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Introduction

Irritable Bowel Syndrome (IBS) is a highly prevalent functional gastrointestinal disease that is commonly associated with psychological comorbidities and maladaptive thought patterns. Previous studies report psychological therapies such as cognitive behavioral therapy (CBT) and gut-directed therapy (GDP) improve IBS symptom management and quality of life. This review seeks to understand the effectiveness of various psychotherapies across delivery methods for patients with irritable bowel syndrome.





Methods

A scoping literature review of PubMed articles highlighting psychological and stress reduction treatments for IBS was conducted. 120 studies were included in the title and abstract screening. 32 studies were selected for full text review. Primary and secondary research studies that investigated the benefit of psychological therapies focusing on stress reduction and cognitive therapies for patients with gastrointestinal condition’s symptom relief met inclusion criteria for the review. 12 studies were selected for inclusion.





Results

All 12 reviewed studies reported statistically significant improvements in IBS symptoms with psychological therapies. 8 studies also addressed quality of life and reported statistically significant improvement in intervention groups. 3 studies demonstrated persistent improvement after 12 months. 2 studies compared different types of psychotherapies and reported improvements compared to control groups but no significant differences between psychotherapies. 6 studies that compared face to face therapy with minimal contact or telephone therapy showed no difference in clinical outcomes.





Discussion

Psychological therapies demonstrate reported statistically significant improvements in IBS symptoms and patient quality of life with no reported statistically significant difference across forms of healthcare delivery. Most improvements reportedly persist long-term. Further research with a broader demographic base is needed to assess the economic costs of psychological therapies and their implications for underserved communities.
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Introduction

Irritable bowel syndrome (IBS) is an extremely common diagnosis in the United States affecting between 25 to 45 million people ranging from adolescence into old age (1). Symptoms of this functional diagnosis may include diarrhea, constipation, fecal incontinence, chronic functional abdominal pain, or distension (2). Annual direct costs in the United States have reportedly cost up to $1.35 billion annually (3). In addition to expenses from emergency department (ED) visits, routine appointments, and generalized healthcare, patients must also pay for the laboratory and imaging diagnostic workup and extensive time lost from work (4). In 2003, medical expenses reportedly averaged $619 annually to patients, likely only heightened by inflation (3).

There is currently an assortment of medications and procedural interventions used to treat IBS. In their article, Lacy et al. explain that IBS is commonly managed multimodally with diet and lifestyle changes, psychotherapy, and pharmacotherapy. The authors argue the potential of further research into these alternative therapies and functional treatments for IBS (5). The usual care of IBS patients revolves around symptom relief with few studies focused on alternative methods like cognitive behavioral therapy (CBT). Research exploring the therapeutic benefits of psychotherapy and stress reduction for health extends beyond gastroenterology into other fields such as cardiology (6), rheumatology (7), hospice care, and family medicine (8). While individual studies demonstrate temporary relief in regard to quality of life and mental health in patients with IBS, there is little conclusive, updated, holistic review of the value of CBT and gut-directed psychotherapy holds for patients regarding their IBS and psychological symptoms.

Patients with IBS commonly have psychological comorbidities, although a causal connection between these two domains has yet to be illustrated. A systematic review performed by Fond et al. in 2014 found that patients with IBS had reportedly statistically significant higher levels of anxiety and depression than those without the diagnosis (9). This demonstrates a clear need for research investigating the relationship of psychological conditions with IBS and the dual benefits in their treatment. A desire for less physically invasive IBS treatments has led to the rise of psychotherapies in practice such as CBT (10). Individual studies have indicated the benefit of psychological therapy for psychological symptoms as well as abdominal symptoms as well. This review seeks to understand the effectiveness of various psychotherapies relative to usual IBS care across in-person, virtual, and hybrid delivery methods for patients with irritable bowel syndrome.





Methods




Search criteria strategy and selection

A scoping literature review was conducted on psychological and stress reduction treatments of gastrointestinal conditions. Several PubMed searches were performed, all of which had filters of full-text English language primary and secondary articles published after 2010. The first PubMed search of “Irritable Bowel Syndrome/therapy” AND (“self-care” OR “hope”) yielded 44 results. A second PubMed search of “Stress, Psychological/prevention and control”[MAJR] AND “gastrointestinal” yielded 35 results. A final third search “Stress, Psychological/prevention and control” AND “gastrointestinal” contributed 66 results. 32 studies yielded in the three searches were duplicates. A total of 113 studies were included in the initial title and abstract screening. During full-text review, references were reviewed and seven articles were included in our review contributing to a final count of 120 publications for screening.

Title and abstract screening was performed and 32 articles were approved by three of the authors for further evaluation with a full-text review. Inclusion criteria was met by English literature articles written since 2000 that investigated the use of psychotherapies for the relief of gastrointestinal symptoms. During full-text screening, primary and secondary research studies that investigated the benefit of psychological therapies for patients with gastrointestinal condition’s symptom relief met inclusion criteria for the review. Articles that did not meet all elements of inclusion criteria were excluded from review. While some publications addressed self-management or patient education programs, if a predominant focus of these programs was on stress reduction and cognitive therapies met inclusion criteria if clinical gastrointestinal outcomes were primary measures. Authors independently conducted their own full-text review and met to achieve a consensus. Two additional studies were included following reference reviews of selected articles. At the conclusion of the literature review, 12 articles were included (Figure 1). Because all 12 articles successfully addressed our research question through peer reviewed randomized control trials and met inclusion criteria, we determined that they were of appropriate quality for this review.




Figure 1 | Flow diagram for assessment and selection of studies included in scoping review.







Data extraction and organization

Information was extracted from the articles included in the review and organized into tables for comparison. Demographic information including study location, study design, mean patient age, gender breakdown, and reported statistically significant differences in demographics was extracted (Table 1). Further information regarding the study methodology was extracted including the following: study sample sizes, duration of follow-up, percentage in control and intervention arms, treatment details, outcomes, and treatment delivery method (Tables 2, 3).


Table 1 | Demographics of included randomized control trials.




Table 2 | Randomized control trial article interventions and measured outcomes.




Table 3 | Systematic review article descriptions and measured outcomes.








Results




Description of studies

The initial search yielded 145 total results, 12 of which were included in the final review. 4 of these studies were systematic reviews of previous randomized control trials (RCTs) comparing psychological interventions to either a usual care or placebo group (18–21). Psychological interventions included cognitive behavioral therapy (CBT), intrapersonal psychotherapy, dynamic psychotherapy, and stress reduction or relaxation therapy. As one study investigating psychopharmacology (tricyclic antidepressants and SSRIs) did so relative to psychotherapy and care as usual, it was deemed to meet inclusion criteria (20). 4 studies compared psychological interventions to usual care provided by the physician (12, 13, 16, 17). Alternate controls employed in the reviewed studies include patients receiving symptom management treatment (11), on a wait-list (15), IBS symptom education (10), or mebeverine medical therapy (14). Of the 8 RCTs included in our review, 6 used CBT as the primary psychological intervention in comparison to a control (10, 11, 14–17). Two of the 6 RCTs using CBT studies compared minimal contact CBT or over the telephone CBT to in person CBT (10, 15). Meanwhile the other two RCTs performed by Jarrett 2009 and Heitkemper 2004 utilized comprehensive multicomponent therapy that included education, diet counseling, relaxation, stress management, and CBT (12, 13).





Study outcomes




IBS symptoms

All 12 studies demonstrated reportedly statistically significant improvement in IBS symptoms with psychosocial interventions compared to the control groups. Across studies, clinical outcomes were measured through patient self-reports including individual symptom questionnaires addressing symptoms such as pain, abdominal tenderness, flatulence, bloating, diarrhea, and constipation or through the standardized Symptom Severity Score (SSS) or Clinical Global Impressions (CGI). In studies utilizing the SSS, statistically significant improvements were reported with the use of CBT in three studies (13, 14, 21) and non-significant improvements in 1 study (10). In Lackner et al., 2018, improvements were significant in CGI (10). Six studies demonstrated reported statistically improvements in pain or abdominal tenderness (11, 15–17, 20, 21) for intervention groups compared to control. Seven studies demonstrated reported statistically significant improvement in all symptoms (11–13, 15, 18–20). One study found reported statistically significant improvements in symptom control with psychoeducation (11). Many studies additionally demonstrated non-significant improvements in other symptom areas (10–12, 17). Ultimately, all studied intervention groups demonstrated clinically significant improvement in symptoms relative to studied control groups.





Quality of life

Of the 12 studies reviewed, 8 assessed Quality of Life (QOL) in intervention groups compared to control or usual care (11–13, 15–18, 21). QOL measurements included the IBS-QOL questionnaire, psychological distress questionnaires, e-diaries, patient self-reported catastrophizing thoughts, the Cognitive Scale for Functional Bowel Disorders (CS-FBD) the Work and Social Adjustment Scale (WASA), and patient satisfaction surveys. All intervention groups demonstrated reported statistically significant improvements in their respective measured QOL outcomes. Psychotherapy effectively improved QOL in all 8 studies (11–13, 15–18, 21). Catastrophizing thoughts decreased significantly in 3 studies (12, 16, 17) with persistently lowered levels over 3 months in one study (16). One study found fewer primary care visits at long term follow up with reduced health care costs (18). One study additionally found improvements in the WASA with CBT interventions (14). Jarrett et al. similarly demonstrated reported statistically significant long term improvement in QOL for routine CBT and minimal contact CBT. This article also reported that secondary outcomes of psychological distress, cognitive beliefs, work productivity, and activity worsened for the control group at long term follow up (13). Nearly all studies demonstrated persistent improvements in overall QOL for intervention groups (Figure 2).




Figure 2 | Relationship between the psychological, social, and environmental factors on development of IBS and quality of life.







Duration of improvements

Multiple studies evaluated outcomes long-term. 3 studies observed patients at a 3 month follow-up with significant improvements in catastrophizing thoughts (16, 17), QOL, fewer primary care visits (18), pain (11, 16–18), bloating (11), and flatulence (11). One study continued to assess outcomes and demonstrated persistent reported statistically significant SSS score reductions at 6 months of follow up (10). 4 studies addressed follow up at 3, 6, and 12 months (12–15). 3 of these studies demonstrated persistent improvements at 12 months in the intervention group (12, 13, 15). Of these 3 studies, one compared comprehensive and brief interventions with reported statistically significant improvements persisting for 12 months only in the comprehensive intervention group (12). The fourth study with a 12 month follow-up demonstrated waning improvements after 6 months follow-up in symptom severity and QOL (14).





Type of psychosocial therapy

Two studies compared different types of psychological therapies to each other as well as against a control. One study included CBT, relaxation therapy, stress management, dynamic psychotherapy, multi-component therapy, and hypnotherapy (20). All forms of psychotherapy demonstrated improvement in global IBS symptoms greater than the control group. Interestingly, there was minimal difference between psychotherapies in terms of outcome. The second study included CBT, interpersonal psychotherapy, and relaxation therapy (21). Each type of psychotherapy was assessed in terms of overall symptom relief, IBS symptoms, abdominal pain, and quality of life improvements. All groups demonstrated improvement in all outcomes compared to the control group. There was no significant difference between groups in terms of which outcome was most affected or significance of improvement.





Delivery form of psychosocial therapy

Six studies compared in-person therapies to minimal contact or phone therapy. All 6 studies demonstrated no statistically significant differences in outcomes between minimal contact or phone therapy with in-person therapy (10, 13, 15, 16, 18, 19). However, Ahl et al., 2013 reported that self-directed therapy without a therapist had worse outcomes compared to minimal contact therapy (18). Two studies compared psychosocial interventions to education or symptom monitoring (10, 11). One study found that there were more responders to CBT when compared to simple IBS education (10). The other study found that psychoeducation and CBT both led to significant improvements in nearly all outcomes except for global improvement, which was better for CBT (11).







Discussion

This study reviewed articles that examined the effects of psychotherapies on patient reported IBS symptoms. This review examines multiple forms of psychotherapies such as CBT, stress and relaxation therapy, interpersonal therapy, and comprehensive educational and lifestyle therapies. Furthermore, we compare the duration of treatment effects after psychological therapies to control outcomes. We address both symptom improvement, such as abdominal pain, flatulence, bloating, diarrhea, and constipation, and quality of life outcomes as described by psychological distress, working ability, and catastrophizing thoughts.

This is one of few reviews of psychotherapies on patient-reported IBS symptoms since the onset of the COVID-19 pandemic to the authors’ knowledge. We felt it crucial to include reviews conducted since the onset of the COVID-19 pandemic due to the increased utility of telepsychology and virtual delivery methods after the pandemic. Furthermore, the pandemic catalyzed an increase of psychosocial stressors that contribute to increased IBS flares. Thus, its analysis of the influence of psychotherapeutic care delivery has on gastrointestinal clinical outcomes is highly relevant. The results demonstrating comparable efficacy of self-administered, virtual, and minimal therapist contact psychotherapy services relative to routine therapy following the clinical limitations imposed COVID-19 pandemic has great potential in expanding healthcare access given the recent rise in telehealth services and advocacy for increased telehealth insurance coverage (22, 23). While telehealth has greatly enhanced healthcare access, it exposed a digital divide for those with disabilities (24) or limited skill with digital devices, access to broadband internet, and technology (25). Despite the reported shrinking of this gap, it persists especially for women, Black (26), and low-income patients (27). Studies intending to elucidate psychiatric telehealth utilization often meet with difficulty when extrapolating the manner with which patients engage with health services (28). Therefore, the studies reviewing psychiatric teletherapy in this article (13, 16, 17) uniquely testify to clinical benefit for patients with IBS. Although challenges in telemental health provision exist (29), the application of new Current Procedural Terminology codes for therapeutic monitoring of CBT patients will encourage adoption with better reimbursement (30).

One other review written since the COVID-19 pandemic was included in this study and similarly reviewed psychological interventions in IBS management (19). Black et al. primarily focused on symptomatic outcomes of IBS following a variety of psychological therapies. This study is superior to Black et al. because it not only addresses symptomatic clinical outcomes, but also the quality-of-life improvements from psychological therapies in IBS treatment. We also included interventions that addressed crucial elements of IBS management such as diet, stress and relaxation, and education. This study was reviewed and discussed by 3 authors to ensure high quality and relevance.

The studies selected for review demonstrated that psychological therapy significantly improved IBS patient symptoms and quality of life. 6 of the 8 RCTs utilized standardized scales such as the SSS or CGI which allowed results to be compared equally across studies. Similarly, quality of life was measured by patient satisfaction surveys or standardized scales such as the IBS-QOL and CSFBD. Psychological therapies such as CBT, interpersonal therapy, and stress and relaxation therapies had significant improvements in clinical outcomes and quality of life. In the studies that compared different types of psychotherapies, there was negligible difference in outcomes between types of psychotherapies. The included studies demonstrated improvements with psychotherapies compared to usual care, education, and symptom management. Furthermore, studies that measured outcomes at long term follow up found that symptom and quality of life improvements persisted longer in intervention groups.




Future directions and limitations

Most studies included in the review’s subjects were primarily female and white, belonging to the middle-upper socioeconomic status. While IBS has been noted predominantly in white women (31), these studies overlook the potential benefits for males, racial minorities, and lower socioeconomic classes. It has been noted that racial minority IBS patients receive less specialist consultations and are subjected to more aggressive and costly procedural workups than typically employed in routine care (32, 33). While studies included in this review commonly excluded comorbid conditions and disabilities to minimize confounding, this neglected the study of psychotherapies’ influence in these communities’ gastrointestinal complaints. The included studies did not report psychological comorbidities in their patients which could confound the relationship of the therapies to changes in actual outcomes or improvement in mental health.

Several studies did not account for patient income status, a demographic particularly salient when monitoring IBS symptoms, as low-income patients often experience increased stress which may aggravate symptoms. Heitkemper et al. took this into account and noted that patients lost to follow-up in their study were less likely to be married or partnered and less likely to have an annual family income greater than $40,000 (p values of 0.12 and 0.13 respectively) (12). This finding urges the scientific community to take these demographics into consideration more consistently when evaluating barriers to health maintenance.

While all studies evaluated gastrointestinal clinical outcomes, few measured the clinical utility and economic outcomes of psychological IBS treatment (10, 18). Ahl et al., 2013’s systematic review included one study that reported a 60% reduction in primary care visits relative to the control group after receiving psychotherapeutic treatment (18, 34). None of the papers reviewed in our study measured income differences, healthcare utilization, or costs to patients and the system. Furthermore, the different QOL metrics used across studies varied in their ability to account for economic stress, healthcare access, and social stressors. This made it difficult to compare QOL outcomes between studies as well as assess the holistic impact of psychological IBS treatments. Again, the absence of recording patient socioeconomic status in studies clouds analysis as worsened stress could inflame IBS symptoms leading to increased healthcare utilization and higher health costs.

Our study did have limitations due to the available literature on the subject and lack of standardization in evaluating interventions. The broad range of psychological interventions and metrics used to in the reviewed studies created difficulty in comparison and mislead interpretations. Although some reviewed studies included self-reported catastrophic thoughts, psychological distress questionnaires, and CS-FBD as measures of QOL (14, 17), these are the very thought patterns psychological interventions target to improve patient QOL. Therefore, their use as a metric for QOL indirectly assumes the association under inquiry, that psychological interventions improve the QOL and symptom burden that patients experience.

As only 12 publications met inclusion criteria, this topic demands more rigorous study. Future research into this area should focus on understudied populations, diversifying subjects involved in the studies and accounting for patients’ racial, disability, and economic status especially. While the use of psychological therapies has been associated with decreased primary care visits and overall symptom improvement, the cost of intensive psychological therapy programs is significant. Many of these programs required a long duration of treatment (> 2 months) with external requirements for symptom monitoring, dietary changes, and homework following sessions. This review suggests that greater patient choice in modality and regimen of psychotherapy does not compromise the symptomatic relief they may experience from their IBS treatment. By evaluating economic outcomes and clinical utility, research may guide interventions and policies that aim to expand healthcare access and improve IBS patients’ lives.






Conclusion

This literature review demonstrated significant symptomatic and quality of life improvement in IBS with the use of psychological therapies. CBT was the most studied psychological therapy and demonstrated long term effectiveness in symptom management and quality of life. Furthermore, there was little difference in results for in person therapies compared to telephone, internet, or minimal contact therapies. Very few studies met inclusion criteria indicating that this topic demands continued study. Further research into this area should focus on economic costs of psychological therapies, their application in underserved populations, and diversity of patient groups.
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2004 (12)
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Lackner,
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Cognitive therapy:
10 weekly 90-
minute sessions
Psychoeducational
support: 10 weekly
90-minute sessions
primarily
educational

Comprehensive: 8-
session
multicomponent
program

Brief: Single
session
multicomponent
program

Comprehensive
self-management
in person: 9 one-
hour sessions, 13
weeks

Telephone
sessions: 3 in
person, 6 over the
phone, 13 weeks

CBT+
Mebeverine
therapy

S-CBT: 10 weekly,
60 min sessions
MC-CBT: self-
study CBT
‘materials; 4 60-
minute clinic visits

S-CBT: 10 weekly,
60 min sessions
MC-CBT: home-
study materials, 4
sessions of CBT

4 weeks CBT with
electronic diaries,
individualized
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feedback on PDA

Standard care+ 4
weeks CBT with
electronic diaries,
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written situational
feedback on PDA
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monitoring
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CT after
post-
treatment
assessment)
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Usual care

Mebeverine
therapy only

Wait
list control

1BS
Education
(4 sessions)

Usual Care
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Primary: individual IBS
symptoms, McGill Pain
Questionnaire, overall
functioning/side effects
Secondary: physician and
patient global IBS ratings
and rating of change in
sense of well being

Improved symptoms
Psychological distress
Quality of life
Indicators of stress-
related hormones.

Primary: SSS, IBS-QoL
Secondary: Psychological
distress, cognitive beliefs,
work productivity and
activity, quality control
blinding safety measures

Primary: SS$

Secondary: WASA, illness
perception, beliefs about
medicine, adherence to
medication, client service
receipt inventory, CSFBD,
behavior scale for IBS

Primary: CGI-1, adequate
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Secondary: psychological
distress, SSS, IBS-

QoL, CSS

IBS symptom
improvement: CGI-T
Secondary index: SSS
Quality of care: CSS

Primary: PCS
Secondary: IBS-QoL,
CSFBD, abdominal pain,
GI symptoms

Written symptom
questionnaires
CSFBD

IBS-QoL.

PCS

Abdominal pain

Clinical
psychologist or
trained post-
doc fellows

Psychiatry
Nurse
Practitioner

Psychiatry
Nurse
Practitioner

Trained nurse

S-CBT:
therapist

MC-

CBT: therapist

S-CBT:
therapist

MC-

CBT: therapist

Psychologist

Psychologist

Interventions: CT, cognitive therapy; CBT, cognitive behavioral therapy; MC-CBT, Home-based/minimal therapist contact CBT; PDA, personal digital assistants; S-CBT, Standard CBT.
Outcome metrics utilized: CGI-1, Clinical global impressions improvement; CSFBD, Cognitive Scale for Functional Bowel Disorders; CSS, Client satisfaction scale; IBS-QoL, IBS quality of life
questionnaire; PCS, Pain catastrophizing scale; SSS, Symptom Severity Scale; WASA, hospital anxiety and depression, work, and social adjustment.
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Utrecht, Netherlands

9 RCTs
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7: CBT vs. control
1: Self-help guidebook
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directed hypnotherapy

17: antidepressants vs. placebo
35: psychological therapy vs.
usual management
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antidepressants vs. placebo

17: CBT vs control/placebo
10: Stress relief/relaxation
therapy

3: interpersonal psychotherapy

IBS symptoms
Psychological
coping
Quality of Life
Primary

care visits

IBS symptoms

IBS symptoms

IBS symptoms
Abdominal pain
Quality of Life

Self-administered with no or minimal
therapist contact

CBT: self-administered, face to face,
group, or minimal contact (telephone)
Gut directed hypnotherapist

Varied throughout studies

Varied throughout studies
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Blanchard, New
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