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Irritable bowel syndrome (IBS) is the most common functional
gastroenterological disorder reported to physicians. In Canada,
its prevalence is about 6%. In the United States and the United
Kingdom, the prevalence is estimated to be closer to 15%.
Patients with IBS tend to make extensive use of health care serv-
ices, even though a high percentage of them do not seek medical
advice. The costs of IBS are a large expenditure of scarce
resources. These costs can be divided into several categories:
direct, indirect and intangible costs. The direct costs, associated
with the diagnosis and treatment, are largely sustained by the
health care system. The indirect costs are related to the produc-
tion losses due to morbidity, and intangible costs are associated
with the pain, suffering and alteration in the patient’s quality of
life. The condition is a diagnosis of exclusion, and treatment,
although beneficial, is rarely curative. The general treatment
approach stresses the importance of a good physician-patient
relationship. Exploring the nature of the expenses associated
with IBS and understanding how treatment options may affect
these costs are essential to reducing its financial burden.

Key Words: Gastroenterological disorder; Irritable bowel syndrome

Incidence socio-économique du syndrome du
cdlon irritable au Canada

RESUME : Le syndrome du colon irritable (SCI) est le trouble digestif
fonctionnel le plus fréquent que rencontrent les médecins. Sa prévalence
se situerait aux alentours de 6 % au Canada et de 15 % aux Etats-Unis et
au Royaume-Uni. Les patients souffrant du SCI ont tendance 2 recourir
souvent aux services de santé, méme si un pourcentage élevé d'entre eux
ne consultent pas de médecins. Les cofits liés au SCI font une sérieuse
ponction dans de maigres ressources. On peut diviser les cofits en trois
catégories : directs, indirects et intangibles. Les cofits directs associés au
diagnostic et au traitement sont en grande partie assumés par le systeme
de santé. Les cofits indirects sont liés a la perte de productivité due a la
morbidité et les codts intangibles sont associés a la douleur, aux souf-
frances et a la diminution de la qualité de vie. Le diagnostic repose sur
l'exclusion d'autres troubles et le traitement, méme s'il apporte un cer-
tain soulagement, est rarement curatif. Le traitement général fait appel a
une bonne relation médecin-patient. Il est essentiel de comprendre la
nature des dépenses liées au SCI et l'incidence des différentes options
thérapeutiques sur les cofits si on veut réduire le fardeau financier de ce
trouble digestif.

he irritable bowel syndrome (IBS) is a chronic gastroin-
testinal disorder that is characterized by abdominal pain
and disturbed defecation. The mechanisms are unexplained;
there are no known structural or biochemical abnormalities.
The disease has no biological markers that may be used to
determine when and if patients are suffering from the con-

dition. Symptomatically, it mimics many other gastroen-
terological disorders. Diagnosis is achieved primarily by the
exclusion of other structural abnormalities and by positive
identification of symptoms consistent with the condition.
The greatest financial expenditures associated with IBS are
those related to health resource utilization, primarily for the
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diagnosis and treatment. Patients tend to make extensive
use of health care services and are a large financial burden
on society. Other costs, such as production losses associated
with the illness, also have a significant financial impact on
society. Understanding the nature of the costs that are
related to all aspects of this disease complex may help to for-
mulate future cost effective therapeutic strategies.

PREVALENCE AND EPIDEMIOLOGY

IBS is a common complaint of patients who seek medical
care for gastroenterological symptoms. The prevalence of
the disease in Canada has been estimated at 6.2%, while in
the United States the prevalence can be as high as 15% of
the population (1,2). Although IBS is particularly common
in Western societies, studies indicate that it has worldwide
significance. In 1980, the prevalence in Britain was found
to be 14%. France, New Zealand, Denmark and China
reported a similar prevalence (3). Although most patients
with the condition do not seek medical attention, IBS is
one of the most common diagnoses, comprising approxi-
mately 12% of primary care and 28% of gastroenterology
practices (4).

Age, sex and possibly race appear to be related risk fac-
tors. The illness affects a higher percentage of women (14%
to 24%) than men (5% to 19%) and appears to affect white
people and black people equally. However, a reduced preva-
lence in hispanics has been observed (5). There also
appears to be a reduced prevalence among older subjects.
The syndrome is a chronic relapsing condition and it is
believed to occur in most adults at some point in their lives.
Symptoms usually begin before the age of 35 years in 50% of
patients, and 40% of patients are between 35 and 50 years
of age at the onset of the disease. IBS is recognized and
diagnosed in children, and many patients can trace the start
of their symptoms back to childhood (6-8).

ECONOMIC IMPACT OF IBS
The expenses associated with IBS are diverse. The origin of
these costs can be broken down into several categories:
direct costs due to the disease, the cost of treating the
depression and anxiety created by, and associated with, the
condition, and finally costs due to concurrent disease. A
study by Talley (9) found that approximately one-third of
people with functional dyspepsia also suffered from IBS.
Due to the nature of the expenditures, it often becomes dif-
ficult to separate the true cost of IBS from those that are
only related, because all costs may not be disease-specific.
Because patients have a wide variety of symptoms, the
actual costs can only estimate the total costs related to IBS.
For example, a 1999 survey conducted among 1036
Canadians showed that constipation occurred in 9% of
patients with diagnosed IBS. Of the patients surveyed, only
29% with IBS sought medical attention. Among the
patients treated by a physician, 43% indicated that the rec-
ommended treatment was either ‘not very effective’ or ‘not
effective at all’. Some patients (41%) who used nonpre-
scription medications also found that they were either ‘not
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Figure 1) Direct cost perspectives related to irritable bowel syndrome

very effective’ or ‘not effective at all’. Currently, there is
limited information on the burden and cost associated with
constipation.

The economic impact of this illness, or the burden of the
illness on society, has basically three components: direct
costs, indirect costs and intangible costs. The cost perspec-
tives, summarized in Figure 1, take into account the direct
financial impact. These direct costs are principally sus-
tained by the health care system and are associated with the
diagnosis and treatment of the disease. Examples of direct
costs associated with IBS include visits to the physician,
consults with a specialist, tests (x-ray, endoscopy), time lost
from work, drugs (prescription and nonprescription) and
alternative care (herbals, acupuncture or hypnotherapy).
The indirect costs are mostly derived from the production
losses that are attributable to morbidity or premature mor-
tality. The intangible costs result from the pain, suffering
and the alteration in the quality of life caused by the disease.

Based on studies in the United States, patients with IBS
represent a substantial financial drain on society. Compared
with patients without bowel symptoms, they have, on aver-
age, more nongastrointestinal complaints and they tend to
seek medical attention more for those problems. The con-
dition accounts for an estimated 2.4 to 3.5 million physi-
cian visits per year in the United States, and for an
estimated 2.2 million medical prescriptions (5). Hahn et al
(10,11) conducted two studies that evaluated health
resource utilization. The first study (10) showed that,
regardless of the severity of IBS symptoms (graded as mild,
moderate, severe and very severe), there was very little dif-
ference in the use of health care resources among the
patients. Those with mild and severe symptoms had the
same amount of physician visits, inpatient hospital stays
and emergency room visits. The second study (11) com-
pared the consultation patterns of patients with IBS in both
the United States and United Kingdom over a 12-month
period. The results indicated that there was no significant
difference in the use of health care resources between the
two countries except that physician visits tended to be
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slightly greater for patients in the United Kingdom.
Approximately 75% of patients in each group used a pre-
scription medication.

A study by Talley et al (12) in 1995 found that, over a
one-year period, 88% of subjects with IBS incurred direct
medical charges compared with 86% for patients with some
symptoms of IBS and 83% for controls. The annual costs of
health care use for a patient with IBS were found to be
almost double those of the control patient who had no gas-
troenterological symptoms. The overall median charges
incurred by subjects with IBS were US$742 compared with
US$614 for subjects with some symptoms and US$429 for
the controls. Thus, the mean differences in annual costs for
these patients compared with either patients with other
gastroenterological symptoms or patients with no gastroen-
terological symptoms were US$128 and US$313, respec-
tively. Furthermore, the odds for incurring some charges
were found to be 1.6 times greater in subjects with IBS rela-
tive to those without symptoms. In the United States house-
holder study (13), patients with IBS were found to have 1.6
times more physician visits per year than patients with no
gastroenterological symptoms and they visited the physician
3.8 times more often for nongastroenterological complaints
than patients with no gastroenterological symptoms.

A study by Wells et al (14) estimated that, in 1995, the
direct costs associated with this condition over a one-year
period in the United Kingdom averaged £45.6 million. The
total expenditures were based on the following costs: physi-
cian visits (£13.1 million), prescribed medications (£12.5
million), hospital outpatient visits (£16.6 million) and inpa-
tient admissions (£3.4 million). In Canada, 42% of IBS
patients used a primary care facility, referral centre or spe-
cialty consultations. These costs represent 24% of the total
Canadian expenditure for IBS. Other direct costs of IBS in
Canada, shown in Figure 2, can be divided into the following
categories; 46% for diagnostic tests, 12% for nonprescription
and prescription medications, 10% for medical-professional
referrals and 9% for emergency room visits. For example, in
Ontario and Quebec, these direct costs per year average $131
million and $90 million, respectively (1).
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The economic impact of this disease is very much influ-
enced by the associated indirect costs. Studies have indi-
cated that IBS patients tend to miss three times as many
days from work as patients not afflicted with the illness.
Patients also report more often that they are too sick to
work and they tend to take more time off to visit the physi-
cian (13). A study by Hahn et al (11) evaluated the impact
of IBS on the work habits, over a four-week period, in
patients from the United States and the United Kingdom.
The results indicated that the two groups were comparable
in the amount of workdays missed, and the amount of cut
back in their workdays due to this illness. On average, the
patients in each group lost two days of work and cut back on
their workday three times a month. Other impacts on work
included a high proportion (United States to United
Kingdom) of each group that quit or lost their job (12% to
17%), changed job (9% to 18%), changed schedule (8% to
9%), worked fewer hours (15% to 19%), refused a promo-
tion (16% to 26%) or changed to working at home (12% to
11%), all to accommodate their illness. On a yearly basis,
patients with IBS miss up to five more days of work or
school than people who do not have IBS. A study by
Drossman et al (13) estimated that the economic loss due
to work or school absences is equivalent to $1 million
Canadian yearly.

The intangible costs such as the pain, suffering and
reduction in the quality of life endured by patients are by far
the hardest to quantify. The lower abdominal pain and dis-
comfort caused by the disease, together with the altered
bowel habits, reduce the well-being and, therefore, affect
the overall quality of life for patients with IBS. Physicians
and health care providers are becoming more and more
conscious that patient well-being is a vital part of health,
which encompasses physical functioning, mental health,
social interaction and overall quality of life. Although IBS
is not life-threatening, patients report limited and con-
strained lives that have been modified to cope with their
disease. In a study conducted by Wells et al (14), the quali-
ties of lives of patients with different medical afflictions
were compared and examined. Mean scores on the Short
Form-36 IBS-specific quality of life (IBSQOL) question-
naire for patients with diabetes, acute myocardial infarc-
tion, hypertension and clinical depression were compared
with the IBS mean for a tertiary care group and with the
national norms for nonpatients. With the exception of the
physical functioning index, patients with IBS were compa-
rable with people with clinical depression in exhibiting the
worst quality of life. Both groups showed significantly lower
levels of emotional health, social functioning and mental
health than the other groups.

The negative impact of the disease on the patient’s qual-
ity of life is especially evident when the results of the
IBSQOL (a disease-specific quality of life instrument) ques-
tionnaire are examined. The lowest scores obtained are for
emotional, social and physical functions when compared
with the theoretical normative values (11). IBS is a multi-
faceted disease in terms of its somatic and psychosocial fac-
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tors. The fluctuating history and relationship of this disease
to other functional gastrointestinal disorders predisposes
some patients to receive unnecessary health care, including
hospitalization and surgery. Taking all these factors into con-
sideration, physicians who care for patients with IBS can
help to reduce the expenses related to this syndrome. From
the standpoint of health care utilization, IBS is not just a
gastrointestinal problem, it is a much more global problem.

GENERAL TREATMENT APPROACH

In 1997, the American Gastroenterological Association
developed guidelines to assist physicians in the diagnosis
and management of patients with IBS (15). The general
treatment approach for all patients includes establishing an
effective therapeutic relationship, providing patient educa-
tion and reassurance, helping with dietary and lifestyle
modifications, initiating treatment and reassessing treat-
ment after a three- to six-week period. The value of an
effective physician-patient relationship is supported by the
fact that patients with IBS have a 30% to 88% placebo
response rate, regardless of treatment (5). Further studies
have suggested that a positive physician-patient interaction
leads to greater patient compliance and satisfaction, and
that attention by the physician to the emotional needs of
the patient affects outcome.

A study by Owens et al (16) explored the benefits of a
positive physician-patient interaction and showed that the
number of patient visits to a physician was inversely pro-
portionate to the strength of the physician-patient interac-
tion. A reduced use of ambulatory health care services by
patients was observed when a positive interaction between
the physician and the patient existed. Physicians who
determine the patient’s understanding of the disease, fully
explain all facets of the illness and address all the patient’s
concerns greatly decrease the number of subsequent visits
required by the patient. Patient education and reassurance
are an essential part of treatment. Education involves
explaining to the patient that the symptoms are not fabri-
cated and that they have a definite physical nature.
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