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Case 1 

21 
Yrs, 
Male 

Recent holiday to Thailand 

Suffered an acute gastroenteritis 

2 months of Abdominal discomfort, relieved by defecation  

Episodes of frequent lose stool, Bloating 

No weight loss 

Recently stopped smoking 

Normal FBC, U/E, LFT 

CRP : <5, Stool cultures and microscopy : Normal, 

Calprotectin 70 



Differentials 

• Post infective IBS 

• Post infective bile acid diarrhoea 

• Post infective carbohydrate intolerance 

• Early IBD 

 



Is IBD likely? 

• What is the pre-test probability ? 

• Probably no more than 25% that there will be 
endoscopic evidence of inflammatory bowel 
disease. 

 



Test predictive values based on pre-test probability of 
endoscopically active IBD 

Prevalence of 
endoscopic  

activity 

Sensitivity  Specificity Positive 
predictive value 

Negative 
predictive value 

FAECAL CALPROTECTIN 

0.25 0.88 0.73 0.52 0.95 

0.50 0.88 0.73 0.76 0.86 

0.75 0.88 0.73 0.91 0.67 

CRP 

0.25 0.49 0.92 0.67 0.84 

0.50 0.49 0.92 0.86 0.64 

0.75 0.49 0.92 0.95 0.38 

Mosli M H et al, C- reactive protein, Fecal calprotectin and stool lactoferrin for 
detection of Endoscopic activity in symptomatic inflammatory bowel disease patients: 
A systematic review and meta analysis. Am J Gastroenterol 2015. 110 (6) 



Next step ? 

• Symptomatic treatment 
• Exclude food triggers 
• Review ?  
• Retest calprotectin ?  

 
 

• Outcome: Remains in primary care at the end of 12 months. Treated for IBS 





Was the history 
suggestive of IBD ? 
 
Probably NOT 



Case 2 

55 
Yrs,Female 

2 weeks of abdominal pain 

Initially, 2 days of constipation followed by diarrhoea, intermittent fresh 
rectal bleeding 

Recent dental extraction 

Metronidazole/Amoxicillin for 5 days 

Ibuprofen 400 mg bd for 5 days 

No weight loss 

Normal Hb, Coeliac screen, stool cultures, CRP 15, Calprotectin 125 



Next step ? 

• C difficile toxin ? 

• Stop Ibuprofen? 

• What about the calprotectin ? 

• Retest ? 

 



Test predictive values based on pre-test probability of 
endoscopically active IBD 

Prevalence of 
endoscopic  

activity 

Sensitivity  Specificity Positive 
predictive value 

Negative 
predictive value 

FAECAL CALPROTECTIN 

0.25 0.88 0.73 0.52 0.95 

0.50 0.88 0.73 0.76 0.86 

0.75 0.88 0.73 0.91 0.67 

CRP 

0.25 0.49 0.92 0.67 0.84 

0.50 0.49 0.92 0.86 0.64 

0.75 0.49 0.92 0.95 0.38 

Mosli M H et al, C- reactive protein, Fecal calprotectin and stool lactoferrin for 
detection of Endoscopic activity in symptomatic inflammatory bowel disease patients: 
A systematic review and meta analysis. Am J Gastroenterol 2015. 110 (6) 



Was the history 
suggestive of IBD ? 
 
Possibly 



Outcome 

• Referred for Flexible sigmoidoscopy for rectal 
bleeding 

• Had a colonoscopy after being seen in Gastro 
OPD 

• Mild diverticular disease. 

• Apthous ulcers in terminal ileum 

• Stopped Ibuprofen. 

• Discharged to primary care in 3 months 

• Recovered completely 



Case 3 

60 Yrs, 

Female 

Known Ulcerative Colitis, Diagnosed 10 years back 

Has never required steroids 

Usually takes Mesalazine 400 mg bd 

More stress than usual recently 

No weight loss 

Normal Hb, Coeliac screen, stool cultures  

CRP 10, Calprotectin 150 



Test predictive values based on pre-test probability of 
endoscopically active IBD 

Prevalence of 
endoscopic  

activity 

Sensitivity  Specificity Positive 
predictive value 

Negative 
predictive value 

FAECAL CALPROTECTIN 

0.25 0.88 0.73 0.52 0.95 

0.50 0.88 0.73 0.76 0.86 

0.75 0.88 0.73 0.91 0.67 

CRP 

0.25 0.49 0.92 0.67 0.84 

0.50 0.49 0.92 0.86 0.64 

0.75 0.49 0.92 0.95 0.38 

Mosli M H et al, C- reactive protein, Fecal calprotectin and stool lactoferrin for 
detection of Endoscopic activity in symptomatic inflammatory bowel disease patients: 
A systematic review and meta analysis. Am J Gastroenterol 2015. 110 (6) 
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Outcome 

• Stool cultures repeated 

• Increased mesalazine to 4.8 gms per day 

• Added rectal mesalazine 1gm PR for 2 weeks 

• Symptom free 

• Increased maintenance to 2.4 gms per day 

• Remained in primary care.  

• No further flares over the next 12 months. 

• Should she have been referred for a 
colonoscopy? 







Urgent Admission 
OP Referral Early OP Referral 



Case 4 

25 
Yrs,Female 

Known Crohn’s, Small bowel resection age 18 

Well over the last 7 years, Finishing university 

Usually takes Azathioprine 100 mg PO daily 

Abdominal pain, bloating, pale stools 

Pain relieved by defecation 

Recent acute gastroenteritis 

No weight loss 

Smoking 3 cigarettes a day over last 3 years 

Normal Hb, Coeliac screen, stool cultures  

CRP 25, Calprotectin 120 



Test predictive values based on pre-test probability of 
endoscopically active IBD 

Prevalence of 
endoscopic  

activity 

Sensitivity  Specificity Positive 
predictive value 

Negative 
predictive value 

FAECAL CALPROTECTIN 

0.25 0.88 0.73 0.52 0.95 

0.50 0.88 0.73 0.76 0.86 

0.75 0.88 0.73 0.91 0.67 

CRP 

0.25 0.49 0.92 0.67 0.84 

0.50 0.49 0.92 0.86 0.64 

0.75 0.49 0.92 0.95 0.38 

Mosli M H et al, C- reactive protein, Fecal calprotectin and stool lactoferrin for 
detection of Endoscopic activity in symptomatic inflammatory bowel disease patients: 
A systematic review and meta analysis. Am J Gastroenterol 2015. 110 (6) 



Outcome 

• Colonoscopy: Deep ulcers at neo terminal 
ileum. Anastomotic stricturing 

• 15 cms of inflammatory stricturing in neo 
terminal ileum and another 20 cms of 
inflammatory stricturing. Small collection. 

• Oral antibiotics and elemental diet for 4 
weeks. Optimised azathioprine dosage 



• Resolution of collection on follow up MRI in 6 
weeks. 

• Commenced Adalumimab 

• Fibrotic stricturing and more pain in 6 months. 

• Laparoscopic resection 

• Currently on maintenance Adalumimab after 
12 months. 

 



Surprised at how aggressive the 
disease was ? 

• Calprotectin was only 120 

• Normal CRP 

•  No weight loss 



CRP 

• CRP  

– Produced in the liver 

– Stimulation by interleukin (IL)-6, tumor necrosis 
factor (TNF)-alpha and IL-1-beta produced at the 
site of inflammation.  

– CRP-level is a marker for inflammation, but is not 
specific for CD or UC 





Stool markers 

• Calprotectin is a calcium- and zinc-binding protein  
• Large amounts in neutrophil granulocytes 
• Very stable marker  
• Resistant to colonic bacterial degradation  
• Can be stored at room temperature for more 

than a week 
• Stool concentration is proportional to the 

neutrophil cell infiltrate in the bowel mucosa 
• It is a very sensitive marker for intestinal 

inflammation  
 



• Not a specific marker for CD or UC 
– Neoplasia 

– Polyps 

– Diverticulitis 

– Infectious Colitis 

– Microscopic colitis 

– NSAID medication 

– Small intestinal bacterial overgrowth 

– Increasing age 

 









Diagnosing Functional GI Disorders 

1 

• Listen  

• Ask the right questions 

2 

• Characterise the phenotype  

• Dyspepsia, diarrhoea-IBS, Constipation, Defecatory disorders 

3 

• Only perform selected tests  

• Another normal endoscopy will not help 

4 
• Therapy (Not Opiods), dietary, pshychological and 

behavioural therapy 



Case 1: Functional Dyspepsia 

35 Yrs, 
Female 

Postprandial epigastric distress, early satiety, nausea and bloating for 5 
years 

Abdominal discomfort not relieved by defecation or associated with 
abnormal bowel movements 

10 lbs weight loss 

 

Medications: Pantoprazole- ineffective 

Normal FBC, U/E, LFT 

OGD: Reactive gastritis. No inflammation on biopsy, negative CLO 



Abdominal Pain 

Improved with 
defecation 

No 

Postprandial 
exacerbation  

OR  

Early satiety 

Functional Dyspepsia 

Yes 

 

IBS 







Managing Dyspepsia 

Tricyclics 

Behavioural therapy for air swallowing, regurgitation 
and maladaptive eating patterns 

 

Antiemetics for nausea 

Diet: Less fat, little and often 

Overlaps with GORD- Continue PPI if helpful 



Therapeutic options 

Drug (Class, Dose) Acute effects Trials 

Buspirone (5-HT agonist, 
10 mg b.i.d- t.i.d) 

Reduce acute postprandial 
symptoms 
Increase accommodation 

Reduce bloating, 
postprandial fullness 

Venlafaxine-XR 
(SNRI- 75 – 150 mg) 

Increase accommodation None 

Mitrazipine 
NaSSA 

Accommodation Reduced early satiety, Up 
to 4 kg weight gain 

Clonidine (alpha 2 
adrenergic agonist, 0.1 mg 
b.i.d) 

Increase compliance, 
reduced sensation, 
unchanged gastric 
emptying 

None 



Gastric emptying 

Normal or Rapid 

Ulcer like symptoms 

Try TCA 

Dysmotility like 

Buspirone 

Venlafaxine 

Clonidine 

Mirtazipine 

Delayed 

Use prokinetics 

Avoid TCA 

Managing REFRACTORY dyspepsia 



Case 2: Irritable Bowel Syndrome 

22 Yrs, 
Female 

Diarrhoea for 3 years 

Followed acute gastroenteritis 

Postprandial abdo discomfort, semi formed stools, frequent faecal incontinence, urgency 

 

Relief with defecation 

Weight gain (23 lbs ) in the same time, No alarm symptoms 

OGD: Reactive gastritis. No inflammation on biopsy, negative CLO 

Normal FBC, Chemistry, TTG, Faecal calprotectin 

Tried Probiotics 



Managing Diarrhoea 

Alarm features 

No 

Infrequent and meal related- 
Loperamide prn 2-4 mg 30 min 

before meals 

Frequent- Therapeutic trlal with 
Colestyramine 4gm PO Nocte 

No benefit  

Off licence treatments- 
Rifaximin, Clonidine, 

Ami/Nortryptiline 

Yes 

Investigate 



Diaphragmatic Breathing 

• Indications 

– Rumination 

– Urgency 

 







Case 3: Constipation 

19 Yrs, 
Female 

Constipation for 2 years 

Infrequent hard bowel movements: Bristol 1 

No urge to stool 

 

Right abdo pain with bloating: Not post prandial 

Lower abdominal tenderness 

Normal FBC, chemistry, faecal calprotectin: 150 

Diagnosis: IBS ? 



Back to the clinical features 

Excessive 
straining, sense 

of anal 
blockage during 

defecation 

Sense of 
incomplete 
evacuation 

PR: High anal 
tone, reduced 

perineal 
descent 

Defecatory 
disorder 



Chronic Constipation 

• Chronic constipation : Distension of the right 
colon can cause abdominal pain 

• Amenable to pelvic floor retraining 

• Osmotic laxatives rarely provide patient 
satisfaction 

• Stimulant laxatives may help 

















Case 4: Chronic abdominal pain 

33 Yrs, 
Female 

Unemployed, applied for disability 

Previous full employment, supportive family 

4 years of chronic pain  and constipation 

 

Gradual reduction ins stool frequency to 1 per week 

Misuse of laxatives- now stopped 

Near constant abdominal pain 

Pat history: Fibromyalgia, daily headaches, depression, alcohol abuse in the  past  



Chronic Abdominal pain 

Pain relived by 
defecation 

Yes 

IBS 

No 
Post prandial  

Early satiety 

Yes  

Functional Dyspepsia 

No 

Carnett sign 
Abdominal wall pain 

Constant, recurring 
pain + loss of daily 

activities/social 
function 

Functional abdominal 
pain syndrome 

+ Narcotics 

 Narcotic bowel 
syndrome 



Diagnoses 

• Functional abdominal pain 

• Narcotic Bowel syndrome 

• Pelvic floor dysfunction 



Therapy 

• Chronic impairment 
• Chronic Constipation 
• Chronic pain 
• Chronic headache 
• Fibromyalgia 
• Depression 
• Addiction 
• Disability 
• NO ACUTE INTERVENTION CAN REVERSE THIS PROCESS 
• Medications must be shifted to secondary role 
• Therapeutic empathy 
• Residential rehabilitation 



Choosing the right antidepressant for 
Functional GI disease 

• TCA 
– Best evidence 
– Amitryptiline  
– Desimipramine (n=261, 12 weeks, vs placebo) 
– Start low, check in 1 week, max dose 75 mg/day 

• SSRI 
– Paroxetine (n=367, 2 studies) 
– Improved well being, less pain and anxiety 

• SNRI 
– Duloxetine, venlafaxine- poor evidence 

 




