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Irritable bowel syndrome (IBS) is a frequent functional gastrointestinal disorder. The patients complain about various symptoms like change in bowel habits, constipation or diarrhea, abdominal pain, and meteorism leading to a great reduction in quality of life. The pathophysiology is complex and best explained using the biopsychosocial model encompassing biological, psychological as well as (psycho)social factors. In line with the multitude of underlying factors, the treatment is comprised of a multitude of components. Often, patients start with lifestyle changes and dietary advice followed by medical treatment. However, also psychotherapy is an important treatment option for patients with IBS and should not be restricted to those with psychiatric comorbidities. Several evidence-based psychotherapeutic treatment options exist such as psychoeducation, self-help, cognitive behavioral therapy, psychodynamic psychotherapy, hypnotherapy, mindfulness-based therapy, and relaxation therapy which will be discussed in the present review.
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Introduction

Irritable bowel syndrome (IBS) is a functional disorder of the large bowel (1). In the ICD-10 it is categorized within the functional disorders, in the ICD-11 it will be found in the section of bodily distress disorders. Patients with IBS can present with a wide array of symptoms such as abdominal distension, meteorism and flatulence, abdominal pain as well as a change in bowel habits such as constipation or diarrhea (2). The prevalence of IBS varies greatly with 1 to 45%—most likely due to different diagnostic criteria applied—with an average worldwide prevalence of 11.2% (3), well reflecting the prevalence in western countries with 10–20% (4).

IBS can be diagnosed worldwide using the Rome criteria (last revised in 2016 and termed Rome IV) when the patient complains of the main symptom being recurring abdominal pain that occurred during the last 3 months not less than once per week (2). Additionally, two of the following three criteria have to be fulfilled:

	The complaints are associated with defecation,


	The complaints are associated with change in frequency of defecation and


	The complaints are associated with change in consistency of stool (2).




According to the Rome IV criteria IBS can be classified into four different subgroups:

	IBS-D (diarrhea): >25% of the stool is fluid, without solid components, <25% are solid components,


	IBS-C (constipation): >25% of the stool are separate solid clots, <25% fluid, without solid components,


	IBS-M (mixed): >25% of the stool are fluid, without solid components and >25% are separate solid clots,


	IBS-U (unclassified): not clearly allocable (2).




These complaints are very often associated with a great reduction in quality of life. A study from 2014 showed that quality of life in patients with IBS depends on different parameters such as clinical variables (24%), fear of gastrointestinal symptoms (14%) or demographics (10%). Also psychiatric disorders may be a consequence of the disease (5). This underlines the need for a proper treatment offer (6).

In the present review we evaluated the state-of-knowledge on psychological treatment options for patients with IBS and as well discussed gaps in knowledge in order to foster further research. We employed the following databases: PubMed and ScienceDirect using these keywords: brain-gut axis, cognitive behavioral therapy, hypnotherapy, IBS, irritable bowel syndrome, mindfulness-based therapy, psychodynamic, psychoeducation, psychosomatic, relaxation therapy, and self-help. Only human studies were considered for the review, while animal studies were excluded. The search was conducted for articles from 1983 to 2019, the discussion highlights recent developments.



Pathophysiology

The pathogenesis of IBS is complex and best explained using the biopsychosocial model encompassing biological, psychological, and (psycho)social factors (7) that can all contribute to the development and maintenance of the disease. In line with this model, genetic and environmental factors can affect the disorder as well as special personality traits (8). These traits can contribute to coping strategies which, when not sufficient anymore, might also facilitate development of the disease. Various psychosocial factors are important for IBS e.g., early life experiences, infections, trauma, stress, cultural background, and also the level of support the individual receives. Negative life experiences are considered an important risk factor for the development of IBS. People who experienced more (severe or frequent) negative life events show a higher prevalence of IBS and might have a more severe progress of the disorder (9).

The gut-brain-axis is a bidirectional communication system between the gut and the central nervous system (10). Afferent nerve pathways as well as humoral signals transmit information from the gastrointestinal tract to the central nervous system. The information gets processed in various brain areas and often feedbacks back to the gut. A dysregulated gut-brain-axis can lead to e.g., altered bowel motility, intestinal immune reaction, or intestinal permeability which may drive inflammatory responses that may contribute to visceral hypersensitivity (11). Also, the microbiome may likely play a role in the pathophysiology of IBS since the microbiome of patients with IBS seems to be less variable (12) and might be located in other parts of the gut as seen in small intestinal bacterial overgrowth (13). Due to the impact of the microbiome on gastrointestinal as well as central processes, the term microbiome-gut-brain axis was introduced. The importance of the gut-brain axis in the pathophysiology of IBS is also reflected in the Rome IV criteria where IBS has been allocated to diseases with discorded gut-brain interaction (14). The intimate interaction between gut and brain also explains the high overlap between IBS and psychiatric diseases which also has an impact on the selection of the treatment components. Most frequent psychiatric comorbidities are anxiety disorders (30–50%), depression (70%), but also—although less frequent—eating disorders (5).



Psychotherapy

Besides lifestyle changes, dietary advice, and drug treatment, psychotherapy is an important column in the treatment of IBS. Not every patient has to undergo psychotherapy but especially in patients with insufficient social support, traumatic events in their history, or dysfunctional relations, psychotherapy should be considered early on (15). Moreover, patients with psychiatric comorbidities (5) or those that do not show significant improvement after treatment with other treatment options (e.g., drugs) (16) should be considered for psychotherapy. The National Institute of Health and Care Excellence (NICE) guidelines recommend a psychological therapy for patients who do not respond to pharmacological treatments after 12 months and develop refractory IBS. Psychotherapy options contain psychoeducation, self-help, cognitive behavioral therapy, psychodynamic psychotherapy, hypnotherapy, mindfulness-based-therapy, and relaxation therapy (17) which will be discussed in this review. The likelihood for a psychological intervention to be successful is greater in patients that are motivated and open for psychotherapy (18), although this should be the prerequisite for offering this therapy.

A meta-analysis showed the benefit of pooled psychological interventions in patients with IBS with a very low number needed to treat (NNT) of 2 (18). Similarly, a recent meta-analysis calculated a NNT of 4 (95% confidence interval, CI, 3.5–5.5) (19). While the NNT suggests a very prominent effect of psychotherapy, a systematic review reported that the psychotherapy-induced positive effects on symptoms did not last longer than the positive effects induced by other treatment options such as medication (20). A more recent meta-analysis included 41 trials with overall 2,290 individuals and compared psychological interventions with a mix of control conditions. It was shown that psychotherapeutic interventions decreased the symptoms immediately after the treatment, while 1–6 months (short-term) and 6–12 months (long-term) after start of the treatment the reduction remained significant compared to the control group(s) (21). Additionally, another meta-analysis analyzed the effect of psychotherapeutic interventions on mental health and the daily functioning of patients. All psychotherapeutic interventions showed a greater improvement of mental health and daily functioning of IBS patients compared to a mixed group of control conditions (22). The next paragraphs will provide an overview on the effects of different psychotherapeutic techniques in the treatment of IBS.


Psychoeducation

It is important that the physician takes time to explain the medical condition. This contains the name of the disease, development, pathophysiology, prognosis, and various treatment options (23). If this information is provided according to the biopsychosocial model, it would be referred to as psychoeducation (7). Moreover, psychoeducation is key for a trustful doctor-patient-relationship which greatly impacts on the course of the disease and reduction of symptoms, respectively (24). Psychoeducation can also help to reduce/avoid unnecessary repetitive (and sometimes invasive) examinations and/or non-suited therapeutic interventions as this could increase the probability of an incorrect concept of the disorder and potentially harm the patient (25). Therefore, the world gastroenterology organization mentions in its global guidelines that educating the patients about IBS has a positive effect on the treatment outcome (26).

A study used psychoeducation with information about pathophysiology in combination with elements of cognitive behavioral therapy (CBT) and progressive muscle relaxation for 5 weeks. After this psychoeducation, patients reported a significant reduction of somatic complaints and depressive symptoms and an improvement in quality of life compared to the control group. These effects persisted after a follow-up of 3 months (27).

Another study used a group education based on the biopsychosocial model with aspects of CBT compared to a control group that used an IBS manual. The group-educated patients reported a significant increase of knowledge after 3 and 6 months compared to the group using the manual. There was a reduction of symptom-specific anxiety in the group education group, while no significant differences between groups were seen with regards to quality of life, anxiety symptoms, and depressive complaints. Nevertheless, there was an increase of quality of life and reduction of anxiety in the group-educated group compared to the beginning of the treatment (28) (Table 1).


Table 1 | Randomized controlled studies investigating the effects of psychoeducation in patients with irritable bowel syndrome.





Self-Help

Self-help can be supported by detailed consultation and information about IBS e.g., with manuals or guidebooks. The patients can learn about experiences, coping strategies, or treatment options. This encourages the patients' self-management (29).

A randomized, controlled trial studied the effect of different self-help methods on the frequency of doctor's appointments and on symptom severity. One group received a self-help-manual, the other additionally visited a self-help group once per week. These groups were compared to a control group with routine outpatient care. Compared to the control group, the group with the self-help-manual reduced doctor's appointments (60% less in 1 year) associated with a reduction in health costs (40% less). The intervention group showed a significant improvement of complaints compared to the start of the study (Cohen's d=0.51). However, there was no difference related to symptom severity and quality of life between groups (30). Another trial studied the effect of a self-help manual on health-associated quality of life. After 6 months of intervention there was a significant improvement in quality of life. This effect was also observed in patients with psychiatric comorbidities like depression, anxiety, or somatization disorders. The severity of the psychiatric comorbidity was reduced over time (31) (Table 2).


Table 2 | Randomized controlled study investigating the effects of self-help in patients with irritable bowel syndrome.



A meta-analysis examined the effect of self-help and self-management methods. There was a medium effect size (d=0.72) for the reduction of symptom severity and a large effect size (d=0.84) for the improvement of quality of life (32). Online interventions were especially suited to reduce somatic complaints and improve quality of life (32). However, it is to note that several studies do not have adequate control groups, the study population is often very small and blinding often not possible.



Cognitive Behavioral Therapy

Most of the psychological interventions in the treatment of IBS are based on CBT aiming at the reduction of irrational fears and the modulation of behavioral patterns. The NNT with CBT was 4 (95% CI 3–9) (32). However, although CBT shows good results, it is not always available and labor-intensive. Therefore, the application also depends on the patient's intention, the expertise of the professional and the resources available (26).

A meta-analysis from 2019 studied nine randomized controlled trials (RCTs) compared to control groups with 610 patients in total. In 145 of 349 (41.5%) patients undergoing CBT the symptoms did not improve, compared to 166 of 261 (63.6%) patients in the control groups (19) indicating a beneficial effect of CBT.

A trial showed a 50% reduction of gastrointestinal symptoms, anxiety, and depression in the CBT group compared to symptom scores assessed at baseline (33). Another study investigated a combination of progressive muscle relaxation, cognitive behavioral strategies, and problem-solving approaches in comparison to a standardized medical treatment with drugs and regular appointments with a gastroenterologist. The group with the extended psychological treatment showed a decrease of bowel symptoms and an increase of well-being, quality of life and control of disease after 3 and 6 months compared to the control group whose symptoms remained unchanged (34). This study showed that the combination of drug therapy and psychological interventions is superior to medical treatment alone.

A more recent RCT used an online program based on CBT. A total of 86 patients were included and randomized to the control (an online discussion forum) or treatment group. The main measures were IBS symptom severity, quality of life, anxiety, depression, and general functioning. Patients in the treatment group reported a 42% decrease in IBS symptoms in comparison to the control group that reported a 12% increase in IBS symptoms (35). The follow-up after 15 and 18 months also showed that the group with the psychological intervention benefited with regards to symptoms, quality of life and anxiety (d=0.78–1.11) (36). Similarly, an internet-based treatment with CBT exerted positive effect in adolescents with IBS. A controlled study showed after an intervention of 10 weeks a decrease of gastrointestinal symptoms (d=0.45, NNT 4) and an improvement in quality of life (d=0.40) in the group with online psychotherapy in comparison to the control group (37). The symptoms of anxiety and depression also decreased in the course of the intervention but there was no significant difference between the therapy group and the control group (37). The follow-up after 6 months showed that the effects remained constant. Fear-characteristics, quality of life and frequency of pain further decreased during the follow-up (37).

A large study in 436 IBS patients allocated to either standard CBT (10 weekly sessions, 60 min/session with information on brain-gut interaction, self-monitoring symptoms, muscle-relaxation), four sessions of primarily home-based CBT with minimal therapist contact (MC-CBT), or four sessions of IBS education (EDU). After 12 weeks, a higher proportion of patients with MC-CBT reported an improvement in gastrointestinal symptoms (61%) than patients with EDU (43%), while 55% patients in the CBT group showed an improvement (16). At 6 months after the end of treatment, a significant difference was observed between MC-CBT (58.4%) and EDU (44.8%) with regards to improvement of bowel symptoms. Both CBT methods (CBT and MC-CBT) showed significantly higher patient satisfaction than EDU (d for MC-CBT = 0.53). The results showed that MC-CBT is as efficacious as standard CBT (16). Therefore, CBT might be offered also on a telemedical basis with minimal therapist contact, probably in an (even more) cost effective manner. In line with this assumption, another study investigated telephone-delivered CBT (TCBT) and web-based CBT (WCBT) in comparison to treatment as usual (TAU). The study showed that both CBT methods led to an improvement in IBS severity and coping strategies compared to TAU (38). Both methods were cost-effective.

A recent trial from 2019 with 60 IBS patients with diarrhea-predominant IBS and 30 healthy controls studied the effect of CBT and exercise on the coping styles and cognitive bias of patients (Table 3). The patients were divided into two groups: experimental group (CBT + exercise) and control group (conventional drugs). After 6–24 weeks there was an improvement of neglect and pain behavior along with a difference in perfectionism, dependence and vulnerability (47). This study shows that CBT in combination with exercise can help to change the cognitive bias and coping styles of patients with diarrhea-predominant IBS. Lastly, a study using rectal barostat showed that although CBT did not alter visceral discomfort, urge, and pain during barostat testing, self-rated visceral sensitivity did improve after CBT (48).


Table 3 | Randomized controlled studies investigating the effects of cognitive behavioral therapy in patients with irritable bowel syndrome.






Psychodynamic Psychotherapy

Psychodynamic psychotherapy focuses on intra- and interpersonal conflicts and how they contribute to the development and maintenance of symptoms. Psychodynamic psychotherapy leads to an improvement in IBS symptoms with a NNT of 4 (95% CI 2–20) (19). Therefore, also psychodynamic psychotherapy is recommended by the world gastroenterology organization (26).

A study from 1983 studied the impact of psychodynamic interventions on symptoms of IBS. A group received, additionally to a medical therapy, a psychodynamic intervention. Compared to the control group with medical therapy only, the intervention group showed a more pronounced improvement of symptoms after 3 months. The improvement was still observed after 1 year (49).

An RCT showed that a psychodynamic intervention is related to a reduction of interpersonal conflicts (Table 4). The reduction of interpersonal conflicts was a predictor for an improvement of health status in comparison to medical therapy (52). Nonetheless, also the control group with antidepressant medication showed a reduction of somatic symptoms.


Table 4 | Randomized controlled studies investigating the effects of psychodynamic psychotherapy in patients with irritable bowel syndrome.



Another study compared the effects of a psychodynamic intervention with a treatment with paroxetin (selective serotonin reuptake inhibitor, SSRI). There was no significant difference related to pain reduction after 3 months. After 1 year both interventions improved the somatic component of quality of life. Overall, psychodynamic psychotherapy is a cost-effective alternative for a drug therapy of IBS (51).



Hypnotherapy

Hypnotherapy is a method to focus on the perception of intestinal symptoms. The therapist is trying to impart bowel control to the patient and to achieve a change of the individual reaction on somatic symptoms (53). It was shown that the NNT with hypnotherapy is 5 (95% CI 3.5–10) (19). The world gastroenterology organization recommends hypnotherapy for patients with IBS refractory to drug treatment. However, although it shows more safety and tolerability compared to drug therapy, it may be labor-intensive and not always available (26).

A study from 1984 investigated the effect of hypnotherapy in patients with hard-to-treat IBS in comparison to supportive psychotherapy. The group with hypnotherapy showed a significant improvement of pain, flatulencies, changes in bowel habit, and general well-being. The follow-up after 3 months showed a persistence of the improvement (54). Another study showed that both hypnotherapy one-to-one sessions and group sessions induced a subjective relief associated with an improvement in quality of life, somatic and psychological symptoms (Table 5). The improvement continued for 12 months and there was no difference between the different types of sessions (61).


Table 5 | Randomized controlled studies investigating the effects of hypnotherapy in patients with irritable bowel syndrome.



In a study from 2003, 23 patients with IBS and rectal hyper-/hypo- or normal sensitivity were treated with hypnotherapy for 12 weeks and the sensory perception was compared with a healthy control group. The study showed that hypnotherapy can improve abnormal sensory perception in patients with IBS (62). Another study from 2004 investigated the gastrocolonic response of patients with IBS undergoing hypnotherapy and showed a reduction of the sensory and motor component of the gastrocolonic response (57). Hypnotherapy has also an effect on the processing and perception of visceral stimuli in patients with IBS. A study using fMRI suggested that hypnotherapy is able to normalize altered perception (63).

Lastly, a study showed that children with IBS benefit from a Cd-based therapy to the same extent as from therapeutic one-to-one sessions (60). Therefore, also hypnotherapy can be applied in a highly cost-efficient manner.



Mindfulness-Based Therapy

Mindfulness-based therapy combines stress reduction and elements from CBT. The patients learn to perceive the complaints and to better cope with them (64). Due to the small number of studies investigating mindfulness-based therapies, no NNT has been calculated yet.

A prospective study investigated the effects from a stress reduction program on parameters like bowel complaints, quality of life, and gastrointestinal symptom-specific anxiety in patients with IBS. No effect was seen after 2 months, but after 6 months there was an improvement in quality of life and a reduction of symptom-specific anxiety. However, bowel-associated complaints did not change significantly (65). A randomized, controlled trial with 75 female IBS patients showed a reduction of gastrointestinal symptoms after 8 weeks of mindfulness-based therapy in comparison to the control group with social support only. The follow-up after 3 months showed that the reduction persisted associated with an improvement in quality of life and reduction of stress (64). Other studies with female IBS patients reported a significant improvement of symptom severity and quality of life after 8 weeks of mindfulness-based therapy compared to a control group. Mindfulness-based therapy reduced visceral sensitivity, mental stress, or over-evaluation of stress. Moreover, patients with IBS undergoing mindfulness training showed a nonreactivity to gut-focused anxiety and catastrophic appraisals compared to a social support control group (66).

Lastly, in a study population of 90% women and 10% men a mindfulness-based therapy was applied for 8 weeks (Table 6). The bowel complaints showed a significant reduction in comparison to control patients on the waiting list. The level of stress was reduced, but there was no significant difference in quality of life and mood between the two groups. The outcome after 6 months showed no difference between both groups due to a rebound of complaints (67). Therefore, mindfulness-based therapy might have to be supplemented by other treatments in order to exert a more sustained effect.


Table 6 | Randomized controlled studies investigating the effects of mindfulness-based therapy in patients with irritable bowel syndrome.





Relaxation Therapy

Relaxation therapies like progressive muscle relaxation or autogenic training aim to reduce perceived stress since stress can lead to a physiological arousal further increasing the somatic complaints and negatively influencing the communication between gut and brain (68). These therapies were shown to have a NNT of 6, however, with a broad range (95% CI 3–60) (19). This broad range likely also contributed to the assessment that relaxation therapy (alone) is not more effective than usual care in the relief of global IBS symptoms (26).

A randomized controlled trial showed the effect of a stress management program in comparison to peppermint oil. These patients learned different relaxation methods and 2/3 of them were able to reduce their pain attacks as well as their complaints. The reduction persisted up to 1 year follow-up (69). A comparison between medical therapy and progressive muscle relaxation showed that the relaxation method could reduce anxiety more effectively; however, there was no significant difference in reducing the somatic symptoms (70). A program of progressive muscle relaxation for 2 months at home led to an improvement of gastrointestinal symptoms compared to symptom control only. However, the study size was very small with 16 patients only (71).

A more recent trial studied the effects of relaxation methods (progressive muscle relaxation, breathing techniques) and training of emotional awareness and expression compared to waiting list patients. At the beginning the patients frequently showed a low emotional reaction to stress events and relationship conflicts. This can lead to avoidance behavior and chronic arousal. The emotional awareness and expression training reduced IBS symptom severity after 2 and 10 weeks compared to the control group. There was an improvement of quality of life in the emotional training group as well as in the group with relaxation methods. After 10 weeks the positive effects persisted; however, only in the relaxation group there was a significantly lower level of depressive and anxious symptoms (72).

A trial on young patients studied the effect of yoga exercises on IBS symptoms. The patients exercised yoga at home for 4 weeks. In comparison to patients on a waiting list, there was a reduced functional limitation, a lower avoidance behavior, and less anxiety symptoms (Table 7). However, there was no effect on depressive symptoms and on somatic symptoms (60). A recent trial compared the effect of yoga with the effect of a low-FODMAP diet. After 12 weeks yoga exercise at home and nutritional counselling in the control group, there was a significant reduction of the severity of gastrointestinal symptoms in both groups which persisted in the following year. It is to note that yoga also reduced anxiety symptoms (61).


Table 7 | Randomized controlled studies investigating the effects of relaxation therapy in patients with irritable bowel syndrome.






Summary

IBS patients often report a great burden of disease associated with a significant impairment in quality of life. Psychotherapy is an important treatment column for patients with IBS with different procedures available, all of which are well to very well evidence-based by now. Consequently, the world gastroenterology organization states that CBT, hypnotherapy, and psychodynamic therapy are more effective in improving global symptoms than usual care (26).

It is to note that the current review also has limitations. First of all, only few studies were at low risk of bias which should be taken into account when interpreting the data. Moreover, some psychotherapeutic techniques were tested in few randomized studies so far; therefore, conclusions should be drawn with caution. Lastly, IBS is a heterogeneous disease which should be considered when performing a study and also when extrapolating the results to “real life” patients, especially those presenting to tertiary care centers which very often report (psychiatric) comorbidities.

Future perspectives of psychotherapy in IBS have also been investigated in few studies. A recent study showed that tele-hypnotherapy also leads to a reduction of pain, anxiety, and IBS severity in patients with IBS (80). Moreover, CBT offered via computer or telephone was superior to treatment as usual (38). Future studies should further explore these media as well as options for e-health interventions.

Taken together, it seems to be important to offer a multicomponent therapeutic strategy including psychoeducation, other psychotherapeutic interventions in addition to basal/drug therapy. These multicomponent approaches should be further investigated in controlled trials.
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