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Abstract
Background: Irritable bowel syndrome (IBS) is a functional bowel disorder in which abdominal pain is associated with defecation or a change in bowel habit with features of disordered defecation and distention. It is generally thought that most patients develop symptoms in response of psychological factors and a single cause is unlikely.

Objectives: To estimate the prevalence of psychiatric disorders in IBS-patients  and to evaluate the effect of different demographic factors on its frequency.

Methods: This is a cross sectional study that enrolled 55 patients with IBS who had been attend the out patient clinic of internal medicine at Al-Diwaniya Teaching Hospital during period between 1st of May 2008-30th of November2008. Diagnosis was done by clinical examination and exclusion of specific cause of abdominal pain. Psychiatric disorder diagnosed according to criteria of structural clinical interview for diagnostic and statistical manual of mental disorder-4- revision (DSM-IV-R). 

Results: This study revealed that 100%  patients having  psychiatric  morbidity  and 3 types of diagnosis are define;  including generalized  anxiety disorders alone were 52.8%, major depressive  disorders with anxiety were 41.8% and obsessive compulsive disorders with anxiety  were  5.4%.
Conclusions: This study proves that the anxiety  alone increase  in  young patients and depression increase in old age and with prolongation of disease duration.  
الخلاصة

خلفية الموضوع:  تعرف متلازمة تهيج الأمعاء بأنها اضطراب الأمعاء الوظيفي المصحوب بألم البطن أثناء عملية التغوط او هو عملية تغير في نظمية عمل الأمعاء مع اضطراب في عمل الأمعاء وأنتفاخ البطن. ويعتقد عموما بأن أغلب المرضى يشكون من أعراض استجابة لعوامل نفسية وليس لسبب معين واحد.

الأهداف: لحساب نسبة أنتشار الأضطرابات النفسية لدى المرضى المصابين  بمتلازمة تهيج الأمعاء ولتقيم مختلف العوامل الديموغرافية على نسبة حدوثه.

الطرق: هذه دراسة مقطعية شملت 55 مريضا مصاب  بمتلازمة تهيج الأمعاء عند مراجعتهم العيادة الخارجية للطب الباطني في مستشفى الديوانية التعليمي خلال  الفترة بين الأول من مايس الى تشرين الثاني لسنة 2008. تم التشخيص بواسطة الفحص السريري للمرضى مع أستثناء المرضى اللذين لديهم  سبب معين لألم البطن. تم تشخيص الأضطراب النفسي طبقا لخصائص ومعاييرِ المقابلةِ السريريةِ الهيكليةِ للتشخيصِ والدليل الإحصائي مِنْ الاضطراب العقلي النسخة-4- المنقحة.

النتائج: أثبتت هذه الدراسة بأن نسبة  100% من المرضى  لديهم أمراض  نفسية ولقد افرزت هذه الدراسة 3 أنواع من التشخيص وتشمل؛ 100% من المرضى لديهم أضطرابات قلق نفسي, 52.8% لديهم اضطرابات قلق نفسي عام فقط, 41.8% لديهم نوبات أكتاب كبرى مصحوب بقلق نفسي و 5.4%  لديهم اضطراب قسري وسواسي مصحوب بقلق نفسي ايضا.

الأستنتاجات: أثبتت هذه الدراسة بأن مرض القلق النفسي قد ارتفعت نسبته عند المرضى الشباب المصابين بمتلازمة تهيج الأمعاء  و ارتفعت نسبة مرض الكآبة  عند كبار السن وكلما طالت فترة الأصابة بمتلازمة تهيج الأمعاء. 
Introduction 
The concept of  psychosomatic medicine was  included  in the first  edition of the diagnostic and  statistical  manual mental  disorders  (DSM-I) in 1952 as  psychosomatic  disorder  and  in DSM-II  published  in 1968  as  psychophysiological,  autonomic and visera1 disorders. In 1980, DSM-III designate psychological factors affecting physical conditions, this term described the interaction of mind "or psyche" and body "soma"  too vaguely(Sadock, 2004). In international classification of disease revision-10 (ICD-10),  if  there  are  tissue  damage  and psychological  factors  associated  with  diseases   process  the  following  definition   is  used: mental  disturbances  or  psychic factors  of  any   type  may  be  though  to  have  played  a major  role in  the  etiology  of  certain  physical  condition usually  involving  tissue  damag. In  such  cases,  mental  disturbance  usully mild and  nonspecific and  psychic  factors   such  as  worry  fear  and  conflict  may be  present  without  any  overt  psychiatric disorder. (Sadock, 2004) This designation include psychogenic  conditions such as asthma, dermatitis, eczema, gastric ulcer,  mucous colitis, ulcerative colitis and  urticaria. (Sadock, 2004) 
Two trends were developing, one suggested that specific emotion, conflicts and personality constellations led to specific cell and tissue damage, the  second theorized  that  generalized stress created the precondition for a number not necessarily  predetermined diseases(Manning, 2005). Now a days there  is a strong believe that  the  mediator  between  stress  and  psychosomatic disorders  may  be  hormonal for example Hans  general adaptation  syndrome  in which  cortisol  is the  interveno (Manning, 2005). Others  have suggested  changes  in  the functioning  of the   anterior  pituitary hypothalamic  adrenal  adenal  axis .

    Alexander  pointed to  the  autonomic  nervous  system (e.g  parasympathatic  nervous  system in peptic ulcer and  the sympathetic  nerous  system  in  hypertension) as  the  mechanism  linking  chronic  stress and  psychosomatic  disorders(Alexander, 2001). Manning  (2005) suggested  the use of  operationalized  diagnostic  criteria  to  discriminate  patients  with irritable bowel syndrome from patients with organic disease. These  criteria  were  further  refined  by  Thompson(2006)  and Whitehead (2003) and by an  innternational  congress of gastroenterology in  Rome/1988. The congress defined irritable bowel syndrome  as  follows: continuous or recurrent  symptomes  of :

1.abdominal pain which relieved  with  defecation  or  associated  with  changes  in frequency  or  consistency  of  stool.  
2.distrubed  defecation  (two  or more  of ): 
    a. altered  stool  frequency. 
    b. altered  stool  form (hard  or  loose  watery).
    c. altered  stool  passage  (straining  or  urgency, feeling  of  incomplete evacuation).
    d. passage  of  mucus. 
3. bloating  or feeling  of  abdominal  distention.
Psychiatric illnes in patients with IBS:
Patients  with  irritable bowel syndome having  some  symptoms  that  clearly  suggest  gastrointestinal  distress (pain, distention, flatulance and urgency) but they  also show  features  of  autonomic  arousal  that  are  common  in  mood  and  anxiety   disosrders such  as  weakness, fatigue, palpitations, nervousness, dizziness,  headache, hand  tremor, back  pain, sleep  disturbance  and  symptoms of  sexual  dysfunction(Gorman & Liebowitz, 1998; Edward, 2001; Thompson, 2006).These  patients  also  have  a  higher  proportion  of  abnormal  personality  patterns,  greater  illness  behaviors, lower  positive  stressful  life event  scores,  less  coping  capability  and  more  frequent experiences of symptoms causing life disruption than other people (Manning, 2005). Personality  factors  were  assessed  using  the  Minnesota  multiphasic  personality  inventory (MMPI)(Thompson, 2006) in patients with or without IBS  symptoms  and  normal  subject, even  after  controlling  the  symptoms  severity, IBS-patients  produced  significantly  higher  scores  than  normal  subject  for  the  following  clinical  scales:
1. hypochondriasia (p<0.001).
  2. depression   (p<0.001).
  3. hysteria (p<0.001).
  4. psychiatric asthenia  (p<0.001).
Pathophysiological  model  for  IBS:
The locus  ceruleus  may  be  the central nervous system  (CNS) point  of  association  between  IBS  and  psychiatric  manifestation, which  account  for  the  majority  of  CNS  noradrenergic  activity  and a higher  level  of it's activity  which is  correlate with  vigilance  and attention  to  novel  or  fear  provoking  stimuli  and  less  activity  associated  with  sleep, grooming  and  feeding  in  animal(Whitehead, 2003). It  has afferent  input  from  the  medullary  nuclus  solit- urius  (principle  locus  for  afferent  information  from  the gut)  so it has  efferent  and afferent  connection  to  the locus  ceruleus which may combine cortical , limbic and visceral  sensory stimuli  and  then  redistribute  the  out  put  among  the  same  systems  in a  manner  that  doesn't  reach  conscious  awareness. Thus  internal  bowel  events may  cause  discharge  of  the  locus ceruleus, greater  anxiety and gastrointestinal symptoms  and may  cause peripheral  activation  of  the  locus  ceruleus  resulting  in  greater  anxiety.
Method:
Patients with IBS were referred to us  from the internal  medicine out  patients   clinic at Al-Diwaniya Teaching Hospital. Medical evaluation of IBS-patient was performed by physician to exclude other medical diseases. Patient  was  excluded in state of other  diagnosis. A questionnaire with list of symptoms of IBS(Nicholas, 2006) was rated by the gastroenterologist. Diagnosis depend on fulfillment of diagnostic criteria and  investigations including sigmoidoscopy or barium enema. Each patient had  psychiatric interview beginning with  demographic data including age, marital  status, occupation, psychiatric history and mental state examination. The diagnostic judgment depend  on the  direct examination  of the  patients which  based  on  one clinical interview  and  a  semistructured  questionnaire* designed  to contains  a list of the specified diagnostic criteria for the mood, anxiety, somatoform, dissociative and adjustment disorders in the DSM-4-R system. Matching the patient's  symptoms with the diagnostic criteria  of these  disorders was done before the diagnosis of IBS was made.
Result
This is a cross sectional study had enrolled 55  patients whose age range between 15-75 year old (30.45±10.47) with female to male ratio about 2.6:1 (40 female, 15 male).The psychiatric interview revealed that all patients have psychiatric symptoms mainly of autonomic hyperactivity, apprehensive expectation, problems with vigilance and motor tension; some patients are also depressed and  a few  have obsessive  thoughts and obsessive acts by using the diagnostic criteria of the DSM-IV-R system. 
All patients enrolled in this study had symptoms of anxiety (100%), 29 patients had generalized anxiety alone (52.8%), 23 patients  had additional diagnosis of  depression (41.8%) and 3 patients had additional diagnosis of obsession (5.4%), this indicate the psychiatric morbidity in the sample were 100% as showing in table 1.
    The females constitute 86.2% of  patients with generalized anxiety (male were 13.8%), 60.8% of depressed patient (male were 39.2%), and 33.3% of patients with obsession (male were 66.7%) and this resulting in significant difference (p-value = 0.036) as showing in table 2.
    Generalized anxiety disorders constitute 31.03% in a group with (21-24 year old age) and 20.69% in late adolescent, group with 25-30 year old age  and in late young age group while 6.9% in middle age group and elderly. Major depressive disorders with anxiety constitute 30.44% in  early young age group, 21.74% in late young age group and 47.82% in middle age group and elderly. Obsessive compulsive disorders with anxiety constitute 66.66% in  early young age group and 33.33% in middle age group and elderly. There is significant difference (p-value = 0.037) as showing in table 3.
    Psychological disorders occur mostly when duration of IBS ≤6year (50 patients, 90.9% of the sample), 41.38% of patients had generalized  anxiety alone when duration  less than 3 year and 52.17% of patients had  major depressive disorder with anxiety when duration 5-6 year with very significant difference (p-value = 0.0001) as showing in table 4. 
Table 1: Patient's number &percentage according to the diagnosis

	Diagnosis
	No.
	%

	Generalized anxiety disorders
	29
	52.8

	Major depressive disorders & anxiety
	23
	41.8

	Obsessive compulsive disorders & anxiety
	3
	5.4

	Total no.
	55
	100


Table 2: Patient's distribution of diagnosis according to sex
	Sex
	Generalized anxiety disorders
	Major depressive disorders & anxiety
	Obsessive compulsive disorders& anxiety
	

	
	No.
	%
	No.
	%
	No.
	%
	p-value

	Male
	4
	13.8
	9
	39.2
	2
	66.7
	0.036

	Female
	25
	86.2
	14
	60.8
	1
	33.3
	

	Total
	29
	100
	23
	100
	3
	100
	


* p-value less than 0.05 consider significant statistically
Table 3: Patient's distribution according  to age and diagnosis
	Age
	Generalized anxiety disorders
	Major depressive disorders & anxiety
	Obsessive compulsive disorders& anxiety
	Total no.
	p-value

	
	No.
	%
	No.
	%
	No.
	%
	
	0.037

	15-20y
	6
	20.69
	0
	0
	0
	0
	6
	

	21-24 y
	9
	31.03
	4
	17.4
	1
	33.33
	14
	

	25-30 y
	6
	20.69
	3
	13.04
	1
	33.33
	10
	

	31-39 y
	6
	20.69
	5
	21.74
	0
	0
	11
	

	≥40 y
	2
	6.9
	11
	47.82
	1
	33.33
	14
	


	Duration
	Generalized anxietydisorders
	Major depressive disorders& anxiety
	Obsessive compulsive disorders& anxiety
	Total
no.
	p-value

	
	No.
	%
	No.
	%
	No.
	%
	16
	0.0001

	<3year
	12
	41.38
	4
	17.4
	0
	0
	
	

	3-4year
	11
	37.93
	6
	26.09
	1
	33.33
	18
	

	5-6year
	4
	13.79
	12
	52.17
	0
	0
	16
	

	7-8year
	0
	0
	0
	0
	1
	33.33
	1
	

	≥9year
	2
	6.9
	1
	4.34
	1
	33.33
	4
	


Table4: Patient's distribution according to the duration of the disease and diagnosis.

Discussion:
This study of  the  coexisting   gastrointestinal  and     psychiatric symptoms  in  patients  with  IBS  have reached  to  a firm  conclusion  that  psychiatric  symptoms  presented    frequently with this syndrome(Edward, 2001; Whitehead, 2003; Watson, 2004; Manning, 2005). Whitehead (2000) suggest  that  psychological criteria  also  incorporated  into  the definition  but  what  type of psychiatric  illnesses significantly  associated  with  IBS has  not  been  established(Siever, 1998). Most of recent  studies  using  standard psychological assessment  like MMPI and the Hopkins symptom  cheek  list  scales(Manning, 2005) agreed in showing abnormal  personality  trait  and  abnormal  profile  on  many  subscales  like  somatization,  depression,  anxiety and  hostility but they don’t show  common  psychological  profile  to  suggest  certain  diagnosis. However a recent studies(Alexander, 2001; Drosman, 2001; Wender, 2003; Liss, 2004) using research diagnostic criteria shows a consistent trend toward substantial psychiatric illnesses in IBS-patients, all these studies resulting in a high prevalence of psychiatric illnesses ranging between 73-100%. 
This  study  show  the  prevalence  of  the  psychiatric  illnesses  in IBS-patients  with  100% and this correlate with final result of previous studies. The explanation of our result consider environmental factors, stress  of the  wars and the  main  psychiatric illness. 

The  course  of the  disease  is  chronic  with  waxing  and  waning  of  the  psychiatric  symptoms  together  with  the gastrointestinal symptoms  and both  are  precipitated  by  stress. Our study showing that  duration  of  the  illness  affect  the  psychiatric  symptoms  presentation and the  longer duration  have  more  depressive symptoms with agreement by study of Nicholas (2003)  and  less  duration  mean  more  domination of anxiety which proved by Gillis (2000).. 
    The  question  whether  the  psychiatric symptoms  develop as  a  consequence  of  the  chronic stress of the gastrointestinal symptoms or that  the  gastrointestinal symptoms act as somatic expression of psychiatric illness is still not  answered (Wood, 2001).

Conclusion
The present  study  showing  the  predominant  psychiatric  illness  associated  with IBS  was  anxiety  disorder (100 %), generalized anxiety is the commonest followed by anxiety with additional diagnosis of depression and the least is anxiety with obsession. The  course  of  the  anxiety  is  chronic; waxing  and  waning  with  gastrointestinal  symptoms. The chronicity of disease associated with high prevalence of depression. This  emphasize  the concept  that  IBS- patients  need  psychiatric  assessment  and treatment which may be  of  benefit  in alleviating the gastrointestinal symptoms. The  hypothesis of a biological marker between the gastrointestinal  symptoms  and  the  psychiatric  symptoms need further  investigation.

Recommendations:

1. Establish special GIT center with IBS-patients unit.

2. Support a good relation among psychiatrists, physicians and gastroenterologists.

3. Advance investigations to exclude organic causes of abdominal pain.

4. Routine psychiatric interview for each patient attending GIT center.

5. Making a group therapy for IBS-patients.
6. Strict follow up for IBS-patient to assess further psychiatric morbidity.

Appendix:
The Semi – Structured
1. Generalized  anxiety:

a. apprehensive  expectation  or  worry  about  2  or  more  life  event  for  6  month.

b. this  is not  due  to  another  axis  (I)  disorder  or  organic  cause  or  mood  and  psychotic  disorder.
        c. at least 6 of the symptoms of  motor tension, autonomic hyperactivity,  vigilance and  scanning.
2. Obsessive compulsive  disorder:     

        a. ideas, thoughts,  impulses,  images,  intrusive, recurrent, senseless
        b. attempt  to  resist  or  neutralize.

        c. those  are  his  own.

        d. those  not due  to  another  axis (I)  diagnosis. 

        e. excessive  unreasonable  repetitive act to prevent discomfort   and the patient  recognized  it as unreasonable.

3. Depression:
A. major  depressive  episodes:  5 symptoms  for  2  week and one  of them      either no. 1 or 2.
1.depressed  mood.

2.loss  of  interest.

3.weight  loss  or  gain.

4.insomnia  or  hypersomnia.

5.psychomotor  retardation  or  agitation.

6.fatigue  or  loss  of  energy.  

7.feeling  of  guilt  or  worthlessness.

8.poor  concentration.

9.suicidal  ideation  or  attempt.

10.not  due  to  death  of  loved  person.

B. melancholic  type:  five  of  the  following  

        1. loss  of  interest.

        2. lack  of  reactivity  to  pleasure.

        3. morning  depression.

        4. early  morning  awakening.

        5. psychomotor  retardation  or  agitation. 

        6. anorexia  or  weight  gain.

        7. previous   depression.

        8. no  personality  disturbance.

        9. response  to  electrocompulsive therapy (ECT) or  antidepressants.  

C. seasonal  type:  depression  particularly  within  60  days  period   and remission during  60  days  during  the  year  with  recurrence during  separated  3  years.

D. dysthymia:  

        a. depressed  mood  for  2  year,  never  without  it  for  2  month.

        b. 2 of  the  point  from  3  to  6  of  the  major  depressive  episodes.

4. Somatization  disorder:  physical  complain  at  least  13 symptoms  with  no organic  base,  not  during  panic period  and  patient  take  medications  due  to  it which  occur  before  age  30 and  persisting for  several  years.  These symptoms has no gastrointestinal, cardiovascular, pulmonary pseudoneurological, sexual bases or female  productive  symptoms  or pain  syndrome  .

5. Hypochondriasis:   preoccupation  or  fear  of  having  serious   disease  with  no  physical  cause and  persisted despite medical  reassurance  for  6  months  and  not reach  delusional  level.

6. Pain  disorder:  preoccupation  with  pain social  and  occupational    impairment  for  6  months.
7. Conversion  disorder: loss  or  alteration  in  physical  function and not  limited to  pain  or  sexual  function and cannot  explained  by  a known  physical  disorder  or  psychological  factor.

8. Panic  disorder:  unexpected, not  triggered  by  situation,  4 attaches  during   4  weeks  and  at  least 4 symptoms of the followings: 

       a. dyinea     b. dizziness    c. palpitation    d. shaking      e. sweating  
       f. chocking  j. nausea    k. depersonalization     l. numbness      m. flushes  
References
Alexander F.: Comparative study of psychoneurotic patients and IBS-patents, 2001;80:893-901.

Drosman A.S.: Psychological factors in IBS, gastroenterology, 2001;3:701-709.

Edward A. Walker: Irritable bowel syndrome and psychiatric illnesses,  2001;5:565-569.

Gillis RA: Control center in central nervous system for gastroenterology motility, handbook of physiology, Oxford university press, 2000;68:321-323.

Gorman JM, Liebowitz MR: Panic disorder, psychiatry, 1998;76:543-545.

Liss J.L.: IBS and psychiatric illness disorder,2004;34:151-157.

Manning A.P.: Diagnosis of irritable bowel syndrome, 2005;2:653-654.

Nicholas W., clinical researcher: Irritable bowel syndrome book, 2006;4:322-325.

Sadock Kraplen: Comprehensive text book of psychiatry, 2004;8:797-809.

Siever LJ: Noradrenergic response to clonidine in depressed patients AM.J. psychiatry, 1998;32:89-101.

Thompson W.G.: Functional bowel disorder, gastroenterology, 2006;7:279-280.
Watson W.C.; Common symptom of irritable bowel syndrome, Canadian  associated medical journal, 2004;118:387-399.

Wender P.H.: Prevalence of attention deficit disorders and other psychiatric disorders in  irritable bowel syndrome patients AM.J psychiatry, 2003;140:1579-1582.

Whitehead W.E.: Gastrointestinal disorder, academic press, 2003;6:214-218.

Whithead W.R.: Symptoms of psychiatric distress associated with irritable bowel syndrome, 2000;8:356-357. 

Wood JD: Enteric neurophysiology, 2001;56:130-134.







* Appendix





PAGE  
657

