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Gut-focused hypnotherapy for
children and adolescents with
irritable bowel syndrome

Dipesh H Vasant
Peter J Whorwell "2

ABSTRACT

Objective Severe irritable bowel syndrome (IBS)
in school children and adolescents often leads

to stigmatisation, social withdrawal, disrupted
education and psychological distress. While there
are few effective treatment options for IBS in this
age group, gut-focused hypnotherapy (GFH) has
shown promise in several trials. Unfortunately,
GFH is not widely available, and clinical data
outside of trials are scarce. Here, we evaluated
outcomes from GFH in patients with IBS, aged
<18 years, from a tertiary referral centre.
Design/Method Consecutive patients aged <18
years with severe IBS received 12 sessions of
GFH, at weekly intervals, using the Manchester
Protocol. Clinical outcomes data, including IBS
Symptom Severity Score (IBS-SSS), Hospital
Anxiety and Depression Scale (HADS), Non-colonic
Symptom Score and Quality-of-Life (QoL) score,
were collected prospectively, and compared pre-
GFH and post-GFH. Clinical response was defined
as >50 point reduction in IBS-SSS.

Results 32 young patients fulfilling Rome Il
diagnostic criteria for IBS (median age 16 (range
8-18) years, n=23/32 (72 %) female individuals)
completed GFH. At baseline, the mean duration
of IBS was 5.9+0.9 years, and the mean IBS-SSS
was 313x14. After GFH, 28/32 (88%) responded,
with a mean overall reduction in IBS-SSS —159+16
(p<0.0001), and 24/32 (75%) achieved >30%
reduction in abdominal pain scores. GFH also
improved: non-colonic symptoms (p<0.0001),
HADS-anxiety (p<0.0001), HADS-depression
(p=0.0002) and QoL Scores (p<0.0001).
Conclusion GFH is highly effective in children
and adolescents with IBS. Early intervention
with GFH in childhood IBS may reduce the
subsequent burden of this problem in adults.

INTRODUCTION

Functional  gastrointestinal ~ disorders
(FGIDs) such as irritable bowel syndrome
(IBS) are common in children and adoles-
cents, affecting approximately 25% of
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Significance of this study

What is already known on this topic

» Irritable bowel syndrome (IBS) in children
and adolescents disrupts education,
causes embarrassment, is stigmatised and
often progresses into adulthood.

» While there are few effective IBS
treatments for children, hypnotherapy
has shown promise in clinical trials.
Unfortunately, uptake is hampered by
scepticism and the lack of ‘real-world’
clinical data.

What this study adds

» This study suggests that hypnotherapy
is highly effective for IBS in children and
adolescents with 88% responding.

» This study demonstrates that, like adults,
children and adolescents with IBS suffer
debilitating non-colonic symptoms, which
also respond to hypnotherapy.

How might it impact on clinical

practice in the foreseeable future

» Due to there being even fewer treatment
options in this age group, hypnotherapy
could be considered at an earlier stage
than in adults, with the potential to
prevent adult suffering.

the population, and are associated with
impaired quality of life (QoL).'” IBS
is the most common cause of recurrent,
‘non-organic’ abdominal pain in this age
group.® Unfortunately, school children
with chronic bowel disorders such as IBS
often experience teasing,’ embarrass-
ment® and stigma, which can result in
social withdrawal.” Moreover, recurrent
chronic abdominal pain can significantly
disrupt education,® result in significant
healthcare utilisation and socioeconomic
costs,” and many cases will progress and
transition into adult IBS services. '
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Disappointingly, the efficacy of pharmacological
therapy for IBS in those aged <18 years is low.!" While
antidepressants are among the mainstay of treatment
in adult IBS," their evidence base is fairly limited in
children,' and use in this population is often limited
by safety concerns, with a reported increased risk
of suicide.” The lack of efficacious medical options
makes behavioural and psychological therapies such
as gut-focused hypnotherapy (GFH) attractive. Indeed
GFH has been shown to be highly effective in IBS in
adult populations,’* ' with a response rate of 76%
in the largest study to date'® with reduced healthcare
utilisation. In children and adolescents with IBS, clin-
ical trial data have shown that GFH is significantly
superior to standard medical care in inducing clinical
remission,'”™"” with long-term effects, maintained at §
years post-treatment.”’ These promising data suggest
that GFH could be considered as a first-line option for
IBS in children®'; however, clinical outcomes’ data in
patients aged <18 years outside of clinical trials are
lacking.”* Here, we evaluated outcomes from GFH in
patients aged <18 years of age referred to a tertiary
referral centre for FGIDs.

METHODS
Patient population

The hypnotherapy unit in South Manchester has been
treating patients with refractory FGIDs for over 35
years and is an established tertiary referral centre for
these cases. GFH is endorsed by the National Insti-
tute for Clinical Excellence when conventional treat-
ments have failed.”’ Despite being set up as an adult
service, due to the high response rates, there has been
an increasing number of children and adolescents
referred to our service with refractory IBS from paedi-
atric services to consider GFH.

Inclusion criteria

Consecutive young patients (aged <18 years) with
IBS refractory to conventional management strate-
gies, treated in the hypnotherapy unit at Wythenshawe
Hospital, Manchester University National Health
Service Foundation Trust, between November 2015
and 2019, were included in this study.

Prior to recommending GFH, all patients referred
were reviewed and screened by a consultant gastroen-
terologist in the tertiary clinic to confirm the diagnosis
of IBS according to Rome III diagnostic criteria, ensure
conventional treatments have been exhausted, and to
assess suitability for GFH.

Exclusion criteria

As in adults, the main exclusion criteria for GFH
included those with major psychopathologies'* or chil-
dren and adolescents with severe learning disabilities
who would not be able to understand or engage with
the treatment.

Neurogastroenterology

Data collection

Clinical outcomes data were collected prospectively.
All included patients met the Rome III diagnostic
criteria for IBS. At baseline, all patients completed the
Tellegen absorption scale®* as a measure of hypnotic
ability, where scores of 26-34 would be considered
high, 16-25 medium and <15 low.

Outcome measures

Questionnaire data for the following outcome meas-
ures were collected prospectively from all patients at
baseline and after GFH.

IBS Symptom Severity Score

This score, which is now universally used in IBS clin-
ical trials and is increasingly used in routine clinical
practice, was the primary endpoint for this study. It
consists of five domains (pain severity, pain frequency,
abdominal bloating, bowel habit dissatisfaction and
life interference), each of which scores a maximum of
100. Composite IBS Symptom Severity Scores (IBS-
SSSs) can be used to classify patients into mild (<175),
moderate (175-300) and severe (>300) IBS, and a 50
point reduction in IBS-SSS indicates a clinically signif-
icant improvement.” Hence, the primary endpoint in
this study was the percentage of patients achieving a
clinical response defined by =50 point reduction in
total IBS-SSS. As a secondary endpoint, the Federal
Drug Administration’s recommended endpoint of
>30% improvement in abdominal pain scores*® was
also evaluated.

Non-colonic Symptom Score

As previously described,' this consists of 10 items
(nausea/vomiting, early satiety, headaches, backache,
lethargy, excess wind, heartburn, urinary symptoms,
thigh pain and aches, and pains in muscles and joints
(bodily aches)), each scoring up to a maximum of 100,
the sum of which is divided by 2 to give a maximum
score of 500, %8

Qol Score

This score consists of 15 components, coping with
problems, confidence and security, quality of sleep,
feelings of irritability, frequency of worrying, enjoy-
ment of life, feelings of hopefulness, physical well-
being, relationships with others, maintaining friend-
ships, feelings of inferiority, feeling wanted, feelings of
helplessness, difficulty in making decisions and enjoy-
ment of leisure time. Each item is scored 0-100. As
in previously published studies, the sum of these 15
components is divided by 3 to give a maximum QoL
Score of 500.'® The higher the score, the better the
QolL.'628

Hospital Anxiety and Depression Scale
The Hospital Anxiety and Depression Scale (HADS)
has been used extensively as an outcome measure in
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previous GFH studies.'® **2° It consists of anxiety and
depression questions, with a maximum overall score
for either domain of 21. As in previous GFH studies,
a cut-off of =10 was used for clinical anxiety and
depression.'®

Procedure

All patients received 12 sessions of GFH, each lasting
up to 60 min, at weekly intervals, over 3 months.
All patients were treated by one of the two clinical
hypnotherapists (SHH and PC), both of whom have a
specialist interest and are vastly experienced in treating
patients aged <18 years. No new medical, dietary or
other psychological interventions were commenced
during the period of GFH. Patients were treated using
the Manchester protocol which has been described in
detail elsewhere,'* the aims of which are to induce a
deep state of relaxation to guide the patient to learn
how to control their gut function. The structure of
the programme includes an introductory session. This
first session is devoted to education and explanation
about IBS, what the treatment involves, and how the
use of imagery and tactile methods during GFH can
help improve the patient’s symptoms. In children and
adolescents, this first session is particularly important
in tailoring a developmentally appropriate approach
for the subsequent treatment sessions, to maximise the
ability to engage in the GFH treatment process. During
this consultation session, the therapist first elicits how
the condition affects the patient and the impact that
the physical suffering has on their quality of life, for
example, home, social and school (or work). The ther-
apist explains how the gut functions and the impact of
IBS on how the gut works, often using diagrams and
drawings, as well as explanations. This approach often
works very well with younger children who may also
find that they can explain more easily through draw-
ings what they think is happening in their gut. During
this assessment, the therapist will discuss with the
child any factors that make their condition better or
worse. Other relevant information to guide the subse-
quent treatment sessions includes finding out about
hobbies and interests the child/young person has, for
example, favourite stories, toys, games, sport and
nature so that these can be incorporated into the treat-
ment to enhance their experience and improve engage-
ment. The treatment is further adapted according to
the child/young person’s stage of development, for
example, often the idea of imagining the gut as a river
and the patient can ‘slow it down’ or ‘speed it up’
depending on their symptoms. While older children
often find this analogy very helpful, younger children
may find it more difficult to relate to this, and using
stories as an alternative can therefore often be more
useful for the younger child. The child/young person is
usually accompanied by a parent for the consultation,
which enables the parent to understand the treatment
too. Some of the young patients prefer a parent to be

present during treatment, which can be accommo-
dated without any difficulty, and parents can often be
helpful in helping the child/young person explain their
problems. The treatment process is very much a part-
nership with the child/young person, and the patient is
encouraged to develop ideas that they like so the work
becomes very much their own.

During subsequent sessions, the child/young person
sits or lies down in a comfortable reclining chair, and
hypnotherapy is induced in a standard way by eye
closure, progressive muscular relaxation and stan-
dard deepening techniques. The therapist uses a very
soothing voice like one would use when reading a
bedtime story. Then by incorporating the things they
are interested in and that are appropriate for them to
imagine, as discussed during the initial consultation
visit, such concepts are used to focus on helping the
gut to get better. Other important techniques during
GFH include the child/young person placing a hand on
their ‘tummy’;, which is very popular during sessions
and is often imagined as ‘warming and soothing their
tummy’, which can enhance the process when they can
feel the warmth, and then they can use this at will.
The language used throughout would be adapted
according to the age of the patient. As the course of
treatment progresses, increasing emphasis is placed
on controlling gut function, with the ultimate aim
of enabling the patient to be ‘in control of their gut’
rather than the gut controlling them.'* The therapists
often adapt the therapeutic approach according to the
patients’ symptoms and personal imagery of the condi-
tion to stimulate engagement, which often improves
response, as well as improving the child/young person’s
confidence. The child/adolescent is provided with a
recording of the sessions on a CD and are asked to
practise the techniques daily, which they are advised to
continue to use after completion of treatment.

Ethical statement

All the questionnaires used in this study are used
routinely in the department to monitor the patient’s
progress. Consequently, it was considered that this
study was a service evaluation of clinical outcomes
from our existing service, and therefore the ethical
review was not necessary.

Statistical analysis

Questionnaire data were digitalised on a Microsoft
Excel spreadsheet and analysed to determine the
percentages of patients that responded, and achieved
=30% improvement in abdominal pain scores,
following GFH. Data are expressed as means (*SE
of the mean (SEM)) unless otherwise stated. Mean
outcomes’ data, including IBS-SSS, Non-colonic
Symptom Scores, QoL Scores, HADS depression and
anxiety scores, were compared before and after GFH
using paired t-tests using a standard statistical software
package (Stats Direct V.3.1.1, UK). P values <0.05
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Figure 1 Improvement in IBS symptom severity post HT. HT,
hypnotherapy; IBS, irritable bowel syndrome.

were considered statistically significant (only two-
sided p values have been displayed).

RESULTS

32 patients (mean age 15.7+0.4 years, range 8-18),
with a mean duration of IBS 5.9+0.9 years, were
studied. Thirteen (41%) patients had diarrhoea-
predominant IBS (IBS-D), 9 (28%) had constipation-
predominant IBS and 10 (31%) had an alternating
bowel habit (IBS-alt). Based on baseline IBS-SSS data,
1 patient (3%) had mild IBS, 14 (44%) had moderate
IBS and 17 (53%) had severe IBS. The mean Tellegen
absorption scale score was 16.8+1.5. All 32 patients
completed the full course of GFH, and all patients
were successfully hypnotised during each of their 12
sessions.

Overall results

IBS Symptom Severity Scores

The mean baseline IBS-SSS was 313 +14. After hypno-
therapy, 28 (88%) patients achieved a clinically signif-
icant response (=50 point reduction in IBS-SSS).
Moreover, the majority achieved the more demanding
endpoints of =100 point reduction (n=26, 81%)
and =150 point reduction (n=19, 59%) in IBS-SSS.
Overall, compared with baseline, there was a signif-
icant mean reduction in IBS-SSS post-GFH (change:
—159.2, p<0.0001, (95% CI: 127-191; figure 1).
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Figure 2 Improvement in Non-colonic Symptom Scores post HT. HT,
hypnotherapy.

Hypnotic ability according to Tellegen absorption
scale scores did not vary between responders achieving
=50 point reduction in IBS-SSS, compared with those
who did not respond to GFH (Mann-Whitney U test:
median 17.5 vs 17, U=52, p=0.81).

There were highly significant mean reductions in
the scores in all domains of IBS-SSS: pain severity
scores (pre-GFH 61 vs 26 post-GFH, p<0.001),
pain frequency scores (pre-GFH 61 vs 31 post-GFH,
p<0.001), abdominal bloating severity (pre-GFH 51 vs
26 post-GFH, p<0.0001), dissatisfaction with bowel
habit (pre-GFH 63 vs 33 post-GFH, p<0.0001) and
interference with life (pre-GFH 76 vs 39 post-GFH,
p<0.0001).

Non-colonic symptoms

There was a highly significant reduction in mean non-
colonic symptom scores after GFH (pre-GFH 220.3 vs
post-GFH 115.1, p<0.0001, (95% CI) change 105.2
(78.7-131.8); figure 2). All components of the score
were significantly reduced (table 1).

Quality of life

There was significant improvement in total QoL Score
from a mean 267.7+14.3 pre-GFH to 360.8+13.8
post-GFH (p<0.0001; mean (95% CI) change 93.1
(68.8-117.4)), (online supplemental figure 1). Most
individual components of the QoL Score significantly
improved following GFH (table 2).
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Table 1 Mean non-colonic symptom scores before and after
GFH

Mean Mean

symptom symptom

score pre-  score post-
Non-colonic symptom GFH GFH P value
Nausea/ vomiting 37.6+5.5 12.8+3.2 <0.0001
Early satiety 33.3+6.1 19.9+4.4 0.01
Headaches 46.6+5.6 27.7+4.5 0.0006
Backache 45.3+6.5 23.3+4.5 <0.0001
Lethargy 71.7+5.0 42.7+4.8 <0.0001
Excess wind 68.7+5.5 35.4+5.0 <0.0001
Heartburn 29.2+4.8 11.5+£3.3 <0.0001
Urinary symptoms 35.4+6.0 20.5+5.1 0.004
Thigh pain 21.0+4.7 11.4+4.0 0.03
Musculoskeletal aches ~ 50.9+6.5 25.2+4.4 <0.0001
and pains

GFH, gut-focused hypnotherapy.

Anxiety and depression scores

GFH significantly improved mean anxiety (11.3+0.8
vs 8.1+x0.8, p<0.0001) and depression scores
(5.1+0.7 vs 2.8+0.4; p=0.0002; online supplemental
figure 2). Twenty-one patients (66%) met the cut offs
for clinical anxiety or depression (21/32 had HADS-A
=10 and 1/32 had HADS-D =10). Response rates to
GFH and mean improvement in IBS-SSS post GFH
did not differ between those with anxiety/depression
and those without (response rates to GFH: anxiety/
depression 18/21, 86% vs 10/11, 91%, those without
anxiety/depression, Fisher exact test p>0.99; mean
improvement in IBS-SSS: 165.8 anxiety/depression
vs 150.8 those without anxiety/depression, unpaired
t-test: 95% CI, —52.7 to 82.7; p=0.65).

Table 2 Quality of life subscores pre-GFH and post-GFH

Component of QoL Mean pre-  Mean post-

score GFH GFH P value
Coping with problems 45.7+4.3 74.7+3.9 <0.0001
Confidence and security ~ 43.8+4.6 71.5+3.9 <0.0001
Quality of sleep 61.2+4.9 72.3+3.6 0.008
Irritability 37.745.5 66.8+3.8 <0.0001
Frequency of worrying 36.3+5.4 56.9+5.3 0.003
Enjoyment of life 60.1+4.2 75.1£3.5 0.0005
Feelings of hopefulness 58.6+4.7 74.1+3.9 0.0001
Physical well-being 49.6+3.9 74.6+3.1 <0.0001
Relationships with others ~ 70.6+4.2 81.6+2.7 0.008
Maintaining friendships ~ 72.0+4.8 77.7+4.0 0.13
Inferiority 57.3+4.7 73.8+4.6 0.001
Feeling wanted 58.4+5.4 71.7+4.1 0.01
Helplessness 46.7+4.3 70.1+4.3 <0.0001
Difficulty in making 48.1+4.5 62.0+4.5 0.0005
decisions

Enjoyment of leisure time ~ 66.1+3.9 78.5+£3.4 0.004

GFH, gut-focused hypnotherapy; QoL, quality of life.

DISCUSSION

This study has provided much needed ‘real-world’
clinical outcomes data on GFH in children and adoles-
cents with IBS, and suggests that this treatment can
be highly effective in this age group. The findings
also demonstrate a similar burden of extraintestinal
features of IBS to those seen in adult patients. These
bothersome non-colonic symptoms including nausea,
early satiety, headaches, backache, lethargy, excess
wind, heartburn, urinary symptoms, thigh pain and
musculoskeletal pains, undoubtedly contribute to
considerable suffering, embarrassment, and may result
in difficulty performing in school activities including
physical education. Interestingly, the data presented
here have shown significant improvement in all colonic
and non-colonic symptoms following GFH. Many of
our patients following GFH were able to return to full-
time education following a period of disrupted attend-
ance. While measures of school attendance and parent
perception were not obtained prospectively in our
study, improvements in school attendance have previ-
ously been reported elsewhere in clinical trials of GFH
(17-18). While the exact reasons why GFH improves
school attendance remain unclear, based on our data,
improvement in these debilitating and wide-ranging
extraintestinal symptoms may be an important factor.

This study has demonstrated a highly significant
improvement in the entire spectrum of IBS symptoms
following hypnotherapy in children and adolescents.
Interestingly, the overall response rate of 88% using
IBS-SSS is even higher than the previously reported
response rates to GFH in adult patients (76%), using
the same hypnotherapy protocols and same outcome
measures.'® While the exact reasons for higher response
rates in children and adolescents, when compared with
adults, are unclear, this may plausibly relate to their
increased receptivity to use of their imagination using
multisensory imagery compared with older popula-
tions.*" All 32 patients in this study were successfully
hypnotised during each session without any difficulty.
This increased receptivity to this form of treatment
and enhanced imagination allows the therapist to use
the imagery even more effectively to work on strate-
gies for problem resolution, developing self-regulation
skills in the process. Compared with adults, children
and adolescents undergoing GFH often need very little
encouragement to practise the techniques learnt during
the sessions at home using the recordings provided and
are very quick to learn the technique of self-hypnosis.
Furthermore, because a child has not had the problem
for as long as an adult, they are less likely to be so
entrenched in their illness, possibly making it more
amenable to hypnotherapy.*!

Our data strongly support GFH as a treatment for
IBS in children and adolescents. Due to there being
even fewer treatment options in this age group than
adults, and based on our findings, arguably GFH
should be considered at an earlier stage than in adults.
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Unfortunately, while prospective long-term follow-up
data are not available for our cohort, previous clinical
trials data in children and adolescents have shown long-
lasting effects,””**# and therefore, GFH may have the
potential to prevent adult suffering. Moreover, the
QoL Scores show a highly significant improvement
overall and in almost all of the individual subscores.
While clinical levels of anxiety affected around two-
thirds of our cohort, with significant improvements
in both anxiety and depression levels after GFH, the
beneficial effects seen on IBS symptoms were indepen-
dent of whether or not the patients were anxious or
depressed at baseline. Furthermore, the fact that all 32
patients completed all 12 weeks of therapy suggests
that this treatment is both feasible and acceptable in
young patients with refractory IBS.

Unfortunately, GFH is not currently widely available
and continues to be surrounded by much scepticism.
This is reflected by a recent survey of 289 Australian
Paediatricians which disappointingly reported that only
2.1% would consider referral for hypnotherapy for a
child or adolescent with IBS.>* Interestingly, the attitudes
towards hypnotherapy referrals did not differ between
those who believed there ‘is clear evidence for effective
treatments for IBS” and those ‘who believed there is no
clear evidence for effective IBS treatments’.”* Potential
reasons for not considering GFH as a treatment for
IBS, prior to our current study, may be due to the lack
of previously published real-world clinical data. Other
potential reasons may be a lack of access and availability
of appropriately trained therapists, lack of knowledge
and the need for further education. While recent adult
literature publications have focused on the group®® and
telemedicine delivery of GFH for IBS* to improve
access to this effective form of treatment, paediatric and
adolescent data have tended to focus on non-therapist
delivered self-therapy using recordings, with some
success.”” *® One of the disadvantages of non-therapist
delivered GFH is that the treatment delivered is generic,
which may not make it suitable for refractory patients
with severe functional impairment seen in tertiary care
such as the patients included in our study. Patients with
IBS and severe functional impairment often require an
individualised approach. While face-to-face GFH is
more costly, it is our experience that those with higher
symptom severity scores tend to respond better to indi-
vidualised GFH presumably because they suffer from
a more complex form of the condition with additional
psychological factors contributing.'* Recently, as an
alternative to face-to-face GFH, we have been providing
the option of remote individualised GFH via video
consultation, with similar clinical efficacy,’® which has
significantly improved access to therapy for patients,
especially those living further afield from the treatment
centre. This may also prove to be an excellent option
for children and adolescents across different age groups,
providing they have the appropriate parental support
where needed, and access to the video technology.

Neurogastroenterology

One of the main limitations of our study is that it is
a ‘real-world’ study of clinical outcomes, as opposed
to a randomised controlled trial. While there was
no control group in this study because all referrals
for GFH have to be made in accordance with strin-
gent NICE guidelines which reserve GFH for only
refractory cases,” all patients included in our study
had already exhausted all conventional medical and
dietary options to qualify for their treatment. This was
mandatory because individualised funding requests for
GFH were only approved by Clinical Commissioning
Group (CCG) panels if these criteria were satisfied. All
patients in our study had therefore tried and failed all
viable treatment options including antidiarrhoeals and
laxatives (where appropriate), antispasmodics, and the
low Fermentable Oligo-, Di-, Mono-saccharides And
Polyols (low-FODMAP) diet. The notable exception to
the application of the adult NICE IBS guidelines in our
series was the use of antidepressants, which were not
used in any patient in our study. This was justified and
agreed by the CCG panels, given that antidepressants
are advised against by NICE in children and young
people without prior use of psychological therapies,*
amidst safety concerns including the reported increased
risk of suicide in this age group.’> Consequently, there
was limited scope for deployment of any new thera-
pies during the 12-week course of GFH. To avoid
any confounding factors which could affect response
to GFH, medication changes were not recommended
by the gastroenterologists in any patient in this series
during the course of treatment until follow-up after
completion of GFH. This makes the chances of any
confounding treatments extremely low.

CONCLUSION

In conclusion, GFH is a highly effective treatment for
severe IBS in children and adolescents. GFH signifi-
cantly improves both colonic and non-colonic symp-
toms, QoL and psychological distress levels. Paediatric
and adult clinicians looking after young patients with

refractory IBS should seriously consider referral for
GFH.
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