 34.8 - -

Chronic digestive functional diseases characterized by repetitive abdominal pain, swelling, soft stools, 
diarrhea, or constipation without structural and biochemical abnormalities, and excessive inflammation

50.9 55.6 46.2 - -

Diagnosis of IBS based on the finding of infectious inflammation
Yes 4.4 4.4 4.4 0 0.99
No 95.6 95.6 95.6 - -

Most common subtype among the treated IBS patients
IBS-C 6.3 4.4 8.1 0.036 0.308
IBS-D 66.4 71.3 61.5 - -
IBS-M 24.4 22.1 26.7 - -
IBS-U 3 2.2 3.7 - -

Data are expressed as percentage, %.
IBS = irritable bowel syndrome, IBS-C = IBS-constipation-predominant, IBS-D = IBS-diarrhea-predominant, IBS-M = IBS-mixed type, IBS-U = IBS-unsubtyped.



Table 3 shows the results of colonoscopy-related analysis of patients with IBS. Twenty-eight 
percent (n = 75) of respondents answered that colonoscopy was performed in 41–60% of 
patients with IBS; the other responses were as follows: 21% (n = 57) of the respondents, 61–
80% of IBS patients, and 21% (n = 56) of the respondents, ≥ 81% of patients with IBS. There 
was a statistically significant difference according to the level of healthcare institutions (P < 
0.001), and the rate of colonoscopy was high in tertiary healthcare institutions. The reasons 
for performing colonoscopy for IBS included the following: 38% (n = 102) of respondents 
selected, ‘ineffective treatment with medication’; 32% (n = 85) of respondents selected, 
‘changes in bowel habits in patients aged 50 or older’; and 31% (n = 82) of respondents 
selected, ‘others’. There was a statistically significant difference according to the level of 
healthcare institutions (P = 0.005). In primary and secondary healthcare institutions, most 
participants (45%, n = 60) answered ‘ineffective treatment with medication.’ The response 
‘changes in bowel habits in patients aged 50 years or older’ was more commonly obtained 
from respondents working at tertiary healthcare institutions (40%, n = 54).

Regarding the period of sufficient pharmacological treatment after colonoscopy, 49% (n = 
131) of respondents reported a treatment period of 2–4 weeks or longer. Depending on the 
type of practice, the rate of answering ‘within 4 weeks’ was higher at primary and secondary 
healthcare institutions compared to tertiary healthcare institutions by approximately 11.6%, 
and that of answering ‘6 weeks or longer’ was lower by approximately 12.4%, though no 
statistically significant difference was identified (P = 0.056).

Regarding the necessity of random biopsy, the most frequently provided answer was ‘no’ 
(45.6% of the respondents). There was a statistically significant difference in the number of 
respondents who reported the necessity of random biopsy according to the type of practice 
(P = 0.033); this number was higher among respondents who worked at tertiary healthcare 
institutions than among those who worked at primary and secondary healthcare institutions.
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Table 3. Percentage of patients with irritable bowel syndrome who underwent colonoscopy and the main reason for conducting the colonoscopy by type of 
practice, as per the results of a questionnaire-based survey of doctors from primary, secondary, and tertiary healthcare institutions
Variables Type of practice χ2 P value

Total Primary, secondary Tertiary
Percentage of patients who underwent colonoscopy

0–20 13.1 17.8 8.3 22.35 < 0.001
21–40 16.8 23.7 9.8 -
41–60 28 27.4 28.6 -
61–80 21.3 18.5 24.1 -
≥ 81 20.9 12.6 29.3 -

Main reason for colonoscopy
Changes in bowel habits 31.6 23.1 40 9.592 0.008
Ineffective pharmacological treatment 37.9 44.8 31.1 -
Others 30.5 32.1 28.9 -

Sufficient period of pharmacological treatment after colonoscopy
≤ 2 wk 9.7 12.7 6.7 9.232 0.056
2–4 wk 48.7 51.5 45.9 -
4–6 wk 4.1 4.5 3.7 -
6–10 wk 29.4 21.6 37 -
> 10 wk 8.2 9.7 6.7 -

Necessity of random biopsy
Yes 30 23 37 6.829 0.033
Neutral 27.4 31.9 23 -
No 42.6 45.2 40 -

Data are expressed as percentage, %.



Non-pharmacological treatment of IBS
Low FODMAP (fermentable oligo-, di-, and mono-saccharides, and polyols) diet
Table 4 presents data on the items on a low-FODMAP diet. When queried on whether they 
educated and recommended patients with IBS to adhere to a low-FODMAP diet, 61% (n = 
164) respondents gave a positive answer. The rate of effectiveness of a low-FODMAP diet was 
reported as mostly 21–40%, (with an average of 35). Respondents reported the following as 
the symptoms that showed prominent improvement with a low-FODMAP diet: abdominal 
distension (62%) and diarrhea (23%). Insufficient adherence to the diet was cited as the 
reason for the ineffectiveness of a low-FODMAP diet by 52% (n = 139) of respondents, 
whereas ‘individual differences’ was cited as the reason by 46% (n = 123) of respondents. 
The rate of citing ‘insufficient adherence to the diet’ as a reason was 16.4% higher at primary 
and secondary healthcare institutions compared to tertiary healthcare institutions; the rate 
of citing ‘individual differences’ as the reason was 14.9% lower in primary and secondary 
healthcare institutions.

Physical activity
As Table 5 shows, there was no statistically significant difference between the groups (P = 
0.197), regarding whether the doctors recommended patients with IBS to increase their level 
of physical activity; 66% (n = 170) of respondents answered ‘Yes’ to this question.
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Table 4. Responses pertaining to questions on a low-FODMAP diet, by type of practice
Variables Total Primary, secondary Tertiary P value
Education and practice of low-FODMAP diet

Yes 61.2 64.2 58.2 0.342
Neutral 22.4 18.7 26.1 -
No 16.4 17.8 15.7 -

Effectiveness of low-FODMAP diet
≤ 20% 24.4 28.4 20.5 0.367
21–40% 39.5 35.8 43.2 -
41–60% 28.2 29.1 27.3 -
≥ 61% 7.9 6.7 9.1 -

Reason for ineffectiveness of low-FODMAP diet
A low-FODMAP diet in itself is not effective as a treatment. 2.2 1.5 0.3 0.023
The patient did not adhere to the diet. 51.9 60 43.6 -
There are individual differences in terms of effectiveness. 45.9 38.5 53.4 -

Symptoms showing prominent improvement with a low-FODMAP diet
Abdominal pain 4.25 3 5.3 0.506
Abdominal distension 61.7 59.8 63.6 -
Dyspepsia 11 10.6 11.4 -
Diarrhea 23.1 26.5 19.7 -

Data are expressed as percentage, %.
FODMAP = fermentable oligo-, di-, mono-saccharides and polyols.

Table 5. Responses to a query on the recommendation to increase physical activity in patients with irritable 
bowel syndrome, by type of practice

Variables Total Primary, secondary Tertiary χ2 P value
Increase in physical activity is recommended

Yes 64.9 62.5 67.4 3.245 0.197
Neutral 24.4 28.7 20 - -
No 10.7 8.8 12.6 - -

Data are expressed as percentage, %.



Pharmacological treatment of IBS
Regarding the number of drug types used in combination as the first-line pharmacological 
treatment, the responses were as follows: one type, 4% (n = 11) of respondents; two types, 
42% (n = 114) respondents; three types, 45% (n = 123) of respondents; and four types, 9% 
(n = 24) of respondents. IBS is often treated using a combination of two or three types of 
drugs to improve abdominal pain and regularize bowel habits. Therefore, the choice and 
combination of drugs are likely to vary according to the IBS subtype and symptom severity. 
The first-line choice of IBS treatment illustrated in Fig. 1. In each IBS pattern, the farther the 
line from the center, the more its treatment is used.

Treatment for patients with IBS-C
Table 6 shows the item allowing multiple answers regarding the drugs used as the first-line 
treatment. Depending on the type of practice, the use of the serotonin type 4 receptor agonist 
was statistically and significantly higher in tertiary healthcare institutions (P = 0.001), 
whereas the use of serotonin type 3 receptor antagonists and probiotics was statistically and 
significantly higher in primary and secondary healthcare institutions (P = 0.030).
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Antispasmodics

Antidiarrheals

Rifaximin

Osmotic laxatives

Antidepressant

Bulk-forming laxatives

Probiotics5HT4 receptor agonist

5HT3 receptor antagonist

Diarrhea-predominant (IBS-D)Constipation-predominant (IBS-C)

Fig. 1. Drugs used as primary treatment for the treatment of patients with IBS-C and IBS-D (multiple responses). 
IBS = irritable bowel syndrome, IBS-C = IBS-constipation-predominant, IBS-D = irritable bowel syndrome-
diarrhea-predominant.

Table 6. Responses pertaining to the treatment provided to patients with irritable bowel syndrome, by type of practice
Variables IBS-C IBS-D

Total Primary, 
secondary

Tertiary P value Total Primary, 
secondary

Tertiary P value

Bulk-forming laxatives 68.1 62.5 66.7 0.473 8.6 6.6 9.6 0.364
Osmotic laxatives 70 63.2 69.6 0.265 1.6 1.5 1.5 0.994
Antispasmodics 15.6 15.4 14.1 0.751 87.2 87.5 77.8 0.035
Antidiarrheals 1.6 0.7 2.2 0.370 40.9 40.4 37 0.565
Serotonin type 3 receptor antagonist (Ramosetron) 2.3 4.4 0 0.030 23 16.2 27.4 0.025
Serotonin type 4 receptor agonist (Prucalopride) 24.1 14.7 31.1 0.001 1.2 1.5 0.7 1.000
Antibiotic (Rifaximin) 3.9 5.9 1.5 0.103 24.9 19.1 28.1 0.080
Probiotics 52.5 55.9 43.7 0.045 61.1 58.8 57 0.766
Antidepressants 8.2 10.5 6 0.060 9.3 10.3 7.4 0.403
Data are expressed as percentage, %.
IBS-C = IBS-constipation-predominant, IBS-D = irritable bowel syndrome-diarrhea-predominant.



Bulk-forming laxatives, osmotic laxatives, and serotonin type 4 receptor agonist (prucalopride) 
were cited as effective for alleviating the symptoms of IBS-C by 58% (n = 158), 78% (n = 
213), and 80% (n = 215) of respondents, respectively. Regarding preferred bulk-forming 
laxatives, 65% (n = 175) of respondents preferred calcium polycarbophil, whereas 34% (n = 
91) of respondents preferred psyllium husks. Regarding osmotic laxatives, 58% (n = 157), 
31% (n = 85), and 10% (n = 26) of respondents preferred magnesium hydroxide, lactulose, 
and polyethylene glycol, respectively. Depending on the type of practice, the preference for 
polyethylene glycol was statistically and significantly higher at tertiary healthcare institutions, 
whereas the preference for lactulose and magnesium hydroxide was statistically and 
significantly higher at primary and secondary healthcare institutions (P = 0.001).

Treatment for patients with IBS-D
Table 6 shows, the item that allowed multiple answers for the drugs used as the first-line 
treatment for patients with IBS-D. The use of antispasmodics and probiotics was the main 
treatment of IBS-D. Antispasmodics were mainly used in primary and secondary healthcare 
institutions (P = 0.035). Depending on the type of practice, the use of antispasmodics was 
statistically and significantly higher at primary and secondary healthcare institutions, 
whereas the use of a serotonin type 3 receptor antagonist was statistically and significantly 
higher at tertiary healthcare institutions (P = 0.025). The use of loperamide as an 
antidiarrheal, ramosetron as the serotonin type 3 receptor antagonist, and rifaximin as an 
antibiotic was reported as being effective for alleviating the symptoms of IBS-D by 71% (n 
= 194), 77% (n = 205), and 56% (n = 150) of respondents, respectively. Answers for the dose 
and period rifaximin administration varied: 200 mg, three times a day for one week, 34% 
(n = 92) respondents; 200 mg three times a day for two weeks, 35% (n = 95) respondents; 
400 mg, three times a day for one week, 13% (n = 36) respondents; and 400 mg, three times 
a day for two weeks, 17% (n = 45) respondents. A statistically significant difference was 
observed according to the type of practice (P < 0.001). In primary and secondary healthcare 
institutions, the administration of 200 mg three times a day for one week was reported by 
51.1%, and the administration of 400 mg three times a day for two weeks was reported by 
30.1% of the respondents; a one-week regimen was most commonly administered, despite 
the differences in doses. In tertiary healthcare institutions, the administration of 400 mg 
three times a day for one week was reported by 40.7%, and that of 400 mg three times a day 
for two weeks was reported by 28.1% of the respondents; the administration of 400 mg was 
primarily reported, despite differences in the period of administration.

In IBS-constipation predominant subtype, osmotic laxatives and bulk-forming laxatives were 
mostly used and effective (Table 6). In IBS-diarrhea predominant subtype, antispasmodics 
and probiotics were mainly used.

Other treatments
Antispasmodics
Regarding the effectiveness of antispasmodics in alleviating symptoms in patients with IBS, 
84% (n = 229) respondents gave a positive answer. For the item allowing multiple answers 
for preferred drugs, trimebutine maleate, tiropramide, otilonium bromide, pinaverium 
bromide, cimetropium bromide, hyoscine (scopolamine) butylbromide, alverine citrate, 
phloroglucinol, fenoverine, and mebeverine was selected by 79% (n = 214), 59% (n = 159), 
39% (n = 106), 29% (n = 79), 21% (n = 56), 15% (n = 41), 12% (n = 33), 11% (n = 29), 5% (n = 
13), and 1% (n = 2) of respondents, respectively.
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Probiotics
Regarding the item on the IBS symptoms that were alleviated by the use of probiotics, 68% (n 
= 186) of respondents cited abdominal distension and hard stools.

Antidepressants
Three questions in the survey assessed the focus on psychological symptoms in the medical 
history of patients with IBS. Regarding the item on whether the administration of tricyclic 
antidepressants was effective in alleviating IBS-related pain, 72% (n = 195) of respondents 
gave a positive answer. Table 7 shows the timing of tricyclic antidepressant therapy after 
initial treatment with other drugs, and the period of administering tricyclic antidepressants. 
The most frequently obtained answers for the timing of administration after the initiation 
of pharmacological therapy were ‘in four weeks’ and ‘in eight weeks.’ The most frequently 
obtained answer for the period of administering tricyclic antidepressants was ‘Two or Four 
weeks.’ A statistically significant difference was observed according to the type of practice 
(P < 0.001), and the administration period was most frequently within four weeks; among 
those from primary and secondary healthcare institutions, 45.5% cited two weeks and 38.1% 
reported four weeks, whereas among those from tertiary healthcare institutions, 41% cited 
four weeks, and 29.9% reported eight weeks or longer.

DISCUSSION

As there is no specific biological marker for IBS that can be used to objectively diagnose 
and treat IBS, this condition is differentiated from other functional digestive diseases based 
on the symptoms reported by the patient and changes in bowel habits; the effectiveness 
of treatment is also evaluated in the same manner. Although the Rome IV criteria are 
diagnostic, the process of drawing an objective diagnosis based on the subjective symptoms 
experienced by patients may differ for each doctor.

Doctors with various specializations participated in the survey, though a particularly high 
participation rate was observed for internal medicine specialists (97%, n = 263 respondents). 
The survey was conducted at primary, secondary, and tertiary healthcare institutions 
throughout the country to investigate the overall status of the diagnosis and treatment of 
IBS. Doctors of 80.9% defined IBS according to the new Rome IV criteria revised in 2016 as a 
chronic and complex disease with complex symptoms such as abdominal pain, discomfort, 
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Table 7. The timing of tricyclic antidepressant therapy after initial treatment with other drugs and the period of 
administering tricyclic antidepressants (N = 272)
Variables Values
The timing of tricyclic antidepressant therapy after initial treatment with other drugs

‘from the beginning’ 3
‘in 2 wk’ 8.9
‘in 4 wk’ 40.7
‘in 6 wk’ 3.7
‘in 8 wk’ 43.7

The period of administering tricyclic antidepressants
‘2 wk’ 30.9
‘4 wk’ 39.4
‘6 wk’ 1.5
‘8 wk’ 6.7
‘8 wk or longer’ 21.6

Values are expressed as percentage, %.



bloating, and changes in bowel habits for at least six months, or as a chronic digestive 
functional disease characterized by repetitive abdominal pain and swelling, soft stools, 
and diarrhea or constipation without excessive inflammation and structural or biochemical 
abnormalities.

According to the guidelines for the treatment of IBS in Korea, colonoscopy is recommended 
for patients aged 50 years or older, patients with a family history of colorectal cancer, or 
patients with warning symptoms.17,18 The results of the survey indicated that approximately 
70.6% of the doctors performed colonoscopy in more than 40% of patients suspected 
of having IBS. Colonoscopy was performed in cases with indications as described by 
specific guidelines (37.9%), and in cases of ineffective treatment with medication (38.6%). 
Colonoscopy was also performed at the patient’s request or for a health check-up in 23.5% of 
the cases. This seems rather high considering that the prevalence of structural abnormalities 
that can be diagnosed by colonoscopy in patients with IBS is low, and that the rate of 
colonoscopy in studies conducted in other countries is approximately 11–45%.19,20 This may 
have been due to the relatively high accessibility of colonoscopy in South Korea.

Patients with IBS are treated for a possible cause based on the symptoms they exhibit, or 
by selecting a drug that improves the symptoms. Various therapeutic methods have been 
tried such as a low-FODMAP diet, exercise, probiotics, antibiotics including rifaximin, 
antispasmodics, antidepressants, drugs to control diarrhea and constipation, and 
transplantation of stool flora. Therefore, healthcare institutions are likely to make various 
choices depending on the preferred drugs, feedback from patients, availability of drugs, and 
insurance coverage.

A previous study reported that a low-FODMAP diet improves symptoms by 70% in patients 
with IBS,21 and a meta-analysis has reported that such a diet helps improve IBS-related 
abdominal pain and distension.22 In this study, 60% (n = 164) of respondents answered that 
they educated the patients on the low-FODMAP diet, and recommended adherence to such 
a diet; 60% (n = 163) of respondents reported that abdominal distension was the symptom 
that showed the most prominent improvement with a low-FODMAP diet. These results agree 
with the results of previous studies; however, the results of this study cannot be generalized 
as they are not based on IBS-related rating scales, and were obtained based on the experience 
and memory of clinical practitioners. There is a need for a domestic multi-center randomized 
controlled study on symptomatic improvement in patients with IBS who switch to a low-
FODMAP diet.

In patients with IBS-C, osmotic and bulk-forming laxatives were most frequently prescribed 
to improve constipation as first-line treatment17 In IBS-C patients, bulk-forming laxatives 
were expected to improve the symptoms, and osmotic laxatives were expected to increase 
the frequency of defecation. Prucalopride, a serotonin type 4 receptor agonist, selectively 
acts on the serotonin type 4 receptor to promote intestinal motility, improve the slow bowel 
function, and shorten the transit time in the gastrointestinal tract by facilitating bowel 
movements.23,24 In this study, 79% (n = 215) of respondents answered that a serotonin type 4 
receptor agonist was effective in alleviating the symptoms in patients with IBS-C.

Loperamide, an antidiarrheal drug, was helpful for patients with IBS-D, as indicated by 71% 
(n = 195) of respondents. Loperamide is a synthetic opioid receptor agonist that acts directly 
on the intestinal plexus to inhibit intestinal peristalsis and secretion, and is commonly used 
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for treating IBS-D. Ramosetron, a serotonin type 3 receptor antagonist, helped alleviate 
the symptoms of IBS-D, as indicated by 75% (n = 205) of respondents. Ramosetron acts on 
the intestinal plexus to prolong the colon transit time, slows the gastric-colon reflex, and 
reduces rectal sensitivity and postprandial motility to improve bowel movements and reduce 
the frequency of defecation. It is effective in the treatment of IBS-D, with no difference in 
effect according to sex. Several studies have revealed that abnormalities in bacterial flora 
or intestinal inflammation are associated with worsening IBS symptoms.25,26 In our study, 
the use of the serotonin type 4 receptor agonist was statistically and significantly higher 
in tertiary healthcare institutions (P = 0.001), whereas the use of serotonin type 3 receptor 
antagonist and probiotics was statistically and significantly higher in primary and secondary 
healthcare institutions (P = 0.030). The result has suggested a treatment of serotonin 
type 3 receptor antagonists resulting a global improvement in IBS symptoms and relief of 
abdominal pain and discomfort, and can be easily used in primary and secondary healthcare 
institutions.27 The use of rifaximin, a non-absorbable antibiotics, improves abdominal pain 
and bloating symptoms in patients with IBS other than IBS-C.28,29 According to the results 
of this survey, most doctors responded positively regarding the use of rifaximin for the 
treatment of patients with IBS-D. Regarding the dose, 69% (n = 187) of respondents (one 
week: 92 respondents, two weeks: 95 respondents) answered that they administered 200 mg 
three times a day. The recommended rifaximin dose is 800–1,200 mg per day for 10 days or 
1,650 mg per day for two weeks in patients with IBS.30 Most doctors seemed to use it in low 
doses or only for short periods of time. This might be because the current insurance plan in 
South Korea only covers rifaximin for treating enteritis and hyperammonemia. Obtaining an 
insurance license for the use of rifaximin for IBS in the future will be necessary. In addition, 
sufficient education on the appropriate dose and duration of prescription is required.

A total of 84% (n = 229) of respondents answered that the use of antispasmodics helped 
relieve symptoms in patients with IBS. Various antispasmodics including non-selective 
anticholinergic agents (used to block the action of the excitatory neurotransmitter 
acetylcholine in the gastrointestinal tract), muscarinic receptor blockers, calcium channel 
blockers, and opioid receptor modulators are very commonly used in the treatment of IBS. 
Antispasmodics reduce pain by weakening the basal and postprandial contractility of smooth 
muscles in the gastrointestinal tract of patients with IBS-D.31

The use of probiotics improved abdominal distension and hard stools according to 34% 
(n = 93) and hard stools 34% (n = 93) of respondents, respectively. As abnormalities in the 
intestinal flora have been suggested to contribute to the pathophysiology of IBS, probiotics 
have been used to restore intestinal flora to a normal state. Probiotics improve the condition 
of the colonic mucosa and restore the intestinal barrier by regulating the intestinal flora. 
In several studies, probiotics improved the overall symptoms of IBS such as abdominal 
distension and bloating, compared to the placebo group.32,33 Nevertheless, obtaining 
consistent results is difficult due to the heterogeneity among studies based on the topics 
examined, the probiotic strains used, and the dosage of probiotics.

Psychiatric problems affect IBS, and depression and anxiety are associated with IBS.34,35 If 
abdominal pain persists and symptoms do not improve despite repeated administration of 
first-line drugs, antidepressant medication is considered. A previous meta-analysis revealed 
that the administration of antidepressants improved abdominal pain and IBS scores.36,37 It 
is recommended that a low dose should be administered initially, and the dose should be 
increased gradually.12,17 In this study as well, 71.4% of the participants responded that the 
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administration of tricyclic antidepressants helped relieve IBS-related pain. The use of tricyclic 
antidepressants was recommended as second line treatment in most guidelines for IBS.12,38 
Regarding the timing of administration after the initiation of pharmacological therapy, the 
most frequently obtained answers were ‘in four weeks’ (40% n = 110 respondents) and ‘in 
eight weeks’ (43%, n = 118 respondents). Nevertheless, approximately 21.3% of the doctors 
used antidepressants for eight weeks or longer. Tricyclic antidepressants are not expected to 
have a rapid effect. However, compared to the evaluation of response at 8 or 12 weeks in most 
studies, tricyclic antidepressants were reported to have only been used for a short period.39 
This might be due to the adverse effects of tricyclic antidepressants including dry mouth and 
acute urinary retention. Selective serotonin reuptake inhibitors (SSRIs), which have fewer 
adverse effects, may be administered. However, it is difficult to prescribe SSRIs for more 
than two months, except for diseases treated at mental health departments, due to current 
insurance regulations in South Korea.

We compared the diagnosis and treatment patterns at primary, secondary, and tertiary 
institutions. Many differences were observed between the groups by statistical analysis. First, 
the rate of colonoscopy was high in tertiary healthcare institutions. ‘Ineffective treatment 
with medication’ as the reason for performing colonoscopy was higher among physicians 
in primary/secondary institutions, while ‘changes in bowel habits in patients aged 50 years 
or older’ was higher among physicians in tertiary institutions. During a colonoscopy, the 
necessity of random biopsy was higher among physicians who worked at tertiary institutions. 
Second, ‘The patient did not adhere to the diet’ as the reason for ineffectiveness using 
treatment of low-FODMAP diet was that higher among physicians in primary/secondary 
institutions, while ‘There are individual differences in terms of effectiveness’ was higher 
among physicians in tertiary institutions. Third, in the IBS-constipation predominant 
subtype, the use of serotonin type 3 receptor antagonist (ramosetron) and, probiotics was 
higher among physicians in primary/secondary institutions, while the use of serotonin type 
4 receptor agonists was higher among physicians in tertiary institutions. Fourth, in the 
IBS-diarrhea predominant subtype, the use of antispasmodics was higher among physicians 
in primary/secondary institutions, while the use of serotonin type 3 receptor antagonist 
(ramosetron) was higher among physicians in tertiary institutions.

The study had some limitations. First, this survey was conducted through voluntary 
participation of doctors working at each healthcare institution. The tendencies of the 
participating doctors might form a biased opinion, and it may not be possible to represent 
all domestic doctors treating IBS. The study questionnaire was answered anonymously, and 
efforts were made to gather opinions sufficiently without being biased by the region or level 
of healthcare institution, as much as possible. Second, while prescriptions were usually 
issued based on the name of the product or ingredient, the drugs were indicated by sub-
categories of ingredients (e.g., serotonin type 3 receptor antagonist) in the questionnaire, 
and some respondents may be unfamiliar with this terminology. Third, reflecting the diverse 
tendencies of the respondents is difficult as the questionnaire was multiple-choice and the 
classification of the range of questions contained the subjective tendencies of the authors. 
However, there were numerous categories based on specific ingredient names or product 
names; therefore the questionnaire may not have indicated representative drugs.

In conclusion, the overall perception of IBS treatment and the clinical treatment patterns 
of various doctors from primary to tertiary healthcare institutions were analyzed based on 
the results of the survey. In the IBS-constipation predominant subtype, osmotic and bulk-
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forming laxatives were mostly used and effective. In the IBS-diarrhea predominant subtype, 
antispasmodics and probiotics were mainly used. Notable differences were observed between 
physicians in primary/secondary and tertiary institutions regarding the rate of colonoscopy, 
the necessity of random biopsy, the reason for the ineffectiveness of low-FODMAP diet, and 
use of drug therapy in IBS. In South Korea, IBS is mostly diagnosed and treated according to 
the Rome IV criteria as revised in 2016. Guidelines for the diagnosis and treatment should be 
continuously updated, and doctors need to be educated in this regard

SUPPLEMENTARY MATERIAL

Supplementary Data 1
Physician Questionnaire

Click here to view

REFERENCES

	 1.	 Lee SY, Lee KJ, Kim SJ, Cho SW. Prevalence and risk factors for overlaps between gastroesophageal reflux 
disease, dyspepsia, and irritable bowel syndrome: a population-based study. Digestion 2009;79(3):196-201. 
PUBMED | CROSSREF

	 2.	 Lee YY, Waid A, Tan HJ, Chua AS, Whitehead WE. Rome III survey of irritable bowel syndrome among 
ethnic Malays. World J Gastroenterol 2012;18(44):6475-80. 
PUBMED | CROSSREF

	 3.	 Siah KT, Wong RK, Chan YH, Ho KY, Gwee KA. Prevalence of irritable bowel syndrome in Singapore and its 
association with dietary, lifestyle, and environmental factors. J Neurogastroenterol Motil 2016;22(4):670-6. 
PUBMED | CROSSREF

	 4.	 Mearin F, Lacy BE, Chang L, Chey WD, Lembo AJ, Simren M, et al. Bowel Disorders. Gastroenterology. 
Forthcoming 2016. DOI: 10.1053/j.gastro.2016.02.031.
PUBMED | CROSSREF

	 5.	 Park DW, Lee OY, Shim SG, Jun DW, Lee KN, Kim HY, et al. The differences in prevalence and 
sociodemographic characteristics of irritable bowel syndrome according to Rome II and Rome III. J 
Neurogastroenterol Motil 2010;16(2):186-93. 
PUBMED | CROSSREF

	 6.	 Gralnek IM, Hays RD, Kilbourne A, Naliboff B, Mayer EA. The impact of irritable bowel syndrome on 
health-related quality of life. Gastroenterology 2000;119(3):654-60. 
PUBMED | CROSSREF

	 7.	 Ballou S, Keefer L. The impact of irritable bowel syndrome on daily functioning: characterizing and 
understanding daily consequences of IBS. Neurogastroenterol Motil 2017;29(4):e12982. 
PUBMED | CROSSREF

	 8.	 Buono JL, Mathur K, Averitt AJ, Andrae DA. Economic burden of inadequate symptom control among US 
commercially insured patients with irritable bowel syndrome with diarrhea. J Med Econ 2017;20(4):353-62. 
PUBMED | CROSSREF

	 9.	 Chey WD, Kurlander J, Eswaran S. Irritable bowel syndrome: a clinical review. JAMA 2015;313(9):949-58. 
PUBMED | CROSSREF

	10.	 Brandt LJ, Chey WD, Foxx-Orenstein AE, Schiller LR, Schoenfeld PS, Spiegel BM, et al. An evidence-based 
position statement on the management of irritable bowel syndrome. Am J Gastroenterol 2009;104 Suppl 
1:S1-35. 
PUBMED | CROSSREF

	11.	 Gwee KA, Bak YT, Ghoshal UC, Gonlachanvit S, Lee OY, Fock KM, et al. Asian consensus on irritable 
bowel syndrome. J Gastroenterol Hepatol 2010;25(7):1189-205. 
PUBMED | CROSSREF

	12.	 Hookway C, Buckner S, Crosland P, Longson D. Irritable bowel syndrome in adults in primary care: 
summary of updated NICE guidance. BMJ 2015;350:h701. 
PUBMED | CROSSREF

13/15

Survey of the Clinical Treatment of Irritable Bowel Syndrome

https://doi.org/10.3346/jkms.2023.38.e126https://jkms.org

https://jkms.org/DownloadSupplMaterial.php?id=10.3346/jkms.2023.38.e126&fn=jkms-38-e126-s001.doc
http://www.ncbi.nlm.nih.gov/pubmed/19342860
https://doi.org/10.1159/000211715
http://www.ncbi.nlm.nih.gov/pubmed/23197894
https://doi.org/10.3748/wjg.v18.i44.6475
http://www.ncbi.nlm.nih.gov/pubmed/26951047
https://doi.org/10.5056/jnm15148
http://www.ncbi.nlm.nih.gov/pubmed/27144627
https://doi.org/10.1053/j.gastro.2016.02.031
http://www.ncbi.nlm.nih.gov/pubmed/20535350
https://doi.org/10.5056/jnm.2010.16.2.186
http://www.ncbi.nlm.nih.gov/pubmed/10982758
https://doi.org/10.1053/gast.2000.16484
http://www.ncbi.nlm.nih.gov/pubmed/27781332
https://doi.org/10.1111/nmo.12982
http://www.ncbi.nlm.nih.gov/pubmed/27919177
https://doi.org/10.1080/13696998.2016.1269016
http://www.ncbi.nlm.nih.gov/pubmed/25734736
https://doi.org/10.1001/jama.2015.0954
http://www.ncbi.nlm.nih.gov/pubmed/19521341
https://doi.org/10.14309/00000434-200901001-00002
http://www.ncbi.nlm.nih.gov/pubmed/20594245
https://doi.org/10.1111/j.1440-1746.2010.06353.x
http://www.ncbi.nlm.nih.gov/pubmed/25716701
https://doi.org/10.1136/bmj.h701


	13.	 Fukudo S, Kaneko H, Akiho H, Inamori M, Endo Y, Okumura T, et al. Evidence-based clinical practice 
guidelines for irritable bowel syndrome. J Gastroenterol 2015;50(1):11-30. 
PUBMED | CROSSREF

	14.	 Chang L, Lembo A, Sultan S. American Gastroenterological Association Institute Technical Review on the 
pharmacological management of irritable bowel syndrome. Gastroenterology 2014;147(5):1149-72.e2. 
PUBMED | CROSSREF

	15.	 Spiller R, Aziz Q, Creed F, Emmanuel A, Houghton L, Hungin P, et al. Guidelines on the irritable bowel 
syndrome: mechanisms and practical management. Gut 2007;56(12):1770-98. 
PUBMED | CROSSREF

	16.	 Kwon JG, Park KS, Park JH, Park JM, Park CH, Lee KJ, et al. Guidelines for the treatment of irritable bowel 
syndrome. Korean J Gastroenterol 2011;57(2):82-99. 
PUBMED | CROSSREF

	17.	 Song KH, Jung HK, Kim HJ, Koo HS, Kwon YH, Shin HD, et al. Clinical practice guidelines for irritable 
bowel syndrome in Korea, 2017 revised edition. J Neurogastroenterol Motil 2018;24(2):197-215. 
PUBMED | CROSSREF

	18.	 Gwee KA, Gonlachanvit S, Ghoshal UC, Chua AS, Miwa H, Wu J, et al. Second Asian consensus on 
irritable bowel syndrome. J Neurogastroenterol Motil 2019;25(3):343-62. 
PUBMED | CROSSREF

	19.	 Lacy BE, Patel H, Guérin A, Dea K, Scopel JL, Alaghband R, et al. Variation in care for patients with 
irritable bowel syndrome in the United States. PLoS One 2016;11(4):e0154258. 
PUBMED | CROSSREF

	20.	 Soncini M, Stasi C, Usai Satta P, Milazzo G, Bianco M, Leandro G, et al.; AIGO. IBS clinical management 
in Italy: the AIGO survey. Dig Liver Dis 2019;51(6):782-9. 
PUBMED | CROSSREF

	21.	 Staudacher HM, Whelan K. The low FODMAP diet: recent advances in understanding its mechanisms and 
efficacy in IBS. Gut 2017;66(8):1517-27. 
PUBMED | CROSSREF

	22.	 Staudacher HM, Irving PM, Lomer MC, Whelan K. Mechanisms and efficacy of dietary FODMAP 
restriction in IBS. Nat Rev Gastroenterol Hepatol 2014;11(4):256-66. 
PUBMED | CROSSREF

	23.	 Bouras EP, Camilleri M, Burton DD, Thomforde G, McKinzie S, Zinsmeister AR. Prucalopride accelerates 
gastrointestinal and colonic transit in patients with constipation without a rectal evacuation disorder. 
Gastroenterology 2001;120(2):354-60. 
PUBMED | CROSSREF

	24.	 Ke M, Tack J, Quigley EM, Zou D, Choi SC, Leelakusolvong S, et al. Effect of prucalopride in the treatment 
of chronic constipation in Asian and non-Asian women: a pooled analysis of 4 randomized, placebo-
controlled studies. J Neurogastroenterol Motil 2014;20(4):458-68. 
PUBMED | CROSSREF

	25.	 Pittayanon R, Lau JT, Yuan Y, Leontiadis GI, Tse F, Surette M, et al. Gut microbiota in patients with 
irritable bowel syndrome-a systematic review. Gastroenterology 2019;157(1):97-108. 
PUBMED | CROSSREF

	26.	 Ford AC, Talley NJ. Mucosal inflammation as a potential etiological factor in irritable bowel syndrome: a 
systematic review. J Gastroenterol 2011;46(4):421-31. 
PUBMED | CROSSREF

	27.	 Andresen V, Montori VM, Keller J, West CP, Layer P, Camilleri M. Effects of 5-hydroxytryptamine 
(serotonin) type 3 antagonists on symptom relief and constipation in nonconstipated irritable bowel 
syndrome: a systematic review and meta-analysis of randomized controlled trials. Clin Gastroenterol Hepatol 
2008;6(5):545-55. 
PUBMED | CROSSREF

	28.	 Pimentel M, Lembo A, Chey WD, Zakko S, Ringel Y, Yu J, et al. Rifaximin therapy for patients with 
irritable bowel syndrome without constipation. N Engl J Med 2011;364(1):22-32. 
PUBMED | CROSSREF

	29.	 Lembo A, Pimentel M, Rao SS, Schoenfeld P, Cash B, Weinstock LB, et al. Repeat treatment with 
rifaximin is safe and effective in patients with diarrhea-predominant irritable bowel syndrome. 
Gastroenterology 2016;151(6):1113-21. 
PUBMED | CROSSREF

	30.	 Chey WD, Shah ED, DuPont HL. Mechanism of action and therapeutic benefit of rifaximin in patients 
with irritable bowel syndrome: a narrative review. Therap Adv Gastroenterol 2020;13:1756284819897531. 
PUBMED | CROSSREF

14/15

Survey of the Clinical Treatment of Irritable Bowel Syndrome

https://doi.org/10.3346/jkms.2023.38.e126https://jkms.org

http://www.ncbi.nlm.nih.gov/pubmed/25500976
https://doi.org/10.1007/s00535-014-1017-0
http://www.ncbi.nlm.nih.gov/pubmed/25224525
https://doi.org/10.1053/j.gastro.2014.09.002
http://www.ncbi.nlm.nih.gov/pubmed/17488783
https://doi.org/10.1136/gut.2007.119446
http://www.ncbi.nlm.nih.gov/pubmed/21350320
https://doi.org/10.4166/kjg.2011.57.2.82
http://www.ncbi.nlm.nih.gov/pubmed/29605976
https://doi.org/10.5056/jnm17145
http://www.ncbi.nlm.nih.gov/pubmed/31327218
https://doi.org/10.5056/jnm19041
http://www.ncbi.nlm.nih.gov/pubmed/27116612
https://doi.org/10.1371/journal.pone.0154258
http://www.ncbi.nlm.nih.gov/pubmed/30448159
https://doi.org/10.1016/j.dld.2018.10.006
http://www.ncbi.nlm.nih.gov/pubmed/28592442
https://doi.org/10.1136/gutjnl-2017-313750
http://www.ncbi.nlm.nih.gov/pubmed/24445613
https://doi.org/10.1038/nrgastro.2013.259
http://www.ncbi.nlm.nih.gov/pubmed/11159875
https://doi.org/10.1053/gast.2001.21166
http://www.ncbi.nlm.nih.gov/pubmed/25273116
https://doi.org/10.5056/jnm14029
http://www.ncbi.nlm.nih.gov/pubmed/30940523
https://doi.org/10.1053/j.gastro.2019.03.049
http://www.ncbi.nlm.nih.gov/pubmed/21331765
https://doi.org/10.1007/s00535-011-0379-9
http://www.ncbi.nlm.nih.gov/pubmed/18242143
https://doi.org/10.1016/j.cgh.2007.12.015
http://www.ncbi.nlm.nih.gov/pubmed/21208106
https://doi.org/10.1056/NEJMoa1004409
http://www.ncbi.nlm.nih.gov/pubmed/27528177
https://doi.org/10.1053/j.gastro.2016.08.003
http://www.ncbi.nlm.nih.gov/pubmed/32047534
https://doi.org/10.1177/1756284819897531


	31.	 Chey WY, Jin HO, Lee MH, Sun SW, Lee KY. Colonic motility abnormality in patients with irritable bowel 
syndrome exhibiting abdominal pain and diarrhea. Am J Gastroenterol 2001;96(5):1499-506. 
PUBMED | CROSSREF

	32.	 Brenner DM, Moeller MJ, Chey WD, Schoenfeld PS. The utility of probiotics in the treatment of irritable 
bowel syndrome: a systematic review. Am J Gastroenterol 2009;104(4):1033-49. 
PUBMED | CROSSREF

	33.	 Didari T, Mozaffari S, Nikfar S, Abdollahi M. Effectiveness of probiotics in irritable bowel syndrome: 
updated systematic review with meta-analysis. World J Gastroenterol 2015;21(10):3072-84. 
PUBMED | CROSSREF

	34.	 Lee C, Doo E, Choi JM, Jang SH, Ryu HS, Lee JY, et al. The increased level of depression and anxiety in 
irritable bowel syndrome patients compared with healthy controls: systematic review and meta-analysis. J 
Neurogastroenterol Motil 2017;23(3):349-62. 
PUBMED | CROSSREF

	35.	 Shah E, Rezaie A, Riddle M, Pimentel M. Psychological disorders in gastrointestinal disease: 
epiphenomenon, cause or consequence? Ann Gastroenterol 2014;27(3):224-30.
PUBMED

	36.	 Black CJ, Yuan Y, Selinger CP, Camilleri M, Quigley EM, Moayyedi P, et al. Efficacy of soluble fibre, 
antispasmodic drugs, and gut-brain neuromodulators in irritable bowel syndrome: a systematic review 
and network meta-analysis. Lancet Gastroenterol Hepatol 2020;5(2):117-31. 
PUBMED | CROSSREF

	37.	 Ford AC, Lacy BE, Harris LA, Quigley EM, Moayyedi P. Effect of antidepressants and psychological 
therapies in irritable bowel syndrome: an updated systematic review and meta-analysis. Am J Gastroenterol 
2019;114(1):21-39. 
PUBMED | CROSSREF

	38.	 Lacy BE, Pimentel M, Brenner DM, Chey WD, Keefer LA, Long MD, et al. ACG clinical guideline: 
management of irritable bowel syndrome. Am J Gastroenterol 2021;116(1):17-44. 
PUBMED | CROSSREF

	39.	 Oh SJ, Takakura W, Rezaie A. Shortcomings of trials assessing antidepressants in the management of 
irritable bowel syndrome: a critical review. J Clin Med 2020;9(9):2933. 
PUBMED | CROSSREF

15/15

Survey of the Clinical Treatment of Irritable Bowel Syndrome

https://doi.org/10.3346/jkms.2023.38.e126https://jkms.org

http://www.ncbi.nlm.nih.gov/pubmed/11374689
https://doi.org/10.1111/j.1572-0241.2001.03804.x
http://www.ncbi.nlm.nih.gov/pubmed/19277023
https://doi.org/10.1038/ajg.2009.25
http://www.ncbi.nlm.nih.gov/pubmed/25780308
https://doi.org/10.3748/wjg.v21.i10.3072
http://www.ncbi.nlm.nih.gov/pubmed/28672433
https://doi.org/10.5056/jnm16220
http://www.ncbi.nlm.nih.gov/pubmed/24974805
http://www.ncbi.nlm.nih.gov/pubmed/31859183
https://doi.org/10.1016/S2468-1253(19)30324-3
http://www.ncbi.nlm.nih.gov/pubmed/30177784
https://doi.org/10.1038/s41395-018-0222-5
http://www.ncbi.nlm.nih.gov/pubmed/33315591
https://doi.org/10.14309/ajg.0000000000001036
http://www.ncbi.nlm.nih.gov/pubmed/32932856
https://doi.org/10.3390/jcm9092933

	Survey-Based Analysis of the Clinical Treatment Status of Irritable Bowel Syndrome in Korea
	INTRODUCTION
	METHODS
	Data analysis
	Ethical statement

	RESULTS
	Diagnosis of IBS
	Non-pharmacological treatment of IBS
	Low FODMAP (fermentable oligo-, di-, and mono-saccharides, and polyols) diet

	Physical activity
	Pharmacological treatment of IBS
	Treatment for patients with IBS-C
	Treatment for patients with IBS-D
	Other treatments
	Antispasmodics

	Probiotics
	Antidepressants

	DISCUSSION
	SUPPLEMENTARY MATERIAL
	Supplementary Data 1

	REFERENCES


