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Abstract: This review was aiming to overview the irritable bowel syndrome (IBS) Recurrent abdominal pain (RAP) in 

children from different perspectives, and to discuss in details the diagnosis procedures that could be used for 

detecting IBS, then to review the treatment approaches for these combined complicated conditions. This review was 

aiming to overview the irritable bowel syndrome (IBS) Recurrent abdominal pain (RAP) in children from different 

perspectives, and to discuss in details the diagnosis procedures that could be used for detecting IBS, then to review 

the treatment approaches for these combined complicated conditions.IBS is not considered a medical diagnosis of 

exemption that can just be made after performing a battery of costly diagnostic tests. Rather, IBS needs to be 

confidently identified in the center at the time of the very first check out using the Rome III requirements and a 

mindful history and physical examination. Treatment choices for IBS have actually increased in number in the past 

years and clinicians should not be restricted to utilizing only fiber supplements and smooth muscle relaxants. 

Abdominal pain, bloating, irregularity and diarrhea are the 4 main signs that can be resolved using a mix of dietary 

interventions and medications. Treatment options consist of probiotics, antibiotics, tricyclic antidepressants, selective 

serotonin reuptake inhibitors and representatives that modulate chloride channels and serotonin. 
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1. INTRODUCTION 

Irritable bowel syndrome (IBS) is among the most common reasons for reoccurring abdomina pain in the pediatric 

population 
(1)

. Studies have approximated the frequency of IBS to range in between 6% and 14% in children and between 

22.0% and 35.5% in adolescents 
(2,3)

. Moreover, IBS has a considerable impact on quality of life of afflicted children, which 

highlights the scientific value of the disease 
(4)

. 

Reoccurring abdominal pain (RAP) of youth is an important function of IBS. RAP was first described by Apley and Naish 

following their pioneering study of 1000 children in Bristol, United Kingdom 
(5)

. Apley defined RAP as three or more 

episodes of abdominal pain occurring over a duration of a minimum of 3 months, with pain enough to trigger some 

impairment of function 
(5)

. This definition of RAP still is and stands in current use globally. 

Frequent abdominal pain and irritable bowel syndrome are 2 examples of practical gastrointestinal disorders (FGID) which 

are conditions that include a mix of signs that are persistent or persistent and cannot be explained entirely with current 

structural or biochemical investigations. The term 'functional' highlights that a lot of these symptoms might accompany 

regular advancement (e.g., infant regurgitation) or may be a reaction to otherwise normal internal or external cues (e.g., 

irregularity after agonizing stooling) 
(6)

. As there is a strong familial pattern noted in IBS, there has actually been a 

continuous interest in discovering a genetic link in IBS. Far, a favorable association in between IBS and interleukin-10 (IL-
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10) polymorphism has been reported. A research study in Taiwan with 94 children with IBS and 102 healthy controls, 

significantly lower Escherichia coli lipopolysaccharide-induced IL-10 production by peripheral blood mononuclear cells 

was kept in mind in children with IBS although the study group concluded that this reduction in IL-10 production may not 

have actually been totally figured out genetically 
(7)

. Patients with a mutation in a sodium channel gene (SCN5A) were 

found to report intestinal signs particularly stomach pain more often, and this mutation might be a contributory consider IBS 
(8,9)

. 

IBS as described by the Rome III criteria (Table1) 
(10)

 consists of weekly symptoms of stomach pain or discomfort 

accompanied by modifications in bowel patterns. These include changes in defecation type or frequency at the beginning of 

pain and/or relief of pain with defecation 
(10)

. Trimebutine maleate, an opioid agonist that acts on the peripheral delta, mu 

and kappa receptors, is utilized in the treatment of IBS 
(11)

. 

Table 1: Rome III diagnostic criteria for childhood irritable bowel syndrome (10) 

A. Abdominal discomfort or pain associated with 2 or more of the following (present at least 25% of the 

time): 

B. Improved after defecation 

C. Onset of symptoms associated with a change in stool frequency 

D. Onset associated with a change in stool form alternating between diarrhea and constipation 

E. No evidence of an inflammatory, anatomic, metabolic, or neoplastic process that explains the child’s 

symptoms 

F. The above criteria should be fulfilled at least once per week for at least 2 mo before a diagnosis of 

irritable bowel syndrome is made. 

The above criteria should be fulfilled at least once per week for at least 2 months before a diagnosis of irritable bowel 

syndrome is made. 

Objectives: 

This review was aiming to overview the irritable bowel syndrome (IBS) Recurrent abdominal pain (RAP) in children from 

different perspectives, and to discuss in details the diagnosis procedures that could be used for detecting IBS, then to review 

the treatment approaches for these combined complicated conditions. 

2. METHODS 

Detailed computerized search of literature was performed through several medical databases; Midline/PubMed, Science 

direct, and Emabse, search was conducted to find relevant studies discussing the irritable bowel syndrome (IBS) Recurrent 

abdominal pain (RAP) in children, and especially those which was concerned with the diagnosis and treatment approaches, 

and were published up to December 2016 in English language, and only containing human subjects. Furthermore, references 

of each identified studies were searched for more identical studies to our study purpose. 

3. RESULTS 

 Pathophysiology of IBS&RAP (FGID):  

Several factors are thought to add to FGIDs. Although early evidence recommended motility disturbances as a significant 

perpetrator, present proof suggests that patients with functional bowel disease may have unusual intestinal reactivity to 

physiologic stimuli (dietary, gut distension, hormone), toxic stimuli (inflammation), and/or psychological stress. This is 

termed visceral hypersensitivity and is believed to originate from a dysregulation in the interaction in between the enteric 

nervous system and the main nerve system 
(12)

. The concern that is to be answered is whether the absence of coordination is 

primarily enteric or central in origin. 

A current study by Naliboff et al. 
(13)

 showed that adult patients with IBS have hypersensitivity to rectal distension that 

gradually normalizes with time, recommending a process of habituation to visceral sensation. These patients' reports of IBS 

signs did not alter over that same time duration. Utilizing practical brain imaging (positron emission tomography- PET 

screening) they discovered that visceral input was consistent during the time of the research study, but the functional 

connection within the central networks (specifically those locations of the brain related to caution and arousal) was 
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minimized 
(13)

. This recommends that despite consistent input from the visceral afferents, processing and understanding of 

this input can be modified through habituation of main brain areas; the presence of the balloon is noted however the brain 

does not respond as it did previously. However, children with FGID do have visceral hypersensitivity. Faure and colleagues 

studied children with FAP and IBS compared with Control children and those with functional dyspepsia 
(14)

. Utilizing rectal 

balloon distention with a barostat (a device that maintains continuous compliance as it distends) they showed that children 

with FAP and IBS picked up rectal pain at a lower pressure limit (mean 16 mm Hg and 19.5 mm Hg, respectively) compared 

to Controls and children with dyspepsia (42 mm Hg and 41.5 mm Hg, respectively). Further, the pain described the T8 to L1 

dermatomes (i.e., abdominal projections) in the FAP and IBS children whereas it described the S3 dermatome (perineal) in 

the Control and dyspepsia groups 
(14)

. These findings of visceral hypersensitivity fit with the observations of Crandall et al. 

who determined pain symptoms after colonoscopy in 20 children with FGID (19 IBS, 1 FAP) compared with 20 children 

with inflammatory bowel disease (15 Crohn, 5 ulcerative colitis). Children with FGID had greater baseline pain scores and a 

longer period of pain post-procedure than did children with inflammatory bowel disease 
(15)

. 

Another important factor associated with the pathophysiology of FGIDs is the psychosocial part. It has been clear for some 

time that there is a relationship between the psychological state of the parent and child and the experience of RAP 
(16)

. 

Walker et al. 
(17)

 have actually extended these findings to show that compared to Control children, children with RAP were 

less positive about their capability to deal with day-to-day tension. Further, they were less likely to use accommodative 

coping techniques such as accepting the stress factor, reframing its significance, or motivating themselves to keep going 
(17)

. 

These observations fit with those of Kaminsky and associates who revealed that depressive symptoms in children with RAP 

straight related to passive coping and inversely related to self-efficacy and social assistance 
(18)

. How a child deals with 

stress factors might be one of the crucial factors in persistent abdominal pain and depressive signs. They surmised that 

children who are able to deal with pain appropriately are less likely to experience depressive sensations of vulnerability 
(18)

. 

 Genetics background of IBS: 

Current evidence for an IBS gene is admittedly restricted at present. Notably, numerous research studies suggest that IBS 

and other gastrointestinal symptoms do run in families-- an important feature of genetic diseases. When asked if they have a 

family member with IBS, approximately 33% of outpatients with IBS will report a favorable family history of IBS, 

compared to 2% of outpatient controls 
(19)

. Furthermore, when specific relationships have been examined, 26 - 34% of 

patients will have a parent with IBS, compared to 13% of control patients 
(20)

. Furthermore, children of moms and dads with 

IBS are likewise twice as likely to see a provider for abdominal problems as children of moms and dads without IBS 
(21)

. 

Young person who as children had persistent abdominal pain were nearly three times as likely to have consistent IBS-like 

symptoms at 5 -13 year of follow-up if there was a concurrent brother or sister with abdominal pain 
(22)

. A significant 

constraint of the bulk of these studies is that the IBS status of the loved ones were collected from the patient, but not 

collected or validated in the relative. In another research study where relative were directly queried regarding bowel signs, 

between 54 and 68% of patients with IBS had actually an impacted first-degree relative, compared to 19 - 36% of controls 

without IBS 
(23)

. Overall, it was approximated that in between 15 and 37% of case-relatives are impacted with IBS, 

compared to 4 -16% of control-relatives, depending upon whether the source of the info was the proband, the getting 

involved family members, or a mix of both sources, whereby the proband data about family members were utilized when 

data from a particular relative were not readily available. 

Twin research studies represent a particular kind of family study that offers a distinct opportunity to recognize the hereditary 

and environmental factors to disease. Because monozygotic twins share the exact very same hereditary code and dizygotic 

twins share half of the very same genetic code, comparing concordance rates between dizygotic and monozygotic twins 

allows the chance to quantitate the contributions that genetics and environment each make to the development of the disease. 

Five twin studies demonstrate that the hereditary contribution to IBS appears to variety in between 0 and 20% 
(24,25,26,27,28)

.  

Standard genetic diseases were unusual diseases triggered by a couple of or single major mutations in a single gene that 

were sent through families in a predictable (i.e., autosomal dominant or autosomal recessive) manner 
(27,28)

. On the other 

hand, IBS is not an unusual, lethal disease, and thus, is unlikely to be a classic Mendelian disease that is caused by one gene. 

Rather, if there is certainly a hereditary basis for IBS, IBS is likely a "complicated genetic disease," caused by numerous 

genes that communicate with environmental risk factors to lead to IBS symptoms. Moreover, the hereditary variants 

responsible for IBS may be typically present in the general population, and each hereditary version might have a "weak" 

result, leading to IBS signs that may not be easy to find. As illustrated in (Figure 1) 
(28)

, the irregularity in the clinical 

presentation of IBS may, in part, be explained by a hidden hereditary and environmental heterogeneity. This paradigm, at 

present, is speculative, and additional studies are needed to successfully recognize the genes for IBS, if they certainly exist 
(28)

. 
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Figure1: IBS may be a complex genetic disease caused by multiple genes (represented by genes A–F) with one or multiple genetic 

variations (arrows) of modest effect responsible for IBS symptoms. The clinical heterogeneity of IBS may perhaps be explained by 

the underlying genetic heterogeneity. (28) 

 Diagnosis approaches of IBS: 

In the absence of a conclusive lab or radiological diagnostic test, IBS remains a scientific diagnosis. We suggest following 

examinations to dismiss other serious gastrointestinal disorders: serological screening for celiac disease, inflammatory 

markers (ESR, C-reactive protein, plasma viscosity or orosomucoid) likely to be raised in inflammatory bowel disease 

(IBD), liver function tests (low serum albumin in IBD) and full blood count (unusual anemia, blood loss in IBD). In 

establishing countries, it is particularly essential to send out a stool sample for microscopy and culture with specific request 

to try to find ova, cyst and parasites 
(29)

. 

The medical diagnosis of IBS is made after exclusion of natural causes of stomach pain and bowel modifications based upon 

history and examination particularly making sure that no red flag symptoms exist (Table 2) 
(29)

. These organic causes consist 

of lactose intolerance, celiac disease and IBD. Signs concordant with the Rome III requirements need to assist clinicians to 

make a favorable diagnosis of IBS and prevent unnecessary examinations 
(10)

. 

Table 2: Red flag symptoms (29) 

 

The medical diagnosis of a FGID such as FAP or IBS by definition precludes the ability to do an easy diagnostic test. Thus, 

the diagnosis must trust the history and physical examination with a degree of supporting tests. The definition of FAP, as 

laid out by the Pediatric Rome criteria, is continuous or episodic stomach pain that does not meet the criteria for any other 

FGID (e.g., gastroesophageal reflux, irregularity). Additionally, IBS is defined as abdominal pain or discomfort connected 

with a change in frequency or type of stool or eliminated with defecation. Both FAP and IBS need symptoms to be present 

at least when weekly for a minimum of 2 months before diagnosis and without proof of inflammatory, structural, metabolic, 

or neoplastic procedure to explain the signs 
(10)

. 

A. Night time pain or diarrhea 

B. Recurrent unexplained fever 

C. Recurrent or worsening rectal bleeding 

D. Joint pains 

E. History of weight loss and poor growth 

F. Family history of inflammatory bowel disease 

G. Persistence of severe vomiting or diarrhea 

H. Unexplained pallor 

I. Stools that may be difficult to flush away 

J. Delay in onset or progression of puberty 



International Journal of Healthcare Sciences    ISSN 2348-5728 (Online) 
Vol. 4, Issue 2, pp: (1193-1200), Month: October 2016 - March 2017, Available at: www.researchpublish.com 

 

  Page | 1197  
Research Publish Journals 

A recent review performed by the American Academy of Pediatrics (AAP) and the North American Society for Pediatric 

Gastroenterology, Hepatology, and Nutrition (NASPGHAN) resulted in a suggestion that in absence of "alarm signs or 

indications" in the history and health examination, the medical care physician can detect and address a practical condition. 

Alarm functions consist of presence of blood in the stool, involuntary weight-loss, deceleration of direct development, 

significant vomiting (drawn-out or bilious), persistent severe diarrhea, consistent pain far from the umbilicus, unexplained 

fever, family history of inflammatory bowel disease, or unusual physical examination finding (e.g., organomegaly, 

inflammation away from the umbilicus, costovertebral angle inflammation, perianal abnormalities). In the existence of these 

findings, it is generally indicated to pursue more diagnostic screening 
(12)

. The usefulness of these alarm signs seems self-

evident, their validity has not been evaluated. Undoubtedly, our study revealed that the location of the stomach pain does not 

distinguish between children with RAP and typical children without RAP who occasionally have stomach pain 
(30)

. 

Fishbein et al. 
(31)

 surveyed charts and found that a lot of medical care physician’s minimal diagnostic tests in patients who 

provide with normal findings of FAP. They did note, however, that physicians were more likely to order a stomach 

ultrasound despite their belief that it would not change the diagnosis. The assumed rationale was that primary care 

physicians were using unfavorable outcomes of a non-invasive ultrasound as a transition from a diagnostic conversation to 

reviewing treatment options for patients 
(31)

. Although a plain radiograph of the abdomen commonly is carried out in the 

assessment of FGID, Bongers et al. examined the readily available literature and concluded that it does not have a role in the 

evaluation of FAP 
(32)

. Even for the diagnosis of irregularity, the inter- and intraindividual variation among radiologists is 

undue for a radiograph to provide helpful information. 

 Treatment of IBS&RAP: 

Smooth muscle relaxants Therapy for stomach pain over the past 20 years has concentrated on using smooth muscle 

relaxants (typically called antispasmodics). Although there are ample theoretical grounds for recommending these 

medications, medical experience has been disappointing. Most studies that have looked at these medications have actually 

been poorly created, inadequately managed, and have not shown considerable advantages above placebo (33). Nevertheless, 

some patients improve with antispasmodic drugs, particularly those whose signs are caused by meals and those who suffer 

tenesmus. When utilized for meal-induced signs, anticholinergics must be recommended 30-- 60 minutes prior to meals so 

that peak serum levels of the drug accompany peak signs. 

A current meta-analysis of 22 studies involving 1778 patients and 12 various antispasmodic agents showed modest 

enhancements in global IBS symptoms and abdominal pain 
(34)

. All IBS subtypes were consisted of in the analysis. 

Regrettably, few of the agents examined are offered in the US. An US study discovered that dicyclomine hydro-chloride 

improved stomach pain, tenderness, international functioning, and bowel habits in patients with IBS. Nevertheless, up to 

68% of patients suffered side effects when offered the high dosage required to enhance stomach pain 
(35)

. 

Tricyclic antidepressants Tricyclic antidepressants (TCAs) have been utilized to deal with functional bowel conditions for 

over 3 years. Several TCAs (amitriptyline, nortriptyline, desipramine) have actually been studied in patients with IBS, 

although adverse effects (i.e. worsening constipation in patients with IBS and irregularity) can restrict their restorative 

capacity. Just 7 studies have actually been performed to date, and many of these were of restricted duration and consisted of 

only a little number of patients 
(36,37)

. 

Probiotics are live microbes that when administered in adequate amounts provide a helpful health effect on the host. 

Research studies in adults have actually suggested a benefit for some strains of probiotics in dealing with individuals with 

IBS 
(38)

. Gawronska et al. carried out a randomized double-blind placebo-controlled research study utilizing Lactobacillus 

GG in children with dyspepsia, FAP, or IBS. The outcomes suggested a moderate benefit in increasing the variety of 

children with no pain however there was no decrease in pain frequency or intensity and the confidence periods were big 
(39)

. 

These results normally fit with those of Bausserman and Michail who found no advantage with Lactobacilllus GG in 

children with IBS 
(40)

. Further studies with different pressures of probiotics will be needed to concern definite conclusions. 

Cognitive-behavioral treatment has actually worked in improving pain and disability result over the short term. When the 

education consists of the child and the parent and focuses on self-coping and care-giving techniques 
(12,41,42)

, this treatment is 

most efficient. Recent work by Weydert et al. has broadened these findings. After getting baseline pain journals and 

psychological testing (depression, stress and anxiety, somatization scales in children and parents), children with RAP were 

randomized to get either breathing workouts alone or guided imagery therapy with progressive muscle relaxation. Guided 

imagery is a form of self-regulation therapy where deep relaxation is caused using progressive muscle relaxation permitting 

the subject to be assisted in developing images that help with resolution of determined problems 
(43)

. 
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4. CONCLUSION 

IBS is not considered a medical diagnosis of exemption that can just be made after performing a battery of costly diagnostic 

tests. Rather, IBS needs to be confidently identified in the center at the time of the very first check out using the Rome III 

requirements and a mindful history and physical examination. Treatment choices for IBS have actually increased in number 

in the past years and clinicians should not be restricted to utilizing only fiber supplements and smooth muscle relaxants. 

Abdominal pain, bloating, irregularity and diarrhea are the 4 main signs that can be resolved using a mix of dietary 

interventions and medications. Treatment options consist of probiotics, antibiotics, tricyclic antidepressants, selective 

serotonin reuptake inhibitors and representatives that modulate chloride channels and serotonin. 
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