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Abstract
Background Fatigue in inflammatory bowel disease (IBD) is poorly controlled, with few existing interventions. Psycho-
therapy interventions for IBD fatigue show promise; however, due to mixed findings in efficacy and attrition, current inter-
ventions need improvement. Some research shows beliefs about psychotherapy and stigma toward psychotherapy may impact 
engagement in psychotherapy interventions.
Aims This study aimed to examine the effects of IBD activity, fatigue, mental health status, previous experience with psy-
chotherapy, and stigma toward psychotherapy on willingness to use psychotherapy as a fatigue intervention.
Methods An online cross-sectional survey was conducted, and linear regression models were used to examine willingness 
to engage in psychotherapy for fatigue.
Results Overall, 834 participants completed the survey. Regression analysis examining demographics, mental health status, 
IBD activity, fatigue, pain, antidepressant use, psychotherapy experience, and self-worth intervention efficacy belief signifi-
cantly explained 25% of variance in willingness to use psychotherapy for fatigue. Significant factors included antidepres-
sant use (b = .21, p < .01), pain (b = − .05, p < .001), and self-worth intervention belief (b = − .27, p < .001), which uniquely 
explained 18% of variance in the outcome.
Conclusions Willingness to engage in psychotherapy for fatigue in IBD appears to be driven by expectations related to 
specific self-worth beliefs, rather than stigma, IBD activity, or any prior experience with psychotherapy. Clinicians should 
directly address these expectations with their patients.

Keywords Inflammatory bowel disease · Crohn’s disease · Ulcerative colitis · Psychotherapy · Fatigue

Introduction

Fatigue is a common symptom of inflammatory bowel 
disease (IBD) and is described by patients as the most 
debilitating [1]. Fatigue is commonly experienced during 
disease flares, occurring in 86% of patients with CD with 
moderate–severe levels of inflammation [2]. However, 
as many as 41–48% of patients in remission still experi-
ence fatigue. Concerningly, fatigue is a difficult symptom 
to manage due to the lack of evidence-based interven-
tion options. A recent review of fatigue by Borren, van 
der Woude [3] broke down the conceptualization of IBD 
into biopsychosocial factors that differ among patients 
and include active inflammation, medication, sleep dis-
turbances, micronutrient deficiency (B12 and iron), and 
psychological comorbidity such as depression. Achieving 
remission and improving nutritional deficiencies can be 

 * Catherine Emerson 
 caemerso@deakin.edu.au

 David Skvarc 
 david.skvarc@deakin.edu.au

 Matthew Fuller-Tyszkiewicz 
 matthew.fuller-tyszkiwicz@deakin.edu.au

 Lisa Olive 
 lisa.olive@deakin.edu.au

 Peter R. Gibson 
 peter.gibson@monash.edu

 Antonina Mikocka-Walus 
 antonina.mikockawalus@deakin.edu.au

1 School of Psychology, Deakin University Geelong, 221 
Burwood Highway Burwood 3125 VIC, Geelong, Australia

2 Faculty of Health, IMPACT Institute, Deakin University 
Geelong, Geelong, Australia

3 Department of Gastroenterology, Monash University 
and Alfred Health, Melbourne, VIC, Australia

http://orcid.org/0000-0002-4211-2364
http://crossmark.crossref.org/dialog/?doi=10.1007/s10620-022-07476-x&domain=pdf


 Digestive Diseases and Sciences

1 3

effective for some patients. But for patients without any 
obvious biological mechanisms, there are few treatment 
options available.

Psychological interventions appear beneficial for IBD 
fatigue, though evidence is scant [4]. Solution-focused ther-
apy interventions did show some promise for significantly 
reducing fatigue scores [5, 6]. However, effects were not 
maintained and declined over time. A psychoeducation trial 
showed just three group sessions had a positive effect on 
reducing fatigue impact and severity [7]. Additionally, a cog-
nitive behavior therapy (CBT) intervention [8] demonstrated 
some initial success with reducing fatigue scores. However, 
fatigue worsened again over time and many patients dropped 
out of the intervention. As CBT appears to be a successful 
intervention for targeting fatigue in other chronic conditions, 
including multiple sclerosis and cancer [9, 10], it is unclear 
why there have been poor outcomes in IBD. However, a 
variety of systematic reviews and meta-analyses on other 
outcomes using psychological therapies in IBD report mixed 
results [11–13]. A systematic review [11] found that psycho-
logical interventions had minimal effect on disease symp-
tomology, quality of life (QoL), and psychological symp-
toms. In contrast, Gracie et al. (2017) reported that CBT 
may have limited short-term benefits on depression scores 
and QoL. A review [13] published in the same year showed 
benefit for CBT in patients with psychological comorbidity, 
in addition to small support for hypnotherapy and mindful-
ness. The body of evidence was described as small with 
small sample sizes in all three reviews, with Gracie, Irvine 
[12] and McCombie, Mulder [11], highlighting the potential 
for better outcomes in patients with greater need of support 
like those with fatigue. However, outcomes such as patient 
satisfaction, barriers to uptake and engagement, and dropout 
were not assessed and there is limited evidence to base the 
development on future interventions on. Thus, while prom-
ising, there is a need for a more in-depth analysis of how to 
best develop psychological interventions to meet the needs 
of people with IBD.

Considering the broader psychotherapy literature, a 
variety of factors may impact the success of psychotherapy 
intervention. Potentially important contributing factors are 
patient attitudes and expectations toward mental health 
treatment. An epidemiological survey (N = 1,261) reported 
that dropout was more likely to occur for patients who are 
uncomfortable with seeing mental health professionals and 
have a negative attitude toward mental healthcare [14]. A 
large cross-sectional survey (N = 2,999) also found that per-
ceived stigma toward seeking help was negatively associated 
with informal health seeking in a Dutch and Flemish popula-
tion [15]. Research has also suggested that stigma attached 
to mental-health and mental-health services may impede 
people from fully seeking or fully engaging in mental-health 
services [16].

However, despite the well document barriers to using 
and engaging in psychotherapy in the general population, 
no study to date has examined how these factors may impact 
treatment uptake and engagement in the IBD population. 
This study explored whether these beliefs and stigmas 
toward psychological interventions could be associated with 
the engagement of the IBD population when developing psy-
chological interventions to manage fatigue, in addition to 
disease-related factors.

Therefore, this study addressed the following hypotheses: 
high levels of disease activity, high fatigue, and poor men-
tal health are significantly associated with willingness to 
use psychological therapy for fatigue management in peo-
ple with IBD. Additionally, stigma toward psychotherapy 
is negatively associated with, and previous experience with 
psychotherapy is positively associated with, willingness to 
use psychotherapy for fatigue management in patients with 
IBD.

Materials and Methods

Design

Data from this study are derived from a large international 
mixed-methods online survey conducted in April 2020.

Participants

People with a self-reported diagnosis of Crohn’s disease, 
ulcerative colitis, or IBD unclassified who were aged 
18 years or older were recruited via social media.

Sample Size Calculation

Based on a power analysis, 199 participants are required 
to detect an interaction effect of small magnitude Cohen’s 
 f2 = 0.04 (small effect), with 80% and an alpha of 0.05. As 
there was no prior research to base this off, a conservative 
approach was taken in our estimates of the effect size.

Procedure

We advertised the survey via social media, online IBD 
patient fora, and patient organization websites. Potential par-
ticipants were invited to follow an online link to the anony-
mous online survey that took 10–20 minutes to complete. No 
reimbursements or incentives were offered for participating 
in the survey.
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Measures

Demographics

As the survey recruited internationally, demographics were 
adjusted to capture a diverse sample. Measures included 
age, gender, country of residence, education level, marital 
status, language spoken at home, ethnicity, health insur-
ance, and employment status.

Disease Characteristics

We measured IBD subtype, year of diagnosis, smoking 
status, drinking status, BMI, IBD medication, antidepres-
sant use, opioid use, and anything participants had ever 
been prescribed to manage their fatigue.

Disease Activity

Disease activity was measured using the Manitoba index 
[17], a single-item disease activity measure to screen dis-
ease symptom activity in both patient’s with CD and UC. 
The PRO3 [18] was also used to measure disease activity 
in patients with CD, consisting of 3 items. The PRO2 [19] 
was used for patients with UC, consisting of 2 items.

Psychological Symptoms

The Depression, Anxiety and Stress Scale (DASS) short-
form [20] was used to measures symptom of depression, 
anxiety, and stress. The scale consisted of 21 items, with 
scores ranging from 0 (did not apply to me at all) to 3 
(applied to me very much most of the time). Total scores 
on subscale are doubled for comparison with normative 
values. Normal levels of symptoms range from 0 to 9 
for depression, 0 to 7 for anxiety, and 0 to 14 for stress 
symptoms.

Fatigue

The Fatigue Symptom Inventory [21] interference subscale 
was used to provide an overall measure of how much par-
ticipants fatigue interfered with their lives. Scores from 
the 7 items were summed to provide an overall measure 
of fatigue interference.

Pain

The numerical pain rating scale [22] was used to provide 
a measurement of pain. The scale consists of one item, 
asking participants to pick a number between 0 and 10 

which best describes their pain with higher scores indicat-
ing worse pain.

Stigma

Stigma toward psychological therapy was measured using 
the self-stigma of seeking help scale [23]. The scale con-
sists of 10 items which are summed together, where higher 
scores indicate a greater concern that seeking help from a 
psychologist or other mental health professional would neg-
atively impact one’s self-regard, satisfaction with oneself, 
self-confidence, and overall worth as a person.

Previous Experience with Psychotherapy

A single question “have you tried any type of psychologi-
cal therapy before” was used with a dichotomous yes/no 
response.

Psychotherapy Willingness

A single question Likert scale “are you willing to engage in 
psychological therapy for fatigue?” was used, with responses 
ranging from 1 (strongly disagree) to 5 (strongly agree). 
Higher scores indicate more willingness to engage in psy-
chological therapy for fatigue. This measure was based on a 
measure used in a previous study [24].

Analysis

All analyses were performed using SPSS 26 software [25].
A standard linear regression model was performed esti-

mating willingness to engage in psychological treatment 
using the DASS subscales, antidepressant use, education, 
age, gender, pain, fatigue, disease activity, previous experi-
ence with psychological therapy, and stigma toward psycho-
logical therapy.

We also performed an exploratory stepwise linear regres-
sion model predicting willingness to engage in psychologi-
cal treatment using demographics, disease characteristics, 
pain, stigma, and each of the pain scale items from each of 
the scales used in the first model. The analysis indicated 
that two items on the stigma toward seeking help scale were 
driving this effect. These two items were related to positive 
self-worth and psychotherapy, so both items were combined 
into a new variable named self-worth intervention efficacy 
belief. The regression model was then re-run to examine the 
effect that this changed sub-scale made.

A final a standard linear regression model was run pre-
dicting willingness to engage in psychological treatment 
using the DASS subscales, antidepressant use, educa-
tion, age, gender, pain, fatigue, disease activity, previous 
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experience with psychological therapy, and self-worth inter-
vention belief.

Ethical Approval

The study (HEAG-H 158_2019) was approved by the Deakin 
University Human Ethics Advisory Group in November 
2019. Participants were informed that consent would be 
implied by the continuation of the survey.

Results

Demographics

Overall, 834 individuals were included in the analysis. Of 
these, 572 (68.6%) had Crohn’s disease, 254 (30.5%) had 
ulcerative colitis, and 8 (1%) had IBD unclassified. The 
mean age was 36.73 (SD = 11.21), with 697 (63.6%) female, 
132 (15.8%) male, and 4 people identified themselves as 
genderqueer. Most participants were from Australia (68.7%), 
the USA (16.2%), and the UK (9.6%). At the time of the 
survey, 28.4% of participants were taking antidepressants, 
and 50.5% had tried some form of psychotherapy before. 
The rest of the demographics and disease characteristics are 
presented in Tables 1 and 2, respectively.

Predicting Willingness to Use Psychotherapy

The overall model was significant (p < 0.001) with a small 
amount of variance explained (Adj R2 = 0.07). Significant 
variables were antidepressant use (b = 0.27, p < 0.001), age 
(b = − 0.01, p < 0.01), pain (b = 0.05, p < 0.001), previous 
experience with psychological therapy (b = − 0.20, p < 0.01), 
and stigma toward psychological therapy (b = − 0.04, 
p < 0.001). The correlations between these variables are 
presented in Table 3, and the rest of the variables are seen 
in Table 4. 

Reports of Self‑Worth Are Associated 
with Willingness to Engage in Psychotherapy 
for Fatigue

The overall model was significant (p < 0.001), with a larger 
F value (F = 21.84), and more variance explained compared 
to the previous model (Adj R2 = 0.25). Significant fac-
tors included antidepressant use (b = 0.21, p < 0.01), pain 
(b = − 0.05, p < 0.001), and self-worth intervention efficacy 
belief (b= − 0.27, p < 0.001). The correlations between these 
variables are presented in Table 5; the rest of the findings 
are given in Table 6.

Discussion

The aim of this paper was to explore whether previous 
beliefs and stigma toward psychological interventions are 
related to the engagement of the IBD population in psy-
chological interventions to manage fatigue. Key findings 
indicate that some sort of previous exposure to psycho-
logical therapy and positive beliefs about psychological 
therapy, rather than stigma, are the most important factors 
associated with willingness to engage in a psychological 
intervention for fatigue management.

The main finding in this study was the model changes 
and how much variance was explained in the outcome by 
replacing the stigma variable with the newly explored and 
coded variable of self-worth intervention efficacy belief. 
Previous research in the general population found that per-
ceived stigma toward seeking help was negatively associ-
ated with informal help seeking [15]. Furthermore, Cor-
rigan [16] reported that stigma attached to mental health 
services may impede people from fully seeking help or 
engaging. The present study of an IBD sample contradicts 
these findings as it was the belief in the efficacy of psycho-
therapy to improve self-esteem, rather than stigma, which 
was the strongest factor toward willingness to engage in 
psychotherapy. These two variables uniquely account for 
just over half of the variance accounted for in the outcome 
of willingness to use psychotherapy for a fatigue inter-
vention. This suggests that when creating a psychological 
intervention for fatigue, clinicians may find it beneficial to 
directly explore and challenge patient beliefs around the 
efficacy of such interventions. Another significant factor 
related to willingness to pursue a psychological interven-
tion for fatigue management was antidepressant use. Col-
lectively, these findings indicate that some form of pre-
vious exposure to psychological interventions (including 
pharmacological) and positive beliefs about psychological 
therapy are the most important variables associated with 
willingness to engage in a psychological intervention for 
fatigue management. When stigma was substituted for self-
worth, history of psychotherapy became a non-significant 
factor. Additionally, depressive symptom severity became 
a small, positive correlate of willingness to engage in men-
tal health interventions, psychological, or otherwise. It is 
specifically the expectation that an intervention will be 
effective in increasing a sense of self-worth that was most 
meaningful in this dataset. That is, if a patient expects 
that the psychotherapy can improve their self-image, they 
are substantially more likely to engage in psychotherapy 
regardless of their history with treatment, their experience 
of stigma, and their symptom severity.

Another interesting finding was the positive correlation 
between disease activity and psychotherapy willingness, 
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Table 1  Patient Demographics Crohn’s disease (n = 572) Ulcera-
tive colitis 
(n = 254)

IBD unclassified (n = 8)

Age, M (SD) 37.06 (11.32) 35.98 (11) 37.13 (10.71)
Gender, n (%)
Male 92 (16.1) 40 (15.7) 0
Female 475 (83.0) 214 (84.3) 8 (100)
Non-binary 3 (0.5) − −
Genderqueer 1 (0.2) − − 
Education, n (%)
Less than Year 12 51 (8.9) 11 (4.3) − 
Year 12 or equivalent 93 (16.3) 57 (22.4) − 
Vocational education 90 (15.7) 43 (16.9) 2 (25)
Bachelors degree 195 (34.1) 100 (39.4) 5 (62.5)
Masters degree 64 (11.2) 23 (9.1) − 
PhD or Doctorate degree 14 (2.4) 4 (1.6) − 
Other 65 (11.4) 16 (6.3) 1 (12.5)
Marital status, n (%)
Single (never married) 176 (30.8) 85 (33.5) 3 (37.5)
Married/de facto 349 (61) 148 (58.3) 4 (50)
Widowed 4 (0.7) 3 (1.2) − 
Divorced 35 (6.1) 12 (4.7) − 
Separated 1 (0.2) 6 (2.4) 1 (12.5)
Country of residence, n (%)
Australia 370 (64.7) 196 (77.2) 7 (87.5)
UK 57 (10) 21 (8.3) − 
USA 111 (19.4) 25 (9.8) 1 (12.5)
Canada 22 (3.8) 6 (2.4) − 
Europe 4 (0.7) 4 (1.6) − 
New Zealand 8 (1.4) − − 
South Africa − 1 (0.4) − 
UAE − 1 (0.4) − 
Employment status, n (%)
Employed full-time 233 (40.7) 114 (44.9) 3 (37.5)
Employed part-time 114 (19.9) 49 (19.3) 2 (25)
Unemployed looking for work 12 (2.1) 4 (1.6) − 
Unemployed not looking for work 5 (0.9) 2 (0.8) − 
Retired 12 (2.1) 5 (2) − 
Student 54 (9.4) 24 (9.4) − 
Homemaker 30 (5.2) 15 (5.9) − 
Self-employed 41 (7.2) 27 (10.6) 2 (25)
Unable to work 53 (9.3) 10 (3.9) 1 (12.5)
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and disease activity and self-worth intervention belief. 
Previous research [26] reported that a sub-group of 
patients considered “at need” of psychotherapy benefited 
from an online CBT intervention for IBD versus he general 
IBD sample which demonstrated no improvement. This 
could indicate an additional form of motivation for which 
clinicians could start to mention and introduce the patient 
to the idea of psychotherapy, as it appears they may see 
the value in such interventions when they are in need of 
intervention for their IBD.

These findings align with recent findings in the broader 
psychogastroenterology area which emphasize the impor-
tance of patients with IBD seeing psychological care as an 
important part of their IBD treatment. As outlined before 
[27] in a systematic review regarding prevalence of mental 

health issues in the IBD population, patients living with IBD 
have higher levels of depressive and anxiety symptoms than 
the general population. Psychological comorbidities increase 
the risk of disease complications, with one study finding that 
abnormal scores of depression and anxiety were associated 
with an increased risk of steroids or flare of IBD activity 
and an escalation of therapy [28]. As such, the importance 
of good psychological care is emphasized further in the IBD 
population.

In relation to the symptom of fatigue in IBD, depression 
and anxiety are consistently associated with fatigue in the 
existing literature [29]. Findings from the current study build 
upon these recent data by demonstrating that patient percep-
tions about psychological therapy are an important factor to 
consider when trying to engage patients in a psychological 

Table 2  Health Characteristics Crohn’s disease Ulcerative colitis IBD 
Unclassi-
fied

Time since diagnosis, M year(SD) 13.24 (9.51)
Health insurance, n (%)
Yes 397 (69.4) 183 (72) − 
No 163 (28.5) 66 (26) − 
Something else 12 (2.1) 5 (2.0) 8 (100)
Smoking status, n (%)
Current smoker 56 (9.8) 11 (4.3) 2 (25)
Former smoker 166 (29) 70 (27.6) − 
Occasional smoker 41 (7.2) 15 (5.9) 2 (25)
Never smoked 308 (53.8) 158 (62.2) 4 (50)
Drinking status, n (%)
 > 2 standard drinks per day 12 (2.1) 7 (2.8)
 < 2 standard drinks per day 25 (4.4) 10 (3.9) 3 (37.5)
Drinking several times a week 46 (8) 31 (12.2) 3 (37.5)
Occasional drinking 355 (62.1) 146 (57.5) 1 (12.5)
Never drinking 134 (23.4) 60 (23.6) 1 (12.5)
Antidepressants, n (%)
Yes 171 (29.9) 61 (24) 5 (62.5)
No 363 (63.5) 173 (68.1) 3 (27.5)
Opioids, n (%)
Yes 84 (14.7) 17 (6.7) 4 (50)
No 432 (75.5) 212 (83.5) 4 (50)
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intervention for fatigue. A recent systematic review of four 
psychological RCTs for IBD showed CBT to be the most 
efficacious at reducing fatigue [4]. However, only two-thirds 
of patients in each group were retained at 3-month follow-
up [8]. This is in line with findings outlined by McCombie, 
Mulder [11], where psychological interventions in the IBD 
population are prone to high rates of attrition and CBT being 
the most effective intervention for psychological symptoms 
in the IBD population. Findings from the present study may 
offer insight as to why high rates of attrition are occurring. 
Our finding that patient expectations around the efficacy of 
psychotherapy for improving self-worth presents a straight-
forward explanation—if patients do not experience a change 
in their feelings of self-worth after psychotherapy, they are 
less willing to continue. Further, we note that depressive 
symptom severity remains a positively associated with 
willingness to use psychotherapy for fatigue. Therefore, 
patients may be more willing to proceed if they experience 
self-esteem improvement even if all their other symptoms 
remain. Additionally, it could mean patients are motivated 
to try anything to alleviate their depressive symptoms.

One suggestion to enhance participation in psychologi-
cal intervention in the IBD population is to include psy-
chological screening and offer psychotherapy as part of the 
IBD service or an external referral. As it currently stands, 
usual IBD care heavily relies on the gastroenterologist and 
psychologists are heavily underutilized [30]. In contrast to 
this, patients do seem to want integrated care as outlined 
by a recent qualitative study [31]. Another study trialled an 
integrated care model and measured prevalence, patient par-
ticipation, and potential benefits to mental health [32]. The 
study demonstrated that over a 12-month period, 335 out of 
the 490 patients who were approached agreed to participate 
and 55% of those patients demonstrated need of psychologi-
cal care. Half of the patients in need accepted intervention 
and demonstrated improved levels of anxiety, depression, 
psychological distress, mental health quality of life, and 
overall quality of life. They were also open to psychological 
screening and treatment. However, it is acknowledged that 
this integrated care model is a novel model for IBD manage-
ment, as a recent survey of patients (N = 731) found only 
12.2% of patients reported access to a mental health practi-
tioner as a part of their IBD service despite 50% of patients 
surveyed reporting psychological distress [33].

Based on these findings collectively, an integrated care 
treatment model may need to be further emphasized in IBD 
care for psychological interventions to be successful. Psy-
chological care is recommended in the standards of health-
care for IBD in Australia [34], yet is lacking as highlighted 
before in a survey of psychological needs and attitudes [33]. 
For the management of fatigue, these findings collectively 
indicate that involving IBD specialists to encourage patients 
to seek psychological support when presenting with fatigue Ta
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may be an area for future prospective cohort studies to 
explore.

Limitations

A key limitation of the present study is that the data were 
only able to capture uptake into intervention, without being 
able to capture additional relevant key data related to main-
tenance and attrition. As this sample seems open to psy-
chological treatment, possibly due to the large portion of 
participants already utilizing these services, data on whether 
that uptake is sustained in treatment protocols would help 
inform the tailoring of future interventions. Another limi-
tation was the apparent bias in recruitment. Respondents 
of this survey largely were open to or already using psy-
chological treatments. Future studies should aim to collect 
a more diverse sample. This study also used a cross-sec-
tional research design to collect data. While this design did 
allow the collection of a large sample size from a variety of 

countries around the world, we are limited in our abilities to 
draw conclusions from the data. Further, there was a large 
gender bias in the present sample with a very few male par-
ticipants completing the survey. Recent research has found 
that males gender is negatively associated with psychologi-
cal help-seeking behavior [35] and it is therefore important 
to have adequate representation of male patients in research 
on psychological interventions.

Conclusion

Willingness to engage in psychotherapy appears to be driven 
by expectations related to specific self-worth beliefs, rather 
than stigma, disease severity, or any prior experience with 
pharmaceutical or psychological interventions. Clinicians 
should directly address these expectations with their patients 
to sustain a therapeutic relationship which may increase 
the success of future psychological interventions for IBD 
fatigue.

Table 4  Multiple regression of 
demographics, psychological 
factors, disease activity, pain, 
fatigue, and stigma toward 
psychotherapy

**Denotes p < .01. ***denotes p < .001.  Sr2 values < .001 omitted

Variable B t Sr2 R R2 F Model P

.297 .088 6.07 .000
Depression .057 1.176 .002
Anxiety − .005 − .111 − 
Stress .021 .422 − 
Antidepressants .133*** 3.558 .015
Education .012 .338 − 
Age − .107** − 2.941 .010
Gender − .004 − .104 − 
Pain − .145*** − 3.280 .013
Fatigue .059 1.237 .002
Disease activity .004 .099 − 
Psychotherapy experience − .107** − 2.941 .010
Stigma − .121*** − 3.396 .14



Digestive Diseases and Sciences 

1 3

Ta
bl

e 
5 

 C
or

re
la

tio
n 

be
tw

ee
n 

de
m

og
ra

ph
ic

s, 
ps

yc
ho

lo
gi

ca
l f

ac
to

rs
, d

is
ea

se
 a

ct
iv

ity
, p

ai
n,

 fa
tig

ue
, a

nd
 se

lf-
w

or
th

 in
te

rv
en

tio
n 

be
lie

f

*D
en

ot
es

 P
 <

 0.
05

, *
*d

en
ot

es
 P

 <
 .0

1,
 *

**
de

no
te

s P
 <

 .0
01

. A
ll 

1-
ta

ile
d 

si
gn

ifi
ca

nc
e

(1
)

(2
)

(3
)

(4
)

(5
)

(6
)

(7
)

(8
)

(9
)

(1
0)

(1
1)

(1
2)

(1
) P

sy
ch

ot
he

ra
py

 w
ill

in
gn

es
s

−
 

−
 

−
 

−
 

−
 

−
 

−
 

−
 

−
 

−
 

−
 

−
 

(2
) D

ep
re

ss
io

n
.0

89
**

−
 

−
 

−
 

−
 

−
 

−
 

−
 

−
 

−
 

−
 

−
 

(3
) A

nx
ie

ty
.0

57
.5

51
**

*
−

 
−

 
−

 
−

 
−

 
−

 
−

 
−

 
−

 
−

 
(4

) S
tre

ss
.0

79
*

.5
87

**
*

.6
39

**
*

−
 

−
 

−
 

−
 

−
 

−
 

−
 

−
 

−
 

(5
) A

nt
id

ep
re

ss
an

t u
se

.1
56

**
*

.2
16

**
*

.1
63

**
*

.1
32

**
*

−
 

−
 

−
 

−
 

−
 

−
 

−
 

−
 

(6
) E

du
ca

tio
n

.0
35

−
 .0

52
−

 .0
84

**
−

 .0
47

−
 .0

38
−

 
−

 
−

 
−

 
−

 
−

 
−

 
(7

) A
ge

−
 .1

07
**

−
 .1

04
**

−
 .1

62
**

*
−

 .2
17

**
*

.0
88

**
−

 .0
71

*
−

 
−

 
−

 
−

 
−

 
−

 
(8

) G
en

de
r

.0
27

.0
24

.0
96

**
.0

81
*

.1
18

**
*

.0
40

−
 .0

86
**

−
 

−
 

−
 

−
 

−
 

(9
) P

ai
n

−
 .0

85
**

.3
25

**
*

.3
72

**
*

.2
81

**
*

.1
68

**
*

−
 .0

44
.0

33
.0

73
*

−
 

−
 

−
 

−
 

(1
0)

 F
at

ig
ue

.0
63

*
.5

71
**

*
.4

86
**

*
.4

82
**

*
.2

25
**

*
−

 .0
41

−
 .0

68
*

.0
52

.4
78

**
*

−
 

−
 

−
 

(1
1)

 D
is

ea
se

 a
ct

iv
ity

.0
37

−
 .2

21
**

*
−

 .1
93

**
*

−
 .1

68
**

*
−

 .0
97

**
.0

75
*

−
 .0

07
−

 .0
38

−
 .4

75
**

*
−

 .3
05

**
*

−
 

−
 

(1
2)

 T
rie

d 
ps

yc
h 

Th
er

ap
y

−
 .1

62
**

*
−

 .0
91

**
−

 .0
49

−
 .1

04
**

−
 .2

37
**

*
−

 .1
04

**
−

 .0
32

−
 .0

61
*

−
 .0

02
−

 .0
92

**
.0

03
−

 
(1

3)
 S

el
f-

w
or

th
 in

te
rv

en
tio

n 
be

lie
f

.4
68

**
*

−
 .0

79
*

−
 .0

49
−

 .0
16

.0
86

**
.0

56
−

 .1
29

**
*

.0
63

*
−

 .0
97

**
−

 .0
84

**
.1

00
**

−
 .2

46
**

*



 Digestive Diseases and Sciences

1 3

Funding Open Access funding enabled and organized by CAUL 
and its Member Institutions. No funding or writing assistance was 
received. We do not have any conflicts of interest in relation to the 
present study; however, outside this work, AMW has served as an edu-
cational speaker for Janssen and Ferring. CE has served as a patient 
advocate for Janssen. PRG has served as a speaker, a consultant, and an 
advisory board member for Allergan, Janssen, MSD, Pfizer, Anatara, 
Atmo Biosciences, Immunic Therapeutics, Novozymes, and Takeda 
and Bristol-Meyers Squibb, and has received research funding from 
MSD and Atmo Biosciences, and PRG owns stocks and shares in Atmo 
Biosciences.

Conflict of interest The authors do not have any conflicts of interest in 
relation to the present study.

Open Access This article is licensed under a Creative Commons Attri-
bution-NonCommercial 4.0 International License, which permits any 
non-commercial use, sharing, adaptation, distribution and reproduction 
in any medium or format, as long as you give appropriate credit to the 
original author(s) and the source, provide a link to the Creative Com-
mons licence, and indicate if changes were made. The images or other 
third party material in this article are included in the article's Creative 
Commons licence, unless indicated otherwise in a credit line to the 
material. If material is not included in the article's Creative Commons 
licence and your intended use is not permitted by statutory regula-
tion or exceeds the permitted use, you will need to obtain permission 
directly from the copyright holder. To view a copy of this licence, visit 
http:// creat iveco mmons. org/ licen ses/ by- nc/4. 0/.

References

 1. Levenstein S, Li Z, Almer S, Barbosa A, Marquis P, Moser G 
et al. Cross-cultural variation in disease-related concerns among 
patients with inflammatory bowel disease. The American journal 
of gastroenterology. 2001;96:1822.

 2. van Langenberg DR, Gibson P. Systematic review: fatigue in 
inflammatory bowel disease. Alimentary pharmacology & thera-
peutics. 2010;32:131–143.

 3. Borren NZ, van der Woude CJ, Ananthakrishnan AN. Fatigue in 
IBD: epidemiology, pathophysiology and management. Nature 
Reviews Gastroenterology & Hepatology. 2018;16:247.

 4. Emerson C, Barhoun P, Olive L, Fuller-Tyszkiewicz M, Gibson 
PR, Skvarc D et al. A systematic review of psychological treat-
ments to manage fatigue in patients with inflammatory bowel 
disease. Journal of Psychosomatic Research. 2021;147:110524.

 5. Vogelaar L, Van’t Spijker A, Timman R, van Tilburg AJP, Bac 
D, Vogelaar T et al. Fatigue management in patients with IBD: a 
randomised controlled trial. Gut. 2014;63:911–8.

 6. Vogelaar L, Vant Spijker A, Vogelaar T, Van Busschbach JJ, Vis-
ser MS, Kuipers EJ 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. Journal of Crohn’s and Colitis 2011;5:585–91.

 7. O’Connor A, Ratnakumaran R, Warren L, Pullen D, Errington 
A, Gracie DJ et al. Randomized controlled trial: a pilot study 
of a psychoeducational intervention for fatigue in patients with 
quiescent inflammatory bowel disease. Therapeutic advances in 
chronic disease. 2019;10:2040622319838439.

 8. Artom M, Czuber-Dochan W, Sturt J, Proudfoot H, Roberts D, 
Norton C. Cognitive-behavioural therapy for the management 
of inflammatory bowel disease-fatigue: a feasibility randomised 
controlled trial. Pilot and feasibility studies. 2019;5:1–20.

 9. Knoop H, Van Kessel K, Moss-Morris R. Which cognitions and 
behaviours mediate the positive effect of cognitive behavioural 
therapy on fatigue in patients with multiple sclerosis? Psychologi-
cal medicine. 2012;42:205–213.

 10. Kuhnt S, Ernst J, Singer S, Rueffer JU, Kortmann R-D, Stolzen-
burg J-U et al. Fatigue in cancer survivors–prevalence and cor-
relates. Oncology Research and Treatment. 2009;32:312–317.

 11. McCombie AM, Mulder RT, Gearry RB. Psychotherapy for 
inflammatory bowel disease: a review and update. Journal of 
Crohn’s and Colitis. 2013;7:935–949.

 12. Gracie D, Irvine AJ, Sood R, Mikocka-Walus A, Hamlin PJ, Ford 
AC. Effect of psychological therapy on disease activity, psycho-
logical comorbidity, and quality of life in inflammatory bowel 
disease: a systematic review and meta-analysis. The Lancet Gas-
troenterology & Hepatology. 2017;2:189–199.

 13. Ballou S, Keefer L. Psychological interventions for irritable bowel 
syndrome and inflammatory bowel diseases. Clinical and trans-
lational gastroenterology. 2017;8:e214.

Table 6  Multiple regression of 
demographics, psychological 
factors, disease activity, 
pain, fatigue, and self-worth 
intervention belief

**Denotes p < .01. ***denotes p < .001.  Sr2 values < .001 omitted

Variable B t Sr2 R R2 F Model P

.508 .258 21.84 .000
Depression .082** 1.880 .003
Anxiety .022 .507 − 
Stress .001 .021 − 
Antidepressant .102 3.021 .009
Education .016 .489 − 
Age − .036 − 1.076 .001
Gender − .017 − .519 − 
Pain − .136*** − 3.413 .011
Fatigue .077 1.809 .003
Disease activity − .019 − .520 − 
Psychotherapy experience − .010 − .305 − 
Self-worth intervention belief .454*** 13.663 .184

http://creativecommons.org/licenses/by-nc/4.0/


Digestive Diseases and Sciences 

1 3

 14. Edlund MJ, Wang PS, Berglund PA, Katz SJ, Lin E, Kessler RC. 
Dropping out of mental health treatment: patterns and predictors 
among epidemiological survey respondents in the United States 
and Ontario. American Journal of Psychiatry. 2002;159:845–851.

 15. Reynders A, Kerkhof A, Molenberghs G, Van Audenhove C. Atti-
tudes and stigma in relation to help-seeking intentions for psy-
chological problems in low and high suicide rate regions. Social 
psychiatry and psychiatric epidemiology. 2014;49:231–239.

 16. Corrigan P. How stigma interferes with mental health care. Ameri-
can psychologist. 2004;59:614.

 17. Clara I, Lix LM, Walker JR, Graff LA, Miller N, Rogala L et al. 
The Manitoba IBD Index: evidence for a new and simple indica-
tor of IBD activity. The American journal of gastroenterology. 
2009;104:1754.

 18. Khanna R, Zou G, D’haens G, Feagan B, Sandborn W, Vandervoort 
M et al. A retrospective analysis: the development of patient reported 
outcome measures for the assessment of Crohn’s disease activity. 
Alimentary pharmacology & therapeutics. 2015;41:77–86.

 19. Jairath V, Khanna R, Zou GY, Stitt L, Mosli M, Vandervoort MK 
et al. Development of interim patient-reported outcome measures for 
the assessment of ulcerative colitis disease activity in clinical trials. 
Alimentary Pharmacology & Therapeutics 2015;42:1365–2036.

 20. Lovibond PF, Lovibond SH. The structure of negative emotional 
states: Comparison of the Depression Anxiety Stress Scales (DASS) 
with the Beck Depression and Anxiety Inventories. Behaviour 
research and therapy. 1995;33:335–343.

 21. Hann DM, Denniston MM, Baker F. Measurement of fatigue in 
cancer patients: further validation of the Fatigue Symptom Inven-
tory. Quality of Life Research. 2000;9:847–854.

 22. Price DD, McGrath PA, Rafii A, Buckingham B. The validation 
of visual analogue scales as ratio scale measures for chronic and 
experimental pain. Pain. 1983;17:45–56.

 23. Vogel DL, Wade NG, Haake S. Measuring the self-stigma associated 
with seeking psychological help. Journal of counseling psychology. 
2006;53:325.

 24. Mikocka-Walus A, Andrews JM. Experience with and attitudes 
toward psychotherapy and antidepressants among patients with 
inflammatory bowel disease and functional gastrointestinal disor-
ders. Gastroenterology Nursing. 2016;39:278–286.

 25. IBM C. IBM SPSS Statistics for Macintosh, Version 26.0. Armonk, 
NY: IBM Corp; 2019.

 26. 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 gastroenterology. 2015;15:1–12.

 27. Mikocka-Walus A, Knowles SR, Keefer L, Graff L. Controversies 
revisited: a systematic review of the comorbidity of depression and 
anxiety with inflammatory bowel diseases. Inflammatory bowel dis-
eases. 2016;22:752–762.

 28. Gracie DJ, Guthrie EA, Hamlin PJ, Ford AC. Bi-directionality of 
brain–gut interactions in patients with inflammatory bowel disease. 
Gastroenterology. 2018;154:1635–46.e3.

 29. Artom M, Czuber-Dochan W, Sturt J, Norton C. Targets for health 
interventions for inflammatory bowel disease-fatigue. Journal of 
Crohn’s and Colitis. 2016;10:860–869.

 30. Prasad SS, Potter M, Keely S, Talley NJ, Walker MM, Kairuz T. 
Roles of healthcare professionals in the management of chronic 
gastrointestinal diseases with a focus on primary care: A systematic 
review. JGH Open. 2020;4:221–229.

 31. Feeney M, Chur-Hansen A, Mikocka-Walus A. People Living with 
Inflammatory Bowel Disease Want Multidisciplinary Healthcare: 
A Qualitative Content Analysis. Journal of clinical psychology in 
medical settings. 2021;1:1–8.

 32. Lores T, Goess C, Mikocka-Walus A, Collins KL, Burke ALJ, Chur-
Hansen A et al. Integrated Psychological Care is Needed, Welcomed 
and Effective in Ambulatory Inflammatory Bowel Disease Manage-
ment: Evaluation of a New Initiative. Journal of Crohn’s and Colitis. 
2019;13:819–827.

 33. Mikocka-Walus A, Massuger W, Knowles SR, Moore GT, Buckton 
S, Connell W et al. Psychological distress is highly prevalent in 
inflammatory bowel disease: A survey of psychological needs and 
attitudes. JGH Open. 2020;4:166–171.

 34. Crohn's, Australia C. Australian IBD standards: standards of health-
care for people with inflammatory bowel disease in Australia. 2016.

 35. Cheng HL, Wang C, McDermott RC, Kridel M, Rislin JL. Self-
stigma, mental health literacy, and attitudes toward seeking psycho-
logical help. Journal of Counseling & Development. 2018;96:64–74.

Publisher's Note Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.


	Self-Worth Beliefs Predict Willingness to Engage in Psychotherapy for Fatigue in Inflammatory Bowel Disease
	Self-Worth Beliefs Predict Willingness to€Engage in€Psychotherapy for€Fatigue in€Inflammatory Bowel Disease
	Abstract
	Background 
	Aims 
	Methods 
	Results 
	Conclusions 

	Introduction
	Materials and€Methods
	Design
	Participants
	Sample Size Calculation
	Procedure
	Measures
	Demographics
	Disease Characteristics
	Disease Activity
	Psychological Symptoms
	Fatigue
	Pain
	Stigma
	Previous Experience with€Psychotherapy
	Psychotherapy Willingness

	Analysis
	Ethical Approval

	Results
	Demographics
	Predicting Willingness to€Use Psychotherapy
	Reports of€Self-Worth Are Associated with€Willingness to€Engage in€Psychotherapy for€Fatigue

	Discussion
	Limitations

	Conclusion
	References


