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Two new members of “IBS Patient Association” met at a meeting. Feeling somewhat lost, not knowing anybody present, 
they introduced themselves to each other. After exchanging names, one asks the other - “What’s your problem?” The other one 
answers - “I got constipation that laxatives fail to relieve, and my belly, which is always bloated, sometimes hurts so much that 
I can´t even leave home”. Deeply surprised, the first individual inquires – “What are you doing here then?” “Why, I came to this 
meeting looking for some help for my irritable colon”, she answered. “Irritable colon? That’s no irritable colon. Irritable bowel 
syndrome is what I suffer from, and it’s diarrhea that won’t let me be; can’t stop running to the toilet, and cramps just pop up any 
time”. Now both looked surprised. Both thought they had come to the wrong meeting, and both were on the verge of leaving. 
Luckily, the Association’s secretary showed up and explained that both had IBS.  

As is well known, IBS clinical manifestations are highly variable and heterogeneous, and various symptom associations may 
develop. This includes both patients with abdominal pain and diarrhea, and individuals who suffer from constipation, with abdominal 
distension or bloating also representing a common finding (1). Furthermore, patients with IBS usually report symptoms characteristic 
of other functional disorders, whether digestive or otherwise. Thus, about half of IBS cases have gastroesophageal reflux disease 
(GERD) or functional dyspepsia (2,3), and IBS is also commonly associated with fibromyalgia, chronic fatigue syndrome, interstitial 
cystitis, tensional headache, etc. (4,5). 

Most outstanding, possibly, is the fact that this syndrome includes both patients with constipation and patients with diarrhea, 
or even individuals where these two symptoms alternate. This is why, according to the Rome II criteria, three IBS subtypes were 
described years ago: 1. With predominant constipation; 2. With predominant diarrhea; and 3. With mixed bowel pattern (6). Sub-
types were established according to the following symptoms: 1. Fewer than 3 stools per week; 2. More than 3 stools per week; 
3. Hard or ball-shaped feces; 4. Soft or liquid feces; 5. Straining during stool evacuation; 6. Urgency. Hence , the predominant 
constipation subtype is considered when 1, 3 and/or 5 and neither 2, nor 4 nor 6 are present; the predominant diarrhea subtype 
requires 2, 4 and/or 6 and none of 1, 3, 5; and the mixed subtype requires diarrhea/constipation changes not meeting the above 
two criteria. However, according to Rome III recommendations, subtypes were later defined according to stool consistency as 
assessed using the Bristol Stool Scale (7). Thus, when over 25% of stools correspond to type 1 or 2, the patient is deemed to suffer 
from IBS with constipation; when over 25% of stools are of type 6 or 7, the patient is considered to have IBS with diarrhea; when 
over 25% of both (1 or 2, 6 or 7) are present, IBS with mixed bowel habit is diagnosed; finally, when less than 25% of both are 
present, the case is said to be unspecified bowel pattern. The term “alternating” is restricted to changes along prolonged periods. 

The distribution of the various IBS subtypes is approximately one third for each subtype, although this may vary according 
to criteria and the population assessed (8,9). In turn, while stability over time is debated for these subtypes, the key fact is that 
the transition from constipation to diarrhea or vice versa is uncommon, whereas both subtypes may ultimately result in or from 
the mixed (or alternating) type (10,11).

In the paper by Cristiane Kibune-Nagasako et al. (Campinas, São Paulo, Brazil) included in this issue of The Spanish Journal 
of Gastroenterology (Revista Española de Enfermedades Digestivas) the differences between IBS subtypes are again underscored 
(12). The authors conclude that IBS with mixed bowel habit (IBS-M) is characterized by both constipation and diarrhea (IBS-C 
and IBS-D) symptoms, which is obvious, and note that patients with this subtype suffer from higher anxiety and comorbidity 
levels, including GERD. 

May this paper help recall IBS heterogeneity and the need to define cases according to each individual’s predominant symptoms 
and associated complaints. Establishing an origin or primary pathophysiological mechanism for each case is also crucial. In fact, 
subtypes should not be limited to IBS-C, IBSI-D and IBS-M. When pain or distension/bloating predominates, IBS management 
differs, and the addition of subtypes such as IBS-P and IBS-B would seem logical. Similarly, IBS could be classified according 
to potential causes: IBS-post-infection (13), IBS-post-trauma (14), IBS-atopic (15), IBS-post-diverticulitis (16), IBS-associated 
with emotional factors (17), etc.

Kibune-Nagasako et al. conclude in their paper that patients with IBS-M have special characteristics to be considered regard-
ing their management. This mark-hitting claim should be extrapolated to all IBS subtypes and to each and every patient with 
this syndrome. As a matter of fact, in the above-mentioned “IBS Patient Association” meeting no two cases were exactly alike.
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