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1. Definition and Epidemiology

· Irritable Bowel Syndrome (IBS)

i) Adominal Pain

ii) Altered GI Motility

iii) No identifiable Organic Etiology

· 10-15% Prevalence in North America

· Up to 70% of patients do not seek medical attention for their symptoms

· Male:Female ( 1:2

· Whites/Blacks similar, but Hispanics lower

· 25-50% of  all GI referrals

2. Pathophysiology – Uncertain!

· Altered GI Motility – study results inconsistant with wide range of findings from increased to decreased GI Motility in IBS patients

· Visceral Afferent Hypersensitivity

i) IBS patients have poor tolerance of rectal distention

ii) Impaired handling of normal GI gas loads

iii) PET scans demonstrate differential pain processing in cingulate cortex, amygdala in IBS pts
iv) Also seen in patients with chronic pain syndromes

v) ?Central or locally mediated

vi) ?Psychologically Mediated hyperattention to GI stimuli ( hypersensitivity increases with healthcare seeking behavior

· Autonomic Hyperactivity

· Microscopic Inflammation

i) Mucosal immune system activated in subset of patients with IBS

ii) ?Increased lymphocytic infiltration of bowel wall

· Post-infectious

i) Persistent IBSsymptoms have been noted in approximately 20 to 30 percent of patients after acute bacterial infection 
ii) Risk factors associated with the development of persistent symptoms:

(1) Duration of diarrhea > 22 days following the initial attack 

(2) Female gender

(3) Younger age
(4) Absence of vomitting during initial illness

iii) ?Psychological persistance of focus on GI Symptoms

· Psychosocial Dysfunction

i) Psychological stress exacerbates GI symptoms

ii) IBS associated with symptomsof  anxiety, depression, phobias and other mental illness

iii) Patients rarely meet criteria for major psychiatric diagnosis

iv) IBS associated with h/o physical or sexual abuse

· Other Possibilities

i) Bile acid malabsorption

ii) Neurohumeral or neuroimmune stress response

iii) Abnormal lipid digestion 

3. Clinical Manifestations

· Chronic Abdominal Pain – typically crampy, relieved with BMs

i) Often, but not always LLQ

ii) Variable intensity over time

iii) May be exacerbated by stress

· Diarrhea – many but not all IBS patients

i) Frequent loose stools

ii) Small to moderate volumes

iii) Often in AM or after meals

iv) Mucous in stools

· Constipation

i) Lasts days to months

ii) Hard, pellet-shaped stools

iii) Sense of incomplete evacuation

· Alternating Diarrhea & Constipation

· Other GI Symptoms

i) Reflux

ii) Dysphagia

iii) Early Satiety

iv) Dyspepsia

v) Nausea

vi) Noncardiac Chest Pain

vii) Bloating

viii) Flatulence

ix) Belching

· Manning Criteria for Diagnosing IBS (Sensitivity 42%, Specificity 85%)

i) Pain relieved with defecation

ii) More frequent stools at the onset of pain

iii) Looser stools at the onset of pain

iv) Visible abdominal distention

v) Passage of mucus

vi) Sensation of incomplete evacuation

· Rome II Criteria for Diagnosig IBS

i) At least 12 (not necessarily contiguous) weeks out of the last 12 months with abdominal pain having 2 of 3 of the following characteristics:

(1) Relieved with defecation

(2) Onset associated with a change in frequency of stool

(3) Onset asscociated with a change in consistancy or form of stool

ii) Symptoms that cumulatively support the diagnosis of IBS

(1) Abnormal stool frequency (> 3/day or < 3/week)

(2) Abnormal stool form (lumpy/hard or watery)

(3) Abnormal stool passage

(a) Straining

(b) Feeling of incomplete evacuation

(c) Urgency

(4) Abdominal distention or bloating

(5) Passage of Mucus

· Bristol Stool Scale
4. Differential Diagnosis

· Inflammatory Bowel Disease

· Celiac Sprue

· Colon CA

· Malabsorption

5. Red Fags – suggest organic etiology

· Age > 50 at onset

· Anorexia

· Fever

· Night Sweats

· Family History of Inflammatory Bowel Disease or Colon CA
· Anemia

· Weight Loss (> 10#)
· Bloody Diarrhea

· Hematochezia

· Chronic &/or Voluminous Diarrhea

· Fatty or Greasy Stools

· Pain that interrupts or prevents sleep

6. Diagnostic Evaluation of IBS

· Balance need to r/o organic disease with cost/risk of multiple procedures

· History

i) Careful medication and & diet history

(1) Sorbitol, Lactose Intolerence, Magnesium containing antacids may mimic IBS Sx

ii) Psychiatric History

(1) h/o abuse or sexual trauma

iii) Family History

· Physical Exam

· Recommended Routine Diagnostic Tests 
i) CBC

ii) CMP

iii) Hemoccult
iv) TFTs

v) Stool for O&P/Culture (If diarrhea Predominant)
vi) ESR

vii) Trial of Therapy if above WNL
· Not Recommended (In patients Meeting Manning Criteria) by AGA Consensus Guideline

i) Flex Sig

ii) Barium Enema

iii) Colonoscopy (in patients < 50 yo)
7. Treatment of IBS

· Focus on comfort, not cure

· Non-Medical Therapies
i) Theraputic Alliance

ii) Patient Education

iii) Dietary Modification

(1) Lactose Free diet

(2) Avoid flatulence-producing foods

(3) Increase dietary fiber

(4) Decrease Caffeine

iv) Hypnosis

v) Biofeedback

vi) Psychotherapy

· Medications

i) Diarrhea Predominant IBS

(1) Antispasmodics

ii) Pain Predominant IBS

(1) Antispasmodics

(2) Tricyclics

(3) Analgesics

iii) Constipation Predominant IBS

(1) Fiber supplements 
(2) Laxatives

iv) Others

(1) Antidepressants

(a) Tricyclics

(b) SSRIs

(2) Enteric Neuromodulators – affect GI Serotonin receptors

(3) Benzodiazapines – very limited usefulness

(4) Antibiotics – case reports

· Alternative Medicine

i) Herbals: Ginger, Aloe, Peppermint Oil

ii) Probiotics to alter intestinal flora
