
The role of psychosocial factors in gastrointestinal
disorders
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Psychosocial factors play a part in how
symptoms are experienced and interpreted,
they modify illness behaviour, and can influ-
ence treatment. However, they do not have any
diagnostic value in functional gastrointestinal
disorders; if you have anxiety you can still have
an organic disease.

Psychological disturbances modify the
experience of illness and illness
behaviours such as health care seeking
It has been shown that there are no greater
psychological disturbances in subjects with
irritable bowel syndrome (IBS) than in the
general population. Even in the 1980s, Sandler
et al found that focusing on symptoms was one
of the major factors causing patients with
bowel dysfunction to seek medical advice.1

Further studies confirmed the finding that psy-
chological factors are associated with patient
status more than the bowel disorder itself.2

These findings were not confirmed in an Aus-
tralian population based study3 which was,
however, a postal survey using self-
administered questionnaires. In a British study,
abdominal pain and diarrhoea diVerentiated
consulters from non-consulters with symptoms
of IBS.4

Psychosocial stress exacerbates
gastrointestinal symptoms
Psychological stress or emotional responses to
stress can aVect gastrointestinal function, and
the eVects of diVerent emotions on the gastro-
intestinal tract are well established5 (table 1).

What about functional gastrointestinal
disorders—do psychological factors contribute
substantially? IBS is the most prevalent of these
gastrointestinal disorders. There are many
studies from the 1980s and 1990s indicating
that patients with functional dyspepsia (FD) or
IBS have more anxiety, depression, and “psy-
chosomatic triad” (hysteria, hypochondriasis,
and depression) than normal controls. Our
own data support these findings in patients
with FD; for example, we found a high score
for neuroticism and somatisation.6–8 However,
no study has found a unique psychological
profile or mechanism for symptom develop-
ment.

Life events and stress
Life events studies have found that patients
with IBS report more negative life events than

normal controls, but only life events which
provoke an anxiety state or psychiatric episode
are associated with symptom onset.9 Along the
same lines, patients with IBS report more
sexual abuse than controls, but the problem of
over reporting is not overcome. Drossman et al
found that abused patients have greater pain
scores, spending more time in bed, having
more psychological distress, poorer daily func-
tion, and 30% more physician visits than
controls.10

The reasons why the former data have not
been generally accepted are many. The diag-
nostic entities studied have been heterogene-
ous with diVerent inclusion criteria, and
patients with a psychiatric diagnosis (anxiety
disorders, depressions, etc.) have been in-
cluded. Also, the findings that psychological
factors were themselves selective in pushing the
patient into health care seeking status make
interpretation of data more diYcult.

The use of a semi-structured interview (life
events and diYculties schedule (LEDS)) and a
prospective design has recently been used in an
interesting study from Australia.11 One hun-
dred and eighty eight patients with diVerent
types of functional gastrointestinal disorders12

were diagnosed according to the Rome criteria,
and the relation of social stressors to gastro-
intestinal, extraintestinal, and emotional symp-
tomatology was assessed. Patients with func-
tional gastrointestinal disorders were exposed
to one or more stressors much more often than
normal controls (98 v 36%) and anxiety state
and/or depression were elevated within the
sample. High levels of non-gut disturbances
were distinctive of FD and IBS alone. Chronic
stressors provoked psychological and extrain-
testinal disturbances most specifically in pa-
tients with FD or IBS. In the second part of the
study,12 the semi-structured interview was per-
formed three times—at entry, and after six and
16 months. In addition, self-reported psycho-
logical and symptom questionnaires were com-
pleted. Life stress (LEDS) and symptom
intensity were assessed separately by two inde-
pendent interviewers. Life stress was assessed
two weeks prior to symptom intensity. Chronic
stressors (divorce, relationship diYculty, seri-
ous illness, lawsuits, business diYculty, housing
diYculty) had to be present for at least six
months. Repeated measures analyses of vari-
ance, linear regression analysis, and logistic
regression analysis were used. There was a high
degree of covariance of life stress and symptom
intensity scores. Chronic threat alone ac-

Abbreviations used in this paper: IBS, irritable
bowel syndrome; FD, functional dyspepsia; LEDS, life
events and diYculties schedule.

Table 1 EVects of diVerent emotions on the
gastrointerstinal tract

Fright and depression Anger and resentment
x Pallor of mucosa x Hyperaemia of mucosa
x Reduced acid secretion x Accelerated acid secretion
x Reduced gastric motor activity x Increased motor activity
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counted for 97% of the variance in symptom
index. Life stress during the first six months of
the follow up period was highly predictive of
symptom intensity at 16 months. No patient
exposed to one or more stressors during the
final 10 months of the follow up period (35% of
sample) improved by 50% or more in symptom
intensity. These findings were not influenced
by personality or mood state. The limitation of
these findings is that patients were referred for
endoscopic evaluation. The reduction in
chronic stressors was a prerequisite for im-
provement, and indicates that stress reduction
management should be beneficial in patients
with IBS.

Psychotherapy
The five most prominent studies of psycho-
therapy in IBS show good eVects.13–17 Because
of the high placebo response, a control group is
required. More traditional psychodynamic
therapy, as well as hypnotherapy and cognitive
behaviour therapy, have proved better than
conventional medical management. Prognosis
is found to be dependent on combined psycho-
logical and medical treatment,14 younger age,
type of pain,15 and higher initial anxiety.17 In the
Guthrie study, 103 patients received either
psychotherapy, relaxation, or standard medical
treatment. At three months the treatment
group showed greater improvement than con-
trols on the gastroenterologist’s and patient’s
ratings of diarrhoea and abdominal pain. Overt
psychiatric symptoms were a good prognostic
sign. In the Green and Blanchard study, only
20 patients received treatment, but 80% of
those receiving cognitive therapy initially
reached the criterion for clinically significant
improvement compared with 10% of the
symptom monitoring controls. In a critical
review, Talley et al concluded that “the eYcacy
of psychological treatments for irritable bowel
syndrome has not been established because of
methodological inadequacies”.18 Even though
the data are not indisputable there is, in my
opinion, evidence to support an optimistic view
that psychotherapy can help patients with IBS
or FD.

The following promising results from the
Netherlands were not evaluated by Talley et al.
In the first study,19 a standard approach of
reassurance and education about symptoms
was done by the gastroenterologist at the
outpatient clinic. In 110 patients with IBS,
doctors could influence complaint related cog-
nitions and these changes were related to
improvement in irritable bowel symptoms at
follow up. Patient anxiety, fear of cancer, and
other catastrophising cognitions appeared to
diminish. Forty seven patients who did not
respond to this standard approach were
diagnosed as having refractory IBS, and
entered a study of cognitive-behavioural group
therapy, presented to them as “a course in cop-
ing with abdominal complaints”.20 Twenty five
patients received eight, two hour sessions and
were compared with a waiting list control. In
the follow up study, all 45 patients were treated
and followed up for an average of 2.25 years.
There was a significant improvement in

abdominal symptoms in the treatment group,
the number of successful coping strategies was
found to increase, and avoidance behaviour
decreased. The positive change persisted dur-
ing follow up (data from 32 patients were avail-
able).

The only study of psychotherapy in FD was
performed at our centre in Bergen. At the one
year follow up, there were 43 patients in the
therapy group who received 10 hours of
individual cognitive behaviour psychotherapy,
and 45 patients in the control group.21 Both
groups showed improvement in dyspeptic and
psychological measures, but the improvement
in the therapy group was greater for dyspeptic
symptoms and target complaints.

Biofeedback is still an experimental treat-
ment of primarily lower functional gastro-
intestinal disorders.22

Future research
I find the advice of Denis McCarthy to exclude
patients who meet DSM criteria for any
psychiatric diagnosis from future studies of
functional gastrointestinal disorders to be very
wise.23 These patients probably have a non-
gastrointestinal reason for requiring some form
of treatment, drugs, and/or psychotherapy.
Today, the eYcacy of cognitive-behaviour
therapy is documented in most anxiety diag-
noses.24 25 Patients with somatisation disorders
surely have gastrointestinal symptoms which
may meet the Rome criteria but there are so
many other problems that interpretation of the
data becomes diYcult. Similarly, patients with
frank anxiety disorders or clinical depression
will most probably confound the data. This
means that a careful psychiatric assessment
must be performed. Psychologists and psychia-
trists can also contribute to further exploration
of the stress management intervention studies
that will still have to be performed, especially in
patients with FD or IBS.
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