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Are Symptom-Based Diagnostic Criteria
for Irritable Bowel Syndrome Useful in

Clinical Practice?
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Symptoms consistent with irritable bowel syndrome
(IBS) are reported by 10-20% of the Western population,
but only a subgroup of people with IBS request medical
attention and the majority of them are managed in prima-
ry care [1]. Considering that there is no biological marker
for IBS, symptom-based diagnostic criteria have been
developed in order to achieve a positive diagnosis of IBS
and to ensure the homogeneity of patient populations in
clinical research settings [1]. Kruis et al. [2] used a combi-
nation of clinical criteria and simple laboratory tests to
develop a scoring system that differentiated IBS from
organic disease in tertiary care patients. However, the
scoring system and the addition of laboratory tests pre-
cluded a wide application, and pure symptom-based crite-
ria were developed based on expert opinion and the Kruis
scoring system. The criteria of Manning et al. [3] define
IBS according to the presence of pain associated with
altered bowel habit or defecation; the Rome I criteria add-
ed that these symptoms have to be continuous or recur-
rent for at least 3 months [4], and the Rome II revision
added that symptoms have to have been present in the last
year [5].

The sensitivity and specificity of these criteria in diag-
nosing IBS have been evaluated in a study on tertiary care
patients [6]. This study has demonstrated a good sen-
sitivity of the Manning criteria and a good specificity of

the Rome I criteria. More recent articles have observed
that the Rome II criteria are less sensitive compared to the
Manning and Rome I criteria [7-9], but only a few studies
have addressed the utility and applicability of these crite-
ria in clinical practice [10, 11].

In this issue of Digestion, by selecting 68 general practi-
tioners (GPs), 48 hospital gastroenterologists and 100 pa-
tients attending an outpatient clinic with a diagnosis of
IBS made by experienced gastroenterologist, Lea et al.
[12] have investigated the clinical utility of the Manning,
Rome I and Rome II criteria. They report that only 20%
of GPs know and 4% use these criteria, whereas 96% of
consultants know and 70% use these criteria. The use of
the Manning and Rome I criteria exclude from IBS diag-
nosis only 6 and 12%, respectively, of patients diagnosed
in clinical practice. The Rome II criteria exclude 25 and
16%, respectively, of the patients with IBS according to
the Manning and Rome I criteria.

These results confirm the findings of previous studies
that addressed the diagnosis of IBS in clinical practice
[10, 11]. Gladman and Gorard [10] selected 137 GPs and
167 consultants and reported that 21 and 12% of GPs and
81 and 83% of consultants had heard of the Manning and
Rome criteria, respectively, but only 11 and 3% of GPs
and 40 and 60% of consultants had used these criteria.
Thompson et al. [11] enrolled 36 GPs and reported that
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82% of the patients diagnosed as having IBS by GPs
also met the Manning and Rome I criteria. Moreover the
present study extends recent primary care data from
epidemiological surveys [7-9] observing that the new
Rome II criteria exclude about 20-60% of patients with
IBS diagnosed according to the Manning and Rome I cri-
teria.

These data show that symptom-based diagnostic crite-
ria are not well known and rarely used in primary care,
but doctors correctly attributed IBS diagnosis to patients
who have IBS according to the Manning and Rome I crite-
ria. On the contrary, the Rome II criteria appear to be too
restrictive as they exclude a great proportion of clinically
diagnosed patients. As suggested by Lea et al. [12], in the
absence of a specific diagnosis these patients could be des-
ignated to undergo a number of additional diagnostic tests
and treatments that are probably not useful and might
increase the costs for the health care system. The reason of
the lack of concordance between clinical and Rome II-
based diagnosis seems to reside in the too stringent crite-
ria of duration and the characteristics of pain-related
symptoms [9, 12]. A recent article suggests that the
Rome II criteria are mainly useful to identify patients
with active IBS in clinical research settings [7]. However,
as data from research have to be applied to everyday clini-
cal patients, diagnoses in research and reality must be
comparable. Thus previous and present studies suggest
the necessity of revising the symptom-based criteria for
diagnosing IBS in a clinical setting.

As the majority of IBS patients are primarily treated by
GPs, these criteria should be adapted to the normal use of
GPs in their practice instead of proposing the adaptation
of GPs and consultants to the use of symptom-based diag-
nostic criteria. Some articles have demonstrated that in
the process of IBS diagnosis GPs consider useful the pres-
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ence of a long history of disturbances, of unexplained and
multiple symptoms, the absence of symptoms during the
night, the age of patients, and the presence of a relation
between psychological distress and symptoms [11, 14,
15]. In other words, the GPs consider the absence of alarm
features and the presence of signs referable to multiple
organs as useful diagnostically. It should be noted that
recent studies have demonstrated that the addition of
these clinical aspects (the absence of alarm symptoms)
increases the positive predictive value of the Manning or
Rome I [6] as well as the Rome II criteria [16] in tertiary
care centers.

In this process it is also necessary to define the charac-
teristics of patients in different care settings. Some au-
thors have indeed suggested that patients in primary care
are different from those in tertiary care [11, 13, 17]. In
these studies the former have a lower number and severity
of symptoms, have no history of treatment failure, attri-
bute their symptoms to stress, and have less non-gastroin-
testinal complaints compared to the latter. A better un-
derstanding of the symptom characteristics of IBS pa-
tients in different contexts would help to develop criteria
applicable to every context.

In conclusion, the results of the present study stress the
necessity to revise symptom-based diagnostic criteria for
IBS to allow a diagnosis of IBS in every clinical setting as
well as to ascertain the homogeneity of the study popula-
tions for clinical research. Such a revision should enable a
better extension of clinical research to primary care and
may also help to converge the approach of physicians at
different levels of care to IBS patients. It has been shown
that patients in primary care expect diagnostic confidence
and reassurance from their GPs [18, 19], and these as-
pects should benefit from reliable, well-known and easy-
to-use diagnostic criteria.
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