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SUMMARY 

Background: Inflammatory bowel disease (IBD) may be associated with psychological co-

morbidity and impaired quality of life. Psychological co-morbidity could have an impact on 

the natural history of IBD. Psychological therapies may therefore have beneficial effects on 

disease activity, mood, and quality of life in patients with IBD. We conducted a systematic 

review and meta-analysis examining these issues. 

Methods: MEDLINE, EMBASE, EMBASE Classic, PsychINFO and the Cochrane central 

register of controlled trials were searched through September 2016. Randomised controlled 

trials (RCTs) recruiting patients ≥16 years with IBD that compared psychological therapy 

with a control intervention or treatment as usual were eligible. Dichotomous data were pooled 

to obtain relative risks (RR) of inducing remission in active disease, or preventing relapse of 

quiescent disease, with 95% confidence intervals (CI). Continuous data were pooled to 

estimate standardised mean differences (SMD) in disease activity indices, anxiety, 

depression, perceived stress, and quality of life scores with 95% CIs.  

Findings: The search identified 1,824 citations. Fourteen RCTs were eligible for inclusion. 

The RR of relapse of quiescent IBD with psychological therapy vs. control was 0.98 (95% CI 

0.77-1.24). A significant difference in depression scores (SMD -0.17; 95% CI -0.33 to -0.01) 

and quality of life (SMD 0.30; 95% CI 0.07 to 0.52) were observed with psychological 

therapy vs. control at the end of therapy. However, these beneficial effects were lost at final 

point of follow-up. There was no effect on disease activity indices or other psychological 

wellbeing scores when compared with control. 

Interpretation: Psychological therapies, and CBT in particular, may have limited short-term 

beneficial effects on depression scores and quality of life in patients with IBD. Further RCTs 

of these interventions in patients with co-existent psychological distress is required. 

Funding: None. 
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RESEARCH IN CONTEXT 

 

Evidence before this study 

 There is increasing evidence to suggest that poor psychological health may have 

negative effects on the natural history of inflammatory bowel disease (IBD). 

 Psychological therapies are effective in the treatment of mood disorders.  

 Evidence supports the use of psychological therapies in some gastrointestinal 

diseases, including irritable bowel syndrome. 

 A previous systematic review and meta-analysis of randomised controlled trials 

(RCTs) suggested psychological therapies may have beneficial effects on quality of 

life in IBD but data were limited, and different modalities of therapy were not 

discussed. 

 

Added value of this study 

 We have conducted a contemporaneous systematic review and meta-analysis of RCTs 

reporting the effect of psychological therapies in IBD.  

 Sub-group analysis based on the effects of different modalities of psychological 

therapy was conducted. 

 

Implications of all the available evidence 

 Psychological therapies, particularly cognitive behavioural therapy, improved 

depression scores and quality of life in patients with IBD in the short-term. 

 Psychological therapies did not appear to have any effect on disease activity or other 

measures of psychological wellbeing in IBD patients. 
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 Further investigation of the effect of psychological therapies in IBD patients at risk of 

psychological distress is warranted. 
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INTRODUCTION 

 Crohn's disease (CD) and ulcerative colitis (UC), collectively known as the 

inflammatory bowel diseases (IBD), are chronic inflammatory conditions of the 

gastrointestinal (GI) tract without cure. Throughout a lifetime of disease, the typical natural 

history is that of quiescence, interspersed with episodic flare-ups of disease activity. 

Although the aetiology of IBD remains uncertain, several factors are implicated in its 

development, including a pro-inflammatory dysbiosis, impaired intestinal barrier function, 

and dysfunction of the enteric immune system. The increased prevalence of depression and 

anxiety observed among patients with IBD 1,2 has led to suggestions that the co-existence of 

mood disorders may influence the natural history, 3-5 although whether this affects the 

development of disease is less certain. 6,7 

 In IBD, psychological co-morbidity, including anxiety, depression, somatisation, and 

perceived stress, is not only associated with active disease, but also ongoing symptoms in the 

absence of inflammation. 8-12 Although a temporal relationship between the presence of 

psychological co-morbidity and the onset of IBD activity has been suggested, 13 a causal 

relationship remains unproven. If this association is genuine, activation of the brain-gut axis, 

involving autonomic nervous system-mediated catecholamine release and hypothalamic-

pituitary-adrenal axis secretion of stress hormones, and the GI response to this, may 

contribute. 14-16 These brain-gut interactions have been studied in other chronic GI disorders, 

including irritable bowel syndrome, where the relationship between GI symptoms and 

psychological co-morbidity is well-established, 17 and where the direction of effect may be 

bi-directional. 18,19   

Randomised controlled trials (RCTs) of psychological therapies, such as cognitive 

behavioural therapy or hypnotherapy, have been conducted in irritable bowel syndrome and 

meta-analyses of these studies have demonstrated that they are effective treatments. 20,21 
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However, whether these therapies are also effective in IBD remains uncertain. A previous 

systematic review and meta-analysis published in 2011 suggested that these were possibly of 

benefit in adolescents with IBD, but not adults. 22 However, the authors included quasi-

randomised and non-randomised studies in their analysis and there have been numerous 

additional studies published in the intervening years. 23-33 We therefore aimed to re-examine 

the efficacy of psychological therapies in IBD, with particular emphasis on their effects on 

disease activity indices, psychological wellbeing, including anxiety, depression, and 

perceived stress, and quality of life.  
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METHODS 

 

Search Strategy and Study Selection 

A literature search of MEDLINE, EMBASE, EMBASE Classic, PsychINFO and the 

Cochrane central register of controlled trials (from 1947 to September 2016) was carried out 

to identify studies investigating the effects of psychological therapies in IBD. Eligible studies 

had to include patients (≥16 years of age) with an endoscopic, histological, or radiologically 

confirmed diagnosis of IBD, and report the effect of psychological therapy of any modality, 

when compared with control or treatment as usual, on outcomes including disease activity, 

depression, anxiety, perceived stress, or quality of life. Only RCTs were eligible for 

inclusion. The eligibility criteria, which were defined a piori, are summarised in Box 1. 

The literature search was performed using the terms: cognitive therapy, 

psychotherapy, behaviour therapy, relaxation techniques, mindfulness, meditation, 

or hypnosis (both as medical subject headings (MeSH) and free text terms), and the following 

free text terms: behavioural therapy, relaxation therapy, mindfulness meditation, 

or hypnotherapy. These terms were combined using the Boolean set operator AND with 

studies identified using the terms: Crohn disease, inflammatory bowel disease, colitis, ileitis, 

or ulcerative colitis (both as MeSH and free text terms), and Crohn$ disease or regional 

enteritis (as free text terms). There were no language restrictions applied to the search and 

any foreign articles were translated. All titles and abstracts identified by the search were 

assessed for inclusion, and a recursive search of the bibliographies of selected articles was 

carried out. Two investigators judged eligibility on the selected articles independently, using 

pre-designed eligibility forms, and a third investigator resolved any disagreements. 
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Outcome Assessment 

 Dichotomous outcomes assessed were the efficacy of psychological therapy versus 

control in terms of failure to achieve remission in active IBD, or to prevent relapse of disease 

activity in quiescent IBD. We extracted data for these endpoints at the final point of trial 

follow-up, in order to maximise the number of events in the analysis. Continuous outcomes 

assessed included the efficacy of psychological therapies versus control in terms of effect on 

clinical disease activity indices, anxiety scores, depression scores, perceived stress scores, or 

quality of life scores. Trials were analysed separately according to whether they recruited 

patients with IBD with clinically active disease at the time of randomisation, or patients 

whose disease was quiescent. As the effect of psychological therapies on mood and quality of 

life may be greatest immediately after completion of therapy, we extracted data for these 

endpoints both at completion of therapy, and at the final point of follow-up. Where studies 

did not report these types of data, but were otherwise eligible for inclusion in the meta-

analysis, we attempted to contact the original investigators in order to obtain supplementary 

dichotomous or continuous data. In six of these trials we were successful. 23,25,28,29,32,33 

Data Extraction 

Data extraction was carried out by two investigators independently, using a Microsoft 

excel spreadsheet (XP professional edition; Microsoft, Redmond, WA, US) as dichotomous 

outcomes (remission or failure of remission in active IBD, and relapse or no relapse of 

disease activity in quiescent IBD), or mean disease activity scores, mean psychological 

wellbeing scores, or mean quality of life scores, along with a standard deviation (SD). As 

most RCTs recruited patients with IBD, rather than only patients with CD, or only patients 

with UC, we pooled studies to examine the overall effect of psychological therapies in IBD 

overall, rather than according to disease type. For dichotomous outcomes, data were extracted 

as an intention-to-treat analysis, wherever trial reporting allowed this, with all drop-outs 
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assumed to be treatment failures (i.e. failed to achieve remission in active IBD trials, or 

disease activity relapsed in quiescent IBD trials). However, due to high drop-out rates in 

some trials we performed a sensitivity analysis using a per protocol analysis. For the 

secondary outcomes, mean scores and SDs after psychological therapy or control were 

recorded only for those who provided complete data, in order not to overestimate the efficacy 

of psychological therapies in IBD.  

In addition, the following data were recorded for each trial: type of psychological 

therapy used, country, setting (primary, secondary, or tertiary care-based), number of centres, 

number of sessions of psychological therapy administered, duration of therapy, and duration 

of follow-up. We also recorded the handling of the control arm in each trial.  

 The evidence base for psychological interventions in the management of depression 

and anxiety is greatest for cognitive behavioural therapy (CBT). 34 We therefore conducted a 

subgroup analysis including only trials using CBT, to assess whether the effect was stronger 

for this treatment modality. 

 

Assessment of Risk of Bias 

This was conducted by two investigators in accordance with guidance published in the 

Cochrane handbook. 35 Any disagreement was resolved by discussion. Risk of bias was 

assessed by recording the methods used to generate the randomisation schedule and conceal 

treatment allocation, whether blinding was implemented for participants, personnel, and 

outcomes assessment, what proportion of subjects completed follow-up, whether an 

intention-to-treat analysis was extractable, and whether there was evidence of selective 

reporting of outcomes. 
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Data Synthesis and Statistical Analysis 

The degree of agreement between the two investigators, in terms of judging study 

eligibility, was measured using a Kappa statistic. For dichotomous outcomes the impact of 

psychological therapies was expressed as a relative risk (RR) of failure to achieve remission 

with 95% confidence intervals (CI) with intervention versus control in trials of therapy for 

active IBD, or RR of relapse of disease activity in trials of therapy for quiescent IBD. Where 

psychological therapies appeared more effective than control in IBD, we planned to calculate 

the number needed to treat (NNT), along with 95% CIs, using the formula NNT = 1 / (control 

event rate x (1 – RR)). For continuous data, including effect on disease activity indices, 

psychological wellbeing scores, and quality of life scores, the impact of psychological 

therapies was summarised using a standardised mean difference (SMD) and 95% CIs.  

Heterogeneity between studies was assessed using the I2 statistic with a cut off of 

50%, 36 and the χ2 test with a P value <0.10, as the threshold to define a statistically 

significant degree of heterogeneity. All data were pooled using a random effects model, 37 in 

order to give a more conservative estimate of the effect of psychological therapies on disease 

outcomes in IBD. We used Review Manager version 5.3 (RevMan for Windows 2014, the 

Nordic Cochrane Centre, Copenhagen, Denmark) to generate Forest plots of pooled RRs and 

SMDs with 95% CIs, as well as funnel plots. These were assessed, if there were a sufficient 

number (≥10) of studies included in the meta-analysis, 38 for evidence of asymmetry, and 

therefore possible publication bias or other small study effects, using the Egger test. 39  

 

Role of the funding source 

 No funding received. The corresponding author had full access to all of the data and 

the final responsibility to submit for publication. 
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RESULTS 

 The literature search identified a total of 1,824 citations of which, after title and 

abstract review, 46 were deemed potentially relevant and were assessed further for eligibility 

(Figure 1). Of these, a further 32 were excluded for various reasons leaving 14 studies 

eligible for data extraction. 23-33,40-42 Agreement between reviewers for eligibility assessment 

was excellent (Kappa statistic = 0.91). Detailed study characteristics are provided in Table 1, 

and risk of bias across all studies is reported in page 1 of the webappendix. 

  

Effect of Psychological Therapy on Disease Activity, Psychological Wellbeing, and 

Quality of Life in Patients with Active IBD 

 Only two of the 14 RCTs eligible for inclusion included patients with IBD with 

ongoing active disease. 30,31 Only one of these studies reported dichotomous data concerning 

the efficacy of psychological therapy in the induction of remission of active IBD. 30 In total, 

12 (21.1%) of 57 patients undergoing psychological therapy entered clinical remission, 

compared with 2 (3.5%) of 57 patients in the control group, after 18 months of follow-up.  

 In terms of effect on other outcomes, including change in clinical disease activity 

indices,30 depression, 31 anxiety, 31 and perceived stress scores, 31 each of these were only 

reported in one RCT, and therefore formal meta-analysis was not possible. Psychological 

therapy was not associated with an improvement in any of these outcomes, when compared 

with control, in patients with active IBD. Both studies assessed the effect of psychological 

therapy on quality of life in a total of 153 patients with IBD. Here, the SMD in quality of life 

score at the final point of follow-up was not significantly different (0.27; 95% CI -0.05 to 

0.59). 
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Effect of Psychological Therapy on Disease Activity, Psychological Wellbeing, and 

Quality of Life in Patients with Quiescent IBD 

 Twelve of the 14 eligible RCTs assessed these outcomes in patients with IBD who 

had quiescent disease at randomisation. 23-29,32,33,40-42. Four of these presented data in patients 

with CD, 25,32,40,42 four in patients with UC, 27,28,40,41 and five in patients with IBD. 23,24,26,29,33 

Results from all analyses in patients with quiescent IBD are summarised in Table 2.  

 

Effect of Psychological Therapy in Preventing Relapse of Quiescent IBD 

 In total, there were six RCTs reporting dichotomous data concerning the effect of 

psychological therapy on relapse rates in quiescent IBD. One study included CD patients, 42 

three studies included UC patients, 27,28,41 and two included patients with IBD. 24,29 Overall, 

159 (57.4%) of 277 patients treated with psychological therapy experienced a relapse of 

disease activity, compared with 127 (52.7%) of 241 patients in the control group. Compared 

with control, the RR of relapse of disease activity in all patients with IBD treated with 

psychological therapy was 0.98 (95% CI 0.77 to 1.24) (Figure 2). There was significant 

heterogeneity between studies (I2 = 50%, P = 0.07), but too few studies to assess for 

publication bias. When the effect of psychological therapies on relapse of disease activity was 

studied according to whether trials recruited patients with CD, patients with UC, or patients 

with IBD there remained no effect of psychological therapies at final point of follow-up 

(Figure 2). Per protocol analysis did not reveal any beneficial effect of psychological 

therapies on disease relapse (RR = 0.86; 95% CI 0.71 to 1.05), but there was no heterogeneity 

between studies (I2 = 0%, P = 0.46). 
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Effect of Psychological Therapy on Clinical Disease Activity Indices in IBD  

 Eight RCTs reported data on the effect of psychological therapy on disease activity 

indices in patients with IBD at the final point of follow-up. Six RCTs assessed impact on 

disease activity indices in CD, 23,24,26,32,33,40 and seven in UC. 23,24,26,27,33,40,41. There was no 

significant difference in disease activity indices among those treated with psychological 

therapy, compared with those in the control group, at the final point of follow-up (SMD = -

0.03; 95% CI -0.20 to 0.14) (Figure 3), with no evidence of heterogeneity between studies (I2 

= 0%, P = 0.87). Again, there were too few studies to assess for publication bias. There was 

also no effect of psychological therapies on disease activity indices among only patients with 

CD, or only patients with UC (Figure 3).  

 

Effect of Psychological Therapy on Anxiety Scores in IBD 

 Five studies provided data on the effect of psychological therapy on anxiety scores in 

IBD at the end of therapy,23,24,33,40,41 and five at the final point of follow-up. 23,24,32,33,40 At 

completion of therapy, when data were pooled from a total of 504 patients, there was no 

effect of psychological therapies on anxiety scores (SMD = -0.14; 95% CI -0.33 to 0.04) 

(webappendix pg. 2). There was no heterogeneity between the included RCTs (I2 = 7%, P = 

0.37), and too few studies to assess for publication bias. At the last point of follow-up, there 

was still no effect of psychological therapies on anxiety scores in 437 patients (SMD = -0.18; 

95% CI = -0.39 to 0.04) (webappendix pg. 3). There was also no effect of psychological 

therapies on state 13,26,42 or trait 13,26,27 anxiety scores in three trials at either completion of 

therapy, or at final point of follow-up (webappendix pgs. 4-7). 

 

 

 



Gracie et al.   Page 15 of 40 

 

Effect of Psychological Therapy on Depression Scores in IBD 

 Seven studies examined the effect of psychological therapy on depression scores in 

IBD at end of therapy, 23,24,26,27,33,40,42 and eight at the final point of follow-up. 

23,24,26,27,32,33,40,42 Data were available for 605 patients at completion of therapy, with a SMD 

in depression scores for those treated with psychological therapy compared with control of -

0.17 (95% CI -0.33 to -0.01, P = 0.04) (webappendix pg. 8), with no heterogeneity between 

studies (I2 = 0%, P = 0.76). Again there were too few studies to assess for publication bias. 

This beneficial effect on depression scores was only seen in RCTs that recruited patients with 

IBD (webappendix pg. 8). At the final point of follow-up, when data were pooled from 593 

patients, the effect on depression scores was no longer evident (SMD = -0.11; 95% CI -0.27 

to 0.05), with no heterogeneity (I2 = 0%, P = 0.93) (webappendix pg. 9). There were too few 

studies to assess for publication bias.   

 

Effect of Psychological Therapy on Perceived Stress Scores in IBD 

 Six RCTs reported data on the effect of psychological therapy on perceived stress 

score in IBD, when compared with control. 23-25,27-29 When data were pooled at the end of 

therapy, psychological therapy had no effect on perceived stress scores in 434 patients (SMD 

= -0.07; 95% CI -0.31 to 0.18) (webappendix pg. 10), with no heterogeneity between studies 

(I2 = 34%, P = 0.18). At the final point of follow-up, when data were available for 401 

patients, there was still no beneficial effect of psychological therapies compared with control 

(SMD in perceived stress scores = -0.10; 95% CI -0.33 to 0.13) (webappendix pg. 11), again 

with no heterogeneity noted between included studies (I2 = 22%, P = 0.27). There were too 

few studies to assess for publication bias in both these analyses. Again, there were no effects 

noted according to whether studies recruited patients with CD only, patients with UC only, or 

patients with IBD.  
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Effect of Psychological Therapy on Quality of Life in IBD 

  Eleven studies reported data on the effect of psychological therapy on quality of life 

in IBD. 23-29,32,33,41,42 Nine of these RCTs assessed effects on IBD-specific quality of life at 

end of therapy, 23,25-29,33,41,42 and 10 at the final point of follow-up.23,25-29,32,33,41,42 In addition, 

four trials examined effect on physical quality of life or mental quality of life separately, 

23,24,28,33 both at end of therapy and at the final point of follow-up. There was a significant 

improvement in IBD-specific quality of life at the end of therapy, when data were pooled 

from 578 patients (SMD 0.30; 95% CI = 0.07 to 0.52, P = 0.01) (Figure 4). There was 

borderline heterogeneity observed between the included studies (I2 = 42%, P = 0.09), but too 

few studies to assess for publication bias. When the effect of psychological therapies on IBD-

specific quality of life was studied according to whether trials recruited patients with CD, 

patients with UC, or patients with IBD there was only a benefit observed among patients with 

IBD at the end of therapy (SMD = 0.37; 95% CI 0.15 to 0.59, P = 0.001) (Figure 4). Any 

beneficial effect of psychological therapy on IBD-specific quality of life at completion of 

therapy was lost by the final point of follow-up. When data were pooled from 577 patients 

there were no differences in IBD-specific quality of life (SMD = 0.15; 95% CI -0.05 to 0.34) 

(Supplementary Figure 6). There was no heterogeneity between studies (I2 = 22%, P = 0.24), 

and no evidence of publication bias (Egger test, P = 0.44). 

 When compared with control, psychological therapy had no effect on physical quality 

of life or mental quality of life at completion of therapy in 399 patients (SMD = 0.17; 95% CI 

-0.03 to 0.37 and SMD = 0.15; 95% CI -0.05 to 0.34, respectively). There was no evidence of 

heterogeneity between studies in these analyses although with only four RCTs, power to 

detect this would be limited. At final point of follow-up in 363 patients there was no 

difference in physical (SMD = 0.02; 95% CI = -0.19 to 0.23) or mental quality of life (SMD 

= 0.05; 95% CI = -0.22 to 0.32) when those receiving psychological therapy were compared 
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with control, with no heterogeneity noted for either outcome. There were too few studies to 

assess for publication bias in all these analyses.   

 

Effect of CBT in Preventing Relapse of Quiescent IBD, and Effect on Clinical Disease 

Activity Indices, Anxiety Scores, Depression Scores, Perceived Stress Scores, and Quality 

of Life in IBD 

 Five studies 23-26,29, including 511 patients with IBD, reported data on the effect of 

CBT on one or more of these endpoints. There was a significant improvement in quality of 

life at the end of therapy, when data were pooled from 254 patients (SMD = 0.37; 95% CI 

0.02 to 0.72; webappendix pg. 11), although this beneficial effect was lost at the final point of 

follow-up. There was no other significant effect of CBT on disease activity indices, anxiety 

or depression scores, or perceived stress scores when compared with control therapy. 
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DISCUSSION 

 This systematic review and meta-analysis has demonstrated that psychological 

therapies may provide a limited, short-term improvement in depression scores and quality life 

in patients with clinically quiescent IBD, but that these effects appear to be lost over time. 

The beneficial effect on quality of life was greater when only RCTs that used CBT, which is 

thought to have the best evidence for efficacy in the management of anxiety and depression, 

34 were included in the analysis. Otherwise, psychological therapies did not appear to 

improve either clinical disease indices or psychological outcomes in IBD. There did not 

appear to be any benefits of psychological therapies according to type of IBD. Furthermore, 

there was no significant effect on most measurements of mood, either at the point where 

psychological therapy had just been completed, or during extended follow-up. Part of this 

lack of benefit may have arisen from a lack of sensitivity or specificity of the instruments 

used to detect changes in mood, as well as failure by the majority of trials to recruit only 

patients who had abnormal levels of psychological health when compared with the general 

population.  

 Strengths of this study include the rigorous methodology adopted. Several of the 

studies included in the 2011 Cochrane review 22 addressing this issue did not fulfil our 

inclusion criteria for various reasons. These included a lack of randomisation, 43,44 

recruitment of patients with both active and quiescent disease, with no reporting of data 

separately for these distinct groups of patients, 45 being conducted in an adolescent 

population, 46 redundant publication, 47 or providing no extractable data. 48 In addition, we 

made every effort to contact the authors of potentially eligible studies, where dichotomous or 

continuous data of interest were not available in the published manuscript. We used an 

intention-to-treat analysis, with all patients lost to follow-up assumed to be treatment failures, 

for dichotomous endpoints such as remission or relapse of disease activity, in order to avoid 
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overestimation of the effect of the active intervention. We also pooled all data using a random 

effects model, in order to give a more conservative estimate of the effect of psychological 

therapies in IBD. A further strength of this study is the number of participants included. This 

systematic review and meta-analysis included an additional 11 contemporaneous studies, 

23,24,28-30,32,33 and almost three times more participants than were included in the Cochrane 

review published by Timmer et al. in 2011. 22 We performed analyses according to type of 

IBD, in order to assess whether there was any benefit of psychological therapy in either CD 

or UC. Lastly, we conducted a subgroup analysis to investigate the effect of CBT alone, as 

this has the best evidence for use in anxiety and depression. 34 

 There are limitations to this meta-analysis, which arise mainly from the relatively 

small number of studies available for analysis, and their risk of bias. Although there was no 

significant heterogeneity seen in the majority of the endpoints studied, there was significant 

heterogeneity between RCTs reporting on the effect of psychological therapies on relapse of 

disease activity in quiescent IBD. In addition, all the trials we identified were at high risk of 

bias, due to the lack of adequate blinding, with only one trial employing a double-blind 

design. 27 This is often a problem with studies of psychological therapies, although there is 

the potential to blind assessors to therapy. However, only four of the studies we identified 

performed this. 28,30,33,42 The included studies employed various methods of handling the 

control arms, which may mean that pooling the data from them could be viewed as 

inappropriate. The fact that duration of follow-up was not uniform between eligible studies 

may also mean that a significant benefit of psychological therapies, which is perhaps time-

dependent, has been overlooked. Individual trials also used differing types, formats, 

durations, and intensities of psychological therapy, which may have led to a lack of benefit 

when all studies were pooled together. However, when only the five RCTs that used CBT 

were considered in the analysis, there was still no effect on disease activity indices, anxiety or 
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depression scores, or perceived stress scores. Finally, the trials we identified span an 18-year 

period, during which the management of IBD has been revolutionised by the advent of 

biological therapies. We cannot exclude the fact that increasing use of these drugs in more 

recent studies may have had an impact on the findings of this meta-analysis.  

 Our findings are in keeping with those previously published in adult IBD populations. 

22 Other than a significant improvement in depression and quality of life scores immediately 

following the cessation of therapy, we failed to detect a statistically significant benefit of 

these interventions in IBD. Despite this, psychological therapy has been shown to be 

effective in the treatment of other chronic GI disorders, including irritable bowel syndrome, 

functional dyspepsia, and non-cardiac chest pain. 21,49,50 The majority of the RCTs included in 

this meta-analysis were conducted in patients in clinical remission. Only two studies 

examined the effect of psychological therapy in active disease. 30,31 However, observational 

studies in IBD populations demonstrate that often the greatest psychological burden is seen in 

patients with active disease, or those with quiescent disease with ongoing GI symptoms in the 

absence of inflammation, 8,10 suggesting it is these subgroups of patients who may benefit 

most from these types of treatment. Only one RCT performed a subgroup analysis in patients 

with “functional” symptoms, which met criteria for irritable bowel syndrome, in patients with 

quiescent disease. 29 In this study, quality of life scores in those receiving mindfulness-based 

therapy were significantly improved when compared with control after 4 months of follow-

up, and remained higher during the entire 12 months of the study, although this difference 

was no longer statistically significant. In addition, symptom scores were generally lower 

among those assigned to psychological therapy throughout the entire 12 months of the study. 

Finally, none of the included RCTs investigated the effect of psychological interventions in 

patients with IBD with pre-existing depression or anxiety, despite there being evidence for a 

benefit in this distinct group of patients, particularly in paediatric populations. 46,51,52  
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 In addition to the outcomes addressed in this systematic review and meta-analysis, 

fatigue is now recognised as an increasing problem in people with IBD, and is more prevalent 

than in the general population, affecting up to 40% of patients. 53,54 Furthermore, fatigue may 

be associated with depression and reduced quality of life, independent of disease activity. 55,56 

To date, only two of the studies we identified have sought to investigate the effect of 

psychological therapies in this particular subgroup of patients with IBD, 32,33 randomising 

patients in clinical remission with raised fatigue scores to receive solution focused therapy, 

problem solving therapy, or treatment as usual. In the larger of these two studies, 33 

significant improvements in fatigue scores and quality of life were observed after 3 months of 

follow-up in the intervention group, suggesting psychological therapy may be beneficial in 

this particular population.  

 In summary, the results of this systematic review and meta-analysis suggest that 

psychological therapy, and CBT in particular, may be of limited short-term benefit in terms 

of improvements in depression and quality of life in patients with IBD. However, despite 

several hundred patients in most of the analyses we conducted, we could not detect any 

beneficial effect of psychological therapies on disease activity, or other measures of 

psychological health, including anxiety or stress. Despite this, there remains a need for 

further investigation of the utility of these interventions, particularly in those patients who are 

more likely to suffer from co-existent psychological distress or fatigue. In addition, with the 

increasing use of faecal biomarkers of intestinal inflammation, such as calprotectin, as a 

means of assessing disease activity objectively, it is likely that increasing numbers of patients 

with IBD with ongoing GI symptoms in the absence of inflammation will be identified. This 

distinct cohort of patients also have unmet needs, in terms of therapy, and are often difficult 

to manage. Trials assessing the effects of psychological therapies, which use an adequate 

number of therapy sessions, have a sufficient duration of follow-up, use blinded assessors for 
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endpoint assessment, and focus on the efficacy of CBT in these patients would therefore also 

be welcome. 

 

ACKNOWLEDGEMENTS 

We thank Dr. L. Keefer, Dr. J. Berrill, Dr. L. Vogelaar, and Dr. A. McCombie for providing 

us with additional information and data from their studies. 

 

AUTHORS CONTRIBUTIONS 

DJG, AI, RS, AMW, PJH, and ACF conceived and drafted the study. DJG, AI and RS 

collected all data. DJG, AMW, PJH and ACF analysed and interpreted the data. DJG, AMW, 

PJH, and ACF drafted the manuscript. All authors contributed to and approved the final draft 

of the manuscript. 

 

DECLARATION OF INTERESTS 

DJG: none, AI: none, RS: none, AMW: none, PJH: none, ACF: none. 

 

ETHICS COMMITTEE APPROVAL 

Not required. 

 

 

 

 

 

 

 

 

 



Gracie et al.   Page 23 of 40 

 

REFERENCES 

 

1. Neuendorf R, Harding A, Stello N, Hanes D, Wahbeh H. Depression and anxiety in 

patients with Inflammatory Bowel Disease: A systematic review. J Psychosom Res 2016; 87: 

70-80. 

2. Shah E, Rezaie A, Riddle M, Pimentel M. Psychological disorders in gastrointestinal 

disease: epiphenomenon, cause or consequence? Ann Gastroenterol 2014; 27(3): 224-30. 

3. Levenstein S, Prantera C, Varvo V, et al. Stress and exacerbation in ulcerative colitis: 

a prospective study of patients enrolled in remission. Am J Gastroenterol 2000; 95(5): 1213-

20. 

4. Bernstein CN, Singh S, Graff LA, Walker JR, Miller N, Cheang M. A prospective 

population-based study of triggers of symptomatic flares in IBD. Am J Gastroenterol 2010; 

105(9): 1994-2002. 

5. Maunder RG. Evidence that stress contributes to inflammatory bowel disease: 

evaluation, synthesis, and future directions. Inflamm Bowel Dis 2005; 11(6): 600-8. 

6. Lerebours E, Gower-Rousseau C, Merle V, et al. Stressful life events as a risk factor 

for inflammatory bowel disease onset: A population-based case-control study. Am J 

Gastroenterol 2007; 102(1): 122-31. 

7. Li J, Norgard B, Precht DH, Olsen J. Psychological stress and inflammatory bowel 

disease: a follow-up study in parents who lost a child in Denmark. Am J Gastroenterol 2004; 

99(6): 1129-33. 

8. Gracie DJ, Williams CJ, Sood R, et al. Negative Effects on Psychological Health and 

Quality of Life of Genuine Irritable Bowel Syndrome-type Symptoms in Patients With 

Inflammatory Bowel Disease. Clin Gastroenterol Hepatol 2016. 



Gracie et al.   Page 24 of 40 

 

9. Panara AJ, Yarur AJ, Rieders B, et al. The incidence and risk factors for developing 

depression after being diagnosed with inflammatory bowel disease: a cohort study. Aliment 

Pharmacol Ther 2014; 39(8): 802-10. 

10. Jonefjall B, Ohman L, Simren M, Strid H. IBS-like Symptoms in Patients with 

Ulcerative Colitis in Deep Remission Are Associated with Increased Levels of Serum 

Cytokines and Poor Psychological Well-being. Inflamm Bowel Dis 2016; 22(11): 2630-40. 

11. Targownik LE, Sexton KA, Bernstein MT, et al. The Relationship Among Perceived 

Stress, Symptoms, and Inflammation in Persons With Inflammatory Bowel Disease. Am J 

Gastroenterol 2015; 110(7): 1001-12. 

12. Gracie DJ, Williams CJ, Sood R, et al. Poor Correlation Between Clinical Disease 

Activity and Mucosal Inflammation, and the Role of Psychological Comorbidity, in 

Inflammatory Bowel Disease. Am J Gastroenterol 2016; 111(4): 541-51. 

13. Mikocka-Walus A, Pittet V, Rossel JB, von Kanel R, Swiss IBDCSG. Symptoms of 

Depression and Anxiety Are Independently Associated With Clinical Recurrence of 

Inflammatory Bowel Disease. Clin Gastroenterol Hepatol 2016; 14(6): 829-35 e1. 

14. Bonaz BL, Bernstein CN. Brain-gut interactions in inflammatory bowel disease. 

Gastroenterology 2013; 144(1): 36-49. 

15. Gracie DJ, Ford AC. IBS-like symptoms in patients with ulcerative colitis. Clin Exp 

Gastroenterol 2015; 8: 101-9. 

16. Spiller R, Major G. IBS and IBD - separate entities or on a spectrum? Nature reviews 

Gastroenterology & hepatology 2016; 13(10): 613-21. 

17. Fond G, Loundou A, Hamdani N, et al. Anxiety and depression comorbidities in 

irritable bowel syndrome (IBS): a systematic review and meta-analysis. European archives of 

psychiatry and clinical neuroscience 2014; 264(8): 651-60. 



Gracie et al.   Page 25 of 40 

 

18. Koloski NA, Jones M, Kalantar J, Weltman M, Zaguirre J, Talley NJ. The brain--gut 

pathway in functional gastrointestinal disorders is bidirectional: a 12-year prospective 

population-based study. Gut 2012; 61(9): 1284-90. 

19. Koloski NA, Jones M, Talley NJ. Evidence that independent gut-to-brain and brain-

to-gut pathways operate in the irritable bowel syndrome and functional dyspepsia: a 1-year 

population-based prospective study. Aliment Pharmacol Ther 2016; 44(6): 592-600. 

20. Ford AC, Talley NJ, Schoenfeld PS, Quigley EM, Moayyedi P. Efficacy of 

antidepressants and psychological therapies in irritable bowel syndrome: systematic review 

and meta-analysis. Gut 2009; 58(3): 367-78. 

21. Ford AC, Quigley EM, Lacy BE, et al. Effect of antidepressants and psychological 

therapies, including hypnotherapy, in irritable bowel syndrome: systematic review and meta-

analysis. Am J Gastroenterol 2014; 109(9): 1350-65; quiz 66. 

22. Timmer A, Preiss JC, Motschall E, Rucker G, Jantschek G, Moser G. Psychological 

interventions for treatment of inflammatory bowel disease. Cochrane Database Syst Rev 

2011; (2): CD006913. 

23. McCombie A, Gearry R, Andrews J, Mulder R, Mikocka-Walus A. Does 

Computerized Cognitive Behavioral Therapy Help People with Inflammatory Bowel 

Disease? A Randomized Controlled Trial. Inflamm Bowel Dis 2016; 22(1): 171-81. 

24. Mikocka-Walus A, Bampton P, Hetzel D, Hughes P, Esterman A, Andrews JM. 

Cognitive-behavioural therapy has no effect on disease activity but improves quality of life in 

subgroups of patients with inflammatory bowel disease: a pilot randomised controlled trial. 

BMC Gastroenterol 2015; 15: 54. 

25. Keefer L, Doerfler B, Artz C. Optimizing management of Crohn's disease within a 

project management framework: results of a pilot study. Inflamm Bowel Dis 2012; 18(2): 

254-60. 



Gracie et al.   Page 26 of 40 

 

26. Schoultz M, Atherton I, Watson A. Mindfulness-based cognitive therapy for 

inflammatory bowel disease patients: findings from an exploratory pilot randomised 

controlled trial. Trials 2015; 16: 379. 

27. Jedel S, Hoffman A, Merriman P, et al. A randomized controlled trial of mindfulness-

based stress reduction to prevent flare-up in patients with inactive ulcerative colitis. Digestion 

2014; 89(2): 142-55. 

28. Keefer L, Taft TH, Kiebles JL, Martinovich Z, Barrett TA, Palsson OS. Gut-directed 

hypnotherapy significantly augments clinical remission in quiescent ulcerative colitis. 

Aliment Pharmacol Ther 2013; 38(7): 761-71. 

29. Berrill JW, Sadlier M, Hood K, Green JT. Mindfulness-based therapy for 

inflammatory bowel disease patients with functional abdominal symptoms or high perceived 

stress levels. J Crohns Colitis 2014; 8(9): 945-55. 

30. Boye B, Lundin KE, Jantschek G, et al. INSPIRE study: does stress management 

improve the course of inflammatory bowel disease and disease-specific quality of life in 

distressed patients with ulcerative colitis or Crohn's disease? A randomized controlled trial. 

Inflamm Bowel Dis 2011; 17(9): 1863-73. 

31. Mizrahi MC, Reicher-Atir R, Levy S, et al. Effects of guided imagery with relaxation 

training on anxiety and quality of life among patients with inflammatory bowel disease. 

Psychology & health 2012; 27(12): 1463-79. 

32. Vogelaar L, Van't Spijker A, Vogelaar T, et al. Solution focused therapy: a promising 

new tool in the management of fatigue in Crohn's disease patients psychological interventions 

for the management of fatigue in Crohn's disease. J Crohns Colitis 2011; 5(6): 585-91. 

33. Vogelaar L, van't Spijker A, Timman R, et al. Fatigue management in patients with 

IBD: a randomised controlled trial. Gut 2014; 63(6): 911-8. 



Gracie et al.   Page 27 of 40 

 

34. Australian Psychological Society. Evidence-based Psychological Interventions in the 

Treatment of Mental Disorders: A Literature Review.2010. 

https://www.psychology.org.au/Assets/Files/Evidence-Based-Psychological-Interventions.pdf 

(accessed 27/10/2016). 

35. Higgins JPT, Green S. Cochrane handbook for systematic reviews of interventions: 

Version 5.1.02011. http://www.cochrane-handbook.org (accessed 27/10/2016). 

36. Higgins JP, Thompson SG, Deeks JJ, Altman DG. Measuring inconsistency in meta-

analyses. BMJ 2003; 327(7414): 557-60. 

37. DerSimonian R, Laird N. Meta-analysis in clinical trials. Control Clin Trials 1986; 

7(3): 177-88. 

38. Sterne JA, Sutton AJ, Ioannidis JP, et al. Recommendations for examining and 

interpreting funnel plot asymmetry in meta-analyses of randomised controlled trials. BMJ 

2011; 343: d4002. 

39. Egger M, Davey Smith G, Schneider M, Minder C. Bias in meta-analysis detected by 

a simple, graphical test. BMJ 1997; 315(7109): 629-34. 

40. Smith GD, Watson R, Roger D, et al. Impact of a nurse-led counselling service on 

quality of life in patients with inflammatory bowel disease. Journal of advanced nursing 

2002; 38(2): 152-60. 

41. Langhorst J, Mueller T, Luedtke R, et al. Effects of a comprehensive lifestyle 

modification program on quality-of-life in patients with ulcerative colitis: a twelve-month 

follow-up. Scand J Gastroenterol 2007; 42(6): 734-45. 

42. Jantschek G, Zeitz M, Pritsch M, et al. Effect of psychotherapy on the course of 

Crohn's disease. Results of the German prospective multicenter psychotherapy treatment 

study on Crohn's disease. German Study Group on Psychosocial Intervention in Crohn's 

Disease. Scand J Gastroenterol 1998; 33(12): 1289-96. 



Gracie et al.   Page 28 of 40 

 

43. Grootenhuis MA, Maurice-Stam H, Derkx BH, Last BF. Evaluation of a 

psychoeducational intervention for adolescents with inflammatory bowel disease. Eur J 

Gastroenterol Hepatol 2009; 21(4): 430-5. 

44. Freyberger H, Kunsebeck HW, Lempa W, Wellmann W, Avenarius HJ. 

Psychotherapeutic interventions in alexithymic patients. With special regard to ulcerative 

colitis and Crohn patients. Psychotherapy and psychosomatics 1985; 44(2): 72-81. 

45. Milne B, Joachim G, Niedhardt J. A stress management programme for inflammatory 

bowel disease patients. Journal of advanced nursing 1986; 11(5): 561-7. 

46. Szigethy E, Kenney E, Carpenter J, et al. Cognitive-behavioral therapy for 

adolescents with inflammatory bowel disease and subsyndromal depression. Journal of the 

American Academy of Child and Adolescent Psychiatry 2007; 46(10): 1290-8. 

47. Elsenbruch S, Langhorst J, Popkirowa K, et al. Effects of mind-body therapy on 

quality of life and neuroendocrine and cellular immune functions in patients with ulcerative 

colitis. Psychotherapy and psychosomatics 2005; 74(5): 277-87. 

48. Garcia-Vega E, Fernandez-Rodriguez C. A stress management programme for 

Crohn's disease. Behaviour research and therapy 2004; 42(4): 367-83. 

49. Orive M, Barrio I, Orive VM, et al. A randomized controlled trial of a 10 week group 

psychotherapeutic treatment added to standard medical treatment in patients with functional 

dyspepsia. J Psychosom Res 2015; 78(6): 563-8. 

50. Jones H, Cooper P, Miller V, Brooks N, Whorwell PJ. Treatment of non-cardiac chest 

pain: a controlled trial of hypnotherapy. Gut 2006; 55(10): 1403-8. 

51. Thompson RD, Craig A, Crawford EA, et al. Longitudinal results of cognitive 

behavioral treatment for youths with inflammatory bowel disease and depressive symptoms. 

Journal of clinical psychology in medical settings 2012; 19(3): 329-37. 



Gracie et al.   Page 29 of 40 

 

52. Szigethy E, Whitton SW, Levy-Warren A, DeMaso DR, Weisz J, Beardslee WR. 

Cognitive-behavioral therapy for depression in adolescents with inflammatory bowel disease: 

a pilot study. Journal of the American Academy of Child and Adolescent Psychiatry 2004; 

43(12): 1469-77. 

53. Romberg-Camps MJ, Bol Y, Dagnelie PC, et al. Fatigue and health-related quality of 

life in inflammatory bowel disease: results from a population-based study in the Netherlands: 

the IBD-South Limburg cohort. Inflamm Bowel Dis 2010; 16(12): 2137-47. 

54. Jelsness-Jorgensen LP, Bernklev T, Henriksen M, Torp R, Moum BA. Chronic 

fatigue is more prevalent in patients with inflammatory bowel disease than in healthy 

controls. Inflamm Bowel Dis 2011; 17(7): 1564-72. 

55. Cohen BL, Zoega H, Shah SA, et al. Fatigue is highly associated with poor health-

related quality of life, disability and depression in newly-diagnosed patients with 

inflammatory bowel disease, independent of disease activity. Aliment Pharmacol Ther 2014; 

39(8): 811-22. 

56. Jelsness-Jorgensen LP, Bernklev T, Henriksen M, Torp R, Moum BA. Chronic 

fatigue is associated with impaired health-related quality of life in inflammatory bowel 

disease. Aliment Pharmacol Ther 2011; 33(1): 106-14. 

 

 

 

 

  



Gracie et al.   Page 30 of 40 

 

Box 1. Eligibility Criteria for Study Inclusion. 

Randomised controlled trials. 

Patients aged ≥16 years with a confirmed diagnosis of IBD, according to endoscopic, 

histological, or radiological criteria. 

Compared psychological therapies with a control, including a physician’s “usual 

management”, symptom monitoring, or supportive therapy. 

Reported a dichotomous assessment of failure of remission in active disease or relapse of 

disease activity in quiescent disease, or a continuous assessment of clinical disease activity, 

psychological co-morbidity*, or quality of life. 

 

* Eligible studies could assess psychological co-morbidity via measurement of anxiety 

(including state and trait anxiety), depression, or perceived stress. 
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Table 1. Characteristics of Included Studies. 

Study Participants and 

Setting 

Active Intervention Handling of the 

Control Arm 

Duration of 

Follow-up 

Outcomes Studied (% of Patients 

Providing Complete Data) 

Jantschek 1998 42 108 patients with CD 

from 4 tertiary care 

centres in Germany 

10 sessions of psychodynamic 

psychotherapy over 12 months 

Standardised drug 

therapy including 

tapered prednisolone 

and sulfasalazine 

24 months Relapse of disease activity: Crohn’s 

disease activity index, but no 

threshold specified (100) 

Psychological wellbeing: Beck 

depression inventory and state-trait 

anxiety (75.0) 

Quality of life: IBD-Q (73.1) 

Smith 2002 40* 100 patients (50 with 

CD, 50 with UC) from 

1 tertiary care centre in 

the UK 

3 to 6-monthly sessions of stress 

management and attention control 

therapy over 12 months 

Routine clinical 

follow-up 

12 months Clinical disease activity indices: 

modified Crohn’s disease activity 

index  (100) 

Psychological wellbeing: hospital 

anxiety and depression scale (100) 
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Langhorst 2007 41 60 patients with UC 

recruited via public 

advertisement in 

Germany 

Weekly sessions of stress reduction, 

stress management, dietary 

recommendations, and mindfulness 

over 10 weeks 

Usual medical care 12 months Relapse of disease activity: 

Rachmilewitz clinical activity index 

>5 (100) 

Clinical disease activity indices: 

Rachmilewitz clinical activity index 

(93.3) 

Psychological wellbeing: brief 

symptom inventory for anxiety (93.3) 

Quality of life: IBD-Q (93.3) 

Boye 201130 114 patients with IBD 

from 4 tertiary care 

centres in Norway and 

Germany 

3 group sessions, followed by 

weekly individual sessions for 6 to 9 

weeks, and up to 3 booster sessions 

of psychoeducation and relaxation, 

with cognitive behavioural therapy-

based sessions, over 12 months 

Treatment as usual 18 months Remission of disease activity: 

Harvey-Bradshaw index or 

Rachmilewitz clinical activity index 

≤1 (100) 

Clinical disease activity indices: 

Harvey-Bradshaw index or 

Rachmilewitz clinical activity index 

(100) 

Quality of life: IBD-Q (100) 
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Vogelaar 201132† 40 patients with CD 

from 1 tertiary care 

centre in the 

Netherlands 

5 sessions of solution focused 

therapy, or 10 sessions of problem 

solving therapy, over 3 months 

Treatment as usual 6 months Clinical disease activity indices: 

Crohn’s disease activity index (57.5) 

Psychological wellbeing: hospital 

anxiety and depression scale (57.5) 

Quality of life: IBD-Q (57.5) 

Keefer 2012 25 28 patients with CD 

from 1 tertiary care 

centre in the USA 

Weekly sessions of project-

management, including cognitive 

behavioural therapy and social 

learning theory, over 6 weeks 

Treatment as usual 8 weeks Psychological wellbeing: perceived 

stress questionnaire (100) 

Quality of life: IBD-Q (100) 

Mizrahi 2012 31 56 patients with IBD 

from 1 tertiary care 

centre in Israel 

3 sessions of relaxation training and 

guided imagery over 5 weeks 

Waiting list control 5 weeks Psychological wellbeing: state-trait 

anxiety, and visual analogue scales 

for depression and stress (69.6) 

Quality of life: IBD-Q (69.6) 
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Keefer 2013 28 54 patients with UC 

from 1 tertiary care 

centre in the USA 

Weekly sessions of gut-directed 

hypnotherapy over 7 weeks 

Attention control 12 months Relapse of disease activity: Self-

report, Mayo score >2, or escalation 

of therapy (100) 

Psychological wellbeing: perceived 

stress questionnaire (92.6) 

Quality of life: IBD-Q and short-

form-12 (92.6) 

Berrill 2014 29 66 patients with IBD 

from 2 tertiary care 

centres in the UK 

6 sessions of multi-convergent 

therapy, including mindfulness 

meditation and cognitive behavioural 

therapy,  over 16 weeks 

Standard medical 

therapy 

12 months Relapse of disease activity: Harvey-

Bradshaw index ≥5 or simple clinical 

colitis activity index ≥3 (100) 

Psychological wellbeing: perceived 

stress questionnaire (77.3) 

Quality of life: IBD-Q (89.4) 
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Jedel 2014 27 55 patients with UC 

from 1 tertiary care 

centre, and the greater 

Chicago area, in the 

USA 

Weekly sessions of mindfulness-

based stress reduction, including 

sitting meditation, body scans, yoga 

postures, and awareness of personal 

reactions to everyday events, over 8 

weeks 

Attention control 12 months Relapse of disease activity: ulcerative 

colitis disease activity index >2 (100) 

Clinical disease activity indices: 

ulcerative colitis disease activity 

index (92.7) 

Psychological wellbeing: Beck 

depression inventory, state-trait 

anxiety, and perceived stress 

questionnaire (92.7) 

Quality of life: IBD-Q (92.7) 

Vogelaar 201433 98 patients with IBD 

from 2 tertiary care 

centres in the 

Netherlands 

6 sessions of solution focused 

therapy over 3 months, with a 

booster session at month 6 

Treatment as usual 9 months Clinical disease activity indices: 

Crohn’s disease activity index or 

Rachmilewitz clinical activity index 

(91.8) 

Psychological wellbeing: hospital 

anxiety and depression scale (91.8) 

Quality of life: IBD-Q and short-

form-36 (91.8) 
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Mikocka-Walus 2015 24 174 patients with IBD 

from 2 tertiary care 

centres in Australia 

Weekly sessions of face-to-face or 

internet-delivered cognitive 

behavioural therapy over 10 weeks 

Standard care 12 months Relapse of disease activity: Crohn’s 

disease activity index ≥150 or simple 

clinical colitis activity index ≥3 (100) 

Clinical disease activity indices: 

Crohn’s disease activity index or 

simple clinical colitis activity index 

(40.8) 

Psychological wellbeing: hospital 

anxiety and depression scale, state-

trait anxiety, and COPE 

questionnaire (60.9) 

Quality of life: short-form-36 (60.9) 
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Schoultz 2015 26 44 patients with IBD 

from outpatient 

gastroenterology clinics 

in two national health 

boards in Scotland, UK 

Weekly sessions of mindfulness-

based cognitive therapy, including 

body scan, sitting and walking 

meditation, mindful stretching, and 

cognitive behavioural exercises, over 

8 weeks 

Waiting list control 6 months Clinical disease activity indices: 

Crohn’s disease activity index or 

simple clinical colitis activity index 

(52.3) 

Psychological wellbeing: Beck 

depression inventory and state-trait 

anxiety (54.5) 

Quality of life: IBD-Q (54.5) 

McCombie 2016 23 199 patients with IBD 

from secondary and 

tertiary care centres, as 

well as support groups, 

in New Zealand 

8 sessions of computerised cognitive 

behavioural therapy over 12 weeks 

Treatment as usual 6 months Clinical disease activity indices: 

Harvey-Bradshaw  index or simple 

clinical colitis activity index (55.3) 

Psychological wellbeing: hospital 

anxiety and depression scale and 

perceived stress questionnaire (58.8) 

Quality of life: IBD-Q and short-

form-12 (58.8) 

*Smith 2002 40 provided all outcomes data for those with CD (Smith 2002a) and those with UC (Smith 2002b) separately. 

†Vogelaar 201132  compared solution focused therapy (Vogelaar 2011a) and problem solving therapy (Vogelaar 2011b) with treatment as usual. 
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Table 2. Effect of Psychological Therapy on Disease Activity, Psychological Wellbeing, and Quality of Life in Patients with Quiescent 

IBD. 

 Number of 

trials 

Number of 

patients 

Summary Statistic for Effect of Psychological 

Therapies (95% confidence interval) 

P value for the 

difference 

I2  

(P value) 

Preventing relapse of IBD (RR) 6 518 0.98 (0.77 to 1.24) 0.87 50% (0.07) 

Clinical disease activity indices (SMD) 8 534 -0.03 (-0.20 to 0.14) 0.73 0% (0.87) 

Anxiety scores (SMD) 

At completion of therapy 

At final point of follow-up 

 

5 

5 

 

504 

437 

 

-0.14 (-0.33 to 0.04) 

-0.18 (-0.39 to 0.04) 

 

0.13 

0.10 

 

7% (0.37) 

17% (0.30) 

State anxiety scores (SMD) 

At completion of therapy 

At final point of follow-up 

 

3 

3 

 

217 

207 

 

-0.14 (-0.41 to 0.14) 

-0.04 (-0.32 to 0.24) 

 

0.33 

0.76 

 

0% (0.66) 

0% (0.62) 

Trait anxiety scores (SMD) 

At completion of therapy 

At final point of follow-up 

 

3 

3 

 

191 

181 

 

-0.16 (-0.44 to 0.13) 

0.05 (-0.25 to 0.34) 

 

0.28 

0.75 

 

0% (0.80) 

0% (0.48) 

Depression scores (SMD) 

At completion of therapy 

At final point of follow-up 

 

7 

8 

 

605 

593 

 

-0.17 (-0.33 to -0.01) 

-0.11 (-0.27 to 0.05) 

 

0.04 

0.17 

 

0% (0.76) 

0% (0.93) 
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Perceived stress scores (SMD) 

At completion of therapy 

At final point of follow-up 

 

6 

6 

 

434 

401 

 

-0.07 (-0.31 to 0.18) 

-0.10 (-0.33 to 0.13) 

 

0.59 

0.40 

 

34% (0.18) 

22% (0.27) 

Quality of life scores (SMD) 

At completion of therapy 

At final point of follow-up 

 

9 

10 

 

578 

577 

 

0.30 (0.07 to 0.52) 

0.15 (-0.05 to 0.34) 

 

0.01 

0.14 

 

42% (0.09) 

22% (0.24) 

RR; relative risk, SMD; standardised mean difference
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Figure 1. Flow Diagram of Assessment of Studies Identified in the Systematic Review 

and Meta-analysis. 

 

Figure 2. Forest Plot of RCTs Reporting the Effect of Psychological Therapies vs. 

Control in Preventing Relapse of Quiescent IBD at the Final Point of Follow-up. 

 

 

Figure 3. Forest Plot of RCTs Reporting the Effect of Psychological Therapies vs. 

Control on Disease Activity Indices in Quiescent IBD at the Final Point of Follow-up. 

 

Figure 4. Forest Plot of RCTs Reporting the Effect of Psychological Therapies vs. 

Control on Quality of Life Scores in Quiescent IBD at the Completion of Therapy.  

 


