
CHRONIC ABDOMINAL PAIN PATHWAY
This Calgary Zone pathway has been developed with consideration of guidelines. The following is a best-practice clinical pathway for management 

of suspected functional GI disorder causing chronic abdominal pain in a primary care setting. It includes a flow diagram and expanded details

CLINICAL FLOW DIAGRAM

1. ALARM FEATURES
 Unintended weight loss ≥ 5%
 GI bleeding / iron deficiency anemia
 Persistent vomi�ng
 Onset of symptoms a�er 60
 Family history of colorectal cancer or
inflammatory bowel disease
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3. CONSIDER ALTERNATE DIAGNOSES AND ADDRESS SECONDARY CAUSES
 Consider referred pain from other systems (cardiac, urologic, gynecologic,
MSK, dermatologic)
 Op�miza�on of underlying medical condi�ons, including diabetes and thyroid disorders
 Discon�nua�on or dose reduc�on of culprit drugs, including NSAIDs, opioids and cannabis
 Elimina�on of obvious dietary triggers (e.g. gluten, lactose, FODMAPS, alcohol) and allergens

MORE
DETAILS

5. GENERAL PRINCIPLES OF CAPS TREATMENT
 Pa�ent reassurance and management of expecta�ons
 Dietary review, journaling and interven�on
 Lifestyle modifica�on and complementary therapies
addressing exercise, sleep hygiene and stress management
 Establishment of a therapeu�c rela�onship to allow for
longitudinal monitoring and review

Suspected func�onal GI disorder causing
CHRONIC ABDOMINAL PAIN
 Con�nuous or near con�nuous abdominal pain
 Symptom onset ≥ 6 months ago

Iron 
deficiency 
anemia, 

suspected 
celiac 

disease, 
suspected 

IBD

Appropriate 
work-up and 
management 
of underlying 

cause

No alarm features

2. ARE SYMPTOMS BETTER EXPLAINED BY ANOTHER GI DISORDER?
 Does the pa�ent have symptoms of heartburn or regurgita�on typical of
gastroesophageal reflux disease (GERD)?
 Are there symptoms of epigastric discomfort, abdominal pain and
bloa�ng typical of dyspepsia?
 Is the pain related to defaca�on and/or associated with change in stool
form/frequency, consistent with irritable bowel syndrome (IBS)?

DIFFERENTIAL
DIAGNOSIS

Not consistent with GERD, dyspepsia or IBS

No improvement after optimization

GI CENTRAL ACCESS 
& TRIAGEYes

Refer for specialist 
consulta�on through

 

(please note alarm features)

6. SPECIFIC TREATMENT OPTIONS FOR CAPS
 Regular exercise, medita�on, yoga
 Avoid dietary triggers (FODMAPS, gluten, lactose, alcohol)
 Low-dose TCAs, SSRIs or SNRIs
 Complementary therapies / behavioural health referral
(e.g. cogni�ve-based therapy, mindfulness, hypnotherapy
and psychodynamic interpersonal psychotherapy)
 Referral to mental health professional

No organic cause identified

Consistent with Centrally Medicated Abdominal Pain Syndrome (CAPS)

TREATMENT
OPTIONS

YesDYSPEPSIA

IBS

GERD

Follow 
appropriate 

pathway:

4. FURTHER INVESTIGATIONS
 Blood: CBC, ferri�n, electrolytes, calcium, crea�nine, liver enzymes, albumin, lipase, CRP, TSH,
celiac serology
 Urine & stool: Urinalysis, helicobacter pylori stool an�gen; ᵦ-hCG in females of childbearing age
 Imaging: Abdominal ultrasound

https://www.albertahealthservices.ca/findhealth/service.aspx?Id=1019457
https://www.specialistlink.ca/files/DYSPEPSIA_Enhanced_Primary_Care_Pathway_for_websites_Dec_2017_SL_posting.pdf
https://www.specialistlink.ca/files/GERD_Enhanced_Primary_Care_Pathway_for_websites2_Dec_2017_SL_posting.pdf
https://www.specialistlink.ca/files/IBS_Enhanced_Primary_Care_Pathway_for_websites_Dec_2017_SL_posting.pdf
https://www.specialistlink.ca/
http://www.albertapcns.ca


Enhanced Primary Care Pathway: Chronic Abdominal Pain 

Focused summary of chronic abdominal pain relevant to primary care 

Chronic abdominal pain is a challenging complaint for both primary care providers and specialist physicians alike. The 
multitude of patients presenting to primary care with this problem reflects the myriad causes and non-specific nature of 
abdominal pain. In the absence of red flag features that herald more acute pathology, the vast majority of patients with 
chronic abdominal pain will be found to have a benign cause. These patients can be safely observed and are best served 
by individualized symptom-directed therapy within primary care. 

Centrally mediated abdominal pain syndrome (CAPS)—formerly known as functional abdominal pain syndrome—is a 
chronic condition characterized by continuous, nearly continuous, or frequently recurrent abdominal pain that is often 
severe and only rarely related to gut function. Patients with CAPS can experience loss of function across several life 
domains. Diagnostic criteria require that the pain must be present for at least 6 months, cannot be explained by a 
structural or metabolic disorder, and may be associated with other somatic syndromes such as fibromyalgia and chronic 
fatigue syndrome. 

CAPS is distinguished from other functional gastrointestinal disorders (FGID)—such as irritable bowel syndrome (IBS) and 
functional dyspepsia (FD)—by the predominance of pain as the central complaint and the poor relationship of pain with 
food intake or defecation. 

Many patients with CAPS will seek repeated specialist consultation, complete unnecessary imaging or endoscopic 
investigations, and undergo invasive surgical intervention (most often hysterectomy and exploratory laparotomy) 
without benefit1. CAPS is less common than other FGIDs with prevalence data ranging from 0.5% to 2.1%2. It is 1.5–2 
times more common in women than in men2,3. Prevalence reaches a peak in the fourth decade of life and then 
decreases with age4. 

Diagnostic Criteria for Centrally Mediated Abdominal Pain Syndrome5 

Must include all of the following: 
• Continuous or nearly continuous abdominal pain
• No or only occasional relationship of pain with physiological events (eating, defecation, or menses)
• Pain limits some aspect of daily functioning (work, intimacy, social/leisure, family, etc.)
• The pain is not feigned
• Pain is not explained by another gastrointestinal disorder or other medical condition

Criteria fulfilled for the last 3 months with symptom onset at least 6 months before diagnosis. 

Pathophysiology 

The biological etiology of CAPS is hypothesized to be similar to that of other chronic visceral pain disorders, including 
IBS, FD, and interstitial cystitis. Abnormality in central processing of pain signals and modulation of descending pain 
regulatory pathways in the brainstem results in exaggerated sensitivity to both noxious and innocuous stimuli. Unlike IBS 
and FD, CAPS tends to be unrelated to peripheral events, such as food intake or defecation. Instead, initiating triggers 
seem to be primarily psychosocial. 

Predisposing factors are likely to include a combination of genetic, environmental, and behavioral traits. For example, 
alterations in serotonin reuptake, disruption of mucosal barrier function, and changes in the balance of pro- and anti-
inflammatory cytokines have been implicated in the development of functional GI disorders6. Additionally, psychological 
factors—including the presence of psychosocial stressors, underlying depression, anxiety, or somatization, a trauma 
history, and poor coping skills—can all act to amplify the experience of pain7,8. 

https://www-sciencedirect-com.ezproxy.lib.ucalgary.ca/topics/medicine-and-dentistry/fibromyalgia
https://www-sciencedirect-com.ezproxy.lib.ucalgary.ca/topics/medicine-and-dentistry/chronic-fatigue-syndrome
https://www-sciencedirect-com.ezproxy.lib.ucalgary.ca/topics/medicine-and-dentistry/chronic-fatigue-syndrome
https://www-sciencedirect-com.ezproxy.lib.ucalgary.ca/topics/medicine-and-dentistry/pain-disorder
https://www-sciencedirect-com.ezproxy.lib.ucalgary.ca/topics/medicine-and-dentistry/interstitial-cystitis
https://www-sciencedirect-com.ezproxy.lib.ucalgary.ca/topics/medicine-and-dentistry/serotonin
https://www-sciencedirect-com.ezproxy.lib.ucalgary.ca/topics/medicine-and-dentistry/reuptake
https://www-sciencedirect-com.ezproxy.lib.ucalgary.ca/topics/medicine-and-dentistry/cytokines


Focused summary of chronic abdominal pain relevant to primary care (continued) 

Clinical evaluation and diagnosis 

Myriad disorders can produce abdominal pain (see Table 1), and it is therefore important for the clinician to entertain a 
broad differential of diagnoses before the determination of a functional disorder is made. The initial work-up should 
consist of a clinical and psychosocial assessment, a physical examination, and, in the absence of alarm features, 
conservative efforts to exclude other medical conditions. 

A thoughtful and focused history should include the duration and quality of pain as well as any patterns in presentation 
or associated symptoms. Typically, the pain in CAPS is constant, nearly constant, or frequently recurring, with pain 
occurring more or less every day. It is associated with loss of daily functioning (at work, school, or in social scenarios) 
and is not typically associated with physiological events (bowel movements, eating, or menses). The pain can also be 
associated with extra-intestinal symptoms, such as musculoskeletal pain or fatigue. It is essential to inquire about the 
presence of alarm features—including gastrointestinal bleeding, unintentional weight loss, onset of symptoms after the 
age 60, and high-risk family history of inflammatory bowel disease or colorectal cancer—which raise suspicion for an 
organic cause. Medications and substance use should be reviewed, as NSAIDs and alcohol may cause direct injury to GI 
mucosa, while narcotics can alter gut motility and paradoxically worsen pain (narcotic bowel syndrome). Long-term 
habitual cannabis usage can sometimes lead to cannabinoid hyperemesis syndrome, which is characterized by colicky 
abdominal pain and episodic nausea and vomiting. These symptoms may be temporarily relieved by hot showers or by 
gradual dose reduction and then discontinuation of cannabis. States of immunosuppression, whether comorbid or drug-
related, must be recognized as these may mask other important clinical signs of significant pathology. 

A physical exam should be performed to clarify pain location and radiation patterns, rule out significant pathology 
(organomegaly, masses, acute abdomen), and to legitimize the patent’s symptoms. Important physical findings can then 
direct further diagnostic workup that may lead to the identification of an underlying cause. 

In the absence of alarm features or physical findings, the routine use of extensive diagnostic investigations is not advised. 
Appropriate screening tests include a complete blood count, routine and extended electrolytes, liver enzymes, albumin, 
lipase, ferritin, and C-reactive protein.  These are performed to exclude gastrointestinal bleeding or anemia, 
inflammatory or infectious conditions, electrolyte imbalances, and hepatopancreaticobiliary pathology. Urinalysis can 
also help exclude urinary tract pathology, and, in females of childbearing age, urine beta-human chorionic gonadotropin 
(β-hCG) can rule out ectopic or intrauterine pregnancy. In the correct clinical context, additional investigations may be 
warranted, such as celiac serology, thyroid stimulating hormone, and screening for Helicobacter pylori. Imaging with 
abdominopelvic ultrasound is usually sufficient to rule out common pathology. If clinical suspicion remains elevated, an 
upper GI series, cholescintigraphy, or limited cross-sectional imaging (e.g. abdominopelvic CT scan) may be considered. 
The appropriateness of using a limited diagnostic workup and avoiding unnecessary endoscopic procedures is supported 
by a low miss rate for significant GI pathology9 and a failure to provide reassurance or improved health-related quality of 
life after a negative examination10. 

A longitudinal therapeutic relationship with annual review by the primary care physician provides an important safety 
net to allow the patient multiple opportunities to report any adverse change in symptom frequency, severity, or the 
development of alarm features. 

Treatment 

Effective management of CAPS relies on a longitudinal patient-physician therapeutic alliance while exploring both 
pharmacologic and psychologic treatment options (see Table 2). Emphasis should be placed on managing troublesome 
symptoms rather than seeking complete symptomatic resolution. Stress reduction—in the form of regular physical 
exercise, mindfulness, and meditation—is the foundation of treatment. Additional therapies are based on symptom 
severity and the degree of disability. Antidepressants—such as tricyclic antidepressants (TCAs), selective serotonin 
reuptake inhibitors (SSRIs), and serotonin and norepinephrine reuptake inhibitors (SNRIs)—can be used alone or in 
combination for their analgesic effects. A referral to a behavioural health specialist can also be helpful in providing 



cognitive-based therapy, hypnotherapy, or psychodynamic interpersonal psychotherapy. When psychiatry symptoms 
predominate, a psychiatric referral is warranted. 

  

Checklist to guide your in-clinic review of this patient with chronic abdominal pain 

 Ensure absence of alarm features: 
Unintended weight loss ≥ 5% 
GI bleeding / iron deficiency anemia 
Persistent vomiting 
Onset of symptoms after age 60 

 No family history of colorectal cancer or inflammatory bowel disease 

 Symptoms are not better explained by GERD, dyspepsia, or IBS 
Use the most appropriate clinical pathway otherwise 

 No other contributory organ systems, medical conditions, drugs, or dietary triggers 

 No explanatory abnormalities in screening bloodwork or imaging 

 Meets Rome IV criteria for centrally-mediated abdominal pain syndrome (CAPS)? 
Enduring abdominal pain for the last ≥ 6 months without relationship to physiological events that 
limits daily functioning and is not feigned nor better explained by another GI disorder or medical 
condition 

 
 
  



Expanded Detail 

A diagnosis of Centrally Mediated Abdominal Pain Syndrome (CAPS) can be made when the patient fulfills those criteria 
outlined by the Rome IV consensus5. These stipulate a minimum symptomatic period of 6 months with at least 3 months 
of symptoms consistent with functional abdominal pain. 

Alarm features. If any alarm features suggestive of an organic GI disorder are present—including gastrointestinal 
bleeding, unintentional weight loss, onset of symptoms after the age 60, and family history of inflammatory bowel 
disease or colorectal cancer— referral should be made to a GI specialist. Be sure to include any and all alarm features in 
the referral. 

Are the symptoms better explained by another GI disorder? There is a large degree of overlap 
between other functional gastrointestinal disorders (FGID), including functional dyspepsia (FD) and irritable bowel 
syndrome (IBS). Typically, CAPS is distinguished by an absence of—or only occasional relationship with—pain associated 
with other physiological events, such as eating or defecation. A careful and nuanced history is essential to determine if 
the symptoms are more consistent with one of these other FGID or gastroesophageal reflux disease (GERD). 

Consider alternate diagnoses and address secondary causes. Alternatively, another organ system may 
be implicated in the diagnosis. Common culprits (see Table 1) include referred cardiac pain, urologic sources (kidney 
stones, urinary tract infections), gynecologic etiologies (dysmenorrhea, ovarian cysts, uterine fibroids, endometriosis, 
ectopic or intrauterine pregnancy), sexually transmitted infections, musculoskeletal pathology (abdominal wall pain, rib 
fractures), and dermatologic changes (shingles). Underlying medical conditions, such as diabetes and thyroid disorders, 
which can alter normal brain-gut signaling and gut motility, should be optimized to minimize their contribution to the 
symptom complex. A careful review of medications can identify culprit drugs, which should then be targeted for 
discontinuation or dose-reduction. NSAIDs can cause direct injury to GI mucosa, while narcotics can alter gut motility 
and paradoxically worsen pain. Long-term habitual cannabis usage can lead to cannabinoid hyperemesis syndrome, 
characterized by colicky abdominal pain and recurrent nausea and vomiting. A multitude of over-the-counter and 
prescription drugs can cause GI upset; if coincident timing of initiation or dose escalation is suspicious, the drug 
monograph should be consulted. Dietary history is also key in identifying triggers and allergens. Common dietary culprits 
include gluten (found in wheat, barley, oats, rye, and triticale), lactose (dairy products), foods containing fermentable 
carbohydrates (FODMAPS), and alcohol. Common dietary allergens include milk, wheat, soy, eggs, shellfish, and 
peanuts/tree nuts. 

Table 1. Major differential diagnoses of chronic abdominal pain 
System Differential Diagnosis 
Gastric Alcoholic gastritis  

Gastroesophageal reflux disease (GERD)  
Gastroparesis / Impaired emptying / accommodation  
Helicobacter pylori gastritis 

 Infectious - viral gastroenteritis / foodborne illness / parasitic infection  
Lymphoma / Malignancy  
NSAID-related gastritis  
Peptic ulcer disease   

HPB Cholangitis  
Cholecystitis  
Gallstones  
Hepatitis  
Liver abscess  
Pancreatic mass / malignancy  
Pancreatitis 



 
Portal vein thrombosis  
Sphincter of Oddi dysfunction  
Spontaneous bacterial peritonitis   

Small 
bowel 

Carbohydrate malabsorption 
 

Celiac artery compression syndrome  
Celiac disease  
Eosinophilic enteritis 

 Infectious - viral gastroenteritis / foodborne illness / parasitic infection  
Lymphoma / malignancy  
Mesenteric ischemia  
Obstruction / perforation  
Peptic ulcer disease  
Small intestinal bacterial overgrowth   

Colon Appendicitis  
Constipation  
Diverticulitis 

 Infectious - viral gastroenteritis / foodborne illness / parasitic infection  
Inflammatory bowel disease (IBD)  
Ischemic colitis  
Malignancy  
Obstruction / perforation  
Pseudoobstruction   

Functional 
GI 

Centrally mediated abdominal pain syndrome, functional dyspepsia, irritable bowel syndrome (IBS), 
abdominal migraine 

  
Non-GI Cardiac - acute myocardial infarction / angina  

Endocrine - ketoacidosis / adrenal insufficiency / hypothyroid / hypercalcemia  
Gynecologic - pregnancy complications / pelvic inflammatory disease / ovarian torsion / cyst rupture / 
endometriosis / endometritis / fibroids / ovarian cancer  
Hematologic - porphyria, sickle cell, angioedema, familial Mediterranean fever  
Musculoskeletal / dermatologic - herpes zoster, bony pain / rib pain / muscular strain or spasm / 
abdominal wall pain  
Psychological - somatization, psychosis  
Spleen - splenomegaly / infarct / abscess / rupture / wandering spleen  
Urogenital - kidney stones, pyelonephritis, cystitis, urinary retention, renal infarct  
Vascular – Abdominal aortic aneurysm   

Drugs Cannabinoid hyperemesis syndrome   
Immunosuppression (can mask other etiologies/alter presentation)  

 Narcotic bowel syndrome   
NSAID-related gastropathy / enteropathy / colopathy   

Allergy Food antigen / environmental exposures 

Further investigation. Suspected FGIDs require very little initial laboratory investigation. CBC, ferritin, and celiac 
disease screen are sufficient according to most guidelines. In the approach outlined here, a limited diagnostic screen to 
identify organic illness is preferred over performing extensive investigations unnecessarily. The initial work-up excludes 
gastrointestinal bleeding or anemia, inflammatory or infectious conditions, electrolyte imbalances, and thyroid 
disorders. In patient with predominantly upper abdominal pain, hepatopancreaticobiliary pathology, celiac disease, and 
Helicobacter pylori infection should be excluded; while urinary tract pathology, gynecologic abnormalities, and 



inflammatory bowel disease (IBD) should be excluded in those with predominantly lower abdominal pain. The most 
common diseases that are mislabeled as IBS are celiac disease and inflammatory bowel disease (IBD). If C-reactive 
protein is ≤ 0.5 mg/dL, the probability of IBD is ≤1%11. GI malignancies are very uncommon in those meeting usual 
criteria for FGIDs12. The fecal immunochemical test (FIT) has not been validated for investigation of IBS-like symptoms; 
ordering FIT in this circumstance is inappropriate. 

General principles of CAPS treatment. All patients with FGIDs will benefit from lifestyle and dietary 
modifications. These simple modifications may be all that is required in those with mild or intermittent symptoms that 
do not significantly affect quality of life. The key to effective long-term management is to provide patient reassurance at 
the initial diagnosis and offer points of reassessment and reappraisal via a longitudinal therapeutic relationship. 
Connecting patients with resources for diet, exercise, stress reduction, and psychological counseling is important.  Initial 
assessment should also include screening for underlying sleep or mood disorders. Patients with mental health issues 
such as depression and anxiety will often have refractory symptoms unless mental health issues are addressed.  It is 
important to note, however, that stress can contribute to functional bowel disorder symptoms but does not cause them. 

Specific treatment options for CAPS. Many complementary therapies can be employed to aid in stress-
reduction, including exercise, meditation, and yoga. The use of pharmaceuticals in FGIDs is generally reserved for those 
who have not adequately responded to dietary and lifestyle interventions, or in those with moderate or severe 
symptoms that significantly impair quality of life. Low dose antidepressants—such as tricyclic antidepressants (TCAs), 
selective serotonin reuptake inhibitors (SSRIs), and serotonin and norepinephrine reuptake inhibitors (SNRIs)—can be 
used alone or in combination for their analgesic effects (see Table 2). Narcotics should be avoided as they can lead to 
narcotic bowel syndrome and paradoxically worsen pain. A referral to a behavioural health specialist can also be helpful 
in managing the pain and reducing the emotional distress encumbered by the symptoms. When psychotic symptoms 
predominate, a psychiatric referral is warranted. 
 

Table 2. Specific Treatment Options for FGIDs and CAPS 

All subtypes of IBS/Functional GI disorders 
Exercise Moderate to vigorous exercise for 20-60 minutes 3-5x per week 

Soluble Fibre* May be beneficial in some but detrimental in others. Reasonable to try psyllium husk one-
half to one tablespoon daily. Insoluble fibre is not beneficial. 

Low FODMAPs* Canadian Digestive Health Foundation – Understanding FODMAPS 
Access at: www.cdhf.ca 

& other dietary 
modifications* 

Gluten avoidance for non-celiac gluten sensitivity 
Lactose avoidance for lactose intolerance 
Avoidance of food allergens if clear symptom correlation (dairy, wheat, soy, eggs, shellfish,  
and peanuts/tree nuts) 

Probiotics* Bifidobacterium infantis 35624 (Align®) 1 capsule/d ($40/mo.) 
Lactobacillus plantarum 229v (TuZen®) 1-2 capsules/d ($40-80/mo.) 
Visbiome®  ½ to 1 sachet/day ($100/mo.) Available online only 

Antispasmodics* Peppermint oil (0.2 to 0.275mL caps, enteric coated) 2 capsules BID ($20-25/mo.) 
Hyoscine Butylbromide (Buscopan®) 10mg TID-QID ($25-40/mo.) 
Dicyclomine hydrochloride (Bentylol®) 20mg TID-QID ($25-40/mo.) 
Pinaverium Bromide (Dicetel®) 50-100mg TID ($50-75/mo.) 
Trimebutine (Modulon®) 100-200mg TID ($40-80/mo.) 
All prescribed antispasmodic medications should be fully discussed with the patient in terms 
of specific risks and side effects and appropriateness of use in context of their full medical 
history. 



Complementary 
Therapies 

Psychological treatments 
Mindfulness-based stress reduction (www.thebreathproject.org) 
Hypnotherapy 
Acupuncture 
Yoga (www.yogacalgary.ca) 

Healthy Living Alberta Healthy Living Program 
Access at: www.ahs.ca 

*Anticipated benefits for patients with CAPS, but no direct evidence 

Centrally Mediated Abdominal Pain Syndrome 

Low-dose Tricyclic 
Antidepressants 

Nortriptyline or amitriptyline 10-25 mg qhs, dose escalate by 10-25 mg/wk 
May require 25-150mg/d ($20-60/mo.); usually takes 2-3 months for peak effect 
Particularly useful in patients with sleep issues, anxiety, or depression 
Use with caution in patients at risk of prolonged QT 
Most common side effects include sedation or sometimes agitation, hypotension, 
constipation, urinary retention, xerostomia, and paradoxical effects on sleep such as 
insomnia or nightmares 

Selective serotonin 
reuptake inhibitors 

(SSRIs) 

Fluoxetine (Prozac®) 10 mg OD ($10-35/mo.); may dose escalate up to 60 mg daily after 4 
weeks 
Paroxetine (Paxil®) 20 mg OD ($12-25/mo.); may dose escalate up to 40 mg daily after 4 
weeks 
In either case, the Lowest effective dose should be used 
SSRIs are less potent visceral analgesics than TCAs or SNRIs, but have significant effects on 
global well-being and anxiety-specific GI symptoms  
Side effects may include nausea and diarrhea; weight gain, sexual dysfunction with 
decreased libido and delayed orgasm; and neurologic/psychiatric symptoms, such as anxiety, 
nervousness, tremor, insomnia, and nightmares. Dose should be gradually reduced if 
discontinuing. 

Serotonin-
norepinephrine 

reuptake inhibitors 
(SNRIs) 

Venlafaxine (Effexor®) 37.5 mg OD ($3-15/mo.); may dose escalate by 37.5 mg/wk to max 
225 mg 
Duloxetine (Cymbalta®) 30–60 mg OD ($15-65/mo.); may dose escalate by 30mg/wk to max 
60 mg BID 
Side effects may include nausea, agitation, dizziness, sleep disturbance, fatigue, and liver 
dysfunction. Dose should be gradually reduced if discontinuing. 

All prescribed medications should be fully discussed with the patient in terms of specific risks and side effects and 
appropriateness of use in context of their full medical history. 

 

 

 

 

 

 
 

http://www.thebreathproject.org/
http://www.yogacalgary.ca/
https://www.albertahealthservices.ca/info/page13984.aspx
https://www.albertahealthservices.ca/info/page13984.aspx


Links to additional resources for chronic abdominal pain 

Physician/NP resources 

Centrally Mediated Disorders of Gastrointestinal Pain 
Keefer L, Drossman DA, et al. 
Gastroenterology, 150:6 (2016) 

Patient Information 

IFFGD: Functional Abdominal Pain Syndrome 
International Foundation for Gastrointestinal Disorders 
Access at: www.iffgd.org 

IFFGD: Chronic Functional Abdominal Pain 
International Foundation for Gastrointestinal Disorders  
Access at: www.iffgd.org 

IFFGD: Common Questions About Functional Abdominal Pain Syndrome (FAPS) 
International Foundation for Gastrointestinal Disorders 
Access at: www.iffgd.org 

ACG: Patient Resource Center: Abdominal Pain Syndrome 
American College of Gastroenterology 
Access at: patients.gi.org  

The Science of Pain 
GI Society & Canadian Society of Intestinal Research 
Access at: www.badgut.org  

 
  

https://www.ncbi.nlm.nih.gov/pubmed/27144628
https://www.iffgd.org/lower-gi-disorders/functional-abdominal-pain-syndrome.html
https://www.iffgd.org/lower-gi-disorders/functional-abdominal-pain-syndrome.html
https://www.iffgd.org/images/library/Adult/Abdominal_Pain/141-FAPS%20(7.14).pdf
https://www.iffgd.org/images/library/Adult/Abdominal_Pain/141-FAPS%20(7.14).pdf
https://www.iffgd.org/images/library/Adult/Abdominal_Pain/264-Common%20Questions%20About%20FAPS%20(5.14).pdf
https://www.iffgd.org/images/library/Adult/Abdominal_Pain/264-Common%20Questions%20About%20FAPS%20(5.14).pdf
http://patients.gi.org/topics/abdominal-pain/
https://www.badgut.org/information-centre/a-z-digestive-topics/the-science-of-pain/
https://www.badgut.org/information-centre/a-z-digestive-topics/the-science-of-pain/
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