Irritable Bowel Syndrome

Problem-based case discussion
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30-year-old male resident with bloating & abdominal cramping for 6 months

Post-prandial bloating + urge to
defecate + pass mucous

Abdominal cramp + hard stool
* Relieved by defecation

Separate hard lumps, like nuts
(hard to pass)

- Sausage-shaped but lumpy

Like a sausage but with cracks on
its surface

Like a sausage or snake, smooth
Tred  — el

B @ 5oft blobs with clear-cut edges
Type 5 .“ W8 (passed easily)

Fluffy pieces with ragged edges,a
Type 6 ~ mushy stool

Watery, no solid pieces.
Lot .’ Entirely Liquid

Denied

* weight loss

* bloody stool
 FHx of Gl cancer
Normal PE

PR: sphincter
relaxation during
bearing down
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Problem List

1. Chronic recurrent abdominal cramping/bloating
which was associated with defecation (relief after
defecation) and hard stool without red flags
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Irritable Bowel Syndrome

* World prevalence of IBS is High
11.2% (1.1-45%)

* Most diagnosed Gl condition

* Significant impact on quality of
life and work productivity N 4

IBS prevalence (%)
<5

* "Functional” gastrointestinal o
disorder = symptoms not oy
explained by any detectable

diseases
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Enck, P et al. Nat Rev Dis Primers 2, 160126016)



Gut-Brain-Microbiota Interaction

Gut-Brain
Normal interaction
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Ford AC, Camilleri M.et al. lancet 2020; 396: 1675-88 ",




Pathophysiology

Infection (Bacterial.
viral or

PsyChOSOLlal Iacwwio

[

CNS changes in regions
controlling sensation and
emotional arousal, and
pain modulatory pathways

Gut-Brain

Central axis dysfunction

sensitization

% G

\‘ Increased permeability

/

Increased sensory input

Ford AC, Camilleri M.et al.

Gl & non-Gl

senctic o D@BI: Disorder of GUT-Brain interaction smptoms
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IBS-Focused history taking >

* Onset and Duration of symptoms

* Cardinal symptoms
* Pain in relation with change in bowel habit
* Other DGBIs: Functional dyspepsia, GERD

* Extraintestinal symptoms:

* migraine, non-cardiac chest pain, sleep problem, pelvic pain, urinar
I/ I/ I/ I/
symptoms

* Comorbidities (physical & psychological) and previous surgery
* Medication (Opioid, NSAIDs)

* Exclude Alarm symptoms + differential diagnosis

* Aggravating factors e.g. food, previous infection, drug, stress
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IBS is a clinical diagnosis (ROME IV) =4

P BSS 1-2 > 25% Irritable Bowel Syndrome
Type 1 |5

e . .

- - B T Constipation * Recurrent abdominal pain
@ "7 constpation L t 1>week in last 3 months + 2/3
oS e’ bl '":::";oﬂr::'e' e Related to defecation
<, TyPe 4 | S l * Change frequency of stool
PSS Tyres ek W » Change form of stool.

TP vpe 6 * Onset > 6 months, symptoms
& >3 months
‘ GERD/FD symptoms ‘ ‘ Bloating ‘

Drossman DA. Gastroenterology 2016
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IBS Alarm symptoms and differential diagnosis ’LJ

e Onset > 50 years old
e G| bleeding

e Weight loss > 10
kg/3month

* [ron deficiency
e Nocturnal diarrhea
e Fever

e Family history of colon
cancer, IBD, Celiac
disease

e Chronic infection (TB e Secondary constipation

parasite) Fever, weight loss 5§ g. m
Nocturnal symptoms -
e Inflammatory bowe e Hypothyroidism
diseases

' e Scleroderma
e Carbohydrate CiEiuE 2! e Parkinson disease

malabsorptio e Dyssnergic defecation
e Small bowel bzl =510

overgrowth

Abnormal
rectal exam

Bloating
Risk factors
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Limited diagnostic strategy =4

Alarm Features IBS-D IBS-C

e Onset > 50 years old
e G| bleeding

e \Weight loss

e [ron deficiency

e Nocturnal diarrhea

e Family history, colon
cancer, IBD, Celiac
disease

Colonoscopy

o
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S I\&
90( s

e Chronic infection (TB, e Secondary
parasite) constipation e.g.

e Inflammatory bowel e Hypothyroidism
diseases | i+ o=l ge-wii e e Scleroderma
* Carbohydrate e Parkinson disease
malabsorption -
P _ ¢ Dyssner.glc Anorectal
e Small bowel bacterial defecation | "l

breath test
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Stepwise treatment for IBS by symptoms severity = 4
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Severe Psychological management

 Medication based on symptoms

Moderate * Follow up visit

* Correction of precipitating factors

* Positive diagnosis & reassurance

M i Id * Lifestyle modification

e Dietary advise

Drossman DA, et al. Am J Gastroenterol. 2011
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Ist line treatment of IBS by predominant symptoms = 4
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e Soluble fiber e Soluble fiber e Antispasmodic
e Laxative e Loperamide

e Ondansetron

[ Dietary advise, regular exercise ]

Vasant DH, et al. Gut 2021;
Thai IBS Guideline 2022



Symptoms details help choosing the right medication

Bulking agents

Psyllium

Osmotic Laxative

Lactulose
Polyethylene glycol
Milk of magnesia

Stimulant Laxative

Bisacodyl, senna
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Antispasmodic agents

1. Anticolinergic (antimuscarinic)
* Hyoscine (Buscopan)
* Dicyclomine +simethicone (Berclomin)

2. Direct smooth muscle relaxants
* Mebeverine (Colofac, Duspatin)

3. Calcium channel blockers
* Alverine + Simethicone (MeteoSpasmyl)
* Pinaverium bromide (Dicetel),
* Peppermint oil (Colpermine) [ }

[ Anticholinergic effects J

BRAIN
EYES )
i Drowsiness,
Blurred vision, =
dizziness,

fyeyes confusion,

hallucinations

E=2
‘/ .(]—_L)T
m \“\

HEART
= Rapid heart
j} r. rate
BOWEL
Constipation

BLADDER
Urine retention
(unable to empty
your bladder)

[

SKIN
Skin-flushing,
unable to sweat,
overheating
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Constipation EVA N E

* lleal Bile acid e 5-HT3 antagonist e Gut-Brain
transporter e Rifaximin neuromodulation
Inhibitor . _ o Tricvelic
« Elobixibat * Bile acid y

sequestrants antidepressants

e 5-HT4 agonist

. e SSRI
e Prucalopride

2

[ Cognitive behavioral therapy, hyponotherapy ]

Vasant DH, et al. Gut 2021;



Neuromodulators in IBS - 2
 Amitriptyline, Nortriptyline :start 1.0 mg/day
TCASs (neu romodu|at0r) W * AE: Anticholinergic (amytrip>nortrip)
Global symptoms & Abdominal pain ' gf;;t;if\a;;‘;”t'a[zmg:’;’i;"'”arV retention,

{ SNRIs ] * SNRI: Duloxetine (capsule 30,60 mq)

* Fuloxetine (Fulox, Prosac), Escitalopram
W (Lexapro), Sertraline (Zoloft)

* AE: sexual dysfunction, emotional blunt,
nervousness (morning dose)

* Fulox 10-20 mg , Lexapro 5-10 mg, Zoloft 12.5-

[ SSRIs (heuromodulator)
{ anxiety ] 25 mg

Global symptoms

Definite treatment plan including initial adverse effect, late-onset beneiit, long
term continuation should be discussed before prescription



30-year-old male resident with bloating & abdominal cramping ¢
%%%LO‘: Asso%"j
* Provisional diagnosis: constipation predominated- IBS

* Treatment:
* Milk of magnesia 30 ml po hs
* Antispasmodic drug

* Progression

* Improved abdominal pain, with bowel movement once daily
with Bristol stool chart scale 4-5

* However, her abdominal discomfort and bloating did not
improve especially in the late afternoon and after dinner

NS

How to we manage bloating symptoms in this patient?
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Cause of bloating symptoms in IBS patients =4

% ~ o
% S
%8s, <
O, \
“Oaicar ass0”

*High FODMAP diet

* Adverse effect of medication: lactulose, fiber
* Small bowel bacterial overgrowth

* Carbohydrate malabsorption



FODMAPs and DGBIs =4

* Fermentable oligosaccharides, disaccharides, monosaccharides, and
polyols (FODMAP)
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FODMAPs and DGBIs

Ve 7Y
(H)
/ Vn\\
- (H )
HY g &
\\// N

(\I—L\)
— URTET!
) Rgabsor_b ﬁ @ = @

to circulation
1Ta1iastau

Reabsoh ﬁ
with water
\ 4
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[ Osmotic diarrhea, Flatulence, Bloating, Abdominal pain | F: J
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Low FODMAPs in IBS treatment =4

* Network analysis of 13 RCTs(n=944)

* Based on failure to achieve global
symptoms improvement

* LOW FODMAP diet is superior to
other dietary intervention

Comparison: other vs 'Habitual diet'

Treatment (Random Effects Model) RR  95%-Cl P-Score

Low FODMAP diet 2 3 067 [0.48;091] 099

BDA/NICE dietary advice 082 [057;118] 0.71

Sham dietary advice 095[061;147] 050

Alternative dietary advice 1.15[069;194] 027

High FODMAP diet I ] ——II—>I 152 [0.75;309] 0.10
0.01 05 1 23

Favours alternative diet Favours habitual diet

NOIALGY,
0'55:““
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ACG Clinical Guideline: Management of Irritable
Bowel Syndrome

Brian E. Lacy, PhD, MD, FACG!, Mark Pimentel, MD, FACG?, Darren M. Brenner, MD, FACG?2, William D. Chey, MD, FACG#,
Laurie A. Keefer, PhD®, Millie D. Long, MDMPH, FACG (GRADE Methodologist)® and Baha Moshiree, MD, MSc, FACG”

We recommend a limited trial of a low FODMAP diet in
patients with IBS to improve global IBS symptoms.
Conditional recommendation; very low quality of evidence.

* low FODMAP is safe

* long-term over-restriction
may lead to micronutrient
deficiencies

Black CJ, et al. Gut Published Online First: 10 August 2021.
Lacy BE, et al. Am J Gastroenterol. 2021 Jan 1;116(1):17-44.



Three-phase program of LFD /=

PHASE 1 PHASE 2 PHASE 3 -~
Reduce total ‘ Rechallenge - Long term
FODMAP Intake to assess tolerance maintenance
* Reduce all FODMAP * Rechallenge each * Individualized diet based
Intake FODMAP subgroup on response to challenge
* 4-6 weeks * 6-10 weeks * Tolerated food -
* Replace with low * Challenge over 3 days. freely reintroduce
FODMAP * Mild-moderate
* Order of challenge symptoms >
based on nutritional reintroduce when able
* Stop if no response need and patient * Severe sympicms =

preferences avoid
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* Breakfast: Bakery, bread, milk

* Meal: Food containing garlic, onion, scallion, Salad
with dressing

* Drinks: Milk, Honey and Lime

* Fruit: Apple, Mango, Guava, Mixed fruit juice
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35-year-old male resident with bloating™ 4

* Additional History:
1. High FODMAP diet

2. Also has epigastric burning unrelated to meal, sleeping
problems

3. Stopped exercise due to busy schedule
* Imp: IBS-C, functional dyspepsia

* Management

1. Reassurance, and stress management
2. Regular exercise and LOW-FODMAPs
3. Milk of magnesia, PPI, Antispasmodic




Summary

Limited
Clinical DiagnOSiS dlagnostlc

strategy

coexists with other

FGIDs & psychiatric
condition

Lifestyle
change &

Dietary advise

GO.Od . Treatment based
unication & on symptoms &

severity
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