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Abstract Despite the accumulation of efficacy data for cognitive-behavioral treatment of Irritable Bowel Syndrome (IBS), efforts to investigate methods for increasing access to psychological treatments are in their infancy. The current study examined the efficacy of self-administered treatment in comparison to a wait list control. Twenty-eight participants monitored gastrointestinal (GI) symptoms and completed measures of quality of life (QOL) and psychological distress prior to randomized assignment to self-help treatment or wait list. Wait listed participants later received treatment. A 3 month post-treatment follow-up was included. Seven participants completed immediate treatment; nine the wait list. The self-help treatment significantly decreased composite GI symptom scores in comparison to the wait list, but did not lead to significant improvements in QOL or distress. In the entire treated sample, including wait list crossovers, analyses showed significant improvement in abdominal pain, average GI symptoms, and perceived health and well-being. Interpretation of these results should be considered in the context of several limitations, including small sample size, brief baseline symptom monitoring, and high drop out rate. Despite these limitations, this study is an important first step in empirically K. A. Sanders (&) Department of Veterans Affairs, VA Connecticut Healthcare System, 950 Campbell Avenue-116B, West Haven, CT 065162700, USA e-mail: [email protected] E. B. Blanchard Department of Psychology, University at Albany, State University of New York, Albany, NY, USA M. A. Sykes Department of Psychology, The College of the Holy Cross, Worcester, MA, USA



validating low-cost, self-administered treatments as a first line psychological intervention for IBS. Keywords Irritable Bowel Syndrome  Self-help  Cognitive-behavioral therapy



Introduction Irritable Bowel Syndrome (IBS) is a functional gastrointestinal disorder affecting 10% to 20% of the United States population (Camilleri and Choi 1997; Drossman et al. 1993). The disorder is characterized by abdominal pain accompanied by diarrhea and/or constipation (Thompson et al. 1999). IBS is a costly syndrome, with medical costs reaching approximately eight billion dollars per year in the United States (Talley et al. 1995). The majority of IBS patients are managed by a Primary Care Provider (PCP; Hungin et al. 2003; Thompson et al. 2000; Everhart and Renault 1991). In fact, 90% of all IBS sufferers in one survey were diagnosed by their PCP or general practitioner (GP; Hungin et al. 2003). Although medical treatment of IBS has shown some efficacy (Longstreth and Drossman 2002; Jailwala et al. 2000), psychological treatments have shown great promise in reducing IBS symptomology (Lackner et al. 2004). One major barrier for patients to receiving appropriate psychological treatment for IBS is lack of access to a mental health care provider. High cost, lack of insurance coverage for mental health services, and stigma associated with seeing a mental health provider may be additional barriers to receipt of psychological intervention for IBS. Selfadministered or ‘‘self-help’’ treatments are one approach to increasing accessibility while subsequently reducing health care costs among this population.
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Several meta-analyses have shown that self-help treatments are at least as effective as, and sometimes superior to, clinic-based treatments (Mains and Scogin 2003; Marrs 1995; Gould and Clum 1993; Scogin et al. 1990). In addition, two recent studies have demonstrated some effectiveness of self-guided treatments specifically for IBS. One study of 52 IBS patients (Forbes et al. 2000) found that both therapist administered and audiotaped hypnotherapy led to clinically significant improvements in gastrointestinal symptoms. In another study of 420 primary care patients with IBS (Robinson et al. 2005), patient use of an informational guidebook produced significantly greater improvements in patients’ perceptions of wellbeing compared to routine medical treatment, as well as a 60% reduction in primary care consultations and a 40% decrease in health care costs at one year follow-up. The guidebook used in this study was developed by Kennedy et al. (2003), using information collected during focus groups with IBS patients. The guidebook contains information for IBS patients on diet, the digestive system, and evidence for effective IBS treatments (medical and psychological). The purpose of the guidebook is to normalize patients’ experiences with IBS and provide information. However, this is clearly not a comprehensive treatment for IBS. It is not an active treatment approach. Although this study represents an important step in recognizing the need for the development of self-guided care, given the chronic and refractory nature of IBS, a more comprehensive treatment is needed. Recently, a self-help book for IBS based on cognitivebehavioral techniques has been published (Bradley-Bolen 2000). Cognitive-behavior therapy has been shown to be effective in reducing IBS symptoms when administered by a therapist (Blanchard 2001, 2005), yet no empirical studies have evaluated its effectiveness in a self-help format. The purpose of the current study was to examine the efficacy of this book in reducing IBS symptoms when compared to a wait list control.
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excluded if it was discovered that they did not have IBS, they had inflammatory bowel disease, their physician noted a serious medical disease, they had a serious mental disorder (e.g., psychosis, mania, dementia), or if they were actively suicidal, under 18 years of age, or currently receiving psychological treatment of any kind. No participants who were initially screened were excluded based on these criteria. Of the 33 participants who were recruited, 5 participants failed to complete the initial assessment. Twenty-eight participants completed the initial assessment and were assigned to treatment (n = 17) or wait list (n = 11). Ten participants dropped out of immediate treatment and 2 dropped out of the wait list, leaving a sample of 16 participants who completed their original treatment condition assignment (n = 7 treatment, n = 9 wait list). Measures Participants completed questionnaires prior to treatment, upon completion of treatment, and at a 3-month follow-up. The following measures were administered. Albany Gastrointestinal History The Albany Gastrointestinal History (Blanchard 2001) was developed for use in diagnosing IBS, evaluating family history of gastrointestinal disorders, and assessing level of interference of IBS symptoms. This structured interview was administered during the initial appointment. Wide Range Achievement Test- Reading Section The WRAT (Jastak and Wilkinson 1984) reading section was also administered during the initial assessment. This measure consists of a list of words to be read aloud by the participant. Errors in pronunciation are used to classify participants in terms of their reading ability. No participants were excluded from the study based on reading ability since their scores were all at least in the average range.



Methods Gastrointestinal Symptom Diary Participant Recruitment Thirty-three participants were recruited for this study from print and television advertisements and referrals from gastroenterologists. Recruitment occurred at two sites: the Center for Stress and Anxiety Disorders (CSAD), located in Albany, New York (n = 22), and Rush North Shore Hospital Gastroenterology Department (RNS), in Chicago, Illinois (n = 11). Participants were eligible for this study if they were diagnosed with IBS by a physician using Rome II criteria (Thompson et al. 1999). Participants were
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The GI diary (Blanchard 2001) was used to measure daily gastrointestinal symptom severity and frequency. The diary includes ratings on each of the following symptoms on a scale of 0 (not at all) to 4 (debilitating): abdominal pain, abdominal tenderness, diarrhea, constipation, bloating, belching, flatulence, and nausea. Changes in IBS symptoms using the GI diaries were measured by calculating a Composite Primary Symptom Reduction Score (CPSR), conceptually based on Blanchard’s (2001) formula and used as an index of amount of symptom change produced by the
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treatment. The CPSR was calculated by averaging the pretreatment pain, tenderness, constipation, diarrhea, and bloating scores, subtracting the average of the post-treatment scores, and dividing by the pre-treatment average. Scores range from 1.0 to –1.0 and can be interpreted as a percent improvement or worsening of symptoms. This formula differs slightly from that developed by Blanchard in that it includes all of the cardinal symptoms of IBS for every participant rather than excluding some symptoms from the formula based on each participant’s predominant bowel habit (constipation, diarrhea, or mixed). This change in formula was made based on work by several authors indicating that IBS symptoms are unstable over time, with patients moving from one subtype to another (Drossman et al. 2005; Guilera et al. 2005; Mearin et al. 2003). Participants monitored their symptoms using this diary for 2 weeks prior to treatment, 2 weeks immediately following completion of treatment, and 2 weeks at the 3-month follow-up. Brief Symptom Inventory The BSI (Derogatis and Melisaratos 1983) is a 53-item self-report instrument designed to assess several areas of psychological symptoms, with higher scores indicating greater distress. The BSI has demonstrated adequate reliability and validity (Derogatis and Melisaratos 1983). Based on the recommendation of the measure developers, only the General Severity Index was used as a measure of overall psychological distress. This measure was administered at all three time points of the study. IBS Quality of Life The IBS-QOL (Patrick et al. 1998) is a 34-item measure designed to assess quality of life issues specific to IBS symptoms. Participants rate the extent to which each item is descriptive of them on a 1–5 Likert scale. Higher scores on this measure indicate better quality of life. This measure has demonstrated adequate reliability and validity (Patrick et al. 1998) and is sensitive to treatment effects (Drossman et al. 2000). The IBS-QOL was administered at pre-treatment, post-treatment, and three-month follow-up. Structured Clinical Interview for DSM-IV Axis I The SCID-I (First 1996) is a semi-structured interview used to determine Axis-I diagnoses. This instrument has shown high reliability and is considered a valid measure of psychiatric disorders (Zanarini et al. 2000). This interview was conducted during a second assessment appointment, 2 weeks following the initial appointment. Three of these interviews were conducted over the telephone at the Center
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for Stress and Anxiety Disorders and 9 at Rush North Shore. Treatment Book The treatment was based on the book Breaking the Bonds of Irritable Bowel Syndrome (Bradley-Bolen 2000). The book was written as a self-help guide to IBS symptom management using cognitive-behavioral techniques. Similar to the guidebook developed by Kennedy et al. (2003), Bradley-Bolen’s (2000) book contains quotations and stories from IBS patients to normalize the IBS experience. In addition, the book begins with a review of information related to the digestive system, diagnostic medical tests, diet, and available medical and psychological treatments. Here the similarities with Kennedy et al. (2003) end. Bradley-Bolen’s book goes on to describe several exercises to assist readers in identifying the foods, situations, emotions, and thoughts that influence their IBS and provides CBT techniques for IBS sufferers to use when dealing with difficult situations (e.g. cognitive restructuring, relaxation, exposure). These techniques are identical to techniques supported in research examining the use of CBT in treating IBS. In a review by Blanchard (2005), the majority of studies examining CBT for IBS incorporate an education component and cognitive therapy, with many also including relaxation training. A closer examination of techniques presented in Bradley-Bolen’s (2000) book shows that they map onto those described by Blanchard (2001) in his CBT and Cognitive therapy manuals. Both approaches include guidance in identifying the relationship between emotional stress and IBS, cognitive monitoring, identifying automatic thoughts and cognitive distortions, challenging maladaptive patterns of thinking, and practice of relaxation skills. The difference in approach lies solely in the modality of treatment, with Blanchard’s (2001) manuals describing a strictly therapist-administered treatment and Bradley-Bolen’s (2000) meant to be a self-help guide for patients to use without the assistance of a clinician. The treatment book has already been published and is widely available to consumers at a cost of approximately $15. Using Flesch’s (1951) formula for determining readability, the treatment book in this study obtained a standard score equivalent to an eighth grade reading level. As previously mentioned, all participants in the study achieved scores in at least the average range for reading ability. Therefore, it appeared that participants would be able to read and comprehend the treatment materials. Follow-Up Questionnaire This questionnaire was developed to assess participants’ experiences with the book. Participants were also asked
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whether they perceived any (positive or negative) change in their gastrointestinal symptoms, general physical health, or sense of well-being as a result of treatment. This questionnaire was administered post-treatment. Procedure Upon recruitment, participants began the initial assessment phase, which consisted of 2 appointments, 2 weeks apart. At the initial appointment, participants consented to the study and completed demographics forms. A letter was sent to the participant’s diagnosing physician, asking for confirmation of the IBS diagnosis as well as any other pertinent medical information. The Albany Gastrointestinal History and WRAT Reading Section were administered. Participants were given the BSI, IBS-QOL, and GI diaries to complete over the next two weeks. At the second appointment, participants returned completed forms and the SCID-I was administered. If eligible for the study, participants were randomly assigned by coin flip to either treatment or wait list. Participants assigned to the treatment group were mailed the self-help book in 5 modules, along with worksheets to be used in conjunction with the readings. Once the participant returned the worksheets to the experimenters via mail, they received the next module. Participants received no feedback on completed modules, as the goal of the study was to approximate a purely selfhelp condition as closely as possible. The participants monitored their IBS symptoms for 2 weeks following the completion of treatment and completed the BSI, IBSQOL, and the follow-up questionnaire. The entire treatment phase of the study, including 2 weeks of symptom monitoring after treatment, lasted at least 10 weeks. Three months following completion of treatment, participants completed 2 weeks of gastrointestinal symptom monitoring, BSI, and IBS-QOL. Participants assigned to the wait list completed the initial assessment and then waited for 8 weeks. Following the waiting period, they monitored their symptoms for 2 weeks using the GI diaries, completed the questionnaires again, and then began receiving the treatment modules. These individuals served as a comparison group. Data Analyses
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were included in a pre-post analysis of all treatment completers. CPSR scores were compared between the two treatment groups using an independent samples t-test to determine effectiveness of the treatment compared to wait list. Scores on the IBS-QOL and BSI were compared using 2 · 2 (group · time) mixed-factor ANOVAs. Next, data from all participants who completed treatment (including wait list crossovers) were combined and paired samples t-tests were used to compare participants’ pre- and post-treatment scores on measures of gastrointestinal symptoms, psychological distress, and quality of life. Three-month follow-up data were analyzed to determine if the effects of treatment were maintained. Pre-treatment CPSR, BSI, and IBS-QOL scores were compared to follow-up scores using paired samples t-tests.



Results Sample Characteristics As mentioned above, a total of 33 participants were recruited, 28 completed the initial assessment and 16 completed their original treatment condition assignment. The treatment group was significantly older than the wait list group (Table 1; t (14) = 2.43, p = 0.03, eta2 = 0.30). There were no other differences in study measures at pre-treatment between treatment conditions. There were no differences among participants based on recruitment site on any of the study measures. All analyses were therefore conducted with data from both sites combined. Table 1 Sample demographics listed by treatment condition Variable



Treatment group Treatment



Wait list



n assigned



17



11



n for dropouts (%)



10a (58.8)



2b (18.2)



n for completers



7



9



Age in years (SD)



56.9a (14.6)



41.8b (10.3)



16.3 (15)



15 (12.7)



Education in years (SD)



16.3 (2.8)



15.3 (2.6)



Gender (% female)



71.4%



88.9%



Years w/IBS (SD) c



Marital status



Analyses were conducted to determine if the self-help treatment was more effective than a wait list control in improving gastrointestinal symptoms, IBS-related quality of life, or psychological distress (BSI). There were 2 stages of data analysis: an initial comparison of wait list to immediate treatment and a second step in which wait list participants who had subsequently completed treatment
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Married/cohabiting



71.4%



66.7%



Not married



28.6%



33.3%



Race Caucasian



100%



100%



Note. Demographics listed are for treatment completers only. Variables in the same row that do not share subscripts differ at p = .05 c



n = 10 for the waitlist group
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Table 2 Axis I disorders (% met criteria) in treatment completers and dropouts



Table 3 Pre- and post-treatment scores for outcome variables listed by treatment condition



Variable



Completer



Dropout



Treatment group



n



16



12



Treatment



Any Axis I disorder



37.5%a



91.7%b



Pre



Post



Pre



Post



Mood disorder



12.5%



40%



Anxiety disorder



50%



70%



Somatoform disorder



12.5%



20%



2.3 (1.9)



1.8 (2.1)



Note. Variables in the same row that do not share subscripts differ at p = .05



Treatment completers were compared to dropouts on baseline variables. Completers were defined as those participants who completed all of the treatment modules. Dropouts were significantly more likely to meet criteria for any Axis I disorder than treatment completers (Table 2; v2 (1, N = 28) = 8.44, p = 0.00, Cramer’s V = 0.55). Axis I disorders were subdivided into 3 categories based on the most common diagnoses within the sample: mood disorders, anxiety disorders, and somatoform disorders. Chi-square analyses revealed no differences between completers and dropouts on any Axis I disorder category. Dropouts reported significantly more abdominal pain [t(26) = 2.23, p = .03, eta2 = 0.16] and constipation [t(26) = 2.05, p = .05, eta2 = 0.14] at baseline than treatment completers. Between-Group Comparisons Gastrointestinal Symptoms An independent samples t-test comparing CPSR scores between the treatment and wait list groups showed that treatment produced significantly higher CPSR scores than wait list [t (14) = 2.91, p = 0.01, eta2 = 0.38]. Closer examination of the CPSR scores reveals that participants in the treatment group reported a 25% improvement in gastrointestinal symptoms, while those in the wait list group reported a 32% worsening of symptoms (Table 3).



Wait list



Diary Pain



1.9 (1.6)



2.0 (1.2)



Constipation 1.2 (.9) .8 (.9) .8 (.9) Diarrhea .5 (.7) .4 (.3)



.7 (.8) .7 (.8)



.9(.9) .6 (.6)



Bloating



1.2 (1)



1.5 (1.4)



CPSR



1.4 (1.4) .25 (.2)



1.4 (1.1) –.32 (.5)



IBS-QOL



68.0 (20.9)



72.7 (21.8) 65.4 (24.3) 62.7 (24.6)



BSI



60.2 (12.1)



61.2 (10.1) 58.2 (11.5) 59.3 (11.3)



Note. SD in parentheses. IBS-QOL = Irritable Bowel SyndromeQuality of Life Scale; BSI = Brief Symptom Inventory, General Severity Index; CPSR = Composite Primary Symptom Reduction Score



either declined treatment (n = 3) or dropped out after starting treatment (n = 2). Table 4 presents the pre- and post-treatment scores for the psychological and gastrointestinal measures for the entire treated sample (n = 11). Paired samples t-tests revealed that abdominal pain scores and average gastrointestinal symptoms were significantly improved at post-treatment. Although numerical changes in individual symptoms scores appear small, the average CPSR for this group was 0.219 (SD = 0.2), indicating a 21.9% improvement in gastrointestinal symptoms. Participant responses on the follow-up questionnaire were tallied to examine perceptions of symptom improvement and well-being. Six of 11 participants reported improvement in gastrointestinal symptoms, 4/11 in general physical health, and 7/11 in general sense of well-being.



Table 4 Pre- and post-treatment scores for the entire treated sample Time



Psychological Variables Analyses using 2 · 2 (group · time) mixed-factor ANOVAs revealed there were no effects for group, time, or group x time interactions for the IBS quality of life or BSI (see Table 3). Wait List Crossover and Three-month Analyses



Pre



Post



t (df)



p



eta2



Diary Pain



1.9 (1.7)



1.5 (1.8)



2.2 (10)



.05



.33



Constipation



1 (.8).



.7 (.7)



1.69 (10)



.12



.22



Diarrhea



.7 (.7)



.6 (.4)



.52 (10)



.61



.03



Bloating



1.1 (1.2)



1.1 (1.2)



.15 (10)



.88



.00



GI Average



1.2 (.8)



1.0 (.8)



3.86 (10)



.00



.6



IBS-QOL



62.3 (22.1)



70.7 (19.9)



1.82 (9)



.10



.27



Crossover Analyses



BSI



59.1 (11.3)



58 (11.7)



.49 (9)



.64



.03



Four participants who completed the wait list subsequently completed the treatment condition. The other five



Note. SD in parentheses. IBS-QOL = Irritable Bowel SyndromeQuality of Life Scale; BSI = Brief Symptom Inventory, General Severity Index
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Table 5 Pre- and three-month post-treatment scores for the entire treated sample Time t (df)



p



eta2



1.8 (2.1)



.53 (7)



.62



.04



.7 (1.1)



1.04 (7)



.33



.13



.7 (.6)



.6 (.5)



.4 (7)



.7



.02



1.2 (1.4)



1.1 (1.2)



.56 (7)



.6



.04



1.2 (.9)



1.1 (.1)



2.31 (8)



.05



.40



57.4(22.0) 58.4 (13.6)



67.3 (19.6) 56 (14.4)



.06 .81 (6)



.06 .45



.42 .1



Pre



3-months



Pain



1.8 (2)



Constipation



1.1 (1)



Diarrhea Bloating



Diary



GI Average BSL-QOL BSI



Note. SD in parentheses. IBS-QOL = Irritable Bowel SyndromeQuality of Life Scale; BSI = Brief Symptom Inventory, General Severity Index



Three-Month Follow-Up Table 5 presents pre-treatment and three-month follow-up scores for the psychological and gastrointestinal measures for 8 out of the 11 individuals who completed post-treatment measures. Total gastrointestinal symptoms continued to show significant improvement at three months relative to pre-treatment. The average CPSR at three months (measuring change in gastrointestinal symptoms from pretreatment to three-month time point) was 0.137 (SD = 0.2), reflective of a 13.7% improvement in symptoms at threemonth follow-up. A paired samples t-test revealed no significant difference between post-treatment and three-month CPSR scores [t (7) = 0.55, p = 0.60, eta2 = 0.04], indicating there was not a significant erosion of treatment effects over time.



Discussion The purpose of the present study was to evaluate the efficacy of an entirely self-help treatment for IBS compared to a wait list control. The self-help treatment produced significantly greater improvement in a composite measure of diary-based gastrointestinal symptoms than the wait list control. There were no differences between groups in improvement of quality of life or general psychological distress. When combining all participants who completed the treatment, analyses showed the treatment produced significant improvement in abdominal pain and average gastrointestinal symptoms. Improvements in gastrointestinal symptoms were maintained at three-month follow-up. The CPSR scores obtained in this study for the immediate treatment group, all treatment completers, and the three month follow up (25%, 22%, and 14%, respectively) are
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somewhat lower than those obtained in other research investigating therapist-administered individual cognitivebehavioral therapy for IBS (Vollmer and Blanchard 1998; Payne and Blanchard 1995; Greene and Blanchard 1994). This may be due to the modality of the treatment, as another recent study showed even lower CPSR scores in a sample of IBS patients treated with group cognitivebehavioral therapy (Blanchard et al. 2007). Although we achieved statistically significant improvements in gastrointestinal symptoms and quality of life, examination of raw scores indicate small numerical differences. Two factors are important to take into account when considering the clinical significance of our treatment effects. First, although numerical improvements are small, most participants reported subjective improvement in gastrointestinal symptoms (55%) and general sense of well being (64%). This is important in demonstrating that, despite small numerical differences, a majority of patients perceived that the treatment led to symptom improvement and increased quality of life. Positive patient perceptions may be a good indicator of the treatment’s clinical significance, or at the very least, patient satisfaction with treatment. Another factor to consider is that although the treatment book is based on general cognitive-behavioral principles that have been shown to be effective in treating IBS, the translation of these techniques into a self-help format may not have resulted in adequate learning and implementation of them by readers. There were no process measures included in the study to assess participants’ learning of the material provided or to determine if they were correctly implementing the cognitive and behavioral techniques. In light of this, we can probably conclude that the principles on which this treatment book are based have merit, but that this particular translation of the treatment techniques into a self-help format may need further empirical development. With further refinement of the treatment package, we may be able to obtain stronger treatment effects with selfadministration. The dropout rate in this study, approximately 43%, is notable. Based on Blanchard’s (2005) review of individual and group cognitive-behavioral treatment studies for IBS, about 23% of participants drop out before completing treatment. Attrition rates up to 56% have been reported in studies of self-help and minimal contact treatments for headaches (Rowan and Andrasik 1996). The authors of one meta-analysis of self-help treatments (Scogin et al. 1990) postulated that ‘‘drop-out from (purely) self-administered programs is significantly higher than that seen in minimalcontact programs’’ (p 45–46). As this study more closely approximated a pure self-help treatment than other studies more appropriately labeled minimal contact treatments, it
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does appear that our dropout rate of 43% is within the usual range. Differences between dropouts and completers were examined to identify variables associated with treatment dropout. In the current study, as in other studies of psychological treatments for IBS (Blanchard 2005), participants were significantly more likely to drop out when assigned to immediate treatment than the wait list condition. One possible explanation for the higher dropout rate in participants assigned to treatment may be the burden of monitoring that participants were asked to complete as part of the treatment. Robinson et al. (2005) obtained a much higher completion rate (87%) in their study of a self-help guidebook for IBS patients. However, Robinson et al. (2005) placed much less demand on their participants, as they were only asked to read the guidebook and complete questionnaires at two time points. Participants in the treatment condition in the current study were asked to monitor various factors (food intake, GI symptoms, thoughts, emotions, etc.) over the course of at least 12 consecutive weeks. Participants in the wait list condition were not asked to monitor continuously over such a long period. This may be one possible explanation for the difference in dropout rates between the two treatment groups. Further examination of treatment dropouts reveals that 60% dropped out during the first two treatment modules (3 participants in module 1 and 3 during module 2) and the remaining 40% during modules 3 (1 participant) and 4 (3 participants). No participants dropped out during the last module. It is interesting to note that in modules 1 and 2 participants monitor their food intake, IBS symptoms and stressful situations to begin to examine the links between diet, stress, and IBS symptoms. Then modules 3 and 4 incorporate monitoring and challenging of emotional and cognitive factors respectively, and introduce coping techniques. The final module is a review of techniques and discussion of additional coping strategies. Although no formal assessment was made of reasons for discontinuing treatment, we can speculate that participants dropped out of treatment at a point at which they felt they had received enough intervention to manage their symptoms. In other words, they may have dropped out when they felt they had achieved the maximum benefit they would be able to attain from the treatment. Many participants may have felt that identifying the connection (or lack thereof) between their symptoms and food and/or stressful situations was enough for them to manage their IBS better. Other participants may have continued with the treatment until they felt they had obtained adequate new coping skills. Another factor to consider in addressing the high drop out rate in this study is that participants were provided with no feedback regarding their progress on monitoring sheets that were returned to the experimenters. They were simply
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mailed the next treatment module, along with their completed forms from the previous one. Most participants indicated on the follow-up questionnaire that it would have been helpful to have a therapist with whom to discuss the treatment book Therefore, some therapeutic contact may have helped prevent treatment dropouts by providing support and corrective feedback to participants. Data from the present study also revealed that treatment dropouts were significantly more likely to meet criteria for any Axis I disorder than treatment completers. Treatment dropouts also reported higher levels of pre-treatment abdominal pain and constipation. Therefore, it appears that this treatment may not be appropriate for patients with more severe psychological and gastrointestinal symptoms, as they were more likely to drop out of treatment. These findings point to the need of further research into predicting treatment dropouts and defining characteristics of IBS patients for whom self-help treatment is inappropriate. The lack of significant change in general psychological distress (BSI) produced by the treatment was unexpected. Scores on this measure moved in the predicted direction numerically, but did not approach significance. This may be due to reduced power because of small sample size. However, other factors may be involved. In a meta-analysis, Lackner et al. (2004) found mixed support for the effect of psychological treatment for IBS on comorbid psychological distress, in spite of positive changes in gastrointestinal symptoms. It is therefore possible that psychological treatments for IBS, while effective in reducing gastrointestinal symptoms, may not affect psychological symptoms. Clearly, this is an area in need of further research. There are several additional limitations of this study. Sample size in this study was small, possibly reducing our ability to detect changes produced by the treatment. Also, the length of gastrointestinal symptom monitoring (2 weeks) was brief. Some research suggests that monitoring should occur over periods of at least one month to capture the full range of symptom frequency and severity experienced by patients (Drossman et al. 2005; Guilera et al. 2005; Mearin et al. 2003). A final limitation is lack of measurement of health care utilization, which would be a useful index of the treatment’s clinical significance. Based on the results of the current study, there are several additional recommendations that can be made for future research into self-administered treatments for IBS. First, attempts should be made in future research to minimize dropouts. Further efforts to reduce the demands of monitoring and completing questionnaires may help to reduce dropouts by decreasing burden, but may not be ideal since such monitoring is a key component of the treatment approach. Therefore, the most feasible and probably most effective strategy to examine dropouts may be to include a
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minimal contact treatment condition, in which patients would receive support and feedback regarding their progress. This condition can then be compared to a pure selfhelp condition to determine whether lack of feedback leads to higher dropout rates, as well as poorer treatment outcomes. Inclusion of process measures to assess changes related to the skills presented in the treatment book (i.e. changes in maladaptive thinking, negative emotions, perceived stress) would be useful in determining whether participants are actually learning new ways to manage their IBS. In other words, are the readers of the treatment book actually learning and implementing something new? This may also provide insight into the matter of when participants drop out of treatment (early vs. late). Finally, as mentioned above, further research into psychological and gastrointestinal predictors of drop out would also be helpful in determining for whom this treatment is most appropriate. Overall, this study is an important first step in investigating low-cost, easily accessible psychological interventions for IBS patients. Despite small sample size and limited length of symptom monitoring, we found that the self-help book produced significantly greater reduction in gastrointestinal symptoms compared to a wait list control. The book also led to perceived improvements in health and well-being in the entire treated sample. The high dropout rate and smaller CPSR scores obtained in this study, compared to other studies examining therapist-administered cognitive behavioral therapy for IBS, indicate the need for future research examining the efficacy of this form of treatment as a first-line intervention with IBS patients. This research should focus on predictors of dropout and treatment outcome to help elucidate for which patients this type of treatment is best indicated.



References Blanchard, E. B. (2001). Irritable bowel syndrome: Psychosocial assessment and treatment. Washington, DC: American Psychological Association. Blanchard, E. B. (2005). A critical review of cognitive, behavioral, and cognitive-behavioral therapies for irritable bowel syndrome. Journal of Cognitive Psychotherapy, 19, 101–123 Blanchard, E. B., Lackner, J. M., Sanders, K., Krasner, S., Keefer, L., Payne, A., Gudleski, G. D., Katz, L., Rowell, D., Sykes, M., Kuhn, E., Gusmano, R., Carosella, A. M., Firth, R., & DulgarTulloch, L. (2007). A controlled evaluation of group cognitive therapy in the treatment of irritable bowel syndrome. Behavior Research and Therapy, 45(4), 633–648 Bradley-Bolen, B. (2000). Breaking the bonds of irritable bowel syndrome: A psychological approach to regaining control of your life. Oakland, CA: New Harbinger Publications, Inc. Camilleri, M., & Choi, M. G. (1997). Review article: Irritable bowel syndrome Ailmentary Pharmacological Therapy, 11, 3–15.



123



Appl Psychophysiol Biofeedback (2007) 32:111–119 Derogatis, L. R., & Melisaratos, N. (1983). The brief symptom inventory: An introductory report. Psychological Medicine, 13, 595–605. Drossman, D. A., Morris, C. B., Hu, Y., Toner, B. B., Diamant, N., Leserman, J., Shetzline, M., Dalton, C., & Bangdiwala, S. (2005). A prospective assessment of bowel habit in irritable bowel syndrome in women: Defining an alternator. Gastroenterology, 128, 580–589. Drossman, D. A., Patrick, D. L., Whitehead, W. E., Toner, B. B., Diamant, N. E., Hu, Y., Jia, H., & Bangdiwala, S. I. (2000). Further validation of the IBS-QOL: A disease-specific qualityof-life questionnaire. The American Journal of Gastroenterology, 95, 999–1007. Drossman , D. A., Zhiming, L., Andruzzi, E., Temple, R. D., Talley, N. J., & Thompson, W. G., et al. (1993). U. S. householder survey of functional gastrointestinal disorders: Prevalence, sociodemography, and health impact. Digestive Diseases and Sciences, 38, 1569–1580. Everhart, J. E., & Renault, P. F. (1991). Irritable bowel syndrome in office-based practice in the United States. Gastroenterology, 100, 998–1005. Forbes, A., MacAuley, S., & Chiotakakou-Faliakou, E. (2000). Hypnotherapy and therapeutic audiotape: Effective in previously unsuccessfully treated irritable bowel syndrome? International Journal of Colorectal Disease, 15, 328–334. First, M. B., Spitzer, R. L., Gibbon, M., & Williams, J. B. W. (1996). Structured clinical interview for DSM-IV axis I disorders (SCIDI). Research version. New York: Biometrics Research Department Flesch, R. (1951). How to test readability. New York: Harper and Brothers. Gould, R. A., & Clum, G. A. (1993). A meta-analysis of self-help treatment approaches. Clinical Psychology Review, 13, 169–186. Greene, B., & Blanchard, E. B. (1994). Cognitive therapy for irritable bowel syndrome. Journal of Consulting and Clinical Psychology, 62, 576–582. Guilera, M., Balboa, A., & Mearin, F. (2005). Bowel habit subtypes and temporal patterns in irritable bowel syndrome: Systematic review. American Journal of Gastroenterology, 100, 1–11. Hungin, A. P. S., Whorwell, P. J., Tack, J., & Mearin, F. (2003). The prevalence, patterns, and impact of irritable bowel syndrome: An international survey of 40,000 subjects Alimentary Pharmacology and Therapeutics, 17, 643–650. Jailwala, J., Imperiale, T. F., & Kroenke, K. (2000). Pharmacologic treatment of the irritable bowel syndrome: A systematic review of randomized, controlled trials. Annals of Internal Medicine, 133, 136–147. Jastak, S. ,& Wilkinson, G. S. (1984). The wide range achievement test-revised: administration manual. Delaware: Jastak Associates, Inc. Kennedy, A., Robinson, A., & Rogers, A. (2003). Incorporating patients’ views and experiences of life with IBS in the development of an evidence based self-help guidebook. Patient Education and Counseling, 50, 303–310. Lackner, J. M., Morley, S., Dowzer, C., Mesmer, C., & Hamilton, S. (2004). Psychological treatments for irritable bowel syndrome: A systematic review and meta-analysis. Journal of Consulting and Clinical Psychology, 72, 1100–1113. Longstreth, G. F., & Drossman, D. A. (2002). New developments in the diagnosis and treatment of irritable bowel syndrome. Current Gastroenterology Reports, 4, 427–434. Mains, J. A., & Scogin, F. R. (2003). The effectiveness of selfadministered treatments: A practice-friendly review of the research. Psychotherapy in Practice, 59, 237–246. Marrs, R. W. (1995). A meta-analysis of bibliotherapy studies. American Journal of Community Psychology, 23, 843–871.



Appl Psychophysiol Biofeedback (2007) 32:111–119 Mearin, F., Baro, E., Roset, M., Badia, X., Zarate, N., & Perez, I. (2003). Clinical patterns over time in irritable bowel syndrome: Symptom instability and severity variability. American Journal of Gastroenterology, 99, 113–121. Patrick, D. L, Drossman, D. A., Frederick, I. O., Dicesare, J., & Puder, K. L. (1998). Quality of life in persons with irritable bowel syndrome: Development and validation of a new measure. Digestive Diseases and Sciences, 43, 400–411. Payne, A., & Blanchard, E. B. (1995). A controlled comparison of cognitive therapy and self-help support groups in the treatment of irritable bowel syndrome. Journal of Consulting and Clinical Psychology, 63, 779–786. Robinson, A., Lee, V., Kennedy, A., Middleton, L., Rogers, A., Thompson, D. G., & Reeves, D. (2005). A randomised controlled trial of self-help interventions in patients with a primary care diagnosis of IBS. Gut,0: gut.2004.062901. Rowan, A. B., & Andrasik, F. (1996). Efficacy and cost-effectiveness of minimal therapist contact treatments of chronic headaches: A review. Behavior Therapy, 27, 207–234. Scogin, F., Bynum, J., Stephens, G., & Calhoon, S. (1990). Efficacy of self-administered treatment programs: Meta-ana-



119 lytic review. Professional Psychology: Research and Practice, 21, 42–47. Talley, N. J., Gabriel, S. E., Harmsen, W. S., Zinsmeister, A. R., & Evans, R. W. (1995). Medical costs in community subjects with irritable bowel syndrome. Gastroenterology, 109, 1736– 1741. Thompson, W. G., Heaton, K. W., Smyth, G. T., & Smyth, C. (2000). Irritable bowel syndrome in general practice: Prevalence, characteristics, and referral. Gut, 46, 78–82. Thompson, W. G., Longstreth, G. F., Drossman, D. A., Heaton, K. W., Irvine, E. J., & Muller-Lissner, S. A. (1999). Functional bowel disorders and functional abdominal pain. Gut, 45, 43–47. Vollmer, A., & Blanchard, E. B. (1998). Controlled comparison of individual versus group cognitive therapy for irritable bowel syndrome. Behavior Therapy, 29, 19–33. Zanarini, M. C., Skodol, A. E., Bender, D., Dolan, R., Sanislow, C., Schaefer, E., Morey, L. C., Grilo, C. M., Shea, M. T., McGlashan, T. H., & Gunderson, J. G. (2000). The collaborative longitudinal personality disorders study: Reliability of Axis I and II diagnoses. Journal of Personality Disorders, 14, 291–299.



123




























Preliminary Study of a Self-Administered Treatment for ... - Springer Link













PRELIMINARY TREATMENT













PRELIMINARY TREATMENT













a prospective MRI study - Springer Link













A Systematic Study of Parameter Correlations in Large ... - Springer Link













A Molecular Dynamics Simulation Study of the Self ... - Springer Link













A Process Semantics for BPMN - Springer Link













A Process Semantics for BPMN - Springer Link













Thoughts of a reviewer - Springer Link













A Model of Business Ethics - Springer Link













A proof of Selberg's orthogonality for automorphic L ... - Springer Link













A QoS Controller for Adaptive Streaming of 3D ... - Springer Link













Development of a fully automated system for delivering ... - Springer Link













Development of a Sensor Fusion Strategy for Robotic ... - Springer Link













Rapid communication A time-of-flight spectrometer for ... - Springer Link













A neural mechanism of synergy formation for whole ... - Springer Link













Calculus of Variations - Springer Link













Health of the Land, Health of the People: A Case Study ... - Springer Link













A preliminary study of acoustic propagation in thick ...













Preliminary Study for Evaluation of Earthquake Risk to ...













A Mouthful of Diversity: Knowledge of Cider Apple ... - Springer Link













Production and validation of the pharmacokinetics of a ... - Springer Link













Contrasting effects of bromocriptine on learning of a ... - Springer Link















Preliminary Study of a Self-Administered Treatment for ... - Springer Link






Jun 13, 2007 - Bowel Syndrome: Comparison to a Wait List Control Group. Kathryn Amelia Sanders Ã† ... Springer Science+Business Media, LLC 2007. Abstract Despite the .... Recruitment occurred at two sites: the. Center for Stress and ... 






 Download PDF 



















 177KB Sizes
 3 Downloads
 314 Views








 Report























Recommend Documents













Preliminary Study of a Self-Administered Treatment for ... - Springer Link 

Published online: 13 June 2007. Â© Springer ... treatment in comparison to a wait list control. Twenty-eight ..... of data analysis: an initial comparison of wait list to.




















PRELIMINARY TREATMENT 

Figure 3.4: Inclined Mechanic ily Raked Bar Screen. 40 .... Professor T. Casey, University College, Dublin., ..... is best achieved on the contaminated stream.




















PRELIMINARY TREATMENT 

Figure 3.4: Inclined Mechanic ily Raked Bar Screen. 40 .... Professor T. Casey, University College, Dublin., ..... is best achieved on the contaminated stream.




















a prospective MRI study - Springer Link 

Dec 19, 2008 - Materials and methods Twenty-four chronic low back pain. (LBP) patients with M1 ... changes has been found in a follow-up study [4]. Patients.




















A Systematic Study of Parameter Correlations in Large ... - Springer Link 

detection (DDD) and its applications, we observe the absence of a sys- ..... In: Proceedings of the 6th International World Wide Web Conference. (WWW). (1997).




















A Molecular Dynamics Simulation Study of the Self ... - Springer Link 

tainties of the simulation data are conservatively estimated to be 0.50 for self- diffusion .... The Einstein plots were calculated using separate analysis programs. Diffusion ... The results for the self-diffusion coefficient are best discussed in t




















A Process Semantics for BPMN - Springer Link 

Business Process Modelling Notation (BPMN), developed by the Business ..... In this paper we call both sequence flows and exception flows 'transitions'; states are linked ...... International Conference on Integrated Formal Methods, pp. 77â€“96 ...




















A Process Semantics for BPMN - Springer Link 

to formally analyse and compare BPMN diagrams. A simple example of a ... assist the development process of complex software systems has become increas-.




















Thoughts of a reviewer - Springer Link 

or usefulness of new diagnostic tools or of new therapy. 3. They may disclose new developments in clinical sci- ence such as epidemics, or new diseases, or may provide a unique insight into the pathophysiology of disease. In recent years much has bee




















A Model of Business Ethics - Springer Link 

Academic Publishing/Journals, Cause Related Marketing and General .... Robin and Reidenbach (1987) suggest that a 'social contract' exists between .... the media was bemoaning that they had been misled ..... believes it to be the right course of acti




















A proof of Selberg's orthogonality for automorphic L ... - Springer Link 

Sep 12, 2005 - a conjecture on convergence of a series on prime powers: ... following prime number theorem for automorphic representations. Corollary 1.2.




















A QoS Controller for Adaptive Streaming of 3D ... - Springer Link 

With the development of network, it's a common requirement to perceptually ... environments or applications for remote rendering digital geometry museum. Especially, one ... QoS architecture, 3D QoS model and its heuristic function. Section 4 ...




















Development of a fully automated system for delivering ... - Springer Link 

Development of a fully automated system for delivering odors in an MRI environment. ISABEL CUEVAS, BENOÃŽT GÃ‰RARD, PAULA PLAZA, ELODIE LERENS, ...




















Development of a Sensor Fusion Strategy for Robotic ... - Springer Link 

minimize the absolute error almost to zero by repeated fusion in this domain for a .... obtained by lateral displacement of camera and adding the SSD values from ...




















Rapid communication A time-of-flight spectrometer for ... - Springer Link 

Feb 2, 2008 - mination in single hit limit. The electron cloud e from the MCP is collected on the signal wire such that two current pulses u1 and u2 propagate.




















A neural mechanism of synergy formation for whole ... - Springer Link 

Nov 25, 2009 - temporal features found in experimental data. In particular, the motion ... of generation of APAs is affected by three major factors: (1) expected ... As target distance increases, the reach and postural syn- ..... Figure 5 shows what 




















Calculus of Variations - Springer Link 

Jun 27, 2012 - the associated energy functional, allowing a variational treatment of the .... groups of the type U(n1) Ã— Â·Â·Â· Ã— U(nl) Ã— {1} for various splittings of the dimension ...... u, using the Green theorem, the subelliptic Hardy inequali




















Health of the Land, Health of the People: A Case Study ... - Springer Link 

Apr 26, 2005 - Abstract: Many Aboriginal groups, in northern Canada and elsewhere, recognize the strong relationship between the health and well-being of people and environment. Western science, including theory and literature related to forest ecosy




















A preliminary study of acoustic propagation in thick ... 

cylindrical), and the frame/polymer density to be as per the manufacturers specification of Ï�frame=1250 kg m-3, we determine the ... This signal is then entered into a digital oscilloscope (Lecroy. Waverunner Xi-64) ... analogue-to-digital conversio




















Preliminary Study for Evaluation of Earthquake Risk to ... 

19th century viz. in 1810, 1833, and 1866 AD. ... comprised of three districts viz. .... Therefore, the available borehole data in five sites of Kathmandu city viz. near ...




















A Mouthful of Diversity: Knowledge of Cider Apple ... - Springer Link 

Jan 30, 2009 - assess quantitatively the cider apple diversity being used compared to the ... ence in the knowledge of cider apple variety names between ...




















Production and validation of the pharmacokinetics of a ... - Springer Link 

Cloning the Ig variable domain of MAb MGR6. The V-genes of MAb MGR6 were reverse-transcribed, amplified and assembled to encode scFv fragments using the polymerase chain reaction essentially as described [6], but using the Recombi- nant Phage Antibod




















Contrasting effects of bromocriptine on learning of a ... - Springer Link 

Materials and methods Adult male Wistar rats were subjected to restraint stress for 21 days (6 h/day) followed by bromocriptine treatment, and learning was ...


























×
Report Preliminary Study of a Self-Administered Treatment for ... - Springer Link





Your name




Email




Reason
-Select Reason-
Pornographic
Defamatory
Illegal/Unlawful
Spam
Other Terms Of Service Violation
File a copyright complaint





Description















Close
Save changes















×
Sign In






Email




Password







 Remember Password 
Forgot Password?




Sign In



















Information

	About Us
	Privacy Policy
	Terms and Service
	Copyright
	Contact Us





Follow us

	

 Facebook


	

 Twitter


	

 Google Plus







Newsletter























Copyright © 2024 P.PDFKUL.COM. All rights reserved.
















