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Background and Objective: Cognitive behavioral therapy (CBT) is a common treatment modality
for patients with irritable bowel syndrome (IBS) and inflammatory bowel disease (IBD). CBT may not be a
good fit for all patients and some may instead benefit from an acceptance and commitment therapy (ACT)
approach. This narrative review presents evidence for the use of ACT in adult patients with IBS or IBD. The
authors also suggest instances in which patients with IBS or IBD may benefit from ACT and discuss future
directions of research.

Methods: Between August 2023 and January 2024, databases such as Google Scholar, institutional libraries,
and PubMed were used to review the literature on ACT in patients with IBS and IBD. A variety of search
terms were included. Non-English, pediatric, and studies that did not employ a full ACT protocol were
excluded.

Key Content and Findings: ACT for IBS studies typically utilized a self-help book or a one-day
workshop intervention, with results indicating reductions in IBS and mood symptoms and improvements
in quality of life. Within IBD, three randomized controlled trials (RCT5) tested the impact of ACT, two of
which found reductions in stress, depression, and anxiety symptoms.

Conclusions: Despite the limited number of studies testing a full ACT protocol in patient populations
with IBS or IBD, results indicate potential efficacy in managing not only symptoms, but also facets of quality
of life. Future studies should utilize robust experimental designs and comprehensively test the effectiveness

of ACT in IBS and IBD patient populations with both process and outcome measures.
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Introduction

Irritable bowel syndrome (IBS) and inflammatory bowel
disease (IBD)

IBS a disorder of brain-gut interaction (1,2) that involves
frequent abdominal pain related to either bowel movements
themselves or is associated with alterations in the
consistency of stool or frequency of bowel movements (2,3).
Prevalence of IBS is estimated to be about 5% in the United
States (3-5). IBD consists of Crohn’s disease (CD) and
ulcerative colitis (UC) and is characterized by inflammation
of various parts of the gastrointestinal (GI) tract typically
in recurrent flares (6). IBD is an organic disease and affects
approximately 0.3% of western countries with increasing
prevalence (6,7). IBS and IBD commonly co-occur, with
about 37% of patients diagnosed with quiescent CD (8)
and nearly a third of patients with UC in remission also
reporting symptoms of IBS (8,9).

Despite their diagnostic differences, both conditions
can significantly impact a patients’ quality of life (QOL),
including their social and emotional well-being. For
example, about 23-33% of patients with IBD also report
diagnoses of anxiety and/or depression, with the prevalence
of sub-clinical anxiety and depressive symptoms being even
higher among these patients (10,11). Ongoing symptoms
of anxiety and depression in patients with IBS and IBD can
significantly impact GI symptoms and treatment course
(5,12). The American Gastroenterological Association
also recently published information about tangible current
barriers to patients receiving appropriate IBD-related care;
some of these barriers include the high out-of-pocket costs
of biologic drugs that can treat IBD, gaps in insurance
coverage for disease management, and general inaccessibility
of care with regard to finding gastroenterologists that
specialize in the management of IBD long-term (13). These
barriers influence disease activity, potential remission, and
patient QOL (13). IBS also poses a high societal cost, both
in terms of overall yearly costs to the healthcare system
(estimated as high as $7,547 per patient in the United States
in some studies), and with regard to work absences due to
IBS symptoms (14).

Given the immense physical and psychological impact
of both IBS and IBD, patients may be referred to a GI
Psychologist for behavioral health treatment to help manage
GI symptoms and the psychosocial impact of the GI
condition. Historically, cognitive behavioral therapy (CBT)
has been a popular behavioral health treatment modality for
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patients with IBS (15-17) and IBD (18-20). More recently,
third-wave behavioral therapies like acceptance and
commitment therapy (ACT) are also being studied in these
patient populations.

Purpose of narrative review

The goal of the current narrative review is to discuss the
concept of ACT and the use of ACT in adult patients
with IBS and IBD. In doing so, we also briefly provide
an overview of CBT for IBS and IBD as there are more
empirical studies on the use of CBT for IBS and IBD (17,20)
compared to ACT. This paper examines the evidence
supporting the use of ACT for IBS and IBD, when patients
may benefit from ACT, and gaps in the literature on the use
of ACT for this patient population.

Overview of CBT

CBT, developed by Aaron Beck, involves examining
the relationship between one’s thoughts, feelings, and
behaviors (21). Two common CBT techniques are cognitive
restructuring and behavioral experiments. Cognitive
restructuring is an exercise in which patients attempt to
challenge or change their thoughts based on the evidence
that supports or refutes the thoughts they have about a
situation (21). The goal of cognitive restructuring is to
arrive at a re-structured thought that is more balanced and
flexible based on factual evidence. Behavioral experiments
involve testing one’s thoughts through behaviors (21).
Challenging automatic thoughts and the use of behavioral
experiments may change one’s emotions or emotional
intensity, which can further help with coping (21). CBT
is effective for a variety of mental health conditions (i.e.,
depression and anxiety) and can be helpful for physical
health conditions such as chronic pain (21).

For GI conditions such as IBS, multiple randomized
controlled trials (RCTs) and systematic reviews support the
use of CBT for reducing GI symptoms and improving QOL
(15,22,23). CBT can help with reducing IBS symptoms,
decreasing avoidance, and illness specific cognitions (22,24,25).
Though there is more evidence for CBT helping to decrease
IBS symptoms, it is possible that CBT could also help with
improving IBD symptoms, coping (18,19), health-related
QOL [HRQoL; (26,27)], symptoms of depression or anxiety
(18,26), catastrophizing (26), and visceral sensitivity (26).
Given an overlap between patients with IBD also meeting
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Figure 1 ACT hexaflex. Copyright Steven C. Hayes. Used by

permission. ACT, acceptance and commitment therapy.

criteria for IBS, it is plausible that symptoms in these
patients could also improve with CBT (28).

CBT for GI conditions (IBS and IBD) works by
changing disease specific negative automatic thoughts and
disease specific avoidance which may reduce physical GI
symptoms and enhance one’s QOL (17). Patients with GI
conditions often present with hypervigilance of physical GI
symptoms which can contribute to a fear of GI symptoms
and behavioral avoidance (17). Patients may worry about
having access to a bathroom, which then becomes a stressor,
further increasing negative cognitions and emotions,
sympathetic nervous system activation, and avoidance (17).
While CBT for non-GI conditions may focus on general
cognitions and behaviors, research suggests that CBT for
IBS is most effective when there is a focus on GI specific
cognitions and anxiety (25). CBT for IBS and IBD is
structured similarly to CBT for anxiety and depression,
which includes psychoeducation, relaxation strategies,
cognitive restructuring, behavioral experiments, and
problem solving (17,26). Though there are more empirical
studies on the use of CBT for patients with IBS or IBD
in decreasing GI symptoms and enhancing coping, like
most treatment strategies, not all treatment strategies will
work for every patient. ACT is another behavioral health
treatment that may be a good option for patients.

What is ACT?

ACT is a third-wave behavioral therapy based on relational
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frame theory and was first developed in the 1980s by Steve
Hayes (29,30). ACT operates via a series of interdependent
principles called a hexaflex (29-31) (see Figure 1), which
center around the construct of psychological flexibility, or
the ability to endure and adapt to changes in circumstances
and move toward valued actions while remaining focused
on the present moment (32). Psychological flexibility is
essential for patients to achieve all aspects of the hexaflex
within ACT (31). Acceptance is also a central piece of ACT.
Importantly, ACT postulates that “acceptance” does not
mean condonement of difficult circumstances, but rather
acknowledgement and openness toward the full range of
human thoughts and emotions (30). Other components
of the ACT hexaflex also include contact with the present
moment (i.e., mindfulness), cognitive defusion, self-as-
context, taking committed action, and values (33).

In ACT, patients are encouraged to become “unstuck”
from thoughts via cognitive defusion, with the goal of
reducing the power that negative thoughts and/or emotions
can hold which contribute broadly to increased suffering
(29,33). Cognitive defusion typically seeks to create space
between an individual and their thoughts or emotions,
recognizing that thoughts and emotions are states of being
or thinking, rather than indisputable facts (29,33). This
may involve aspects of visualization, by which a patient will
visually create space between themselves and a thought by
ascribing attributes to it (e.g., color, size, saturation, shape),
or by metaphorically placing the thought on a leaf on a
flowing stream in their mind as a way to dilute the perceived
power of a thought (29,33).

Values identification is also a central aspect of ACT.
Early in treatment, patients are typically asked to identify
values for various life domains (e.g., health, family, work).
In conjunction with their mental health provider, patients
are asked to illustrate gaps between current behaviors and
whether they are living in accordance with their identified
values (29). Patients are then encouraged to use values to
guide behavior and decision-making (29). Patients are also
taught mindfulness, which involves connecting with the
present moment without judgement (34). As patients learn
mindfulness and cognitive defusion, they are encouraged to
take “committed actions” that allows them to live a life in
accordance with these established values (33).

Differences between ACT and CBT

Though ACT builds off principles of CBT, mindfulness,
and behaviorism, there are key differences between ACT
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Table 1 Search strategy summary
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ltems Specification

Date of search August 2023 to January 2024

Databases/sources
searched

Search terms used

ACT and IBS

Google Scholar, University of Michigan Library Database, Northwestern University Library Database, PubMed

Acceptance and commitment therapy and irritable bowel syndrome

“Acceptance and Commitment Therapy” and Disorders of Brain-Gut Interaction

ACT and IBD

Acceptance and commitment therapy and inflammatory bowel disease

“Acceptance and Commitment Therapy” and “Crohn’s”/“Crohn’s Disease”

“ACT” and “Crohn’s”/“Crohn’s Disease”

“Acceptance and Commitment Therapy” and “Ulcerative”/“Ulcerative Colitis”

“ACT” and “Ulcerative”/“Ulcerative Colitis”

“ACT vs CBT in patients with IBS”
Timeframe Up to January 2024

Exclusion criteria
protocol/hexaflex, pediatric studies

Selection process

Studies not originally published in English, sole focus on mindfulness or “acceptance” without utilizing the full ACT

J.P.N. and S.H.M. both independently searched all search terms above and added manuscripts that met inclusion

criteria to review list. Any disagreements in selection were discussed and mutually resolved among the authors

ACT, acceptance and commitment therapy. IBS, irritable bowel syndrome; IBD, inflammatory bowel disease; CBT, cognitive behavioral therapy.

and CBT. As previously mentioned, CBT focuses on
challenging and changing thoughts and behaviors, while
the purpose of ACT is to expand upon psychological
flexibility (21,29). Unlike CBT, ACT does not focus on
questioning and challenging the nature of thoughts (29).
Instead, ACT emphasizes that being a human is difficult
and that one’s responses to the full range of thoughts
and emotions including the desire to control and avoid
emotional experience can keep patients feeling “stuck” (29).
ACT proposes that “experiential avoidance,” or a person’s
tendency to limit unwanted experiences (e.g., emotions,
thoughts, body sensations), explains much of human
suffering due to its capacity to counterproductively increase
distress (29,35). Though decreases in distress occur with
ACT, the goal of ACT is not necessarily to decrease distress
and suffering, but instead to create flexibility in one’s life
and assist patients in living the life they want to live (29).

Methods of narrative review

The current review centers on the effectiveness of ACT in
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adult patients with IBS and IBD, operationalized as either
a reduction in GI symptoms, improvements in QOL,
improvements in mood/anxiety, or process outcomes (e.g.,
increases in measured psychological flexibility). Of note,
all studies identified in this review examined IBS and IBD
diagnoses separately; that is, no co-occurring disorders were
explicitly examined in the studies outlined below. Please see
Table 1 for the search strategy summary. We present this
article in accordance with the Narrative Review reporting
checklist (available at https://tgh.amegroups.com/article/
view/10.21037/tgh-24-10/rc).

Results
ACT for IBS

As of 2020, ACT was rated as having level IV evidence for
GI conditions (36). There are a few studies that have looked
at the use of ACT for patients with IBS, most of which
appear to have been conducted by Dr. Nuno Ferreira’s
research group or studies that used aspects of their ACT for
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IBS protocol (37). The main study by Dr. Ferreira’s group
included 56 patients who had IBS symptoms for the past
12 months without significant improvement in
symptoms (38). The study assessed for IBS symptoms via the
IBS Symptom Severity Scale (IBS-SSS), acceptance of IBS
symptoms via the IBS Acceptance and Action Questionnaire
(IBS-AAQ), QOL via the IBS Impact on QOL Scale
(IBS36S), avoidant coping via the IBS Behavioral Responses
Questionnaire (IBS-BRQ), and anxiety/hypervigilance via
the Visceral Sensitivity Index (VSI) at the start of the study,
pre-treatment, post-treatment, and at a 6 month follow
up (38). The ACT for IBS treatment protocol included
a one-day six-hour ACT intervention workshop lead by
a clinical psychologist and participants used a self-help
manual for two months after completing the workshop
(37,38). Both the workshop and book covered similar topics
including psychoeducation on IBS, mindfulness, and ACT
based skills/interventions including mindfulness, defusion,
creative hopelessness, values-identification, and values-based
action (38). The self-help manual used was called “Better
Living with IBS” and is currently published as a book (37).
Metaphors and experiential exercises were used in both
intervention formats and participants were given an audio
recording of ACT exercises to assist with practicing ACT
skills. Two follow up phone calls were made to participants
by a clinical psychologist to assist participants with the self-
help manual (38). The study found increases in acceptance
of IBS, QOL, and decreases in IBS symptoms, avoidance,
and health anxiety, all of which held at the six-month follow
up (38). Approximately 20% of patients with IBS did not
meet criteria for IBS at the end of the study and about
35% of patients with IBS reported a change in symptom
severity (38), further suggesting that ACT may benefit
patients with IBS.

In another study, Gillanders and colleagues gave the same
ACT book and audio recordings (38) to 45 patients with
IBS, though no workshop was included in this study (39).
They used the same outcomes measures at the start of the
study as Ferreira and colleagues with additional assessments
at two months and six months (38,39). Participants were
instructed to complete the self-help manual at their own
pace but were encouraged to complete the manual within
two months (39). Follow up phone calls were made during
the first and second month by a research assistant to
encourage completion of the book and provide clarification
as needed (39). Gillanders and colleagues found a significant
improvement in IBS severity, health anxiety, and IBS
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acceptance (39) but no changes in avoidance behaviors
and QOL. The researchers did not assess the number of
exercises or the percentage of the self-help manual that
was completed, though they hypothesized that participant
engagement may have impacted the lack of changes seen in
avoidance behaviors and QOL (39).

The only RCT on ACT and IBS that could be found
assessed IBS symptoms in non-IBS patients, meaning that
the patients were not formally diagnosed with IBS but scored
high on the IBS Severity Index (Japanese Version) (40).
Twenty-six participants were randomized to either the
waitlist or the intervention ACT group. Similar domains
were assessed compared to previous studies, with avoidance
being measured by the AAQ-II, QOL via the Japanese
version of the IBS-QOL, HRQoL being measured by the
SF-36, depression symptoms were measured by the Beck
Depression Inventory-11, anxiety symptoms were measured
by the State-Trait Anxiety Inventory, cognitive fusion was
measured by the Cognitive Fusion Questionnaire, and
mindfulness was assessed through the Japanese version of
the Five Facet Mindfulness Questionnaire (40). Assessment
measures were completed pre-intervention, post-intervention,
and at the two month follow up. The authors used a similar
procedure as Ferreira and colleagues [2018] (38) with a 1-day
ACT workshop and the use of an ACT self-help manual,
though in the current study, they used a different ACT
book due to “Better Living with IBS” not being available
in Japanese (40). Participants completed 6 adherence
quizzes regarding content in the self-help ACT book (40).
The study found significant improvements in depression
symptoms in the ACT group compared to the waitlist
group, but no significant differences were noted in symptom
severity and the outcomes of interest (40). The study had
low power and the authors noted concerns with internal
consistency (40). Similar to Gillanders and colleagues, Ita
and Muto hypothesized that participant completion of the
ACT manual was not sufficient to see changes in avoidance
behaviors and QOL and that participants may have needed
additional practice on the behavioral implementation of
ACT skills (39,40).

The mechanism by which ACT may help patients
with IBS may be due to acceptance of symptoms. Bowers
and colleagues (41) conducted a secondary data analysis
of Gillanders and colleagues (39) and Ferreira and
colleagues (38) studies and concluded that IBS acceptance
may mediate and moderate IBS QOL. The authors
hypothesize that participants with IBS who have more IBS
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acceptance engage in less avoidant behaviors (i.e., more
values-based behavior) and thus see less of an impact on
their QOL (41). IBS acceptance may be protective even if
symptom severity is high, which is consistent with literature

on ACT in other chronic health conditions (41).

ACT for IBD

Few studies examine the utility of ACT interventions within
IBD patients. To our knowledge, only three RCTs have
tested an ACT protocol compared to a control condition
(e.g., treatment as usual). Wynne and colleagues (42)
compared an eight-week group-based ACT intervention
to a treatment as usual group by recruiting individuals
with high levels of distress with quiescent or “mildly
active” IBD. The intervention group, which was led by
a psychologist, completed 90-minute sessions on ACT
related topics. The results showed that stress, perceived
stress, and depression scores decreased more significantly in
the ACT group at both post-intervention and three-month
follow ups as compared to the treatment as usual group (42).
Stress reductions were also observed via cortisol in hair
samples (42). In this RCT, no changes in disease activity
were observed.

The ACTforIBD program, developed by Romano and
colleagues (43), also tested an eight-week ACT intervention
for patients with IBD. ACTforIBD was unique in that it
specifically recruited patients with high levels of reported
distress, involved a combination of therapist-led and self-
guided sessions (44), and was developed in conjunction
with patient stakeholders (45). The intervention included
eight online modules; the first three modules were led by
a therapist, the following four were self-guided, and the
last session was therapist-led (43,44). The module content
included the following topics: Commitment to therapy
and assessment, Creative hopelessness, Personal values,
Mindfulness, Fusion and defusion, Acceptance, Values and
goals, and Commitment and overcoming barriers moving
forward (43). Post-intervention results indicated high
levels of feasibility and acceptability of the intervention. At
treatment completion, participants in the treatment group
had lower levels of anxiety and higher rates of psychological
flexibility symptoms in comparison to the control group (43).
A larger trial with three-month follow-up is currently in
progress and results are not yet available (43).

A third RCT, the Living with Intention, Fullness,
and Engagement with Inflammatory Bowel Disease
(LIFEwithIBD) trial, aimed to test the impact of an ACT
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intervention with compassion-based constructs (e.g.,
reductions in shame), as compared to treatment as usual
(46,47). The group-based intervention included nine weekly
two-hour sessions with a focus on ACT topics (e.g., values
clarification, cognitive defusion). Participants were assigned
daily home practices such as mindfulness exercises (47). The
primary outcome of the study was psychological distress
and was measured by depression, anxiety, and stress, with
proposed mediators of self-compassion and psychological
flexibility. Secondary outcomes were symptom perception,
symptom severity, functional impairment, QOL, illness
shame, and various biomarkers. The results for the
LIFEwithIBD RCT have not been published at the time of
this writing.

Other non-RCT interventional studies on the use of
ACT in IBD have also been conducted, though these have
either been shorter in duration or have not exclusively tested
patients with IBD. Lavelle and colleagues (48) conducted a
series of single-case designs on participants with IBD. One
study examined a two-hour face-to-face ACT intervention
targeting stress and experiential avoidance. They found that
most participants did not experience reductions in these
constructs and concluded that the ACT intervention was
too brief to impact study outcomes (48). The second study
examined a two-session virtual ACT intervention and its
influence on stress and psychological flexibility. During
each intervention session, participants met for two hours via
Zoom and were asked to use an ACT workbook developed
for the study as homework that helped participants to clarify
and expand upon topics discussed in the virtual sessions;
they were also provided with one follow-up phone call with
the study interventionist. Meta-analytic results of this study
revealed that about 40-58% of participants benefitted in
some way from this intervention (e.g., increases in valued
action, reductions in stress levels), though generalizability
is limited given the small sample and methodology (48).
Similarly, Hou and colleagues (49) asked participants with
IBD to participate in a one-day (five hour) ACT program.
The study found a significant decrease in anxiety symptoms
with this one-day ACT program, though no changes in IBD
symptoms were noted (49).

A comparative effectiveness study by Carvalho and
colleagues (50) tested the impact of a virtual four-week
ACT intervention in comparison to a compassion focused
intervention (CFT). Of the 47 total participants across both
intervention groups, 20 had CD or UC. Participants in the
ACT intervention completed 20-minute online modules on
different ACT constructs (e.g., willingness, mindfulness)
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and were asked to practice meditation between sessions. The
primary outcomes were depression and anxiety symptoms,
with secondary outcomes including shame, cognitive fusion,
ACT process measures (e.g., psychological flexibility), and
self-compassion (50). No significant changes in primary
or secondary outcomes were observed for measures of
interest, but valued action increased more quickly in
the ACT group as compared to the CFT group (50).
In this study high levels of attrition (50% of enrolled
participants) were observed, though 100% of participants
within the ACT intervention indicated acceptability of the
intervention.

Clinical application of ACT and CBT

Little research exists on patient factors that may indicate
when a patient with IBS or IBD may benefit from ACT
compared to CBT, and no studies identified in this review
examined these constructs. While we are not empirically
comparing ACT to CBT, in clinical practice, there may be
instances in which patients may benefit from one treatment
modality or an eclectic approach. In clinical practice,
patients who are open to the CBT model and changing
thoughts and behaviors may benefit from CBT. While CBT
for GI conditions can be effective, it may not be effective
or be the best fit for all patients (51). For example, patients
with IBS or IBD who did not find CBT helpful in the
past, do not have cognitive distortions, or have difficulty
with cognitive restructuring may further benefit from a
different treatment approach like ACT that focuses on
value identification. Further, patients whose GI symptoms
are more chronic may have difficulty challenging negative
automatic thoughts related to their GI symptoms, and may
therefore benefit from a different treatment approach like
ACT that focuses on defusing from thoughts. For example,
patients with IBD may have trouble challenging negative
thoughts with CBT if the thoughts are true in any way
despite their distorted nature (e.g., thoughts like “My life
is never going to be the same” after an IBD diagnosis or
significant IBD-related event like placement of an ostomy).
Though the use of CBT skills here could help with coping,
the patient may have difficulty given the veracity of this
thought. Finally, ACT may be a good fit for patients that
meta-analyze automatic thoughts or could benefit from
expanding psychological flexibility, or who are interested in
identifying and engaging value-driven behavior. ACT may
be a good option for leaning into emotional and cognitive
distress via acknowledgement and acceptance, rather than
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trying to change emotional distress with their GI symptoms
via altering thoughts (29). GI psychologists may consider an
eclectic approach of combining aspects of CBT and ACT
into treatment. Though treatment decisions on the use of
ACT or CBT are often based on clinician judgement, it may
be beneficial to conduct research studies on patient factors
(i.e., psychological flexibility, acceptance of symptoms) to
tailor treatment decision making.

Discussion and conclusions

This narrative review aimed to highlight research on ACT
within the IBS and IBD patient populations. Overall, there
is research to support the effectiveness of ACT in patients
with IBS including improvements in IBS symptoms, QOL,
mood symptoms, and acceptance of IBS symptoms, though
operationalization of the “effectiveness” metric of ACT for
IBS varies (38-40). While less robust, emerging evidence
also suggests that ACT protocols are acceptable for patients
with IBD and may be helpful for managing psychological
distress (42,43,48,49).

Though the narrative review was informative, there are
notable gaps in the literature on the use of ACT for patients
with IBS and IBD. First, additional studies are needed to
experimentally test ACT as a structured protocol. Within
IBS, all reviewed studies utilized an ACT protocol in one
of two formats: (I) a self-help book (37) and/or (II) a one-
day intervention focused on principles of ACT, with one
study using a waitlist RCT which included patients with
IBS symptoms but not a formal diagnosis of IBS (40). For
IBD, only three studies have tested ACT within an RCT,
and one study’s results (LifeForIBD) are not published at
the time of this review. Further, existing studies in ACT
and IBD are often cited for high risk of bias as they may
not test patients with active symptoms of IBD (20), which
may further contribute to studies’ results. Promisingly,
other studies in IBS and IBD have examined components of
ACT, like mindfulness (52-55) and found resulting success
in reducing stress, improving HRQoL, or in some cases,
reducing GI symptoms in these patient populations. While
these studies are outside of the scope of the current review,
they suggest that resources should be devoted to expanding
and replicating these results using the full ACT hexaflex.

Second, many of the ACT studies identified in this
review used self-guided ACT interventions which may
have limitations (38-40). While self-guided protocols offer
flexibility and convenience for patients, there may also be
drawbacks, such as lower adherence, treatment withdrawal,
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or dropout (56,57). Further, researchers in some of
the ACT for IBS studies hypothesized that participant
completion of the self-guided manual was not enough to see
treatment effects and that future studies should emphasize
implementation of ACT skills in intervention development
(39,40). For highly experiential behavioral health treatments
like ACT, these drawbacks may be further magnified. As
such, more structured, therapist-led ACT protocols where
the therapist can provide accountability and guidance with
implementation of ACT skills may be needed to establish
potential efficacy of ACT for both patient populations.

Third, the primary outcome measures in the ACT
studies were inconsistent, which may make it difficult to
assess the efficacy of ACT. For instance, some studies
examined IBS and IBD symptoms as a dependent variable,
while others examined ACT-specific metrics (e.g.,
psychological flexibility), or looked at improvements in
HRQoL, depression or anxiety. This leaves room for
improvement in experimental design, particularly as the
goal of ACT is not necessarily reduction in symptoms, but
rather improvements in psychological flexibility, reductions
in avoidance, and improvements in valued living. Future
studies employing an ACT protocol should consistently
utilize outcome measures (i.e., IBS/IBD symptoms, mood/
anxiety symptoms, QOL) alongside ACT=-specific process
measures (i.e., psychological flexibility and experiential
avoidance) which was done in some of the studies examined
(38-40,42-44,50). One such process metric to consider for
consistency across future ACT interventions in these patient
populations is the Acceptance and Action Questionnaire
(AAQ-II), which specifically measures psychological
flexibility and experiential avoidance (58). The IBS AAQ-
I, which has acceptable validity and reliability (59) was used
in IBS specific ACT studies (38,39,41,60) and some ACT
studies for IBD (42-44,48).

Another point of consideration is that all of the studies
in this current review examined the diagnoses IBS and IBD
separately, or did not explicitly mention enrolling patients
with both conditions. Given the high prevalence of patients
with IBD in remission who also report symptoms of IBS
(8,9), co-occurrence of these conditions could possibly
influence patient factors and treatment outcome with ACT.
Researchers should consider examining how these outcomes
change (or do not change) for patients actively managing
both diagnoses.

The narrative review also discussed the clinical
application of ACT and CBT for GI conditions. Given
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that the decision to use ACT compared to CBT is based
on clinician judgement, more research is needed on patient
factors that may indicate when a patient with IBS and
IBD would benefit more from ACT compared to CBT or
an eclectic approach. Future studies should examine full
protocols of CBT versus ACT in patients with IBS and
IBD, specifically in a head-to-head trial to elucidate patient
factors that could assist clinician treatment decision making.
Further, it may be helpful for GI psychologists to have
GI specific ACT resources to guide interventions for this
patient population. The Rome Foundation GastroPsych
group has webinar training entitled “ACT for Disorders of
Brain-Gut Interaction” that will likely be helpful for GI
mental health providers to establish consistent practices
around delivery of ACT for patients with IBS or IBD (61).
Further, the book Psychogastroenterology for Adults: A
Handbook for Mental Health Professionals, includes a chapter
on ACT that provides mental health professionals guidance
on the use of ACT in this patient population (62). The
Better Living with IBS, which was book used in many of
the IBS studies, may also be useful for patients interested
in self-guided ACT (37). Overall, more GI specific ACT

resources for patients and clinicians are needed.
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