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INTRODUCTION

Theirritablebowel syndrome(IBS) isagastrointestinal
disorder characterised by chroniclower abdomina pain
and disordered defaecation associated with bloating,
tenesmusandextraintestinal symptomsincludingurinary
frequency, dyspareunia, fibromyalgiaand functional
upper gastrointestinal symptoms. Currently thereisno
unifying hypothesis which adequately explains the
pathogenesis of the disorder although a number of
physiol ogica and psychol ogica abnormalitieshavebeen
described. These include altered viscera sensitivity,
abnormal intestinal motility and abnormalitiesof cortical
processing of afferent stimuli from the gut. These
observations are set against abackground of abnormal
psychological profiles and an over representation of
negative early life experiences. Failureto identify the
cause of IBS hasled to the devel opment of arange of
therapies, some designed to influence the physical
effects of the disorder and others to influence the
psychological features of the syndrome.

Most IBS patients managed in primary care
respond to dietary modification, conventional
pharmacological interventions and reassurance.
However, when considering any therapeutic efficacy
inIBS, it isnecessary to weigh the therapeutic effect
against the placebo response rate which has been
reported to range from 40%-70%.!Y Approximately
15% of IBS patients are resistant to medical therapy.
Psychological treatments are usually reserved for
these refractory patients and those who relapse
despite an initial response to medical treatment.
Tricyclic antidepressants have been widely used in
IBSand areprobably effectivethrough anticholinergic
and analgesic effects rather than antidepressant
activity. Placebo-controlledtrid sof tricyclicsindicatethat
even at low doses, they are helpful in the
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management of abdominal pain and diarrhoeain
IBS2,

Over the past two decades, there have been various
attempts to treat I1BS using non-pharmacol ogical
approaches. Asevidence has accumulated to support
arole for these interventions, both patients and
gastroenterol ogists have shownincreasing interest in
exploring this approach to IBS treatment. In this
review we consider the evidencefor psychopathol ogy
in IBS and the efficacy of non-pharmacological
interventions.

PSYCHOLOGICAL MORBIDITY IN IBS

Fromthevery first reportsof IBSinthemedicd literature,
psychological factors have been recognised as an
important component of thesyndrome. In 1859, thecause
for IBSwasattributed to overeating, over-drinking and
excess of “sexual or other emotional excitement,
sedentary life, damp or hot atmosphere, and the abuse
of purgatives, but aboveall aloes’. A “highly excitable
condition of nervous centres’ was postulated as the
causeof IBS, andin 1892, IBS patientswere described
as manifesting “hysterical, hyperchondriacal and
neurasthenic personalities’ .

With the development of scientific method in
medical research, attempts have been madeto provide
both qualitative and quantitative measures of
psychologica morbidity inIBS. At least ten studieshave
assessed the prevalence of psychological disordersin
IBS patients™. Between 42%-64% of |BS patients meet
criteriafor apsychiatric diagnosiscompared toamedian
incidenceof 19%in patientswith organic gastrointestinal
disease, and 16%in healthy controls. Themost common
diagnoses are a generalised anxiety disorder and
depression. There is no unique psychological profile
which characterises IBS. This higher prevalence of
psychological dysfunctionin IBS appearsto relateonly
to those suffererswho seek medical advice. Indeed, the
majority of individua sfulfillingthecriteriafor IBSnever
seek medical attention and these non-consultershave a
similar psychological profile to asymptomatic
controls’®7. This, in turn has provided evidence that
psychological factors rather than severity of
symptoms influences the decision to seek medical
attention. Most IBS consulters have been shown to have
experienced negativeearly lifeexperiencesandheightened
anxiety about health status. These observations
suggest that management in primary and secondary
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care should focus not only on symptoms, but also on
those psychological factors which have caused the
patient to seek medical advice.

Thereisstrong evidencethat stressisan important
factor inthe pathogenesisof IBS9. Stressof mgjor “life
events’, rather than the stress of everyday living, has
been implicated asatrigger factor in many patients. In
addition, patients often recognise that periods of
excessve stress exacerbate their symptoms. In patients
with IBSthereisgood evidencethat stressful lifeevents
are more frequent, and the effects on GI function more
profound, than control§°*°.. Itisagainst thisbackground
of anxiety, depression, stress and consulting behaviour
patterns that psychodynamic strategies have been
devel oped to manage IBS.

PSYCHOTHERAPY IN IBS

Psychotherapy isatreatment that primarily seeksto
relievesymptomsby exploring thepatient’ sunderlying
psychological conflicts and emotional disturbances.
The first reported study of psychotherapy in IBS
included 101 patientswhowererandomized to medical
therapy with or without psychotherapy!*Y. The
psychotherapy was delivered over ten sessions and
focused on mechanisms for coping with stress and
resolving emotional problems. Psychotherapy was
found to produceagreater improvement in abdominal
pain and bowel dysfunction than medical therapy
aone. Although symptomswerepositively influenced,
thisshort term therapy did not significantly influence
the underlying psychopathology. The authors
suggested that thismight beexplained by therdl atively
mild psychological morbidity intheir patients, asthe
presence of a serious psychological disorder was an
exclusion criteriafor the study. This study, athough
of interest, and often quoted, hasmethodol ogical flaws
including the decision to exclude patients with more
severepsychologica disturbanceinwhom thistherapy
might have been of greater value. Inaddition, the study
did not include a placebo arm or select placebo non-
responders. The study left it unclear whether the
improvement of physical symptom wasaresult of the
psychotherapy or the considerable attention invested
in the psychotherapy group.

These pitfallswere addressed by alater study of
psychotherapy in IBS performed by Guthrie et al*2,
One hundred and two patients refractory to previous
medical treatment were randomized to receive
psychotherapy or supportive listening. The
psychotherapy concentrated on devel oping ahealthy
patient-therapi st rel ationship, recognizing other inter-
personal relationships and their possible role in the
patient’ s presenting problems. Psychotherapy was
found to be superior to supportive listening in terms
of improving both physical and psychological
symptoms and the improvement in gastrointestinal
function correlated significantly with improved

psychological well-being. Excellent study designand
attention to detail has made this study a benchmark
for both pharmacol ogical and non-pharmacol ogical
studiesinIBS.

BEHAVIORAL THERAPY IN IBS

Behavioral treatment seeks to address and deal with
current i ssues, anxietiesand behavioral patternsrather
thanindulgingin deep analysisof past experiences. An
uncontrolled trial of behavioral therapy has been
reported with a4 year follow up!*®. In this study the
authors used a combination of progressive muscle
relaxation, thermal biofeedback, cognitivetherapy and
IBSeducation. All but two of the nineteen patientswho
wereavailablefor long-termfollow-uprated themselves
asat least 50% improved. Symptom diarieswere used
to demonstrate that the therapy resulted in significant
reductions in abdominal pain, diarrhoea, nausea and
flatulence. However, likemany studiesinIBS, thestudy
was inadequately controlled. A more carefully
controlledtrial of behaviora therapy hasbeen reported
inIBS*, Forty-two patientswere randomly allocated
to receive either conventional medical treatment or
behavioural therapy with anursetherapist. Thetherapy
concentrated on behaviour modification, bowel
retraining and pain management techniques. It was
noted that there were improvements in a number of
physical and psychological symptoms, but nosignificant
differences was found when the treatment group was
compared with controls. The authors concluded that
their approach to behaviour modification wasno more
effective than conventional medical therapy and
reassurance.

HYPNOTHERAPY IN IBS

Hypnotherapy isastate of unusua concentration onthe
suggestions of the therapist and awillingnessto follow
their instructions® Whorwell et al have reported well

congtructed controlledtrialsof hypnothergpy inIBS. The
technique is focused around a specific “ gut directed”

hypnosis protocol where the patient istaught to assert
control over gut function and imagery whilst in an
hypnotic statel*®!. Patients are given asimple account of
intestinal smooth musclephysiology and hypnotisedina
standard manner. The patient isthen requested to place
their hand on the abdomen and to sense both apositive
feeling of abdominal warmth and increased control over
gut function. During hypnosis, visualisation is also
employed, using the analogy of agently flowing river
and agently flowing bowe toreinforceapositive bowel

image.

Whorwell’ s initial study randomised thirty
refractory 1BS patients to seven sessions of either
hypnotherapy or psychotherapy. When compared
to psychotherapy, hypnotherapy wasfound to have
agreater impact on abdominal pain, bowel habit,
abdominal distension and general well-being. It
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should be noted, however, that the responseratein the
psychotherapy group was much lower than those
reported from other centred***?. Further experience
of gut directed hypnotherapy has been reported in 250
IBS patients indicating an overall response rate of
approximately 80%. Factors predicting a less
satisfactory response to hypnosis includes atypical
symptoms, older ageand more profound psychol ogical
disturbance*”.

Two other independent groups have obtained
similar results using gut directed hypnotherapy!*81°,
Both these studies were uncontrolled but do appear
to support the value of hypnotherapy in IBS. In
addition, it has been reported that hypnotherapy in
groups of up to eight patients is as effective as
individual therapy!®. Further support for the
effectiveness of hypnotherapy in IBS derivesfrom
studieson theeffect of hypnotherapy on gut function.
In two separate studies, hypnotherapy has been
reported to reduce rectal sensitivity and colonic
motility21,

RELAXATION THERAPY IN IBS

Recognition that stressis amajor factor in IBS has
provided a basis to explore stress management as a
therapy inthese patients. Stress management has been
compared to conventional therapy in atrial of 35
patients??. A physiotherapist delivered a median of
Six sessions aimed at recognizing the relationship
between symptoms and stress, and teaching relaxation
exercises. IBS symptomswererelieved intwo thirds
of patientsreceiving stress therapy, and only asmall
number of patientsreceiving conventional therapy. A
small pilot study also found that teaching progressive
muscle relaxation was effective in improving
gastrointestinal symptoms®. Whilst these studiesare
encouraging, larger controlled studiesarerequired to
make afirmer statement on the potential of relaxation
therapy in IBS.

BIOFEEDBACK THERAPY IN IBS

Biofeedback isabehavioural techniquethat usesvisual
or auditory cuesto teach patientsto alter physiological
responses. With biofeedback, physiological events
which are not normally appreciated by the patient
are sensed by atechnological interfaceand amplified
to give the subject visual or auditory feedback.
Patients soon learn to influence the loop and
manipulate these physiological events thereby
modifying organ function. A new form of
biof eedback therapy has been developed and tested
in 1BS patients®!. The biofeedback |oop isbased on
the polygraph (“lie detector”) which monitorstiny
changes in electodermal conductivity occurring in
responseto stress and rel axation. Changesin cutaneous
eectrical activity are electronically transformed into
acomputerised animation of the gut shown on the

computer screen. Thisanimation can be controlled by
the patient who learnsto mani pul ate the computerised
representation of bowel movement using acombination
of mental and physical relaxation. In a study of
computer aided gut directed biofeeback, 40 1BSpatients
who were refractory to conventional treatment
underwent 4 half hour biofeedback sessions. Eighty
percent of the patientslearned to achieve progressively
deeper levelsof relaxation, and in 50%, the technique
wasreported helpful in controlling bowel symptomson
almost every occasion they became troublesome. The
relaxation technique also resulted in significant
reductions in global and bowel symptom scores. A
control group was not included asit is not possibleto
administer placebo biofeedback but the study was
restricted to treatment refractory patients (ie presumed
placebo non responders). An independent group has
also recently reported that biofeedback approach is
beneficial in managing IBS!. In this uncontrolled
study, all comers were entered and there was no
attempt to select patients. Sixty patients received
biof eedback with improvementsin abdominal pain,
urgency of defaecation and global well-being.

COMPLEMENTARY THERAPY IN IBS

A small open pilot study of acupuncture produced a
significant improvement in general well-being and
abdominal bloating?®. There has not been any large
controlled trial assessing any form of complementary
treatment in IBS.

SUMMARY

Over the last two decades evidence has mounted to
suggest that non-pharmacol ogical therapies may be
helpful in IBS. Like IBStrials of pharmacological
therapies, the studies are often small and poorly
controlled. Thetrials designed to account for ahigh
placebo response rate have either compared non-
pharmacological strategies with conventional
treatment, or selected only patients who were
placebo non-responders. There is broad agreement
from the few adequately controlled trials that
psychotherapy offers aclear additional therapeutic
benefit over and above medical treatments!*?.
Hypnotherapy appearsto be particularly potent, and,
in expert hands, produces consistently impressive
therapeutic results even in patients refractory to
conventional |BS treatment!”.

Most IBS patients respond to standard medical
treatments. Psychol ogical Strategiesaretimeconsuming,
labour intensveandgenerdly unavailabletotherdatively
large numbers of patients who might benefit.
Consequently, these therapies are best reserved for
selected patientswho fail to respond to reassurance and
educetion, dietary manipul ation, antispasmodicsandlow
doseamitriptyline. Increasingly, patientsareexpressing
a preference for non-pharmacological treatment
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srategies. Whereresourcesallow, itisnot unreasonable
to offer these patients a psychodynamic approach as
first-linetherapy. Idedlly, the gastroenterol ogist should
have accessto a range of treatment strategiesincluding
diet, drugs, psychotherapy, hypnotherapy, relaxation
therapy and biofeedback. New approaches such as gut
directed, computer-ai ded biofeedback are particularly
atractiveas, unliketheinterpersona therapies, thismode
of biofeedback doesnot requirehighly trained therapists
and can be self-administered®”. Whatever the choice
of non-pharmacol ogical therapy, thereisevidencethat
both the doctor and patient can expect symptom
improvement, especially when conventional medical
measures havefailed.
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