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Towards effective reassurance in irritable
bowel syndrome: the importance of attending
to patients’ complaint-related cognitions

A. M. vaN DULMEN,'! J. F. M. FENNIS? & G. BLEIJENBERG?

'Department of General Practice and Social Medicine, University of Nijmegen, Nijmegen &
2University Hospital Nijmegen, Nijmegen, The Netherlands

Abstract This article presents an overview of the role of complaint-related cognitions, emotions
and behaviours, as well as environmental factors in patients with irritable bowel syndrome during
each phase of the medical health care process. Literature findings support the authors’ opinion about
the importance of attending to patients’ complaint-related cognitions as these factors appear to trigger
a person to consult a doctor. Although doctors subsequently appear to attend to these factors by means
of patient-centred interviewing, it is the opinion of the authors that a more thorough and individually
tailored complaint analysis by the doctor is required to systematically and explicitly explore and
discuss the different complaint dimensions. Such an interactive complaint analysis is considered to
be a prerequisite for the effective reassurance of the patients that is reflected in positive changes
in dysfunctional complaint-related cognitions, emotions and behaviours. A structured course in
interactive consulting may help doctors to acquire this interactive patient-centred complaint
analysis.

Introduction

Functional abdominal complaints, otherwise known as irritable bowel syndrome (IBS),
referring to somatically unexplained abdominal complaints with or without disordered
defecation (Thompson ez al., 1989), are widespread in the general population. The estimated
prevalence in the developed world is 12-25% (Agreus et al., 1995; Drossman et al., 1982;
1993; Jones & Lydeard, 1992; Kettell et al., 1992; Sandler ez al., 1984; Talley et al., 1991).
Yet, only 25-38% of such persons seek health care (Jones & Lydeard, 1992; Kettell et al.,
1992; Sandler et al., 1984; Talley et al., 1995).

Apparently, not every person interprets the same bodily signal as a reason to require
medical attention (Beukema-Siebenga, 1995; Verbrugge & Ascione, 1987). Someone may,
for instance, attribute the complaints to having eaten something that disagrees with them,
whereas others may be convinced that they suffer from a malignancy. Presumably, persons
have different complaint-related cognitions and emotions that determine whether they seek
medical health care or not. Consequently, when a person does decide to consult a GP
(general practitioner), it is important that the GP determines ‘why this person has come with
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this particular complaint at this particular moment’ (Morrell, 1965). In 55~70% of patients
with abdominal complaints the GP cannot find a somatic explanation (Heikkinen et al., 1995;
Muris & Starmans, 1993). Of the patients attending a GP, 10-25% are referred for extensive
physical examination, most often to internal medicine (Drossman, 1991a; Lamberts et al.,
1991; Muris et al., 1993). In fact, 65-89% of the patients referred to internal medicine with
abdominal complaints appear to suffer from functional abdominal complaints (Bleijenberg &
Fennis, 1989; van Dulmen ez al., 1994; Smith et al., 1990; Starmans et al., 1994) for which
conventional medical treatments are of limited value (Klein, 1988). Some authors consider
that these complaints require a different, more psychological approach (Drossman, 1991a;
1991b; 1994; 1995; Drossman & Thompson, 1992).

In the secondary care setting, however, attention is likely to be primarily somatic, with
the intrinsic risk of overlooking the meaning of the complaints for the patient. Insight into
the nature of the complaint-related cognitions and accompanying emotions that prompt
a person to consult a doctor may indicate which factors need doctors’ explicit attention.
This is important because understanding patients’ beliefs and concerns offers the possibility
of correcting dysfunctional cognitions and misconceptions, of diminishing patients’ anxieties
about health and of giving the patient specific reassurance. Furthermore, it offers the
possibility of increasing patient satisfaction, of stimulating adequate coping behaviour, and
thereby of lowering the use of medical health care services (van Dulmen et al., 1995; 1996a).

The self-regulatory model

Symptoms are considered to be necessary but insufficient stimuli for care seeking (Cameron
et al., 1993). According to Leventhal’s self-regulatory model a somatic sensation is given
meaning when it is cognitively represented as a symptom through cognitions of its possible
identity, causes, anticipated consequences, expected duration and potential means of control.
These representations then guide a person’s decision to engage in coping behaviour, such as
seeking medical care. The self-regulatory model also explains how emotional states, such as
fear and anger, affect behavioural decisions as it considers seeking medical care a distress-
reducing strategy. In addition, social factors, ¢.g. talking to and informing others about the
problem, may be a determinant of care seeking (Baumann et al., 1989; Cameron et al., 1995;
Leventhal et al., 1983; Leventhal & Qiefenbach, 1992).

The self-regulatory model provides a framework for understanding patients’ motivations
to seek health care, thereby focusing on the perspective of the individual actor. Consequently,
the model presents a rationale for attending to a patient’s complaint-related cognitions and
emotions during a medical consultation, a setting in which two actors participate, the patient
and the doctor. Although the necessity of systematically exploring patients’ needs during
medical consultations has been acknowledged (Cameron ez al., 1995), no implications for the
role of the doctor have actually been investigated or incorporated into the self-regulatory
model. In this paper, the self-regulatory model will be applied to the care seeking process of
IBS patients. Moreover, as we do not know to what extent doctors subsequently attend to the
complaint-related cognitions and emotions of IBS patients in primary and secondary care,
this paper will give an overview of relevant literature in this field that supports the authors’
opinion about the significance of doctors’ attention.

In order to structure the literature, each section is directed by a specific research
question related to the phase of health care (Figure 1):

(1) Which factors contribute to the health care-seeking behaviour of IBS patients?
(Phase 0)
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Fi1G. 1. The process of health care in IBS patients.

(2) Do GPs attend to patients’ complaint-related cognitions and emotions? Do cogni-
tions and emotions contribute to the referral of IBS patients to secondary care?
(Phase 1)

(3) Do medical specialists attend to complaint-related cognitions and emotions of IBS
patients? (Phase 2)

(4) Which factors contribute to the referral of IBS patients to psychological treatment?
(Phase 3)

Answers to these questions are likely to yield implications for doctor-patient interactions in
general and for effective reassurance of IBS patients in particular, which is expected to be
reflected in a higher level of patient satisfaction and in a reduction of the use of medical
health care services and medication.

Phase 0: Which factors contribute to the health care-seeking behaviour of IBS
patients?

As was mentioned in the introduction, only a small number of people with symptoms
compatible with IBS visit their GP for these complaints. Daily reports of abdominal
complaints do not appear to differ between IBS consulters and IBS non-consulters (Heitkem-
per et al., 1995). This suggests that the abdominal complaints per se are not sufficient to
explain physician visits, an assumption compatible with the self-regulatory model.

One of the factors potentially contributing to patients’ health care-seeking behaviour
might be patients’ attributions, i.e. the causes patients attribute to their abdominal com-
plaints. Sandler et al. (1984) found that 15% of a group of 566 healthy subjects had IBS
symptoms, but only 38% of those affected had consulted a doctor for these complaints.
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Kettell et al. (1992) also found that only 33% of the patients who had symptoms compatible
with IBS had consulted their GP for these complaints. They followed-up a random sample
of 24 consulting patients who were still symptomatic after one year and compared them with
24 other symptomatic patients who had still not sought medical advice for their problems.
Consulters appeared to be more concerned about the serious nature of their symptoms than
non-consulters, even after controlling for the severity of the complaints.

The causes to which patients attribute their complaints are likely to stir up complaint-re-
lated emotions, which might also contribute to the decision to seek health care in IBS
consulters. In this respect, Leventhal considers seeking medical care a distress-reducing
strategy. Whitehead er al. (1988) investigated the health care-seeking behaviour in 22 female
IBS patients and 42 female IBS non-consulters. They found that anxiety and somatization
influenced patients’ decisions to consult a GP. These findings were confirmed by Drossman
et al. (1988), who found that patients reported stronger somatic concerns and worries about
health, even when controlled for the severity of the pain.

The decision to seek health care for IBS symptoms is also likely to be influenced by
environmental factors. Whitehead ez al. (1982) examined whether the illness behaviour of
persons with IBS symptoms could be related to childhood experiences. Forty-five per cent of
these persons reported that their parents gave them gifts or specific foods when they were sick
as a child. This percentage was significantly higher compared with a group of non-consulters
with peptic ulcer disease. Lowman et al. (1987) found that people with IBS symptoms also
differed from healthy subjects by reporting more parental attention and reward for being ill.
These findings seem to indicate that environmental factors may contribute to IBS symptoms.
Support for this suggestion comes from a study by Kay ez al. (1994) who found that the more
persons tend to be influenced by others, the higher the prevalence of IBS.

In conclusion, a number of factors, i.e. complaint-related cognitions, such as expecta-
tions, attributions and worries, and environmental factors, appear to be associated with the
decision of IBS patients to seeck medical health care. These factors correspond with the
cognitive symptom representations identified in Leventhal’s self-regulatory model. Appar-
ently, this model applies to the care-seeking decisions of IBS patients. Subsequently, the
significance of complaint-related cognitions and emotions in patients’ decisions to seek health
care will have implications for medical practice.

Phase 1: Do GPs attend to patients’ complaint-related cognitions and emotions?

The authors know of only one empirical study that specifically addressed GPs’ attention to
the complaint-related cognitions and emotions in IBS patients (van der Horst, 1997). In
this study a set of guidelines for the management of IBS patients in primary care was
developed and implemented. The effectiveness of the guidelines on patients’ self-care
behaviour, the course of the complaints, attributions regarding the complaints, psychological
wellbeing and medical consumption was investigated using a randomized controlled trial. An
essential part of the guidelines for intervention concerned an exploration of the patients’
worries and beliefs about the symptoms. In the experimental group, GPs were trained in the
application of the guidelines. The guidelines turned out to be effective in decreasing anxiety,
avoidance behaviour and medical consumption in IBS patients in primary care. A major
prerequisite for the effectiveness of the guidelines proved to be the GPs’ patient-centred
attitude.

Byrne and Long (1976) were among the first to show the importance of using a so-called
patient-centred method in primary care, i.e. allowing the patient to express all the reasons for
his or her attendance, including symptoms, expectations, thoughts and feelings. Since then,
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patient-centredness has been found to benefit the patient in terms of a reduction in
dysfunctional complaint-related thoughts and concerns and an increase in patient satisfaction
and compliance (Henbest & Fehrsen, 1992; Henbest & Stewart, 1990; Stewart, 1984; van de
Kar et al., 1992; Winefield et al., 1995).

Remarkably, in most studies patient-centred interviewing is primarily focused at allowing
patients to express their thoughts and feelings, it only marginally incorporates an (inter)active
discussion of patients’ cognitions and emotions during medical consultations. Although lately
Winefield et al. (1995) have, in fact, defined patient-centredness more interactively, it
basically only refers to doctors’ behaviour. Winefield et al. (1996) also recently found that
patient-centred consultations last longer. Nevertheless, it is likely that doctors’ time invest-
ment at present will reduce unnecessary consultations and referrals in the long run. In
addition, Stewart and others have argued that when a doctor has mastered a patient-centred
attitude, consultations will not take any longer (Stewart et al., 1989).

As approximately one-quarter of IBS patients in general practice are referred to second-
ary care, patients’ complaint-related cognitions and emotions may also have relevance
beyond primary care consultations. In the next section it is therefore explored whether
doctors in secondary care consultations attend to the complaint-related cognitions of IBS
patients.

Phase 2: Do medical specialists attend to complaint-related cognitions and emo-
tions in IBS patients?

In general practice a useful tool for eliciting patients’ complaint-related cognitions and
emotions is to perform patient-centred medical interviewing. In outpatient care comparable
data are lacking. Health care providers and researchers may consider findings from general
practice equally applicable to clinical settings. However, medical specialists are not trained in
the same way as GPs, which is probably reflected in the type of care that is delivered.
Consequently, the complaint-related cognitions and emotions of secondary care patients are
likely to differ from those of primary care patients.

Recently, a comparison between 109 IBS patients in general practice and 86 IBS
patients in secondary care revealed that referred patients not only had more severe and
frequent abdominal complaints, they also differed from general practice patients in their
complaint-related cognitions: the outpatient population attributed their complaints more
often to somatic abnormalities whereas the general practice patients, who had never been
referred to secondary care, attributed their complaints more often to stress and to their
agitated way of life (van der Horst et al., 1997a). As referred patients appear to adhere to
dysfunctional complaint-related cognitions and emotions, it may be more difficult to reassure
these patients.

Differences between primary and secondary patients might also be revealed in patients’
complaint-related behaviour. Corney and Stanton (1990) found that over 40% of referred
IBS patients showed moderate to marked avoidance of a number of activities when symptoms
were present. van Dulmen ez al. (1994) also found that 68% of referred 1BS patients avoided
activities as a result of their complaints.

Avoidance behaviour may be ineffective and even counterproductive in reducing somatic
complaints (Philips, 1987). Yet, it appears to be maintained by dysfunctional cognitions,
such as expectations of complaint increase, beliefs about one’s capacity to control complaints,
and memories of past aversive experience (Philips, 1987). Avoidance behaviour, without
medical necessity, may also be a sign of inadequate coping strategies. Drossman ez al. (1988)
found that a group of 72 referred IBS patients indeed had lower coping capabilities than a
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group of 82 IBS non-patients. In addition, Johnsen ez al. (1986) demonstrated that problems
with coping are associated with IBS symptoms.

Apparently, referred IBS patients worry more about their complaints, have more persist-
ent somatic attributions and more dysfunctional complaint-related behaviours than general
practice patients. These dysfunctional thoughts and feelings will probably not diminish as a
result of specialists’ diagnostic investigations and tests. Although there are indications that
diagnostic tests diminish the overall consultation rates in IBS patients (Jones, 1988), they do
not alter patients’ persistent somatic cognitions (van Dulmen et al., 1995; Sox ez al., 1981).
Recently, it was found that at least half of referred IBS patients adhered to somatic
attributions regardless of negative findings from diagnostic tests and investigations (van
Dulmen ez al., 1995). Recent findings suggest that a positive doctor—patient interaction may
be related to a positive long-term outcome of IBS. Owens ez al. (1995) followed up a group
of IBS patients for a median of 29 years. They found that the quality of doctor—patient
interaction was inversely related to the number of return visits for IBS-related symptoms.

Doctors’ recognition of patients’ cognitions appears to have relevance for patient health
outcome. Recently, the authors examined doctors’ ability to perceive complaint-related
cognitions and emotions in IBS patients, together with the influence of doctors’ correct
perceptions on patients’ cognitions, their satisfaction with the outpatient consultations,
complaint improvement at six months, and medical consumption (van Dulmen et al., 1994;
1995; 1996a; 1997). The basic assumption of this study was that, in order to be successful,
reassurance by a doctor must take into account the meaning of the complaint for the patient.
So, doctors had to recognize patients’ complaint-related cognitions and emotions to be able
to assist patients in correcting dysfunctional beliefs and fears by providing clear and well-
founded information. Results showed that doctors perceived the somatic factors in their
patients more often correctly than patients’ complaint-related cognitions and emotions (van
Dulmen et al., 1994). When during the medical consultations doctors perceived patients’
cognitions correctly, dysfunctional somatic attributions were found to decrease and func-
tional psychological attributions were found to increase (van Dulmen ez al., 1995). In
addition, positive changes in patients’ cognitions appeared to be related to a better outcome
in terms of improvement of the complaints six months later and to a reduction in the use of
medical health services in primary care (van Dulmen et al., 1996a; 1997).

Doctors’ systematic exploration of complaint-related cognitions and emotions in IBS
patients is likely to have positive behavioural consequences in terms of a reduction of the use
of medical health care services (repeat visits and referrals) and avoidance behaviour, positive
cognitive consequences, in terms of a decrease in dysfunctional cognitions and emotions
(somatic attributions, catastrophizing cognitions and fear of cancer), and a reduction of
complaint severity and complaint-related interferences with daily activities.

Before going more deeply into the practical implications of the above-mentioned
findings, the factors which identify the sub-group of IBS patients eligible for referral to
tertiary care are considered.

Phase 3: What factors contribute to the referral of IBS patients to tertiary, psycho-
logical care?

Camilleri and Prather (1992) reported that as a fairly large proportion of IBS patients
continue to experience symptoms despite doctors’ reassurance, sometimes more elaborate
psychological treatment may be required. Studies evaluating psychotherapy for IBS patients
showed that 5-15% of the patients eligible for psychological treatment (Creed, 1994;
Drossman & Thompson, 1992) are those with refractory complaints, i.e. patients with
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complaints lasting for more than one year (Svedlund et al., 1983) and not responding to
conventional treatment (Guthrie et al., 1991; 1993; Harvey ez al., 1989; Whorwell et al, 1984)
or reassurance (Bennett & Wilkinson, 1985; van Dulmen et al., 1996b; Weber & McCallum,
1992).

Apparently, a strong adherence to unhelpful cognitions prevents patients from feeling
reassured by the visits to the specialist. Consequently, treating IBS patients in tertiary care
requires special attention to patients’ complaint-related cognitions and emotions. In fact,
cognitive therapy has been shown to be effective in the treatment of IBS patients (van
Dulmen er al.,, 1996b; Greene & Blanchard, 1994; Payne & Blanchard, 1995). In these
treatments, attention is primarily focused on identifying and modifying distorted and mal-
adaptive complaint-related cognitions and behaviours and the subsequent acquisition of
‘new’, more adaptive and helpful cognitions and coping strategies.

As persistent maladaptive complaint-related cognitions and emotions also appear to
guide the care-seeking process from secondary to tertiary care, the self-regulatory model has
relevance beyond primary and secondary care patients.

While refractory IBS patients possibly benefit from a referral to tertiary, psychological
care, most IBS patients are treated by medical specialists in secondary care (Figure 1). The
next, concluding section will detail the aspects required to facilitate specialist’s intervention.

Towards effective reassurance

The foregoing has comprehensively demonstrated the role of complaint-related cognitions,
emotions and behaviour of IBS patients in their health care-seeking and in primary, second-
ary and tertiary health care. This section will sort previous findings with the aim of listing the
implications they have for medical practice in general and for effective reassurance of IBS
patients in particular.

Patient-centred attitude

Undoubtedly, complaint-related cognitions, emotions and behaviours, as well as environ-
mental factors, need to be attended to during medical consultations. For this purpose,
doctors need to acquire a patient-centred attitude, i.e. they must be convinced of the
importance of allowing patients to express all their reasons for attending, including symp-
toms, expectations, thoughts and feelings. This means that doctors must be willing to listen
to patients, to explore patients’ ideas by encouraging and reflecting, and to use patients’ ideas
for an adequate management of the complaints. Although a patient-centred attitude is
considered to be important, it is not sufficient, as it does not explicitly refer to the focus of
doctors’ attention, i.e. different complaint-related factors.

Doctors’ active exploration of patients’ complaint-related cognitions

Patient-centred interviewing is considered to be the basis for a thorough complaint analysis,
i.e. an active exploration of the different interrelated dimensions of the patient’s complaint
(Latimer, 1981): the cognitive, emotional, behavioural and environmental dimensions
(Figure 2). As Leventhal suggested, understanding how people represent and cope with
health problems is essential in achieving behavioural change and in reassuring patients
effectively (Cameron et al., 1995; Leventhal et al., 1983). Because cognitive representations
are highly individualized (Diefenbach & Leventhal, 1996), the complaint analysis of doctors
should primarily be tailored to the individual.



[Universiteit Urecht] At: 11:30 14 July 2009

Downl oaded By:

412 A. M. VAN DULMEN ET AL.

Complaint-related cognitions and emotions

e attributions
e expectations
/ e worries

Environmental factors

Abdominal complaints e social network

* mass media

\\‘ Complaint-related behaviour /

o avoidance behaviour
¢ inadequate coping strategies

FiG. 2. Complaint analysis.

In patient’s health care-seeking behaviour (Phase 0), the most prominent factors
appeared to be complaint-related attributions, expectations and worries. Additionally,
patients’ social networks also appeared to contribute to the decision to consult a doctor.

The importance of attending to patient’s complaint-related cognitions and emotions
appeared to be acknowledged in general practice (Phase 1). In secondary care (Phase 2),
doctors were advised to explore patients’ attributions, expectations and concerns, as well as
their avoidance behaviour and inadequate coping strategies. Practical guidelines were, how-
ever, not very explicit (Owens ez al., 1995). Finally, previous sections showed that, in tertiary
care (Phase 3), attention was directed at correcting dysfunctional cognitions and coping
strategies.

Complaint-related factors, especially somatic attributions, catastrophizing cognitions,
fear of cancer, avoidance behaviour and environmental factors, do appear to relate to the
course of IBS symptoms, i.e. these factors negatively influence the outcome of the complaints
in terms of complaint improvement, patient satisfaction and the use of medical health care
services (Bleijenberg & Fennis, 1989; van Dulmen ez al., 1997; Fowlie et al., 1992). So,
handling these factors during medical consultations will probably lead to an improvement of
the complaint-related factors (Drossman er al., 1988; Kettell er al., 1992). In general,
environmental factors appeared to have received the least attention in doctors’ consulting
rooms.

Effective reassurance

The ultimate aim of the medical consultation in patients with IBS is to reassure these patients
effectively (Jones, 1995). This is likely to be reflected in a reduction of patients’ dysfunctional
complaint-related cognitions, emotions and behaviours, and consequently in an improvement
of complaint outcome and a decrease in medical consumption (van Dulmen et al., 1995;
1996a, 1997; van der Horst, 1997b). Our research findings in referred IBS patients have
shown that strong somatic attributions, catastrophizing cognitions and fear of cancer can
change positively during a series of outpatient consultations (van Dulmen et al., 1995).
Presumably, such changes can also be achieved in patients with other complaints. In order
to accomplish these positive changes, doctors need to handle dysfunctional cognitions and
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emotions explicitly. Presumably, this can only be achieved by an active exploration and
subsequent discussion of patients’ complaint-related thoughts and feelings during medical
consultations. In the same interactive way, patients’ complaint-related behaviours need to be
handled as well. Both patient and doctor can be held responsible for this. On the one hand,
patients should learn to present their beliefs and fears more explicitly. On the other hand,
doctors should realize that patients’ presentations are often implicit and indirect and learn to
attend to patients’ cognitions and emotions more specifically.

Benefits of interactive complaint analysis

The interactive complaint analysis we advocate in this paper implies that doctors become
actively involved in the meaning of the complaints for the individual patient. By attending to
patients’ at first frequently hidden thoughts and feelings, doctors have the opportunity to get
acquainted with patients’ true reasons for coming. This knowledge will guide and structure
the interaction in such a way that the patient as well as the doctor will benefit from it. The
patient will feel relieved once his or her thoughts and feelings are listened to and discussed
carefully. The doctor will feel relieved as the patient presents issues that structure the
consultation which is otherwise bound to fall back into the patient’s disbelief about negative
diagnostic findings. The actual benefits for the patient have been thoroughly discussed above;
prognostically, dysfunctional beliefs and feelings are likely to decrease, resulting in more
effective coping behaviour and eventually in better health and a diminution of the use of
medical health care services. Qur own research has concentrated on referred IBS patients;
our findings indicated that specialists are able to improve patients’ complaints by means of
systematic attention to their concerns, fears and unrealistic ideas. One may assume that GPs
have the same capability, implying that when GPs inquire more specifically about the
meaning of the complaints for the patients, some referrals may become unnecessary. This
assumption is strenghtened by the fact that continuity of care has shown to influence patients’
complaints and complaint-related cognitions positively (van Dulmen ez al., 1995; 1997).
Yet, doctors may feel overwhelmed by such an arduous, non-somatic, anamnestic task
and may wonder how they should handle dysfunctional complaint-related cognitions, emo-
tions and behaviours. Therefore, doctors are recommended to adopt a patient-centred
interactive approach. This may require a change in the medical curriculum, which until now
is primarily focused at making somatic diagnoses. Recently, in our university hospital, a
Course in Interactive Consulting (CIC) has been developed and given to residents not only
in internal medicine but also in other fields. This course is mainly based on the concept of
the above-mentioned patient-centred and interactive complaint analysis and has relevance for
functional and somatically explained complaints. The primarily somatically educated medical
specialists may find it hard to acquire these ‘new’ interviewing strategies and may fear that it
is very time-consuming. Even GPs reported that exploring and discussing avoidance behav-
iour and the influence of family and friends were new elements for them (van der Horst,
1997b). Eventually, patients will feel more effectively reassured (Suchman et al., 1997) when
all their complaint-related cognitions, emotions and behaviours and environmental factors
are more explicitly and specifically explored and discussed with the doctor at an early stage.
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