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Where Does Hypnotherapy Stand in the Management of Irritable
Bowel Syndrome? A Systematic Review

ALI GHOLAMREZAEI,1,2 SAMANEH KHANPOUR ARDESTANI,1

and MOHAMMAD HASAN EMAMI2,3

ABSTRACT

Background: Irritable bowel syndrome (IBS) is a gastrointestinal disorder characterized by chronic ab-
dominal pain and altered bowel habits in the absence of any organic cause. Despite its prevalence, there re-
mains a significant lack of efficient medical treatment for IBS to date. However, according to some previous
research studies, hypnosis has been shown to be effective in the treatment of IBS.

Aim: To determine the definite efficacy of hypnosis in the treatment of irritable bowel syndrome.
Methods: A systematic review of the literature on hypnosis in the treatment of IBS from 1970 to 2005 was

performed using MEDLINE®. Full studies published in English were identified and selected for inclusion. We
excluded case studies and those studies in which IBS symptoms were not in the list of outcome measures. All
studies were reviewed on the basis of the Rome Working Team recommendations for design of IBS trials.

Results: From a total of 22 studies, seven were excluded. The results of the reviewed studies showed im-
proved status of all major symptoms of IBS, extracolonic symptoms, quality of life, anxiety, and depression.
Furthermore these improvements lasted 2–5 years.

Conclusions: Although there are some methodologic inadequacies, all studies show that hypnotherapy is
highly effective for patients with refractory IBS, but definite efficacy of hypnosis in the treatment of IBS re-
mains unclear due to lack of controlled trials supporting this finding.
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INTRODUCTION

Irritable bowel syndrome (IBS)—characterized by ab-
dominal pain or discomfort, distension, and altered bowel

habits in the absence of organic disease1—is the most preva-
lent gastrointestinal disorder, accounting for 12% of visits
to primary care physicians2 and between 40 and 70% of the
gastroenterologists’ workload.3 The response of IBS to stan-
dard medical treatment is unsatisfactory, with many patients
remaining troubled by symptoms long term.4,5 The socio-
economic impact of IBS is therefore considerable, and pa-
tients with IBS account for significant healthcare re-
sources.6,7 The pathogenesis of IBS is poorly understood,
although the roles of abnormal gut motor and sensory ac-

tivity,8 central neural dysfunction,9,10 psychologic distur-
bances,11 and stress have been proposed.12 Furthermore, in
IBS, a high level of comorbidity with psychiatric illness, es-
pecially anxiety and depression disorders, has been re-
ported.13,14 Various psychologic treatments have been in-
vestigated as alternatives (or adjuncts) to standard medical
management, including cognitive-behavioral therapy, stress
management training, psychodynamic therapy, and hyp-
notherapy.15 Hypnotherapy is the complementary treatment
approach most frequently reported to have a demonstrable
therapeutic impact on IBS symptoms.16–30 However, appli-
cation of hypnotherapy does not have wide acceptance in
the management of IBS, and, to our knowledge, there is no
systematic review of this area prior to this paper.

1Clinical Hypnotherapy Research Group, Medical Student Research Committee, Isfahan University of Medical Sciences (IUMS), Is-
fahan, Iran.

2Poursina Hakim Research Institute, Isfahan, Iran.
3Alzahra Hospital, IUMS, Isfahan, Iran.



The aim of this study is to review critically the efficacy of
hypnosis in the treatment of IBS via published clinical trials.

MATERIALS AND METHODS

Literature search

All published studies were identified by conducting a
comprehensive search of the Medline database from 1970
through 2005, with the keywords of hypnosis, hypnother-
apy, and irritable bowel syndrome in their titles. To find ad-
ditional studies, the reference lists of all related articles were
also reviewed. Studies were included if they used hypnosis
in the treatment of IBS. 

Study selection criteria

Studies that were not published in English and studies in
which IBS symptoms were not in the lists of outcome mea-
sures were excluded. Finally, abstracts, letters, case reports,
or reviews were excluded; only studies published in full texts
were included.

We found that 15 studies (in 13 articles) fulfilled the in-
clusion criteria.16–28 All studies were reviewed on the basis
of the Rome Working Team recommendations for design of
IBS trials.31,32 In addition, we considered the same study by
Talley et al. as a pattern.15 Based on the methodology ap-
plied, we summarized the following information from each
of the studies:

1. Subject selection—Population type, refusal and dropout
rates, sample size, and the definition of irritable bowel
syndrome used

2. Research protocol—Type of control group, randomiza-
tion, blinding, baseline period, treatment method, equiv-
alent of contact time, trial length, and follow-up

3. Measures—Baseline measures, concurrent drug use, psy-
chologic assessments, compliance, outcome measures,
expectancy, and clinical significance.

RESULTS

Of the total of 22 studies (in 20 articles), seven were ex-
cluded—four case reports, one article that had not measured
IBS symptoms, and two studies that had used hypnosis to in-
duce emotional states, but not as a therapeutic method. No
clinical trials were found in languages other than English in
the MEDLINE database. Of the 15 studies that fulfilled the
inclusion criteria, two were the follow-ups of other stud-
ies.21,27 The results of all reviewed studies showed that hyp-
notherapy significantly decreased the primary symptoms of
IBS: abdominal pain and distension,16–26,28,33 and improved
bowel habits,16–21,25–28,33 decreased extracolonic symptoms,

improved quality of life,17,25,33 decreased anxiety,18,22–26 de-
creased depression,18,23–26,33 and improved work attitude17 in
refractory patients (Table 1). Of all the studies, only nine had
control groups17–20,22–24,26,28 and six were randomized con-
trolled trials.19,20,22–24,28 In the following discussions, specific
issues and Rome Working Team recommendations about trial
design are reviewed.

Subject selection

Patient population. By describing the study population in
an accurate manner, we can make a judgment on the gen-
eralizability of the study.34 In all except one18 of the re-
viewed studies, patients had refractory IBS although there
was not a satisfactory definition of this condition. One study
included refractory patients, as well as patients with no pre-
vious treatment24 (Table 1).

Refusers and dropouts. The characteristics of the patients
who refused to participate should be recorded for compari-
son with included patients to estimate if there is selection
bias.15 Nine of the reviewed studies reported the numbers
of dropouts, ranging from 021,33 to 50%,28 but only one re-
ported refusers28 (Table 1).

Defining irritable bowel syndrome. For clinical trials to
be interpretable and particularly comparable, a clear and
consistent definition of IBS is essential.31 Although the de-
finitions of IBS varied from study to study, all reviewed
studies provided acceptable IBS definitions although three
provided no details of the tests or other criteria used to ex-
clude organic disease.16,18,21 The operational criteria for
bowel habit were vague in all reviewed studies (Table 2).

Research protocol

Randomization. The randomized controlled clinical trial
with parallel group design is the study design of choice for
functional gastrointestinal disorders (FGID). The random-
ization method should be appropriate and clearly de-
scribed.31,32 Of the reviewed studies, six were randomized
controlled trials and only one28 reported the actual method
used (randomization was based on computer generated ran-
dom numbers in blocks of 10, stratified according to the pre-
dominant feature of the patient’s syndrome). One study
grouped the patients into pairs matched by age, presence or
absence of an axis I disorder, and hypnosis susceptibility be-
fore randomization,27 but the exact value of such a stratifi-
cation technique has not been determined (Table 3).

Baseline period. The assessment of the severity and fre-
quency of IBS symptoms and the psychologic factors at
baseline document that patients in the active and control
group are comparable. These can also be used to determine
the efficacy of the intervention.32 The optimal length of time
for baseline observation is uncertain, dependent on the type
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of disorder and intervention.32 Seven of the reviewed stud-
ies included no baseline period. Six studies had baseline pe-
riods, ranging from 2 to 12 weeks, and all of them reported
IBS symptoms significantly changed after hypnotherapy
compared with the baseline (Table 3).

Treatment method. All studies used the same treatment:
7 to 12 weekly sessions, at a duration of 30 to 60 minutes
of gut-directed hypnotherapy based on the approach de-
scribed by Whorwell et al.20 Briefly, this involved hyp-
notic induction (using eye fixation or progressive muscle
relaxation) and techniques to deepen the hypnotic trance
state (e.g., hand levitation, imagination). This was followed
by therapeutic suggestions, guided imagery (metaphors,
such as a river), and other techniques appropriate for the
individual, such as inducing warmth through the patient’s
hands on the abdomen, directed toward control and nor-
malization of gut function, and relevant ego-strengthening
interventions. Patients were asked to practice these hyp-
notic skills on a daily basis with the help of an audiotape
(Table 3).

Control group. Although certain treatments look promis-
ing for managing IBS (e.g., psychotherapy or hypnother-
apy), none of them are considered to be the current stan-
dard of care.15 The placebo response can be particularly
high in FGIDs, making it difficult to show superiority of a
new treatment over placebo. In IBS the reported placebo
effect has been as high as 70%.35,36 Therefore, an appro-
priate control group is an essential requirement. Of the re-
viewed studies, nine had included control groups. Three
studies used other forms of hypnotherapy for control groups
(group hypnotherapy,19 gut-directed method of hypnother-
apy without pain-specific suggestions,22 and therapeutic au-
diotapes.28) One study used psychotherapy as placebo for
the control group.20 In two studies only rectal sensitivity
was measured in the control group,18,26 and one of them se-
lected healthy volunteers as a control group.26 Three other
studies used a nontreatment (e.g., symptom-monitoring,
waiting list) as a control group17,23,24 (Table 3). However,
symptom-monitoring or use of placebo may cause patients
to expect that they will improve.15 Expectancy may itself
contribute to improvement or worsening of symptoms, de-
pending on the cognitive effect of expectancy in that par-
ticular patient.37,38 Other described methods also have
shortcomings. None of the reviewed studies measured the
expectancy time and/or effect. Only three trials ensured
equivalent contact time between treatment and control
group.19,20,22 Of the four studies using active control
groups, none assessed the comparative expectancies among
the treatments and nonspecific factors, including therapist
empathy and attention. In all other cases, expectancy may
also have been unequal among the groups; therefore any
apparent efficacy of hypnotherapy may not be attributed to
specific active ingredients of it.

Blinding. Blinding of patients and research personnel is
of vital importance to eliminate biased results of subjective,
measured responses. For some interventions (e.g., psycho-
logic treatments and hypnotherapy), it may be difficult or
even impossible to keep patients or investigators blinded.
One solution to overcome the problem of blinding is the use
of independent observers to evaluate the groups to prevent
researchers’ bias of the outcome measures.15,31,32 There
were only two successful reports of blinded outcome mea-
sures in these studies20,28 (Table 3).

Trial length. The duration of treatment and the expected
time of response should be specified in the protocol. A trial
length of 8–12 weeks has been recommended for IBS to al-
low for the placebo response to settle and to control the fluc-
tuating nature of the disorder.31 Only one of these trials did
not fulfill these criteria19 (Table 3).

Extended follow-up of patients after intervention should
be considered to determine the long-term efficacy of the
treatment. Follow-up is of particular interest in psychologic
treatments because the benefits may extend well beyond the
end of therapy.15 Five studies were performed with no fol-
low-up and there was a 2–10 month follow-up in 3 con-
trolled studies.19,23,24 Three trials conducted follow-ups only
in the case groups,20,21,33 which turned these controlled tri-
als to uncontrolled ones for the follow-ups. In one study,
there were 22 dropouts of a total of 27 subjects during the
follow-up. In another study, the follow-up was performed
only for psychologic improvements in 25 patients out of 5228

and the duration was not reported (Table 3).

Measures

Comparisons of baseline characteristics. In spite of ran-
domization, inequalities among groups can occur by chance,
especially when the sample size is small. Thus, it is impor-
tant to compare the baseline characteristics of the groups.
Age, sex, socioeconomic status, ethnicity, severity and du-
ration of disease, psychologic status, previous therapies and,
their outcomes, and coexisting medications are worth com-
paring in IBS trials because such considerations may po-
tentially affect treatment response.15,32 Of nine controlled
trials, two had similar baseline symptoms between
groups24,28, four studies did not measure baseline symp-
toms18,19,22,23, and two reported a different pretreatment IBS
characteristic among the groups,17,20 although one was sta-
tistically significant17 (Table 4). In one study, the control
group was comprised of healthy subjects and a comparison
was done only for rectal sensitivity,26 which is not the only
aspect of this disorder.

Drugs. Concurrent medication may impact the outcome
and make the interpretation of the results difficult, especially
in complementary treatments, and therefore should be 
measured and reported. Eight studies did not report any 
information on the possible drugs used during the
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trial.18–21,23,25,33 One study reported that medications had
been maintained throughout the trial,16 and two other stud-
ies recorded information about drug consumption but then
failed to account for it in the analysis.17,28 Only in two stud-
ies were no psychotropic or other active drugs used22,26

(Table 4).

Psychologic assessment. Psychologic factors should 
be considered in outcome assessment because of the high
co-occurrence of psychologic and psychiatric problems in
IBS.14 Three of the reviewed studies obtained psychologic
assessments only at the beginning,19–21 and one trial did not
obtain any psychologic data at all.16 The nine remaining 
trials appropriately measured the degree of changes in 
some psychologic domains before and after treat-
ment,17,18,22–25,28,33 (Table 4). Only three studies analyzed
psychologic improvement and IBS symptom reduction and
found significant correlation.25,26,33

Compliance. Noncompliance with psychologic and com-
plementary treatments may seriously affect the results. Even
good attendance can be deceptive if a patient fails to pay at-
tention to, or appropriately participate in, the process.15

Homework tasks, such as use of relaxation or self-hypnosis
with or without audiotapes, are particularly vulnerable to
lack of compliance. The phenomena of hypnosis mean that
the patient willingly follows the order of therapist40; in the
sessions of hypnotherapy, compliance seems to be the pro-
duction of hypnotic phenomena. With this consideration, all
reviewed studies measured compliance but only three of
them reported its acceptance20,21,28 (Table 4).

Outcome measures. Since symptoms may vary during dif-
ferent patients and during different times, the primary out-
come index should be a measure of overall change in symp-
toms. As it is preferable that the main assessment of outcome
be done by the patient (subjective symptom improvement),
and not the physician,32 the method of outcome assessment
is of vital important. Following the Talley et al. study,15 out-
come measures were considered acceptable if they appeared
to be relatively sensitive to change (based on face validity
of questionnaire), especially incorporating the major IBS
symptoms. Only one study failed to report outcome mea-
sures clearly.16 Use of a daily diary was common among the
reviewed studies,19–22,24,28, while six studies used question-
naires before and after treatment17,18,23,25,26,33 (Table 4).

Clinical significance. Efficacy evaluation should be based
on the percentage of subjects meeting a predefined criterion
of clinical significance rather than on the statistical signifi-
cance of differences between groups or between periods of
observation,32 which only describes whether a difference is
likely to result by chance or not.41 Of the reviewed studies,
three used the Composite Primary Symptom Reduction
Score (CPSRS)24,25,33; one of them defined clinical signif-

icance as a reduction in primary symptoms score from pre-
to post-treatment of 50% or more24 and found that subjects
had clinical improvement after the course of hypnotherapy.
Two other studies defined improvement as positive CPSRS,
one of them reporting improvement in 78% of the patients.33

DISCUSSION

In controlled clinical trails of FGIDs, the primary mea-
sure of success is the ability of the treatment to produce a
greater percentage of responders or responses (based on
which should be defined a priori) compared to the appro-
priate control group.32 Regarding the association between
symptoms and psychologic factors, such as stress, anxiety,
and depression, various psychologic treatments have been
investigated as alternatives (or adjuncts) to standard med-
ical management, including cognitive-behavioral therapy,
stress management training, relaxation training, psychody-
namic therapy, and hypnosis.13–15 The proposed mecha-
nisms of actions for psychologic treatments include the 
alleviation of depression, anxiety, or other psychologic con-
tributors to IBS, such as abnormal illness behavior and mal-
adaptive coping strategies.15,42,43 According to previous

GHOLAMREZAEI ET AL.524

TABLE 5. RECOMMENDATIONS FOR TRIALS

EVALUATING HYPNOTHERAPY FOR IBS

1. Describe the study population; consider enrolling both a
medical treatment-resistance population by clearly defining
refractory IBS and newly diagnosed patients.

2. Use a consensus-based operational definition of IBS (Rome
criteria).

3. Enroll a sample size large enough for adequate power.
4. Measure refuser and dropout numbers and their

characteristics.
5. Use an active credible control group (other psychologic or

behavioral treatments such as cognitive-behavioral therapy
or relaxation training), in addition to standard medical
treatment group.

6. Randomize patients and describe the method of
randomization.

7. Define the clinical significance before conducting the study.
8. Compare pretreatment characteristics of the groups,

including IBS symptoms and psychologic status, especially
anxiety and depression.

9. Measure hypnotizability with appropriate scales.
10. Use reliable, valid, sensitive-to-change, and self-

administered instruments to measure IBS symptoms.
11. Use multiple therapists and have the data analyzed in a

way that tests for differences between therapists.
12. Use independent, blinded evaluators for assessment of

outcome(s).
13. Assess and give a report of concurrent drug use.
14. Assess compliance with treatment (also homework

practices).
15. Conduct long-term (at least 12 month) follow-up of all

groups.

IBS, irritable bowel syndrome; Rome, Rome Working Team.



studies, hypnotherapy is one of the complementary treat-
ments that have been shown to be effective in the treatment
of refractory IBS.16–28 In the case of hypnosis, direct con-
trol of gut function,44 reduction of visceral pain sensitiv-
ity,26 reduction of psychologic trait somatization,22 and psy-
chologic arousal23 through hypnotic suggestions have been
hypothesized to be important. However, one cannot rule out
that hypnotherapy could have had at least some partial ef-
fect by directly reducing anxiety and depression. This re-
duction itself could also help improve symptomatology, par-
ticularly if psychologic factors played a role in triggering or
exacerbating symptoms.

CONCLUSIONS

The method of hypnotherapy that was reported to be of
value in refractory IBS was the same in almost all reviewed
studies and included hypnotic induction, techniques to
deepen the hypnotic state and increase the subject’s open-
ness to progressive muscle relaxation, ego-strengthening
technique, and “gut-directed” hypnotherapy. All studies
demonstrated significant improvement of nearly all IBS
symptoms and some psychologic factors; however, based on
our assessment of their quality, substantial methodological
insufficiencies were identified in all of these studies.

One of the most important issues in studies of psycho-
logic and complementary treatments such as hypnotherapy
in IBS is that the studies should be controlled trials with ap-
propriate long-term follow-up because of the high response
of IBS patients to placebo.35,36 Although in reviewed stud-
ies without control groups the participating patients were se-
vere cases who had proved to be refractory to conventional
forms of therapy and therefore might be expected to have a
low placebo response, enrollment of such patients might
serve to heighten the expectation of success from a novel
type of treatment (psychologic treatments and hypnotherapy
with their own philosophic basis versus conventional med-
ical treatment).45 Having an active control group enables us
to compare hypnotherapy with other psychologic treatments,
such as cognitive behavioral therapy, to find the best way
of managing IBS (considering the time and cost benefits).

One important issue in studies of psychologic treatments
is to determine whether specific factors are responsible for
improvements beyond those generated by expectancy or
nonspecific factors.15 In the case of hypnotherapy, this im-
portance is heightened because of the unique nature of hyp-
nosis and the expectations of people using it.

The attention to these aspects was particularly poor in the
reviewed studies even though expectancy can be assessed
by simple self-report measures.31,38 During the baseline pe-
riod, it is recommended that the improvements in symptoms
be rated by subjects based on their expectations resultant
from hypnotherapy. Also, Talley et al.15 recommended that
as expectancies may alter because of ongoing experiences

with treatment, another rating of expected symptoms should
be taken at or near the completion of treatment. Aside from
expectancy, factors common to most therapeutic procedures
(such as attention to symptoms by a professionals, therapist
contact time, and empathic attitude) should be carefully 
controlled, because significant inequality of these factors be-
tween study groups may alter the outcome.15 Another im-
portant variable in trials using hypnotherapy is hypnotriz-
ability (although there is some controversy on its definition)
that can alter outcomes.46 Of the reviewed studies, some re-
ported that patients under the age of 50 and female patients
responded better to hypnotherapy,16,21,27,33 which can be
due to higher hypnotizability in females and younger
clients.46 Thus, we suggest assessing hypnotizability with
standard scales, such as the Stanford Scales of Hypnotic Sus-
ceptibility47 or the Harvard Group Scale of Hypnotic Sus-
ceptibility,48 in future studies.

In conclusion, although hypnotherapy offers some
promise in the case of refractory IBS, its efficacy has not
been conclusively established because of methodologic in-
adequacies in the reviewed studies. Before hypnotherapy is
widely used, well-designed trials supporting its value are
needed. Based on our review and with a few modifications
(related to hypnotherapy trials) to the recommendations of
Talley et al.15 a list of practical recommendations is sum-
marized in Table 5 to assist future trials on hypnotherapy
for IBS.
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