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We thank Ong and colleagues1 for their
comment on the indication for lower GI
endoscopy when functional bowel disease
such as IBS diarrhoea predominant (IBS-D)
is suspected.
In most patients with chronic diarrhoea,
some form of endoscopic investigation will
be necessary. However, it has been recommended that in young patients (less than
40 years) reporting ‘diarrhoea’ but who
have other typical symptoms of a functional
bowel disorder and negative initial investigations including faecal calprotectin, a
positive diagnosis of IBS-D may be made in
the primary care setting without recourse to
further investigations.2
We are concerned that many patients with
severe, persistent or atypical symptoms fail
to have other specific treatable diagnoses
made. Hence, the guidelines subsequently
clarify this further within section 4.2, to
state ‘patients under 40 years without typical
symptoms of functional bowel disorder
and/or severe symptoms and documented
diarrhoea (as previously defined) should
have further evaluation’.3 By this, we mean
referral to specialist secondary care, which,
usually will include lower GI endoscopic
evaluation.
One of the reasons for this recommendation is that up to 10% of patients meeting the
criteria for IBS-D actually have microscopic
colitis (MC)4 and 25% of MC occurs under
the age of 45.5 This risk increases if patients
have other concurrent autoimmune conditions. Flexible sigmoidoscopy will detect
the majority of patients with microscopic
pathology.6 Moreover, it should be noted
that faecal calprotectin is often in the normal
range in MC.7 8 A clinical scoring system can
also be applied to predict risk of MC and
guide indications for lower GI endoscopy.9
A further reason for secondary referral is
to detect bile acid diarrhoea, which, occurs
in over 25% of patients and is frequently
missed.10
Clearly, clinical judgement needs to be
applied in this large and varied group of
patients, and this is especially true to identify those with severe, persisting or atypical
symptoms who may need some additional
investigation in order to identify treatable
conditions. Naturally, this will require some
reassessment of resources.
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