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GSRS—A Clinical Rating Scale for
Gastrointestinal Symptoms in Patients with
Irritable Bowel Syndrome and Peptic Ulcer

Disease

JAN SVEDLUND, MD, INGEMAR SJODIN, MD and GERHARD DOTEVALL, MD

An interview-based rating scale consisting of 15 items for assessment of gastrointestinal
symptoms in irritable bowel syndrome and peptic ulcer disease has been developed. The
interrater reliability was estimated by means of independent and simiultaneous duplicate
ratings by two raters in 20 cases and ranged from 0.86 to 1.00. The scale was easy to apply
and proved to be useful in comparing the effectiveness of different modes of treatment in

two clinical trials.
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Patients with irritable bowel syndrome (IBS) and
peptic ulcer disease (PUD) usually present with a
wide range of gastrointestinal symptoms (1, 2).
However, in evaluation of new modes of treatment,
the clinical researcher has tended to rely on patho-
physiological measures, leaving the patients’ sub-
jective discomfort out of focus (3, 4). Interest in
PUD in clinical practice and research is still mainly
focused on the anatomical lesion of the mucosa,
although the correlation between the symptoms and
signs is far from perfect because some ulcers are
painless and dyspeptic symptoms are often present
between the ulcerative phases of PUD. In IBS such
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pathophysiologic measures as abnormal colonic
myoelectrical activity (5-7) seem to be trait-, rather
than state-dependent and have as yet no signifi-
cance as criteria of outcome. Also, many patients
with nonulcer dyspepsia (NUD) lack reliable phys-
iological signs of pathology. Thus, pathophysiologic
measures alone are not sufficient for a comprehen-
sive evaluation of treatment effects in PUD; the
subjective discomfort of the patients adds another
important aspect. In IBS and NUD the evaluation
of new treatment methods has to be based entirely
on assessment of symptoms. Furthermore, record-
ings of symptoms are obviously relevant from the
perspective of the patients since they are directly
related to the distress which brought the patients to
treatment.

The global rating of the severity of symptoms
based on the clinical interview seems to have been
the predominant assessment method. However, its
reliability is often unsatisfactory since the scales
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commonly used lack well-defined scale steps. Self-
report inventories limit the perspective of change
but give useful complementary information as an
adjunct to the clinical interview (8). Methods for
recording pain (9), obviously being a cardinal symp-
tom in IBS, PUD, and NUD, have received more
attention than measurement of other symptoms
which are less frequently recorded.

The value of interview-based rating scales for
assessing patients and nonpatient individuals has
been demonstrated in the case of psychiatric symp-
toms (10~13), but there is a need for rating scales
designed to evaluate a wide range of gastrointestinal
symptoms. We therefore decided to construct a
new scale to fill this need. The purpose of this paper
is to describe the scale and its practical use and to
assess reliability.

MATERIALS AND METHODS

The scale c.nstruction was part of two clinical trials
comparing the effect of individual short-term psychother-
apy in combination with medical treatment only in 101
outpatients with IBS and 103 with PUD. A description of
the selection of the patient groups and the general design
of the study are given elsewhere (14, 15).

Development of the GSRS. The Gastrointestinal Symp-
tom Rating Scale (GSRS) was constructed in analogy with
the Comprehensive Psychopathological Rating Scale
(CPRS) (16) which is a rating scale for measuring changes
in psychopathology. On the basis of clinical experience
and reports in the literature on the gastrointestinal symp-
toms of patients with IBS and PUD, a selection of items
was made. All items were rated in seven steps, of which
0, 1, 2, and 3 were defined by descriptive anchors,
specified for each item, and regarding intensity, fre-
quency, duration, and impact on daily living. Zero indi-
cates absence and 3 an extreme degree of the symptom.
Half-steps were used to increase the sensitivity of the
scales. Some modifications had to be made after a pilot
study.

All patients were interviewed and rated by a psychia-
trist. The ratings were based on the patients’ reports
covering the month before the assessment occasion. The
duration of the interview concerning the patients’ somatic
symptoms varied, but usually less than 20 min were
needed.

Interrater Reliability. The interrater reliability of the
ratings was estimated by means of independent and
simultaneous duplicate ratings by two psychiatrists in 20
cases. On alternating occasions the two raters conducted
the interview. The corater could put supplementary ques-
tions. Patients were selected for double ratings during the
entire period of investigation to avoid observer drift.

Weighted kappa (k,,) were estimates of interrater reli-
ability. The weights were assigned one-category disagree-
ment for each half-step of the scales (17).
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RESULTS

The GSRS is presented in the Appendix. It con-
sists of 15 items. The scale can be used either as a
whole or as a pool of items from which appropriate
items can be selected to give subscales for different
syndromes. Based on clinical experience, the syn-
dromes in Table 1 were formed.

The interrater reliability is given in Table 1. It
ranged from 0.86 to 1.00 for the separate items and
from 0.92 to 0.94 for the syndromes, implying a
very satisfactory agreement between raters.

_ Agreement between raters was facilitated by the
corater’s possibility to put supplementary ques-
tions. When the rater was in doubt about whether
the patient’s reply related more closely to one
anchoring definition or another, the rater para-
phrased that pair of definitions and presented them
to the patient as a forced choice which further
reduced ambiguity. For items which required more
judgement by the rater, the interrater reliability was
usually lower, whereas for items with a minimum of
judgement on part of the rater, for example fre-
quency of passage of stools, the agreement between
raters was perfect.

TABLE 1. INTERRATER RELIABILITY FOR SYNDROMES AND
SEPARATE ITEMS (WEIGHTED KAPpPA (K,) USED TO MEASURE
INTEROBSERVER AGREEMENT)

Variable K,
Abdominal pain syndrome
Epigastric pain 1.00
Colicky pain 0.94
Dull pain 0.93
Undefined pain 1.00
Syndrome score (range, 0~12) 0.93
Dyspeptic syndrome
Epigastric pain 1.00
Heart burn 1.00
Acid regurgitation 0.96
Sucking sensations in the epigastrium 0.88
Nausea and vomiting 0.97
Syndrome score (range, 0-15) 0.94
Indigestion syndrome
Borborygmus 0.94
Abdominal distension 0.95
Eructation 0.94
Increased flatus 1.00
Syndrome score (range, 0-12) 0.93
Bowel dysfunction syndrome
Decreased passage of stools 1.00
Increased passage of stools 1.00
Loose stools 0.92
Hard stools 0.88
Urgent need for defecation 0.94
Feeling of incomplete evacuation 0.86
Syndrome score (range, 0-18) 0.92
Gastrointestinal symptoms total score (range, 0-54) 0.93
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DISCUSSION

Much previous work has been done to evaluate
symptoms in patients (18-20) and nonpatient indi-
viduals (21-24) with IBS and PUD for diagnostic
and epidemiologic reasons. However, the methods
for registration of the symptoms explored in these
studies mainly refer to the presence or absence of
symptoms during the last year and their frequency.
For the purpose of evaluation of treatment, a rating
system sensitive to change in the severity of symp-
toms is needed. Continuous self-recording of pain
might be preferable to retrospective questioning
due to difficulties in remembering experiences of
pain, but this restricts attention to one symptom
only (25). Thus other significant symptoms contrib-
uting to the clinical picture can be overlooked, and
this diminishes the external validity of clinical trials
aimed at assessing the efficacy of different treat-
ments and might lead to conflicting reports of the
usefulness of medication (26, 27).

A comprehensive approach to determining out-
comes is of special importance in management
studies (28), which are designed to answer ques-
tions about beneficial effects of a treatment under-
taken close to routine clinical regimens and settings
taking into account both advantages and disadvan-
tages of a treatment given, in contrast to explana-
tory trials, which are designed to describe how a
treatment produces its effect often under ideal or
restricted circumstances. Thus, focusing on single
variables such as relief of pain or ulcer healing gives
limited information in terms of patient benefit, im-
pact on the natural history with respect to varia-
tions in disease activity, and the heterogeneities of
the disorders as clinical entities (29).

One of the great difficulties in evaluating symp-
toms is the many dimensions with which they can
present. In general only the global rating of the
severity of the symptoms is recorded. In the GSRS,
however, an effort was made to include the inten-
sity of symptoms, frequency of attacks, duration of
attacks, and impact on daily living, when appropri-
ate.

The validity for the GSRS has not been estab-
lished but was supported by changes in the ex-
pected direction in patients treated with commonly
used drugs for three months (14, 15), although a
control group to assess changes with the variables
with the passage of time was not available.

Different types of pain (colicky, dull, epigastric)
were classified according to the patient’s descrip-
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tion of the appearance and quality of the pain.
However, patients, especially those with IBS, re-
ported types of pain which did not fit into these
main categories (undefined pain), and they often
had more than one type of pain. In our treatment
studies we recorded and rated these four types of
pain separately and used 18 items in all.

During the pilot study it was found that the
frequency and consistency of stools were difficult to
rate according to the general principles used in
construction of the scale steps. Those variables
usually covary, but often the same patient reports
constipation alternating with diarrhea (22). Our rat-
ings were found to be more reliable if only one
dimension at a time was used for ranging the scale
steps, and frequency was therefore distinguished
from consistency.

Food intolerance is a common complaint in IBS
and PUD and was recorded and analyzed during the
study (1, 2). However, this is not a symptom in the
usual sense of the word, but represents an aggrava-
tion of other symptoms by food. Therefore this item
was not included in the GSRS.

The patients were asked to average their com-
plaints during the preceding month. The time period
chosen influences the ratings in different ways. The
presence of symptoms are more easily recorded if
the interview covers a longer period during which
the symptoms may vary but more accurate state-
ments from the patients are likely to be obtained if
shorter intervals, for example a week, are used.
Longer intervals are therefore more likely to reflect
the long-term course of the disorder, while shorter
intervals more easily reflect temporary changes.

The GSRS was easy to apply and proved to be
useful in comparing the effectiveness of different
modes of treatment in two clinical trials concerning
these patients (14, 15). The GSRS might also be
useful in assessment of outcome in clinical trials
designed to evaluate efficacy of treatment in other
gastrointestinal disorders like NUD. The scale can
be used as a pool of items from which those
variables can be extracted that are most appropriate
for the purpose of some particular investigation.
The number of items included may therefore vary
depending on the project for which the rating is
used. The list of symptoms could be expanded and
additional items may be constructed in an analo-
gous way if needed. An attempt by clinicians and
investigators to reach international agreement as to
which symptoms should be evaluated in different
gastrointestinal diseases and how items and anchor
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points should be defined would be helpful for. the
purpose of epidemiology, diagnosis, and evaluation
of treatment.

We conclude that interview-based rating scales
for assessment of gastrointestinal symptoms in IBS
and PUD are useful and suggest that in comparative
trials concerning these patients the GSRS be in-
cluded, in addition to other measures, for a com-
prehensive evaluation of treatment effects.

APPENDIX—Gastrointestinal Sypmtom Rating
Scale (GSRS)

A rating scale for gastrointestinal symptoms in
patients with irritable bowel syndrome and peptic
ulcer disease.

1. Abdominal pains. Representing subjectively ex-
perienced bodily discomfort, aches and pains.

The type of pain may be classified according to
the patient’s description' of the appearance and
quality of the pain as epigastric, on the basis of
typical location, association with acid-related
symptoms, and relief of pain by food or antacids; as
colicky when occurring in bouts, usually with a high
intensity, and located in the lower abdomen; and as
dull when continuous, often for several hours, with
moderate intensity.

Rate according to intensity, frequency, duration,
request for relief, and impact on social perform-
ance.

0 No or transient pain

I Occasional aches and pains interfering with

some social activities

2 Prolonged and troublesome aches and pains

causing requests for relief and interfering with
many social activities

3 Severe or crippling pains with impact on all

social activities
2. Heartburn. Representing retrosternal discomfort
or burning sensations. Rate according to intensity,
frequency, duration, and request for relief.

0 No or transient heartburn

1 Occasional discomfort of short duration

2 Frequent episodes of prolonged discomfort;

requests for relief

3 Continuous discomfort with only transient re-

lief by antacids
3. Acid regurgitation. Representing sudden regurgi-
tation of acid gastric content. Rate according to
intensity, frequency, and request for relief.

0 No or transient regurgitation

1 Occasional troublesome regurgitation
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2 Regurgitation once or twice a day; requests for
relief
3 Regurgitation several times a day; only ‘tran-
sient and insignificant relief by antacids
4. Sucking sensations in the epigastrium. Represent-
ing a sucking sensation in the epigastrium with relief
by food or antacids. If food or antacids are not
available, the sucking sensations progress to aches
and pains. Rate according to intensity, frequency,
duration, and request for relief.
0 No or transient sucking sensation
1 Occasional discomfort of short duration; no
requests for food or antacids between meals
2 Frequent episodes of prolonged discomfort;
requests for food and antacids between meals
3 Continuous discomfort; frequent requests for
food or antacids between meals
5. Nausea and vomiting. Representing nausea
which may increase to vomiting. Rate according to
intensity, frequency, and duration.
0 No nausea
1 Occasional episodes of short duration
2 Frequent and prolonged nausea; no vomiting
3 Continuous nausea; frequent vomiting
6. Borborygmus. Representing reports of abdomi-
nal rumbling. Rate according to intensity, fre-
quency, duration, and impact on social perform-
ance
0 No or transient borborygmus
1 Occasional troublesome borborygmus of short
duration
2 Frequent and prolonged episodes which can be
mastered by moving without impairing social
performance
3 Continuous borborygmus severely interfering
with social performance
7. Abdominal distension. Representing bloating
with abdominal gas. Rate according to intensity,
frequency, duration, and impact on social perform-
ance,
0 No or transient distension
1 Occasional discomfort of short duration
2 Frequent and prolonged episodes which can be
mastered by adjusting’ the clothing
3 Continuous discomfort seriously interfering
with social performance
8. Eructation. Representing reports of belching.
Rate according to intensity, frequency, and impact
on social performance.
0 No or transient eructation
1 Occasional troublesome eructation
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2 Frequent episodes interfering with some social
activities ,
3 Frequent episodes seriously interfering with
social performance
9. Increased flatus. Representing reports of exces-
sive wind. Rate according to intensity, frequency,
duration, and impact on social performance
0 No increased flatus
1 Occasional discomfort of short duration
2 Frequent and prolonged episodes interfering
with some social activities
3 Frequent episodes seriously interfering with
social performance
10. Decreased passage of stools. Representing re-
ported reduced defecation. Rate according to fre-
quency. Distinguish from consistency.
0 Once a day
1 Every third day
2 Every fifth day
3 Every seventh day or less frequently
11. Increased passage of stools. Representing re-
ported increased defecation. Rate according to fre-
quency. Distinguish from consistency.
0 Once a day
I Three times a day
2 Five times a day
3 Seven times a day or more frequently
12. Loose stools. Representing reported loose
stools. Rate according to consistency independent
of frequency and feelings of incomplete evacuation.
0 Normal consistency
1 Somewhat loose
2 Runny
3 Watery
13. Hard Stools. Representing reported hard stools.
Rate according to consistency independent of fre-
quency and feelings of incomplete evacuation.
0 Normal consistency
1 Somewhat hard
2 Hard
3 Hard and fragmented, sometimes in combina-
tion with diarrhea
14. Urgent need for defecation. Representing re-
ports of urgent need for defecation, feelings of
incomplete control, and inability to control defeca-
tion. Rate according to intensity, frequency, and
impact on social performance.
0 Normal control
1 Occasional feelings of urgent need for defeca-
tion
2 Frequent feelings of urgent need for defecation
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with sudden need for a toilet interfering with
social performance
3 Inability to control defecation
15. Feeling of incomplete evacuation. Representing
reports of defecation with straining and a feeling of
incomplete evacuation of stools. Rate according to
intensity and frequency.
0 Feeling of complete evacuation without strain-
ing
1 Defecation somewhat difficult; occasional feel-
ings of incomplete evacuation
2 Defecation definitely difficult; often feelings of
incomplete evacuation
3 Defecation extremely difficult; regular feelings
of incomplete evacuation
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