
Introduction
Crohn’s disease (CD) and ulcerative colitis (UC) are >
chronic relapsing and remitting diseases, which are 
uncommon.

One third of our IBD cohort resides in rural areas >
with little specialist availability 

We have shown that GP comfort in treating IBD >
is not ideal and does not correlate with their IBD-
specific knowledge.1

Left under-treated, IBD significantly increases >
morbidity and healthcare expenditure and impairs 
social, personal and economic outcomes.2

IBD has previously been predominantly treated in a >
reactive fashion at the point of flare.

Methods
Patient audits were performed before (2007)4,5 and 
after (2009)5,6 a formal IBD service was established. The 
audits examined QOL issues, medication usage and the 
use of inpatient care.

QoL and medication use was assessed by patient 
surveys and hospital admission data was gathered from 
IT sources for the 12 months preceding each audit
period.

In 2008 a formal IBD service was introduced. This
centralised the care of IBD patients and allowed 
the development of some standardised treatment 
approaches.

IBD clinics were started offering shared care with 
specialist gastroenterologists, registrars, IBD specialist
nurses, and colorectal surgeons rather than a ‘one-
doctor-one-patient’ model. This model allowed 
continual care that is not interrupted by absence of
particular staff and enabled quality education of future 
specialists. The IBD nurses attend clinics, participating 
in and ensuring future care plans are understood and 
adhered to.

A helpline was established where follow-up and 
advice after discharge and between clinics was
coordinated. The helpline is staffed by IBD specialist
nurses and queries dealt with regularly in a “virtual
clinic” in conjunction with medical IBD staff where 
necessary. This has been particularly beneficial to our
rural cohort who now have a designated phone/email
contact point and can access specialist advice and
be monitored safely whilst taking some of the high
level immunosuppressant therapy without costly and
unnecessary travel.

Appointments are now triaged on a medical >
needs basis rather than being clerically scheduled. 
Colonoscopies can now be fast-tracked as needed to 
make timely clinical decisions.

Patient information sheets and monitoring protocols >
for the safe administration of immunosuppressant 
therapy were established. Previously this was 
handled in an adhoc fashion, potentially leading to 
patient risks of myelosuppression and other serious 
toxicities.

RAH-specific education and written information >
was developed to bridge a gap between medical 
staff time constraints, patient unease to ‘bother the 
doctor’ and patient and GP knowledge gaps.

Results
The audit process has shown this approach to be 
successful with a decrease in both the mean number
of hospital admissions per patient and the proportion 
of patients requiring admission. Similarly there was
a reduction in opiate use by 50%, fewer courses of
corticosteroids and a smaller proportion of patients
requiring IV hydrocortisone.

Further to this 42% of patients had improvement in 
QoL and other improvements were seen with:

• 63% of patients showing improved knowledge

• 62% improved adherence

• 65% improved satisfaction with care

• 52% decreased anxiety

• 43% decreased depression scores4,5

The cost savings flowing from the reduction in 
inpatient care has been clearly demonstrated to more 
than offset the increased staffing (2FTE IBD specialist
nurses) required to achieve this. Thus this approach is
cost-effective leading to net savings in direct health 
care as well as improved quality and outcomes for
patients as detailed above.

Conclusion
Small changes to the care model, of modest
cost, have yielded global benefits to patients and 
the healthcare system. Caring for IBD patients
beyond the walls of the hospital is important to 
ensure less time in hospital and better long-term
health outcomes.

IBD service patient numbers, initially 256 in 
2008, have now exceeded 700.

Nursing and medical staff in the IBD service are 
now recognised as national leaders in IBD care,
frequently asked to present their evidence base 
and experience.
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Background
• People with Inflammatory Bowel Disease (IBD) commonly experience

psychological problems such as anxiety and depression.
• There is evidence that these mental health issues (MHIs) are associated

with reduced quality of life, increased hospitalisation and low medication
adherence.

• Despite this, psychological support is not routinely provided to people with
IBD in outpatient settings.

• Identifying factors that are associated with likely poor mental health may
facilitate the targeting of appropriate psychological care. (see poster
number P238 for data on associations with healthcare utilisation)

Methods
• Potential participants were recruited from the IBD Service of a large tertiary

hospital (from >1200 outpatients) in South Australia.
• Recruitment was via post and in person at scheduled outpatient

appointments, between September 2015 – September 2016.
• Potential participants were provided with study information and screening

questionnaires; completion of measures signified consent.
• Mental health issues were screened using the Hospital Anxiety and

Depression Scale (HADS) and the Kessler 6 Item measure of psychological
distress (K6).

• Medication adherence by Morisky Medication Adherence Scale (MMAS-8).
• Quality of life by the Assessment of Quality of Life measure (AQoL-8D).
• Psychological therapy and support were discussed and offered to patients

where scores indicated likely MHIs; formal assessment and targeted
therapy was arranged for those who accepted.

• Disease-related and demographic data were gathered from medical
records.

Results
Participant Flowchart

• Demographics of participants: 50.6% male, 70.8% Crohn’s disease, mean
age 40 years, mean disease duration 11 years, 43% in clinical remission,
9.8% current smokers.

Predictors of Participation in Mental Health Screening
• Gender and disease duration predicted participation in screening:

Women were 62% more likely than men to participate, while patients with
shorter disease duration were more likely to participate than those with
longer disease duration:

Gender Disease Duration

Outcomes of Mental Health Screening
• Likely MHIs were prevalent in the cohort, with 54% of participants scoring

within the clinical range on at  least one screening questionnaire.  Anxiety
was the most commonly found issue, in 51% of participants

Correlates of Likely Mental Health Issues

• Patients with moderate to severe disease activity were twice as likely as
those in remission to score within the clinical range (indicating a likely
mental health issue) on the psychological screening questionnaires.

• Patients who were taking analgesia and/or psychiatric medications were
five times more likely to score within the clinical range (compared to those
not on these types of medication):

Correlates of Accepting Psychological Support

• Older patients were more likely to accept support when it was offered.
• Patients with higher levels of anxiety and general distress, and lower

quality of life, were more likely to accept psychological support.

Conclusions
• Mental health issues are prevalent in people with IBD, and

psychological screening and intervention is well accepted.
• Greater access to psychological care appears warranted and can

be easily integrated into an established IBD service.
• There are some easily recognised clinical factors that predict

likely mental health issues; however, need for support is
widespread.

• The effect of integrating psychological support in routine care
needs to be further evaluated for clinical IBD, mental health and
economic outcomes.

Presented at the  European Crohn’s & Colitis Organisation’s12thWorld Congress, Barcelona Spain, 14-17 February  2017.
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Introduction
Crohn’s disease (CD) and ulcerative colitis (UC) are >
chronic relapsing and remitting diseases, which are 
uncommon.

One third of our IBD cohort resides in rural areas >
with little specialist availability 

We have shown that GP comfort in treating IBD >
is not ideal and does not correlate with their IBD-
specific knowledge.1

Left under-treated, IBD significantly increases >
morbidity and healthcare expenditure and impairs 
social, personal and economic outcomes.2

IBD has previously been predominantly treated in a >
reactive fashion at the point of flare.

Methods
Patient audits were performed before (2007)4,5 and 
after (2009)5,6 a formal IBD service was established. The 
audits examined QOL issues, medication usage and the 
use of inpatient care.

QoL and medication use was assessed by patient 
surveys and hospital admission data was gathered from 
IT sources for the 12 months preceding each audit
period.

In 2008 a formal IBD service was introduced. This
centralised the care of IBD patients and allowed 
the development of some standardised treatment 
approaches.

IBD clinics were started offering shared care with 
specialist gastroenterologists, registrars, IBD specialist
nurses, and colorectal surgeons rather than a ‘one-
doctor-one-patient’ model. This model allowed 
continual care that is not interrupted by absence of
particular staff and enabled quality education of future 
specialists. The IBD nurses attend clinics, participating 
in and ensuring future care plans are understood and 
adhered to.

A helpline was established where follow-up and 
advice after discharge and between clinics was
coordinated. The helpline is staffed by IBD specialist
nurses and queries dealt with regularly in a “virtual
clinic” in conjunction with medical IBD staff where 
necessary. This has been particularly beneficial to our
rural cohort who now have a designated phone/email
contact point and can access specialist advice and
be monitored safely whilst taking some of the high
level immunosuppressant therapy without costly and
unnecessary travel.

Appointments are now triaged on a medical >
needs basis rather than being clerically scheduled. 
Colonoscopies can now be fast-tracked as needed to 
make timely clinical decisions.

Patient information sheets and monitoring protocols >
for the safe administration of immunosuppressant 
therapy were established. Previously this was 
handled in an adhoc fashion, potentially leading to 
patient risks of myelosuppression and other serious 
toxicities.

RAH-specific education and written information >
was developed to bridge a gap between medical 
staff time constraints, patient unease to ‘bother the 
doctor’ and patient and GP knowledge gaps.

Results
The audit process has shown this approach to be 
successful with a decrease in both the mean number
of hospital admissions per patient and the proportion 
of patients requiring admission. Similarly there was
a reduction in opiate use by 50%, fewer courses of
corticosteroids and a smaller proportion of patients
requiring IV hydrocortisone.

Further to this 42% of patients had improvement in 
QoL and other improvements were seen with:

• 63% of patients showing improved knowledge

• 62% improved adherence

• 65% improved satisfaction with care

• 52% decreased anxiety

• 43% decreased depression scores4,5

The cost savings flowing from the reduction in 
inpatient care has been clearly demonstrated to more 
than offset the increased staffing (2FTE IBD specialist
nurses) required to achieve this. Thus this approach is
cost-effective leading to net savings in direct health 
care as well as improved quality and outcomes for
patients as detailed above.

Conclusion
Small changes to the care model, of modest
cost, have yielded global benefits to patients and 
the healthcare system. Caring for IBD patients
beyond the walls of the hospital is important to 
ensure less time in hospital and better long-term
health outcomes.

IBD service patient numbers, initially 256 in 
2008, have now exceeded 700.

Nursing and medical staff in the IBD service are 
now recognised as national leaders in IBD care,
frequently asked to present their evidence base 
and experience.
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Background
• People with Inflammatory Bowel Disease (IBD) commonly experience anxiety

and depression.
• Mental health issues are known to be risk factors for increased

hospitalisation, low medication adherence and continued smoking.
• Despite this, psychological intervention and support are not routinely provided

to people with IBD in outpatient settings.
• In order to know whether specifically addressing mental health issues (MHIs)

in people with IBD might decrease healthcare utilisation (HCU) it is necessary
to get baseline data informing:

1. The prevalence of MHIs in the cohort;
2. The acceptability and practicality of MH screening in routine care;
3. The likely uptake of MH support and intervention; and
4. Whether MHIs correlate with “excess” HCU.

• Here we report on intake data from a prospective study evaluating twelve
month data (see poster number P170 for data on correlates of MHIs in IBD
outpatients).

Methods
• Potential participants were recruited from the IBD Service of a large tertiary

hospital in South Australia (from >1200 outpatients) between September
2015 – September 2016.

• Potential participants were provided with study information and screening
questionnaires; completion of measures signified consent.

• Mental health was screened using the Hospital Anxiety and Depression Scale
(HADS) and the Kessler 6 Item measure of psychological distress (K6).

• Medication adherence by Morisky Medication Adherence Scale (MMAS-8).
• Quality of life (QoL) by the Assessment of QoL measure (AQoL-8D).
• Psychological support offered  to patients where scores indicated likely MHIs.
• Demographic and HCU data for the 12 months prior to screening were

collected by electronic, state-wide hospital records.
• HCU variables included numbers of hospital emergency presentations,

outpatient appointments (IBD-related and non-IBD related), inpatient
admissions, endoscopic procedures, radiological procedures, ambulatory
appointments and IBD nurse support contacts.

• For the purpose of analysis, an index of total HCU was computed (t-HCU),
comprising number of presentations to emergency, ward admissions,
endoscopic and radiological procedures, outpatient appointments and
cancellations/no-shows.

Results
Participant Flowchart

• Participant demographics: 50.6% male, 70.8% Crohn’s disease, mean age 40
years, mean disease duration 11 years, 43% in clinical remission, 9.8%
current smokers.

• MHIs were highly prevalent with 54% of participants scoring within the clinical
range on the HADS and/or the K6.

• The approach was easily integrated and managed within routine care and
was acceptable to patients with 67% of those approached participating in MH
screening.

• 46% of participants with likely MHIs (scoring within the clinical range) went on
to take up psychological support and intervention.

Correlates of Mental Health Issues and Healthcare Utilisation 

• There were small, signification relationships between total healthcare
utilisation  and levels of general distress and depression (but not anxiety):

• Anxiety, the most commonly reported mental health issue, was significantly
related to a number of healthcare utilisation variables – the higher the
anxiety, the greater the number of presentations to emergency department,
outpatient appointments and cancelations/no-shows:

• Further, depression was significantly related to an increased number of
appointment cancellations/no-shows.

• General distress was significantly related to higher numbers of emergency
presentations, outpatient appointments, and cancelations/no-shows.

Conclusions
• Mental health issues are highly prevalent in people with IBD.
• Screening for mental health issues is practical and acceptable in

outpatient care, and psychological intervention is likely to be
taken up when offered.

• There is some evidence that mental health issues are associated
with greater healthcare utilisation in patients with IBD.

• In particular, anxiety and general distress are associated with
greater numbers of emergency department presentations,
outpatient appointments, and cancellations/no-shows at
appointments. Depression is also associated with more
cancelations/no-shows at appointments.

• Our data suggest that gains in HCU efficiency may be made by
integrating effective psychological care into routine IBD
outpatient practice.

Presented at the  European Crohn’s & Colitis Organisation’s12thWorld Congress, Barcelona Spain, 14-17 February  2017.
Corresponding author: Taryn Lores, IBD Service, Royal Adelaide Hospital, North Terrace, Adelaide SA 5000, Australia; contact email taryn.lores2@sa.gov.au
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• Despite this, psychological intervention and support are not routinely provided

to people with IBD in outpatient settings.
• In order to know whether specifically addressing mental health issues (MHIs)

in people with IBD might decrease healthcare utilisation (HCU) it is necessary
to get baseline data informing:

1. The prevalence of MHIs in the cohort;
2. The acceptability and practicality of MH screening in routine care;
3. The likely uptake of MH support and intervention; and
4. Whether MHIs correlate with “excess” HCU.

• Here we report on intake data from a prospective study evaluating twelve
month data (see poster number P170 for data on correlates of MHIs in IBD
outpatients).

Methods
• Potential participants were recruited from the IBD Service of a large tertiary

hospital in South Australia (from >1200 outpatients) between September
2015 – September 2016.

• Potential participants were provided with study information and screening
questionnaires; completion of measures signified consent.

• Mental health was screened using the Hospital Anxiety and Depression Scale
(HADS) and the Kessler 6 Item measure of psychological distress (K6).

• Medication adherence by Morisky Medication Adherence Scale (MMAS-8).
• Quality of life (QoL) by the Assessment of QoL measure (AQoL-8D).
• Psychological support offered  to patients where scores indicated likely MHIs.
• Demographic and HCU data for the 12 months prior to screening were

collected by electronic, state-wide hospital records.
• HCU variables included numbers of hospital emergency presentations,

outpatient appointments (IBD-related and non-IBD related), inpatient
admissions, endoscopic procedures, radiological procedures, ambulatory
appointments and IBD nurse support contacts.

• For the purpose of analysis, an index of total HCU was computed (t-HCU),
comprising number of presentations to emergency, ward admissions,
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Results
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• Participant demographics: 50.6% male, 70.8% Crohn’s disease, mean age 40
years, mean disease duration 11 years, 43% in clinical remission, 9.8%
current smokers.

• MHIs were highly prevalent with 54% of participants scoring within the clinical
range on the HADS and/or the K6.

• The approach was easily integrated and managed within routine care and
was acceptable to patients with 67% of those approached participating in MH
screening.
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presentations, outpatient appointments, and cancelations/no-shows.

Conclusions
• Mental health issues are highly prevalent in people with IBD.
• Screening for mental health issues is practical and acceptable in

outpatient care, and psychological intervention is likely to be
taken up when offered.

• There is some evidence that mental health issues are associated
with greater healthcare utilisation in patients with IBD.

• In particular, anxiety and general distress are associated with
greater numbers of emergency department presentations,
outpatient appointments, and cancellations/no-shows at
appointments. Depression is also associated with more
cancelations/no-shows at appointments.

• Our data suggest that gains in HCU efficiency may be made by
integrating effective psychological care into routine IBD
outpatient practice.

Presented at the  European Crohn’s & Colitis Organisation’s12thWorld Congress, Barcelona Spain, 14-17 February  2017.
Corresponding author: Taryn Lores, IBD Service, Royal Adelaide Hospital, North Terrace, Adelaide SA 5000, Australia; contact email taryn.lores2@sa.gov.au

Accepted MH 
Screening
338 (67%)

No MHI 
153

Declined MH 
Screening 

162

Approached 
500

Likely MHI
183 (37%)

Declined Support
98

Accepted 
Support
85 (17%)

1 2 3 4 5 6 7 8

1. Anxiety -

2. Depression .684*** -

3. General distress .824*** .779*** -

4. Quality of life -.708*** -.787*** -.801*** -

5. Total-HCU .096 .131* .124* -.203** -

6. Emergency .124* .061 .154** -.146** .554** -

7. Outpatient appts .119* .086 .118* -.162** .473** .139* -

8. Cancel/DNA .155** .110* .168** -.088 .068 .034 .040 -

0

0.5

1

1.5

2

2.5

Emergency Presentations Outpatient Appointments Appt. Cancellations/No-
Shows

No Anxiety Likely Anxiety

P238

~ 1 in 6

~ 1 in 4


