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Abstract

:

A prevalent symptom among Inflammatory Bowel Disease (IBD) patients is fatigue, characterized by a persistent sense of energy depletion that affects all aspects of daily life. This review aims to evaluate nursing interventions reported in the literature to alleviate fatigue in IBD patients. A comprehensive search was conducted across four electronic databases—PubMed, CINAHL, Cochrane, and Scopus—and four scientific journals: “Gastroenterology”, “Inflammatory Bowel Disease”, “Journal of Crohn’s and Colitis”, and “United European Gastroenterology Journal”. Inclusion criteria were clinical trials involving adult IBD patients in remission or mild disease activity. Out of 234 studies, 2 were selected for review. These studies assess the effectiveness of Solution-Focused Therapy (SFT) that emphasizes solving problems and developing strategies for improvement, and Problem-Solving Therapy (PST) that focuses on identifying problems and coping strategies. SFT showed a positive impact on fatigue with a significant improvement in the Checklist Individual Strength after three months: 45.5% in the control group, 85.7% in the SFT group, and 60% in the PST group, but its impact declined over time. Additionally, SFT demonstrated potential for reducing healthcare costs compared to standard of care and PST. Further research is needed to provide nurses interventions for managing fatigue in IBD patients. The review protocol has been registered at OSF.io.
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1. Introduction


1.1. Rationale


Inflammatory Bowel Disease (IBD) refers to idiopathic conditions characterized by chronic, relapsing inflammation of the gastrointestinal tract, typically manifesting in genetically predisposed individuals exposed to environmental risk factors [1]. The two most common forms are ulcerative colitis (UC), which affects only the large intestine, and Crohn’s disease (CD), which can impact the entire digestive tract from the mouth to the anus [2].



Clinically, both conditions present with similar symptoms, such as abdominal pain, diarrhea, asthenia, and persistent fever [3], alongside macro- and microscopic evidence necessary for diagnosis. CD often affects the terminal ileum and initial part of the large intestine, causing transmural lesions that give a “cobblestone” appearance endoscopically [4]. According to the Montreal criteria [5], it is classified according to age of onset, location, and behavior (non-stenosing and non-fistulizing, stenosing, fistulizing and with perianal involvement). Symptoms include abdominal pain, diarrhea, abscesses, fistulas, and possible occlusive states due to stenosis [6].



UC always involves the rectum, extends proximally, and affects only the mucosal layer, leading to classifications such as Proctitis, Left Colitis, Extensive Colitis, and Pan-Colitis. It commonly presents with bloody diarrhea, anemia, pus or mucus in stool, and tenesmus. Unlike CD, UC does not cause fistulas or strictures [7].



Both diseases may have extra-intestinal manifestations (EIMs) related to inflammatory activity and malabsorption, affecting joints, skin, liver, bones, and eyes [8].



1.1.1. Etiopathogenesis and Incidence


In recent decades, IBD has been extensively studied, but its etiopathogenesis remains not fully understood. A genetic component is known, with specific gene mutations linked to a higher likelihood of developing the disease. Studies show a high, but not complete, concordance in twins [9]. Environmental risk factors, such as infections, stress, oral contraceptives, and diet, also play a role in the development of IBD in genetically predisposed individuals [10]. Although the literature shows no substantial differences in incidence related to sex, there appears to be a higher incidence of UC in men and CD in women [11].



Since the latter half of the 20th century, the incidence of IBD has significantly increased, particularly in industrialized countries like Europe and North America [11]. A 2013 study by the European Crohn’s and Colitis Organisation reported that, in 2010, the incidence of CD was 6.5/100,000 people in Western Europe and 3.1/100,000 in Eastern Europe, while UC incidence was 10.8/100,000 in Western Europe and 4.1/100,000 in Eastern Europe [12]. This indicates notable differences between Eastern and Western Europe, and between Northern and Southern Europe, with higher incidences in Northern Europe.



The prevalence of IBD in Europe ranges from 1.5 to 213 cases per 100,000 people for CD, and from 2.4 to 294 cases per 100,000 for UC [13]. Overall, about 1.6 million people in Europe are affected by CD and 2.1 million by UC, totaling 3.7 million people with IBD [14].



Socio-cultural and dietary changes over the past sixty years may have exposed genetically predisposed individuals to risk factors, leading to what is described as “an abnormal immune response against an external agent, causing inflammatory damage to the intestinal epithelium” [15]. Factors that can alter the gut’s microbial balance include reduced fiber intake, increased consumption of processed foods, different eating habits, stress, and a more hectic lifestyle [10].




1.1.2. Direct and Indirect Costs


The management of IBD, like all chronic diseases, involves considerable expenses, both direct and indirect. Direct expenses include hospitalizations, pharmaceutical prescriptions, medications, diagnostic procedures, internist, psychiatric, physiatrist examinations, and psychological consultations. Among the indirect expenses, absences from work and in the long run the development of disabilities are more important [16].



Various studies have attempted to investigate the costs of direct care of these pathologies: in Europe, the expenditure is around 4.6–5.5 million euros per year [8], and the average annual cost per patient is around €4099 for CD, €2221 for UC, and €1607 for indeterminate colitis. With the introduction of biologics, the annual expenditure of individual patients has increased, but on the other hand, the need for other drugs and hospitalizations has decreased [17].



A relationship between the patient’s level of knowledge and the decrease in annual costs has been studied: the more the patient has received a good education about his disease, anatomy, signs and symptoms, medications, the more the cost of managing the pathology is reduced [18]. Working on education and correct information is essential for the therapeutic path of these patients [19].




1.1.3. IBD and Fatigue


A symptom that characterizes IBD patients is fatigue. In the literature, it is defined as an overwhelming and disabling sense of constant exhaustion that impairs the ability to carry out normal daily activities, including the ability to carry out one’s work and to fulfil one’s family and social role [20].



There has never been a significant difference in the level of fatigue between UC and CD [21]. It is important to consider gender and age when measuring the level of fatigue; in fact, women typically have higher scores than men, and a higher age is correlated with an increased risk of perceiving the symptom [22].



Initially, it was thought that the symptoms of fatigue characterized only the phases in which the disease is active, but it has been shown that this sense of fatigue and exhaustion persists even in periods of remission [23]. In fact, up to 86% of patients experience fatigue in the active phase, but 40–83% also experience it in the remission phase [20].



The symptom of fatigue becomes chronic when it lasts more than six months [24]. Alongside the persistence of the problem, the patient’s worry and level of anxiety about the disease also increase. All this must be added to the reduction in the quality of life from a family, psychological, social, and work point of view that results from the lack of energy [23].



Fatigue is a multidimensional phenomenon that must therefore be evaluated from several points of view: intensity/severity, frequency, duration, stress, physical impact, psychological impact [2].



At the base of fatigue, there is certainly the inflammatory response of the body, with the presence of numerous pro-inflammatory cytokines in circulation, malabsorption and dehydration that follow the diarrheal state, anemia that derives from ulcerations of the intestinal mucosa, and polypharmacotherapy [25].



It is also important to consider the drug treatments that patients are undergoing. Since these are inflammatory diseases with an autoimmune basis, the therapies available to reduce the inflammatory and infectious state are anti-inflammatory, antibiotic and immunomodulatory [26]. The presence of fatigue can therefore be due both to the action of the disease and to the state of immunosuppression caused by the therapies.




1.1.4. Nursing: What Interventions Can the Nurse Offer?


IBD presents several medical complications: fecal incontinence, fistula formation, pain, extra-intestinal complications, development of cancer, and disability [25]. From these arises the need for nursing assistance, in the management of devices, medications, and in the instruction of the patient towards the acquisition of a new autonomy [27].



The nurse has the task of supporting the patient in the following ways:




	
Reducing the stress caused by other interventions to a minimum, understanding the needs and preferences of the individual patient, communicating with the patient using the most effective strategy, offering empathic support, and encouraging the patient to develop self-care skills so that he or she can play an active role in the management of the disease [27];



	
Informing patients about the dietary rules to be followed to facilitate the remission of the disease and its maintenance, ensuring the patient has the right nutritional intake in the active stages of the disease, where even simple food intake can be difficult [28], and trying to make it clear that each individual patient will be able to achieve his or her own balance and that there are no rules that are the same for everyone [29];



	
Identifying the patient’s needs in the management of emotional aspects related to sexuality and the complications that the disease entails, changes in body image and functionality, dependence on drugs and therapies, and difficulty in acceptance [30].








From a nursing point of view, fatigue is a primary symptom to work on, but research offers very little information about it [31]. Some authors correlate it with a deficiency in iron, hemoglobin, or vitamin D [32], while, according to others, the presence of fatigue is not attributable exclusively to these deficiencies but must be evaluated holistically, taking into account the psychological and social impairment that the disease brings; it is in fact known that the establishment of anxious attitudes, depression, worsening of the disease are directly linked to the level of fatigue of the person [21]. It is necessary to be aware of how important it is to identify patient steps and coping mechanisms, to manage fatigue, and facilitate rehabilitation and recovery of a good quality of life.




1.1.5. Why This Review Is Needed


For nurses and all healthcare professionals who work alongside these patients, fatigue remains a problem that is still poorly understood, not fully understood, and difficult to work on in clinical practice [22].



Nurses themselves, but not only nurses, declare the need for more information on what interventions are of proved efficacy and effectiveness [1]. With reference to direct patient care and psychological, familial, and relational support, it would be useful to deepen the usefulness of some interventions: painkillers, nutritional education, direct or indirect support [30].



In addition, research on strategies to reduce fatigue in IBD patients is one of the five priority points of investigation outlined by European IBD nurses in the article: Identification of Research Priorities for Inflammatory Bowel Disease Nursing in Europe: a Nurses-European Crohn’s and Colitis Organisation Delphi Survey [33].





1.2. Objective of the Review


The objective of this review is to describe the effectiveness of nursing interventions aimed at alleviating the sense of fatigue in IBD patients.





2. Methods


2.1. Criteria Used for the Selection of Studies to Be Included in the Review


2.1.1. Types of Studies


All controlled trials (randomized and non-randomized), single or double-blind, single, or multicenter, and case-control studies were considered.




2.1.2. Types of Participants


All studies performed in adults (age > 18 years) with a clinical diagnosis of Crohn’s disease, ulcerative colitis, or any other form of IBD and with a disease in remission or mild activity were included in the review. Studies in children and adolescents (age < 18 years) and pregnant women were excluded.




2.1.3. Types of Interventions


All studies with nursing interventions to alleviate fatigue were included: to be included, a study had to be aimed at relieving fatigue, as a primary or secondary outcome.



The interventions had to be carried out by nursing staff or in collaboration with other professionals.



The interventions could be carried out in any form (face-to-face, by telephone, via the internet) and in any setting (at home, in private or public facilities, in peer groups). Any non-nursing intervention was excluded.




2.1.4. Types of Outcome Measurements


Primary Outcomes


The primary outcome assessed in this review is fatigue; any study investigating an intervention to counteract decreased energy, fatigue, limited ability to perform daily activities, and so on has been included.



All studies were evaluated:




	
Assessing fatigue through validate measurement scales, such as the Severity Scale fatigue [34], Chalder Fatigue Scale [35], Fatigue Impact Scale [36,37], and Piper Fatigue Scale [38];



	
In which fatigue, the loss of energy/vigor, emerges from a single question or from measuring instruments specifically created to assess the presence or absence of these symptoms;



	
Which include multidimensional assessments that analyze the sense of fatigue from multiple aspects, such as intensity, frequency, and severity, or that evaluate mental, physical, social, and affective involvement;



	
Proposing solutions and methodologies to alleviate the sense of fatigue, which then provide strategies to patients (through psychological and physical techniques, through group interventions or personal investigations).









Secondary Outcomes


Studies assessing quality of life (patient-reported), disease activity, resource consumption, hospitalizations, length of hospitalizations, number of outpatient visits, direct care costs, and indirect costs (lost working days) were included.






2.2. Search Strategy


2.2.1. Electronic Search


The search was performed in PUBMED, CINAHL, SCOPUS, and COCHRANE.



The search strategy was different for each database, and the limits imposed were as follows: studies involving humans, studies involving people >18 years old, studies involving nursing interventions.



Any pharmacological, medical, or surgical intervention, or any exclusively involving other healthcare professionals (psychologists, dieticians, physiotherapists) delivering the intervention under study, was excluded.



PUBMED Search Strategies


“Fatigue”[Mesh] AND (“Inflammatory Bowel Diseases”[Mesh] OR “Colitis, Ulcerative”[Mesh] OR “Crohn Disease”[Mesh]) AND (“Nurses”[Mesh] OR “Nursing”[Mesh] OR “Nursing Care”[Mesh])



fatigue[Title/Abstract] AND (inflammatory bowel disease[Title/Abstract] OR inflammatory bowel diseases[Title/Abstract] OR crohn’s disease[Title/Abstract] OR ulcerative colitis[Title/Abstract]) AND (nurse[Title/Abstract] OR nursing[Title/Abstract] OR nursing care[Title/Abstract])



fatigue AND (inflammatory bowel diseas* OR crohn’s disease OR ulcerative colitis) AND nurs*




CINAHL Search Strategies


(MH “Fatigue”) AND (MH “Inflammatory Bowel Diseases” OR MH “Ulcerative Colitis” OR MH “Crohn’s Disease”) AND (MH “Nurses” OR MH “Nursing” OR MH “Nursing Care”)



TI fatigue AND (TI inflammatory bowel disease OR TI inflammatory bowel diseases OR TI crohn’s disease OR TI ulcerative colitis) AND (TI nurse OR TI nursing OR TI nursing care)



AB fatigue AND (AB inflammatory bowel disease OR AB inflammatory bowel diseases OR AB crohn’s disease OR AB ulcerative colitis) AND (AB nurse OR AB nursing OR AB nursing care)



fatigue AND (inflammatory bowel diseas* OR crohn’s disease OR ulcerative colitis) AND nurs*




SCOPUS Search Strategies


TITLE-ABS-KEY(fatigue) AND (TITLE-ABS-KEY(“inflammatory bowel disease”) OR TITLE-ABS-KEY(“ulcerative colitis”) OR TITLE-ABS-KEY(“crohn’s disease”)) AND (TITLE-ABS-KEY(nurse) OR TITLE-ABS-KEY(nursing) OR TITLE-ABS-KEY(“nursing care”))



TITLE-ABS-KEY(fatigue) AND (TITLE-ABS-KEY(“inflammatory bowel disease”) OR TITLE-ABS-KEY(“inflammatory bowel diseases”) OR TITLE-ABS-KEY(“crohn’s disease”) OR TITLE-ABS-KEY(“ulcerative colitis”)) AND (TITLE-ABS-KEY(nurse) OR TITLE-ABS-KEY(nursing) OR TITLE-ABS-KEY(“nursing care”))



TITLE-ABS-KEY(fatigue) AND (TITLE-ABS-KEY(“inflammatory bowel disease*”) OR TITLE-ABS-KEY(“crohn’s disease”) OR TITLE-ABS-KEY(“ulcerative colitis”)) AND TITLE-ABS-KEY(nurs*)




COCHRANE Search Strategies


fatigue AND (“inflammatory bowel diseases” OR “colitis, ulcerative” OR “crohn disease”) AND (“nurses” OR “nursing” OR “nursing care”)



fatigue AND (“inflammatory bowel disease” OR “inflammatory bowel diseases” OR “crohn’s disease” OR “ulcerative colitis”) AND (nurse OR nursing OR “nursing care”)



fatigue AND (inflammatory bowel diseas* OR crohn’s disease OR ulcerative colitis) AND nurs*





2.2.2. Research by Means of Other Resources


The articles published in the journals “Gastroenterology”, “Inflammatory bowel disease”, “Journal of Crohn’s and colitis”, and “United European Gastroenterology Journal” were analyzed; in particular, the supplements dedicated to the congresses organized by the European Crohn’s and Colitis Organisation on the occasion of the Digestive Disease Week, the United European Gastroenterology Week, and the congress Advances in Inflammatory Bowel Diseases.



The articles reported in the references of the articles identified in the previous steps were also considered.





2.3. Selection Process


The selection of the data was carried out in steps by two independent reviewers: the first selection was made assessing the title, then the abstracts were read for a further selection of suitable articles, and finally the full texts of the articles considered suitable in the previous step were read in order to be able to analyze the content of the articles and extract useful elements for review. Disagreement between the two reviewers was resolved by a third reviewer.




2.4. Data Collection Process


To facilitate the analysis of the selected documents and the consultation of the results, study data, study design, intervention setting, duration of the intervention, type of participants, inclusion and exclusion criteria, method of placement in groups, intervention, control modalities, primary results, secondary results, and bias were extracted.




2.5. Review Protocol Registration


The review protocol has been registered at OSF.io (https://doi.org/10.17605/OSF.IO/TJ4B6 accessed on 15 April 2024).





3. Results


3.1. Study Selection


Out of 234 studies identified by the literature search, 2 were identified. Figure 1 describes the selection process. The characteristics of the selected studies and data extracted are described in Table 1.



Of the 41 papers analyzed in the full text, only 2 propose interventions that have as their primary outcome the fatigue in IBD patients [39,40]. Other studies identify it as a secondary outcome or indirect consequence [41] obtained through interventions on stress and on the management and organization of daily activities.




3.2. Study Characteristics


The two studies considered in this review are randomized controlled trials performed by the same researcher three years apart.



The first is a pilot study that aims to verify the effectiveness of two psychological interventions to reduce the sense of fatigue in CD patients: Solution-Focused-Therapy (SFT) and Problem-Solving-Therapy (PST). The therapies were performed in groups and were adapted according to the diagnosis of the patients [42].



 





Table 1. Characteristics of the included studies [43,44].






Table 1. Characteristics of the included studies [43,44].










	
	Article #1
	Article #2





	Title
	Solution focused therapy: A promising new tool in the management of fatigue in Crohn’s disease patients psychological interventions for the management of fatigue in Crohn’s disease
	Fatigue management in patients with IBD: a randomised controlled trial



	Journal
	Journal of Crohn’s and Colitis
	G.U.T



	Date
	2 June 2011
	24 June 2013



	Study design
	randomized-controlled trial
	randomized-controlled trial



	Country
	Netherlands
	Netherlands



	Allocation to groups
	Random, 20 pcs in the control group, 10 in the Problem-Solving Therapy group, and 10 in the Solution Focused Therapy group
	random, 49 pcs in the control group, and 49 in the Solution Focused Therapy group



	Selection

criteria
	Inclusion criteria: patients with a degree of fatigue > 35% (according to CIS-20 questionnaire), patients with disease in remission (according to HBI questionnaire), patients with a value < 10 on the scales on quality of life and anxiety and depression (IBD-Questionnaire and HADS-Anxiety and Depression Scale).



Exclusion criteria: patients with active or acute illness (according to HBI questionnaire), pregnant patients, lactating patients, patients suffering from short bowel syndrome, cancer patients, and patients suffering from psychiatric disorders.
	Inclusion criteria: patients over 18 years of age, patients with a degree of fatigue > 35% (according to the CIS-20 questionnaire), patients with disease in remission (according to the HBI questionnaire), patients with a value < 10 on the scales on quality of life and anxiety and depression (IBD-Questionnaire and HADS-Anxiety and Depression Scale).



Exclusion criteria: patients with active or acute illness (according to HBI questionnaire), pregnant patients, lactating patients, patients with short bowel syndrome, cancer patients, patients with psychiatric disorders, patients with other bowel disorders, patients with kidney, infectious, hepatic, cardiological diseases, patients who have performed interventions in the last 12 months, patients who have a history of substance or alcohol abuse.



	N° enrolled
	40
	98



	Gender:
	72% women, 28% men
	63% women, 37% men



	Disease
	CD in remission
	UC or CD indifferently, disease in remission, or mildly active



	Results:
	CIS total score after 3 months: decrease in 45.5% of patients (control group), 85.7% (SFT group), 60% (PST group). No significant differences were observed between the groups.



Costs: decrease in 45.5% of patients (control croup), 57.1% (SFT group), 20% (PST group). No significant differences were observed between the groups.



Quality of life (IBDQ total score): the intervention groups showed more patients with improved scores than the control patients from baseline to follow-up (SFT 71.4%, PST 60%, control group 50%). No significant differences were observed between the groups.



Anxiety and depression (HADS scale): all patients remained under the score of 10 points, meaning no clinically significant depression or anxiety occurred during the 6-month study period.
	CIS total score: after 3 months, significantly more patients of the SFT group (39%), compared with the control group (18%), scored below the cut-off score of 35 on the CIS-fatigue (p = 0.03). At 6 months, this was 34% and 21%, respectively (p = 0.19). At 9 months, 30% of the SFT group and 26% of the CAU group showed lower scores than 35 on the CIS-fatigue scale (p = 0.66).



Anxiety and depression (HADS scale): at baseline (SFT: 6.1; CAU: 6.1), at 3 months (SFT: 5.0; CAU: 5.9; p = 0.03), and at 9 months (SFT: 5.5, CAU: 5.3, p = 0.70).



	Bias
	The working group is minimal and the dropout rate in general is high; moreover, there is no balance between the two sexes, and the study proposes an idea of intervention that seems effective. However, more research or a larger intervention group is needed to come to scientific conclusions that confirm the results of this study.
	Disease activity was not reassessed during follow-up. The control group had received some information about the intervention, and this may have affected the results; it would have been interesting to evaluate the effects of the intervention with a follow-up at 18 months.










The approach of these treatments is similar and puts the patient and his or her resources at the forefront. SFT is focused on the solution of the problem and on the strategies that lead to improvement; it guides the person towards the construction of possible methods to achieve the set goals [43,44,45]. PST focuses on the problem and strategies to deal with it; it aims to increase the ability to cope with the daily difficulties caused by chronic diseases [46].



The second study analyzes the efficacy of SFT in IBD patients, as it proved to be the most effective treatment in the previous study and was tested on a larger number of patients [40]. A total of 40 UC patients and 87 CD patients received treatment. At each follow-up, patients were subjected to the measurement of several variables by means of the completion of various questionnaires: the Disease Questionnaire (IBDQ), EuroQol (EQ-5D), Hospital Anxiety and Depression Scale (HADS), Pittsburgh Sleep Quality Index (PSQI), and Fatigue Severity Scale-9 (FSS-9). Fatigue scores recorded prior to the start of the study did not differ by age and gender in either study.




3.3. Outcomes of the Studies


The primary outcome measured by both studies is the influence of SFT on fatigue and quality of life, with secondary outcomes covering the effects of therapies on anxiety, depression, rest, disease activity, and medication use.



3.3.1. Primary Outcomes


In the first study [39], at the three-month follow-up, the CIS total score assessment questionnaire showed a decrease in fatigue in 87% of patients in the SFT group, while in the control group and in the PST the decrease in fatigue affected 45–60% of patients. Moreover, as far as quality of life according to the IBDQ total score is concerned, patients who underwent surgery showed a slightly greater increase than the control group: SFT: 71.4%, PST: 60%, TAU: 50% of patients.



In the second study [40] at the three-month follow-up, the CIS-Fatigue questionnaire showed that 39% of patients in the intervention group compared to 18% in the control group had fallen below the 35-point cut-off level. At six months, patients below the cut-off score were 34% for the intervention group, and 21% for the control group; at nine months, the difference is not significant. The scores are similar for the CIS-total questionnaire.




3.3.2. Secondary-Outcomes


For the first study [39], there were no differences in anxiety and depression before and after the interventions, according to the HADS questionnaire, and there were no differences in medication use and the need for visits.



In the second study [40], anxiety and depression levels with HADS, medication use, sleep quality, disease activity level, and laboratory test parameters are measured, and there are no differences between the two groups.






4. Discussion


This review presents a comprehensive analysis of nursing interventions aimed at alleviating fatigue in patients with IBD, focusing primarily on CD and UC. This review is significant as it addresses a symptom that profoundly affects the well-being of individuals with IBD yet remains challenging to understand and manage in clinical settings.



Despite the novelty of considering fatigue while assessing IBD-related issues (the first papers have been published in the last years of the last century) and of addressing interventions to its management (infliximab has been the first drug that considered fatigue as a separate outcome measure in a randomized controlled trial at the beginning of this century), few resources have been devoted to exploring interventions primarily targeting fatigue in IBD patients [47].



The reassessment of IBD patients with fatigue is mainly oriented to investigate an active disease, exclude anemia or iron or micronutrient deficiency, other medical or psychological comorbidities, and poor sleep quality, and mainly focus on pharmacological interventions. While considering non-pharmacological interventions, if we exclude those addressing the above listed considerations, we can find more or less only suggestions for lifestyle modification [36,47,48,49].



A Cochrane review was published in 2020 [50], and, while presenting the results of studies assessing Electroacupuncture, Psychotherapy, physical activity advice, and pharmacological interventions, it does not provide nurses with any indication as to what intervention may be part of nursing while caring for IBD patients with fatigue, as well the systematic reviews published on non-pharmacological interventions and on psychological treatments [51,52].



The review highlights the scarcity of research specifically targeting interventions aimed at the management of fatigue in IBD patients, with only two randomized controlled trials identified. The limited number of studies is attributed to the following reasons: very few studies evaluated the effectiveness of care interventions provided by nurses, and among these studies, the primary focus was on improving quality of life rather than managing fatigue.



Although most patients experience persistent fatigue, and psychological factors are known to be associated with it, management strategies focusing on fatigue are lacking, and intervention studies are scarce.



The conclusions from several studies show inconsistent results for these interventions. The Cochrane review by Timmer et al. [53] aimed to assess the effects of psychological interventions (psychotherapy, patient education, relaxation techniques) on health-related quality of life, coping, emotional state, and disease activity in IBD. However, they found no evidence of efficacy in adult IBD patients in general. In adolescents, such interventions may be beneficial, but the evidence is limited. Similarly, von Wietersheim et al.’s review [54] concluded that the results of studies are inconsistent, with only one study showing an indirect influence on the somatic course of the illness, but this study had very small samples and was not randomized.



In this review, the two selected studies evaluated the effectiveness of SFT and PST administered by nurses in reducing fatigue among CD patients.



The studies demonstrated that nurse-administered SFT and PST interventions significantly reduced fatigue and improved the quality of life in CD patients, with these benefits lasting up to 6 months. Similar results have been observed in other conditions, such as cancer-related fatigue, where cognitive therapy has been shown to improve fatigue [55]. However, the small number of participants and high dropout rates suggest that results should be interpreted with caution.



These interventions are applicable to any gender and age, but their effectiveness may vary depending on the context, such as the setting of the intervention. Adherence to treatment was influenced by real-life factors like work and study commitments, which may affect the generalizability of the results.



The limited number of studies and participants prevents generalization to the broader IBD population. Further research is needed to confirm the long-term effectiveness of these interventions, explore their impact on anxiety and depression, and potentially integrate SFT into clinical practice as a cost-effective treatment for fatigue in IBD patients.



With further evidence supporting the efficacy of SFT, this intervention could be implemented in clinical practice to offer IBD patients suffering from fatigue a cost-effective treatment option without side effects, providing an opportunity to meet with peers.



It should be mentioned that further research should also address the possibility of testing the effectiveness for IBD patients of interventions already able to improve fatigue in other chronic conditions. Improving sleep quality through better sleep hygiene practices has been effective in reducing fatigue in chronic pain [56]. Cognitive Behavioral Therapy has been effective in managing fatigue in cancer-related fatigue and chronic fatigue syndrome [57,58], helping patients identify and change negative thought patterns and behaviors that contribute to fatigue. Regular, moderate exercise has been proven to reduce fatigue in multiple sclerosis [59] and rheumatoid arthritis [60] and can help improve physical fitness and enhance overall well-being. Mindfulness-Based Stress Reduction involves meditation, body scanning, and yoga to reduce stress and enhance coping mechanisms, being beneficial in reducing fatigue and improving quality of life in patients with fibromyalgia and cancer [61,62]. Energy Conservation Techniques have been used successfully in managing fatigue in multiple sclerosis [63] and chronic obstructive pulmonary disease [64], and nurses can teach patients how to conserve energy through pacing and planning activities.



Integrating these nursing interventions into a comprehensive care plan for IBD patients could also be considered as a way of alleviating fatigue and improving their overall quality of life.
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