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A HOLISTIC APPROACH TO THE TREATMENT OF IRRITABLE BOWEL SYNDROME

ABSTRACT

The purpose of this study is to investigate the effects of a holistic intervention approach to the management
of Irritable Bowel Syndrome (IBS). The sample consisted of 70 South African women who were diagnosed
with IBS. The sample was divided into four groups. Group 1 (n = 13) received IBS medication and holistic
psychotherapy, Group 2 (n = 23) received IBS medication only, Group 3 (n = 13) received holistic psycho-
therapy only and Group 4 (n = 21) received no treatment until the study was completed. During the inter-
vention phase the relevant participants received one-hour holistic psychotherapy per week for eight to
twelve weeks. Medication as a treatment continued uninterrupted depending on each client’s unique symp-
tom patterns. The results of the study indicate that Group 1, who received IBS medication and holistic
psychotherapy and Group 3 (holistic psychotherapy only) improved most in term of IBS symptom severity.
Thus it is concluded that a holistic approach for the treatment of IBS is indicated, depending on the nature
and severity of symptoms as well as each individual’s contextual situation. This study facilitates a frame-
work for psychologists who are working with clients with IBS or any other mind-body illness.

OPSOMMING

Die doelwit van die studie is om die effek van ‘n holistiese benadering tot die bestuur van Prikkelbare
Dermsindroom (“Irritable Bowel Syndrome”) te ondersoek. Die steekproef het bestaan uit 70 Suid-Afrikaanse
vroue wat gediagnoseer is met Prikkelbare Dermsindroom. Die steekproef is in vier groepe verdeel. Groep
1 (n = 13) het medikasie en holistiese psigoterapie ontvang, Groep 2 (n = 23) het slegs medikasie ontvang,
Groep 3 (n = 13) het slegs holistiese psigoterapie ontvang en Groep 4 (n = 21) het geen behandeling
ontvang totdat die studie afgehandel is nie. Gedurende die intervensiefase het die betrokke deelnemers
holistiese psigoterapie ontvang vir een uur per week, vir agt tot twaalf weke. Medikasie as behandeling het
deurentyd voortgegaan afhangende van elke kliënt se unieke patroon van simptome. Die resultate van die
studie dui aan dat Groep 1, wat medikasie en holistiese psigoterapie ontvang het asook Groep 3 (slegs
holistiese psigoterapie) die meeste verbetering ten opsigte van die ernstigheid van simptome getoon het.
Die studie verskaf ‘n raamwerk vir sielkundiges wat met kliënte werk met Prikkelbare Dermsindroom of

enige ander liggaam-gees siekte.
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INTRODUCTION

The past medical approach to Irritable Bowel

Syndrome, which sought specific causes and

diagnosis for the disorder, lacked a clear conceptual

model of the nature of the syndrome. To date no

recognisable characteristic physical abnormality

has been identified to explain all the symptoms of

the disorder (Drossman, 1998). Moving away from

the traditional medical approach, current thinking

points towards the role of both physiological and

psychological factors in the development of

symptoms in Irritable Bowel Syndrome patients,

locating the disorder within the broader

biopsychosocial context of which the individual is

part (Stuart, Pretorius, Van der Merwe, 1999:45 –

46).

In the present study it is proposed that health care

professionals, including psychologists, need to

recognise the multi-dimensional nature of the

syndrome and provide the patient with a deeper

understanding of the functional and non-life

threatening but chronic nature of his or her illness.

The proposed intervention is an attempt to embrace

individual functioning in interaction with wider

contexts in a dynamic and holistic treatment of

Irritable Bowel Syndrome. Such an approach

includes not only pharmacological interventions,

but also psychological treatments, which focus on

each individual’s subjective experience of the

disorder, as well as their wider systems.

DEFINITION

Irritable Bowel Syndrome is a widespread

functional disorder of the lower gastrointestinal

tract, characterised by chronic or recurrent

gastrointestinal symptoms without structural or

biochemical abnormalities (Almounajed &

Drossman, 1996:477). Irritable Bowel Syndrome

has been referred to as a psychosomatic syndrome

(Keller, 1994:4), implying a complex set of

symptoms that includes both subjective experiences

and objective signs. Terms such as ‘mucous colitis’,

‘spastic colon’, ‘irritable colon’, and ‘colonic

neurosis’ have previously been used to refer to the

symptoms of Irritable Bowel Syndrome

(Christensen, 1992:1444), but ‘Irritable Bowel

Syndrome’ has gradually become the generally

accepted term.

In order to receive a diagnosis of Irritable Bowel

Syndrome, the patient must have continuous or

recurrent abdominal pain or discomfort for three

months that is associated with bowel dysfunction

(Almounajed & Drossman, 1996:477). In addition

to identifying these symptoms, a medical history

facilitates the identification of physical symptoms

such as fever and bleeding, as well as factors that

may mimic or exacerbate the disorder, for example

lactose intolerance, inadvertent sorbitol ingestion

and drug use.

ETIOLOGY OF IRRITABLE BOWEL
SYNDROME

Various physiological and psychological factors are

thought to contribute to the development of Irritable

Bowel Syndrome in patients. Physiological factors

include the role of disordered motility, referring to

the movements of the gastrointestinal tract relating

to the passage and processing of ingested food

through the gastrointestinal lumen (Thompson,

1995:371). An understanding of the brain-gut

interaction has also been used to provide insight

into the development of Irritable Bowel Syndrome

symptoms (Lydiard, 1997:52-53). Neural pathways

between the brain and the gut interact in a

coordinated way to exchange information. This

helps to explain how patients with anxiety disorders

could experience gastrointestinal distress during

pathological arousal followed by afferent input

from the gut back to important areas of the central

nervous system.

Regarding psychological factors, the incidence of

generalised anxiety disorder, somatisation disorder,

panic disorder, and major depression (Walker, Roy-
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Byrne, Katon, Li, Amos & Jiranek, 1990:1656), as

well as interpersonal sensitivity, hypochondriasis

and hostility (Whitehead, Engel & Schuster,

1980:404) appear to be higher in patients with

Irritable Bowel Syndrome than in control

populations. Abnormal illness behaviour, referring

to the different ways in which a person perceives,

evaluates and acts upon a given illness, is also

suggested by the high prevalence of psychiatric

diagnosis, personality disturbance, depression and

current life stress (Drossman, 1991:77-78). The

literature further abounds with the large number of

Irritable Bowel Syndrome patients who report

endless life events such as career and family

concerns (Enck & Weinbeck, 1993:980), early

childhood deprivation and a history of sexual or

physical abuse among women as frequent stressors

(Scarinci, McDonald-Haile, Bradley & Richter,

1994:108). According to Drossman (1998:000)

psychosocial trauma may lead to physiological and

even anatomical alterations, which could explain

symptoms, behaviour and the clinical outcome.

Although it is clear that various factors may

contribute to the development of symptoms, the

literature negates the uniformity of findings and it

appears as if specialists are often polarised into

those who believe that there is a definite underlying

abnormality of gastrointestinal pathology and those

who consider the condition to be purely

psychological (Prior, 1994:328). It seems however

that there is no specific or linear etiology for

Irritable Bowel Syndrome, therefore current

thinking focuses on an individualised approach to

the understanding of the disorder. This approach

points towards the complex and dynamic interaction

between physiological and psychological factors

to induce and modify pain and other symptoms in

Irritable Bowel Syndrome patients (Almounajed &

Drossman, 1996:480).

THERAPEUTIC INTERVENTIONS IN
IRRITABLE BOWEL SYNDROME

The available literature highlights the various

treatment models for Irritable Bowel Syndrome.

These include physiological interventions such as

pharmacology (Gorard, Libby & Farthing, 1995:86)

and psychopharmacology (Clouse, 1994:2352-

2353). Although a universally effective drug for

the treatment of the Irritable Bowel Syndrome

symptom complex has not been found (Klein,

1988:233), medication may be helpful in the

treatment of specific symptoms, such as to relieve

constipation, diarrhoea or abdominal pain.

Dietary manipulation is also often used in an

attempt to relieve Irritable Bowel Syndrome

symptoms. Although many patients may attribute

specific food substances to their symptoms, the type

of food does not generally contribute to symptoms.

Patients are more likely to experience a generalised

effect of food ingestion on intestinal reactivity.

However, certain substances, such as fatty foods,

alcohol and caffeine, may aggravate symptoms in

some individuals (Friedman, 1991:313).

Contradictory results have been found regarding

the effect of fibre supplementation on symptoms

of Irritable Bowel Syndrome (Prior, 1994:330).

More recently, psychoneuroimmunology, which

emphasises the impact of the central nervous system

on the immune system, as well as kinesiology (the

study of the effect of muscles on bodily and mind

processes), have also been attempted as therapeutic

interventions in the treatment of Irritable Bowel

Syndrome (Levy & Lehr, 1996:20). These are

relatively new fields and controlled studies are

necessary in order to facilitate scientific validation.

Due to the fact that psychosocial factors have been

implicated in Irritable Bowel Syndrome, the

importance of psychological interventions in the

management of Irritable Bowel Syndrome cannot

be ignored. These include behavioural interventions

which focus on progressive relaxation (Blanchard,

Greene, Scharff & Schwarz-McMorris, 1993:125),

transcendental meditation and yoga (Drossman,

1995:688), biofeedback (Denis, 1994:74) and stress

management training (Whitehead, 1992:606).

Cognitive therapy (Greene & Blanchard,
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1994:576), cognitive-behavioural therapy (Neff &

Blanchard, 1987:70) and psychoanalytic therapy

(McDougall, 1989:2) have also been successfully

used in the treatment of Irritable Bowel Syndrome.

The purpose of this study is to investigate the effects

of a holistic intervention approach to the

management of Irritable Bowel Syndrome.

PARTICIPANTS

The sample consisted of 70 South African women

(average age was 36 years) who were diagnosed

with IBS by a medical doctor, and who presented

with moderate to severe IBS symptoms. The

participants were recruited from a number of

sources. The IBS group were invited to participate

in this study by means of articles that were

published in various newspapers, magazines and a

medical journal. These participants thus comprised

individuals who had read these articles and

volunteered themselves as research participants or

had been referred by their medical doctor. This

sample may not represent the general Irritable

Bowel Syndrome population, but rather a self-

selected group of the health care seeking

population. Of the 70 participants, 11 had not

attained matriculation level, whilst 38 had attained

tertiary levels of education. The remaining all had

attained matriculation level. Sixty-four participants

were employed outside the home in various fields.

In terms of symptoms, 8 participants presented with

diarrhoea predominant symptoms, 36 with

constipation predominant symptoms and the

remaining 26 with a combination of diarrhoea and

constipation. Forty-nine women reported a family

history of emotional and psychological problems.

INSTRUMENTS

Selection instruments

The Irritable Bowel Syndrome patients were

requested to complete a biographical questionnaire,

the Functional Bowel Disorder Severity Index

(FBDSI) and an IBS Client Questionnaire, on the

basis of which the selection of subjects took place.

The biographical questionnaire was used to obtain

information pertaining to a number of variables,

including the nature of symptom presentation,

method of referral, age, education level, occupation,

economic status, number of children, family history

of psychological problems, participation in physical

exercise and interest in religion.

The IBS Client Questionnaire (Drossman,

Thompson, Talley, Whitehead, Richter and

Corazziari, 1992, in Drossman, 1994:469) was used

to screen for symptoms according to specific

subjectively experienced criteria relating to

consistency of stool, and to verify a diagnosis of

Irritable Bowel Syndrome. The nature of the

symptoms is determined by questions focusing on

the number of symptoms reported per day,

consistency of stool, straining, a sense of urgency,

and the passing of mucus during a bowel movement,

incomplete evacuation and the experience of

abdominal fullness, bloating or swelling.

Measuring instrument

The Functional Bowel Disorder Severity Index

(FBDSI) was completed in order to serve as a

quantitative measure of pre-test and post-test

Irritable Bowel Syndrome severity. Drossman,

Zhiming, Toner, Diamant, Creed, Thompson, Read,

Babbs, Barreiro, Bank, Whitehead, Schuster, and

Guthrie (1995:995) developed this standardised

scoring system to select patients for treatment trials

and to quantify illness severity as an outcome

measure in response to clinical interventions. The

FBDSI as adapted from Drossman et al. (1995) is

shown in Appendix A.

Drossman et al. (1995:986–995) provide evidence

that attests to the reliability of the Functional Bowel

Severity Index based on the following findings:

(i) Visual analogue scales have been
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shown to be reliable and responsive in

assessing pain severity.

(ii) A diagnosis of chronic functional

abdominal pain, and the frequency of

physician visits is not likely to change

during the time frame (< 2 weeks)

within which test-retest reliability is

established.

(iii) Repeating the FBDSI as a measuring

instrument in another sample of IBS

clients assessed the replicability of the

scale. The distribution of scores closely

approximated those of the original

study, suggesting that the FBDSI can

reliably determine the range of illness

in replicated studies (Drossman et al.

1995:987).

The validity of the FBDSI scale was determined

both in terms of face and convergent validity by

means of regression analysis (Drossman et al.

1995:987). In terms of face validity, clients with

more severe pain that remains constant and who

frequently consult doctors are likely to be judged

as having more severe illness. Convergent validity

was established since the same items repeatedly

emerged from several different types of regression

methods. The Kruskal-Wallis test was used to test

construct validity by comparing the FBDSI scores

to the degree to which symptoms interfered with

daily activities. The researchers found a significant

association in the predicted direction with a chi-

square result of 43.64 with 4 degrees of freedom at

the 0.0001 level of significance.

RESEARCH PROCEDURE

The participants were allocated to four different

groups, namely three experimental groups and a

control group. The groups who received

psychotherapy (Groups 1 and 3) were limited to 13

participants per group because of time and capacity

limitations. The participants in Group 1 (N=13)

received one hourly sessions of holistic

psychotherapy, once per week, for a period of eight

to twelve weeks, depending on the nature and

severity of symptoms. They also received

medication, which was prescribed by their referring

doctor. The participants in Group 2 (N=23) received

medication, which was administered and monitored

by the referring doctor. These clients received no

psychotherapeutic intervention. The participants in

Group 3 (N=13) received holistic psychotherapy

that was administered by one of the researchers.

These clients received no medication for their

symptoms. The participants in Group 4 (N=21)

received neither psychotherapy nor medication for

their symptoms, but were placed on a waiting list

for treatment.

It was found that certain clients who presented for

treatment were already receiving certain types of

medication and it was thus impossible to manipulate

and randomly assign clients to the four groups.

However, to increase internal validity clients who

were receiving medication were randomly assigned

to Group 1 and Group 2. Clients who did not receive

medication were randomly assigned to Group 3 and

Group 4.

The subjects were initially assessed and diagnosed

with Irritable Bowel Syndrome by their referring

doctor who completed a client referral form

confirming the diagnosis. Each subject attended an

initial interview at the consulting rooms of the

Centre for Counselling and Research at the Rand

Afrikaans University. During this interview patients

were informed about the aims of the study, which

were to facilitate an understanding of Irritable

Bowel Syndrome and to help them cope better with

their symptoms. They also completed the

biographical questionnaire, the IBS Client

Questionnaire and the Functional Bowel Disorder

Severity Index (FBDSI) during this interview. The

IBS Client Questionnaire and the Functional Bowel

Disorder Severity Index were completed again three

months after the treatment had been completed. The

psychotherapeutic treatment continued for a period
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of eight to twelve weeks depending on the client’s

nature and severity of symptoms. Medication as a

treatment continued uninterrupted depending on

each client’s unique pattern of symptoms.

RESULTS AND DISCUSSION

The mean pre-test and post-test scores, as well as

the standard deviations of the four groups for the

Functional Bowel Disorder Severity Index (FBDSI)

are summarised in Table 1.

approximately 7% of the variance in the pre-test

FBDSI scores (w2 = 0.066). This finding suggests

that although the differences between the mean

scores of the four groups for the FBDI were not

statistically significant, the groups were slightly

different in a practical sense.

Because the differences between the mean pre-test

FBDI scores were not statistically significant and

group membership accounted for only a relative

small amount of variance in the FBDSI scores, it

was decided to assess the effects of the interventions

through a simple one way ANOVA of the mean

FBDSI post-test scores.

The results of the one-way ANOVA of the post-

test scores are summarised in Table 3.

Table 1: Mean scores and standards devia-
tions for the FBDSI

Inspection of the pre-test scores reveals an

apparently meaningful difference between the mean

FBDSI score of Group 3 and the remaining three

groups. In terms of the post-test the mean scores of

Group 1 and 3 appear to be similar and much lower

than those of Groups 2 and 4.

Because comparison of post-test scores depend on

the assumption that the pre-test scores are equal,

an one-way ANOVA was performed on the pre-

test scores to test the null hypothesis that the four

pre-treatment groups came from the same

population. The critical region for rejection was

set at p<0.05. The results of the ANOVA are

summarised in Table 2.

Table 2: One-way ANOVA results of the pre-
test scores for the FBDSI

The results showed that the null hypothesis could

not be rejected (p = 0.053). Computation of the

omega square statistic (Howell, 1999:139) revealed

that group membership accounted for

Table 3: One-way ANOVA results of the post-
test scores for the FBDSI

These results revealed a significant difference

between one or more of the mean post-test FBDSI

scores (p = 0.000). The omega squared statistic

suggested that group membership accounted for

approximately 7% in the pre-test scores. It thus

appears that the interventions resulted in

statistically and practically significant differences

in the post-test FBDSI scores.

In order to locate the specific differences between

the four groups, a post-hoc Scheffe test was

conducted. These results are summarised in Table

4.

Table 4: Results of the post-hoc Scheffe test
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Inspection of this table reveals statistically

significant differences between the means of:

(a) Group 1 (Medication and psychotherapy) and

Group 2 (Medication only),

(b) Group 1 (medication and psychotherapy) and

Group 4 (Control),

(c) Group 2 (Medication only) and Group 3

(Psychotherapy only), and

(d) Group 3 (Psychotherapy) and Group 4 (Control).

Inspection of the mean scores in Table 1 shows that

Group 1 (Medication and psychotherapy) and

Group 3 (Psychotherapy) obtained lower FBDSI

post-test scores than the remaining two groups.

The above findings suggest that holistic

psychotherapy was the most effective form of

treatment for IBS. It is concluded that holistic

psychotherapy resulted in the most favourable

outcome due to the individualised nature of the

therapy and the fact that there was no specific

emphasis on one particular subsystem, such as the

biological subsystem where medication would

suffice. Furthermore, a broader focus on the

person’s physiological subsystem includes

addressing all physical aspects such as diet,

homeopathy and physical fitness. The emphasis in

holistic psychotherapy is placed on each client’s

subjective experience of IBS as well as their unique

situation.

It is important however, to note some of the

limitations of the study. Firstly, statistical analysis

such as was performed in this study, reduces a

complex and subjective syndrome such as IBS to

generalised results which leads to objective

interpretations and lack of understanding of each

individual’s subjective expression of the symptoms

in their lives. Individual differences that may

provide significant information are thus ignored.

Secondly, the sample selection process was quite

diverse and may have provided a self-selected

sample of health care seekers. Thus the ability to

generalise findings beyond the scope of the study

sample is limited.

In the present study participants were randomly

assigned to the psychotherapeutic treatment groups,

however, medication was not randomly assigned

to all four groups due to the ethical problems

associated with drug administration as well as the

effects of client choice of treatment on expected

outcome. Some clients were already receiving

medication, which had been prescribed by their

doctor. This poses a limitation on the study due to

the lack of randomisation on the medication

variable. Furthermore, limitations were found with

regards to monitoring concurrent drug use in the

group who received medication only as well as the

control group.

The participants who were assigned to the control

group, as well as clients who received medication

only, were placed on a waiting list for treatment. It

can be argued that these subjects may have

developed expectations as a result of being placed

on the waiting list, which may have had an effect

on the outcome of the study.

Lastly, blindedness was limited as the outcome

assessor was known to the subjects who received

the treatments. The validity of the results is

therefore limited.

Strengths of the study include the use of a

standardised IBS definition, an adequate sample

size that was found to be an improvement on most

previous studies. The trial length of 8 to 12 weeks

allowed for the placebo response to settle and to

control for the fluctuating nature of IBS.

RECOMMENDATIONS

In view of the above findings and an examination

of the statistical findings it is recommended that

future research in this area should combine

quantitative and qualitative research. Such a holistic
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interpretation would include some of the more

salient findings, which incorporate a discussion on

the magnitude of therapeutic change.

Future trials should also compare holistic

psychotherapy with various other forms of

psychotherapy in order to determine whether there

are any improved effects in outcome between a

single therapeutic approach versus a holistic

therapeutic approach.

Lastly, future South African studies should include

a more diverse sample to assist all members of the

South African population in the management of

their IBS symptoms.

CONCLUSION

From the results of the study it is clear that the

patients who received medication and

psychotherapy, as well as the ones receiving

psychotherapy alone, showed the most

improvement. Seeing that holistic psychotherapy

was utilised in both instances, it can be concluded

that this intervention resulted in the most favourable

outcome. It is the thesis of the present study that

all factors affecting intervention designs, including

both specific and non-specific factors, form part of

the individual’s experience and thus become part

of the process of change. The individual’s IBS

symptoms become merely one expression of the

more complex and dynamic nature of his/her life.

As you ought not to attempt to cure the eyes with-

out the head, or the head without the body, then

neither ought you attempt to cure the body without

the soul…for the part will never be well unless the

whole is well (Plato in Gatchel, 1993:1).

APPENDIX A
Questionnaire to determine the severity of IBS symptoms
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