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Has the identification of rectal hypersensitivity any implication in
the clinical outcome of irritable bowel syndrome?
S. Izquierdo, E. Rey, M. García Alonso, C. Almansa and M. Díaz-Rubio
Service of Digestive Diseases. Hospital Clínico San Carlos. Madrid, Spain

ABSTRACT
Background: sixty percent of patients with irritable bowel disease (IBS) are hypersensitive to rectal distension. It is uncertain to
what extend the identification of this abnormality has an impact in
the clinical outcome.
Objective: to evaluate if rectal hypersensitivity is associated
with a different clinical outcome, prognosis and use of medical resources.
Material and methods: patients with IBS (Rome II criteria)
who underwent a rectal distension study at least one year before
were eligible if they have not been included in any research protocol since then. We reviewed how many times in the last year they
came to emergency room, underwent an endoscopy, and consulted a gastroenterologist or other medical physician for any reason.
Also, a telephone interview was done by a gastroenterology fellow
using a structured questionnaire to evaluate the frequency and
severity of their symptoms in the last year and last month.
Results: a total of 52 patients were eligible and 38 were included. Forteen were not included because inability to made a
phone contact or did not consent to phone interview. Twenty six
patients were hypersensitive and 12 normosensitive. Both groups
had similar symptoms (frequency and severity) but hypersensitive
patients visited less to the gastroenterologist (1.2 ± 0.2 vs. 2.9 ±
0.6 times yearly, p < 0.01).
Conclusion: identification of rectal hypersensitivity to distension is associated to less consultation to gastroenterologist, although severity and frequency of symptoms are not modified.
Finding of an objective explanation of the symptoms seems to
help patients to understand their disease, leading to a decrease in
resources’ use.
Key words: Irritable bowel syndrome. Sensitivity. Use of health
resources.
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INTRODUCTION
Irritable bowel syndrome (IBS) is a functional disorder
with a high prevalence, which ranges between 3.3% (1)
and 22% (2) depending on the population evaluated and
diagnostic criteria used. Twelve percent of individuals
with IBS consult their primary care physician, and more
than 40% consult their gastroenterologist (3,4), which
represents a high use of health resources (medical consultations, hospitalization, and drug prescriptions) and additional costs because of work absenteeism (4,5-7).
A very important pathophysiological mechanism of
IBS is visceral hypersensitivity (8). The identification of
hypersensitivity may be useful as a diagnostic test (9,10).
Also, a positive test may have a specific effect: to provide
objective data to facilitate patient understanding of the
functional origin of their symptoms, and indirectly improve physician-patient relationship; to our knowledge,
this effect has not been evaluated thus far. So, a positive
test may reduce health care utilization, reducing primary
care and gastroenterology visits (11).
For that reason, the objective of our study is to evaluate if rectal hypersensitivity is associated with a different
clinical outcome, prognosis, and use of sanitary resources
in patients with IBS.
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MATERIAL AND METHODS
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Patients: Patients meeting the Rome II criteria for irritable bowel syndrome who underwent a rectal distention
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test at least one year before this study were eligible. The
rectal distention test was performed according to a technique and criteria previously published (10,12,13). Only
patients that had been followed by one gastroenterologist
(ER) and had never participated in diagnostic or therapeutic protocols were included. At the time of the rectal
distention test, all patients had frequent (more than 50%
of days) and severe symptoms (interference with daily
activities), which had been unsuccessfully treated with at
least 2 courses of usual drugs –fiber supplements, antispasmodic agents, laxatives, etc.– for 8 weeks. According to the results of the rectal distention test, patients
were classified as normosensitive or hypersensitive.
A phone interview with a structured questionnaire
was performed to all patients enrolled by 2 persons unaware of the results of the rectal distention test. The
structured questionnaire incorporated clinical items such
as frequency and severity of symptoms, and also drugs
used during the last month and year. The severity of
symptoms was evaluated in a scale ranging from 1 to 4,
according to the influence of these symptoms in quality
of life (1: “I can perform all my usual activities”; 2: “I
can perform all my usual activities, but I cannot forget
that I have pain”; 3: “I can perform my activities but I
have to introduce some changes in my way of life”; 4: “I
cannot perform my usual activities”).
In addition, we reviewed a database of Specialized
Care at Madrid’s 7th Health Area, to which all patients belonged. This is a computerized database including all
health services provided to patients by the public system
in the 7th Health Area. For each patient, the times during
the last year they had presented to the emergency room,
underwent an endoscopy or radiographic procedure, and
visited a gastroenterologist or other specialist were
recorded. Data were expressed as the number of events
per year. During the phone interview we verified directly
with patients that they had not looked for health services
out of the public system.
A descriptive and analytical analysis was made with
the collected data using the statistical program SPSS, version 10. Quantitative variables were expressed as mean ±
SEM, and qualitative variables as percentage. Comparisons between quantitative variables were made using an
analysis of variance (ANOVA), and qualitative ones using the Chi square test. Alpha level was set at 0.05.
RESULTS
A total of 52 patients were eligible but 14 were not included because of inability to make phone contact or because they did not consent to the phone interview, so finally 38 patients were included. Of these 38 patients
included, 26 were hypersensitive to rectal distention,
whereas 12 were normosensitive. Table I shows the basal
features of both groups, with no significant differences
between them.
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Table I. Basal characteristics of patients
Hypersensitive
Number of patients
26
Age (years)
48.9 ± 2.9
Female: male
21 : 7
Time between test and interview (years) 2.29 ± 0.16
Clinical subgroups
Alternating-IBS
12
Diarrhea-IBS
9
Constipation-IBS
5
Discomfort threshold (mmHg)
19.08 ± 0.95
Maximal tolerable distention (mmHg)
27,23 ± 1,70

Normosensitive

p

12
54.9 ± 5.0
9:3
2.59 ± 0.27

NS
NS
NS

1
3
8
36 ± 2.15
39.33 ± 1.69

p < 0.05
p < 0.001
p < 0.001

Outcome of symptoms
Almost all patients remained symptomatic at the time
of the phone interview, as shown in table II; there were
no significant differences between normosensivite and
hypersensitive patients.
Table II. Clinical features at follow-up
Hypersensitive

Normosensitive

p

91.6%
5.8 ± 0.8
79.1%
15.8 ± 2.2
2.2 ± 0.8

91.6%
8.1 ± 1.3
75%
23 ± 3.6
1.9 ± 0.3

NS
NS
NS
NS
NS

Patients with symptoms last year (%)
Months with symptoms during last year
Patients with symptoms last month (%)
Days with symptoms during last month
Severity of symptoms (1-4)

Use of health resources
As shown in table III, hypersensitive patients used less
health resources than normosensitive patients, although
significant differences were only found regarding gastroenterology consultations (1.2 ± 0.2 vs. 2.9 ± 0.6 times
yearly, p < 0.01).
Table III. Use of resources (events per patient per year)

Gastroenterology visits (no./ year)
Other specialties’ visits (no./ year)
Visits to emergency departments (no./ year)
Hospitalizations (no./ year)
Endoscopies (no./ year)
Radiographic studies (no./ year)

Hypersensitive

Normosensitive

p

1.2 ± 0.2
4.4 ± 1.1
0.3 ± 0.1
0.05 ± 0.02
0.03 ± 0.02
0.61 ± 0.21

2.9 ± 0.6
6.4 ± 1.5
0.3 ± 0.1
0.1 ± 0.07
0.05 ± 0.05
0.9 ± 0.3

< 0.01
NS
NS
NS
NS
NS

DISCUSSION
IBS is a frequent functional bowel disorder (1,2) and
one of the most common reasons for patient referral to a
gastroenterologist (3,4). IBS is associated with increased
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healthcare resources use and costs; also, patients with
IBS have less quality of life than patients without it (35,15). Medical treatment aims to reduce symptoms and to
increase quality of life in patients with IBS, but sometimes this is not possible, especially in those with moderate to severe IBS.
Illnycky et al. (11) demonstrated recently that direct
contact with an specialist provides an educational intervention that is associated with fewer visits to specialists
and a decrease in sanitary costs. In 1995, Owens et al. (6)
explored the therapeutic value of physician-patient interaction; their results suggest that a strong physician-patient interaction was critical to reduce the number of return visits for IBS-related symptoms.
In our study we show that understanding symptoms´
mechanisms may have a positive impact on the clinical
outcome of patients with IBS. How could a sensitivity
test help to explain the nature of symptoms? Without a
sensitivity test, we explain symptoms as motility-related
(“spasm” or “vague bowel”) or sensitivity-related (“feeling normal stimuli more”). Irrespective of the doctor’s
ability to do it, and the patient’s capacity to understand it,
acceptance of the functional origin of symptoms is not always achieved. It is easier to explain hypersensitivity to a
patient when he or she is actually experiencing it. Thus,
the main difference in managing these groups of patients
is the explanation provided. We only could explain symptoms to normosensitive patients in the conventional way
mentioned before, but hypersensitive patients received an
explanation that was sustained in an unquestionable and
easily understandable fact (15).
To our knowledge, no study had previously evaluated
visceral hypersensitivity as a potential outcome factor.
Our data indicate that the natural evolution of hypersensitive patients is similar to that of normosensitive ones, although the studied population represents a subgroup of
patients with moderate-severe IBS symptoms. Other factors, including psychological factors, may also be important in the development and evolution of symptoms
(16,17).
Our study shows that hypersensitive patients visited
fewer physicians. To this day no study has identified the
capacity of a diagnostic test to simultaneously decrease
consultation rates without changing IBS symptoms. Multiple factors influence physician consultations by patients
with IBS (18).
Our study does not allow any particular reason to be
established, but the most reasonable explanation is that
the identification of an objective mechanism for symptoms impacts on the learned behavior of chronic disease,
thereby eliminating uncertainty regarding digestive
symptoms. So, hypersensitive patients would not feel the
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need to visit physicians when with symptoms, and would
just learn “to better coexist with them”.
In summary, our study shows that the identification of
visceral hypersensitivity entails a diminution of gastroenterology consultations in the absence of symptom improvement.
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