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 IBS is a chronic GI condition associated with 
chronic abdominal discomfort and an altered 
bowel pattern
◦ Patients with IBS do not have an identified organic 

etiology to their symptoms.

 Risk factors for IBS include:
◦ Genetic susceptibility
◦ Psychosocial factors
◦ History of an acute diarrheal illness (leading to 

postinfectious IBS)

(Wald, Talley, & Grover, 2016)

 IBS is the most common functional bowel 
disorder in the US.

 Approximately 20% of the US population 
reports symptoms consistent with IBS.

 IBS is more common in women than in men.

Chokshi & Rose, 2016
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 The specific pathophysiologic mechanism of 
IBS is not known.

 Several factors are considered to contribute 
to IBS:
◦ Visceral hypersensitivity
◦ Dysmotility of the GI tract
◦ Food sensitivity
◦ Postinfectious

(Wald, Talley, & Grover, 2016)

 Chronic abdominal discomfort
◦ Location of the pain can vary
◦ Pain is frequently described as cramping pain
◦ Pain can often be aggravated by stress, anxiety, 

depression, or certain foods

 Altered bowel pattern
◦ Diarrhea
◦ Constipation
◦ Alternating constipation and diarrhea

(Wald, Talley, & Grover, 2017)

 Constipation predominant IBS
 Diarrhea predominant IBS
 Mixed IBS
 Unclassified IBS
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(Wald, Talley, & Grover, 2017)

 Symptom based diagnostic criteria
 The Rome IV criteria defines IBS as recurrent 

abdominal pain that occurs at least one day 
per week over the past three months and is 
associated with two or more of the following:
◦ Related to defecation
◦ Accompanying a change in stool frequency
◦ Associated with a change in the appearance or form 

of the stool

(Lacy et al., 2016)

 Identify alarm features:
◦ Fever
◦ New onset of symptoms
◦ Age >50
◦ Unintentional weight loss
◦ Abrupt change in bowel habits
◦ GI bleeding
◦ Anemia
◦ Family history of IBD or colorectal CA
◦ Nocturnal diarrhea or nocturnal abdominal pain
◦ Symptoms that are getting progressively worse

 Any profound change in clinical pattern over time warrants 
additional evaluation (Schmulson & Chang, 1999)

(Wald, Talley, & Grover, 2017; 
Schmulson & Chang, 1999)
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 Detailed H&P
 Labs:

◦ CBC
◦ CMP
◦ CRP
◦ TSH
◦ Stool for occult blood

 Consider Hydrogen Breath Testing:
◦ Lactose
◦ Small intestinal bacterial overgrowth

 Remainder of the workup is dependent on 
predominant IBS symptom

(Wald, Talley, & Grover, 2017; 
Schmulson & Chang, 1999)

 Diagnostic testing for patients presenting 
with symptoms consistent with possible 
diarrhea predominant IBS:
◦ Stool studies to rule out infection
◦ Potentially stool for fecal fat (Sudan stain, 24 hour 

quantitative stool collection)
◦ Potentially fecal calprotectin
◦ Celiac serologies

 EGD with biopsy if celiac serologies are positive
◦ Colonoscopy
◦ Potentially CT enterography or MR enterography

pending findings on colonoscopy

(Bonis & Lamont,  2017)

 Diagnostic testing to consider for patients 
presenting with symptoms consistent with 
possible constipation predominant IBS:
◦ Abdominal x-ray to assess for retained stool and 

gasseous distention
◦ Colonic transit studies
◦ Anorectal manometry
◦ Balloon expulsion test
◦ Defecography

(Wald, Talley, & Grover, 2017; 
Schiller, 2016)
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 Educate patient about IBS
 Provide reassurance
 Establish rapport and identify patient’s goals 

of care

(Wald, Talley, & Grover, 2016)

 Dietary modifications:
◦ Low FODMAP diet
◦ Lactose restricted diet trial
◦ Gluten free diet

 Exercise

 Stress management

(Wald, Talley, & Grover, 2016)

 Fermentable:  
◦ Oligosaccharides
◦ Disaccharides 
◦ Monosaccharides
◦ And
◦ Polyols
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 Recent systematic review of 10 double blind 
placebo controlled, gluten challenge trials 
noted that greater than 80% of nonceliac
patients who were labeled as NCGS after 
previously responding to a gluten free diet do 
not receive an official diagnosis of NCGS after 
double blind placebo controlled gluten 
challenge.

(Molina-Infante & Carroccio, 2017)

 Probiotics
◦ B. infantis 35624 has been shown to be effective in 

improving symptoms of IBS (Brenner, Moeller, Chey, 
& Schoenfeld, 2009).

 Peppermint oil
◦ A subgroup analysis noted statistically significant 

improvement in symptoms with peppermint oil 
(Ruepert, Quartero, de Wit, van der Heijden, Rubin, 
& Muris, 2011).

 Antidiarrheals
 Bile Acid Sequestrants
 Rifaximin
 Alosetron

◦ Only available from physicians enrolled in alosetron
prescribing program 

 Ondansetron
◦ Has been shown to improve stool frequency, 

urgency and consistency 

(Wald, Talley, & Grover, 2016; 
Garsed, et. al, 2014)
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 Fiber
 Osmotic Laxatives
 Lubiprostone
 Linaclotide

(Wald, Talley, & Grover, 2016)

 Antispasmodics
◦ Such as dicyclomine, hyoscyamine
◦ Consider peppermint oil

 Antidepressants
◦ SSRIs
◦ Tricyclics

(Wald, Talley, & Grover, 2016)

 Cognitive Behavioral Therapy
 Psychotherapy
 Hypnotherapy
 Accupuncture
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 A diverticulum is an outpouching or sac like 
protrusion of the wall of the colon.
◦ Diverticula develop at points of weakness within the 

colon wall.
 Diverticulosis can be symptomatic or 

asymptomatic.
 Complications of diverticular disease:

◦ Diverticular bleeding
◦ Diverticulitis
◦ Segmental colitis associated with diverticula (SCAD)
◦ Symptomatic uncomplicated diverticular disease 

(SUDD)
(Pemberton, Friedman, & Grover, 2016)
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 The risk of diverticulosis increases with age.
 Rates of diverticulosis are increasing in 

Western countries and in societies that have 
adopted a Western lifestyle.

 In Asia, diverticulosis is more commonly 
found in the right colon.

(Pemberton, Friedman, & Grover, 2016)

 Diet
◦ Fiber
◦ Dietary fats and red meat
◦ Nuts and seeds

 Consuming nuts, corn, and popcorn does not increase 
a person’s risk of developing diverticulosis, 
diverticulitis, or diverticular bleeding (Pemberton, 
Friedman, & Grover, 2016; Stollman, Smalley, Hirano,& 
AGA Institute Clinical Guidelines Committee, 2015).  

 Physical activity
 Obesity

(Aldoori, Giovannucci, Rimm, Wing, 
Trichopoulos, & Willett, 1994;
Pemberton, Friedman, & Grover, 2016)

 Diverticulitis occurs when one or more 
diverticulum are inflamed.
◦ Erosion of the wall of the diverticulum occurs due 

to increased pressure within the lumen or due to 
the presence of thickened food particles.  This then 
leads to increased inflammation and focal necrosis 
that subsequently causes micro/macroperforation.
 Complications that can occur include: abscess 

formation, fistula formation, obstruction, and free 
perforation with peritonitis.

(Pemberton, Friedman, & Grover, 2016)
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 Abdominal pain
◦ Most often in the LLQ

 Nausea and vomiting
 Fever
 Change in bowel habits

◦ Diarrhea or constipation can occur

(Pemberton, Lamont, & Grover, 2017)

 Symptoms suggestive of possible abscess 
formation:
◦ No improvement in abdominal pain or fever after 

three days of treatment with antibiotics.
◦ Presence of a tender palpable mass on physical 

exam.

(Pemberton, Lamont, & Grover, 2017)

 Physical exam findings in a patient with 
perforated diverticulitis:
◦ Abdominal distention
◦ Diffuse tenderness to light palpation
◦ Absent bowel sounds
◦ Guarding
◦ Rigidity
◦ Rebound tenderness

(Pemberton, Lamont, & Grover, 2017)
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 History and physical
 Labs:  CBC, CMP, UA, pregnancy test in 

women of childbearing age
 CT with oral and IV contrast (if renal function 

permits)

(Pemberton, Lamont, & Grover, 2017)

 Patients with complicated diverticulitis (diverticulitis 
associated with either abscess, fistula, perforation, or 
obstruction) require inpatient treatment.

 Patients with uncomplicated diverticulitis and one or 
more of the following should be treated as inpatients:
◦ Sepsis
◦ Fever >102.5
◦ Severe leukocytosis
◦ Inability to tolerate po intake
◦ Severe abdominal pain
◦ Patients who have failed outpatient management
◦ Consider inpatient treatment for patients of advanced age, 

patients who are immunosuppressed, or patients who have 
significant comorbidities or a history of noncompliance.

(Pemberton, Weiser, & Chen, 2017)

 Outpatient treatment
◦ Oral antibiotics
◦ Dietary recommendations

 Consider starting with a clear liquid diet and advancing 
slowly to a soft or regular diet

◦ The patient should follow up in 2-3 days for 
reassessment. 
 If there is clinical improvement upon reassessment 

then patients should follow up in another one week for 
reevaluation.

(Pemberton, Weiser, & Chen, 2017; Stollman, Smalley, Hirano,& 
AGA Institute Clinical Guidelines Committee, 2015)



9/15/2017

12

 Inpatient treatment
◦ All patients with acute diverticulitis who are treated 

as inpatients receive IV antibiotics, IV fluids, and 
pain medications

◦ Treatment varies if complications are present 
 Surgical consultation is indicated when complications 

are present

(Pemberton, Weiser, & Chen, 2017)

 After resolution of diverticulitis a colonoscopy 
should be performed to rule out potential 
colonic malignancy.
◦ Colonoscopy is usually done 6-8 weeks after an 

episode of acute diverticulitis.

(Stollman, Smalley, Hirano,& AGA Institute 
Clinical Guidelines Committee, 2015)

 Diverticula herniate at areas of weakness in 
the colon wall. 
◦ The area of weakness occurs in the location of 

penetrating blood vessels.
 The blood vessel then drapes over the diverticula and 

only has mucosa protecting it.
 Therefore, the blood vessel is susceptible to injury that 

can lead to weakness and rupture of the artery.

(Pemberton, Friedman, & Grover, 2016)
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 Painless hematochezia
◦ Some patients report cramping or bloating
◦ Stool may be maroon or dark red

 Melena can rarely be seen if the patient has a right 
sided diverticular bleed

 Patients with profound bleeding may report 
syncope, lightheadedness, or postural 
dizziness

(Pemberton, Lamont, & Grover, 2017)

 History and physical
◦ Assess hemodynamic stability
◦ Rule out potential for upper GI source and evaluate for 

other causes of lower GI bleeding
 EGD should be done if there is suspicion for upper GI source

 Labs: CBC, PT/INR, PTT, CMP
 Colonoscopy

◦ After hemodynamic resuscitation and adequate bowel 
preparation

 Radiographic evaluation
◦ Tagged RBC scan
◦ CT angiography
◦ Angiography with embolization

(Strate & Gralnek, 2016; Strate & Saltzman, & Grover, 2017)

 Hemodynamic resuscitation
◦ IVF resuscitation with a goal of normalizing HR and BP
◦ Blood transfusion to keep Hgb >7.0 or potentially >9.0 

in patients who have massive GI bleeding or if the 
patient may experience delays in receiving therapeutic 
intervention

 Coagulation management
◦ Multidisciplinary approach should be used

 Endoscopic therapy
◦ Endoclip placement

 Angiography with embolization
 Surgery

(Strate & Gralnek, 2016)
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