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INTERNAL MEDICINE – A CASE REPORT IN GASTROENTEROLOGY

1. INTRODUCTION

Internal medicine is a significant and broad discipline in general somatic healthcare.
Within the field, diseases that affect the digestive system are of major concern. These
include disorders of the upper (i.e., dysphagia, reflux, gastritis, etc.) and the lower (ce-
liac disease, inflammatory bowel disease [IBD] and irritable bowel syndrome [IBS],
etc.) gastrointestinal tracts and pancreatic, liver and biliary diseases (Altorjay, 2014).
Among these diseases, inflammatory bowel diseases should be highlighted as exercising
significantly adverse impacts on the quality of life. 

Inflammatory bowel diseases, that is, ulcerative colitis (UC) and Crohn’s disease
(CD) are multifactorial, immune-mediated inflammatory disorders affecting mainly
intestinal tissues. Causal therapy for their treatment is currently unknown; however,
symptoms can be effectively supressed with available therapies such as aminosalicylates,
corticosteroids, immunosuppressants, and biomedical products (Miheller et al., 2009;
Nagy, 2010). Recent studies have drawn attention to the importance of the brain-gut
axis in the pathogenesis of IBD (Bonaz & Bernstein, 2013).  

Internal medicine diseases are often associated with various mental disorders, such
as comorbid psychological distress (Rosselli et al., 2015). Childhood traumas and high
levels of stress induce susceptibility not only to certain functional gastrointestinal dis-
eases but also to inflammatory bowel diseases (Van Oudenhove et al., 2016).  In the
case of mood or anxiety disorders, the association can be attributed to the experienced
burden that physical symptoms trigger and the consequential impairment of patients’
psychosocial functioning (Bhamre et al., 2018; Byrne et al., 2017; Katon et al., 2007).
A higher prevalence rate of intense psychological distress, anxiety, depressive symp-
toms/depression and other psychiatric disorders have been found in patients with in-
flammatory bowel diseases. According to the meta-analysis of Zhang and colleagues
(2018), patients with inflammatory bowel disease also face an increased risk of suicide
(Bernstein et al., 2019; Navabi et al., 2018; Neuendorf et al., 2016; Stapersma et al.,
2018; Zhang et al., 2018).  Another recurring theme of recent research is the signifi-
cantly decreased quality of life in people with gastrointestinal diseases (Knowles et al.,
2018; Maity & Thomas, 2007; Martínez-Martinez et al., 2019). In IBD, stress, de-
pression and anxiety manifest as a vicious circle – they can be either the cause or the
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effect of the disease – in the sense that there is a bidirectional process between these
mental and intestinal diseases: distress, depression and anxiety can trigger the physical
symptoms or, conversely, the disease is stressful enough to induce mental problems.
Although etiology is not completely clear yet, anxiety and depression are known to
have adverse impacts on the course and exacerbations of the illness as well as on the
frequency of necessary medical treatments and services (Bannaga & Selinger, 2015;
Graff et al., 2009; Keefer & Kane, 2017; Navabi et al., 2018). Patients might exhibit
a range of psychosocial symptoms as well, for instance, they might experience emotion-
al imbalance and lowered self-esteem, which might cause their sense of personal con-
trol to deteriorate, along with their autonomy and body image. The investigation of
IBD patients’ illness perception may provide important information as illness percep-
tion influences health behaviour and the choice of adaptive or maladaptive coping
strategies (DeJong et al., 2012).  Findings of a study conducted by Rochelle and Fidler
(2013) indicate that patient perception of their illness as being long-term and chronic
brings about an elevated level of depression and more intense negative emotions.

Long and colleagues (2014) emphasize that psychological factors might affect pa-
tients' responses to treatment and even influence directly the clinical outcome of the
disease. With a view to all the psychological risk factors and the psychological conse-
quences of these chronic diseases, the complex biopsychosocial approach highlights the
importance of taking advantage of the benefits of psychology in healthcare.  Therefore,
the main goals of health psychology in tertiary prevention needs to target the detection
of possible psychological risk factors, the treatment of the psychological comorbidities
of a chronic disease, the prevention of psychological decompensation and the support
for patients’ effective coping and self-management strategies (Dudley-Brown, 2002).
This multidisciplinary approach points out the importance of psychological care in
collaborative healthcare, as it is beneficial both in terms of improving the quality of
healthcare and nurturing the collaboration among the different disciplines.

2. CASE STUDY

Our aim is to present the development of comorbid mental dysfunctioning in gastroin-
testinal diseases and the possible advantages of available health psychology interven-
tions. The patient provided his informed written consent to the publication of his case.

Inflammatory bowel diseases display a range of similarities concerning their symp-
toms, course and treatment options; however, there are several differences between
them as well. Crohn’s disease may affect any portion of the gastrointestinal tract, from
the oral cavity to the rectum; however, its occurrence is most typical in the small in-
testine and the colon. Some parts of the digestive system are affected, whereas other
parts may be not, and the disease expands to all layers of the mucosa. Its most common
symptoms are abdominal pain, weight loss, diarrhoea and fever. Strictures, adhesions
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and fistulas may occur as complications. Extra intestinal manifestations often affect the
liver, the eyes and the skin.  In order to manage symptoms, treatment often involves
surgical interventions as well. Patients need lifelong medical surveillance in order to
avoid or treat relapses (Kovács & Lakatos, 2018).

2.1. THE INITIAL APPOINTMENT
The patient (Tamás) asked for psychological support himself in order to ease his dis-
ease-related psychological strains. We scheduled an outpatient appointment. Tamás
arrived on time. 

He is a tall, thin young man, though looks a bit older than his age. His communica-
tion was dynamic, explicit, organised; he had been living with the disease for several
years, so he talked about his complaints in a natural manner.  His eyes seemed clear
and honest; his physical appearance gave the impression of being friendly, open and
intelligent. He is in his early forties. 

He has been struggling with the disease for twenty years. As he put it during our first
session, he ‘felt chaotic, disorganised and nervous’. After the health-related challenges
of the first few years, he had a remission period; however, in the last few years, his dis-
ease has become active again and he has experienced further health problems. He felt
his every-day struggles with the disease demanding to such an extent that it affected and
restricted all areas of his life. His fears and anxieties about his health and the future were
also increasing. In addition to IBD, intercurrent diseases such as rheumatic complaints,
tumour processes, lupus (systemic lupus erythematosus, SLE) and reflux developed.

His reasons for seeking therapy included fatigue, deterioration of performance and his
doubts about the future and his health. The topics we identified to be targeted in sessions
were his decreased pain tolerance, sleep difficulties, digestive problems and his role as a
patient; he felt his body had become ‘worn out’, it did not serve him properly anymore.
His attitude towards his own body had changed and he felt it a complete failure.

2.2. FAMILY MEDICAL HISTORY
His family of origin consists of his mother, father and elder brother. As for his birth
circumstances, he was the second child of a rural family with a stable and safe back-
ground. He arrived one week before the expected date. His parents did not plan a sec-
ond child and had already a boy as their firstborn thus they would have preferred hav-
ing a girl, yet they welcomed Tamás’s arrival. As an infant, he was in hospital a few
times, he does not know exactly why. He cherished his years in kindergarten, which
he attended for three years. He loved studying from day one of his school years; he used
to read his brother’s books. During adolescence, he began spending more time with his
peers, which caused a slight drop in his school performance. Until graduation, he had
never been ill except for some minor colds. He could not recall having any accidents. 
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He described his mother as being overprotective and overshielding. He had a much
more relaxed, balanced relationship with his father and a somewhat distant but good
relationship with his brother. He had his first romantic relationship around the end
of his secondary school years. After graduation, he went to college and earned a degree
in agricultural engineering. His disease first manifested in the first year of college, he
was hospitalised and had to undergo a life-saving surgery. He had to defer a semester
but passed all his exams in the next one. Unfortunately, his first romantic relationship
did not bear the burden of his disease so they split up. Afterwards, he had two or three
shorter relationships but none could endure the difficulties his disease posed. 

After graduation, he had a hard time finding a job as his disease required constant
medical treatment. He was in his mid-twenties when he was finally offered a position.
His love and commitment to his profession developed during the years he spent there.
He had supportive, motivating mentors. His physical condition improved and he
achieved professional success; both improved his self-confidence. His work became an
integrated part of his identity, a source of his self-confidence and self-esteem. That job
was a turning point in his life, he left  his parents’ house and for the first time he felt
he could manage his life alone. It was an important period in his life, full of meaning-
ful tasks that contributed to his development and advancement. He felt content in his
different roles such as his male gender role and his social role as an active and success-
ful professional and wage earner. Despite his illness, he was ambitious to improve and
become fully independent. He met his current partner and they got married in this pe-
riod. Answering my question, he denoted his wife and some of his friends as his most
important social support.

2.3. PATIENT’S MEDICAL HISTORY
During the exploration of the history of his disease, I could notice his sense of bitter-
ness, but also a sense of humour and the ability to laugh at himself. Due to frequent
flare-up episodes since the onset of the Crohn disease he had undergone several opera-
tions and there had also been several changes in his treatment plan.  

As mentioned earlier, he had rarely been sick in childhood, ‘being ill’ was an unfa-
miliar state/role to him until his first year at college. There were important phases in
his illness: 

1. His disease developed at the age of 19 when he needed a life-saving surgery and
he was hospitalised for two months. He had to cope with emotionally demanding
events such as the abrupt onset of the disease, his weight loss and the operation. The
challenges of the postoperative period have also made him face a number of new and
strenuous challenges. 

2. Successively he had a longer remission period, though he needed frequent medical
checkups. During this period he could work actively and, as a result, he had success
and recognition at work; he could experience being productive despite his disease. 
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3. However, some years ago, another relapse period started abruptly. Due to the
development of a subileus (partial bowel obstruction), he was admitted to hospital
again. Again, he had a colostomy, and rheumatic involvement and autoimmune proc-
esses (SLE) were also suspected. After the surgery, he received a temporary ostomy
pouch system; the stoma was reversed after a few months. Later, a tumour was found
in a sample taken from the intestinal tract, but the therapy he received ruled out oncol-
ogy treatment. Examinations did not detect remaining tumour tissues inside. He was
suffering from severe pain, which necessitated neurological and psychiatric consulta-
tions in order to alleviate the pain and related fears. He received biologic therapy for
Crohn’s disease, supplemented with steroid therapy from time to time to suppress in-
flammatory processes. Afterwards his disease remained constantly active; he more or
less managed to keep it in under control. He had also been operated on his heart five
years ago, due to a disorder that might have developed linked to his lupus. By that time,
he had reached the limits of his physical performance. He tried to work again for a short
period, part-time, but later, following the instructions of his physicians, he stopped
working. It was a serious trauma in his life. He had never been negligent concerning his
illness and always adhered to treatment, hence he felt betrayed and had negative emo-
tions, such as frustration, while deprivation and disappointment also occured. 

Even at the time of our counseling, he was receiving concurrent medical treatments
focusing mainly on gastroenterological care, but due to systemic symptoms, he also
had to go for regular rheumatological and neurological checkups. 

With regard to his physical condition, the experience of low body weight, weight
loss, the frequent and prolonged pain, side effects of the drugs and mood swings upset
him the most. The  decline of his  health due to the constant progression of the disease
challenged his mental well-being as well. Adaption to the new structure and to the new
daily routine also evoked stress in him. In the current stage of the disease, Tamás is
receiving immunosuppressive therapy and anti-inflammatory drugs (steroids), as well
as painkillers and anxiolytics, depending on his complaints and condition.

2.4. THE COURSE OF HEALTH PSYCHOLOGY SESSIONS
Tamás took part in 12 therapeutic sessions altogether, including personal and online
meetings. During the first appointment, we had an initial disclosure stage to get to
know each other and he was given detailed information about the framework of the
therapy; afterwards, he detailed his medical history and his reasons for seeking therapy.
Then we identified his needs, the aims of the sessions and set the frames. His main
goals were to (1) improve his sleep quality and his dietary habits; (2) get a deeper un-
derstanding of his health-related fears; (3) to develop a more effective adaptation to his
changed lifestyle (the loss of his ability to work); and (4) ease his social isolation. He
also mentioned his further, long-term plans and expectations: development as well as
maintenance of his vitality, physical strength and mental health.
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In order to improve his sleep quality and build better sleep hygiene, we explored his
sleep habits and he was provided psychoeducation. To monitor his sleep quality, we
agreed on his keeping a sleep diary that would enable us track and correct his maladap-
tive sleep practices, the amount of time he spent awake at night, his personal impres-
sions and his perceived pain during the night. Furthermore, he was taught a specific
relaxation technique (progressive muscle relaxation) in order to support his mental
balance, lessen his perception of pain and further improve his quality of sleep. Tamás
was open to both keeping a sleep diary and trying out relaxation exercises, and was
generally interested in learning new self-management skills. He bought a notebook in
which he recorded his experiences relating to practising at home and sleeping. He was
highly motivated: he sent in all his recorded previous-week data before every session
so we could discuss his emergent questions and experiences on a regular basis. Self-
monitoring and the constant feedback received improved his sense of control; later, for
the same reason, he started keeping a thought diary as well. These tools helped him
improve his knowledge about his own self as he attained a deeper understanding of the
connections between his emotions, physical perceptions and behaviour. We started to
use each of the therapeutic techniques mentioned gradually, introducing a new tech-
nique when the active process of the therapy required it. Each step was followed by
psychoeducation and monitoring.

After a few weeks, Tamás deployed his newly developed skills with confidence, in-
corporated the progressive muscle relaxation technique in his daily routine and, as for
his sleep quality, he managed to observe some interrelations between weather changes,
his sleep quality and painkiller needs. 

When he was at home, he paid conscious attention to his re-structured daily routine.
He focused on the even distribution of tasks around getting up, daily tasks and bed-
time; this proved to have a stress-reducing effect despite the social isolation due to the
COVID-19 pandemic. Although, in previous years, his perfectionism had bred not
only benefits, but also some negative payoffs, such as excessive, exhausting
performance and thus exploitation of his energy supplies, in his current situation, his
well-organised and perfectionist character helped him a lot to accomplish his daily
tasks. 

Due to the thorough changes in his social and family roles, he often felt vulnerable
and disappointed, and on those days when he had severe pain, he often became
moody, experiencing fatigue and depression. At the onset of the therapy, we assessed
his mental condition via self-administered questionnaires. We used the Patients’
Health Questionnaire (PHQ-9) (Kroenke et al., 2001, 2002) to measure depressive
symptoms, and the Spielberger State Trait Anxiety Inventory (STAI) to assess anxiety
(Spielberger et al., 1970; Sipos & Sipos, 1983). The degree to which his illness restrict-
ed his life was assessed by the tools of the Illness Intrusiveness Rating Scale (Devins et
al., 1993; Novak et al., 2005) and The Short Inflammatory Bowel Disease Question-
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naire (SIBDQ) (Irvine et al., 1996; Újszászy & Horváth, 2011). The values he scored
both for anxiety and for depression fell within the range of moderate degree; this was
in line with my personal expectation and the client’s self-reflection. As for the
intrusiveness of the illness, it significantly influenced his life and showed a drop in the
level of his quality of life.

Before the onset of therapy, following instructions by his psychiatrist, he had started
taking anxiolytics and they reviewed its daily dose on regular check-ups, but Tamás
self-regulated their dose within the prescribed three tablets per day. In most cases, he
used them to aid falling asleep or when he felt unable to cope with his overwhelming
distress during the day. 

The Illness Intrusiveness test also detected that the current COVID-19 epidemic
contributed to Tamás’s elevated level of stress. Tamás highlighted social isolation as
one of the most difficult burdens he had to cope with.  

All in all, his quality of life had deteriorated significantly due to his illness and was
thus much lower than the average; it affected all domains of his life and impeded even
his everyday functioning.  

Tamás’s life has been dramatically changed in terms of dietary habits, physical activi-
ties, social tasks, work, intimacy and financial situation. His self-image of being an ac-
tive person and a wage-earner, an ambitious man, dedicated to his profession, had
faded away after he had withdrawn from work on his doctors’ instructions. One of the
most important components that had built up his self-esteem used to be his success at
work, which had helped him ignore his negative body image and the embarrassing
symptoms, such as dramatic weight loss or the temporary ostomy pouch attached. 

His coping strategies during his productive periods    could be termed problem-fo-
cused, characterised by goal-oriented stamina and strength. However, during the phy-
sically difficult phases of the disease he often failed to utilise his adaptive coping strate-
gies. Instead, despair, fear of the future, anger and helplessness started to overwhelm
him in these periods. Due to malabsorption, he lost his appetite, developed a negative
body image, and no nutritional formulas proved to be efficient. (Patients in general
have difficulties in tolerating liquid formulas despite their numerous known advantages.)
As it is typical  for patients with IBD, Tamás also reported a lack of appetite that can be
attributed to the related pain, malabsorption, nausea, abdominal cramps, frequent bowel
movements and outputs as well as the unsatisfactory culinary experience.

Via therapeutic tools, such as the review of his eating habits, exploration of his eat-
ing-related thoughts and feelings, psychoeducation on possible alternatives and sched-
uling meals into his daily routine, he managed to improve his appetite, gain weight,
and, later, he could even highlight some rare moments when he was able to find joy
in eating. All these techniques helped him stick to his goal and sustain his motivation.

He recounted that he had received ambivalent reactions from his social environment
when he was talking about his health problems; some people either felt sorry and pity
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for him or, sometimes, they became impatient. He felt being stigmatised and thus
withdrew from social interactions due to the negative feedback he received. He felt
being defenceless and often overreacted to opinions he got. However, he himself nur-
tured ambiguous feelings on the issue: on the one hand, he was offended when people
were not able to understand him and his problems; on the other hand, he did not want
others to feel pity for him. Sometimes he had outbursts of anger and bitterness when
he was with the people who supported him most, thus he hurt the ones whom he really
did not want to. He often felt anger and frustration, feelings he wanted to get rid of,
but he certainly did not want to put its burden on his family. In terms of interpersonal
relationships, his prevailing emotions were that of shame, doubt, insecurity, tension
and fear. As for his attitude towards his own behaviour, he demanded himself to stay
strong, disciplined and determined – he refused to let himself dwell on self-pity. He
often criticised and blamed himself.

He was highly motivated in taking part in the counseling process and was open to
articulate his feelings during the sessions. He felt it to be very important that he could
express his stress-evoking thoughts openly in a situation in which he did not have to
restrain himself trying to be tactful and respectful of others. (By that point in therapy,
the supportive relationship between the counselor and the client and the safe place had
already reached its aim and could act as a ‘container’, making ventilation possible for
the client. In the unsuspecting, non-judgemental, holding environment, the client had
a sense of security and could express his feelings freely, without receiving criticism.)

The representation and the perception of his illness focused on it as a ‘loss’ – it has
stolen/taken a lot from me’, referring to his health, his further education, career
advancement and developing important relationships. 

Despite all his difficulties, his coping repertoire still encompassed adaptive strategies.
He was sticking to his daily routine, he and his health care providers cooperated on
taking illness-related decisions, he strictly adhered to treatment regimen and took re-
sponsibility to maintain and manage his health condition. He went for regular check-
ups and evaluated his relationship with his gastroenterologist as appropriate. He plan-
ned all his health-related tasks carefully and meticulously, assessed his possibilities and
adjusted his to-do list to his scope. This helped his adaptation and created some sense
of autonomy. 

However, regarding his emotion, relationship and conflict management, he dis-
played some less adaptive coping strategies, such as avoidance and passive coping. These
increased the level of his subjective perception of stress and due to the overlap of the
various stressors, he often released tension more intensely than he intended to. This
further intensified his tension, which in turn led to a decrease in his self-esteem, a neg-
ative attitude towards himself and adversely affected his interpersonal relationships as
well, resulting in numerous conflicts.
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We are of the opinion that the use of these techniques, i.e., supporting the overt
articulation of his emotions, helping the development of his adaptive and assertive
communication skills and the use of recording his thoughts may improve his stress-
management, efficacy of coping and quality of social interactions. Concerning the clin-
ical course of his disease, development of these skills may also yield a better relation-
ship with his health care providers and strengthen his treatment adherence. Better
communication with his health care providers may bring about a better coordination
of the related areas, as previously there had been information-flow problems hindering
his treatment. This, in turn, may also help his recovery. The newly acquired skills to
express his emotions more explicitly and the thought diary technique that helps him
evaluate his thoughts, feelings and behaviours also added to the maintenance and im-
provement of his health-related active attitude and adequate behaviour. By the end of
the counseling process, he had achieved improvement in all these domains of his self-
efficacy.

Regarding his resources, he identifies his wife as the most important protective fac-
tor, who has been standing by his side for more than ten years, giving him a sense of
stability, consistency and security. He considers his wife as his faithful partner and
support, and the relationship between them as a double alliance and life-long commit-
ment. As for his other social resources, he has two close friends who have also support-
ed him throughout these difficult years and he knows he can rely on them under any
circumstances. When he experienced the most difficult troubles and could talk about
nothing but his illness, they took the time and listened to him with empathy. 

In addition, his house and its garden, the quiet, green, friendly area also had a calm-
ing and inspiring effect on Tamás. Furthermore, as he spent more time at home alone,
he developed a close relationship with his dog. He said that being alone used to have
a negative impact on him and launch a downward spiral of his negative thoughts, but
whenever he went out to the garden and his dog was jumping around him, everything
seemed easier and less frightening. 

During our therapy, his poor health prevented him from doing physical activities;
however, later, his appetite increased and he managed to gain some weight that helped
him take a short walk, renovate or do some smaller tasks around his house. These im-
proved his physical well-being and moderated his mood swings as well.

However, among all the topics he brought up, his illness was the most significant:
for many years, he had been thinking of it as a long battle, but now, after our sessions,
he can see it as an opportunity for development. His recovery from the traumatic
events he has experienced helps him sustain his inner strength, stamina, endurance,
even if sometimes he feels a lack of energy. Staying at home cut off external stimuli,
turned his attention inward and forced him to deal with himself. He was often unable
to manage his severe pain, which heightened his sense of lack of autonomy. His mood
swings also elicited fatigue, increased his distress and exerted a negative effect on his
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physical well-being, social interactions and nighttime rest. Moreover, feelings of being
vulnerable, lack of control and ambivalence determined his attitude towards his career,
tasks and illness perception. His own needs and expectations further intensified it. He
felt that his negative perception of his illness sometimes overwhelmed him and he also
failed to meet social expectations of male gender roles, which damaged his self-esteem:
he was not the breadwinner in the family any longer, he was the one to stay at home
and do household chores (to the extent he was capable of). During our therapy, it was
a long and difficult process to integrate all these topics, but reframing and adjusting
his goals to his new roles, the support of his wife and his established financial stability
made it easier. Yet, his pessimism about the future and his health arose and engulfed
him at times, mostly in times of decline either in his health condition or in the efficacy
of his coping. We tried to identify the things in his current situation that would make
him as proud as he used to be and find elements of his life that were worth living for.
Using the technique of mental imagery, I asked him to visualise nature images and
associate previous and current experiences and prevailing emotions with them. These
elicited complex and condensed emotions and moods that proved important. Talking
about his emotions was difficult for Tamás, but gradually we were able to explore them
as he did his best to improve in this area as well. 

2.5. REFLECTIONS OF THE CLIENT ENDING THE THERAPY
The thought records tool proved efficient in broadening the client’s knowledge on his
own negative automatic thoughts and finding new, more adaptive alternatives.
Through embedding his medical history in his life story and identifying his losses
(work ability, child, career, his negative attitude towards his body), an emotional proc-
essing started to develop that enabled Tamás to loosen his strict, critical tone of self-
evaluation and accept his current self. His strict agenda served as a mood-regulator that
reduced depressive symptoms and helped him find meaning in his everyday activities.
Resource activation, defining his short-term goals and reframing his current situation
also supported a positive self-evaluation and self-esteem.

In the endphase of our health psychology counseling sessions, Tamás gave the feed-
back to us that he had experienced positive changes in various domains of his life. He
was glad that his own emotions and expectations about his current situation had been
brought to awareness. He felt he had learnt to express himself more explicitly and voice
his feelings and requests to others more easily. Our therapy enabled him to identify the
things he considered most important in his life and health condition; he felt he man-
aged to reframe his disease-related experiences. The muscle relaxation technique, the
sleep diary and the thought records allowed him to create a more relaxed and balanced
daily routine that suited him better. His new skills helped him mitigate his tension and
improve his perceived autonomy and efficacy. Finally, he stressed how important it
was to have less inner monologues during the time when he was being alone. Through-
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out the entire counseling process, Tamás was highly ambitious to grow, thus we had
a productive counseling process. He could sustain his resilience despite the losses of
his certain roles and the negative changes in his functionality. In such a difficult
situation, he managed to develop his coping strategies and find his personal life goals.

In accordance with the biopsychosocial approach and the multidisciplinary health-
care, psychological service is available to him as part of his gastroenterological care, as
several determining factors (i.e., alterations in his medical treatment, decline in health,
loss of resources or other factors) may change in his life that can affect his mental and
somatic condition as well as his coping, adherence and motivation. Therefore, we
agreed to hold regular follow-up sessions in order to maintain the possibility to con-
tinue the process if necessary. We had our first follow-up session after one month, and
then we scheduled a three-month basis for follow-ups; however, we agreed that our
sessions were to accommodate the client’s needs, that is, we should consider having
more frequent sessions in case difficulties emerged. At the second follow-up session,
Tamás reported having gained weight, keeping a balanced mood and the reduced use
of anxiolytics; therefore, we maintained our agreement with regard to the three-month
basis of our sessions. Follow-up sessions were also held online.

3. DISCUSSION

Inflammatory bowel diseases are immune-mediated processes which, once the diagno-
sis is established, significantly determine the patients’ physical, mental and social
conditions and therefore influence their quality of life (Knowles et al., 2018; Maity &
Thomas, 2007; Martínez-Martinez et al., 2019). Our case study demonstrates that the
progression of the disease, its active periods, the difficulties in treatment and the de-
cline in everyday performance affected Tamás’s quality of life.

The applied questionnaires measuring our client’s current mental state showed
elevated values both in terms of mood disorders and in terms of anxiety; this outcome
underpinned my personal impression and the client’s self-reflection. Our study is in
line with recent international research demonstrating that the level of anxiety, distress
and depression is elevated in people with IBD (Bernstein et al., 2019; Navabi et al.,
2018; Neuendorf et al., 2016; Stapersma et al., 2018; Zhang et al., 2018). According
to research, mental problems occur both as the cause and as the effect of the disease
and they affect disease course and exacerbations; our study supports this idea as Ta-
más’s deteriorating somatic symptoms were in clear association with the changes in his
mental condition (Graff et al., 2009; Keefer & Kane, 2017; Navabi et al., 2018).  We
could also observe a two-way connection between inflammatory processes and depres-
sive symptoms. (Gracie et al., 2018; Keefer & Kane, 2017). An active and severe dis-
ease, the negative changes in physical appearance (significant weight loss, stoma, extra-
intestinal symptoms), previous surgeries and hospital admissions may predispose pa-
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tients with IBD to a lower quality of life and a heightened level of anxiety and depres-
sion (Ananthakrishnan et al., 2013; Iglesias-Rey et al., 2014; Knowles et al., 2018;
Lewis et al., 2019; Navabi et al., 2018; Nowakowski et al., 2016). In Tamás’s relapse
period, all these factors manifested concurrently. His hospital stays, surgeries, malab-
sorption and the related weight loss and pain all had an adverse impact on his mental
well-being as well. Reactions of his social environment further intensified his difficul-
ties and the loss of his work ability further added to his negative emotions. Findings
of research show that CD-related stressors trigger worse outcomes of depression,
anxiety and quality of life. (Knowles et al., 2018; Navabi et al., 2018). 

Our patient’s perception of his illness as a ‘loss’, accompanied by perceived loss of
autonomy, incapability and disappointment determined his illness representation. In
his coping, we observed adaptive (cooperation, adherence, high-level of self-manage-
ment) and maladaptive (rumination, avoidance) strategies. During the counseling
process, his coping has been widened by such components as the thought records,
muscle relaxation, assertivity. McCombie and colleagues (2013) investigated coping
strategies in patients with IBD and found that patients with IBD used more emotion-
based coping strategies compared to persons in the control group, which has adverse
psychological effects. In the active periods of a disease, patients tend to use maladaptive
strategies; this finding is also supported by our client’s case. However, in his case,
increase in his perceived control facilitated the use of adaptive coping strategies and
thus enhanced his self-efficacy.

We can conclude that in patients with chronic diseases, especially in patients with
inflammatory bowel syndrome, a range of psychological aspects accompany somatic
challenges. Physical changes, social isolation, pain, worries about the treatment and
complications, development of new diseases may all have significant negative effects
on patients’ subjective quality of life, mood swings, the progression of the disease and
the efficacy of coping. In these cases, tertiary prevention may promote patients’ moti-
vation to increase their self-efficacy, reframe, and make the most out of the adverse
changes in a way that helps their recovery. Even if they are aware of the fact that com-
plete recovery is impossible. 

Mood swings in IBD are considered typical; however, anxiety relief–via stress man-
agement techniques–may help to reduce the patients’ vulnerability, sense of autonomy
loss and debilitating frustration. In our counseling process, Tamás’s frankness with
himself, his honest and trustful attitude towards me founded a therapeutic foundation
to base his personal goals on. The systematic review of his experiences with the disease
provided a new perspective to his long-standing, emotionally highly demanding battle
with the disease. Exploration and conscious use of his resources also increased his per-
sonal efficacy. His commitment and work during therapy was remarkable, as patients
in similar situations tend to be so overwhelmed that they are unable to activate their
energy to become motivated. Therefore, in our therapy, one of the most important
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targets of the health psychologist’s work was to facilitate the improvement of the
client's own skills. In health psychology counselling, it is also inevitable to strengthen
the patients’ treatment adherence and help them build a strong trust in their own abil-
ities. This way, health psychologists can support patients’ self-management and self-
competence with regard to the course and the emotional processing of the disease.
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