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IRRITABLE BOWEL SYNDROME (IBS) IS A COMPLEX CONDITION CHAR-
acterized by abdominal pain and discomfort associated with

altered bowel habits in the absence of specific organic pathology.
IBS is among the most prevalent gastrointestinal (GI) motility dis-
orders.1 Prevalence estimates for IBS range from 3% to 20%, with
most estimates in North America ranging from 10% to 15%.2

IBS-related symptoms are often chronic and bothersome, nega-
tively affecting patients’ quality of life related to activities of daily
living, social relationships, and productivity at work or school.3 IBS
also puts a heavy economic burden on patients, employers, and the
health care system, resulting in more than $10 billion in direct med-
ical costs and an estimated $20 billion in indirect costs through work
absenteeism and reduced productivity each year.4

IBS and Women’s Health
Women are affected by IBS more often than men with the ratio of

2:1 in the community setting and the ratio of 3:1 to 4:1 in the tertiary
care setting.2 Among women, IBS is most prevalent during menstru-
ation years, with symptoms being most severe during post-ovulatory
and premenstrual phases. Studies have found that more than 50% of
patients seeing a gynecologist for lower abdominal pain have IBS.5

Women with IBS are more likely than women with other bowel
symptoms to ultimately be diagnosed with endometriosis. Women
with IBS are three times more likely to receive a hysterectomy than
women without IBS.6

IBS and Conventional Treatment
Conventional treatments of IBS target relief of symptoms, includ-

ing dietary therapy, antispasmodic agents, antidiarrheal agents, and
antidepressant and anti-anxiety medications. Some of the new med-
ications target selective serotonin receptor subtypes such as 5-HT

3
antagonists and 5-HT

4
agonists.7 In 2005, Quartero et al published



the results of a systematic review on bulking agents,
antispasmodic, and antidepressant medication for the
treatment of irritable bowel syndrome.8 The authors
concluded that the evidence for efficacy of drug thera-
pies for IBS was weak and that there was no clear evi-
dence of benefit for antidepressants or bulking agents. In
2007, Evans et al published the results of an updated
systematic review on the use of tegaserod, a partial 5-
HT

4
agonist for treating IBS with chronic constipation

features.9 The authors concluded that tegaserod
improved the overall symptoms of IBS and improved
the frequency of bowel movements in those with chronic
constipation. However, the authors stated that the clini-
cal importance of these modest improvements was not
clear due to lack of data on quality of life. 

IBS and Complementary and Alternative Medicine
Given the absence of a cure and the adverse effects of

many medications, patient with IBS often utilize com-
plementary therapies. It is estimated that up to 50% of
IBS patients turn to complementary and alternative med-
icine therapies for help.10 Common herbs for treating
IBS include peppermint oil for antispasmodic proper-
ties, ginger for enhancing motility, and fennel for reduc-
tion of bloating.11 Other approaches include the use of
system-based traditional healing including Chinese
medicine, naturopathy, and homeopathy. 

The evidence for using CAM for treating IBS is still

being formulated. Many of the studies testing CAM
modalities appear to suffer from poor quality. In 2006,
Hussain and Quigley published the results of a systemat-
ic review of CAM for treating IBS.10 The major conclu-
sion called for improvements in the quality of clinical
trials. In 2006, another group, Lim et al, published the
results of a systematic review on the effectiveness of
acupuncture for treating IBS.12 The authors ruled that no
conclusion could be made based on the basis of poor
quality of studies. 

In 2006, Liu et al published the results of a systematic
review of traditional herbal therapies for treating IBS.13

In this study, authors found 75 randomized controlled
trials, involving 7,957 participants with irritable bowel
syndrome meeting the inclusion criteria. The authors
concluded that Tibetan herbal medicine Padma Lax and
traditional Chinese formula Tongxie Yaofang showed
significant improvement of global symptoms. However,
the authors also recommended that the results be inter-
preted with caution due to poor quality of the studies.
The commonality of the studies indicates relative poor
quality of evidence in the form of randomized clinical
trials and call for more clinical studies with rigorous
design.

In 2009, Shen and Nahas published an article review-
ing the use of complementary and alternative medicine
for treating IBS.14 The article confirmed an encouraging
trend of an increasing level of evidence. The authors
concluded that soluble fiber improves constipation, pep-
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Summary Points
• Irritable bowel syndrome (IBS) is a common rea-

son for seeking medical care.There is no effective
cure for the condition. A recent Cochrane review
suggested that the evidence for using medications
for treating IBS was weak. Lack of evidence was a
common theme among the evidence used in sys-
tematic reviews of many CAM modalities. How-
ever, there appears to be consistent evidence for
peppermint oil for treating antispasmodic symp-
toms and for using probiotics. Limited evidence
exists for the Chinese herbal formula Tongxie
Yaofang and the Tibetan herbal formula Padme
Lax.

• Given the absence of definitive IBS treatments,
hypnotherapy and cognitive behavioral therapy
are two options that offer patients tools for
empowering healing while mitigating IBS 
symptoms.



permint oil alleviated IBS symptoms, and probiotics
showed overall benefit in improving global symptoms.

IBS and Mind-body Medicine
Mind-body medicine represents an interdisciplinary

culmination of many traditions including psychotherapy,
relaxation, meditation, hypnosis, guided imagery, and
spirituality. Other practices like the relaxation response
and mindfulness-based stress reduction are based on
meditation traditions, but focus on secular techniques
divorced from the original spiritual context.15

There is an increasing understanding of IBS as more
than a functional motility disorder. In this perspective,
the loss of self-regulation of the brain-gut function is
manifested through gut hyper-reactivity and enhanced
sensitivity to various stresses.16 Brain-gut interactions
are increasingly recognized in the pathogenesis of IBS,
and almost half of IBS patients have comorbid psychi-
atric disorders.17 Individuals with IBS have increased
stress perception, and chronic stress has been shown to
affect IBS symptoms.18 Patients with IBS have also been
shown to be hypervigilant toward bodily sensations and
symptoms.19 Therefore, mind-body interventions intend-
ed to reduce stress perceptions would have a sound theo-
retical basis for treating IBS. 

Despite the wide array of techniques available for
mind-body medicine, two modalities, hypnosis and cog-
nitive-behavioral therapy, showed the most robust level
of evidence for treating IBS. 

Hypnosis for Treating IBS
Therapeutic suggestions have been given to patients

in a state of deep relaxation and narrow focus since the
19th century.20 In 2005, Whorwell published a review
article describing the history of hypnotherapy and its
role in irritable bowel syndrome.21 The article provides a
case for the effectiveness of hypnotherapy in relieving
the symptoms of IBS and improving quality of life of
patients with IBS. 

One of the notable developments in hypnosis for
treating IBS is the development of more standardized
protocol in the form of gut-directed hypnotherapy,
which combines suggestions related to emotional well-
being and intestinal health. First use of this technique
was documented in a small clinical trial in 1984 by
Whorwell involving 30 patients.22 The authors reported
that improvements in symptoms were greater after seven
weekly sessions of hypnotherapy than they were with
supportive psychotherapy.

The largest trial involving gut-directed hypnotherapy
was conducted by Roberts et al in 2006.23 In this study,
81 IBS patient received either five weekly sessions and a

self-hypnosis audiotape to use daily or no treatment.
Results showed that patients receiving hypnotherapy
had a greater decline in symptom scores at three months
(mean change in score on a 100-point scale, 13 in the
treatment group vs. 4.5 points in the control group; P =
0.0008).

In 2006, Whitehead published the findings of a
review of 11 clinical trials including five controlled tri-
als.20 The review concluded that the literature supports
the claim that hypnosis has a substantial positive impact
on IBS, even for patients unresponsive to standard med-
ical interventions. The median response rate was 87%
and bowel symptoms and quality of life measures
improved by about 50%.

In 2007, Webb et al published findings of a systemat-
ic review of using hypnosis for treating IBS.24 The
authors found four studies including a total of 147
patients met the inclusion criteria, including the two
studies mentioned above.20,23 The authors concluded that
the therapeutic effect of hypnotherapy was found to be
superior in the short term to a waiting list control or
usual medical management for abdominal pain and
composite primary IBS symptoms in patients who fail
standard medical therapy. Most significantly, harmful
side effects of hypnotherapy were not reported in any of
the trials. 

Psychological Treatments for IBS
In 2009, Zijdenbos published the results of a review

of psychological treatment for the management of irrita-
ble bowel syndrome, which included the analysis of 25
studies meeting the inclusion criteria.25 The author con-
cluded that the psychological interventions may be
slightly superior to usual care or waiting list control con-
ditions at the end of treatment. However, the author also
acknowledged the clinical relevance of the slight
improvement. One weakness of this study involves the
term “psychological treatments,” which represented a
diversity of techniques. 

Cognitive behavioral therapy (CBT) represents one of
the psychological treatment modalities that has been
most studied.26 The results are generally positive, but
there are also mixed results.

In 2003, Drossman et al published the findings of the
largest (n = 431 women) trial using CBT for treating
IBS.27 The patients were randomly assigned to either 12
weeks of CBT or an educational control group. The
results showed that 12 weekly sessions of CBT
improved symptoms and quality of life over the control
group (response rate to therapy, 70% vs. 37%; P =
0.001). This study illustrates clearly the benefits of CBT
over education only. 
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In 2003, Boyce et al published the findings of a ran-
domized controlled trial involving 105 patients with
IBS.28 Patients were randomly assigned to standard care
alone, standard care plus CBT, and standard care plus
relaxation for one year. Patients in all three groups
showed significant improvements in symptoms and
quality of life. However, no differences were found in
the three groups.

Conclusion
Mind-body therapies, especially in the form of hyp-

notherapy and CBT, can have a positive impact on
patients with IBS. Future developments involving self-
directed hypnosis using a playback device are anticipat-
ed as these units will increase access. Accessing CBT-
trained therapists can have an advantage, as it may be a
covered insurance benefit.   ❖
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Learning Point: Gut-directed
Hypnotherapy

GuT-DIRECTED HYPNOTHERAPY CONSISTS OF THE

following:29

1. The induction of overall physical relaxation with
progress in muscle relaxation;

2. Ego strengthening using metaphors such as willow
tree; and

3. Gut-specific relaxation suggestion induced by plac-
ing one’s warm hands on the gut.
Suggestions are made to reduce fear of pain and

preoccupation with sensation in the gut. The final
phase involves imagery to increase one’s sense of
control and self-efficacy over IBS symptoms.
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Homocysteine and B Vitamins
Reduce the Risk of AMD
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Source: Christen WG, et al. Folic acid, pyridoxine, and
cyanocobalamin combination treatment and age-related macu-
lar degeneration in women: The Women’s Antioxidant and
Folic Acid Cardiovascular Study. Arch Intern Med 2009;
169:335-341. 

THE RISK OF AGE-RELATED MACULAR DEGENERATION

(AMD) has been associated with homocysteine con-
centration in the blood in observational epidemiologic
studies. Randomized controlled trials (RCTs) of inter-

ventions to lower homocysteine levels in AMD are lack-
ing. This RCT sought to establish whether a combined
regimen of folic acid (2.5 mg/d), pyridoxine hydrochlo-
ride (vitamin B

6
, 50 mg/d), and cyanocobalamin (vita-

min B
12

, 1 mg/d) impacted the incidence of AMD in
women. The RCT included 5,205 female health care
professionals 40 years or older with pre-existing cardio-
vascular disease or three or more cardiovascular disease
risk factors and without diagnosed AMD. After an aver-
age of 7.3 years of treatment, 55 women in the treatment
group had AMD and 82 in the placebo group (relative
risk [RR], 0.66; 95% confidence interval [CI], 0.47-
0.93; P = 0.02). For visually significant AMD, there
were 26 cases in the combination treatment group and
44 in the placebo group (RR, 0.59; 95% CI, 0.36-0.95; P
= 0.03). The authors concluded that women at high risk
of cardiovascular disease may have a reduced risk of
AMD by taking daily supplements of folic acid, pyri-
doxine, and cyanocobalamin.

■■ COMMENTARY
Age-related macular degeneration (AMD) is the lead-

ing cause of severe, irreversible vision loss in Ameri-
cans. It is the most common cause of poor sight in peo-
ple older than 60 years of age, but rarely leads to com-
plete loss of vision. The macula is a small area at the
center of the retina directly behind the pupil. A very
important part of the eye, it is responsible for what we
see directly in front of us. It permits seeing fine detail
when reading and writing, and is also important in see-
ing color. AMD is the term used for a variety of condi-
tions arising when the cells of the macula become dam-
aged and stop working. At it develops, central vision is
impaired, but usually enough peripheral vision remains
to allow people to continue daily activities. As AMD
progresses, vision becomes generally blurry, colors are
lost from sight, and people can no longer see items in the
middle of their vision. No treatments for AMD currently
exist. 

A number of cross-sectional and case-control studies
have found a direct association between homocysteine
concentration in the blood and risk of AMD. Homocys-
teine is an amino acid that is not obtained from the diet,
but is an intermediate formed during metabolism of
another amino acid, methionine. High levels of homo-
cysteine (greater than 2.0 mg/L) have been associated
with increased risk of atherosclerosis and cardiovascular
disease (CVD). These high levels are believed to cause
vascular endothelial dysfunction. Recent data suggest
that atherosclerosis and endothelial dysfunction may
play a role in the development of AMD. 

Other data have shown that deficiencies in folic acid,
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pyridoxine hydrochloride, and cyanocobalamin can lead
to high plasma levels of homocysteine. Administration
of these supplements lowers homocysteine blood
levels.1 The Women’s Antioxidant and Folic Acid Car-
diovascular Study (WAFACS) hypothesized that
increasing the levels of these supplements could lower
blood levels of homocysteine and reduce the risk of
AMD.

Only women without a diagnosis of AMD at baseline
were included. Each year they completed a question-
naire, which included a question about whether they had
received a diagnosis of AMD since the last question-
naire. If they had, permission was sought to examine
their medical records related to the diagnosis. Detailed
information was then sought in writing from the oph-
thalmologists and optometrists. 

As noted in the abstract, significant differences were
found between the intervention group and the placebo
group. A beneficial effect on total AMD incidence began
to appear after approximately two years of supplementa-
tion. For visually significant AMD, the benefit started to
appear after about four years. Blood homocysteine lev-
els were not obtained from all participants, but only
from a subset of 300 participants. These indicated that
those taking the supplements had homocysteine levels
18.5% lower than those on placebo, an average differ-
ence of 0.31 mg/L (P < 0.001). This may have been the
cause of the reduced risk of AMD, but other factors may
have been involved. 

The only previous recommendation that could be
given to patients to reduce their risk of AMD was to
avoid cigarette smoking. The WAFACS is the first RCT
to use these supplements as an intervention to reduce the
risk of AMD. As the first such study, it will need to be
replicated to increase confidence in its findings. Some
concern was raised by the authors as the larger
WAFACS study and others did not find any benefit from
these supplements on CVD, even though CVD and
AMD were expected to benefit through similar mecha-
nisms.2 Some caution is therefore necessary in imple-
menting the findings, although it is possible that lower-
ing elevated homocysteine levels has a greater impact on
eye vasculature. Given the widespread problem of AMD
and that the supplements used are readily available and
safe, women at increased risk of cardiovascular disease
may be able to reduce their risk of AMD using daily
supplements of folic acid, pyridoxine hydrochloride,
and cyanocobalamin.   ❖
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News Briefs

Survey Shows Knowledge,
Positive Attitudes about CAM

ARECENT SURVEY REPORTED THAT MANY ONCOLOGY

nurses had positive attitudes toward complementa-
ry and alternative medicine (CAM). These attitudes,
however, varied according to the nurses’ beliefs, prac-
tice, and role.

Researchers at the Inland Valley Medical Center in
Wildomar, CA, wanted to describe oncology nurses’
CAM knowledge and attitudes. They asked a random
sample of 850 Oncology Nursing Society members,
who were RNs involved in direct care, to complete a
demographic questionnaire and the Nurse Complemen-
tary and Alternative Medicine Knowledge and Attitude
survey.

They found that participants had a mean CAM
knowledge score of 70%. Assessing such CAM knowl-
edge is important for developing appropriate education-
al programs that will help nurses support and advocate

for patients, the researchers say. “In addition, assessing
CAM attitudes will provide insight for realizing and sus-
taining robust changes to health care.” Overall, they con-
clude, oncology nurses should be prepared with insight-
ful CAM knowledge and attitudes to provide prudent
and unbiased information to patients. For more informa-
tion on this article, see the March 2009 issue of Oncolo-
gy Nursing Forum.   ❖

FDA Warns about Additional
Tainted Weight-loss Products

THE FDA IS AGAIN EXPANDING A NATIONWIDE ALERT TO

consumers about weight-loss products containing
undeclared, active pharmaceutical ingredients. 

The FDA has identified additional weight loss prod-
ucts (Herbal Xenicol, Slimbionic, and Xsvelten) and
new undeclared active pharmaceutical ingredients (fen-
proporex, fluoxetine, furosemide, and cetilistat). For an
updated list, see www.fda.gov/bbs/topics/NEWS/2009/
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NEW01977.html.
On Dec. 22, 2008, the FDA warned consumers not to

purchase or consume 28 different products marketed for
weight loss. On Jan. 8, 2009, the FDA expanded the list
of tainted weight-loss products to include 41 additional
tainted products. The list now includes 72 products, and
the FDA will continue to update this list as warranted. 

“These tainted weight-loss products pose a great risk
to public health because they contain undeclared ingre-
dients and, in some cases, contain prescription drugs in
amounts that greatly exceed maximum recommended
dosages,” says Janet Woodcock, MD, director of the
FDA’s Center for Drug Evaluation and Research, in a
statement. “Consumers have no way of knowing that
these products contain dangerous drugs that could cause
serious consequences to their health.”

The tainted products may contain potentially harmful
ingredients not listed on the products’ labels or in pro-
motional advertisements. These products have not been
approved by the FDA, are illegal, and include the fol-
lowing undeclared active pharmaceutical ingredients:

• Sibutramine: an appetite suppressant available by
prescription only and a controlled substance); 

• Fenproporex: a controlled substance not approved
for marketing in the United States;

• Fluoxetine: an antidepressant available by prescrip-
tion only;

• Bumetanide: a potent diuretic available by prescrip-
tion only;

• Furosemide: a potent diuretic available by prescrip-
tion only; 

• Rimonabant: a drug not approved for marketing in
the United States; 

• Cetilistat: an experimental obesity drug not approved
for marketing in the United States;

• Phenytoin: an antiseizure medication available by
prescription only; 

• Phenolphthalein: a solution used in chemical experi-
ments and a suspected cancer-causing agent that is
not approved for marketing in the United States. 
The FDA advises consumers who have used any

products containing these ingredients to stop taking
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pants should select what they believe to be the cor-
rect answers, then refer to the list of correct answers
to test their knowledge. To clarify confusion sur-
rounding any questions answered incorrectly,
please consult the source material. After complet-
ing this activity, you must complete the evaluation
form provided and return it in the reply envelope
provided at the end of the semester to receive a cer-
tificate of completion. Upon receipt of your evalu-
ation, a certificate will be mailed.

CME Questions
15. Which two of the mind-body modalities show the

most robust evidence for treating IBS?
a. Mindfulness-based stress reduction and meditation
b. Meditation and hypnosis
c. Hypnosis and cognitive behavioral therapy
d. Biofeedback and cognitive behavioral therapy
e. Meditation and biofeedback

16. Among the psychological interventions, what tech-
nique is considered to have the best evidence for
treating IBS?
a. Insight therapy
b. Relaxation response
c. Mindfulness-based stress reduction 
d. Cognitive behavior therapy

17. What is not true about gut-directed hypnotherapy?
a. It induces overall physical relaxation with progres-

sive muscle relaxation.
b. Ego strengthening uses metaphors such as the 

willow tree.
c. Gut-specific relaxation is induced by placing one’s

warm hands on the gut.
d. It uses a device to monitor the response of the 

subject.

Answers:15. c, 16. d, 17. d.
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them and consult their health care professionals imme-
diately. Health care professionals and consumers
should report serious adverse events or product quality
problems to the FDA’s MedWatch Adverse Event
Reporting program.   ❖

First Sister Study Results 
Reinforce the Importance 
of Healthy Living

WOMEN WHO MAINTAIN A HEALTHY WEIGHT AND WHO

have lower perceived stress may be less likely to
have chromosome changes associated with aging than
obese and stressed women, according to a pilot study
that was part of the Sister Study. The long-term Sister
Study is looking at the environmental and genetic char-
acteristics of women whose sister had breast cancer to
identify factors associated with developing breast can-
cer. This early pilot used baseline questionnaires and
samples provided by participants when they joined the
Sister Study.

Two recent papers published in Cancer Epidemiology
Biomarkers and Prevention looked at the length of
telomeres, or the repeating DNA sequences that cap the
ends of a person’s chromosomes. Telomeres protect the
ends of chromosomes and buffer them against the loss of
important genes during cell replication. Over the course
of an individual’s lifetime, telomeres shorten, gradually
becoming so short that they can trigger cell death. The
papers show that factors such as obesity and perceived
stress may shorten telomeres and accelerate the aging
process. 

The papers are the first findings coming out of the
Sister Study. The Sister Study is just completing its
enrollment of 50,000 women ages 35-74 to prospective-
ly study risk factors for breast cancer. “We anticipate a
wealth of information to come out of the Sister Study,”
said Dale Sandler, PhD, chief of the Epidemiology
Branch at National Institute of Environmental Health
Sciences (NIEHS), part of the National Institutes of
Health, and principal investigator of the Sister Study.
“Not only do we hope to find out more about the envi-
ronmental and genetic factors that might lead to breast
cancer, we also want to learn more about how factors
such as stress, diet, and exercise might impact cancer
and other disease risks.”

One of the studies published this week looked at the
relationship between various measures of current and
past body size and telomere length in 647 women
enrolled in the Sister Study. They found that women
who had an overweight or obese body mass index (BMI)
before or during their 30s, and maintained that status

since those years, had shorter telomeres than those who
became overweight or obese after their 30s. “This sug-
gests that duration of obesity may be more important
than weight change per se, although other measures of
overweight and obesity were also important,” said Sang-
mi Kim, PhD, epidemiologist and lead author on the
paper. “Our results support the hypothesis that obesity
accelerates the aging process,” said Kim.

The other paper published in February looked at the
association between telomere length and the perceived
stress levels of 647 women enrolled in the Sister Study.
“Women who reported above-average stress had some-
what shorter telomeres, but the difference in telomere
length was most striking when we looked at the relation-
ship between perceived stress and telomere length
among women with the highest levels of stress hor-
mones,” said Christine Parks, PhD, an NIEHS epidemi-
ologist and lead author on the paper. “Among women
with both higher perceived stress and elevated levels of
the stress hormone epinephrine, the difference in telom-
ere length was equivalent to or greater than the effects of
being obese, smoking, or 10 years of aging.”

The researchers also found that the effects of stress
may be stronger in older women. They found that
among women 55 years and older, those with higher
perceived stress had 5% shorter telomeres than women
with low stress levels. 

“These papers remind us that there are things people
can do to modify their behavior and live healthier lives,
such as maintain a healthy weight and cultivate healthy
responses to stress,” said Linda Birnbaum, PhD, director
of NIEHS.   ❖
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