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Irritable Bowel Syndrome in Women 
Having Diagnostic Laparoscopy or 

Hysterectomy 
Relation to Gynecologic Features and Outcome 

GEORGE F. LONGSTRETH, MD, DAVID B. PRESKILL, MD, and LEE YOUKELES,  MS 

We identified irritable bowel syndrome (IBS) in 47.7% of  86 women having diagnostic 
laparoscopy for chronic pelvic pain, 39.5% of  172 women having elective hysterectomy, 
and 32.0% of  172 controls age-matched for the hysterectomy group (P = NS). Constipa- 
tion and pain subtype IBS were more common in hysterectomy patients than controls (P 
< 0.05). In laparoscopy patients, dyspareunia was more common in those with IBS than 
in those without it (P < 0.05). In the hysterectomy group, more IBS patients had chronic 
peh, ic pain (P < 0.005), and abnormal menses (P < 0.01). Chronic pelvic pain was more 
frequently the only prehysterectomy diagnosis in IBS patients (P < 0.05), and IBS was 
present more often when pain was a reason for hysterectomy (P < 0.01). One year after 
laparoscopy, IBS patients gave lower overall status ratings (P < 0.01) and lower pain 
improvement ratings (P < 0.05) than non-IBS patients. In women who had a hysterectomy 
for pain, there was less pain improvement one year later in those with the pain subtype o f  
IBS than in non-IBS patients (P < 0.05). IBS is associated with gynecologic symptoms and 
affects the symptomatic outcome of  diagnostic laparoscopy and hysterectomy. 
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Irritable bowel syndrome (IBS) is a very common 
functional bowel disorder characterized by abdom- 
inal pain and bowel dysfunction. Patients who seek 
help for IBS are more likely to be women than men 
in a ratio usually found to be at least 2:1 (1-3). IBS 
is common in British gynecology patients with 
abdominal pain (4). Various genitourinary symp- 
toms are strongly associated with it (5). However, 
most current gynecology textbooks do not mention 
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IBS (6-8) or only discuss it briefly (9). A recent 
study found that gynecologists often fail to recog- 
nize it (4). 

Pelvic laparoscopy is often performed because of 
chronic pelvic pain. Often no abnormality is found 
or the woman's symptoms are not attributed to the 
laparoscopic findings. In some women, hysterec- 
tomy is done for pelvic pain but does not relieve it. 
When such patients are referred to gastroenterolo- 
gists, IBS is often diagnosed. Information is lacking 
on the frequency of IBS in women having diagnos- 
tic laparoscopy or hysterectomy and its relation to 
gynecologic symptoms, pelvic pathology and post- 
operative outcome. 

Therefore, we identified patients with IBS and 
compared them to patients without IBS (regarding 
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clinical features,  pathology,  and overall  status and 
pain one year  later) in individuals having laparos- 
copy or elective hys te rec tomy.  We also determined 
the prevalence  of  IBS in a control group. 

MATERIALS AND METHODS 

The patients and physicians were in a large prepaid 
health maintenance organization. Ninety consecutive 
women having diagnostic pelvic laparoscopy for chronic 
pain and 175 consecutive women having routine hyster- 
ectomy were asked to participate, excluding one who 
could not read English and those with a history of 
inflammatory bowel disease (one), bowel resection (one) 
or peptic ulcer surgery (none). Three hysterectomy and 
four laparoscopy patients refused to participate. There- 
fore, this study involves 172 hysterectomy and 86 lapa- 
roscopy patients. We asked them to complete a question- 
naire that elicited demographic and bowel function data 
and gynecologic symptoms. All patients identified as 
having IBS had alternating bowel function more than 25% 
of the time in addition to symptoms that allowed them to 
be subtyped as having constipation (-<2 bowel move- 
ments per week or straining at stool for >25% of the 
time), diarrhea (>21 bowel movements per week or 
loose/watery stools >25% of the time) or abdominal pain 
(10, 1 l). Classification in the pain subtype required more 
than six episodes in the previous year of nonmenstrual 
abdominal pain and three or more of the following: (1) 
abdominal pain relieved by bowel movement, (2) loose 
stools associated with the pain, (3) more frequent stools 
associated with the pain, (4) abdominal distension, (5) 
mucus in the stool, and (6) a sense of incomplete evacu- 
ation. 

One year after the procedures, these hysterectomy and 
laparoscopy patients were mailed a follow-up question- 
naire containing the same bowel function questions that 
had been previously asked. They rated their overall status 
and pain compared to before the procedure on the follow- 
ing scale: much worse (1), a little worse (2), unchanged 
(3), a little better (4), or much better (5). From a review of 
the hysterectomy patients' records after surgery, a gyne- 
cologist recorded the preoperative diagnoses and surgical 
pathology. Records of the laparoscopy patients were 
reviewed for the laparoscopic findings, a history of de- 
pression (as determined by referral for counseling or use 
of antidepressant drugs), chronic headache or chronic 
back pain (multiple visits or specialist referral) and 
whether hysterectomy had been performed during one 
year after laparoscopy. Eight hysterectomy patients 
failed to complete the one-year questionnaire. Thus, 164 
posthysterectomy women were included in the follow-up 
analysis. Due to inability to obtain the records and/or 
failure to receive the follow-up questionnaires for 10 
patients, complete data were obtained for 76 postlaparos- 
copy patients. 

An age-matched control group for the hysterectomy 
patients was obtained by eliciting bowel function data 
from women undergoing a routine health appraisal exam- 
ination. A history of inflammatory bowel disease, bowel 
resection, or peptic ulcer excluded them. All included 
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TABLE 1. IRRITABLE BOWEL SYNDROME SUBTYPES* 

Laparoscopy Hysterectomy Control 
patients patients patients 
(N  = 86) ( N  = 172) (N  = 172) 

Constipation, N(%) 30 (34.9) 51 (30.0)t 33 (19.2) 
Diarrhea, N(%) 15 (17.4) 19 (11.2) 24 (14.0) 
Pain, N(%) 11 (12.8) 12 (7.0)t 4 (2.3) 

*Categories are not exclusive. 
tP < 0.05, hysterectomy patients vs control subjects. 

women were obtaining an examination only as a routine 
health screening procedure. We divided the 172 hyster- 
ectomy patients into five-year age brackets and collected 
questionnaires until all age categories were matched with 
an equal number of controls. 

Categorical data were compared by chi-square analysis 
and means of continuous variables by the two-tailed 
Student's t test or the Mann-Whitney ranks test where 
appropriate (overall and pain improvement scores). Sig- 
nificance testing for categorical data was done with 
Fisher's exact test when the minimum expected value for 
a single cell was less than five. P values <0.05 were 
regarded as statistically significant. 

RESULTS 

Laparoscopy Patients. The age of the 86 laparos- 
copy patients was 33.1 -+ 1.1 years  (mean -+ SEM). 
IBS was diagnosed in 41 of the 86 women  (47.7%). 
Table 1 shows the distribution of IBS subtypes.  

Table 2 indicates that clinical features were sim- 
ilar in IBS and non-IBS groups except  for an 
increased prevalence of dyspareunia  in women with 
IBS. There were no differences in laparoscopic 
diagnoses between groups.  

Figure 1 shows that one year  after laparoscopy,  
IBS patients gave only slightly less lower overall  
status and pain improvement  ratings than non-IBS 
patients. After  excluding the 13 women who had 
undergone hys te rec tomy,  IBS patients still gave 
lower overall status ratings but the difference in 
pain status was no longer statistically significant. 

At the one-year  follow-up, 26 (70.3%) of  the 37 
women initially defined as having IBS still had IBS. 
Of  the 39 women initially in the non-IBS group, 23 
still did not have IBS (59.0%). The proport ions of  
patients with IBS originally and one year  later were 
similar: 37 (48.7%) vs 42 (55.3%). 

Hysterectomy Patients. The age of the 172 hyster- 
ec tomy patients (43.0 -+ 0.7 years,  mean - SEM) 
was similar to that of  the 172 controls (43.3 -+ 0.7 
years).  Similar percentages  of  hys te rec tomy pa- 
tients, 39.5% (68), and controls,  32.0% (55), were 
diagnosed as IBS. Table 1 indicates that the consti- 
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TABLE 2. CLINICAL FEATURES AND LAPAROSCOPIC FINDINGS* 

1BS Non- IBS  Statistical 
(N = 37) (N = 39) significance 

Ages (years, mean - SEM) 32.3 ----- 1.1 33.9 --+ 1.5 NS 
Symptoms 

Pain duration (years; mean -+ SEM) 3.3 + 0.7 3.2 _+ 0.7 NS 
Abnormal menstrual bleeding 

more than twice, N (%) 22 (59.5) 19 (48.7) NS 
Dysmenorrhea, N (%) 28 (75.7) 26 (66.7) NS 
Pelvic pain while standing, N (%) 18 (48.6) 18 (46.2) NS 
Dyspareunia, N (%) 29 (78.4) 21 (53.8) <0.05 
Depression, N (%) 10 (27.0) 11 (28.2) NS 
Chronic headache, N (%) 14 (37.8) 9 (23.1) NS 
Chronic backache, N (%) 5 (13.5) 5 (12.8) NS 

Laparoscopic findings 
Normal 12 (32.4) 15 (38.5) NS 
Adhesions 11 (29.7) 16 (41.0) NS 
Endometriosis 9 (24.3) 6 (15.4) NS 
Functional ovarian cyst 5 (13.5) 7 (17.9) NS 
Uterine fibroid 3 (8.1) 1 (2.6) NS 
Chronic pelvic inflammatory disease 1 (2.7) 2 (5.1) NS 
Neoplastic ovarian cyst 1 (2.7) 0 (0) NS 
Other 3 (8.1) 2 (5.1) NS 

*IBS = irritable bowel syndrome; non-IBS = non-irritable bowel syndrome; NS = nonsignificant. 

pation and pain subtypes of IBS were more com- 
mon in hysterectomy patients than in the controls. 

Table 3 indicates that long-lasting or recurrent 
pelvic pain and abnormal menstrual bleeding were 
more common in hysterectomy patients with IBS 
than in those without it. Preoperative diagnoses 
were similar in both groups. Multiple diagnoses 
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Fig 1. Self-ratings for overall status and pain at one year by all 
laparoscopy patients (a) and by those who had not undergone 
hysterectomy (b). Hatched bars depict IBS patients (N = 37 in 
(a) and N = 33 in (b). Open bars depict non-IBS patients (N = 39 
in (a) and N = 30 in (b). *P < 0.05; **P < 0.01. 

were common. Although chronic pelvic pain was 
diagnosed in a similar proportion of each group, it 
was more often the only diagnosis in IBS patients 
than non-IBS patients (10.3% vs 2.9%, P < 0.05). 
Furthermore, the proportion of patients with IBS 
was significantly greater in those who stated pre- 
operatively that they were undergoing hysterec- 
tomy for pain, 41 (60.3%), than in those who stated 
pain was not a reason for surgery, 38 (36.5%), P < 
0.01. Surgical pathology results were similar in the 
two groups except for less frequent reporting of 
uterine fibroids in IBS patients. Since the percent- 
ages of patients diagnosed preoperatively with fi- 
broids were similar in the two groups and there was 
similar agreement between preoperative diagnoses 
and pathologic findings in both groups, the decrease 
in fibroids found in the IBS group was of doubtful 
significance. 

Figure 2 shows data obtained one year after 
hysterectomy from patients who indicated preoper- 
atively that pain was a reason for surgery. IBS 
patients and non-IBS patients gave very high and 
similar ratings, but in IBS patients there was a trend 
toward a lower pain improvement rating that did not 
reach statistical significance (P = 0.06). When only 
IBS patients with the pain subtype were compared 
with non-IBS patients, a small but statistically sig- 
nificant lower pain rating was found. 

At the one-year follow-up, bowel function data 
were incomplete on one IBS patient, leaving 63 IBS 
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TABLE 3. CLINICAL FEATURES AND PATHOLOGIC FINDINGS* 

IBS Non-IBS Statistical 
(N = 68) (N = 104) significance 

41.4 -+ 1.2 44.0 +- 0.9 NS Age (years; mean -+ SEM) 
Gynecologic history 

Long-lasting or recurrent pelvic pain, N (%) 
Abnormal menstrual bleeding more than twice 

Preoperative diagnosis 
Uterine fibroids, N (%) 
Dysfunctional bleeding, N (%) 
Chronic pelvic pain, N (%) 

Dysmenorrhea, N (%) 
Dyspareunia, N (%) 
Pain while standing, N (%) 

Malignancy/Premalignancy, N (%) 
Endometriosis, N (%) 
Pelvic relaxation, N (%) 
Benign ovarian disease, N (%) 
Pelvic inflammatory disease, N (%) 
Other, N (%) 

Surgical pathology 
Uterine fibroids 
Adhesions, N (%) 
Endometriosis, N (%) 
Uterine adenomyosis, N (%) 
Malignancy/Premalignancy, N (%) 
Benign ovarian disease, N (%) 
Pelvic inflammatory disease, N (%) 
Normal, N (%) 

48 (70.6) 50 (48.5) <0.005 
53 (79.1) 59 (59.0) <0.01 

29 (42.6) 57 (54.8) NS 
26 (38.2) 43 (41.3) NS 
20 (29.4) 20 (19.2) NS 
19 (27.9) 19 (18.3) NS 
10 (6.8) 9 (8.7) NS 
15 (22.1) 12 (11.5) NS 
9 (13.2) 13 (12.5) NS 
8 (11.8) 6 (5.8) NS 
7 (10.3) 4 (3.8) NS 
3 (4.4) 6 (5.8) NS 
1 (1.5) 0 (0) NS 
3 (4.4) 4 (3.8) NS 

39 (57.4) 78 (75.0) <0.05 
26 (38.2) 33 (31.7) NS 
15 (22.1) 23 (22.1) NS 
16 (23.5) 20 (19.2) NS 
7 (10.3) 8 (7.7) NS 
6 (8.8) 9 (8.7) NS 
5 (7.4) 6 (5.8) NS 
7 (10.3) 4 (3.8) NS 

*IBS = irritable bowel syndrome; non-IBS = non-irritable bowel 

patients to compare with 100 non-IBS patients. In 
the 63 women initially defined as having IBS, 35 
(55.6%) still had IBS. In the 100 women initially in 
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Fig 2. Self-ratings for overall status and pain at one year by 
patients who underwent hysterectomy for pain. Hatched bars 
depict all IBS patients in (a) where N = 37 and IBS patients with 
the pain subtype in (b) where N = 10. Open bars depict non-IBS 
patients (N = 34). *P < 0.05. 

syndrome; NS = nonsignificant. 

the non-IBS group, 80 (80.0%) still did not have 
IBS. The proportions of patients with IBS originally 
and one year later were similar 63 (38.6%) vs 55 
(33.7%). 

DISCUSSION 

Certain symptoms are so typical of IBS that the 
history alone usually distinguishes it from organic 
disease (12, 13). The characteristic symptoms of 
abdominal pain, disturbed defecation, and bloated- 
ness were the basis of the self-administered ques- 
tionnaire used to identify IBS (10, 11). We found 
IBS in a large proportion of women undergoing 
diagnostic laparoscopy for chronic pelvic pain or 
elective hysterectomy. Although control subjects 
did not differ significantly from the hysterectomy 
patients in the proportion with IBS of all types, the 
constipation and pain subtypes were more common 
in the patients. Using the same symptom criteria, 
Drossman and coworkers found IBS in lower per- 
centages of people, 17% (10) and 15% (11), who 
were not seeking health care; however, his subjects 
were younger than those in our study groups. Data 
on the prevalence of IBS at various ages are lack- 
ing. The ages of Drossman's subjects were clus- 
tered in the lower part of the range (20-50 years of 
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age) at which most patients consult physicians 
(1-3), whereas the mean ages of those in our study 
groups were about 10 and 20 years older. His 
subjects also were of both sexes. Since females 
usually predominate both in people with IBS who 
do not seek medical help (10) and in those who 
consult physicians for it (1-3), a higher prevalence 
in our all-female groups would be expected. 

Although many women with IBS in both the 
hysterectomy and laparoscopy groups did not have 
it one year later, many of the initial non-IBS sub- 
jects later manifested the disorder. Therefore, nei- 
ther procedure affected the proportion of women 
with IBS. In view of the intermittent nature of IBS 
(14), change over time is expected. 

Why is IBS so common in these patients? The 
most important factors are probably chronic illness 
behavior, the association of noncolonic symptoms 
with IBS, and the similarity of pain of bowel and 
gynecologic origin. Patients with IBS are physically 
healthy but manifest chronic illness behavior (1, 5, 
15). They are more likely than the general popula- 
tion to have multiple somatic complaints, to con- 
sider minor illnesses to be more serious, and to visit 
a physician for them. They are more often hospital- 
ized for acute illnesses and have more abdominal 
surgery than people without IBS (1, 15). We exam- 
ined only a few types of noncolonic pain that could 
be part of chronic illness behavior. No difference 
was found between laparoscopy groups regarding 
dysmenorrhea, pelvic pain while standing, head- 
ache, or backache; however, dyspareunia was more 
common in the IBS patients. 

An important observation in our study was the 
association of gynecologic symptoms with IBS. 
Various noncolonic symptoms have been associ- 
ated with IBS (5). Abnormal menstrual bleeding 
was more common in hysterectomy patients with 
IBS, an association previously unreported, and 
possibly a manifestation of chronic illness behavior. 
The prevalence of dyspareunia in laparoscopy pa- 
tients with IBS was nearly twice the reported rate 
(5). However, its statistical significance at only the 
5% level could reflect a type 1 error due to the large 
number of univariates evaluated. 

The pain of IBS is most often in the lower 
abdomen or pelvis (1-3). In hysterectomy patients, 
chronic pelvic pain was frequently associated with 
IBS and was more often the only preoperative 
diagnosis when IBS was present. Also, IBS was 
associated with the patients' impression that pain 
was a reason for hysterectomy. Pelvic pain typical 

of gynecologic origin was not more common in 
patients without IBS than in those with IBS. Dys- 
pareunia was more frequent in laparoscopy patients 
with IBS. These findings emphasize the difficulty in 
distinguishing pain of gynecologic and bowel origin. 

IBS had an effect on patients' self-assessment of 
outcome after both procedures. At one year, pa- 
tients with IBS in the laparoscopy group reported 
less improvement in their pain and overall status. 
The lower pain improvement ratings appeared to be 
influenced by hysterectomy during the first year 
after laparoscopy. We did not assess whether ex- 
pected postoperative pain contributed to this 
finding. The self-assessment ratings for pain and 
overall status at one year in the hysterectomy group 
were very high in women with or without IBS. Only 
when those with pain subtype IBS were compared 
with those without IBS was a small decrease in pain 
improvement found. Differences in gynecologic pa- 
thology that could explain the data are not evident. 
As noted in other studies of diagnostic laparoscopy, 
findings were often normal or consisted only of 
adhesions (16-19), which have a controversial role 
in the genesis of chronic pelvic pain (20). In con- 
trast, Prior and Whorwell found much less pelvic 
pathology in gynecology patients with IBS than in 
those without it. Their IBS patients also had less 
pain relief at one-year follow up (4), but only a few 
of them underwent hysterectomy, and the number 
who had laparoscopy was not reported. We suspect 
IBS-associated illness behavior contributed to our 
patients' outcome differences in overall status and 
pain ratings. 

The association of gynecologic symptoms with 
IBS and the similarity of pain of bowel and gyne- 
cologic origin can make the problem of determining 
the cause of women's symptoms more difficult. 
Even in cases with proven pelvic pathology, IBS 
can influence the symptoms and postoperative out- 
come. Preoccupation with illness, part of the 
chronic illness behavior typical of IBS, may be a 
major factor. Gastroenterologists and gynecologists 
should collaborate in the care of women with pelvic 
pain and bowel dysfunction. 
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