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Cognitive behaviour therapy is a structured form of psychother-
apy, which is useful in the management of most mental disorders,
especially anxiety and depression, and also in the management of
chronic pain. The evolution of CBT started with the development
of behaviour therapy in United Kingdom in the 1950s, with focus
on treatment of adults with neurotic disorders. The main contrib-
utors were Wolpe [1], whose laboratory studies laid the basis of
fear-reducing techniques, and Eysenck [2], who provided a thera-
peutic structure and rationale for this new therapy. They started
their work with agoraphobia. In contrast to psychoanalysists, who
considered the disturbed behaviour (avoidance) as a symptom
of underlying processes, behaviour therapists considered the dis-
turbed behaviour as the whole problem. Neurotic behaviour was
considered as learned behaviour, which could be unlearned. The
learned behaviour was the problem and the solution was unlearn-
ing.

Behaviour therapy in the form of exposure was effective in the
management of agoraphobia and other phobias, but was not so
useful in the treatment of depression. Disturbances in thinking are
prominent in this disorder, and to deal with these aspects cognitive
therapy was developed [3].

The American psychiatrists and psychoanalysts Aaron T. Beck
and Albert Ellis were the main contributors to the development
of cognitive therapy. Ellis [4] developed rational psychotherapy,
where the aim was to maximize rational and minimize irrational
thinking. Beck [5] developed cognitive therapy. He discovered that
depressed patients had a special pattern of thinking. They tended
to think negatively about themselves (I am a failure), the world
(Other people don’t like me) and the future (It will always be like
this). This is called Beck’s depressive triad. Therapy aimed at help-
ing people identify and correct their distorted thinking and improve
their information processing and reasoning. Beck also included
behavioural exercises to obtain new corrective information. But
in contrast to behavioural therapists, who considered behaviour
changes as the essence in therapy, Beck considered behavioural
methods as aims to obtain changes in thinking. Cognitive therapy
had considerable success in the treatment of depression. And the
cognitive and behavioural forms of therapy merged in the form
of cognitive behaviour therapy (CBT) in the successful treatment of
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panic disorder [6]. CBT has been used in the treatment of various
mental and other disorders, and the documentation is increasing.

In the following years various variants or schools of CBT have
been developed. Two of the most important will be described
shortly. Mindfulness based cognitive therapy (MBCT) was intro-
duced by Teasdale et al. [7]. The treatment is an integration of
Teasdale’s interacting cognitive subsystems model, mindfulness
based stress reduction [8] and traditional CBT. Instead of learning
to identify, challenge and test their thoughts, as in traditional CBT,
patients are trained to experience their thoughts and feelings in
the present as psychological events passing through consciousness,
from which they can distance themselves. Patients learn to medi-
tate and can thereby easier distance themselves from rumination
and depressive thoughts, leaving them less vulnerable to depres-
sion. This method is considered to be especially valuable in people
with recurrent depression.

In metacognitive therapy (MCT) focus is on cognitive processes
and how one relates to personal thoughts and emotions. In contrast
to traditional CBT, which emphasizes what you think, the content
of thoughts, focus in MCT is on how you think [9]. MCT focuses
on repetitive, cyclic patterns of thoughts, as rumination (about the
past) and worrying (about the future). Depressive rumination and
focus on self-critical thoughts are labelled cognitive attentional
syndrome, and this is considered to be the most important mech-
anism for maintaining depression. People have developed these
strategies as attempts of mastery, as they have experienced that
rumination and self-critical analyses are useful methods to find out
about life and themselves. This is called positive metacognitions.
But worrying and rumination initiate and worsen negative affect
and depression, leaving people with a feeling of hopelessness and
shortcoming, and they feel unable to control these processes (these
are called negative metacognitions). In MCT focus is on helping peo-
ple to change cognitive attentional strategies, as well as to challenge
the positive and negative metacognitions underlying these.

In all forms of CBT treatment sessions are structured, and sessions
usually start by setting the agenda. Use of homework assignments
is common, most people would say mandatory. Various approaches
vary in their focus on behaviour versus cognitions, and in how they
deal with these. Some therapists use mostly behaviour methods,
while others have stronger emphasis cognitions [10].

A major debate within the field of psychotherapy is about what
are the effective ingredients in therapy [11]. It is common to divide
these into common and specific factors. Among common factors,
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the therapeutic alliance is central, in addition to expectations and
hope for change. The work of Bordin [12], describing three central
components in the development of the therapeutic alliance, has
been influential. It is essential that patient and therapist agree on
the aims of treatment and on how to work to get there. In addi-
tion the emotional bond between therapist and patient must be
good enough [13]. A consistent finding is that encouragement, sup-
port and sympathy are important in the healing process [14], and
therapeutic alliance is central. Several studies have shown that the
quality of the therapeutic alliance predicts outcome of treatment
[15], and many consider this to be the most important contributor
to the therapeutic effect. The quality of the therapeutic alliance can
be improved when the therapist gives unconditioned accept and is
warm and genuine, helping the patient to feel validated and taken
care of in the therapeutic setting [16].

Some have questioned whether there has been too much
emphasis on the alliance, as the correlations between therapeu-
tic alliance and treatment outcome in general are between 0.22
and 0.25, explaining 6-8% of treatment outcome [15]. The impor-
tance placed on the relation between therapist and patient varies
across therapeutic directions. A common view among CBT thera-
pistsis tolook at the therapy as a collaborative project, where patient
and therapist constitute a working team aiming to reach specific
goals [10]. Others consider the therapeutic relation and the clari-
fication of the transference reactions as the goal of the treatment
itself.

While there is general agreement that both common and spe-
cific factors are important contributors to the therapeutic effect,
opinions diverge about which is most important. Some argue that
common factors are most important [17], others have the oppo-
site view [18]. A common view among CBT therapists is that the
common factors are necessary, but not sufficient. Specific factors,
such as specific therapeutic techniques addressing thoughts and
behaviours, are needed [10].

Exercise is a form of behavioural intervention, which has been
forwarded as a treatment method for mental disorders. Most people
with mental disorders are sedentary, and for these physical exercise
is a form of behavioural change. This fits well with CBT-theory as a
behavioural intervention. Most studies addressing the therapeutic
effect of exercise have studied anxiety and depressive disorders
[19,20], but studies indicate a therapeutic effect in chronic pain as
well, for instance chronic low back pain [21] and fibromyalgia [22].

In this issue Haugstad et al. [23] present a promising treatment
approach to chronic gynaecological pain, a combination of phys-
iotherapy and psychotherapy which they label somatocognitive
therapy. The roots of the physiotherapy go back to the time of Freud,
when his contemporary Bess Mensendieck established her form of
physiotherapy. Haugstad et al. integrated this with cognitive ther-
apy, and this combined therapy was tested in a RCT, comparing it
with treatment as usual. The intervention group experienced sig-
nificantly larger reductions in pain scores and more improvement
in motor functions, indicating that the program was effective. The
patients kept their gains and tended to improve during the one-
year follow-up, indicating that they had learnt new behaviours and
coping strategies.

The content of CBT element in their program is described in
some detail. One of the specific features of CBT, which they have
incorporated, is the clear structure of sessions [10]. All sessions
start with setting the agenda, and then the patient reports from
last week, including homework done. The session continues with
learning new exercises followed by applied relaxation, and finally
new homework assignments for the following week are described.
In addition to this very well integrated structure, their treatment
program also has a clear behavioural profile. To what degree and at
what level cognitions are addressed is not so clearly described, but
they refer to the traditional form of CBT according to Beck.

The study of Haugstad et al. [24] evaluated the effect of a treat-
ment program consisting of several elements. This study provides
answer to some questions, among these the most important: The
treatment program was effective. But other questions, such as
which of the elements in the program have been important, are
left open. The effective elements might be the physiotherapy exer-
cises. Other studies have found that physiotherapy alone may be
useful in chronic pelvic pain [25]. Another element is that patients
in the intervention group had more regular contact with therapists,
enabling the establishment of a therapeutic alliance. They were
offered to take part in a new form of treatment, and this might
give rise to optimism and hope. Within CBT, effective elements
might be the psychoeducation part, giving patients an alternative
understanding of their problems. From a CBT perspective, the phys-
iotherapy exercises might be understood as exposure treatment
to cope with movement phobias, and the new experiences during
the exercises might stimulate changes in thinking. New studies are
needed to elucidate these important questions.

In chronic pain physiological as well as psychological factors inter-
act [26]. Combined treatment programs, like the one of Haugstad
et al., addressing body as well as soul, is an interesting approach
with promising results. The method should be further tested and
developed in research as well as clinical practice.

References

[1] Wolpe J. Psychotherapy by reciprocal inhibition. Stanford University Press;
1958.

[2] Eysenck HJ, editor. Behaviour therapy and the neuroses. Oxford: Pergamon;
1960.

[3] Rachman S. The evolution of cognitive behaviour therapy. In: Clark DM, Fair-
burn CG, editors. Science and practice of cognitive behaviour therapy. New
York: Oxford University Press; 1997.

[4] Ellis A. Rational psychotherapy. ] Gen Psychol 1958;59:35-49.

[5] Beck AT. Thinking and depression. Theory and therapy. Arch Gen Psychiatry
1964;10:561-71.

[6] Clark DM. A cognitive approach to panic disorder. Behav Res Ther
1986;24:461-70.

[7] Teasdale JD, Segal ZV, Williams MG, Ridgeway VA, Soulsby JM, Lau MA. Preven-
tion of relapse/recurrence in major depression by mindfulness-based cognitive
therapy. ] Consult Clin Psychol 2000;68:615-23.

[8] Kabat-Zinn]. Full catastrophe living: using the wisdom of your body and mind
to face stress, pain, and illness. New York: Guilford Press; 1990.

[9] Wells A. Metacognitive therapy for anxiety and depression. New York: Guilford
Press; 2009.

[10] Beck]S. Cognitive therapy. Basics and beyond. New York: Guilford Press; 1995.

[11] Ahn H, Wampold BE. Where oh where are the specific ingredients? A meta-
analysis of component studies in counseling and psychotherapy. ] Counsel
Psychol 2001;4:251-7.

[12] Bordin ES. The generalizability of the psychoanalytic concept of the working
alliance. Psychotherapy: Theory Res Pract 1979;16:252-60.

[13] Weinberger ], Rasco C. Empirically supported common factors. In: Hofmann SG,
Weinberger J, editors. The art and science of psychotherapy. New York: Taylor
& Francis; 2007. p. 103-31.

[14] Safran JD, Muran JC. Has the concept of the therapeutic alliance outlived its
usefulness. Psychotherapy: Theory Res Pract Train 2006;43:286-91.

[15] Martin D], Garske JP, Davis MK. Relation of the therapeutic alliance with
outcome and other variables: a meta-analytic review. ] Consult Clin Psychol
2000;68:438-50.

[16] Rogers CR. Client-centered therapy. Boston: Houghton Mifflin; 1951.

[17] Lambert M], Ogles BM. The efficacy and effectiveness of psychotherapy. 5th ed.
New York: John Wiley; 2004.

[18] Siev ], Chambless DL. Specificity of treatment effects: cognitive therapy and
relaxation for generalized anxiety and panic disorders. ] Consult Clin Psychol
2007;4:513-22.

[19] Mead GE, Morley W, Campbell P, McNurdo M, Lawlor DA. Exercise for depres-
sion (Review), Issue 1. Cochrane Library; 2010.

[20] Martinsen EW. Physical activity in the prevention and treatment of anxiety and
depression. Nord ] Psychiatry 2008;62(Suppl. 47):25-9.

[21] Hayden ], van Tulder MW, Malmivaara A, Koes KB. Exercise therapy for treat-
ment of non-specific low-back pain (Review), Issue 1. The Cochrane Library;
2010.

[22] Newcomb LW, Koltyn KF, Morgan WP, Cook DB. The influence of preferred
versus prescribed exercise on pain in fibromyalgia. Med Sci Sports Exerc; 2010
November 11 [Epub ahead of print].

[23] Haugstad GK, Kirste U, Leganger S, Haakonsen E, Haugstad TS. Somatocognitive
therapy in the management of chronic pelvic pain: results of a randomized
controlled intervention study. Scand J Pain 2011;2:124-9.



E.W. Martinsen / Scandinavian Journal of Pain 2 (2011) 121-123 123

[24] Haugstad GK, Haugstad TS, Kirste UM, Leganger S, Klemmetsen BHS, Malt [25] Mattson M, Wikman M, Dahlgren L. Physiotherapy as empowerment. Treating
UF. Mensendieck somatocognitive therapy as treatment approach of chronic chronic pelvic pain. Adv Physiother 2000;2:125-43.
pelvic pain: results of a randomized controlled intervention study. Am ] Obstet [26] Blair MJ, Robinson RL, Katon W, Kroenke K. Depression and pain comorbidity:

Gynecol 2006;194:1303-10. a literature review. Arch Intern Med 2003;163:2433-45.



	Combination of physiotherapy and cognitive therapy in chronic pain
	References

