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ABSTRAK 

Dit was die doel van die studie om 'n verbeterde begrip van 
die assosiasie tussen fisiologie en sielkunde in 
Funksionele Maagderm Versteurings te bewerkstellig deur 
die komorbiditeit van Prikkelbare Dermsindroom en 
psigopatalogie binne 'n sektor van die Suid Afrikaanse 
populasie te oorweeg. 'n Vergelyking is getref tussen die 
voorkoms van konkurrente psigopatalogie in 'n steekproef 
van 48 wit, vroulike pasiente wat wissel in ouderdomme 
van 25 tot 55 jaar en gediagnoseer is met Prikkelbare 
Dermsindroom, en die voorkoms van psigopatalogie in 'n 
kontrolegroep wat bestaan het uit 39 wit vrouens wat nie 
aan Prikkelbare Dermsindroom ly nie en wie se ouder- 
domme gewissel het van 25 tot 55 jaar. Die "Personality 
Assessment Inventory" is gebruik om die voorkoms van 
psigopatalogiese persoonlikheidtrekke en simptome in die 
Prikkelbare Dermsindroomgroep en die kontrolegroep te 
bepaal. Hierdie is 'n self-geadministreerde, objektiewe 
meetinstrument van volwasse persoonlikheid wat ontwerp 
is om inligting oor 18 kritiese kliniese veranderlikes te ver- 
skaf. Die instrument is ontwikkel en gestandaardiseer vir 
gebruik in die kliniese taksering van individue vanaf die 
ouderdom van 18 jaar. Vroesre studies het 'n hoe 
voorkoms van geassosieerde psigiatriese versteuring in 
pasiente met Prikkelbare Dermsindroom getoon. Die ten- 
dens is bevestig in die studie en dit blyk asof ouderdom of 
opvoedingsvlak nie 'n invloed het op die voorkoms van 
psigopatalogie in pasiente met Prikkelbare Dermsindroom 
nie. 

ABSTRACT 

The goal of this study was to improve understanding of the 
association between physiology and psychology in 
Functional Gastrointestinal disorders by considering the 
co-morbidity of lrritable Bowel Syndrome and psy- 
chopathology in a sector of the South African population. 
A comparison was made between the incidence of con- 
current psychopathology in a sample of 48 white female 
patients, aged 25 to 55 years and diagnosed with lrritable 
Bowel Syndrome and the incidence of psychopathology in 
a control group that consisted of 39 white women, aged 25 
to 55 years, who did not meet the criteria for lrritable Bowel 
Syndrome. The Personality Assessment Inventory was 

used to determine the incidence of psychopathological 
personality traits and symptoms in the lrritable Bowel 
Syndrome group and the control group. This is a self- 
administered, objective measuring instrument of adult per- 
sonality that was developed to provide information about 
18 critical clinical variables. The instrument was devel- 
oped and standardised for use in the clinical assessment 
of individuals aged 18 years and older. Earlier studies 
showed a high incidence of associated psychiatric disor- 
der in patients with lrritable Bowel Syndrome. This study 
confirmed this trend and it seems as if age and level of 
education has no influence on the incidence of psy- 
chopathology in patients with lrritable Bowel Syndrome. 

INTRODUCTION 

Functional Gastro-intestinal Disorders (FGID) may be 
defined as chronic or recurrent gastro-intestinal symptoms 
characterised by persistent or recurrent abdominal pain, 
constipation andlor diarrhoea (Drossman, 1994:l-17). 
The disorders are not explainable by structural or bio- 
chemical abnormalities and do not progress to any more 
severe form of disease although the pattern of symptoms 
may flare up periodically (Alpers, 1983: 153). Whilst FGID 
have no associated mortality, they are of concern because 
of their prevalence and associated morbidity and expense. 

Drossman (1 983: 489) found that up to 44% of the adult 
population in the United States of America fulfil the criteria 
for Functional Gastro-intestinal Disorders. Furthermore it 
is estimated that between 20-50% of patients who consult 
gastro-enterologists present with some form of FGID. 
Folks and Kinney (1992: 257-270) assert that as many as 
60% of patients seen in a typical gastro-enterologist's 
practice have complaints that are primarily of psychologi- 
cal origin. The resultant cost to society is immense in 
terms of time lost from work, out-patient consultations, 
investigations to exclude organic disease, use of prescrip- 
tion and over-the-counter medications, and, in some 
cases, in-hospital care. 

Empirical observation has long linked this group of syn- 
dromes to psychopathological symptomatology and cer- 
tain researchers (Alpers, 1983: 139; Hislop, 1971: 452; 
Liss, Alpers &Woodruff, 1973: 157) maintain that the over- 
whelming majority of patients with FGID have an identifi- 
able psychiatric disorder. As Drossman, McKee, Sandler, 
Mitchell, Cramer, Lowman and Burger (1988: 701-708) 
report, for a substantial number of patients with FGID, the 
treatment of the underlying bowel disturbance is insuffi- 
cient to ameliorate their chronic suffering, physical and 
psychological disability and the high frequency of medical 
consultations. 

lrritable Bowel Syndrome (IBS) is the most common func- 
tional gastro-intestinal disorder seen by gastro-enterolo- 
gists (Drossman and Thompson, 1992: 1009). It is charac- 
terised by a variable combination of unexplained, chronic 
or recurrent symptoms attributed to the intestines, includ- 
ing abdominal pain, disturbed defecation andlor symptoms 
of bloatedness and distension. The absence of character- 
istic laboratory markers or special symptoms makes it 



difficult to diagnose the condition with certainty and oflen 
the process of diagnosis involves exclusion and negative 
medical investigations rather than positive identification. It 
is a chronic and relapsing disorder that frequently affects 
individuals for extended periods of their lives. Whilst the 
syndrome may be the cause of much discomfort and dis- 
tress, no permanent harm is done to the intestine nor does 
it precipitate the subsequent development of intestinal 
bleeding or serious disease such as cancer. As Drossman 
and Thompson (1992: 1009-1016) note, it is a benign dis- 
order. Although there is no evidence that liability to other 
diseases or life expectancy is altered by IBS, most patients 
remain symptomatic for many years following diagnosis. 

Thompson (1994: 11 9-120) reports that approximately one 
third of otherwise healthy young and middle-aged adults 
have symptoms compatibl'e with irritable bowel syndrome. 
Barksy (1987: 902-904) contends that symptoms of IBS 
are identifiable in 14-30% of the general population but of 
these, as few as 20% will consult a physician. Research 
indicates a high incidence in both western and eastern 
societies with the prevalence of symptoms appearing sim- 
ilar in different cultures (Thompson & Heaton, 1980, in 
Thompson & Hawkey, 1995: 327-332; Drossman, Zhiming, 
Toner, Diamant, Creed, Thompson, Read, Babbs, Barreiro, 
Bank, Whitehead, Schuster & Guthrie, 1995: 986-995). In 
western countries 75-80s of all patients with IBS seen by 
a physician are female whereas Sandler (1990, in Enck & 
Wienbeck, 1993: 979-989) estimates that women are 
affected 3,2 times more than men. Of these, the majority 
is white and middle-aged. 

Whilst lrritable Bowel Syndrome (IBS) is characterised by 
symptoms primarily of colonic origin, there is the widely 
held belief that patients with lrritable Bowel Syndrome are 
typically psychologically impaired or disturbed. In fact, for 
many researchers, lrritable Bowel Syndrome is synony- 
mous with some form of psychopathological dysfunction. 
Walker, Gelfand, Gelfand and Katon (1995: 1259-1267) 
explain that whilst there are no specific psychological 
markers that characterise all patients with IBS, many stud- 
ies have shown the remarkably high prevalence rates of 
psychiatric disorders in IBS patients. In fact, Latimer 
(1981: 475) asserts that on the basis of structured psychi- 
atric interviews, a high percentage of IBS patients can be 
assigned a psychiatric diagnosis. 

Psychological stress is oflen reported as a major contribu- 
tory factor to the onset or exacerbation of symptoms and 
even though the actual stressor may seem insignificant to 
the observer, it is the patient's subjective perception that is 
the determining factor. Researchers such as Svedlund, 
Sjodin, Dotevall and Gillberg (1984: 595-601), Bennett 
(1989: 255-276) and Walker, Roy-Byrne, Katon, Li, Amos 
and Jiranek (1990: 1656-1661). report that IBS patients 
have also been found to manifest higher levels of psycho- 
metrically measured anxiety, depression and hypochondri- 
asis when compared with matched controls suffering from 
other physical disorders or with the general population. 

RESEARCH PROBLEM 

Of particular concern in the South African context is the 
fact that so little of the available research is pertinent to the 
local conditions. The present study therefore seeks to ini- 
tiate such research by considering the co-morbidity of IBS 
and psychopathology within a small, carefully delineated 
sector of the South African popuktion, with the hope that 
future projects will broaden their scope to include a wider 
sample from our "rainbow" nation. 

A specific question to be addressed will be whether the 
incidence of psychopathology in white female South 
African patients with lrritable Bowel Syndrome appears to 
differ in any significant way from the incidence as deter- 
mined in overseas studies. In addition, the issues of gen- 
der and age and their contribution to the incidence of psy- 
chopathology in patients with lrritable Bowel Syndrome will 
be addressed, as the present study allowed only for the 
participation of female subjects between the ages of 25 
and 55 years. 

AIMS OF RESEARCH 

This research project forms part of a broader project initi- 
ated in 1996 by the Counselling and Research Centre for 
Psychogastro-enterology of the Rand Afrikaans University 
in Johannesburg. The emphasis of this project is on 
improving understanding of the association between phys- 
iology and psychology, specifically as this is manifested in 
lrritable Bowel Syndrome. 

The alm of the study was to establish whether statlstically 
significant differences exrst in.the inc~dence of psy- 
chopathology between lrritable Bowel Syndrome patients 
(Groupl) and non-Irritable Bowel Syndrome controls 
(Group 2) with reference to the following variables: 

1. Neurotic spectrum of Disorders (Sub-scales: Somatic 
Complaints, Anxiety, Anxiety-relatedDisorders and 
Depression) 

2. Psychotic spectrum of Disorders (Sub-scales: Mania, 
Paranoia and Schizophrenia) 

3. Behaviour Disorders sub-group (Sub-scales: Borderline 
Features, Antisocial Features,Alcohol Problems and 
Drug Problems) 

4. Treatment Consideration Scales (Sub-scales: 
Aggression, Suicidal Ideation, Stress, Non-support and 
Treatment Rejection) and the Interpersonal Scales 
(Sub-scales: Dominance and Warmth) 

HYPOTHESES 

The following composite null hypotheses were identdied: 

1. There is no statistically significant difference in the 
vectors of averages of Group 1 (IBS patients) versus 

Group 2 (non-1BS controls) with reference to the four 

sub-scales of the Neurotic Spectrum of Disorders scale 

of the PA1 taken together. 



2. There is no statistically significant difference in the The patients with Irritable Bowel Syndrome (N=48) were 
vectors of averages of Group 1 (IBSpatients) versus white females between the ages of 25 and 55 The 

education level of patients was categorised as below 
Group (non-IBS controis)with reference the three matriculation, matriculation or tertiary qualification. The 
sub-scales of the Psychotic Spectrum of Disorders non-IBS control group of white female subjects (N=39) 

scale of the PA1 taken toaether. was drawn randomly from the local community. Their ages - 
3. There is no statistically significant difference in the \ also ranged from 25-55 years and their level-of education 

was categorised in the same way as the IBS patients. 
vectors of averages of Group 1 (IBSpatients) versus 

Group 2 (non-IBS controls) with reference to the four In the initial planning of this research project, it was hoped 
slkb-scale~ of the Behaviour Disorders Soectrum of to include a group of subjects who met the criteria for the .-- .. - r 

Disorders scale of the PA1 taken together. diagnosis of ~ B S  but whowere able to deal with the symp- 
toms without medical intervention. Research indicates a 

4. There is no statistically significant difference in the significant difference between the psychopathological per- 
vectors of averages of Group 1 (IBS patients) versus sonality trends in such individuals as opposed to IBS 

Group 2 (non-IBS controls) with reference to the five 

sub-scales of the Treatment Consideration scale and 

two sub- scales of the Interpersonal scale of the PA1 

taken together. 

5. There is no statistically significant difference in the 

averages of the three groups of patients with Irritable 

Bowel Syndrome, categorised according to age and 

level of education, with regard to the incidence of 

psychopathology. 

METHOD 

The subjects who participated in the study were recruited 
in the following ways: Referrals from medical doctors and 
by inviting members of the public to participate in the pro- 
ject through an article in the Medical Chronicle and an arti- 
cle on IBS in a popular women's magazine. All patients 
who expressed interest in the project were required to 
obtain a client referral form completed by their doctor to 
confirm their diagnosis of Irritable Bowel Syndrome. 

As is shown in Table 1, eighty-six patients with IBS were 
included in the pre-final sample. Of these, some were 
referred by medical practitioners whilst others responded 
to articles in local newspapers and periodicals. Twenty- 
one of the oriainal oarticioants was excluded due to incom- 

patients (Clouse & Alpers, 1986: 384-395; Drossman et al. 
1988; Sandler, Drossman Nathan & McKee, 1984; 
Whitehead, Bosmajian, Zonderman, Costa & Schuster, 
1988). It would have thus added an interesting dimension 
to this study had a group of IBS non-patients been includ- 
ed but unfortunately the practical ramifications of recruiting 
such subjects proved insurmountable. 

The following two tables present further information per- 
taining to the IBS patients and non-IBS controls who par- 
ticipated in the study. The variables of age and level of 
education were specifically identified as possible influenc- 
ing factors in the incidence of concurrent IBS and psy- 
chopathology. 

Methods of data collection 
The measuring instrument selected to assess adult per- 
sonality and in particular the presence of psychopatholog- 
ical personality tendencies in subjects participating in the 
study was the Personality Assessment Inventory (PAI). 
This is a self-administered, objective inventory of adult per- 
sonality designed to provide information on 18 critical clin- 
ical variables, namely: somatic complaints, anxiety, anxi- 
ety-related disorders, depression, mania, paranoia, schiz- 
ophrenia, borderline features, alcohol problems, drug 
problems, anti-social features, aggression, suicidal 
ideation, stress, non-support, treatment rejection, domi- 
nance and warmth (Morey, 1991). 

plete data and their failire to submit client referral forms 
completed by their doctors. A further 13 patients were Although developed in the United States of America and 

adjudged to have submitted invalid data in terms of the standardised for use on a westernised population, the PA1 

validity scales of the Personality Assessment Inventory was selected as being suitable for use in South Africa 

and four patients were male and therefore automatically where the white population shares many characteristics 

excluded from the research project. There were thus 48 with the American people. 

patients with IBS in the final sample. 

TABLE 1: Details of pre-final sample of Group 1 (IBS patients) and Group 2 (Non-IBS controls) 

SUBJECTS 

IBS Patients 
Non-IBS controls 

Total 

ANALYSIS OF PRE-FINAL SAMPLE 

86 
43 
129 

Initial 
Sample 

21 

21 

Data in - 
complete 

13 
4 
17 

Invalid 
Data 

4 

4 

Male 
Patients 

N (%) 
48 (55.2) 
39 (44,8) 
87 (1 00) 

Final 
Sample 



TABLE 2: Age as a variable in Group 1 (IBS patients) and Group 2 (Non-IBS controls) 

AGES 
I I I 

I SUBJECTS I 25-34 I 35-44 I 45-55 Total 
N (%) N (%) N (%) 

TABLE 3: Level of education as a variable in Group 1 (IBS patients) and Group 2 (Non IBS controls) 

LEVEL OF EDUCATION 

IBS Patients 
Non-IBS controls 

Total 

SUBJECTS I < Matric 
N (%) I Matric I zMatric TOTAL 

N (%) N (%) 

12 (25) 48 
12 (30,8) 39 
24 (27,6) 87 

t 

In assessing the reliability of the PAI, the focus was on 
internal consistency and test-retest stability. The internal 
consistency coefficient (alpha coefficient) ranged from 
0,81 to 0,813. The mean inter-team correlations for the PA1 
are typically around 0,2, indicating that items focus on rea- 
sonably independent content. Test-retest reliability coeffi- 
cients were determined by administering the test to each 
of two samples of normai subjects on two different occa- 
sions, 24 days apart, and ranged from 0,60 to 0,94 aver- 
aging at 0,85. 

8 (1 67) 
8 (20,5) 
16 (164) 

I I I 

The diagnostic indicators used include the Minnesota 
Multiphasic Personality Inventory and the NEO Personality 
Inventory. It is clear from the available data published in 
the manual that the construct and discriminant validity of 
each sub-scale within the PA1 was confirmed. 

28 (58,3) 
19 (48,7) 
47 (54) 

STATISTICAL ANALYSIS OF DATA 

30 (62,5) 48 
29 (74,4) 39 
59 (67,8) 87 

IBS Patients 
Non-IBS controls 

Total 

The Hotelling T-square test was used to determine the sta- 
tistical significance of the differences between the vectors 
of averages of Group 1 (IBS patients) versus Group 2 
(Non-IBS controls). The Student t-test was used to deter- 
mine whether the averages of the two groups regarding 
the four specific sub-groups of scales differ statistically sig- 
nificantly. 

RESULTS 

5 (10,4) 
4 (10,3) 
9 (103) 

Statistically significant differences were found to exist 
between Group 1 (IBS patients) and Group 2 (Non-IBS 
controls) in terms of the incidence of psychopathology as 
measured by the PAI. 

13 (27,l) 
6 (15,4) 
19 (21,8) 

significant at the 0,01 level. Accordingly, the Student t-test 
was petformed to indicate in which sub-scales the differ- 
ences occurred. All the sub-scales showed statistically 
significant differences between the two groups. In terms of 
the Somatic Complaints sub-scale, the IBS patients had 
an average of 29,56 versus 7,82 for the Non-IBS controls. 
This was statistically significant at the 0,01 level. In terms 
of the Anxiety sub-scale, Group 1 (IBS patients) had an 
average of 36,85 versus 14,51 for Group 2 (Non-IBS con- 
trols). This was statistically significant at the 0,01 level. In 
terms of the Anxiety-related Disorders sub-scale, Group 1 
(IBS patients) had an average of 33,O versus 18,67 for 
Group 2 (Non-IBS controls). This was statistically signifi- 
cant at the 0,01 level. In terms of the Depression sub- 
scale, Group 1 (IBS patients) had an average of 30,25 ver- 
sus 12,38 for Group 2 (Non-IBS controls). This was also 
statistically significant at the 0,01 level. 

There were statistically significant differences found 
between Group 1 (IBS patients) and Group 2 (Non-IBS 
controls) with regard to the ~ s ~ c h o t i c  spectrumof disor- 
ders. Hotelling T-square test p-value was 0,0000, which is 
significant at the 0,01 level. Accordingly, the Student t-test 
was periormed to indicate in which sub-scales the differ- 
ences occurred. All the sub-scales showed statistically 
significant differences between the IBS patients and Non- 
IBS controls. In terms of the Mania sub-scale, Group I 
(IBS patients) had an average of 29,33 versus 19,07 for 
Group 2 (Non-IBS controls). This was statistically signifi- 
cant at the 0,01 level. In terms of the Paranoia sub-scale, 
Group 1 (IBS patients) had an average of 25,66 versus 
14,23 for Group 2 (Non-IBS controls). This was statistical- 
ly significant at the 0,01 level. In terms of the 
Schizophrenia sub-scale, Group 1 (IBS patients) had an 
average of 23,77 versus 11,15 for Group 2 (Non-IBS con- 
trols). This was statistically significant at the 0,01 level. 

There were statistically significant differences found -rhere were statistically significant differences found 
between Group 1 (IBS Patients) and Group 2 (Non-IBS between Group 1 (IBS patients) and Group 2 (Non-IBS 
controls) with regard to the %urotic Spectrum of disor- controls) with regard to the Behaviour Disorders spectrum. 
ders. Hotelling T-square test p-value was 0,0900, which is ~ ~ t ~ l l i ~ ~   square test p-vatue was 0,0000, which is 

6 
HEALTH SA GESONDHEID VOL 4 - NO 1 - 1999 



significant at the 0,01 level. The Student t-test indicated 
statistically significant differences between the groups on 
the following sub-scales: Borderline Features, Antisocial 
Features and Drug Problems. No statistically significant 
difference was found between the two groups on the 
Alcohol Problems sub-scale. In terms of the Borderline 
Features sub-scale, Group I (IBS patients) had an aver- 
age of 30,08 versus 15,71 for Group 2 (Non-IBS controls). 
This was statistically significant at the 0,01 level. In terms 
of the Antisocial Features sub-scale, Group I (IBS 
patients) had an average of 11,22 versus 7,84 for Group 2 
(Non-IBS controls). This was statistically significant at the 
0,05 level. In terms of the Alcohol Problems sub-scale, 
Group 1 had an average of 3,45 versus 284 for Group. 
This was not statistically significant. In terms of the Drug 
Problems sub-scale, Group 1 (IBS patients) had an aver- 
age of 5,08 versus 3,41 for Group 2 (Non-IBS controls), 
which was statistically significant at the 0,05 level. 

There were statistically significant differences between the 
IBS patients and Non-IBS controls with regard to the 
Treatment Consideration sub-scales. Hotelling T-square 
test p-value (p = 0,0000) was significant at the 0,01 level. 
Accordingly, the Student t-test was performed to indicate in 
which sub-scales the differences occurred. All the 
Treatment Consideration sub-scales showed a statistically 
significant difference between Group 1 (IBS patients) and 
Group 2 (Non-IBS controls). No statistically significant dif- 
ference was found between the two groups with regard to 
the lnterpersonal Scales. In terms of the Aggression sub- 
scale, Group 1 (IBS patients) had an average of 18,41 ver- 
sus 11,33 for Group 2 (Non-IBS controls). This was statis- 
tically significant at the 0,01 level. In terms of the Suicidal 
Ideation sub-scale, Group 1 (IBS patients) had an average 
of 8,68 versus 2,97 for Group 2 (Non-IBS controls). This 
was statistically significant at the 0,01 level. In terms of the 
Stress sub-scale, Group 1 (IBS patients) had an average 
of 9,22 versus 538  for Group 2 (Non-IBS controls). 
This was statistically significant at the 0,01 level. In terms 
of the Non-support sub-scale, IBS patients had an average 
of 7,39 versus 2,82 for Non-IBS controls. This was statis- 
tically significant at the 0,01 level. In terms of the 
Treatment Rejection sub-scale, Group 1 (IBS patients) had 
an average of 8,54 versus 14,17 for Group 2 (Non-IBS 
controls).This was statistically significant at the 0,01 level. 
In terms of the lnterpersonal sub-scales, no statistically 
significant differences were found between Group 1 (IBS 
patients) and Group 2 (Non-IBS controls). On the 
Dominance sub-scale, Group 1 (IBS patients) had an aver- 
age of 19,87 versus 20,53 for Group 2 (Non-IBS controls). 
On the Warmth sub-scale, Group 1 (IBS patients) had an 
average of 21,64 versus 23,41 for Group 2 (Non-IBS con- 
trols). 

The Pearson Chi-square test was utilised to determine 
whether the incidence of psychopathology as measured 
by the PA1 varied according to age or level of education 
(refer to tables 2 and 3). 

TABLE: 4 

This result indicates that there is no association between 
the incidence of psychopathology as measured by the PA1 
and age in patients suffering from IBS. 

TABLE: 5 

Minimum estimated expected value is 7,17 

STATISTIC 

Pearson Chi-square 

This result indicates that there is no association between 
the incidence of psychopathology as measured by the PA1 
and the level of education in patients suffering from IBS. 

Minimum estimated expected value is 4,03 

DISCUSSION 

VALUE 

0,801 

The earliest research projects in the field of IBS, including 
the work of Bockus and Bank (1928, in Young, Alpers, Norl 
& Woodruff, 1976: 162-166) and White and Jones (1940, 
in Young et al. 1976: 162-166), drew attention to the high 
incidence of concurrent psychiatric illness in patients with 
IBS. Whilst many of these earlier research studies were 
deemed to be methodologically flawed, their findings have 
been confirmed by later more methodologically sound 
researchers including Chaudhary and Truelove (1962: 
307), Liss et al. (1973: 151), Latimer, Sarna, Campbell, 
Latimer, Waterfall and Daniel (1981: 893-901) and Els, 
Gagiano, Grundling, Van Zyl and Joubert (1995: 1368). 

STATISTIC 

Pearson Chi-square 

The results of the present study provide further confirma- 
tion of these findings. Clearly the incidence of psy- 
chopathology in the group of patients diagnosed as suffer- 
ing from IBS is statistically significantly higher than in the 
group of non-IBS controls. The significance of this set of 
results is heightened by the fact that concerted efforts 
were made to address many of the methodological flaws 
which detracted from certain of the earlier studies, partic- 
ularly with regard to sample size, the inclusion of a control 
group and control of the variables of gender, age and level 
of education. 

D.F. 

2 

VALUE 

1,795 

D.F. 

2 

However, before the present study is compared with other 
research results, it is important to comment on the differ- 
ence between this study and many of the studies reported 
in the literature. Whereas many studies report their results 

PROBABILITY 

0,6700 

1 

PROBABILITY 

0,4075 



in the form of psychiatric diagnoses, elevated scores on 
the sub-scales of the PA1 do not automatically correlate 
with such diagnoses. Rather, the clinically significant ele- 
vations indicate that the intensity of the reported symp- 
toms is atypical, even within a clinical setting, and should 
thus be regarded as indicative of pathology. In order to 
make a specific psychiatric diagnosis on the basis of the 
PAI, the individual's overall profile across the 18 scales 
would need to be compared to the mean profiles con- 
structed for each specific disorder. Diagnosis can not be 
made on the basis of the score for one scale in isolation. 
This again raises the problem of comparing potentially dis- 
similar test results and highlights the fact that the focus in 
the discussion of the results can only be on apparent 
trends rather than on definitive correlations. 

These results also highlight the diversity of psychopatho- 
logical diagnoses in IBS patients, a feature heralded by 
much of the research as distinctive of IBS (Chaudhary & 
Truelove, 1962: 307; Latimer et al. 1981: 893-901). 
Psychopathological personality trends and symptoms 
were identified in 47 (98%) of the 48 IBS patients (all 
female). On further analysis, it was found that of these 47 
IBS patients with psychopathological personality trends, 
31 patients (65,9%) had elevated scores in comparison 
with the normal standardisation sample with the remaining 
16 patients (34,0%) showing a pronounced deviation from 
the typical responses of adults living in the community. 

In comparison with the IBS patients, 31 (79,5%) of the 39 
non-IBS control group presented with elevated scores in 
comparison to the standardisation sample. This is in keep- 
ing with the predictions of the PA1 that approximately 84% 
of non-clinical subjects will have scores within one stan- 
dard deviation of the mean as determined by the stan- 
dardisation sample while 98% of non-clinical subjects will 
have scores below the mean as determined by the clinical 
subjects. In this study, 31 (795%) of the non-IBS controls 
had scores below the standardisation mean and a total of 
38 (97,43%) had scores below the clinical mean. One 
non-IBS control had a clinically significant elevation on the 
Borderline Features sub-scale. 

Whilst it may seem alarming that psychopathological per- 
sonality trends and symptoms were detected in 31 (76,9%) 
of the non-IBS control group, these levels were normal in 
23 (74,2%) of these subjects relative to the standardisation 
sample which consisted of one thousand community- 
based adults used in the development of the PAI. It must 
be emphasised that these personality trends and symp- 
toms exist along a continuum and that at certain levels, as 
determined by the PAI, their presence is normal and is not 
indicative of psychopathology. The PA1 allows for the rela- 
tive severity of symptomatology to be assessed by com- 
paring each individual to the standardisation sample and 
to a representative clinical sample. 

The diversity of statistically significant psychopathological 
personality trends and symptoms reported by the IBS 
patients on the PA1 is illustrated by the next analysis. The 
following statistically significant scores emerged for each 
of the 11 clinical scales: 

Somatic complaints : 19 (39,6%) IBS patients, 
no controls 

Anxiety : 18 (37,4%) IBS patients, 
nPControls 

Anxiety-related disorders : 15 (31,3%) IBS patients, 
no controls 

Depression : 19 (39,6%) IBS patients, 
no controls 

Mania : 9 (18,7%) IBS patients, 
no controls 

Paranoia : 3 ( 6,2%) IBS patients, 
no controls 

Schizophrenia : 10 (20,8%) IBS patients, 
no controls 

Borderline features : 9 (1 8,7%) IBS patients, 
1 ( 2,5%) control 

Antisocial features : 1 ( 2,1%) IBS patients, 
no controls 

Alcohol problems : 1 (2,1%) IBS patients, 
no controls 

Drug problems : 2 ( 42%) IBS patients, 
no controls 

In assessing the significance of the present study, it is of 
particular value to compare the results with the study car- 
ried out in South Africa by Els et al. (1995: 1368-1372). 
Although the two studies are not entirely comparable due 
to gender differences in the samples of IBS patients, the 
results indicate a similar trend. Els et al. (1995: 1368) 
report that 74% of their sample had at least one co-morbid 
psychiatric diagnosis. This finding is confirmed, possibly to 
a greater extent, by the present study which identified 98% 
of the IBS patients as having elevated scores on the PAI, 
34% at a clinically significant level. This comparison of 
results is however hampered to a certain extent by the fact 
that Els et al. (1995: 1368) did not use the PA! in their 
study and the criteria for psychiatric diagnoses are there- 
fore not identical. 

More systematic research is required in South Africa to 
assess the incidence of co-morbid psychopathology in IBS 
patients of all races. Trends within the white population 
appear to be comparable to those identified in overseas 
research but generalisations can not be made regarding 
the diverse South African population. Considerable effort 
will be required to cater for the many cultural variables and 
their potential to contaminate results but the opportunities 
for research into this field are immense. 
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