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Objectives

~

At the end of the session, Students will be able to:

g Define constipation and diarrhea.

n Discuss the definition, etiology and classification of irritable bowel
syndrome (IBS)

n Demonstrate history taking, physical examination, and
management for patients presented with history suggestive of IBS.
i.e Role play.

n Discuss the alarm symptoms in patients presenting with change
bowel habit.

n Identity the criteria for the referral to specialist.

# Practical: Examination of Abdomen, How to do?




MCQs

~

1- 50 years old patient known case of IBS. Came to the clinic to see the
CBC results that you ordered for him before as you suspecting anemia
and it showed that he had iron deficiency anemia. Which of the
following is your next step?

A) Refer him for endoscopy

B) Request ferritin level

C) Order CT scan

D) Start iron supplements and follow him up




MCQs

2- IBS is a diagnosis of exclusion:

A) True
B) False




MCQs

3- Management of IBS include:

A) Lifestyle modification

B) Pharmacological therapy
C) Dietary advice

D) All of the above




MCQs

~

4- You are evaluating a patient new to your practice who is
complaining of abdominal pain. The pain has been present on and off
for more than 2 years, and has been present more often than not for
the preceding 6 months. She reports that her pain is related to
defecation and is associated with diarrhea. Which of the following is
true regarding diagnostic testing for her condition?

A) A normal complete blood count (CBC) is necessary for diagnosis.
B) A colonoscopy is necessary for diagnosis.

C) Normal stool cultures are necessary for diagnosis.

D) No tests are necessary to diagnose this condition.




MCQs

~

5- Which one of the following is NOT an indication for referral in
patient presenting with IBS symptoms?

A) Unexplained weight loss

B) Family history of colon cancer

C) Chronic constipation

D) Iron deficiency anemia unexplained




Constipation

Defined as®:

Three or fewer bowel movements per week.

Having fewer bowel movements is associated with symptoms of
lower abdominal discomfort, distension, or bloating.

Other definition®:
Constipation is a clinical diagnosis based on symptoms of incomplete
elimination of stool, difficulty passing stool, or both.

Chronic constipation® is characterized by the presence of
symptoms for at least three months out of the preceding 12 months.

(3) Mounsey A, Raleigh M, Wilson A, Carolina N, Hill C, Carolina N. Management of Constipation in Older Adults. Am Fam Physician. American Family Physician; 2015;92(6):500-4. A

(1) Johanson JF, Sonnenberg A, Koch TR. Clinical epidemiology of chronic constipation. ] Clin Gastroenterol. 1989;11(5):525-536
(2) Bharucha AE, Pemberton JH, Locke GR IIl. American Gastroenterological Association technical review on constipation. Gastroenterology. 2013;144(1):218-238



Bristol “

stool form
scale 4

Bristol Stool Form Scale

Entirely liquid

. . . Separate, hard lumps, like nuts
Typel 7] 9 (hard to pass)
Type 2 - Sausage-shaped but lumpy
Type 3 - I;Ll;c; S but with cracks on its
Type & V Like a sausage or snake, smooth and soft
Type5 “ ‘: ‘ (S:::Slzlgl;s; :Illl;;l clear cut edges
Type6 ‘ :'Icl;f)fly pieces with ragged edges, a mushy
Type7 . Watery, no solid pieces

o

(4) Olden KW. Diagnostic Approach to Chronic Constipation in Adults. 2011,299-306.




Types of constipatione

~

1- Normal transit constipation (most common): Hard stool or
Sl A E g ladlen ) difficulty with defecation, but normal stool frequency.

2- Slow transit constipation: Abnormal innervation of the
bowel or visceral myopathy, leads to increased transit time of
stool through the colon with infrequent defecation, bloating, and
abdominal discomfort.

3- Disorders of defecation: Impaired defecation by decreased
smooth muscle contraction in the rectum or the inability to relax
the muscles of defecation. Common in elderly.

Secondary

(3) Mounsey A, Raleigh M, Wilson A, Carolina N, Hill C, Carolina N. Management of Constipation in Older Adults. Am Fam Physician. American Family Physician; 2015;92(6):500-4. \



Table 2. Selected Causes of Secondary Constipation

Medications
Common

Antacids, especially with calcium

Iron supplements
Opioids

Less common
Anticholinergic agents
Antidiarrheal agents
Antihistamines
Antiparkinsonian agents
Antipsychotics
Calcium channel blockers
Calcium supplements
Diuretics

Nonsteroidal anti-inflammatory
drugs

Sympathomimetics

Tricyclic antidepressants

Medical conditions
Common
Cerebrovascular disease
Depression
Diabetes mellitus
Hypothyroidism
Irritable bowel syndrome
Less common
Anal fissures
Autonomic neuropathy
Cognitive impairment
Colon cancer
Hypercalcemia
Hypokalemia
Hypomagnesemia
Immobility
Multiple sclerosis
Parkinson disease
Spinal cord injury

Information from reference 17.

Locke GR IIl, Pemberton JH, Phillips SF. AGA technical review on constipation. American Gastroenterological Association. Gastroenterology. 2000;119(6):1766-1778.




Algorithm for initial management of functional
constipation®

Initial Management of Functional Constipation

Patient presents with chronic
constipation

Red flags™ or other indications
for endoscopy (Table 5)?

MNo Yes
Recommend lifestyle modification Refer to subspecialist
with high-fiber diet, exercise, and for further management

increased fluid intake

|

Symptoms resolved?

|
e e

Continue current Initiate trial of laxatives
management

Symptoms resolved?

|
[ e

Continue current Refer to subspecialist for
management further management

*—Red flags include hematochezia, unintended weight loss, family history of colon
cancer, iron deficiency anemia, positive fecal occult blood test, and acute onset of
constipation in an older patient.

(4) Olden KW. Diagnostic Approach to Chronic Constipation in Adults. 2011;299-306. VY



Algorithm for initial management of functional
constipation®

Table 5. Indications for Endoscopy
in Patients with Constipation

Age older than 50 years with no previous
colorectal cancer screening

Before surgery for constipation
Change in stool caliber
Heme-positive stools

Iron deficiency anemia
Obstructive symptoms

Recent onset of constipation
Rectal bleeding

Rectal prolapse

Weight loss

Information from reference 53.

(4) Olden KW. Diagnostic Approach to Chronic Constipation in Adults. 2011;299-306. VY



Management of chronic Constipation in older adulte

Management of Chronic Constipation
in Older Adults

Patient presents with constipation

Examination findings suggest
disorder of defecation?

MNo es
Behawvioral changes {e.g., Refer to gastro-
increase fiber and fluid enterologist

intake, scheduled toileting)

N

Poor response
Polyethylene glycol (Miralax)
Poor response

Stool softeners plus
stimulant laxatives

Poor response and Poor response
patient taking opioids

Lubiprostone (A mitiza) or
hethylnaltrexone linaclotide {Linzess), or refer
(Relistor) to gastroenterologist

Figure 1. Suggested approach to management of chronic ‘ -

constipation in older adults.

V¢
(3) Mounsey A, Raleigh M, Wilson A, Carolina N, Hill C, Carolina N. Management of Constipation in Older Adults. Am Fam Physician. American Family Physician; 2015;92(6):500-4.



Table 1. Medications for the Treatment of Constipation

Agent

Typical dosage*

Time of onset

Adverse effects

Additional = Bulking agents
Methylcellulose powder

fiber intake Polycarbophil (Fibercon) tablets

in form of >
Psyllium {Metamucil) powder

Osmotic laxatives
Ld LIO5SE SO0 .

Magnesium citrate solution

2

Magnesium hydroxide suspension

Polyethylene glycoll(Miralax) powder

Sorbitol solution

Stool softeners
Docusate sodium [Colace) capsules

4 Stimulant laxatives I
1sacodyl ulcolax) tablets

Senna tablets

w

Chloride channel activators
Lubiprostone (Amitiza)t capsules

19 g per day
1,250 mg, one to four times

per day

1 tsp or 1 packet one to three
times per day

15 to 30 mL per day

150 to 300 mL, single dose or
short-term daily dose

30 to &0 mL per day

17 g per day

2 to 3 thsp, single dose or short-
term daily dose

100 mg twice per day

5 to 15 mg per day

15 mg per day

24 mcg twice per day

Peripherally acting mu ntagnnists
MMethylnaltrexone [Relistor) s solution Weight-based subcutaneous

5

Other

Linaclotide {Linzess)} capsules

injection, once or twice per day

145 mecg per day

12 to 72 hours
12 to 72 hours

12 to 24 hours

24 to 48 hours
30 minutes to

6 hours

30 minutes to
6 hours

24 to 48 hours

24 to 48 hours

24 to 48 hours

6 to 10 hours

6 to 12 hours

Within 24 hours

30 to 60 minutes

None compared with placebo™
Mone recorded'®

Bloating, abdominal distension in 4%
to 18% 5"

Bloating and cramping; nausea in up
to 209

Increase in magnesium, causing lethargy,
hypotension, respiratory depression®®

Increase in magnesium, causing lethargy,
hypotension, respiratory depression®®

Minimal adverse effects of cramping
and gas'®

Bloating, cramping, and nausea™

Mone reported'

Diarrhea and abdominal pain in 56% in
week 1 and 5% in week 42!

Abdominal pain in up to 129%™

Mausea in 1892

Diarrhea in 8%
Abdominal pain in 139622

Diarrhea in 16%, which led to treatment
cessation in 4%

*—All formulations are oral, unfess specified.
t—Estimated retail price for one month’s treatment is $300, based on information obtained at http:/fuww.goodrne.com (accessed May 15, 2015).
$—Estimated retail price for one month’s treatment is £1,200, based on information obtained at hitp:/fwww.goodrx.com (accessed June 10, 20715).

(3) Mounsey A, Raleigh M, Wilson A, Carolina N, Hill C, Carolina N. Management of Constipation in Older Adults. Am Fam Physician. American Family Physician; 2015;92(6):500-4.

yo




Diarrheass

~

Chronic diarrhea is defined as a decrease in stool consistency
continuing
for more than four weeks.

It can be divided into three basic categories:

1- Osmotic
Watery } 2- Secretory
3- Functional
Fatty (malabsorption) }
Inflammatory } ‘-

(5) Fine KD, Schiller LR. AGA technical review on the evaluation and management of chronic diarrhea. Gastroenterology. 1999; 116(6): 1464-1486. il
(6) Feldman M, Friedman LS, Sleisenger MH, eds. Sleisenger & Fordtran’s Gastrointestinal and Liver Disease:Pathophysiology, Diagnosis, and Management. 7th ed. Philadelphia, Pa.:Saunders; 2002: 137.




Algorithm for the diagnosis of chronic diarrhea«

Diagnosis of Chronic Diarrhea

Di N

History: age, duration, food, family histary,
pattern, timing, travel

FPhysical examination: general, eye, skin,
shdamen, anorectal

Laboratony tests

Blood (albumin and thyroid-ctimulating
hormone levels; complete blood count;
erythrocyte sedimentation rate; Feer
fumction 1estireg)

Shool (bacteria, blood, fat, leukocytes,
ova and parasites, pH test, Gisdis and
Crpptosposoivm antigen tests)

Celac panel

Clostrichum ofboie fowxin, if indicated

Laxative screen, if mdicated

Frocedure: anascopy

Diarrhea lasting longer than cnie month

|

History, physical examinaton {exclede
with differential diagnoss [Table 11}

Categarize based on stool appearance

|
' } '

Fatty Wiatery Inflammantory
' : -
Exnclude anatome: defect Gn'h:a Sioal aradysis
Radiography I
Sigmoidosoopy of colonoscapy S

Biopsy

ek i o FRici wiite blood cells?

|
‘ - -

Stocl chymotry pain level

I Fecal calpratectin bewel Explore other
. diagno=es
Cordirm with secretn test Esplore ather Cmﬁrrn-i'rﬂ-amn'l.l'h:lrr
Pasitive result confems diagnoses el W_m
i a inrbhich colonoscapy and biocpsy

\V

(5) Fine KD, Schiller LR. AGA technical review on the evaluation and management of chronic diarrhea. Gastroenterology. 1999; 116(6): 1464-1486.
(6) Drossman DA, Dorn SD. Evaluation and management of chronic diarrhea: An algorithmic approach. http://www.medscape.org/viewarticle/513578 9 [login required]. Accessed July 14, 2011.



Algorithm for the diagnosis of chronic diarrhea«

Q vizery

|

Fecal csmatc gap

.

High (=125 miQsm per kg
[125 mmol per kgl)

Osmotic
'
Fasting
I
! .
Imgraves Does not
l improve
Disousx diet history l‘
Explore other
diagnoses
If diet-refated,
perform breath
Fydrogen test
Ihﬂ'ﬂ!

Confirms lactiose
imtalerance

(5) Fine KD, Schiller LR. AGA technical review on the evaluation and management of chronic diarrhea. Gastroenterology. 1999; 116(6): 1464-1486.

-

Monmal

|

Functional (ritable bowel
syndrome) suspected

Diet modification
Improves Does nat
mprove
Celisc pansd

Celiac Explore other
dsease diagnoses

'

Laww (=50 miDsm per kg
[50 mmol per kgl)

!

Seretory

Sioal aralysis (stool ova and parasite examenatian;
stool culture and sensitivity testh

Bacteria (e.g., Aerovmonas)
Other infections (e.g., Giarcha, Cooodial
Exclude anatomic defect
Small bawel radiograpky
g
Colonoscopy
Selective tests
Elood tests for hormone-secreting tumars
Unne test for metanephrines 1o soeen
for pheochromocytoma
Other (e.g.. thyraoid-stimulating hormone lesel,
adrenocortiootropic hormone level]

YA
(6) Drossman DA, Dorn SD. Evaluation and management of chronic diarrhea: An algorithmic approach. http://www.medscape.org/viewarticle/513578 9 [login required]. Accessed July 14, 2011.



Table 4. Common Causes of Chronic Diarrhea

Diagnosis

Clinical findings

Tests

Celiac disease

Clostridium difficile
infection

Drug-induced diarrhea

Endocrine diarrhea

Giardiasis

Infectious enteritis or colitis
{diarrhea not associated
with C. difficile): bacterial
gastroenteritis, viral
gastroenteritis, amebic
dysentery

Inflammatory bowel

disease: Crohn disease,
ulcerative colitis

Irritable bowel syndrome

Ischemic colitis

Microscopic colitis

Chronic malabsorptive diarrhea, fatigue, iron deficiency
anernia, weight loss, dermatitis herpetiformis, family
history

Often florid inflammatory diarrhea with weight loss
Recent histary of antibiotic use, evidence of colitis, fever
May not resolve with discontinuation of antibiotics

Osmotic (e.g., magnesium, phosphates, sulfates, sorbitol),

hypermotility (stimulant laxatives), or malabsorption
{e.q., acarbose [Precose], orlistat [Xenical])

Secretory diarrhea or increased motility (hyperthyroidisim)

Excess gas, steatorrhea (malabsorption)

Inflammatory diarrhea, nausea, womiting, fever,
abdominal pain

History of travel, camping, infectious contacts, or day
care attendance

Bloody inflammatory diarrhea, abdominal pain, nausea,
wvomiting, loss of appetite, family history, eye findings
{e.g., episcleritis), perianal fistulae, fever, tenesmus,
rectal bleeding, weight loss

Stool mucus, crampy abdominal pain, altered bowel
habits, watery functional diarrhea after meals,
exacerbated by emotional stress or eating

More common in wormen
History of vascular disease; pain associated with eating

Watery, secretory diarrhea affecting older persons

MNonsteroidal anti-inflammatary drug association possible

Mo response to fasting; nocturnal symptoms

Immunoglobulin A antiendemysium and
antitissue transglutaminase antibodies most
accurate; duodenal biopsy is definitive

Fecal leukocyte level, enzyme immunoassay
that detects toxins A and B; positive fecal
toxin assay,; sigmoidoscopy demonstrating
pseudomembranes

Elimination of offending agent; always
consider laxative abuse

Thyroid-stimulating hormone level, serum
peptide concentrations, urinary histamine
level

Giardia fecal antigen test

Fecal leukocyte level, elevated erythrocyte
sedimentation rate

Cultures or stained fecal smears for specific
organisms are more definitive

Complete blood count, fecal leukocyte level,
erythrocyte sedimentation rate, fecal
calprotectin level

Characteristic intestinal ulcerations on
colonoscopy

All laboratory test results are normal

Increased fiber intake, exercise, dietary
modification should be recommended

Colonoscopy, abdominal arteriography

Colon biopsy

(7) Juckett G, Trivedi R, Virginia W. Evaluation of Chronic Diarrhea. Am Fam Physician. American Family Physician; 2011;84(10):1119-26.

R




Table 3. Drugs Associated with Diarrhea

Osmotic
Citrates, phosphates, sulfates

Magnesium-containing antacids and
laxatives

Sugar alcohols (e.g., mannitol, sorbitol,
xylitol)

Secretory

Antiarrhythmics (e.qg., quinine)

Antibiotics (e.g., amoxicillin/clavulanate
[Augmentin])

Antineoplastics

Biguanides

Calcitonin

Cardiac glycosides (e.qg., digitalis)
Colchicine

Nonsteroidal anti-inflammatory drugs
{may contribute to microscopic colitis)

Prostaglandins (e.q., misoprostol
[Cytotec])

Ticlopidine

Motility

Macrolides (e.g., erythromycin}

Metoclopramide {Reglan)

Stimulant laxatives (e.g., bisacodyl
[Dulcolax], senna)

Malabsorption

Acarbase (Precose; carbohydrate
malabsorption)

Aminoglycosides

Orlistat {Xenical: fat
malabsorption)

Thyroid supplements

Ticlopidine

Pseudomembranous colitis
(Clostridium difficile)

Antibiotics (e.g., amoxicillin,
cephalosporins, clindamycin,
fluoroguinolones)

Antineaplastics

Immunosuppressants

Information from reference 2.

(6) Feldman M, Friedman LS, Sleisenger MH, eds. Sleisenger & Fordtran’s Gastrointestinal and Liver Disease:Pathophysiology, Diagnosis, and Management. 7th ed. Philadelphia, Pa.:Saunders; 2002: 137.



Definition of IBS ©)

~

altered bowel habits for at least three days per month in the previous three months, with

Irritable bowel syndrome is defined as abdominal discomfort or pain associated with

the absence of organic disease

(8) Diagnosis and Management of IBS in Adults | Published on 01|09)\2012 | KSU Blackboard | Retrieved from: https://Ims.ksu.edu.sa/bbcswebdav/pid-1819471-dt-content-rid- A
7141576_1/courses/COMM421 29631 11 411/Diagnosis%20and%20Management%200f%20IBS%20in%20Adults.pdf| [Accessed on 24|02\ 2020]



Etiology of IBS ©)

A. Causes
B. Triggers

C. Risk factors

(9) Irritable bowel syndrome| Published on 07\03\2018 | Mayo clinic | Retrieved from: https.//www.mayoclinic.org/diseases-conditions/irritable- Yy
bowel-syndrome/symptoms-causes/syc-20360016 | [Accessed on 22/02/2020]



Etiology of IBS ©) /

A. Causes

- Muscle contractions in the intestine
- Nervous system

- Inflammation in the intestines Insomnia Stress & Soriol
. . Bacteria\\|eVY £ o5
- Severe infection » @ Yy o8
. . : 5220 : 0858
- Changes in bacteria in the gut (microflora) 22O s S 8388
sc2 Gllo S5t
3 Qouw

OWheatM ilk EggsShigella

Fructans Lactose

(9) Irritable bowel syndrome| Published on 07\03\2018 | Mayo clinic | Retrieved from: https.//www.mayoclinic.org/diseases-conditions/irritable- Yy
bowel-syndrome/symptoms-causes/syc-20360016 | [Accessed on 22/02/2020]



Etiology of IBS ©)

G
B. Triggers

-  Food
- Stress
-  Hormones

(9) Irritable bowel syndrome/ Published on 07|03\ 2018 | Mayo clinic | Retrieved from: https://www.mayoclinic.org/diseases-conditions/irritable- Y¢
bowel-syndrome/symptoms-causes/syc-20360016 | [Accessed on 22/02/2020]



Etiology of IBS ©)

C. Risk factors

v' Young
v Female
v" Family history of IBS
v Mental health problem
(9) Irritable bowel syndrome| Published on 07\03\2018 | Mayo clinic | Retrieved from: https.//www.mayoclinic.org/diseases-conditions/irritable- Yo

bowel-syndrome/symptoms-causes/syc-20360016 | [Accessed on 22/02/2020]



Classifications of IBS (10)

Bristol Stool Form Scale

. . . Separate, hard lumps, like nuts
e o

(hard to pass)

1. IBS-C :>25% of bowel movements with Bristol Toped
Stool Scale Types 1-2 and <25% with Types 6-7.

Type 2 Sausage-shaped but lumpy

Stool Scale Types 6-7 and <25% with Types 1-2. suface

Type & Like a sausage or snake, smooth and soft

2. IBS-D : >25% of bowel movements with Bristol - N
S/

3. IBS-M: >25%o0f bowel movements with Bristol

. ‘ Soft blobs with clear cut edges
Stool Scale Types 1-2 and >25% with Types 6-7. | ™* Bg® iy

*

Fluffy pieces with ragged edges, a mushy

Type 6 stool

4. IBS-U: Meets diagnostic criteria for IBS but bowel
habits not accurately categorized in any of the - . Watery nosold piecs
above subtypes. @ -

(10) Rome IV Diagnostic Criteria for Irritable Bowel Syndrome (IBS) | (N.D) | MdCalc | Retrieved from: (https://www.mdcalc.com/rome-iv-diagnostic- Y1
criteria-irritable-bowel-syndrome-ibs#evidence) | [Accessed on 24/02/2020]



Case

~

Latifa, 41 years old smoker non-alcoholic Saudi female
complaining of lower abdominal pain for 1 week

27



What Is Your
/ Ditferential Diagnosis *




Differentials

~

— Inflammatory bowel disease (IBD)

[

» Crohn's disease

» Ulcerative colitis N
* Irritable bowel syndrome IBS

* Celiac disease
* Lactose Intolerance « Gynecological(Ectopic , torsion ,PID)
* Diverticulitis - appendicitis
* Colorectal cancer
oE

* Renal colic \ Pyelonephritis

¥a
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History of Presenting Illness

~

v' SOCRATES

v’ Associated Symptoms:
- Abdominal pain, bloating\ distention
- Altered bowel habit —constipation / diarrhoea / Hematochezia / melena / mucus in stool
- Tenesmus, change in stool color or character, pain in defecation
- Change of urine color, jaundice, Pruritus
- Hematemesis, heartburn or acid regurgitation
- Dysphagia, odynophagia, water brash
- Urgency,frequency,hematuria
- Abnormal vaginal bleeding\ discharge, irregeular \ absent menstrual cycle.

v Constitutional Symptoms

Y'Y



Alarm symptoms®:

~

Patients presenting with IBS symptoms should be examined for the following
“RED FLAG”:

Anemia

Rectal bleeding

Nocturnal symptoms

Weight loss

Recent antibiotic use

Onset after ¢- years of age

N N N N N N

Family history of colorectal cancer, inflammatory bowel disease « O -

or celiac disease

(8) Diagnosis and Management of IBS in Adults | Published on 01|09)\2012 | KSU Blackboard | Retrieved from: https://Ims.ksu.edu.sa/bbcswebdav/pid-1819471-dt-content-rid- Y'Y
7141576_1/courses/COMM421 29631 11 411/Diagnosis%20and%20Management%200f%20IBS%20in%20Adults.pdf| [Accessed on 24|02\ 2020]



Past Medical History

«/ Past Medical History

«/ Medications

v/ Allergy

«/ Vaccinations

v/ Blood transfusion

+/ Surgical history

«/ Family History

+/ Social History

+/ Obstetric and gynecological history

«/ Psychological History
+/ Systemic review

Ye



Physical Examination (12




(4

Temperature
Heart Rate
Respiratory rate
Blood pressure
SpOY

Weight

Hight

BMI




- Alert and oriented to time and
place, conscious, distress.

General

examination
- Vitally stable or not .

- Body built, wasting or asymmetry .




Koilonychi
Leukonychia I 4 Iq

[ - Hands & Arms

Kayser-Fleischer rings

- Eyes

- Mouth

Angular Stomatitis: Glossitis:




(4

- Inspection
- Lymph nodes




i Inspection
- Palpation
Abdomen - Percussion

- Auscultation

. Grey Turner’s Sign
Cullen’s sign




(4

- Pitting edema
Lower - Ulcers
Extremities | Clubbing
- Capillary refill.

To complete the examination, I would like to perform a per
rectal examination .




®

~

The most important diagnosis you have to role it out is%¢

COLON CANCER

&y



Diagnostic Criteria for IBS

> _

IBS is defined as recurrent abdominal pain at least 1 day per week in the last 3 months
on average, associated with >2 of the criteria below:

1. Rome IV Criteria 19

When to use? Patients being evaluated for possible IBS

v" Related to defecation (either increasing or improving pain)
v" Associated with a change in stool frequency

v' Associated with a change in stool form (appearance)

2. Other criteria: Rome III ®, Manning Criteria 1%




Investigations




| trust you, gut.
Just tell me WHY so
| can try to fix it!

| don't like it, Brain.
| don’t like it ONE BIT.

'rheAwkuardYefi.com

¢o



* Itis a clinical diagnosis, and a diagnosis of exclusion.

CBC

Screen for anemia, inflammation, and infection
Normal; anemia suggests malabsorption

ESR, CRP

Nonspecific screening tests for inflammation

Thyroid function studies

Screen for hyperthyroidism or hypothyroidism

Fecal Occult & Stool Sample

Normal; WBCs in stool or presence of parasites suggest inflammation
or infection

H. pylori Culture

If suspecting peptic ulcer disease

Anti-endomysial antibodies

Negative; positive in celiac disease

Anti-tTG, Liver enzyme (ALT & AST)

Negative; raised in celiac disease (fatty liver)

Abdominal x-imaging

Normal; abnormal bowel pattern suggests obstruction

Normal; abnormal if bacterial overgrowth or lactase deficiency

Hydrogen breath test :
)lactose intolerance)
Alarm signs, diagnostic study of choice to rule out malignancy or
Colonoscopy ; .
other serious conditions
Normal; mucosal inflammation or ulceration suggests
inflammatory bowel disease
(14) American Family Physician [Brandt L], Chey WD, Foxx-Orenstein AE, et al.; American College of Gastroenterology Task Force on Irritable Bowel Syndrome. An evidence- $1

based position statement on the management of irritable bowel syndrome. Am J Gastroenterol. 2009;104(suppl 1):51-535 Accessed on 22/2/2020




Evaluation and Treatment of Suspected IBS

Patient presents with IBS symptoms

Alarm features present?* L Perform additional testing and evaluation
lNo
Patient meets Rome Ill criteria?{ % Consider other diagnoses (Table 2)
Yes

Assess stool consistency and
severity of symptoms (Figure 2)
Recommend exercise, and treat any
underlying psychological issues

Classify into subtype

! v v

Diarrhea-predominant IBS

Treatment options:
Antibiotics
Antidepressants
Antidiarrheal medications
Antispasmodics

Complementary and alternative
therapies

5-hydroxytryptamine 3
antagonistsi

Probiotics

Mixed presentation IBS
with alternating diarrhea
and constipation

Treatment options:
Antibiotics
Antidepressants
Antispasmodics

Complementary and
alternative therapies

Probiotics

Constipation-predominant IBS
Treatment options:
Antibiotics.
Antidepressants
Antispasmodics

Complementary and alternative
therapies

5-hydroxytryptamine 4 agonists§
Over-the-counter laxatives
Probiotics

Selective C-2 chloride channel
activator

*—Alarm features include anemia; rectal bleeding; nocturnal symptoms; weight loss, recent antibiotic use, onset after 50 years of age, and family
history of colorectal cancer, inflammatory bowel disease, or celiac disease.

t—Rome lil criteria are improvement with defecation, onset associated with a change in frequency of stools, and anset associated with a change in
the form (appearance) of stools; criteria must have been met for the previous three months, with symptom onset at least six months before diagnosis.
t—Restricted use in the United States.

§ —Available only for emergency use through the U.S. Food and Drug Administration.

Figure 1. Algorithm for the evaluation and treatment of patients with suspected irritable bowel syndrome (IBS).

(8) Diagnosis and Management of IBS in Adults | Published on 01|09)\2012 | KSU Blackboard | Retrieved from: https://Ims.ksu.edu.sa/bbcswebdav/pid-1819471-dt-content-rid- v
7141576_1/courses/COMM421_ 29631 11 411/Diagnosis%20and%20Management%200f%201BS%20in%20Adults.pdf| [Accessed on 24|02\ 2020]
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Management

% Goals of treatment: symptom relief and improved quality of life.

% Treating IBS can be particularly challenging because symptoms
often are recurrent and resistant to therapy.

% A positive patient-physician interaction is associated with fewer .
return visits for IBS and is a key component in the treatment of
these patients.




Management

+ Non - Pharmacological Management

® [irstline of treatment is patient education and reassurance

® In patients with mild and intermittent symptoms that do not impair quality
of life, we initially recommend lifestyle and dietary modification alone.

+/ Pharmacological Management

® Seccond line of treatment is managing the symptoms.

in patients with moderate to severe symptoms that affect quality of life, we

* Mild to moderate symptoms who fail to respond to initial management and . -
suggest pharmacological therapy as adjunctive treatment o)



Non — Pharmacological Management

~

«/ Patient education IBSis a benign condition, chronic continuous or remittent GI

illness. The cause is incompletely understood but biopsychosocial factors are thought to
play an important role, along with luminal factors, such as diet and the gut microbiota.

v No SpeCifiC treatment is necessary, we manage the symptoms as indicated.

v/ Advise to change lifestyle, quite smoking, start a healthy diet, avoid foods that trigger

symptoms, drinking a lot of fluids and do daily physical activities at least 30 minutes & get
enough sleep, stress management to maintain her

health issues.

oY

v Psychological support



Non — Pharmacological Management

=> Dietary and Lifestyle Management:

e Lifestyle advice:

o Relaxation techniques such as meditation.
o Physical activities and exercise => evidence rating: B* (V)

Dietary advice :

o Fibres? (1017

o Restrict tea and coffee to 3 cups per day.
o Have regular meals and take time to eat.
o Avoid missing meals or leaving long gaps between eating.

o Drink at least 8 cups of fluid per day

*B = inconsistent or limited-quality patient-oriented evidence or


http://www.google.com/url?sa=i&rct=j&q=stress&source=images&cd=&cad=rja&docid=Kc6PimQ1xTIGQM&tbnid=64xKRzqjL-G1iM:&ved=0CAUQjRw&url=http://healthfindersmn.org/gethealthy/?story_id=244516&ei=sLJmUd70D8O30QWivYGoBQ&psig=AFQjCNH8G72ghX-4fNk2w-S9o5CFlSQtHg&ust=1365771284569168

U

Pharmacological Management

v Decisions about pharmacological management should be based on the
nature and severity of symptoms.

v/ The choice of single or combination medication is determined by the
predominant symptom.

v Consider an overlap between sub-groups.




First-line pharmacological treatment ®

Category

Examples

IBS Subtype

Comments

Antispasmodicstom

Hyoscyamine (Levsin)
Dicyclomine (Bentyl)

It’s found to be very effective for
abdominal pain or bloating.

Side effects as dry mouth, dizziness,
blurred vision.

Antidiarrheals 18

Loperamide (Imodium)

It decreases intestinal transit and
enhances intestinal water and ion
absorption.

It should be the first choice of
antimotility agent for diarrhea in
people with IBS.

It is very effective at decreasing stool
frequency & increasing its
consistency.

Didn’t improve abdominal pain
Increased nocturnal pain

Laxative (14)(19)

Polyethylene glycol
(Miralax)

Studies showed that it improved
stool frequency but didn’t alleviate
abdominal pain.

]

00



Second-line pharmacological treatment ®)

Category Examples IBS Subtype Comments
Selective C-2 * Lubiprostone It induce intestinal secretion & relive constipation.
Chloride Channel (Amitiza) Side effects: diarrhea & nausea.

Activators140

Antibiotics?D@2)

* Rifaximin
(Xifaxan)

It improve abdominal pain, bloating & stool
consistency.

* Neomycin

¢ Inasmall RCT study they found that it could help in

constipation, where it suggest that alteration of gut
microflora may have a role in the etiology of IBS.

j Probiotics 2329

¢ Lactobacillus
* Bifidobacterium
» Streptococcus

It help in decrease pain & IBS symptom:s.

Antidepressants(16?2>

» TCAs, SSRIs

Statistically significant benefit in improving abdominal
pain & symptoms was shown.

5-hydroxytryptamine 3
Antagonists 20

5-hydroxytryptamine 4
Agonists ®7

(Associated with
uncommon but
serious adverse
events so there are
restrictions for its
use)

It reduce IBS symptoms
Side effects: ischemic colitis, constipation and death.

It improve bowel movement.

Side effects: increased risk of myocardial infarction,
unstable angina and stroke.

According to FDA, used only in emergency.




Complementary and Alternative Therapies ¢

Treatment Comments

o Psychological treatments including cognitive behavior therapy, interpersonal

Psycholo giC al psychotherapy, and relaxation and stress management are effective in improving

IBS symptoms compared with usual care.
(25)(28) L L

Therapy o

® A review of four trials involving 147 patients that compared hypnotherapy with
(29) psychotherapy and placebo concluded that the quality of the RCTs was inadequate
Hypnotherapy to determine the effectiveness of hypnotherapy in IBS.

Acupuncture ¢9

A Cochrane review of six trials involving 109 patients did not show a significant
difference between acupuncture and sham therapy.

Herbal Therapies ¢V

A Cochrane review of 75 RCTs involving 7,957 patients concluded that herbal
therapies may improve the symptoms of IBS; however, many of these trials had
inadequate methodology and a small sample size.

Peppermint oil 17

A systematic review of four RCTs involving 392 patients showed that peppermint
oil was more effective than placebo at reducing IBS symptoms
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Summary

Table 3. Summary of Therapies for IBS

(8)

Category Examples Type of IBS* Comments
Exercise Vigorous exercise three to five All types NNT=7.4 to prevent a greater than 50-point increase
times per week on the IBS Severity Score over 12 weeks'
Fiber Psyllium husk All types Fiber is ineffective'
Over-the-counter Polyethylene glycol (Miralax) Constipation- Improves stool frequency, but not abdoming! pain;
laxatives predominant scant evidence of effectiveness®®

Antidiarrheals Loperamide (Imodium})
Probiotics Lactobadillus, Bifidobacterium,
Streptococcus
Antibiotics Rifaximin (Xifaxan)
Neomycin
Antispasmodics Hyoscyamine (Levsin),

dicyclomine (Bentyl)

Selective C2 chloride  Lubiprostone (Amitiza)
channel activators

Antidepressants SSRIs: citalopram (Celexa),
fluoxetine (Prozac),
paroxetine (Paxil)

TCAs: amitriptyline, desipramine
(Norpramin), doxepin,
imipramine (Tofranil),
trimipramine (Surmontil)

Complementary Psychological treatments,
and alternative hypnotherapy, acupuncture,
therapies herbal therapies,

peppermint oil

5-HT, antagonists Alosetron (Lotronex)

5-HT, agonists Tegaserod (Zelnorm)

Diarrhea-predominant

All types

Diarrhea-predominant,
mixed presentation

Constipation-
predominant

All types

Constipation-
predominant

All types

All types

Severe diarrhea-
predominant
(women only)

Constipation-
predominant

Effectively decreases stool frequency and increases
stool consistency?'

Diphenoxylate/atropine (Lomotil) has not been
studied for IBS

NNT = 4 to prevent worsening global IBS
symptoms§223

NNT = 11 to prevent worsening global IBS
symptoms over four weeks

Improves constipation and bloating®*

NNT = 7 for improvement of abdominal pain
NNT =5 for improvement of global assessmant
NNT = 3 for improvement in symptom score®

Improves global IBS symptoms?

NNT = 5 for improvement in abdominal pain
NNT = 4 for improvement in global assessment
NNT = 4 for improvement in symptom score”®

NNT = 4 to prevent persistent IBS symptoms
(psychological treatments)
Quality of included trials was inadequate to draw
condlusions about hypnotherapy or acupuncture
Some herbal therapies may be effective for treating
IBS, but trials have inadequate methodology and
small sample sizes

NNT = 2.5 to improve IBS symptoms (peppermint
oil)#732

Improves global IBS symptoms and abdominal pain

NNT =7 to improve symptoms

Serious adverse events including ische mic cclitis,
constipation, and death; restricted use in the
United States™

NNT = 17 to improve constipation and stool
frequencyt

Serious adverse events incduding myocardial
infarction, unstable angina, and stroke

Available only for emergency use through the
U.S. Food and Drug Administration*

S5-HT = 5-hydroxytryptamine; IBS = irritable bowel syndrome; NNT = number needed to treat; SSRI = selective serotonin reuptake inhibitor;

TCA = tricydiic antidepressant.

e e o
+—Duration not specified.
Information from references 18 through 34.
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Follow up

— ~

* Set appropriate follow-up to reassess patient health status and compliance.

* Inform the physician \ seek urgent medical care when:

v’ Red flag symptoms arise.

- 3
-~ |

v' Any change in stool color\appearance.

v Any medication side effects.




ﬂ‘Referral criteria ©®)

Indications For Referral :

* % Ot X % ot % %

Unexplained weight loss

Unexplained iron deficiency anemia

Rectal bleeding

Family history of colon cancer

Nocturnal symptoms

Abnormality on examination or investigation
Constant diarrhea, distension or pain
Uncertainty of diagnosis

Failure of primary care management

AN



IBS Prognosis ©?) /

IBS is associated with a good prognosis and the diagnosis is unlikely to be
changed to that of an organic disease during follow-up.

—_

B

(32) Owens DM, Nelson DK, Talley NJ. The Irritable Bowel Syndrome: Long-Term Prognosis and the Physician-Patient Interaction. Ann Intern Med. 1995;122:107- Ty
112. doi: https://doi.org/10.7326,/0003-4819-122-2-199501150-00005
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on the role of plasma serotonin level In
S patients choose the Correct answer the

/ serotonin level:
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