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Introduction

◼ Irritable bowel syndrome (IBS) is “ a 

functional disorder of the gastrointestinal tract 

characterized by chronic abdominal pain and 

altered bowel habits. .”



Introduction: Chronic abdominal pain

◼ cramping sensation with variable intensity and 

periodic exacerbations. 

◼ The location and character of the pain can vary 

widely. 

◼ The severity of the pain may range from mild 

to severe. 

◼ The pain is frequently related to defecation

◼ Nocturnal pain is unusual 



Introduction: Altered bowel habits

◼ diarrhea, 

◼ constipation, 

◼ alternating diarrhea and constipation

◼ normal bowel habits alternating with either 

diarrhea and/or constipation



Introduction: Symptoms



The Bristol stool form scale (BSFS)



IBS subclassification



Red flags 

◼ Onset after 55 years

◼ Persistent anorexia & weight loss 

◼ Persistent “fever” 

◼ Pain – changing pattern or increasing after 
food 



Red flags 

◼ Awakened by pain &/or diarrhea at night

◼ Rectal bleeding, not just on wiping

◼ Stools “like malabsorption syndrome”

◼ P/E: palpable mass in the abdomen



IBS prevalence

◼ Worldwide IBS 

prevalence at 10%-20%

and the IBS incidence at 

1%-2% per year. 

◼ Europe 10–15%. 

◼ China 5.7% 

◼ Nigeria  26.1%- 33%. 



IBS Pathophysiology

◼ There is no single definitive answer for the 

pathogenesis of IBS yet; multifactorial

functional disorder:

❖ Altered GI motility

❖ Disturbed intestinal microbiota

❖ Visceral hyperalgesia

❖ brain-gut axis dysregulation

(Psychopathology)



Introduction: Associated conditions 

◼ Lactose intolerance

◼ Gluten intolerance

◼ Functional dyspepsia, 

◼ Non-cardiac chest pain,

◼ Psychiatric disorders including major 

depression, anxiety, and somatization





Gluten intolerance





Diagnosis: The Rome IV criteria (2016)

◼ Recurrent abdominal pain for > 1 day/week 

during the previous 3 months 

◼ At least two of the following features: 

— Related to defecation 

— Association with a change in stool frequency 

— Association with a change in stool form 



Differential diagnosis 

◼ Acute or chronic diarrhea due to protozoa or 

bacteria 

◼ Small-intestinal bacterial overgrowth (SIBO) 

◼ Inflammatory bowel disease 

◼ Colorectal carcinoma 

◼ Diverticulitis 

◼ malabsorption syndrome



IBS Diagnostic investigations



IBS Management: 

Nonpharmacological recommendations:

◼ Identifying and exploring the patient’s 

concerns.. 

◼ Reducing avoidance behavior. 

◼ General guidance on diet and activity

◼ Some probiotics provide global relief of 

symptoms in IBS. 





Diet

◼ Low FODMAP diet may be beneficial to IBS-C. 

FODMAP(Fermentable Oligosaccharides, 

Disaccharides, Monosaccharidesand Polyols): 

rapidly fermentable, short-chain carbohydrates, 

present in apples, pears, mango, lactose, 

fructose sweeteners, etc.

◼ Fibers and bulking agents in IBS-C (psyllium, 

methyl-cellulose and polycarbophyl.)





Probiotics

“live microorganisms, which when taken in 

adequate amounts, confer a health benefit on 

the host” WHO

❑ Lactobacillus 

❑ Bifidobacterium



Role of probiotis in IBS

◼ Decrease visceral hypersensitivity 

◼ augmentation commensal lactobacilli or 

bifidobacteria and the elimination of pathogens

◼ reduction in pathogen-related inflammation

◼ decrease immune-mediated activation

◼ modify neural traffic between the gut and the 

central nervous system

◼ Restore gut permeability (barrier integrity)

◼ accelerate colonic transit



IBS overall managment



IBS PROGNOSIS

◼ For most patients with IBS, symptoms are 

likely to persist, but not worsen. Symptoms 

will deteriorate in a smaller proportion, and 

some patients will recover completely.



Positive physician’s Approaches:

◼ Acknowledging the disease 

◼ Educating the patient about IBS 

◼ Reassuring the patient 



IBS: Take home message

◼ IBS is a benign condition without benign 

effects. 

◼ It is not known to be associated with  IBD. 

◼ It generates significant health-care costs. 

◼ No universal pathophysiological substrate 

◼ overlap with other conditions.

◼ We should keep an open mind while 

managing IBS.
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