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Outpatients with irritable bowel syndrome: a

comparison of first time and chronic attenders

E A Guthrie, F H Creed, P J Whorwell, B Tomenson

Abstract
Fifty two chronic clinic attenders with irritable
bowel syndrome were compared with 97 newly
referred patients in respect of physical
symptoms and psychiatric status. Profound
differences between the two groups emerged.
Many abdominal and non-colonic symptoms
were perceived as much more severe in chronic
attenders compared with first time attenders
(p<O0OOOl for abdominal pain and abdominal
distension). Chronic attenders were much
more likely to complain of constant
symptoms (p<005), and the social conse-
quences of their illness were much more
striking (p<O0OOOl). There was, however, no
difference in the prevalence of psychiatric
morbidity in the two groups. Clinical trials and
other investigations of the irritable bowel
syndrome are usually conducted on hospital
outpatient populations. The results of this
study indicate that the patient populations
used for these purposes need to be carefully
defined.
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The irritable bowel syndrome is a common
condition affecting approximately 13% of the
general population,' and it accounts for a sub-
stantial proportion of patients seen by consultant
gastroenterologists in the UK.2 3 A great deal of
research has been carried out on the condition,
and the recent adoption of more strict diagnostic
criteria has made comparison between studies
more useful.4 Research, at present, is focused on
three main areas; gut physiology,5 psychological
factors,6 and the evaluation of treatment inter-
vention (both pharmacological and psycho-
logical).7 8

There are, however, still problems with the
comparison and evaluation of current research
approaches. The work of Thompson9 suggests
that there may be differing subgroups of irritable
bowel syndrome patients, which can be cate-
gorised according to bowel habit. It remains to
be determined whether patients with different
symptom constellations have differing patterns
of motility or psychological profiles, or respond
in a different way to particular treatments. There
is some evidence that patients with painless
diarrhoea may well comprise a separate group,'0
but unless researchers clearly delineate the kinds
of patients they are studying, findings will con-

tinue to be confusing and imprecise.
Using bowel habit alone, however, to

distinguish irritable bowel syndrome subjects
may not be the best method of categorisation.
Recent work by Harvey et all' suggests that most
of these patients respond to simple treatments
and reassurance, coupled with a clear explana-
tion of the aetiology of their symptoms. A small

group of patients (32%), however, continues
with chronic symptoms that are unresponsive to
conventional treatments. Research to date has
consistently failed to take account of possible
differences in patients who are new attenders at a
clinic compared with those who are chronic
attenders. This is particularly the case with
pharmacological treatment trials, where the im-
portance of the selection of subjects is often
ignored. 12

The aim of this study was to ascertain whether
there was any difference between these two
groups, in terms of the severity and nature of
their symptoms. If there are differences, then
clearly this has implications for both future and
published research.

Patients and methods
Fifty two consecutive female patients with
symptoms of chronic irritable bowel syndrome,
who had been attending a gastroenterological
clinic for at least six months without improve-
ment, were compared with 97 consecutive
female patients with irritable bowel syndrome
who were attending the same clinic for the first
time. It is our policy to see tertiary referrals and
very chronic patients, such as hypnosis failures,
in a special clinic. This study was performed in
the general gastroenterology clinic and is there-
fore representative of the clinic load of other
gastroenterologists.
The inclusion criteria for patients with irritable

bowel syndrome were abdominal pain,
abdominal distension, and an abnormal bowel
habit in association with normal haematology,
serum biochemistry, rectal biopsy and colonos-
copy, or contrast radiology. Patients with pain-
less diarrhoea were excluded.
An extensive assessment of the nature, course,

and pattern of bowel symptoms was carried out,
including an evaluation of the limiting effect
bowel complaints had on each patient's life. The
assessment involved a semistructured interview
that was conducted in private by the same doctor
(EG). Patients were also asked to complete self
report questionnaires regarding the severity of
abdominal symptoms and the presence of non-
colonic symptoms.'3I4 Each symptom was rated
on a five point scale - nil, mild, moderate, severe,
and very severe. In addition, the severity of each
patient's abdominal symptoms was rated by a
consultant gastroenterologist (PJW). The
'Psychiatric Assessment Schedule' (PAS)"5 was
used to assess psychiatric status. This semi-
structured questionnaire is a modified version of
the 'Present State Examination"6 that can be used
with populations that have neurotic, not
psychotic illness. The results were processed by
the computer programme CATEGO, to produce
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TABLE I Severity ofabdominal symptoms in first time (Ist) v chronic attenders (Chr)

Severity ofsymptoms (%)

Nil Mild Moderate Severe Very severe df=4

1st Chr Ist Chr 1st Chr 1st Chr Ist Chr x2 p

Abdominal pain 0 0 26-8 3-8 62-9 34-6 10-3 44-2 0 17-3 48-9 p<0O0001
Abdominaldistension 0 0 54-6 5-8 39-2 30-8 2-1 32-7 0 30-8 79-9 p<00001
Constipation 37-1 21-2 49-5 26-9 12-4 25-0 1 21-2 0 5 8 32-7 p<0001
Diarrhoea 75-3 66-7 7-2 11-8 17-5 11-8 0 9-8 11-4 p<0l01
Rectal dissatisfaction 47-4 19-6 26-8 3-9 25-3 39-2 0 25-5 0 11-8 54-2 p<0l0001
Flatus 75 3 67-3 8-2 9-6 16-5 15-4 0 5-8 0 1.9 7-9 p=0.09
Mucus 75 3 48-1 213 11-5 13-4 34-6 0 5 8 0 0 16-7 p<0001
Badbreath 71-1 38R5 14-4 9-6 14-4 25 0 23-1 0 3-8 34-9 p<0l0001
Nausea 95 8 67-3 3-1 15-4 1 9-6 0 3-8 0 3.8 23 5 p<0 001
Vomiting 100 84-6 0 3-8 0 9-6 0 1-9 0 0 15-7 p<001
Dyspepsia 93-8 82-7 6-1 11-5 0 5 8 0 0 0 0 7-3 p<0 05
Heartburn 91-8 78-4 8-2 9-8 0 9-8 0 2 0 0 12-2 p<001

TABLE II Severity ofnon-colonic symptoms in first time (Ist) attenders, v chronic attenders (Chr)

Severity ofsymptoms (%)

Nil Mild Moderate Severe Very severe df=4

Ist Chr 1st Chr 1st Chr 1st Chr 1st Chr x2 p

Backache 54 6 21-2 14-4 19-2 26 8 25 4-1 26-9 0 7-7 31 4 p<000001
Urinaryfrequency 70 5 36-5 10-5 11-5 27-9 28-8 1-1 21-2 0 1-9 26-9 p<0 0001
Legpains 90 7 65.4 2-1 15-4 7-2 5-8 0 11-5 0 1-9 24-8 p<0.001
Headaches 59 8 41-2 9-3 11-8 29-9 23-5 1 17-6 0 5 9 22-2 p<0 001
Dysmenorrhea 66-7 40 0 9-1 13-3 19-7 37-8 4-5 6-7 0 2-2 8-7 p=0.07
Premenstrualtension 45.5 28-9 13-6 8-9 30 3 31-1 10-6 22-2 0 8-9 10-64 p<0 05
Lethargy 38-1 7-7 13-4 5 8 42-3 30-8 6-2 36 5 0 19-2 517 p<0 0001

an 'Index of definition"7 and a tentative ICD-9
psychiatric diagnosis.

Contingency table analysis (x2) was used to
compare the distribution of scores between the
two study groups.

Results
There was no difference between the two groups

in terms of age or social class. Tables I and II
show the difference between the severity of
colonic and non-colonic symptoms for the
two groups. With the exception of flatus, signifi-
cantly greater proportions of chronic attenders
reported their colonic symptoms as being of a

severe nature in comparison with recent attenders
(Table I). This was also true for non-colonic
symptoms with the exception of dysmenorrhoea
(Table II). Objective ratings by the gastro-
enterologist confirmed that chronic attenders
had more severe symptoms: 76-9% ofthe chronic
attenders were rated as having moderate or

severe symptoms in comparison with only 8-2%
of the first time attenders (x2=78-9, df=3,
p<O00001). There was no difference between the
two groups in terms of the number of bowel
actions reported per day (p=O0 12) or the consis-
tency of stool (p=016). Pellety stools were the
most frequent types of stool reported (34% of the
first time attenders and 44% of the chronic
attenders), with loose stools the second most
frequent type (22-7% of first time attenders and
19-2% of chronic attenders). There was also no

difference in the site ofabdominal pain; the most
common site for both groups being upper
abdominal (51L7% first timers, 47 1% chronic
attenders). Chronic attenders were significantly
more likely to experience constant, unremitting
abdominal pain with 17 (32 7%) describing such
a symptom in comparison with only 14 (14-4%)
of the first time attenders (p<005). The pattern
of the condition overall also differed significantly

between the two groups, with 39-2% of chronic
attenders describing a pattern of continuous
symptoms, without any periods of good health,
in comparison with only 13-4% of the recent
attenders (Table III). The degree to which
patients felt abdominal symptoms interfered
with various aspects of their lives is shown in
Table IV. In every area, greater numbers of
chronic attenders reported that irritable bowel
syndrome symptoms had a moderate or severe
limiting effect on their lives. These differences
were highly significant.

There was no difference in the prevalence of
psychiatric diagnosis between the two groups
(49% ofthe chronic attenders in comparison with
45 4% of the first time attenders (p=0 67)).

Discussion
This study clearly shows that patients with
irritable bowel syndrome differ appreciably,
depending upon whether they are attending the
gastroenterological clinic for the first time or
whether they are regular attenders with un-
responsive symptoms. Although there is no
difference in the site of abdominal pain or the
frequency or consistency of stools, there are

TABLE III Overall pattern of illness infirst (Ist) time
attenders v chronic attenders

Ist time Chronic
attenders attenders

Severe symptoms constantly for years 82 235
Severe symptoms constantly for months 5-2 1527
Symptoms present for several months 23 37-3

but with periods of good health in
between

Symptoms present for days-weeks with 51-5 15-7
good health in between

Mild symptoms with acute exacerbations 10-3 3-9
Symptoms change, no fixed pattern 1 0
Any other 0 3-9

X2=29 13 p<0 0001
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TABLE IV Limiting effect ofimtable bowel syndrome symptoms on patient's lives infirst time (Ist) v chronic attenders (Chr)

Severity oflimitation (%)

Nil Mild Moderate Severe Very severe df=4

1st Chr Ist Chr 1st Chr 1st Chr 1st Chr x2 p

Work/housework 47-4 0 21-6 25 28-9 36 5 2-1 26-9 0 11-5 56-1 p<00001
Social 80-4 19 6 12-4 27 5 6-2 27 5 1 23-5 0 2 57 9 p<00001
Family 89-7 45-1 7-2 29-4 3-1 19-6 0 5 9 0 0 36-1 p<00001
Moodstate 62-9 19-2 16-5 26-9 18-6 32-7 2-1 21-2 0 0 32-4 p<00001
Irritability 62-9 23-1 15-5 25 19-6 34-6 2-1 15-4 0 1-9 26 5 p<0 0001
Housebound 88 7 42-3 7-1 17-3 4-1 13-5 0 23-1 0 3-8 43-4 p<00001
Confinedtobed 95 9 63 5 2-1 11-5 1 19-2 1 5 8 0 0 27-9 p<00001

highly significant differences in terms of the
severity of reported symptoms, the effect on
patients' lives, and the longitudinal course of the
condition. Chronic attenders are much more
likely to experience constant, unremitting
abdominal pain and report continuous symptoms
with no breaks of good health than first time
attenders at the clinic. The difference in symptom
severity cannot be explained by the presence of
psychiatric illness as the prevalence ofpsychiatric
morbidity was similar in both groups.
There is increasing evidence that patients who

complain of continuous, unremitting abdominal
pain respond poorly to most treatments.'x 19
Clearly, therefore, the proportion of chronic v
recent attenders in any treatment study will have
a profound effect on outcome, as the chronic
group are much more likely to contain patients
who report continuous and severe symptoms in
comparison with first time attenders. This
emphasises the importance of carefully describ-
ing the nature of the irritable bowel syndrome
population that is being studied in any evaluation
oftreatment. So great is the difference in severity
and course of symptoms between first time
attenders and chronic attenders, it is possible
that there may also be differences in underlying
gut motility and sensitivity. There are as yet,
however, no studies on gut physiology that
differentiate recent from chronic IBS attenders.
There is increasing evidence that community

subjects with irritable bowel syndrome differ
from those seeking health care.20 In some respects
the new referrals in this study represent a group
halfway between these two extremes. What
makes a new attender become a chronic patient is
unclear but this may well be due to more subtle
psychological and social mechanisms not
detected by conventional assessment of
psychiatric morbidity.

It is possible that within the group of first time
attenders in this study, a small proportion would
go on to become chronic attenders, unresponsive
to treatment. This, however, would have tended

to reduce the differences between the two groups
rather than enhance them.

Future work on irritable bowel syndrome
must not only attempt to categorise subjects
according to symptoms and possibly physio-
logical findings, but also take account of the
course of the illness and the consulting pattern of
patients.
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