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VIEWPOINT 

The irritable bowel syndrome 

N.B. H ERSHHELD. MD. FRCPC, FACP 

T IIE IRRITAI-IL[ BOWEi SYNDROME 15 THE MOST COMMON 

diagnosis 111 gasrroen terology practice ( l ). Most gasrro­
enterologists feel that this syndrome is the most difficult to 
treat ( 2, 3 ). T h is article will attempt to review the cl in ical fea­
tures anq rhe known physio logic and psychologic abnormal­

ities and treatment for th is condition. 
T here is no acceptable defin ition of the irritable bowel 

syndrome. but it can be defi ned as a constellation of gastroin­
testinal d isorders that have nn organic basis, chat is. no bacte­
riologic, pathologic or biochemical changes. Historically it was 
probably al luded to by Osler in his Principles and Practice of 
Mcdic111c 111 1892 (4). 

It is ex1remcly common and is stated to be responsible for 
anywhere from 40 to 70'\, of a gascroenterology practice ( 5 ). 
In addition , both Drossman a nd T hompson (6.7) pointed out 
that there was a large proportion of the normal population 
chat had similar symptoms who did not consult their physicians. 

The cli nical presen tation of the irri table bowel syndrome is 
quite variable. The sine q ua non of the syndrome is altered 
bowel function and abdominal pain in association with loose 
stools and/or constipation . Nu merous oche r symptoms can 
be present including bloating, gas, dyspepsia , mucus in the 
st0ol, straining. fecal inconti nence and urgency (8- 10). 

In general, the signs ::ire minimal and an extemive search 
for organic cause~ may be carried out. Recently it has been 
suggested by Man ning and T hompson ( 10) chat a positive d i­
agnosis should be maJe and that investigation be kept to a 
minimum. T hese investigarionssho uld include history, phys­
ical exmnination , sigmoidoscopy, complete blood cou nr. pe r-
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h::ips barium contrast enema,, x·rays, , tools for ova and 
para~i tes ::ind occu lt b lood and possibly a test for lactase 

deficiency 
T h is approach has been invesug::iteJ by Kruis ( ll ), who 

found chat after a two year fol low-up of patients who had 
minimal investigation. he was able co confidentlv make the 
diagnosis of the irritable howel synd rome, and no furthe r 
investigation was necessary. In the long term follow-up of these 
patients it was demonstrated chat irri table bowel syndrome 
was a 'safe diagnosis' and that few if any other organic disorders 

were missed ( 12.13). 

PATHOPHYSIOLOGY 
An extensive body of research exists trying to categorize 

the parhophysiology of the irritable bowel syndrome. T he re 
is no doubt that a bowel motility d isorder is at work, but the 
precise etiology is not known. ln these patien ts the gu t ap­
pears co overact co just about every stimulus ( 14). Patients 
have exaggerated motor responses to cholecystokinin which 
is released on eating ( 15, 16). Because of th is, patients report 
more d iscomfort than normal when subjected to stim uli of 
various natu ral or experimentally induced methods ( 16). 

These studies have led to questions about the irritable 
bowel patient. whether or not they have some d iffe re nces in 
their pain th resholds 0r to lerance, and recently Cook and his 
co-workers ( 17) showed chat patients actually have h igher pain 
thresholds than healthy controls. Therefore, their pain is sim­
ilar co that of patien ts who have so-called orga nic d isease, but 
the question as to why they repor t sym ptoms more often is as 
ye t u nanswered. 

Myoelectrical abnormalities apparently do exist in the irri­
table bowel synd rome with some investigators reporring a great­
er percentage of 3 cycle per minute slow wave activity in the 
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colon. This apparently predisposes these patients to have ab­
normal mOLor responses ( 18,19). Other workers, however, have 
not been able ro reproduce these results (20,21). 

Still other workers h,we suggested th at the abnormal motor 
responses in the irritable bowel can be generalized to the en­
tire gastrointestinal tract and the suggestion has therefore been 
made that the entire gut is irritable in these particular indi­
viduals (22). 

One of the hallmark symptoms of the irritable bowel syn­
drome, gaseousness, has been shown by Lasser and his co­
workers ( 23 ), not to be associated with any increase in the 
volume or the type of gas, but that the abnormality is due to 
abnormal contraction of the small in testine. Comare and col­
leagues (24) demonstrated also that the small bowel was in­
volved in the syndrome. 

ln summary, there arc many motor disturbances described 
in the irritable gut syndrome. Standard ization of the tech­
niques is obviously needed, plus further information that can 
be ascertained only when the methods of investigating intes­
tinal motility arc universal. 

Aside from the above hypothesis. another suggestion has 
been made by Jones (25) that food intolerance is the inciting 
factor in the irritable bowel. Up to this point, however, no 
corroborative evidence is available. 

1t is obvious that there is no single abnormality in the irrit­
able bowel syndrome. Despite extensive investigation, it is un­
likely char one specific abnormality will be uncovered . It is 
certainly possible that all of the factors; abnormal motility, 
food intolerance and abnorma l myoelectrical activity, may 
all be implicated either singly o r in conjunction with each other. 

PSYCHOSOCIAL FACTORS 
Numerous authors have demonstrated a relationship be­

tween the irritable bowel syndrome and behavio ur or psy­
chosocial factors. Almey, in 195 1, summarized his extensive 
investigations into the studies of stress and the gut (26). He 
and his collaborato rs demonstrated changes in pressure in 
the rectosigmoid area and also in the vasculariry of the gut in 
response to various inciting factors. He found that changes in 
those parameters correlated with specific emotions. As an ex­
ample, when the patients were hosti le, sigmoid pressure in­
creased; yet when the patients were sad, the pressure decreased. 
He proposed chm these patients were neurotic and psycho­
logically ill. 

Mcndelloff and his co-workers (27) demonstrated that pa­
tients who were hospitalized with the irritable bowel syndrome 
were more able to relate highly significant stressful events p rior 
to their admission than those patients with ulcerative col itis 
and healthy controls. 

ln their classic study, Chaudhaury and Truelove (28) a lso 
showed that antecedent stress was far more common in pa­
tients with irritable bowel syndrome than in a contro l group 
of patients. Early life experie nces have been shown to be fa r 
more common in patients with the synd rome than their healthy 
cohorts (27,28). 

ln other respects, irritable bowel sufferers apparently are 
different from the control popu lation in that they have been 
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shown to have a specifically higher index of disruption of their 
daily living ( 29). They report more minor illnesses and multi· 
ple symptomatology than a control group consisting of pa­
tients with peptic ulcer disease. They also tend to seek health 
care for minor illnesses, far beyond the control por)Ulation 
(28,30). It has been suggested that if this illness behaviour has 
been reinforced during the early years, this may lead to a 
'conditioned bowel response' to stressfu l events lacer in life 
(3 1 ). 

Because such a high prevalence of psychiatric diagno~cs and 
beha\' iour has been found, a theory has been proposed. tha1 
the irritable bowel syndrome is actually a psychia tric disorder 
( 32). As Osler stated in h is original article in Principles and 
Practice of Medicine, modern investigation has shown that 
these patients arc more psychoncurotic than normal ( 3 3-17) 
These diagnoses include depression, hysteria and anxiety, and 
nre not appreciated by the consulting physician. whether~ 
general practitioner or a specialist. 

Despite the great limitations of these kinds of stud ies. and 
the fac t that many patients with the irri table bowel syndrome 
arc not psycho logically abnormal. it should be understood 
that rhe possibility of a psychiatric disturbance in these pa­
tients should be considered; especially on the in itial encoun­
ter and particularly when discussing therapy. 

Drossman (29) has studied th is extensively to ~cc if he could 
further de li neate patients who sec physicians with symptom~ 
not related to the irritable bowel syndrome. He found rhat 
these patients were different from 'nonpatients' and normal 
subjects in a psychosocial fashion and that the nonpatients 
were not psychosocially different from normal subjects. Min­
nesota Multiphasic Personality Inventory (MMPI) scores. how­
ever, in patients with the irritable bowel syndrome were 
significantly higher. 

This study would imply rhar those patients who seek medi­
cal care and therapy should be evaluated carefu ll y by physi­
cians in order to treat them most cfficiendy, as the problem 
seems to be multifactorial. 

TREATMENT 
In regard to treatment of this enigmatic condition, the re are 

as many treatments as there arc symptoms. Probably the most 
important feature is the establishment of a careful treatment 
regimen, and most importan tly a carefu ll y thought ou t thera­
peutic relationship. Many a u thors, expert in the therapy of 
this condition, stress the latter dictum. Psychologic and medi­
cal treatment must be dovetailed by th e physician and spe­
cialized to the requirements of the individual patient. Since 
therapy is that of a long term relationship, th is has to be un­
derstood a lmost at the beginning of treatment. 

lt is important to understand that these patien ts a re ex· 
tremely high placebo responders, anywhere from 35% to 75% 
(38). This makes evaluation of trials of the various kinds oi 
treatment extremely difficult. It is fo r this reason that long 
term treatment with drugs is frequently doomed to failure 
Perhaps non pharmaceu tical therapy of the condi tion, which 
has been suggested recently, may be the best strategy for suc­
cessful management. 
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Dietary modification has been suggested, especially increas­
ing fibre in the diet. Numerous studies o n the managementof 
the irritable bowel syndrome with b ran have been carried out 
and it has been shown that it is effective for those patien ts that 
arc primarily constipated (39) and possibly in those patien ts 
who have abdominal pain. It is important to note, however, 
that in many double b lind studies bran and/or fibre is not ef­
fective in the overall management of the irritable bowel syn­
drome (41 ). The best th ing one can say about fibre is that it is 
safe and has m inimal side effects! Jones and others (2 5) sug­
gests el im ination diets as a treatment of th is condition, b u t 
corroboration of this mode of therapy is lacking. 

There arc n umerous medications used in the treatment of 

the irritable bowel synd rome, bur they arc extremely difficult 
to evaluate because of che high placebo response noted in 
these patients ( 42). T hese drugs have a very high incidence of 
side cffeccs and, for example, arc particu larly devastating in 
e lderly males in whom prostatism is so common. Since a defi­

nite rela tionship between the motor abnormality of the gut 
and symptoms has not been established, their use should be 
tempered with caution. Recently, peppermint oil has been 
suggested as a therapy for th is condition ( 42); it appears to 
help chose with pain or constipation. Peppermint oi l has very 
few side effects and may well be valuable, although its effect 
may be placebo related (38). 

Antidepressants have been used, especially in those pa­

tients that have signs o f depression ( 3 7). The benefits that are 
reported of che~e drugs may well he d ue to very careful pa­
tient sclecrion ( 44 ). and it is cer tainly possible that their effect 
is mainly due to their ancicholinergic properties. In two studies 

that appear to show a value for these an tidepressants, no con­
trol groups were used, therefore, interpretation is impossible 
(45,46). 

The treatment of the irritable bowel syndrome with other 

medications, including anxiolyrics and loperamide, a rc limit­
ed by the small groups of patients used, and careful patient 

selection. Obviously in those patients who have diarrhea p re­
dominance, antidiarrheal agen ts may be valuable; a n d 

an xio lyrics arc valuable for the emotional symptoms of some 
of these patients ( 35.37). 

Aside from p harmacological therapy, recent work has sug­
gested that psychological and behavioural treatment is valu­

able in creating the condition . Svedlu nd (35) reported good 
results with insight and cogn itive psychotherapy against rout-
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inc medical treatment in a controlled trial. There was signifi­
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reproducible motor abnorma lity of the gu t has been elucidat­
ed . The treatment is uncertain except to say that support psy­

chotherapy and occasionally a n ticholinergic medications 
appear to be beneficial. There is no agreement as ro whether 
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most physicians would agree that the problem is of that nature. 

Although the condition is nonfatal. it leads to a great deal 
of discomfort and frequently extensive, dangerous and use­
less investigations and therapy in a vain attempt to try co con­
trol the p roblem. Quite obviously further investigation is 

required. but it is my opinion that we arc not much further 
in the understanding of the condition than Osler was in 1892. 
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