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INTRODUCTION

qrritable bowel syndrome (IBS) is a functional
gastrointestinal (GI) disease that significantly affects
patient quality of life, interfere with daily activities, physical
intimacy, traveling, and self-esteem (Ballou et al., 2019; Shah
etal., 2021).

Because of its clinical heterogeneity and the unclear
etiology of IBS, robust biomarkers and therapeutic targets for
IBS are difficult to identify (Gu et al., 2019).

IBS is characterized by abdominal pain or discomfort,
classically linked to changes in bowel habits. A high percentage
(10%—-15%) of the general population suffer from IBS. IBS

affects more females than males (Mili¢ and Stimac, 2012).

IBS development is a key factor for GI specialist referral.
Pain severity and associated psychological distress (in some
cases) are key determinants for patients seeking increased
medical healthcare. An IBS diagnosis is still primarily based on
specific GI symptom stool characteristics and the exclusion of
organic Gl diseases (Lovell and Ford, 2012).

Based on stool characteristics, four IBS variants have
been identified: diarrhoea (IBS-D), constipation (IBS-C),
mixed (IBS-M), and undefined (IBS-U). IBS pathophysiology
appears to involve (to varying degrees) low-grade

inflammation, abnormal motility, modifications in intestinal

1
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barriers, alterations in gut-brain communications, psychosocial
factors, increased GI fermentation and food intolerance (Chey
etal., 2015; Akiho al., 2010).

From an etiological perspective, evidence suggests the
existence of an inflammatory component, at least in well-
defined IBS cases (Russoet al., 2013). With higher
concentrations of inflammatory cytokines in affected patients,
e.g., interleukins (IL)-6 and IL-8, resistin and adiponectin in
IBS-D patients when compared with healthy individuals (Lee et
al., 2019).

On the other hand, Non-alcoholic fatty liver disease
(NAFLD) has become a common disease worldwide, affecting
25% of the adult population (Drescher et al., 2019; Leoni et
al., 2018).

It is a broad term used to cover a spectrum of conditions
which are characterized by evidence of fat accumulation in the
hepatocytes with or without liver inflammation (NAFLD spans
a continuum of fatty liver diseases from simple hepatosteatosis
(HS) also termed nonalcoholic fatty liver (NAFL) to
nonalcoholic steatohepatitis (SH) also termed NASH) (Anstee
etal., 2019).

It has a close relation with obesity and increased body
mass index (BMI), Insulin resistance (increased prevalence in

diabetic patients) detected by noninvasive laboratory tests
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(biomarkers) imaging or histology (macro-vesicular steatosis)
in absence of secondary causes of hepatic steatosis such as
significant alcohol consumption, chronic use of medications

that can cause hepatic steatosis or hereditary disorders.

Non-alcoholic fatty liver disease is most often diagnosed
incidentally on imaging or when it presents with complications.
NAFLD is considered to be the liver manifestation of metabolic
syndrome. 50 to 70% of people with diabetes are found to have
NAFLD (Bai et al., 2017).

NAFLD has several phases of progression, which include
simple steatosis, steatohepatitis, fibrosis, cirrhosis, and ultimately
could even progress to hepatocellular carcinoma. The disease has
a benign course; it is a silent liver disease when the only
histological finding is steatosis. The presence of hepatic injury
with inflammation with or without fibrosis constitutes non-
alcoholic steatohepatitis (NASH) (Sadik et al., 2010).

There are no efficient studies that highlight the link
between NAFLD and IBS, Obesity and fat accumulation are
hypothetically implicated in IBS genesis or development

Moreover, an initial correlation between IBS and NAFLD.

Inflammation and immune system activation may be the
mechanisms linking two apparently different diseases, and the

purpose of our review is to collect key evidence supporting
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their  relationship and  therefore to  explain  the
pathophysiological link between the intestine and the liver.

In this study we aim to detect if there is a prevalent
relation between those two diseases and the assessment of

NAFLD prevalence and severity in IBS patients.




