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Abstract
Background: Inflammatory bowel diseases (IBDs) increase risk for depression, anxiety,
secondary Irritable Bowel Syndrome and impaired health related quality of life (HRQL).
Cognitive-behavioral therapy (CBT) is a promising approach for helping IBD patients cope with
their disease. CBT teaches effective stress management through relaxation training, cognitive
interventions that reduce maladaptive, catastrophic thinking, and behavioral interventions that
reduce maladaptive avoidance, shame and secrecy and has been shown to reduce depression and
anxiety. Unfortunately, access to trained CBT therapists is limited, and few IBD patients who
could benefit receive this type of treatment.
Purpose: To test the acceptability and efficacy of a CBT based workbook delivered online with
minimal therapist feedback in IBD patients.
Methods: 63 IBD patients with either co-morbid IBS or a high score on a measure of
gastrointestinal (GI) specific catastrophic thoughts were randomized to either immediate
treatment or a waitlist control.
Results: Treatment completers experienced significant decreases in GI specific catastrophizing,
visceral anxiety, and levels of depression. In addition, participants in the immediate treatment
group reported improved HRQL and significantly less distress about GI symptoms posttreatment. Gains were generally maintained three months post-treatment.
Conclusions: CBT is cost effective, easy to disseminate and could improve HRQL for many
IBD patients. CBT can be effective in treating a sub-set of the IBD population and an online,
largely self-help format of CBT may extend its benefits to those who do not have access to or
cannot afford trained therapists. CBT can improve the psychological, emotional, and behavioral
aspects of IBDs, which are often not addressed by medical management.
Key Words: Crohn’s Disease, Inflammatory Bowel Disease (IBD), Cognitive-Behavioral
Therapy (CBT), Health Related Quality of Life
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Introduction
Patients suffering from Inflammatory
Bowel Diseases (IBDs) are at increased risk
relative to the population for co-morbid
psychiatric disorders such as depression and
anxiety (1). While there is some controversy
about the impact of depression and anxiety on
actual disease activity, there is no question
that psychiatric co-morbidity negatively
impacts health related quality of life in IBD
patients (2, 3, 4). This remains true even
when you control for the severity of the
disease (5). Moreover, psychological stress
has been reported to be a strong predictor of
symptomatic disease course (6, 7, 8) and
stress has been linked to increased
inflammation (9). There are a variety of
mechanisms
by
which
psychological
stress/distress has been proposed to affect
inflammation,
including
hypothalamicpituitary-adrenal (HPA) axis dysfunction,
alterations in bacterial-mucosal interactions,
effects on mucosal mast cells and mediators
such as corticotrophin releasing factor (CRF)
(10, 11). In addition, psychological distress is
strongly related to perceived health in IBD
patients over and above actual disease
severity (12). This suggests that effective,
targeted psychotherapy, as an adjunct to
appropriate medical management, might
significantly improve patient outcomes in a
subset of IBD patients with identified comorbidities and psychological risk factors
(13).
Unfortunately, IBD patients with
psychiatric co-morbidities do not usually
receive
appropriate
mental
health
interventions, even when their care is being
managed by GI departments in large tertiary
care facilities (14).
This is especially
unfortunate since adjunctive psychotherapy
has been shown to significantly reduce health
care utilization and sick days in IBD patients
(15).
Of
the
possible
therapeutic
approaches, including stress management,
psychodynamic psychotherapy, hypnosis and

cognitive-behavioral psychotherapy (CBT),
CBT has the most evidence suggesting that it
might be efficacious in reducing depression
and anxiety and improving HRQL in IBD
patients, though it generally has limited or no
impact on actual disease status or objective
inflammatory markers (13, 16). Trials with
adolescents have been particularly promising.
For example, targeted CBT (compared to
treatment as usual) has been found to improve
global psychosocial functioning and reduce
depressive symptoms in youth with IBDs (17,
18). Recent trials with adults have been
somewhat more mixed, with most studies
showing benefits in at least one or two
domains but not necessarily in others (19).
One of the most methodologically rigorous
trials showed good short term effects on
psychological outcomes and quality of life
(21) but weak to no long-term maintenance of
gains and no impact on objective measures of
disease activity (22). However, that particular
trial only included patients whose IBD had
been in remission for at least 3 months at the
outset of the trial, and did not target
individuals with known psychological risk
factors, raising the question of floor effects.
CBT would be expected to be more effective
when people were either currently
psychologically distressed and/or actually
coping with the stressors imposed by the
disease.
IBD patients are also at significantly
increased risk for developing secondary
irritable bowel syndrome (IBS) (23). Comorbid or secondary IBS reduces HRQL in
IBD patients, even when they have been in
sustained
remission
(confirmed
by
endoscopy), and is associated with heightened
risk for depression and anxiety (24, 25, 26).
CBT is a strongly empirically supported
treatment for IBS, whether delivered in
person (27), online (28, 29), or in a purely
self-help format (30). Indeed, a number of
meta-analyses have shown psychological
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interventions for IBS to be both effective and
long-lasting (e.g. 31, 32).
If CBT can indeed be helpful to a
subset of at-risk IBD patients, the main
challenge becomes access to treatment (33,
34, 35). Even in the United Kingdom, where
the National Health Service generally
recommends CBT as the front-line treatment
for many psychological disorders, access to
trained CBT clinicians is limited, especially in
some geographic regions (36). Thus, many
clinicians have called for other methods of
dissemination, including online delivery of
CBT, for a range of disorders (37). Such
internet based interventions are generally
found to be as efficacious as face-to-face, in
person therapy for patients with both
depression and anxiety (38, 39, 40) and for
health related problems (41, 42) including
IBS (43).
The goal of this study was to test the
efficacy of a CBT based workbook, delivered
online with minimal therapist feedback for
IBD patients. We targeted individuals with
either secondary IBS or with a known
psychological risk factor for poor HRQL in
chronic GI disorders (44). We adapted an
existing internet protocol that had been
developed and tested in the treatment of IBS
(29, 30). The workbook was updated to
include additional sections specifically on
Inflammatory Bowel Disease (IBD) and was
titled Stress Management for Irritable Bowel
Syndrome and Inflammatory Bowel Diseases.
The treatment utilizes a GI informed,
cognitive-behavioral approach to managing
stress, targeting anxiety and depression,
reducing distorted, catastrophic thoughts and
visceral hypersensitivity, and reducing
behavioral and experiential avoidance through
both behavioral experiments and targeted
exposure therapy. The workbook is made up

of 9 chapters and was broken up into six
modules for the purposes of the study.
Methods

This study was approved by the
Institutional Review Board at the University
of Pennsylvania. All subjects were provided
with an explanation of the research apprising
them of potential risks and benefits. Active,
informed consent was obtained from all
participants before they were allowed to
proceed to the intake questionnaires.
Participants
Sample: 78 individuals completed intake
questionnaires to determine eligibility into the
study. A total of 63 subjects met eligibility
criteria and were consented into the study (47
female, 13 male, 3 declined to identify). 32
participants were randomized to the
immediate treatment group, and 31
randomized to the waitlist control group. The
sample consisted of 62 Crohn’s Disease
patients and 1 patient with Ulcerative Colitis.
Nine patients had also been diagnosed with
comorbid IBS. Ages ranged from 19-59 years
old (M = 36, SD = 10). The majority of the
sample (92%) was white, with 1.5% of the
sample each reporting being Asian, black or
of mixed race. According to the results of the
Harvey Bradshaw Index, 21% of the sample
reported being in remission, 38% reported
mild disease activity, 38% reported moderate
disease activity and 3% reported severe
disease activity.
Of the 32 participants
randomized to immediate treatment, 16 (50%)
actually accessed the workbook at least once
and were considered to comprise the intent to
treat sample. See Figure 1 for Consort
Diagram of study participation.
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Figure 1- Consort Diagram

78 Individuals
Screened

15 Excluded for
Failure to Meet
Inclusion Criteria

63 Consented and
Randomzied

32 Immediate
Treatment

16 Never Accessed
the Workbook

31 Waitlist Controls

16 Read at Least
One Chapter

8 (50%)
Lost to Follow-Up

2 (12%)
Lost to Follow-up

6 (19%) Lost to
Follow-Up

8 (50%) Completed
6 Week Assessment

11 Never Accessed
the Workbook

6 (38%) Completed
3 Month
Assessment

Recruitment: Participants were recruited for
the study in three ways: through online IBD
support group websites and discussion forums
such as Facebook, crohnsforum.com,

25 (81%) Completed
6 Week Assessment
and Crossed Over to
Active Treatment

14 Read at Least
One chapter

10 (71%)
Lost to Follow-up

4 (29%)
Completed both
6 Week and 3
Month Assessment

healingwell.com, and ibdsupport.org; from a
previous study (35); and through the
gastroenterology department in the Hospital
of the University of Pennsylvania.
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Inclusion/Exclusion Criteria:
Inclusion
criteria included being at least 18 years old,
and self-report of a previous diagnosis of
either Crohn’s disease or ulcerative colitis by
a medical professional. Subjects who reported
a diagnosis of both IBD and co-morbid IBS
were automatically eligible for the study.
Subjects with a sole diagnosis of IBD were
eligible if they had a score of 20 or higher on

the Gastrointestinal Cognitions Questionnaire
(GI-COG) (44), which indicates at least
moderate catastrophizing.
Intervention
The intervention was an adapted
version of an IBS-specific workbook
developed for individuals with IBS (30). See
Table 1.

Table 1- Intervention
Module

Chapters

Description

Module 1

Chapters 1-3

Provides an introduction to the workbook, discussions on
differential diagnosis, psychoeducation, and relaxation exercises.

Module 2

Chapter 4

Discusses “catastrophic cognitions”, and introduces cognitive
restructuring. Asks participants to complete and practice thought
records. Participants describe a recent situation, list their thoughts
associated with the situation, list their feelings connected to those
thoughts, and then list a rational response/alternative explanation
for the situation.

Module 3

Chapter 5

Works to focus cognitive restructuring specifically on GI
symptoms and participants are asked to complete more thought
records.

Module 4

Chapter 6

Describes behavioral experiments. Participants are asked to think
of and complete some of their own behavioral experiments and
then describe what they did and how it went.

Module 5

Chapters 7 and 8

Chapter 7 discusses avoidance behaviors and how to begin
reducing them. Specifically discusses food avoidance. Chapter 8
discusses the empirical evidence regarding diet in relation to GI
symptoms.

Module 6

Chapter 9

Provides concluding remarks and discussion of relapse prevention
strategies such as persistent practice of the exercises in the book,
as well further treatment options.
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Measures
Harvey-Bradshaw Index (HBI)-The
HBI, also known as the Simple Index or
Modified CDAI, is a 5-item, self-report
questionnaire that assesses disease activity in
Crohn’s disease patients. It is easy to
administer and is highly correlated with the
Crohn’s Disease Activity Index (CDAI) (r =
.93) (45, 46).
Gastrointestinal Symptom Rating
Scale (GSRS) – The GSRS is a 13 item selfreport scale that measures GI symptom
severity across five domains (bloating,
diarrhea, constipation, pain, and satiety) (47).
Responses are scored on a 7-point Likert
scale, ranging from 0 (Not at all) to 6 (Very
Severe). Each domain has demonstrated high
internal consistency, with Crohnbach’s alpha
ranging from .74 (pain) to .85 (satiety). The
scale also demonstrates high test-retest
reliability between the five domains (all r=.55
to .70), and good convergent validity (47).
Visceral Sensitivity Index (VSI) The VSI is a 15-item self-report scale that
measures gastrointestinal symptom-speciﬁc
anxiety (48) . Items are endorsed on a 6-point
Likert scale ranging from 0 (Strongly
Disagree) to 5 (Strongly Agree). It has high
internal consistency, (Cronbach’s alpha of
about 0.93) and a mean inter-item correlation
of r = 0.47. Studies have shown the VSI to
have good concurrent, divergent and
discriminant validity (48).
Gastrointestinal
Cognitions
Questionnaire (GI-COG)- The GI-COG is a
16 item self-report questionnaire designed to
assess levels of catastrophic cognitions or
catastrophizing. Items are rated on a 5-point
Likert scale, ranging from 0 (Hardly) to 4
(Very much). The GI-COG has been shown to
have excellent internal consistency (α = .92)
and test re-test reliability (r = .87, p < .001)
(44.
The Short Inflammatory Bowel
Disease Questionnaire (SIBDQ) - The
SIBDQ is the short version of the

Inflammatory Bowel Disease Questionnaire
(IBDQ). The IBDQ is the standard instrument
for assessment of health-related quality of life
(HRQOL) in patients with inflammatory
bowel diseases (49). The SIBDQ is made up
of 10 questions across four categories: bowel
symptoms, emotional health, systemic
systems, and social function. Responses are
scored on a 7-point Likert Scale ranging from
1 (All of the time) to 7 (None of the time).
Internal consistency reliability for the IBDQ
is adequate at 0.70 (49).
Spielberger-Trait Anxiety Inventory
(STAI)- The STAI consists of 20 items that
are rated on a 4-point Likert scale, ranging
from 1 (Not at all) to 4 (Very much so). The
items measure current feelings or states of
anxiety. Scores range from 20-80. The STAI
has good test-retest reliability ranging from r
= .73-.86 and is internally consistent (alpha=
.92) (50)
Beck Depression Inventory (BDI)The BDI is a 21-item self-report questionnaire
that measures current patient levels of
depression. The BDI is reliable, valid, and
internally consistent for use in medical
patients (51).
Procedure
All participants followed a link to the
consent form and the intake questionnaires.
Research assistants reviewed the responses
and determined eligibility for each
participant. If eligible, participants were
randomized based on order of enrollment to
either an immediate treatment group or
waitlist control group. While order of
enrollment is not a “true” randomization
strategy, it does not introduce any bias when
there is no blinding of participants and all
outcome measures are based on self-report.
Immediate Treatment Condition:
Participants assigned to the immediate
treatment group were granted access to the
first module of the online workbook. Subjects
were asked to read and complete the exercises
of each module before receiving the next one.
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The workbook was provided using Google
documents. An individual Google doc was
created for each participant and only the
subject, study therapist (the lead author, who
is a licensed clinical psychologist), and
research assistants were able to view it.
Participants were encouraged to read and
complete study exercises directly into the
Google doc. Participants indicated they read
the module by marking an “X” at the end of
each chapter. As participants completed the
study exercises, they received written
therapist support and corrective feedback into
their individual workbooks. Once participants
had completed each module and feedback had
been received, research assistants added the
next module into the participants’ documents.
Participants were given six weeks to complete
the treatment. At the end of six weeks,
subjects in the treatment group completed a
set of post-treatment questionnaires. Three
months after completing the treatment,
participants were sent a set of 3-month follow
up questionnaires to assess long-term effects
of the intervention.
Waitlist Control Condition:
Participants assigned to the waitlist
control group were asked to wait six weeks
before being given the workbook. They were
sent a check-in email 3 weeks into the waiting
period to remind them of their participation,
thank them for their patience, and answer any
questions they had at that time. At the end of
six weeks, the waitlist group completed the
same battery of questionnaires as the
immediate treatment group. They were then
crossed over to the active treatment and were
granted access to their individualized
workbook documents. The same procedure as
the immediate treatment group was followed
thereafter.
Results

Baseline Severity and Attrition
At baseline, the sample reported
considerable burden of illness and impaired

HRQL. The baseline mean score on the
SIBDQ for our sample (M =37) was
comparable to and not significantly different
from a sample with a physician confirmed
diagnosis (M =35, ns) (52). Randomization
was generally successful, and no significant
differences were found on any demographic
variables between the treatment and waitlist
groups. There were also no significant
differences on most of the baseline variables
including HBI, GSRS, VSI, GICOG and
SIBDQ. There were, however, significant
differences in both depression and anxiety,
with the waitlist group reporting more distress
on both the BDI and the STAI than the
immediate treatment group [both t(61) > 2.75,
both p < .01]. However, the differences,
while statistically significant, were not
particularly clinically meaningful.
Both
groups were in the moderate range of
symptom severity on both measures. All
analyses controlled for baseline symptoms.
There was significant attrition from
the study across groups. In the immediate
treatment group, only half the individuals
accessed the workbook even once. Of those
16 individuals, 8 (50%) were lost to follow-up
before the 6-week post-treatment assessment,
while
8 individuals
completed the
intervention and the 6-week assessment. This
is comparable to attrition rates in other fully
online internet based trials in which the cost
of “enrolling” is very low. The average
attrition rate in such studies is 47% (53). In
the waitlist group, 6 out of 31 individuals
(19%) were lost to follow-up before the 6week assessment. Of the 25 individuals who
crossed over to the active treatment, 11 (52%)
never accessed the workbook. Of the 14
individuals who accessed the workbook, 10
(71%) were lost to follow-up before the 6week assessment. None of the baseline
demographic or symptom variables were
associated with attrition in either the waitlist
or the immediate treatment group.
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Because there were such high rates of
attrition, results will be reported primarily as
completer analyses.
However, multiple
imputation of missing data was also
undertaken to account for attrition, and results
will be reported that way as well.
Six Week Assessment – Treatment
Completers
Participants who completed the
treatment showed statistically significant
improvement compared to the waitlist control
across all possible outcome measures with the
exception of the HBI and the STAI.
Moreover, all of the effect sizes, as measured
by Cohen’s d, were in the very large to
extremely large range. For the GSRS, which
assesses how bothered participants were by
GI symptoms, F(1,33) = 11.68, p = .002, d =
1.06. For the VSI, which assesses visceral
sensitivity and anxiety about GI symptoms,
F(1,33) = 17.44, p < .001, d = 1.25. For the
GICOG, which assesses catastrophizing about
the social and occupational implications of GI
symptoms, F(1,33) = 24.22, p < .001, d =
1.46. For the SIBDQ, which assesses IBD
related quality of life, F(1,33) = 12.92, p =
.001, d = 1.48. For the BDI, which assesses
depressive symptoms, F(1,33) = 5.54, p < .05,
d = 1.41. In other words, individuals who
completed the treatment showed remarkable
improvement HRQL, depression, and known
psychological risk factors for poor outcomes
(visceral
hypersensitivity
and
catastrophizing).
Three Month Follow-Up
Individuals in the waitlist were
crossed over to active treatment after the 6week assessment. All individuals from both
the immediate treatment group and the

crossed-over waitlist group were pooled three
months after they had finished the active
treatment. Paired samples t-tests were carried
out comparing their 3 month outcomes to
their own baseline scores. GSRS scores had
returned to being not significantly different
from baseline (although the trend was still
towards improvement with a moderate effect
size) at t(7) = 1.33, ns, d = .56. However,
visceral
sensitivity,
catastrophizing,
depression and anxiety all remained
significantly improved over baseline. For the
VSI, t(7) = 3.66, p < .01, d = 1.46. For the
GICOG, t(7) = 3.23, p < .05, d = 1.29. For
the BDI, t(7) = 2.4, p < .05, d = .95. For the
STAI, t(7) = 2.88, p < .05, d = .63. Quality of
life remained marginally significantly
improved compared to baseline with a large
effect at t(7) = 1.96, p = .09, d = .97.
Multiple Imputation to Control for Attrition
Because only fifty percent of the
sample completed the 6-week post-treatment
assessment, we used multiple imputation to
address the missing data. SPSS version 23
allows for multiple imputation using either
Markov-Chain Monte Carlo (MCMC)
modeling, when the data are missing at
random, or monotone imputation strategies to
reduce bias when the missing data are not
random. Since none of the baseline variables
predicted attrition, MCMC modeling was
employed.
The program then supports
inferential statistics using the pooled data.
We set the specifications to a total of ten
iterations (54). The imputation regression
included sex, age, condition, all baseline
measures, and post-treatment assessment
variables.
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Table 2 – Means and Standard Deviations of all Outcome Measures by Condition Over Time
Baseline

6 Weeks

Treatment N = 32

Treatment N = 8

Waitlist N = 31

Waitlist N = 26

Post-Treatment
Waitlist Control
Waitlist N = 4

for

3 Month Follow-Up All
Participants
N=8

HBI
Treatment

7.9 (4.5)

5.6 (2.1)

NA

5.25 (5.5)

Waitlist

6.5 (3.4)

6.2 (2.9)

3.25 (1.7)

NA

Treatment

28.1 (10.7)

18.9 (6.9)

NA

20.5 (17)

Waitlist

28 (13.8)

29.6 (12.7)

16.75 (16.8)

NA

Treatment

51.4 (12)

35.8 (8.1)

NA

42.7 (13)

Waitlist

52.8 (12.5)

49.6 (13.3)

46.7 (14.9)

NA

Treatment

35.7 (11.7)

21.4 (6.2)

NA

26 (10.6)

Waitlist

36.7 (9.8)

35.3 (11.8)

25.3 (9.7)

NA

Treatment

37 (7.7)

48.8 (5.6)

NA

45.6 (9.9)

Waitlist

36.4 (8.4)

37.8 (8.9)

44 (12.6)

NA

Treatment

18 (8.7)

8.9 (5.1)

NA

13.8 (5.8)

Waitlist

24.8 (9.9)

21.8 (11.9)

22 (11.9)

NA

Treatment

47.8 (8.7)

42 (9.5)

NA

47 (9.6)

Waitlist

54.1 (9)

51.2 (11)

58 (9)

NA

GSRS

VSI

GICOG

SIBDQ

BDI

STAI
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We then ran ANCOVAs comparing baseline
symptoms to symptoms at 6 weeks across the
active treatment and waitlist control
conditions using the pooled imputed data.
We found highly significant differences
across all the variables, with the treatment
group improving across the board compared
to the waitlist. For the HBI, F(1,663) = 12.2,
p = .001. For the GSRS, F(1,663) = 145, p <
.001. For the VSI, F(1,663) = 397, p < .001.
For the GICOG, F(1,663) = 592, p < .001.
For the SIBDQ, F(1,663) = 219, p < .001.
For the BDI, F(1,663) = 85, p < .001. For the
STAI, F(1,373) = 21, p < .001. Thus, even
using the most sophisticated and conservative
estimates of missing data (e.g. compared to
last-observation-carried-forward or LOCF
analyses), the results of treatment appear to be
robust.
Similarly, the pooled imputed data for
all treatment completers showed significant
maintenance of gains at three months, with 3
month post-treatment scores remaining
significantly improved for the VSI, the
GICOG and the SIBDQ.
Discussion
The goal of this study was to test the
acceptability and efficacy of a GI informed
CBT based workbook delivered online with
minimal therapist feedback for a sub-set of
individuals with IBDs. We predicted that the
workbook would effectively lower levels of
catastrophizing, visceral sensitivity, and
depression in a population of at risk IBD
patients. We also hypothesized that
participants who completed the treatment
workbook would have improved health
related quality of life when compared to a
waitlist control group. These hypotheses
were strongly supported for individuals who
completed the treatment. They did indeed
show
significantly lower
levels
of
catastrophizing as measured by the GI-COG,
and lower visceral sensitivity or anxiety about
their gut symptoms as measured by the VSI.

Completers also reported a greater decrease in
depression symptoms and being bothered by
GI symptoms less compared to the waitlist
group. In addition, they reported significantly
improved HRQL despite no change in disease
activity. Multiple imputations to account for
attrition resulted in very similar findings.
Moreover, many of the gains were maintained
at 3-month follow-up post-treatment. Results
suggests that a GI informed CBT workbook
delivered online with minimal therapist
feedback can be quite helpful for IBD patients
with known psychological risk factors and/or
co-morbid IBS, but may not be acceptable to
about half the patients to whom it is offered.
One limitation of this study is that no
formal diagnostic criteria beyond self-report
were used as part of the inclusion criteria. In
addition, all of our baseline and outcome
measures were self-report. However, overall
HBI scores were equivalent to physician
referred samples, and the majority reported
having an active flare at baseline. This
suggests our sample was appropriate for the
study. In addition, not requiring physician
confirmation of diagnosis maximizes our
external validity.
This is exactly the
population, largely recruited from online
support groups and forums, that would be the
most likely to seek out and purchase self-help
books. However, in the future the findings
should be replicated in a sample with
physician confirmed diagnoses.
The major limitation of these findings
is that there was significant attrition from the
study.
Fifty percent of the participants
initially assigned to the immediate treatment
group never actually opened the book. Of
those who did open the book, only half
completed the 6-week assessment.
This
suggests that the “true” level of attrition was
about 50%, comparable to most internet based
trials (54). Given the extremely low cost of
being consented into the study, we consider
this the best way to think about the data.
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We were able to contact 10 of the
individuals who dropped out early on and
requested feedback from them about their
reasons for leaving the study. Not a single
person suggested that the treatment felt
irrelevant or not applicable. Rather, every
person
cited
other
intervening life
complications or disease burden.
For
example, half the people cited lack of time.
Others noted that they had been hospitalized
shortly after consenting or that they were
preparing for surgery. Most requested that we
resend the workbook links so that they could
read it when they had time.
Nevertheless, the high rates of attrition
do raise important questions about the
acceptability of this sort of psychological
intervention with the IBD population. Many
IBD patients, even those with co-morbid IBS
or clear psychological risk factors, may be
reluctant to undertake psychotherapy for what
they view as a purely medical condition.
Indeed,
current
guidelines
for
the
management of Crohn’s disease in adults
promulgated by the American College of
Gastroenterology note only that the role of
stress is controversial, and mention
psychosocial functioning only in the context
of surgery (55). This is unfortunate, because
it is clear from prior research that effective
psychosocial treatment can decrease overall
disease burden. It is also clear from the
current findings that a low-cost, highly
accessible and easy to disseminate CBT
workbook can be significantly and
dramatically helpful to some individuals with
IBDs, reducing depression and GI related

distress and improving health related quality
of life.
Despite the limitations, we deem these
results to be encouraging. This study was the
first of its kind to test the efficacy of a largely
self-help intervention involving no face-toface consultation with a therapist for patients
with IBDs. Many participants provided very
positive feedback about the workbook, saying
they found it to be supportive and helpful in
reducing stress and coping with their disease.
A number of them noted the need for this sort
of intervention. For example, one participant
wrote:
“GI doctors deal with the physical,
but we don't get support for the emotional
part.
Thank you for all of your support!”
Another commented:
“I think that this is an excellent
method for helping patients with IBD cope
with the anxieties that can come up. Having
gone through this workbook, I feel better able
to tackle them. THANK YOU!”
We are hopeful that future research
will help to refine this treatment and make it
both more acceptable and more effective. We
are also hopeful that GI doctors will recognize
the importance of helping patients find a way
to address the complex psychosocial and
emotional ramifications of living with an
IBD, and will recommend empirically
supported,
CBT
based
adjunctive
psychosocial support.
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