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SUMMARY

The role of diet in patients with Irritable Bowel Syndrome
still remains empirical, as the underlying pathophysiolog-
ic disturbances of this disorder are not fully elucidated and
randomised controlled trials are difficult to perform. The
mainstey for dietary manipulation still remains the exclu-
sion diets. The new, in this field is that the �forbidden�
foods are fewer than in the past and the dietary advice giv-
en to the patients has a more scientific basis, although not
evidence-based but based on the best evidence we have.

Fat, milk, fiber, carbohydrates and certain other substanc-
es such as coffee, alcohol, hot spices may play a greater or
lesser role, in aggravating symptoms. The insistance of
doctors in their personal communication with patients as
well as new, well designed, trials will help towards a more
rational approach to this problem.
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INTRODUCTION

Irritable Bowel Syndrome (IBS) is a functional dis-
order of the lower gastrointestinal tract. It is also accom-
panied by other non-colonic gastrointestinal symptoms1-5

or extaintestinal manifestations.6-8 There exist now hard
criteria that clearly separate this syndrome from other,
mainly functional, but also organic disorders with a good
discriminatory value.9-12

The main problem of this functional disorder is that

the pathogenesis is multifactorial and not entirely eluci-
dated. This fact poses difficulties in the therapeutic ap-
proach, one aspect of which is dietary management.

1. Dietary manipulation

1.1 Where do we stand?

Although reassurance and psychological support are
key factors for the emotional catharsis of patients, many
patients believe their symptoms to be caused, or at least
aggravated, by certain foods and consequently restrict
their diets unecessarily. To date only a small number of
randomised controlled trials exist in the literature most
published studies being observational. No firm conclu-
sions can therefore be extracted.13

Some experts propose the stratification of IBS pa-
tients based on symptoms, paying attention to dietary ma-
nipulation for those with mild or moderate disease, who
are in the majority, keeping different therapeutic meas-
ures for those with severe or intractable disease.14,15

1.1.1. The role of fat

It is generally accepted that fat in the diet seriously
contributes to the generation of symptoms.16 It delays
transit, induces bile secretion and is the stimulus for the
release of several hormones, the most important of which
is CCK.17 An increased responsiveness of the gut to this
hormone has been observed.18 This pathophysiologic
basis makes the advice of avoidance of fatty foods rea-
sonable, as no other, better evidence exists.

1.1.2 The role of fiber

Diet rich in fiber are frequently recommended, espe-
cially for those IBS patients with constipation predomi-
nant form. The most common advice is the consumption
of fiber �mainly as bran� in an increasing stepwise fash-
ion, in divided doses (12-16 gr/day upper limit, 3-4 times/
day). Unfortunately, 15-25% of patients complain of ag-
gravation of their symptoms, particularly bloating. Psyl-
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multifactorial. As was believed in past, the motility dis-
turbances are no longer believed to be the sole factor in
IBS pathogenesis. Sensory abnormalities, either periph-
eral or central, and the recently introduced conception
of food intolerance, indicate a greater complexity to the
mechanisms.28 Research oin these fields will add knowl-
edge that will lead to therapeutic manipulation for this
disorder. The multiplicity of pathopfysiology mechanisms
may be reflected by the different clinical forms of IBS in
discrete groups of patients. The predominant disturbance
will probably have a different approach in the future.

2.2 Food intolerance

Food intolerance is a broad term of a yet unknown
allergic gut reaction to certain stimuli. However, various
studies have shown that several food components may
aggravate symptoms through the above mechanism.15

Unfortunately, these studies have major limitations,
which reduces the power of their findings.29

In a meta-analysis of seven studies, the range of the
positive response to an elimination diet fluctuated be-
tween 15 and 58 per cent.26 Milk, wheat and eggs were
responsible for the majority of symptom exacerbation.
Also, in the same study, foods rich in amines and sali-
cylate were responsible for symptom aggravation. Intol-
erance related to substances such as fructose and sorbi-
tol, sugars found in fruit, soft drinks and candy.30 It is
interesting, that fructose malabsorption or high luminal
fructose concentration has been associated with de-
creased plasma tryptophan and consequently serotonin
levels. This has been linked to some sort of depression.30

Additionally, a recent study demonstrated a specific
group of IBS patients, similar to the �classic� coeliac
patients, and their improvement after a gluten free diet.31

CONCLUSION

No hard evidence exists for IBS patients concerning
their diet. It seems from observational studies that fat
(greasy food), lactose, coffee, hot spices, certain carbon-
drates, and flatulogenic food may play a negative cen-
tral role in the dietary manipulation of patients with Irri-
table Bowel Syndrome. Nowadays fiber consumption
remains a controverisal issue. It seems to be beneficial
to the constipated patient rather than to the constipa-
tion-prone IBS patient. More epidemiologic as well as
carefully planned randomised studies, are needed, at least
for those societies in which the poverty is an old night-
mare. The magic carpet of the under(?)-developed coun-
tries is not yet known.

lium, an hydrophilic colloid substance, or carbophilic
substances can be used as an alternative to bran prod-
ucts, as they produce less gas by preserving stool liquid-
ity, these compounds can, theoretically, be helpful in both
constipation-predominant and diarrhoea-predominant
patients. Again, however, there are arguments against
this policy, as constipated IBS patients have been found
to consume similar quantities of fiber to already healthy
controls.18,19 This is one more lesson on the divergence
between pathophysiology and clinical practice. Indeed,
fiber reduces colonic or oroanal transit time,20 without
altering the rectosigmoid motility.21

In another clinical trial, bran is reported to be no bet-
ter than placebo in relieving symptoms.22 In two other
cross over randomised controlled trials using  fiber com-
parison,21,22 the symptoms of the patients neither im-
proved nor worsened.23 It is now questionable which pa-
tients really benefit from a high-fiber diet: those with IBS-
constipation predominant syndrome or those with �sim-
ple� constipation?

1.1.3 The role of lactose

It is crucial to discriminate between lactase deficient
patients and lactose intolerant patients.24 Although this
distinction can unlabel a patient as suffering from IBS,
and a mono-elimination diet be sufficient, i.e lactose
avoidance, this distinction is not always easy to make.25

It has been observed that some IBS patients with con-
firmed lactase sufficiency feel much better whenever this
substance is eliminated from their diet. Their main symp-
toms, such as flatulence, passing of excessive gas, pain
and loose stools, if eradicated, get very much better.
These patients are characterised as lactose intolerant pa-
tients.14,26 Food intolerance is analysed later in this text.

1.1.3 Other dietary substances

It has been shown that certain substances may cause
or aggravate symptoms mainly in the diarrhoea-prone
IBS patients. These include caffeine, excess alcohol, sorb-
itol, hot spices, and food rich in carbohydrates.14,16 Beans,
onions, celery, bananas, Brussel sprouts and prunes are
considered extremely flatulogenic and should be avoid-
ed, especially of a patient�s history includes aggravation
of his/her symptoms whenever these foods are con-
sumed.27

2. The perspectives

2.1 What must we hope?

As mentioned above, the pathophysiology of IBS is
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