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Commentary

Common and specific treatment mechanisms in psychosocial pain interventions: the
need for a new research agenda
Jensen’s article [3] in this issue of PAIN� synthesizes various
conceptualizations of psychosocial treatments for pain into an
overarching framework, providing a springboard for future
research. The author tackles an important and timely topic. Many
psychosocial treatments provide some evidence of efficacy, and
Jensen encourages us to take stock of what we have in our arma-
mentarium, document how treatments work, and, as Paul sug-
gested [6], develop principles by which we can find the best
treatment for a particular problem given a patient’s unique circum-
stances. Our commentary intends to amplify some of Jensen’s
points and suggest 2 additional areas in need of research.

We believe, with Jensen, that commonalities across treatment
approaches must be examined. It is tempting to attend to distinc-
tions among the therapies Jensen discusses, debate their relative
merits based on apparent differences, and focus on ‘‘building better
mousetraps.’’ Doing so has spawned many ‘‘new and improved’’
treatment techniques presumed to offer unique advantages over
the ‘‘old.’’ When a certain approach shows efficacy – usually com-
pared to wait-list or attention-placebo control – the inference is
that it works because of its ostensible unique qualities. This may
not necessarily be the case. Efficacious psychosocial pain treat-
ments all seem to reduce pain and distress and increase physical
function. If seemingly different therapies get to the same place, then
we may hypothesize that they do so partly because of common fea-
tures. It may thus prove fruitful to divert some attention away
from the study of differences and toward identifying common
mechanisms across treatments. Jensen does this to some extent,
pointing to possible common brain states achieved with hypnosis,
relaxation, and mindfulness. To further this endeavor, we can
borrow from a well-established body of theoretical and empirical
work.

Psychotherapy research has long wrestled with issues regarding
common and unique factors of efficacy. Goldfried [2] and others [1]
argue that common principles underlie most psychotherapy ap-
proaches, and warrant examination and understanding. Two com-
mon principles of therapeutic change involve stimulating patient
expectations that treatment will help, and establishing a sound
therapeutic relationship between patient and therapist. Although
Jensen acknowledges that certain psychosocial pain treatments
(eg, hypnosis, relaxation) work partly via fostering positive patient
expectations, the importance of the therapeutic relationship was
not featured in his review. In behavioral medicine, we may have
lost appreciation for the centrality of this factor, relegating it to
part of ‘‘placebo’’ responses. Results from many studies of psycho-
therapy process and outcome confirm that the therapeutic
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relationship is a crucial piece of the foundation upon which suc-
cessful interventions are built [2]. How sound relationships may
augment psychosocial pain treatment and when, in the course of
treatment, these effects may be exerted remain largely unexplored
territories, although there are a few revelations. Consider recent
studies suggesting that real and sham acupuncture may be equally
effective, and may be effective to the extent that the therapeutic
relationship is emphasized [4]. We are not suggesting that effects
of psychosocial treatments can be reduced to those produced
solely by common mechanisms associated with expectancy and
therapeutic relationships. Rather, we argue that to advance the
field, we need to acknowledge, identify, and measure the variance
accounted for by common factors.

We also suggest that a second area of research must be empha-
sized, one that examines the contribution of specific mechanisms
associated with various techniques. As Jensen indicates, we must
know the specific mechanisms by which a treatment works, not
just whether it does. Here it would be important to know not only
whether change in a factor hypothesized to constitute a therapeu-
tic mechanism for a given technique, for example, change in
cognitive content for cognitive behavioral therapy (CBT), predicts
change in outcome factors, but also whether change in this factor
was unique to this approach. Given recent evidence of the consis-
tent effects of pain catastrophizing on adjustment to chronic pain,
it may prove productive to explore whether change in this factor is
a key mechanism not only for CBT, but for mindfulness, exposure,
or even attention-placebo. It may also be important for investiga-
tors to show that specific mechanisms add sufficient outcome ‘‘val-
ue’’ over and above, say, attention-placebo (which could capitalize
on common factors like expectations and therapeutic relationship)
to justify the increased effort and cost of their favored technique.
Why go to all the trouble of, for example, restructuring cognitions
through significant effort on the part of patient and therapist when
something much simpler and less time-consuming will produce a
fair amount of improvement? Hard data regarding these issues
are extremely scarce. At present, we can state that many psychoso-
cial interventions reduce pain and distress and increase physical
function, but we cannot state definitively why this is the case.

To identify therapeutic mechanisms in pain treatments and to
disentangle effects of putative unique mechanisms from common
effects of patient expectations, therapeutic relationships, and other
undiscovered common factors, a new research agenda is needed in
behavioral medicine. Testing whether a new treatment works
better than wait-list or attention-placebo conditions by examining
pre- to post- to follow-up changes barely addresses the issues we
have raised. Current directions in psychotherapy process research
have moved beyond testing whether an approach is efficacious,
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and here again, behavioral medicine and psychosocial pain treat-
ments can benefit from this work [5]. First, conceptualizations
must focus on defining what are and are not unique mechanisms
and setting up designs to test these propositions. Process mecha-
nisms are not routinely examined in our research, and we will need
to assess those associated with the conceptual model of a particu-
lar treatment (eg, catastrophizing and CBT), but also examine
changes in factors not necessarily expected to be associated with
the particular treatment (eg, acceptance and CBT). Second, all mea-
sures must be assessed more frequently than pre- to post- (eg,
every session), allowing examination of lagged relationships over
short periods. A specific therapeutic factor may be supported if
(i) large changes in this factor relative to outcomes occur early in
treatment; (ii) early-treatment changes in this factor are related
to late-treatment changes in outcome; (iii) changes in this factor
account uniquely for outcome changes after controlling for com-
peting therapeutic factors and common factors.

Psychotherapy researchers have also begun to examine moder-
ators of change and the course of symptom change over time [5];
paths we too can surely follow. Change does not necessarily occur
in a steady linear way (which is all we can discern with pre-post
values), but may show quadratic or other discontinuous patterns
of change, which may expose important specific and common
process effects. With Jensen, we argue that a new research agenda
informed by process questions and analytic methods will provide
crucial answers not only as to whether a psychosocial (or biomed-
ical) pain treatment works, but also why, for whom, and under
what circumstances.
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