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Workshop #4 – IBD vs. IBS Cases 
 
Case 1 

Lindsay Campbell 

 

Lindsay is a 22 year old medical student with a longstanding history of irregular bowel motions. She 

cannot recall a time when her bowel motions were “normal”. She fluctuates between days where she 

will have LLQ cramping with 4-5 loose bowel motions daily, and episodes where she will have no bowel 

motion for 4-5 days with associated abdominal bloating and discomfort. Prior to exams, her diarrhea will 

be more frequent, with episodes of urgency that have required her to stop at a gas station bathroom on 

her way to school. Her weight is stable. There is no rectal bleeding. There is no family history of 

inflammatory bowel disease.  

 

Hb 124 g/L, ferritin 7ug/L 

After finishing her GI block, Lindsay is concerned her symptoms may represent Crohn’s disease. 

 

Question 1 - What is your clinical diagnosis?  

-fluctuating bowel motions, pain, bloating, no alarm symptoms, stress exacerbation- most likely IBS 

-Rome criteria: recurrent abdominal pain x 3 months + 2 of: improves with defecation, change in 

frequency of stool, change in form of stool 

-may want to review alarm symptoms (low positive predictive value) 

-reinforce IBS as a clinical diagnosis 

 

Question 2 - Are additional investigations necessary? 

-low ferritin likely due to menstrual losses 

-celiac serology  

-C-reactive protein (caveat- not endorsed by new CAG guidelines) 

-fecal calprotectin (caveat- not endorsed by new CAG guidelines) 

-emphasize rational use- not necessary in every IBS patient ($60/test) 

-takes > 1 week to come back 

-lab reports >50ug/g as a positive test (fecal calprotectin <100ug/g in this patient population is 

still 98% likelihood of IBS, and 100-250ug/g only 12% likelihood of IBD) 

-other causes of elevated fecal calprotectin: GI infection, GI inflammation (microscopic colitis, 

SIBO, celiac), NSAIDs, PPIs. 
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-combination of normal CRP and normal fecal calprotectin <1% probability of IBD in patient with 

undiagnosed GI symptoms (Meta-analysis Am J Gastro 2015; 110:444-454) 

 -ESR did not reliably distinguish between IBD/IBS 

-FIT test should NOT be used to investigate this patient’s symptoms (labs are rejecting samples sent on 

patients <40 years old) 

-ANCA/ASCA should NOT be used to investigate symptoms  

-can distinguish between IBD phenotypes but not a diagnostic test, can be elevated in other GI 

diseases as well 

-CAG recommendations are that routine colon imaging is not recommended in patients under 50 with 

typical IBS symptoms, regardless of alarm features as yield of endoscopy is low 

 

Question 3 - Could food allergy explain her symptoms? 

-food allergy is quite rare as a cause for GI symptoms in adults 

-IgE food allergy screen is a sensitive test, but not specific (needs to be followed up with skin testing) 

-food intolerance more likely- think about dairy, fatty foods, FODMAPS 

 

Question 4 - What treatment options would you recommend? 

-treatment based on symptoms 

-pain/bloating: antispasmodics (dicyclomine, pinaverium, hyoscine, trimebutine); probiotics (Align, 

TuZen, BioK), peppermint oil (IBgard); tricyclic antidepressants; SSRI 

-alternating constipation/diarrhea: psyllium 

-diarrhea: loperamide, bile acid sequestrants (in setting of bile acid malabsorption), rifaximin, 

eluxadoline 

-constipation: osmotic laxatives, linaclotide, prucalopride 

-non-pharmacologic therapy: diet (avoid spicy food, lactose, alcohol, caffeine fatty foods, low FODMAP), 

physical activity, sleep hygiene, cognitive behavioral therapy. 

 

Case 2 
Ruth Slavko 
 

Ruth is a 33 year old woman who was diagnosed with left sided ulcerative colitis 2 years ago. She was 

started on Asacol 1600 mg BID at that time with complete resolution of symptoms. She presents now 

with 1 week of non-bloody diarrhea 10 times per day, lower abdominal cramping, and fatigue.  
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Question 1 - What would you do now? 

-History: recent travel, antibiotics, fever, medication adherence 

-Physical exam: vitals, fever, peritoneal signs 

-R/O infection: c difficile risk even if no antibiotic use, C&S, O&P if risk factors 

-CBC, C-reactive protein, ferritin, albumin 

-if there is clinical concern for toxic megacolon, then go to ER 

 

In Ruth’s case, she felt completely well on the Asacol when it was first prescribed, and eventually she 

forgot to refill it about 9 months ago.  

 

Question 2 - Would you prescribe any empiric medications? 

-UC Action Plan (University of Calgary): applies to UC patients on 5-ASA only 

 -goal is continuous steroid free remission 

-requires chronic medication for most patients: encourage adherence even if feeling well 

-optimize 5-ASA orally (see handout for doses) 

-add rectal 5-ASA therapy 

-if no improvement in 2 weeks, call patient’s gastroenterologist 

-Do not start empiric steroids 

-escalation in therapy needs to be based on overt evidence of inflammation, not symptoms 

-may “muddy the water” for diagnosis 

-steroids are associated with complications, and are a negative quality indicator for IBD care 

 

Question 3 - Is there a role for marijuana in managing her IBD? 

-marijuana use very common in the IBD population (approx 20%)  

-patients indicate it improves symptoms, mainly pain. No controlled trials. 

-no evidence for control of inflammation. 

-University of Calgary retrospective studies saw increased risk of surgery in Crohn’s patients who had 

smoked marijuana for >6 months, even when controlled for other risk factors OR=5.03 (Storr, Inflam 

Bowel Dis 2014). Marijuana is pro-fibrotic so may increase scarring. 
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Ruth ultimately requires escalation of her IBD therapy to azathioprine. This controls her disease well. 

You see her a year later at her annual exam.  

  

Question 4 - What specific primary health care needs are present in the patient with inflammatory 

bowel disease?  

-micronutrients: malabsorption, resections, bleeding, poor intake. Crohn’s>UC. 

 -Vitamin D: role in inflammation 

 -ferritin, B12 

-imuran labs: should be ordered by GI, make sure patient is doing! 

-vaccination: 

 -no live vaccines if immunosuppressed, includes prednisone 20mg for 2 weeks 

 -live vaccines need to be delayed 3 months after stopping IS 

 -annual flu shot (no FluMist- live vaccine) 

 -pneumococcus (q5yrs x 2 then at age 65) 

 -Hep B: risk of reactivation if immunosuppressed 

-HPV: remember immunosuppressed patients are at increased risk of HPV related cancers 

-Shingrix is not a live vaccine, but immunosuppressed patients not included in trials 

-Pap smear: annual in immunosuppressed women 

-Bone health: steroids, malabsorption, inflammation, intake 

 -calcium, vitamin D 

 -DEXA if > 3 month steroids exposure 

-Non-melanoma skin cancer 

 -OR 3.7 immunomodulator, OR 2.5, biologic, OR 5.8 combination therapy 

-Colon cancer screening 

 -by colonoscopy not FIT test 

 - after 8-10 years if pancolitis  
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