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Eksempel på ‘meta-kognitiv’ teori

Høgh, Jensen & Pickering (2015), adapteret fra Leeuw (2007), Moseley/Butler (2003) og Vlaeyen/Linton (2000)
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Høgh, Jensen og Pickering (2015), adapteret fra Costigan, Scholz and Woolf (2009)

Eksempel på ‘mekaniske-baseret’ teori
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Høgh, Jensen & Pickering (2015), adapteret fra Butler/Moseley (2003)
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Tre grundlæggende 
principper for smertefysiologi



Perifer sensibilisering



Har	du	oplevet	hvor	svært	
det	er	at	synke	når	du	har	

‘ondt	i	halsen’?

Eller	et	varmt	bad	efter	
du	er	blevet	rød	af	den	
første	sommersol?

Eller	smerterne	ved	en	
blærebetændelse...Og	har	du	fundet	en	bums	ved	

berøring	som	du	(endnu)	ikke	
kunne	se	i	spejlet?





Central sensibilisering





Central Sensbilisering

• Kendetegn 
• Øget synaptisk effektivitet (pre- og postsynaptisk) 

• Reduceret inhibering 

• Øget membran exitabilitet 

• Kliniske fund 
• Smerteudbredelse til områder uden patologi (sekundær hyperalgesi) 

• Eftersensation 

• Nedsat grænse for temporal summation 

• Lav-frekvent stimuli er nok til at vedligeholde smerten

Brødtekst, niveau et 

E r  n o r m a l t  r e v e r s i b e l t

Woolf CJ, Pain (2010)



Descenderende modulation







Klinisk videnskab?

Grund- 
forskning

Klinik



Hvad er smerter (ikke)?



Nociception

SMERTE OPLEVELSE?

Adapteret fra David Hume (1748)



adapteret fra ‘An Enquiry Concerning Human Understanding’  
af David Hume (1748)

“Når to fænomener optræder på samme 
tid eller samme sted har vi medfødt en 

tendens til at tro, at de er kausale”



Nociception

PERCEPTION



Nociception

PERCEPTION

Adapteret fra Moseley GL. (2007)

Opmærksomhed
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og meget mere…?
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Hvordan forklarer vi 
smerte uden (utilsigtede) 

biomedicinske undertoner?



Forskellige smerter?

but it was significant from one month to three months. Due
to the small sample size of patients who were both affected
by depression and/or pain catastrophization and underwent
surgery, there were no significant increases from baseline to
three months in overall MHQ scores. Within each treatment
modality, the overall MHQ scores of the unaffected group were
significantly higher than the overall MHQ scores of the affected
group at all three time points. Patterns of improvement, how-
ever, were similar for both the affected and unaffected groups
(Table IV). For all patients, regardless of treatment type, mixed
modeling demonstrated that time and patient status predicted
overall MHQ scores (F ‡ 9.49, all p < 0.001), with no significant
interaction between time and status (p ‡ 0.34).

Discussion

Depression and pain catastrophization can negatively affect
how patients perceive their hand function. Patients with

relatively high scores on the depression or catastrophizing ques-
tionnaires reported clinically worse hand function compared
with patients with relatively low scores on the depression and
catastrophizing questionnaires, before and after treatment, and
regardless of the treatment prescribed. However, both patient
groups had equivalent improvement in patient-rated outcome

scores following treatment. These results suggest that the psy-
chological comorbidities of depression and pain catastroph-
ization, as assessed by the questionnaires we employed, do not
affect patients’ improvement three months after treatment of
atraumatic conditions involving the hand.

When examining patient-rated function prior to treatment,
the orthopaedic literature has demonstrated that psycholog-
ical comorbidities, such as depression and pain catastroph-
ization, impact patients’ perceptions of pain and function,
and these comorbidities correlate with increased levels of pain
and reduced function. Specifically, two prior studies noted that
patients with carpal tunnel syndrome and other atraumatic
hand conditions had increased pain intensity prior to treat-
ment when depression and pain catastrophization were pres-
ent25,32. Our data are consistent with these previous studies.
However, unlike these prior investigations, our longitudinal
data allowed for comparison over time, which demonstrated
similar improvement following treatment among affected and
unaffected patients over a three-month period.

Our findings also corroborate published data suggesting
that depression and pain catastrophization can influence
patient-rated outcomes after intervention for orthopaedic prob-
lems. For example, two weeks after minor hand surgery for

Fig. 3

Mean MHQ subscale scores for overall hand function (Fig. 3-A), activities of daily living (Fig. 3-B), work performance (Fig. 3-C), pain (Fig. 3-D), aesthetics
(Fig. 3-E), and satisfaction (Fig. 3-F) at baseline, one month after treatment, and three months after treatment according to patient status (unaffected =

blue, and affected = red). Error bars represent the 95% confidence interval.
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+ve PCS ± depression



‘Slidgigt’?

http://www.statcan.gc.ca/pub/82-229-x/2009001/status/pdl-eng.htm



Brinjikji W et al. Systematic Literature Review of Imaging Features of Spinal Degeneration in Asymptomatic Populations AJNR 2015(36)

‘smilerynker’?



Normal (akut) smerte

Gør ondt!!!

Jeg burde nok træne noget mere?

Føles lidt som sidst…

Jeg er sikkert nedslidt!



Komplekse smerter Det gør ondt..!

Burde jeg ikke være bekymret?

Mon det går væk igen?

Véd lægen/terapeuten overhovedet hvad jeg fejler??

Hvad gør jeg forkert (siden smerten ikke går væk)?!

De tror sikkert ikke på mig :-( 

Jeg skulle aldrig have…

Jeg vil ALDRIG igen…

Være aktiv? Hvordan???

Det sidder i min [væv]!



Tænk ikke på hvordan patientens 
smerte ‘ser ud’ (for dig)

…forstå hvordan den påvirker patienten



‘sequelae’

akut kronisk



Behandlingseffekter



Sig farvel til 
Descartes!
๏ En håndledsfraktur er ikke mindre 

‘psykisk’ end uspecifikke rygsmerter eller 
fibromyalgi! 

๏ Graden af smerte afhænger ofte mere af 
kontekst og tanker/forventninger end 
af skadens art 

๏ Smertebehandling bør rettes primært 
mod patienten (i kontekst)  

๏ Vævsbehandling er ofte nødvendigt, 
men det er ikke smertebehandling…



Formål 
At fjerne patologi eller 

ændre bevægelighed 

Formål  
At lindre smerter 

Mekanismer 
fjerne alogogener og 

vedligeholdende 
‘nocigeneratorer’

Mekanismer 
anti-nociception 
‘placebo’

Eksempler 
Træning (styrke-/kredsløb) 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Placebo mekanismer

Benedetti F (2010)



Low-level Laser Therapy?
No strong evidence 
exists concerning 
the effects of LLLT 
on CTS in adults. 

Burger M, Kriel R, Damon A, et al. The effectiveness of low-level laser therapy on pain, self-reported hand function, and grip strength compared to 
placebo or “sham” treatment for adults with carpal tunnel syndrome: A systematic review. Physiother Theory Pract. 2017;33(3):184-197



Motivation?



Exercise for hand OA
When we pooled results from five 
studies , we found low-qual i ty 
evidence showing small beneficial 
effects of exercise on hand pain, 
function and finger joint stiffness. 
Estimated effect sizes were small, and 
whether they represent a clinically 
important change may be debated. 
One study reported quality of life, and 
the effect is uncertain. Three studies 
reported on adverse events, which 
were very few and were not severe. 

Østerås N, Kjeken I, Smedslund G, et al. Exercise in Hand Osteoarthritis. Osteoarthritis and Cartilage. 2017;25



Godt begyndt…?



Exercise for hand RA

There was a lack of evidence regarding the 
long- term effectiveness of hand exercises for 
improving hand function in patients with 
rheumatoid arthritis (RA) beyond 12 months.  

Participant-rated improvement in the exercise arm were 
significantly higher at 4 and 12 months follow-up than 

the best practice usual care group but there was no difference 
between the two groups at the extended follow-up

*

Williamson E, McConkey C, Heine P, et al. Hand exercises for patients with rheumatoid arthritis: 
an extended follow-up of the SARAH randomised controlled trial. BMJ Open. 2017;7(4)



Gode råd til praktisk 
smertebehandling?
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Nonspecifi c Treatment Eff ects in Pain Medicine

Vol. XIX, Issue 2 January 2011

Specialty training in pain medicine, particularly in western societies, is seen as a tech-
nical   eld that requires the mastery of many interventions such as pain-relieving medi-
cations, injections, and implantable devices. The literature suggests, however, that the 
reason someone with chronic pain gets better has as much to do with the nonspeci  c 
effects of treatment—such as the personality of the patient and the interpersonal rela-
tionship that person has with the pain clinician—as with the treatment itself. This issue 
of Pain: Clinical Updates presents a limited review of the literature about the role of 
nonspeci  c effects of treatment and discusses some suggestions for future training in 
pain medicine.

Limitations of Medical Treatments for Chronic Pain
Pain medicine is gaining respect as an independent   eld of study, and more health care 
providers are seeking training and certi  cation as pain medicine specialists. However, 
despite technical advances in many different types of pain treatments, the outcome 
literature suggests that only a minority of patients with chronic noncancer pain show 
measurable bene  t from any of the treatments commonly given for this condition, 
including opioid1,2 and nonopioid medication,3-5 injection therapy,6,7 implantable devic-
es,8 and surgery.9,10 Even with the advent of many new pain medications and advanced 
delivery systems, there is limited evidence of the long-term ef  cacy of any speci  c 
intervention for persons with chronic pain.4 Thus, despite a steady increase in the num-
ber of surgeries and interventional therapies for chronic pain, many individuals with 
this condition report little noticeable improvement in overall health status.10,11

The outcome literature suggests that only a minority of patients 
with chronic noncancer pain show measurable benefit from any 

of the treatments commonly given for this condition

Over the past decade, specialty training in pain medicine has become increasingly 
technical. To gain accreditation in pain medicine under the current guidelines of the 
Accreditation Council for Graduate Medical Education (ACGME) and the European 
Union of Medical Specialists (EUMS), physicians need to be competent in proce-
dures such as neural blockade, radiofrequency lesioning, chemical neuroablation, 
epidural portacaths, discography, spinal cord stimulation, vertebroplasty, and kypho-
plasty. These treatments are included in the training despite their limited ef  cacy for 
chronic pain.6,12,13 Most training sessions at pain conferences focus on learning the 
intricacies of medication regimens, needle placement, and techniques for implanting 
devices designed to reduce pain. This training has as much to do with being a skilled 

Non-specific effects in Pain Medicine
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known to be able to deal effectively with dif  cult patients be-
cause of their ability to defuse potentially problematic situations. 
Halpern43 concluded that clinicians who showed caring, were able 
to address and diffuse negative emotions, were particularly at-
tuned to patients’ verbal and nonverbal emotional messages, and 
were open to negative feedback without being defensive were 
able to maximize positive outcomes. This increased sensitivity 
and empathy on the part of the health care provider had a positive 
effect on outcome.

Interestingly, physicians with a personal experience with pain 
and associated medical problems may be most understanding 
and sympathetic to patients with similar conditions. Klitzman44 
explored this relationship by interviewing 50 doctors who had 
undergone treatment for serious medical problems. Because of 
their own experiences as a patient with pain, these physicians 
acknowledged the importance of increased sensitivity to pa-
tients’ experiences and the role of empathy in the doctor-patient 
relationship. They strongly supported hospital practice changes 
as a result of their experience, which included acknowledg-
ing whenever they kept a patient waiting, listening carefully to 
the patient’s concerns and complaints, and being sensitive to 
nonverbal aspects of care. Street and colleagues45 audiotaped 
and coded interactions among 29 physicians and 207 patients 
in a study on physicians’ communication style and perceptions 
of patients. They concluded that more positive communication 
from one of the participants led to similar responses from the 
other and that reciprocity and mutual in  uence had a strong ef-
fect on quality of care.

Irwin and Richardson write that patient-focused care is care 
we would like those we care most about to receive, including 
ourselves.46 Patient-focused care takes in the whole person’s 
experience in a way that suggests understanding and caring. 

Learning to Maximize the Nonspecifi c 
Eff ects of Care
There are many ways health care providers can maximize the 
nonspeci  c effects of treatment. The opening statement made 
by the care provider during the   rst patient encounter has a 
lasting impression on the relationship.47 Roy and others48,49 
have shown that doctors who inform their patients of changes 
that affect their care in person rather than by mail have greater 
reported patient satisfaction. Back and colleagues50 identi  ed 
some common pitfalls of doctor-patient communication that 
they label as blocking, lecturing, depending on a routine, col-
lusion, and premature reassurance. They encouraged instead 
employing open-ended communication skills they label as “ask-
tell-ask” and “tell me more.” Caregivers who show good patient 
communication skills are ones who speak in a caring way with 
an open body posture and do not transmit the impression of 
defensiveness or indifference when they engage in conversation 
with their patients. Thus, as summarized in studies examining 
the nonspeci  c effects of care, the secret of caring for patients 
is really caring for patients.

It has been suggested that clinicians need to understand the 
patient’s perspective, attempt to actively listen to their patients, 
recognize what they can or cannot change, and get help from 
colleagues and friends for support if problems occur.51 Pain 
medicine specialists who recognize when a patient is not ready 
to change, despite an individual’s “lip service” to what needs to 
be done, are less inclined to transmit disappointment when no 
changes are made.

From these principles come expectations and behaviors important 
in every patient encounter that can have a lasting effect in im-
proving patient outcome.34 It is primarily important to recognize 
what patients expect from a doctor-patient relationship (Table 1). 
First, patients seeking care for their pain want to feel welcome. 
They would like to believe that their provider is happy to see 

Table 1
Expectations patients have for clinical encounters

All patients want to:
1) Feel welcome
2) Feel informed
3) Believe their perspective is understood
4) Feel secure that their basic needs will be met

them and is concerned about their condition. Presenting oneself 
in a friendly, helpful manner can have a signi  cant effect on re-
ducing anxiety. Second, an individual seeking treatment wants to 
feel important and to be informed about what will take place. The 
goal of obtaining mutual respect in an atmosphere of collabora-
tion is key to meeting these needs. Third, patients need to believe 
that their perspective is understood, which necessitates listening 

Patients need to believe that their perspective is 
understood, which necessitates listening skills 

and a body posture that conveys a sense of 
understanding and caring

skills and a body posture that conveys a sense of understanding 
and caring—skills that are particularly important in dealing with 
patients with chronic pain. Finally, patients want to feel secure 
that their health care provider is competent and knows what 
needs to be done. To this end, addressing expectations regarding 
treatment outcome is paramount.34

A consensus report from the Institute for Healthcare Communica-
tion (www.healthcarecomm.org) on essential elements of commu-
nication in medical encounters, adapted in a number of models of 
care,52,53 outlines general principles that health care providers can 
use to help improve patient outcome (Table 2). First, the clinician 
connects with the patient and builds rapport by greeting the pa-
tient warmly, having good eye contact, showing interest, and ad-
dressing any physical barriers by using nonverbal posturing that 
improves engagement. Second, the clinician listens to the patient 
and shows attentiveness by repeating the information back to the 

“Klinikere, der fokuserer ekslusivt på [mono-terapier] 
og ikke patientens emotionelle behov, er mere 
udsatte for at blive opfattet som leverandør af 

insufficient omsorg samt øget risiko for klagesager”



Undgå at begrænse og frem 
relevante funktioner

from Butler & Moseley Explain Pain (2003)



Councelling
Baseline function

Supervised exposure

Self-management

Påtag jer rollen som 
‘personlig træner’



Undgå unødvendige flare-ups



Skab positive forventninger 
og ‘konditionering’

Vase L et al. Specifying the non-specific components of acupuncture analgesia, Pain 2013 Sep; 154(9) 



Skab håb og (selv)tillid



Skab en terapeutisk alliance - 
ikke afhængighed af ‘sundhed’
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