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Current views on the aetiology and management of the
irritable bowel syndrome
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Introduction

Functional disorders of the gastrointestinal tract
may account for nearly 50% of patients seen by a
gastroenterologist.' Many of these will have the
classical 'painful variant' of the irritable bowel
syndrome (IBS) which Thompson has defined as
the presence of abdominal pain and altered bowel
habit (constipation or diarrhoea or both in alterna-
tion) in the absence of positive findings on physical
investigation.2 Six cardinal symptoms have been
identified: abdominal pain relieved by bowel
action, more frequent or looser stools with the
onset of pain, visible abdominal distension, the
rectal passage of mucus and a sensation of incom-
plete evacuation of the rectum after defaecation.3
The finding of clusters of these symptoms in two
independent groups of women drawn from the
community supports the existence of IBS as a
distinct syndrome.4 Questionnaires administered
to healthy subjects have indicated that approxi-
mately 15% have symptoms compatible with IBS
and that many of these had never consulted a
doctor for their bowel complaints.5 6 This suggests
that psychological and sociocultural factors play
an important part in the help-seeking behaviour of
some patients with IBS.

Psychological factors

Indeed, a high prevalence of psychological symp-
toms and psychoneurotic personality traits has
been identified in IBS patients compared to healthy
controls.7'8 But when comparisons are made
between IBS sufferers who seek medical care and
those who do not, opinions are divided. Welch and
colleagues9 found no psychological differences
between the two groups but others have shown that
the 'patients' exceeded the 'non-patients' in their
degree ofdepression, hypochondriasis and hysteria

or in their frequency of learned illness behav-
iour.'0"' Patients with IBS or lactose malabsorp-
tion had more psychological symptoms than
subjects with the same diagnosis who had not
sought medical attention, suggesting that it is the
psychological distress which influences which
patient consults a doctor.'2 Furthermore, women
'non-patients' with IBS symptoms had no more
psychological symptoms than asymptomatic con-
trols.'2

Despite this body of evidence demonstrating
psychological determinants of health-seeking
behaviour, there is also evidence that IBS patients
have more severe symptoms than 'non-patients'.'0"13
Out of 54 persons with IBS, every single symptom
or measurement ofbowel dysfunction was worse in
the 27 patients compared to the 27 non-complain-
ers.'3 It has been known for many years that IBS
patients have a reduced tolerance for balloon
distension of the rectosigmoid'4 but this does not
appear to be due to any psychological tendency to
exaggerate the painfulness of any aversive stimu-
lus. IBS patients were just as tolerant of holding a
hand in iced water than control subjects'5 and more
tolerant of electrocutaneous stimulation.'6 Further-
more, there was no correlation of rectal balloon
tolerance with any psychological trait.'5 Infusion of
an inert gas into the gut produced greater discom-
fort in IBS patients than in normal subjects'7 and
recent studies have shown that rectal sensitivity
was a particular feature of patients with
predominant diarrhoea.'8 Thus a peripheral mec-
hanism, such as altered receptor sensitivity, may be
the cause of distension pain in some patients with
IBS. Stressful life events have been correlated with
the development of IBS but it seems more likely
that the life events were the precipitant of medical
consultation. '

Motility

It is generally assumed that IBS is related to
disordered gut motility, particularly of the colon.
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However, there is no good evidence for a consistent
disorder of colonic physiology. Initial studies sug-
gested that a 3 cycle/minute pattern of myoelectri-
cal activity might distinguish IBS patients20 but
subsequent studies did not confirm this.21 A recent
study of distal colonic intraluminal pressure
attempted to produce as little disturbance as possi-
ble in placing the pressure transducers and found
increased pressure wave amplitude and activity but
not duration in IBS patients compared to controls
both pre- and postprandially.22
The patterns of normal small intestinal motility

are much more established and studies of patient
groups are therefore much more reliable.23 Two
specific patterns of small bowel motor activity have
been shown to be more common in IBS patients,
ileal propulsive waves and irregular contractile
activity in the upper jejunum.24'25 Both patterns of
activity have been shown to occur synchronously
with abdominal pain in some patients.

Stress and motility

Although epidemiological studies indicate that
there is an association between stressful experi-
ences and disturbed bowel function,26 it has been
much more difficult to demonstrate a consistent
stress-induced pattern of dysmotility in IBS
patients.27 Reduction in frequency of small intes-
tinal migratory motor complexes induced by exper-
imental psychological stress has been observed in
addition to the occurrence of abnormal irregular
contractions24 but they have also been observed in
the absence of stress.25

Increased colonic pressure activity in IBS
patients in response to acute stress was demon-
strated in the elegant studies of Almy and co-
workers28 but similar findings have been seen in
normal subjects.29

IBS subgroups

The variability of presentation implies that IBS
may include several distinct conditions and certain
subgroups, especially where significant diarrhoea
occurs, have already been identified. The use of
radiolabelled bile acids has demonstrated idio-
pathic malabsorption of bile acids in some
patients.0 Others, predominantly with painless
diarrhoea, improve when certain foods, particular-
ly wheat, are excluded from their diet.3' There is no
evidence that pain in IBS patients results from
bacterial fermentation of unabsorbed carbohy-
drate32 but lactase deficiency may result in symp-
toms of IBS in a few susceptible patients.33

Hypothesis

Despite the continued failure to identify a single
pathognomonic abnormality in IBS, a consensus
viewpoint on likely aetiological mechanisms
appears to be emerging.33"36 The enteric nervous
system has many of the characteristics of brain
tissues- origin in the neural crest, richness in
internuncial neurones, similar synaptic chemistry -
and it is connected to the central nervous system
(CNS) by far more afferent fibres than efferent
fibres. The enteric nervous system or 'gut brain'"
integrates sensory information from mucosal
receptors and organizes an appropriate motor
response from a choice of predetermined program-
mes. These enteric reflexes may be sensitized by
increased activity in vagal efferent nerves. Such
increased activity emanating from the CNS may be
related to psychological factors such as stress,
anxiety, or life events and lead to hypersensitivity
to both neurohumeral or mechanical stimuli with
resultant dysmotility.36

Fibre

Manning and co-workers reported significant im-
provement in symptoms of IBS by the addition of
7 g fibre daily given in the form of wheat bran.37
More recently, in a double-blind crossover trial,
bran biscuits were found to be no better than
placebo although both groups improved on the
first 3 months of treatment.38 Symptomatic res-
ponse in those in whom stool weights rose on bran
was no different from those in whom stool weights
fell, suggesting that the effect of the fibre supple-
ments is due to a placebo response.38 A strong
placebo response has also been found with bulking
agents such as ispaghula with no significant
improvement over placebo being obtained in
abdominal pain or bloating.39 Both bran and
ispaghula significantly improve constipation.3940
Rectosigmoid pressures which were found to cor-
relate with symptom severity were not significantly
altered by fibres or placebo although there was a
trend towards reduction after fibre.4

Drugs

Although bulking agents and anticholinergic anti-
spasmodics are perhaps the most frequently used
preparations, the wide variety of other drugs that
have been tried in IBS reflects the inefficacy of
treatment in many patients. In 1988 all randomized
placebo-controlled double-blind trials of the symp-
tomatic treatment of IBS were reviewed.42 In
addition to antispasmodics and bulking agents,
trials of antidepressants, dopamine agonists, car-
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minatives, opioid antidiarrhoeals and tranquil-
lizers were examined and it was concluded that not
a single study offered convincing evidence of
efficacy in treating IBS. One of the criticisms of the
reviewed studies was their short duration. More
recently a longer term study over 6 months examin-
ed the effect ofa new anticholinergic drug, cimetro-
pium bromide, and found that it was significantly
better than placebo in improving symptoms.43 An
initial report of success in controlling functional
bowel symptoms in 4 female patients by leuprolide
acetate, a gonadotrophin-releasing hormone ana-
logue, is worthy of follow up." Creed and Guthrie
have recently reviewed the role oftranquillizers and
antidepressant drugs in IBS and concluded that the
current literature does not answer the question
whether such drugs can improve bowel symptoms
secondary to an alteration of mood state.45 It is
possible that psychotropic drugs may improve
symptoms ofIBS because oftheir analgesic proper-
ties and direct effect on bowel motility.45

Psychological treatments

Psychotherapy

Psychotherapy produced significant improvement
in IBS symptoms in 78% patients as assessed by a
selfadministered questionnaire 8- 33 months later,
in an uncontrolled trial of60 consecutive patients."6
A later study showed that psychotherapy, along
with antispasmodics and bulking agents, resulted
in a greater improvement in bowel symptoms and
adbominal pain than in a control group which did
not receive psychotherapy.47 Interestingly, there
was no difference in the two groups in the effect
on their, albeit mild, psychological symptoms.
Although psychotherapy depends for its success on
development of a trusting relationship with the
therapist it is not just a question of spending time
with a patient as is shown by the lack of benefit in
Whorwell's control group in a study of hypposis
versus 'psychotherapy'.48 In a recent randomized
controlled trial of 102 patients with IBS unrespon-
sive to medical treatment, psychotherapy resulted
in significant improvement in psychological and
gastrointestinal ratings compared to the control
group which received 'supportive listening' only.49

Behaviour therapy

Behaviour therapy in which patients are taught
exercises or strategies to aid symptom control
along with relaxation has been shown to be just as
good as medical treatment as a first line manage-
ment approach.50 Similar results were reported by
Blanchard and colleagues who identified anxiety, if

severe, as a predictor of poor response although
milder degrees of anxiety were helped.5'

Hypnotherapy

The high placebo response in IBS exacerbates the
difficulty of evaluating new treatments in this
condition. It is of great interest therefore that
Whorwell and co-workers reported on the value of
hypnosis in patients who had been refractory to
other forms of treatment.' Thirty patients were
randomly allocated to receive either seven 30-
minute sessions of 'gut directed' hypnotherapy or
an equivalent time of supportive psychotherapy
(although this was carried out by an untrained
psychotherapist). In addition, the patients were
given a tape for daily autohypnosis. By 3 months
the overall changes in abdominal pain, bowel habit,
abdominal distension and wellbeing were signifi-
cantly better in the hypnosis group than in the
control subjects.48 Further experience and follow-
up indicate that response is well maintained or can
be quickly regained with further hypnosis.52 The
recruitment of more patients has shown that
patients who are under 50 years of age or who have
'classical' IBS respond better than older subjects or
those with significant psychopathology. A cumula-
tive experience by this group of 250 patients has
resulted in a response rate of 80%.5
The mode of action of this treatment is unclear

but it seems to be essential for the hypnosis to be
'gut directed'. A simple account of smooth muscle
physiology is given before hypnosis is induced by
an eye fixation and arm levitation technique fol-
lowed by standard deepening procedures. Under
hypnosis the patient is asked to place a hand on
the abdomen, feel a sense ofwarmth and relate this
to asserting control over gut function. When
hypnosis is confined to emphasizing general relaxa-
tion without being directed towards control of
intestinal function IBS symptoms do not im-
prove.48 Although hypnotherapy is likely to
produce psychological and/or placebo effects, im-
provement in IBS symptoms was not correlated
with changes in anxiety or depression." The same
group has demonstrated that abnormal rectal
sensitivity can be modified towards normal by
hypnosis.'M This finding was not accompanied by
any change in ability to withstand somatic pain.

Group therapy

Approximately 500 new patients present to gastro-
enterologists in the United Kingdom each week"
and up to 32% patients remain troubled by their
symptoms in the long term, despite reassurance,
antispasmodics and bulking agents.56 Alternative
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treatments such as hypnotherapy or psychotherapy
if carried out on an individual basis are extremely
time consuming. However, hypnotherapy in
groups of up to 8 patients has been shown to be as
effective as individual therapy57 and group stress
management can also be helpful.58'59

Food exclusion diets

The role offood intolerance in the aetiology of IBS,
and exclusion diets in its management remains
controversial. An initial study showing two thirds
of patients improved3' has received some recent
corroboration' but placebo response may be an
important factor influencing these results. Other
studies have not confirmed the high response rate
to this form oftreatment and any improvement was
confined to those with diarrhoea.6'

Conclusions

The majority of patients will respond to a positive
attitude of explanation, understanding and re-

assurance combined with appropriate use of die-
tary fibre, bulking agents and antispasmodics. A
trial of a bile acid binding resin is worthwhile in
patients with frank diarrhoea but psychotropic
drugs should be reserved for those with evidence of
an affective disorder. In the minority of patients
who do not respond to these measures and con-
tinue with troublesome symptoms, the local avail-
ability of psychotherapy, stress management
counselling or dietician back-up for exclusion diet
supervision may determine which of these alterna-
tive treatments is pursued. If the excellent results of
hypnotherapy are confirmed from other centres
this may become the treatment of choice for
refractory cases especially in a group setting. As
knowledge of the enteric nervous system increases,
pharmacological agents targeted to this area may
eventually offer rational and effective therapy.
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