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ABSTRAK 

Die studie het ten doel gehad om die komplekse aard van 
die Funksionele Maagderm Versteurings aan te dui deur 
die interaksie tussen Prikkeibare Dermsindroom en per- 
soonlikheidsaspekte en gesondheidsgedrag ("health 
behavioui') te bestudeer. 

Daar is gebruik gemaak van 'n ex post facto ontwerp om 
twee groepe vrouens, die een groep met PDS (N = 60) en 
die ander daarsonder (N = 60), ten opsigte van die veran- 
derlikes te vergelyk. Die NEO - Personality lnventory 
(Revised) is gebruik om die groepe te vergelyk ten opsigte 
van vyf brei persoonlikheidsaspekte naamlik, Neurotisme, 
Ekstraversie, Oopheid vir Ervaring, Welgevaliigheid en 
Konsensieusheid. Tweedens is die Health Behaviour 
Checkiist gebruik om gesondheidsgedrag te meet soos 
aangedui deur die volgende faktore: 
Gesondheidsinstandhouding en -verbetering, 
Ongelukbeheer, Verkeer Risikogeneigdheid en Middei- 
risikogeneigdheid ("Substance"). 

Die resultate toon aan dat statisties beduidende verskilie 
wei bestaan tussen die groepe ten opsigte van sekere per- 
soonlikheidaspekte (neurotisme, ekstraversie en oopheid 
vir ervaring) en sekere gesondheidsgedragaspekte (veral 
gesondheidsinstandhouding en -verbetering en verkeer 
risikogedrag). Dit wil dus voorkom asof PDS lyers sekere 
persoonlikheidskenmerke deel wat hui gedrag op so 'n 
wyse beonvloed dat hulie sekere gedrag ten opsigte van 
die instandhouding en verbetering van hul gesondheid 
toon. 

Laastens word 'n holistiese benadering vir behandeling en 
terapeutiese intervensies aanbeveel. 

ABSTRACT 

The goal of this study was to indicate the complex nature 
of functional gastrointestinal disorders by studying the 
interaction between Irritable Bowel Syndrome and person- 

aiity aspects and health behaviour. 

An ex post facto design was used to compare two groups 
of women, the one group with iBS (N = 60) and the other 
without (N = 60) in terms of the above mentioned vari- 
ables. The NEO-Personality lnventory (Revised) was used 
to compare the groups on five broad aspects of personali- 
ty i.e. Neuroticism, Extraversion, Openness for 
Experience, Agreeableness and Conscientiousness. The 
Health Behaviour Checklist was used to measure health 
behaviours as indicated by the foilowing factors: Wellness 
Maintenance and Enhancement, Accident Control, Traffic 
Risk Taking and Substance Risk Taking. 

The resuits indicate that statistically significant differences 
do indeed exist between the groups in terms of certain per- 
sonality aspects (neuroticism, extraversion, openness for 
experience) and certain health aspects (especially well- 
ness maintenance and enhancement and traffic risk tak- 
ing). It seems then as if IBS sufferers share certain per- 
sonality characteristics which influence their behaviour 
related to the maintenance and enhancement of their 
health. 

Finally, we recommend a holistic approach to treatment 
and therapeutic interventions, 

INTRODUCTION 

Disorders of the gut and their association with psychoso- 
cia1 variables appear to be as old as civilisation itseif, yet 
the precise nature of this min&body relationship continues 
to elude those concerned with healing, Consequently, the 
functional gastrointestinal (GI) disorders, which are disor- 
ders without identifiable structural and organic abnormali- 
ties, remain an area of gastroenterology that is poorly 
understood and whose causes are unknown (Drossman, 
1994:l-17). 

The high prevalence of the functionai GI disorders, partic- 
uiarly in developed societies (both east and west) is cause 
for concern. Reievant studies indicate that approximately 
one in every four persons is afflicted with one or more 
functional GI symptoms, although most do not seek med- 
ical care. Furthermore, the functional GI disorders 
account for half of all referrals to gastroenterologists, of 
which the Irritable Bowel Syndrome (IBS) is the most com- 
mon, comprising one fifth ro a half of these referrals. It 
appears that women are more likely to report and seek 
treatment for more functional GI symptoms, as are 
younger persons. Although IBS is classified as a chronic 
or long-term condition and can cause enormous discom- 
fort and stress, there is no evidence that it predisposes the 
person to other diseases or that it is life threatening 
(Drossman, 1994:l-17; Prior, 1994:327-329). The signifi- 
cant incidence of the functional G1 disorders combined 
with insufficient knowledge about etiology, invasive diag- 
nostic procedures and ineffective treatment modalities, are 
the source of enormous frustration for both doctors and 
patients alike. Not only are state costs high in terms of 
medical care but also, as Els, Gajiano, Grundling, Van Zyl 



and Joubert (1995:1368) point out, the morbidity of IBS is 
responsible for work absenteeism second only to the com- 
mon cold. 

Whilst previous paradigms have offered either purely bio- 
logical or purely psychological explanations, the emerging 
biopsychosocial paradigm forges a middle way between 
these two extremes by proposing that genetics or acquired 
biochemical or structural disorders are modulated by psy- 
chosocial stimuli. This shift away from the biomedical 
model as the dominant model of disease towards a more 
holistic or systems view, not only offers a clearer concept 
of the nature of functional disease, but represents a more 
humane approach that takes greater cognisance of the 
complexity of whole-person functioning (Drossman, 
1994:l; Engel, 1977:129). Significantly, the broadening of 
health to include social, cultural, psychological and envi- 
ronmental concerns has fostered a multidisciplinary team 
approach that has in turn, re-opened up a niche for psy- 
chologists as coilaborators in the biopsychosocial interface 
in medicine (Alcorn, 1991:325). Accordingly, in describing 
the functional GI disorders as one of the greatest chai- 
lenges posed to behavioural medicine, Whitehead and 
Bosmajian (1 982:972) emphasise the substantial and cur- 
rently unmet need for psychologically informed services. 

As good health is as much a state of mind as a condition 
of the body (Thorensen & Eagleston, 1985:15-16), the per- 
sonality-health relationship represents the ideal interface 
for the study of the mind-body link. The past two decades 
have seen a resurgence in interest in this relationship 
based on accumulating evidence suggesting that person- 
ality may influence health and disease, and that the study 
of personality as it relates to health has explanatory and 
perhaps even predictive value (Smith & Williams, 
1992:395). 

The advances in biomedicine and improved control of 
infectious agents has shifted the focus of medicine to a 
class of diseases where risk factors are linked to behav- 
iours of the people or characteristics of their situation. The 
fact that these slow-acting chronic diseases now account 
for more than fifty percent of health problems in developed 
and industrialised societies, implicates the continuing influ- 
ence of lifestyle or health behaviours in determining pat- 
terns of health and illness. Factors like poor diet, lack of 
exercise, cigarette smoking, drug and alcohol abuse, car 
accidents and the long-term results of stress are linked to 
cancer, hypertension, diabetes, arthritis and the functional 
GI disorders like IBS. 

Furthermore, the need for management rather than cure in 
the chronic illnesses has highlighted the central role of 
individual responsibility and choice and focused increased 
attention on prevention and health promotion efforts. This 
has in turn fostered a heightened receptivity for psycho- 
logical interventions directed at maximising behavioural 
health (Alcorn, 1991:325-341; Matzarro, 1980:807; 
Thorensen & Eaglestone, 1985:15). In particular, there is 
consensus amongst counselling psychologists that their 
sub-speciality of applied psychology with its unique focus 

on the whole person in context over time has a significant 
contribution to make in this arena. Their emphasis on pre- 
vention, development and psycho-education suggests a 
major opportunity for impacting on the health of society 
through the development of appropriate interventions tai- 
lored to the individual and designed for managing and pre- 
venting problems involving health and behaviour (Alcorn, 
1991 :325-341; Pomerleau, 1982:1030-1039). 

DEFINITION AND DEVELOPMENT OF IBS 

In the absence of physiologic factors, the functional GI dis- 
orders must be diagnosed by their symptoms alone. As 
part of an international working panel investigating the 
functional GI disorders, Drossman (1994:l-17) believes it 
is clinically important to categorise symptoms so as to 
facilitate diagnosis and treatment. These specialists 
adhere to the recently revised ROME diagnostic criteria 
which outline a wide range of symptoms characterised in 
terms of six different regions of the GI tract, viz. the 
esophageal, gastroduodenal, bowel, functional abdominal 
pain, biliary and anorectal. Not only may symptoms over- 
lap, but the high incidence of the functional GI disorders 
mean that it is likely that they will co-exist with other dis- 
eases. 

A functional bowel disorder is a functional GI disorder with 
symptoms such as abdominal pain, bloating or distension 
and various symptoms of disordered defecation that are 
attributable to the mid or lower gastrointestinal tract. 
Drossman (1994:l-17) describes lrritable Bowel 
Syndrome as the prototype functional bowel disorder 
which has been known by a multitude of names including 
"spastic colitis", "irritable colon", mucous colitis" and "ner- 
vous stomach". However, since the syndrome does not 
involve any demonstrable inflammatory process, the suffix 
"-itis" is misleading and the term Irritable Bowel Syndrome 
has become a more appropriate standard (Walker, Roy- 
Byrne, Katon, Li, Amos & Jiranek, 1990:1656). IBS can 
then be defined as "Continuous or recurrent symptoms of: 
abdominal pain relieved by defecation, or associated with 
change in frequency or consistency of stool, andlor dis- 
turbed defecation (two or more of): looser stools frequen- 
cy, altered stool form (hard or loose \ watery), altered stool 
passage (straining or urgency, feeling of incomplete evac- 
uation), passage of mucus, usually with bloating or feeling 
of abdominal distension" (Walker, Roy-Byrne & Katon, 
1990: 565). 

In challenging the exclusive emphasis on one domain of 
functioning such as the biological, to the neglect of other 
domains such as the psychological and social, the biopsy- 
chosocial model conceptualises the development of IBS 
as a multi-casual complex process whereby both physio- 
logical and psychological processes are operative. 
Drossman (1994) and other gastroenterologists working 
within the biopsychosocial model propose that psychoso- 



cia1 mechanisms (like the influence of culture, family, per- 
sonality, life stressors, social support and coping mecha- 
nisms) act as modulators of biological states. These mod- 
ulating or mediating factors shape symptom severity, med- 
ication use and illness behaviour and ultimately determine 
the individual's so called Health Related Quality Of Life 
(HRQOL). However, given the complex relationships 
between the various domains of functioning, and the lack 
of clarity regarding pathways and mechanisms linking psy- 
chosocial factors to disease and illness, it is likely that 
these connections are nonlinear, multifactorial and change 
over time (Temoshok, 1990). 

DIAGRAM 1. 
The development of IBS(Drossman, 1994) 

The develo~ment of IBS 
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Biological Factors 
Numerous authors variously proposed that the IBS is the 
result of disordered gut motility, central nervous system 
dysfunction, immunologic hypersensitivity and mast cell 
dysfunction as well as possible chemical imbalances in the 
autonomic innewation of the gut (Drossman, 1983:489- 
491, 1994; Els et al. 1995:1368-1372). However, as the 
ability to identify physiological changes remains limited, it 
is also likely that symptoms may be due to altered percep- 
tion which in turn determines how these are acted upon. 
Essentially, it remains unclear to what extent IBS symp- 
toms represent normal perception of abnormal function or 
abnormal perception of normal function (Drossman, 1994; 
Whitehead, 1988). What is clear, is that bowel symptoms 
(or their absence) do not always correlate with the pres- 
ence or absence of pathophysiological abnormalities, and 
that there are a variety of psychosocial symptoms brought 
to doctors. 

Psychosocial Factors 
In terms of the psychosocial modifiers, Drossman (1994) 
discusses the relevance of three general findings. 

* Psychosocial stress exacerbates GI symptoms. 
It is known that stressful stimuli alter both large and small 
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gut motility, but seems to do so to a greater extent in those 
with the functional GI disorders. Not only do stressful life 
events seem to frequently precede the onset and reporting 
of IBS symptoms, but IBS patients differ from the healthy 
by having greater symptomatic and physiological respons- 
es to various stressors (Drossman & Thompson, 
1992:1009). 

* Psychological disturbances modify the experience 
of illness. It appears that those who report functional 

GI disorders tend to show greater psychological distur- 
bance than do otherwise healthy controls or other medical 
comparison groups. Psychosocial factors such as early 
childhood socialisation of illness behaviour, as well as trau- 
ma such as physical, emotional and sexual abuse, have 
been shown to be associated with IBS and tend to con- 
tribute to poorer adjustment and increased help-seeking 
behaviour (Drossman, 1994; Prior, 1994:327-332). In 
addition, IBS patients show elevated leveis of anxiety, neu- 
roticism (or emotionality), depression and somatisation, 
whilst IBS non-consulters like normal persons, do not. 
However, it is the opinion of some researchers that these 
psychological disturbances may not be a unique feature of 
IBS, but instead indicative of illness behaviour and illness 
reporting in general (Drossman & Thompson, 1992:1009- 
1016; Keltijangas-darvinen, 1989:325-331). 

There are certain psychosocial consequences. 
These include effects on general well-being, daily func- 
tioning, concerns related to symptom control as well as 
implications of the illness in terms of future functioning 
both at home and at work. Drossman (1994) introduces 
the broad concept of Health 'Related Quality Of Life 
(HRQOL) to describe the patients standing in terms of per- 
ceptions, illness experience and functional status relative 
to the illness. Measurement of the concept differs from an 
objective disease assessment from the physician's point of 
view in that it includes the individual's subjective percep- 
tion of psychosocial and disease related factors. The rec- 
iprocal relationship between HRQOL and the severity of 
the disorder is emphasised. 

THE ROLE OF PERSONALITY AND HEALTH 
BEHAVIOURS 

Personality traits 
Since ancient times there have been claims that personal- 
ity dispositions may play a role in influencing health and ill- 
ness, as people have different temperaments, face differ- 
ent challenges and employ different coping skills. In this 
respect, the shift to whole person care involves recognis- 
ing the autonomy or uniqueness of the individual system 
and how this uniqueness influences the manifestation of ill- 
ness. This autonomy or uniqueness, commonly termed 
personality, is defined by Allport (in Kobasa, 1990: 25) as 
"the dynamic organisation within the individual of those 
psychophysical systems that determine his characteristic 
behaviour and thought". The term dynamic organisation 
emphasises the interacting and integrating patterns of the 
various aspects of the personality system and implies that 
disturbance in any one part will reverberate through and 
affect other parts of the personality. Essentially, the notion 



that personality characteristics might influence vulnerabiii- 
ty to illness and illness progression is therefore a viable 
one, despite the fact that little is known about the specific 
linkages or patterns involved. 

Friedman (1991:l-10) suggests that there are two main 
paths through which personaiity might influence health 
and illness: The internal physiological route and the exter- 
nal behaviourai route. The internal route involves examin- 
ing the role of stress, or more broadly speaking, emotion, 
which is typically regarded as the mediator of personaiity- 
illness relationships (Lazarus, 1990:97-120). Excessive 
stress is believed to contribute significantly to the origins 
and development of most illnesses, manifesting through 
the person's initial imbaiance and subsequently being 
channelled through the individual's particular personaiity 
configuration and constitutional vuinerability to give rise to 
specific disorders (Suls & Rittenhouse, 1990:38-64). In 
recent research Friedman (1991:l-11) suggests that 
rather than specific personalities giving rise to specific ill- 
nesses, there appears to be a general personality type 
that, together with other fsctors, plays a causal role in the 
onset of different diseases. Whilst Friedman (1991) refer 
to this as a 'disease-prone' personality, Stone and Costa 
(1990:178-200) argue that the more appropriate term is 
'distress-prone' personality. 

Personologists have traditionally proposed a whole range 
of lists and taxonomies of factors and variables to account 
for the complexity of human nature, and the centuries old 
debate over which are the most appropriate fundamental 
buiiding blocks of personality continues into the present 
day (McAdams, 1995:365). In the light of this, it is signifi- 
cant that, the broad categories of individual differences 
known as traits, have recently made a comeback based on 
the research suggesting they reflect real differences in 
behaviour and personaiity and are fairly accurate predic- 
tors of behaviour (Dreary & Matthews, 1993:299; 
McAdams, 1996:374). However, the lack of a unified 
framework of personality, together with the failure to take 
fuil advantage of more recent conceptual and methodoiog- 
ical developments within the field of personaiity, has been 
regarded by some as a stumbling block to significant 
research progress (Marshail, Wortman, Vickers, Kusuias & 
Hervig, 1994:278; Smith & Williams, 1992:395). 

To some extent this has been overcome by the five-factor 
modei (FFM) of personaiity, which has proved robust 
across different groups of subjects, item pools, instru- 
ments and methods of analysis, as well as across different 
languages and cultures (Halverson, Kohnstamm & Martin, 
1994). Whilst the specific number and interpretation of the 
five factors remains controversial, the model is commonly 
represented by Costa and McCrae's (1987:299-316) ver- 
sion of Neuroticism (or Emotional Stability), Extraversion, 
Openness to Experience, Agreeableness and 
Conscientiousness, which is the only one to have thus far 
been operationalised in the form of the NEO-Personality 
Inventory (Digman, 1990:417; Dreary & Matthews, 
1993:299; McCrae & John, 1992:175). Apart from provid- 
ing a common language for clinicians and an efficient 
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means of integrating the plethora of personality constructs 
and measuring instruments, Costa and McCrae 
(1 987:299-316) refer to the utility of the five-factor modei in 
various applied fields, particularly the clinical and coun- 
selling areas. 

Health Behaviours 
Personality can also affect health through what Friedman 
(1991) describes as the external behavioural route. 
Research in this area suggests that certain personality 
traits or styles may confer greater illness risk by exposing 
the person to inherently riskier circumstances. The 
assumption is that certain personality types create stress- 
ful lives by making certain kinds of events more likely to 
happen. This can include unhealthy or risky behaviour, 
exposure to violence, friendship patterns and co-operation 
with medicai treatment. 

One particular set of behavioural factors that is attracting 
increasing research attention is health habits or health 
behaviours. Kasl and Cobb (in Vickers et at. 1990: 377) 
defines health behaviours as "actions undertaken to main- 
tain or improve health". Past attempts to understand health 
behaviour have focused mainly in single health practices 
such as smoking or exercise, despite the fact that heaith 
behaviours tend to occur in distinct clusters. Health-relat- 
ed behaviours that tend to cluster together are smoking 
and drinking alcohol, and eating a healthy diet and using 
seat belts. Given that the overall patterns of health behav- 
lours predict morbidity and mortality better than single 
behaviours, it can be maintained that an understanding of 
the psychosocial antecedents of these heaith behaviour 
patterns could lead to better models to explain the devel- 
opment of disease and illness and to better interventions 
to minimise health problems (Belioc & Breslow, 1972:409- 
421). 

Evidence indicating that health behaviours occur in dimen- 
sions that can be reliably measured was provided by 
Vickers et al. (1990:377-401) who identified the four 
dimensions of health behaviour: 1) wellness behaviours 
(e.g. exercise and good diet), 2) accident control (e.g. 
knowing first aid), 3) traffic risk taking (e.g. speeding, tak- 
ing risks as a pedestrian) and 4) substance risk taking 
(e.g. alcohol consumption, smoking). Although any given 
behaviour may be influenced by motives specific to that 
behaviour or by the constraints of the specific situation, 
aggregate behaviour patterns, including health behaviour 
patterns, should be predicted best by correspondingly 
broad personality constructs (Funder, 1991:31). 

Despite evidence that personality is a potentially important 
predictor of health behaviours, only one other study has 
combined comprehensive measurement models for both 
personality and health behaviour domains. Using Costa 
and McCrae's FFM and their own Health Behaviour 
Checklist (HBC) Vickers, Conway and Hewig (1990:377- 
401), provided evidence suggesting that broad personality 
traits may be important predictors of health behaviour pat- 
terns. Findings from the research of Booth-Kewiey and 
Vickers (1994:281) point to possible expansions and 



refinements of the conceptual frameworks guiding health 
behaviour research. Furthermore, the change in perspec- 
tive on health behaviours suggested by the findings could 
have significant implications for applied health behaviour 
research. Given the stability of personality in adulthood 
(Costa & McCrae, 1987:299) and our limited knowledge of 
the determinants of personality change, any causal 
sequence from personality to health behaviours would rep- 
resent a significant barrier to changing these behaviours. 
With further study, however, these barriers might be over- 
come by designing behaviour change programs that take 
personality predispositions into account. 

In rising to the challenge presented by the functional GI 
disorders, this particular study on IBS, health behaviours 
and personality adopts a salutogenic rather than a patho- 
genic perspective, thereby focusing on the maintenance 
and enhancement of health or wellness over and above 
the prevention and treatment of illness (Strumpfer, 
1990:265). In this regard, it appears that past research 
has underestimated the role of personality as an influence 
on health behaviour, probably because of the failure to 
consider broad health behaviour dimensions as criteria, 
and because of the omission of important personality 
dimensions. 

Aims and objectives of the study 
In the light of the scanty as well as controversial and con- 
tradictory data on the personality-health relationship we 
were interested in determining whether certain health 
behaviours and certain personality traits can be associat- 
ed with IBS. Understanding the impact of certain lifestyles 
and personality and traits may be of enormous practical 
and therapeutic value for IBS sufferers. The value lies not 
only in terms of reducing and perhaps eliminating costly 
and invasive diagnostic procedures, but also through 
enhancing of treatment strategies. On a broader level this 
study aims to take advantage of recent conceptual 
changes occurring within the behavioural health arena in 
order to improve our understanding of whole-person care 
and reaffirm psychology's role in the bio-psycho-social 
approach to whole-person care. 

By building on the recent conceptual developments in the 
medical, health and personality fields, the specific aim of 
this study was to examine the interaction between five per- 
sonality domains and four health behaviour domains in 
relation to Irritable Bowel Syndrome. 

METHODOLOGY 

As the collection and analysis of data occurred after IBS 
was diagnosed, the study used an ex post facto design to 
compare two groups of subjects with regard to nine vari- 
ables as measured by two questionnaires. 

Subjects 
The study was based on results from (n = 60) IBS female 

patients who were selected as referrals from general 
physicians and gastroenterologists around the 
Witwatersrand area. IBS patients were only selected into 
the IBS subject group on receipt of signed certification 
from a doctor or specialist. Non-IBS female subjects were 
seiected through a "pool" of friends and associates. The 
method proved to be highly successful and produced a 
randomised control group. 

In order to ensure that the two groups were kept as 
homogenous as possible, the extraneous variables of age, 
gender and race were controlled for. A lower age limit of 
18 years was set to ensure that personality was appropri- 
ately formed, whilst female subjects were used as women 
report more commonly to doctors. Using white subjects 
controlled for race. The latter decision was based on the 
existence of possible differences in terms of the cultural 
interpretations of health and illness. In addition, a history 
of unequal access to health-care facilities may be a factor 
that !has biased certain sectors of the population to seek 
heaith-care for certain kinds of disorders and not for oth- 
ers. 

Measuring Instruments 
Two questionnaires and an IBS selection instrument were 
admiristered to ail the IBS and non-IBS subjects. 

Drossman, Zhiming, Toner, Diamant, Creed, Thompson, 
Read, Babbs, Barreiro, Bank, Whitehead, Schuster & 
Guthrie's (1 995:986-995) Functional Bowel Disorder 
Severity Index (FBDSI) was used for the diagnostic evalu- 
ation of IBS and to delineate mild, moderate and severe 
cases. The FBDSI allows clinicians to determine the 
amount and frequency of abdominal pain experienced by 
a patient, as well as its interference with the patient's daily 
activities. 

By comparing FBDSI scores to the degree of disability 
(interference with daily activity),construct validity was 
determined. A significant association was found (Kruskal- 
Wallis test; Chi-square = 43.6; degrees of freedom = 4; P 
= 0.0001). 

The NEO - Personality Inventory (Revised) by Costa and 
McCrae, (19925-13) looks at five broad dimensions of 
personality and is a 181-item personality questionnaire 
answered on a five-point scale from "strongly disagree" to 
"strongly agree". The inventory measures five broad 
domains of personality, each of which are broken down 
into six facets or more discrete traits. 
1. Neuroticism describes a person's stand 

ing in terms of emotional adjustment or stability. 
It is not a measure of psychopathology but 
merely refers to a gen era1 tendency to experi 
ence negative affects such as fear, sadness, 
guilt, anger and disgust. 

2. Extraversion refers to the disposition towards 
positive emotions, sociability and high activity. 

3. Openness to Experience is a receptive 
orientation towards varied experiences and 
ideas. 

4. Agreeableness describes the inclination towards 



interpersonal trust and consideration of others. Procedure 
5. Conscientiousness describes the tendency Both groups of subjects were recruited during 1996. The 

towards persistence, industriousness and subjects were targeted through an extensive marketing 
organisation. campaign that involved meeting with general practitioners 

and specialists, dieticians as well as various pharmaceuti- 
The NEO-PI @scales and sub-scales have adequate con- cal companies, ~ ~ ~ i ~ l ~ ~  informing the public about the 
sistency, test-retest reliability, content validity and con- centre and the research pro,ect and calling volunteers 
struct validity (Costa & McCrae, 1992:5-13). An additional were released in an ~ f ~ i k ~ ~ ~ ~  newspaper and an 
advantage of using this personality measure was that it ~ f ~ i k ~ ~ ~ ~  magazine, A feature on the centre 
contains no health-related items and so avoided the prob- was also reviewed on SABC TVS u~ea l th  watch" pro- 
lem of content contamination. gramme. 

The Health Behaviour Checklist (Vickers et al. 1990:377- once subjects were medically as having IBS, and 
399) consists of 40 items, of which 26 are used to assess were willing to participate in the research, they were invit- 
four factor-analytically-defined health behaviour dimen- ed to participate in a semi-structured interview and to 
sions, with 14 additional filler items. Subjects had to indi- the necessary battery of questionnaires. ~f~~~ the 
care how well each item described her typical behaviour results were interpreted and profiles drawn for each indi- 
using a 5-point Likert scale ranging from 1 "sirongl~ dis- vidual, they were entitled to six free counselling sessions. 
agree" to 5, "strongly agree". The HBC measures four 
replicable factors: 

1. The Wellness Maintenance and Enhancement 
RESULTS AND DISCUSSION 

dimension consists of items such as "I exercise 
to stay healthy". Hotellings T-square test and the Student's t-test were used 

2. to ascertain the significance of the differences between the 
The Accident Control dimension: includes items 

two groups. A stepwise discriminant analysis was also per- like "' fix broken things around m' home straight 
formed to ascertain which of the 10 variables provided the away." 

3. The Traffic RiskTaking dimension consists of 
greatest contribution to the differences between the IBS 

items such as "I drive after drinkina" whilst the and non-IBS groups. 

4. Substance RiskTaking dimension includes 
items like "I do not drink". 

TABLE 1: Significance of differences between IBS and non-iBS groups with regard to five NEO PI-R sub scales. 

Hotelling's T~ Test 34.257 
F-value 6.619 
FD 5.14 
P O.GOO'* 

Variables 
NEO PI - R 

Neuroticism 
Extraversion 
Openness 
Agreeableness 
~onscientiousness 

Vickers et al. (1990:377-399) report modest intercorrela- 
tions amongst the four health behaviour dimensions, with 
correlations averages across four samples ranging from 
0.10 to 0.48. Adequate coefficient alpha internal consis- 
tencies of 0.65 or greater were obtained for all scales 
except the Substance Risk Taking Scale, which had an 
average alpha of 0.55. (Vickers et al. (1990:377) under- 
took an extensive study to demonstrate the multidimen- 
sionality of health behaviours and the robustness of the 
proposed health behaviours dimensions.) 

** = significant 1% level (p < 0.01) 
= significant 5% level (p < 0.05) 

112.617 
101.15 
112.55 
11 7.883 
1 18.61 7 

Hotelling's T2 test was statistically significant. The 
Student's t-test showed significant differences between the 
two groups in terms of Neuroticism, Extraversion and 
Openness to Experience. The IBS group's highly signifi- 
cant score on Neuroticism supports the large body of evi- 
dence that high scorers on this dimension are more sus- 
ceptible to psychological distress. Persons sufferings from 
IBS are thus more prone to irrational ideas, less able to 
control their impulses and tend to cope more poorly with 
stress. As Neuroticisrn is related to physical complaints 

Group 1:IBS 
N = 60 

X 

--- 
27.114 
19.471 
16.299 
14.474 
20.577 

P SD 

Group 2: Non-IBS 
N=60 

X 

91.8 
111 

11 9.867 
11 2.45 
115.217 

SD 

26.993 
18.111 
19.34 
17.951 
19.548 

0.000" 
0.0049" 
0.0269' 
0.1277 
3.553 



and health-care utilisation, it appears that people high in 
this dimension, such as the IBS sufferers in this study, are 
more vigilant about bodily changes, more apt to interpret 
unusual sensations as signs of illness and more likely to 
worry about possible diseases. 

The IBS group scored significantly lower on the 
Extraversionllntroversion dimension. This suggests that 
these people prefer to do many things alone or in small 
groups. They avoid large, noisy gatherings and tend to be 
quiet and reserved in social interactions. The inverse of 
Extraversion is emotional inhibition. Research in this area 
clearly demonstrates that habitually inhibiting emotions 
can pose threat to physical and emotional health. The 
combination of the Introversion and high Neuroticism of 
the IBS group in this study suggests reliance on a neurot- 
ic style of coping that is characterised by avoidant or pas- 
sive reactions where emotions are suppressed and the 
self is blamed. 

The significant difference between the groups in terms of 
Openness to Experience dimension suggests that the 
IBS group is more conventional in behaviour and conserv- 
ative in outlook. They prefer the familiar to the novel and 
find change difficult. 

In terms of psychotherapeutic treatment, the high 
Neuroticism scores suggests a psychotherapeutic treat- 
ment that focuses on more generic difficulties such as the 
regulation of mood or anxiety and the setting of clear and 
realistic treatment goals. The lower Openness to 
Experience suggests more conventional interventions like 
the behavioural and cognitive therapies. 

As can be seen from the table, Hotellings T2-test was 
again statistically significant. There was a highly signifi- 
cant difference between the two groups in terms of the 
Additional ltems sub-scale, with the IBS group scoring 
much higher than the control group. As IBS sufferers 
already appear high in Neuroticism and cope more poorly 
with stress than most, it is possible that this in turn affects 
their daily health behaviour practices. 
A stepwise discriminant analysis indicated that four factors 
contributed to the differentiation between the two criterion 
groups, namely, in order of size of contribution: 

1) Additional ltems 

2) NEO-i\ieuroticism 
3) 'Jlleiiness Maintenance and Enhancement 

behaviours 
4) Traffic Risk behaviours. 

Wellness Maintenance and Enhancement (WME) 
behaviours accounted for the second highest contribution 
to the variance between the scores in terms of the HBC, 
followed by Traffic Risk behaviours. The fact that the IBS 
groups scored higher on WME behaviours suggests that 
their concern with preventative behaviours may accord 
with their attention to bodily functions and health care.The 
higher score of the IBS group on the Traffic Risk taking 
behaviours indicates that this group takes far higher risks 
in terms of their traffic behaviour. A possible hypothesis is 
that this could be related to their high score on 
Neuroticism, which implies low impulse control and inabil- 
ity to cope with stress. 

TABLE 2: Significance of differences between IBS and ncn-IBS groups with regard to five Health Behaviour Checklist (HBC) 
sub-scales. 

Hotelling's T~ Test 96.726 
F-value 18.689 
FD 5.114 
P O.OOO*" 

HDD 
WME 

ACC 
TRAFFIC 

SUBSTANCE 

*' = significant 1% level (p < 0.01) 
* = significant 5% level (p < 0.05) 

Variables 
HBC 

24.45 

34.683 

19.617 

118.967 

114.217 

P 

Group 2:  Non-IBS 
N = 60 

Group 1 :IBS 
N = 60 

X X 

15.074 

4.645 

4.614 

4.146 

3.47 

SD SD 

42.883 

32.6 

18.583 

19.4 

13.033 

5.231 

6.228 

4.048 

3.747 

3.641 

O.OOO** 

0.04" 

0.1949 

0.549 

0.071 



TABLE 3: The variables that were extracted and their Wilks' coeff icient lambda. 

Variables Approximated U-statistic or Wilks' Approximated 

I I F-Value to enter I coefficient lambda / F-statistic I 
D.F. 

1 5 . 1  ADD 

/ 2. 1 N E O - N  1 10.59 1 0.5462635 I 2.117 1 
/ 3. 1 WME I 5.5 I 0.521 5387 I 3.116 1 

4. TRAFFIC 5.13 

CONCLUSION 

This study provides empirical evidence to support the the- 
ory that the development and course of functional GI dis- 
orders, as many other disorders, are in constant inter- 
action with several dimensions such as personality and 
health behaviours. 

This has implications for the treatment and counselling of 
people with functional GI disorders. In order to provide a 
professional, efficient and effective service to people we 
suggest a holistic counselling and treatment approach, 
utilising knowledge of the role of personality and health 
behaviours in psychosomatic problems such as lrritable 
Bowel Syndrome. 
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