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PART 14
Disorders of the Gastrointestinal System

Because the major symptoms of IBS—abdominal pain, abdominal
bloating, and alteration in bowel habits—are common complaints of
many GI organic disorders, the list of differential diagnoses is a long
one. The quality, location, and timing of pain may be helpful to suggest specific disorders. Pain due to IBS that occurs in the epigastric
or periumbilical area must be differentiated from biliary tract disease, peptic ulcer disorders, intestinal ischemia, and carcinoma of
the stomach and pancreas. If pain occurs mainly in the lower abdomen, the possibility of diverticular disease of the colon, inflammatory bowel disease (including ulcerative colitis and Crohn’s disease),
and carcinoma of the colon must be considered. Postprandial pain
accompanied by bloating, nausea, and vomiting suggests gastroparesis or partial intestinal obstruction. Intestinal infestation with
Giardia lamblia or other parasites may cause similar symptoms.
When diarrhea is the major complaint, the possibility of lactase
deficiency, laxative abuse, malabsorption, celiac sprue, hyperthyroidism, inflammatory bowel disease, and infectious diarrhea must
be ruled out. On the other hand, constipation may be a side effect
of many different drugs, such as anticholinergic, antihypertensive,
and antidepressant medications. Endocrinopathies such as hypothyroidism and hypoparathyroidism must also be considered in the
differential diagnosis of constipation, particularly if other systemic
signs or symptoms of these endocrinopathies are present. In addition, acute intermittent porphyria and lead poisoning may present
in a fashion similar to IBS, with painful constipation as the major
complaint. These possibilities are suspected on the basis of their
clinical presentations and are confirmed by appropriate serum and
urine tests.
Few tests are required for patients who have typical IBS symptoms and no alarm features. Unnecessary investigations may
be costly and even harmful. The American Gastroenterological
Association has delineated factors to be considered when determining the aggressiveness of the diagnostic evaluation. These include
the duration of symptoms, the change in symptoms over time, the
age and sex of the patient, the referral status of the patient, prior
diagnostic studies, a family history of colorectal malignancy, and
the degree of psychosocial dysfunction. Thus, a younger individual
with mild symptoms requires a minimal diagnostic evaluation,
while an older person or an individual with rapidly progressive
symptoms should undergo a more thorough exclusion of organic
disease. Most patients should have a complete blood count and
sigmoidoscopic examination; in addition, stool specimens should
be examined for ova and parasites in those who have diarrhea.
In patients with persistent diarrhea not responding to simple

antidiarrheal agents, a sigmoid colon biopsy should be performed
to rule out microscopic colitis. In those age >40 years, an aircontrast barium enema or colonoscopy should also be performed.
If the main symptoms are diarrhea and increased gas, the possibility
of lactase deficiency should be ruled out with a hydrogen breath test
or with evaluation after a 3-week lactose-free diet. Some patients
with IBS-D may have undiagnosed celiac sprue. Because the symptoms of celiac sprue respond to a gluten-free diet, testing for celiac
sprue in IBS may prevent years of morbidity and attendant expense.
Decision-analysis studies show that serology testing for celiac sprue
in patients with IBS-D has an acceptable cost when the prevalence
of celiac sprue is >1% and is the dominant strategy when the prevalence is >8%. In patients with concurrent symptoms of dyspepsia,
upper GI radiographs or esophagogastroduodenoscopy may be
advisable. In patients with postprandial right upper quadrant pain,
an ultrasonogram of the gallbladder should be obtained. Laboratory
features that argue against IBS include evidence of anemia, elevated
sedimentation rate, presence of leukocytes or blood in stool, and
stool volume >200–300 mL/d. These findings would necessitate
other diagnostic considerations.

TREATMENT

Irritable Bowel Syndrome

PATIENT COUNSELING AND DIETARY ALTERATIONS
Reassurance and careful explanation of the functional nature of
the disorder and of how to avoid obvious food precipitants are
important first steps in patient counseling and dietary change.
Occasionally, a meticulous dietary history may reveal substances
(such as coffee, disaccharides, legumes, and cabbage) that aggravate symptoms. Excessive fructose and artificial sweeteners, such
as sorbitol or mannitol, may cause diarrhea, bloating, cramping, or
flatulence. As a therapeutic trial, patients should be encouraged to
eliminate any foodstuffs that appear to produce symptoms. However
patients should avoid nutritionally depleted diets. A diet low in
fermentable oligosaccharides, disaccharides, monosaccharides, and
polyols (FODMAPs) (Table 352-4) has been shown to be helpful in
IBS patients. FODMAPs are poorly absorbed by the small intestine
and fermented by bacteria in the colon to produce gas and osmotically active carbohydrates. Clinical studies demonstrate that in IBS
patients, ingestion of FODMAPs such as lactose, fructose, or sorbitol,
alone or in combination, produce gut symptoms such as gas and
diarrhea. On the other hand, a randomized controlled study showed
that a diet low in FODMAPs reduced symptoms in IBS patients. This

TABLE 352-4 Some Common Food Sources of FODMAPs
Food Type
Fruits

Free Fructose
Apple, cherry, mango,
pear, watermelon

Vegetables

Asparagus, artichokes,
sugar snap peas

Grains and cereals
Nuts and seeds
Milk and milk products

Legumes
Other

Lactose

Fructans
Peach, persimmon,
watermelon

Galacto-oligosaccharides

Artichokes, beetroot,
Brussels sprout, chicory,
fennel, garlic, leek, onion,
peas
Wheat, rye, barley
Pistachios

Polyols
Apple, apricot, pear,
avocado, blackberries,
cherry, nectarine, plum,
prune
Cauliflower, mushroom,
snow peas

Milk, yogurt, ice
cream, custard, soft
cheeses
Honey, high-fructose
corn syrup

Food additives

Legumes, lentils, chickpeas Legumes, chickpeas, lentils
Chicory drinks
Inulin, FOS

Sorbitol, mannitol,
maltitol, xylitol, isomalt

Abbreviations: FODMAPs, fermentable oligosaccharides, disaccharides, monosaccharides, and polyols; FOS, fructo-oligosaccharides
Source: Adapted from PR Gibson et al: Am J Gastroenterol 107:657, 2012.
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