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THE IRRITABLE BOWEL, S-YNDROME
K J Moriarty

Gastrointestinal symptoms and
disordersoin the irritable bowel Patients with the irritable bowel syndrome can be subdivided into those
syndrome with spastic constipation, who have abdominal pain related to disturbances
Halitosis; unpleasanttaste; dry mouth; of bowel action, and those with painless diarrhoea, who complain of
ptyalism; furredtongue; burning tongue; increased stool frequency not associated with abdominal pain.
lump in the throat; globus sensation; chronic
or recurrent nausea; psychogenic vomiting; Most patients with the syndrome have "functional abdominal pain." As
rumination; heartburn; water brash; this may arise at any, site from the oesophagus to the rectum the expression
postprandial epigastric fullness; early "irritable gut" may be more appropriate. The expression "functional pain"
satiety; butterflies in the abdomen; sinking is sometimes used inappropriately to suggest that the pain does not really
feeling in the pit of the abdomen;
tachygastria; gas: aerophagia, burping, exist or "is in the patient's mind." Functional pain can, however, be just as

belching, borborygmus (gurgling), wind, severe and disabling as organic pain.
distension, excessive flatus; abdominal About 30% of people with functional gastrointestinal symptoms such as
proptosis (bloating); proctalgia fugax; abdominal pain, erratic bowel habit, and abdominal distension have the
dyschezia; tenesmus; incomplete irritable bowel syndrome diagnosed.
evacuation; mucus; runny stools; straining:
painless, painful

Pathophysiology

Associated psychological disorders
Anxiety; depression; neuroses; Psychologicalfactors
schizophrenia; anorexia nervosa; hysteria; The irritable bowel syndrome is commonly associated with psychological
psychopathy; Munchausen's syndrome or psychiatric disorders, especially anxiety, depression, and neuroses.

People with these disorders seem particularly susceptible to developing
abdominal pain in response to stress. Stress plays an important part in the
pathogenesis of pain. Many patients, however, do not have any obvious

~~~ psy~~~~chological or personality disorder.

Motility
Abnormal bursts of motor activity in the colon have been demonstrated

in relation to episodes of pain in some patients, and small intestinal and
gastric motility derangements have been described in patients with pain.
However, the relation between motor disturbances and pamn is not clear cut.
in patients with spastic constipation an increased frequency and

amplitude of segmenting non-propulsive colonic contractions has been
I'S ~~~~~~~~observed. This may cause narrowing of a segment of bowel and distension

proximal to this area, producing pain. In contrast, decreased colonic motor
activity has been recorded in patients with painless diarrhoea. Also, the

.01
~~ ~ ~ ~~rast ieof a meal through the'small bowel of patients with painless

diarrhoea is shorter than in those with constipation or pain and distension,
highlighting the value of identifying the subgroups of patients with the
irritable bowel syndrome, both in facilitating recognition of their
pathophysiological derangements and as an aid to providing a rational basis
for treatment depending on the patient's symptoms.

Patients with the irritable bowel syndrome may experience pain
throughout the abdomen with referral to extra-abdominal sites. They are
abnormally sensitive to distension of the gut by gas or balloons, and trigger
areas for pain may be found in the proximal, mid, and distal gut ofa patient.

Gastrointestinal infections can lead to the development of the irritable
bowel syndrome in susceptible patients. In such patients the disease tends

Sites of pain on distending a balloon in the to have a good prognosis.
gastrointestinal tract of 21 patients. The numbers
refer to the number of subjects with pain sited in the
positions shown. (From Moriarty and Dawson, BMJ
1982;284: 1670-2.)
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Clinical features

Discriminating features of a functional gasi
disorder
* Patient's complaints are disproportionate to clinical
* Symptoms are unconvincing, or change from time
* Patient describes symptoms, especially pain, in dra
terms
* Symptoms are continuous, occurring daily over Ion
* Pain before breakfast but seldom disturbing sleep
* Patient locates or describes pain with sweeping mo
hands
* Pain cannot be relieved
* Morning nausea
* When vomiting occurs the patient cannot eat for sei
* History of psychiatric disturbance

Investigative approach

Abdominal examination. Rectal examir

Sigmoidoscopy.

Non-colonic features of the irritable
bowel syndrome
Nausea/vomiting Back pain
Dysphagia Frequent headache
Difficulty finishing meals Poor sleep
Excessive flatus Constant tiredness
Dysmenorrhoea
Dyspareunia
Urinary frequency
Urinary urgency
Urinary hesitancy
Nocturia
Incomplete emptying of

bladder

Pruritus
Bad breath/
unpleasant taste

trointestinal

I IkA,MllkhMi"eweilDeingII The characteristic features of the irritableto time bowel syndrome are abdominal distension, relief
matic, often bizarre of pain with bowel movement, looser and more

frequent bowel movements with the onset of
pain, the passage ofmucus, and incomplete
evacuation. Characteristically the motions are of

)vements of one or both small volume, are frequent, are pencil-like or
similar to rabbits' motions, are often
accompanied by urgency, and typically occur in
the morning.

veral hours afterwards

The clinician has a large armamentarium of
diagnostic methods by which to identify or
exclude organic disease. One approach is to
perform a series of endoscopic, barium, and
imaging examinations and to diagnose the
irritable bowel syndrome only if all of these yield
negative results. While extensive investigation
may sometimes be necessary in difficult cases,
this is not recommended. It may be demoralising
for the patient, with each investigation that is
requested reinforcing the fear of organic disease

ation. and each negative result undermining confidence
in the doctor's ability to diagnose the source of
pain. Moreover, it is not cost effective.

Functional pain is much more common than
organic pain and a positive diagnosis can usually
be made from the history and clinical
examination alone, without the need for
extensive investigations. This has the advantages
that the early recognition of a functional basis for
the patient's pain expedites the institution of
appropriate treatment; minimises the number of
investigations and procedures to which the
patient is subjected, thereby earning his or her
confidence and gratitude; and is cost effective.

Differentiation between organic andfunctional abdominal pain
Patients with the irritable bowel syndrome often describe a stitch, ache,

or discomfort in their abdomen rather than a true pain, and a history of
similar attacks over many years, sometimes with long pain free intervals,
may be obtained.

Although most commonly felt in the right or left iliac fossa or right
hypochondrium, pain of functional origin may be felt anywhere within the
abdomen or outside it and tends to be diffuse. Intolerance to fatty foods and
flatulence are not, as is commonly thought, clinical features of gall stones
but are common in patients with the irritable bowel syndrome. Various
non-bowel symptoms are found in patients with the syndrome.

If physical examination, including a rectal examination and
sigmoidoscopy, gives normal results further investigation is not usually
warranted. At sigmoidoscopy contraction rings may be seen and air
insufflation may reproduce the patient's pain, which may reassure both the
clinician and the patient. The threshold for investigation should, however,
be lower in older patients, especially those over 50 who develop abdominal
pain for the first time.
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Management

Drugs given for the irritable bowel syndrome.

Special problems

Many patients simply seek explanation and reassurance and to have their
fear of organic disease, especially cancer, allayed.

Management ofpsychological disorders
If anxiety persists despite reassurance and explanation anxiolytic drugs

may be indicated for short periods. It is important to recognise and treat
depression, which may be masked. Close links between the psychiatrist or
psychologist and the gastroenterologist are often helpful in the management
of patients with severe irritable bowel syndrome and joint follow up may
sometimes be indicated.

Dietaryfibre, bran, and bulk laxatives
The prescription of a high fibre diet, bran, or bulk laxatives to a patient

with the irritable bowel syndrome may lead to an improvement,
deterioration, or no change in the patient's symptoms. A reasonable course
is to advise patients taking a low fibre diet to increase their intake of fibre
and to adjust this amount according to response, while in those with pain
and distension, particularly any who are consuming vast quantities of fibre,
a reduced intake may prove beneficial.

Drug therapy
Anticholinergic drugs such as mebeverine, dicyclomine, and hyoscine

butylbromide may be helpful in relieving pain due to gut spasm, as may the
carminative peppermint oil. Antidiarrhoeal agents are of value in patients
with frequent stool evacuation, although they may exacerbate abdominal
discomfort and constipation in patients with alternating diarrhoea and
constipation. If taken at night they may diminish early morning stool
frequency. Codeine phosphate, diphenoxylate, and loperamide are
generally equally effective.
While a single drug may help many patients, some require a combination

of a laxative or antidiarrhoeal drug with an antispasmodic drug or anxiolytic
drug, or both. In combination benefit may be achieved with smaller doses
than when these drugs are prescribed alone.

Intractablefunctional abdominal pain
In about 5% of patients pain is refractory to all standard treatment and

causes a major disturbance to everyday life. Most of these patients are
middle aged women with one or more abdominal scars and vast case notes
and x ray examination records, usually from several hospitals. The most
important aspect ofmanagement of these patients is to recognise their
problem, accept it, and resist the temptation of extensive and repeated
investigation. The clinician can contain the situation by seeing such patients
every few months or so and listening sympathetically. Such a policy may
help patients to come to terms with their affliction and enhance their ability
to cope with it. Hypnotherapy may help in some cases.

Food intolerance
About 75% of patients with the irritable bowel syndrome have pain after

eating. This phenomenon of generalised food intolerance must be
distinguished from intolerance to specific foods, which may produce
symptoms in certain people but whose role in the pathogenesis of the
syndrome is debatable.
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Management of patients with
functional abdominal symptoms
All patients
* Make a careful assessment
* Search for psychopathological signs
* Use a sympathetic, interested approach
* Take a history of diet-for example, is it

high residue?
* Take a history of smoking, alcohol, stress,

and other diseases
* Give reassurance

Some patients
* Give an anxiolytic short term
* Give antidepressants
* Give a bulk laxative
* Give an antidiarrhoeal drug
* Give an antispasmodic
* Perform joint follow up with a psychiatrist

or psychologist
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Natural course and follow up

* The irritable bowel syndrome is a positive
diagnosis, made on the basis of characteristic
symptoms and signs, usually without
extensive investigation
* The most important aspect of
management is explanation and
reassurance, allied to detection of underlying
psychological factors and careful selection of
treatment options

Most patients with the irritable bowel syndrome do not require or wish to
be followed up by a gastroenterologist. Others will require intermittent
follow up, preferably by one clinician with whom they have established a
rapport and who will generally be able to contain the situation, with the aid
of the occasional change in treatment.

Studies of the natural course of the syndrome show that it is a safe
diagnosis to make and that up to 70% of patients are virtually free of
symptoms five years after presentation. In others, however, it is a chronic
relapsing disorder for which permanent cure is unlikely. Most patients
learn to live with their problem and find explanation and reassurance by the
clinician to be the most helpful aspect of their management.

I thank Mr Alan Jackson and the staff of the medical illustration department, Bolton General
Hospital, for their help in preparing the illustrations.

Dr K J Moriarty is consultant in gastroenterology, Bolton General Hospital.
The ABC ofColorectal Diseases has been edited byMrD J Jones, lecturer and honorary senior

registrar, and Professor M H Irving, department of surgery, Hope Hospital, Salford.
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Infection with hepatitis B virus is a worldwide problem
affecting some 200 million people. 2 Transmission
occurs through exposure to infectious blood and body
secretions either during birth or later.2 The risk of
maternal-fetal transmission of hepatitis B is highest
when the mother is a carrier of hepatitis B e antigen
(HBeAg)3 and can reliably be prevented by vaccina-
tion.' 2
The consensus view has been that babies born to

hepatitis B virus carrier mothers in the United Kingdom
who have already developed antibody to the e antigen
(anti-HBe) are at low risk and need not be vaccinated4
despite previous cases' and an incidence of one in 750
cases of acute neonatal hepatitis B in this group in the
west midlands over the past 10 years (E Boxall,
personal communication). In this paper we draw
attention to three babies from the south of England
who developed fulminant hepatitis B acquired from
their "low risk" anti-HBe carrier mothers during
1988-9.

Present series
VIROLOGICAL METHODS

Hepatitis B markers were screened by radioimmuno-
assay and passive haemagglutination. IgM antibody
was detected by capture radioimmunoassay. Hepatitis
B virus DNA was measured by using Abbott Genostics.

CASE HISTORIES

Case I was the fourth child of Asian parents. His
mother was a known hepatitis B virus carrier whose
previous children had been vaccinated against hepatitis
B virus. The child did not receive prophylactic hepatitis
B vaccination because his mother had become anti-
HBe positive (table). He developed acute neonatal
hepatitis B virus infection at age 105 days but recovered
after 14 days with considerable medical support.
Twenty four months later his liver function values
were normal and hepatitis B virus markers showed
immunity.

Case 2 was the second child of Indian parents. His
mother was a known hepatitis B virus carrier whose
previous child had been vaccinated against hepatitis B
virus. The patient did not receive prophylactic hepa-
titis B virus vaccination as his mother had become anti-
HBe positive (table). The patient developed fulminant
hepatitis B on day 66 (table) and was considered for
liver transplantation, which was precluded because of
his size and age. He died aged 41/2 months.

Case 3 was the second child of white parents. His
mother was healthy and had not had antenatal screening
for hepatitis B virus as it was not routine in her health
district. She had travelled to South East Asia 15
months earlier, but this potential hepatitis B virus risk
had not been appreciated. Serological tests on day 90
post partum identified her as a chronic carrier of
hepatitis B virus (table). The patient's father and elder
sister were negative for hepatitis B virus markers. The
patient developed fulminant hepatitis B on day 87
(table), and liver transplantation was performed on day
111. This was complicated by recurrent hepatic artery
thrombosis, necessitating two further transplant
operations. Twelve months later growth and develop-
ment were satisfactory.

Maternal hepatitis B virus markers during pregnancy (cases I and 2)
and postpartum (case 3), and infant hepatitisB virus markers and liver
function values on presentation

Mothers Infants

Case I Case2 Case3 Case I Case2 Case 3

HBsAg 1:8000 1:8000 1:12800 1:8000 >1:8000 Weakly
positive

Anti-HBe + + + + + +
Hepatitis B
virus DNA
(ng/l) 2-4 1-7 0 NT NT NT

Core IgM - - - + + +
Biochemistry:

Bilirubin (normal 0-17 rmol/l) 216 445 183
Aspartate transaminase (normal 0-50 IUll) 2380 751 2117
Prothrombinratio(normal0-9-1-2) 2-3 10-0 11-9

NT=Not tested.
All specimens tested were negative for HBeAg and positive for anti-HBc.
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