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Background: Chronic major depressive disorder and dysthymia are associated with a high burden and
substantial care costs. New and more effective treatments are required. This is the ﬁrst randomized
controlled trial designed to evaluate the effectiveness of Body Psychotherapy (BPT) in patients with
chronic depression.
Methods: Patients with chronic depressive syndromes (more than 2 years symptomatic) and a total score
of ≥20 on the Hamilton Rating Scale for Depression (HAMD) were randomly allocated to either
immediate BPT or a waiting group which received BPT 12 weeks later. BPT was manualized, delivered
in small groups in 20 sessions over a 10 weeks period, and provided in addition to treatment as usual.
In an intention to treat analysis, primary outcome were depressive symptoms at the end of treatment
adjusted for baseline symptom levels. Secondary outcomes were self-esteem and subjective quality
of life.
Results: Thirty-one patients were included and twenty-one received the intervention. At the end of
treatment patients in the immediate BPT group had signiﬁcantly lower depressive symptom scores than
the waiting group (mean difference 8.7, 95% conﬁdence interval 1.0–16.7). Secondary outcomes did not
show statistically signiﬁcant differences. When the scores of the waiting group before and after BPT
(as offered after the waiting period) were also considered in the analysis, the differences with the initial
waiting group remained signiﬁcant.
Conclusions: The results suggest that BPT may be an effective treatment option for patients with chronic
depression. Difﬁculty recruiting and subsequent attrition was one of the limitations, but the ﬁndings
merit further trials with larger samples and process studies to identify the precise therapeutic
mechanisms.
& 2013 Elsevier B.V. All rights reserved.
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1. Introduction
Despite the wide availability of pharmacological and psychological treatments, major depressive disorder and dysthymia
remain associated with a high burden. Data from the World Health
Organization ranked unipolar major depression fourth among all
medical conditions in leading to the loss of disability-adjusted life
years (DALYs) with a projected increase to second by the year 2020
(Murray and Lopez, 1997; WHO, 2002). People with depression
generate high costs to healthcare services (Nierenberg, 2001).
Thomas and Morris (2003) reported that the total cost of depression among adults in the United Kingdom was estimated at over
£9 billion.
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About 20% of patients do not recover within 2 years (e.g. Scott,
2001) and at least 10% of patients have persistent or chronic
depressive syndromes (Kessler et al., 2003) and a high proportion
of patients with depression do not sufﬁciently respond to available
treatments (Stimpson et al., 2002). Patients with persistent depression are therefore increasingly a focus of research (e.g. Scott et al.,
2003; Schramm et al., 2011) and new therapeutic options are
required to reduce the disability associated with depression, improve
remission rates and quality of life.
Although considerable research has been conducted on the
efﬁcacy of psychotherapy for depression, alone and in addition to
medication, relatively few studies have focused on chronic forms
of depression. There is substantive empirical support for the use
of cognitive therapy in the treatment of mild to moderately
severe acute major depression (Scott, 2001). The effectiveness of
psychotherapy amongst patients with severe depression has so far
been insufﬁciently addressed in research. Cuipers et al. (2010a)
conducted a meta-analysis on the effects of psychotherapy for
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chronic major depression and dysthymia; they concluded that
psychotherapy (including cognitive-behavioural therapy, interpersonal psychotherapy and a mixture of other psychological and
behavioural therapies) was generally effective in the treatment of
chronic major depression and dysthymia, but was not as effective
as pharmacotherapy. The authors emphasized the need for more
high-quality studies in order to examine the speciﬁc components
of psychotherapy that reduce symptoms in chronic depressive
disorders.
Physical complaints and body related phenomena have been
frequently reported in depressive disorders (e.g. Röhricht et al.,
2002; Fuchs, 2005), and somatic symptoms are now regarded as
“common presenting features throughout the world” (Bhugra and
Mastrogianni, 2003). The link between depressive symptoms and
body experience raises the question as to whether a body oriented
psychological therapy might be effective in improving depressive
symptoms.
Body psychotherapy (BPT) is an umbrella term for all psychotherapies “…that explicitly use body techniques to strengthen
the developing dialogue between patient and psychotherapist
about what is being experienced and perceived…In most schools
of body psychotherapy, the body is considered a means of communication and exploration” (Heller, 2012, p. 1). BPT might impact
on depressive symptoms in different ways: movement/exercises
may address lack of drive, reduced initiative and psychomotor
retardation; sensory awareness techniques – focusing on physical
strength and capabilities – aim to improve patients' negative selfevaluation; other interventions focus upon the link between motor
systems and emotion regulation as well as on disturbed emotional
processing and affect regulation, addressing suppressed negative
and aggressive impulses.
There have been positive case reports of Body Psychotherapy
(BPT) in the treatment of depression (reviews Röhricht, 2000, 2009).
Stewart et al. (2004) conducted a randomized experimental study on
movement therapy in a sample of depressed inpatients and found
that the therapy had a positive effect on mood. Following a pilot
trial, Little et al. (2009) described positive changes in chronic
depressive symptoms and well-being measures of patients treated
with a “multimodal holistic body/mind group therapy approach”.
BPT has been found to improve negative symptoms of schizophrenia
in a randomized controlled trial (Röhricht and Priebe, 2006), but so
far there has been no randomized trial on the potential effects of BPT
in chronic depression.
The aim of this exploratory randomized controlled trial was to
test the effectiveness of BPT in the treatment of patients with
chronic depression. BPT was manualized, delivered in groups and
provided in addition to treatment as usual. It was compared with a
waiting group that received treatment as usual only.

2. Method
2.1. Participants (eligibility criteria and sample size)
Patients were identiﬁed according to the following selection
criteria: Current outpatients in secondary mental health services;
aged 18–65 years; a DSM-IV diagnosis of non-bipolar, non-psychotic
recurrent major depressive disorder with chronic depressive episode
and/or chronic affective disorder (dysthymia); a total score of ≥20 on
the 21-item Hamilton Rating Scale for Depression (HAMD; Hamilton,
1960); duration of the current episode of depression of 42 years
(DSM-IV criteria for chronic disorder). Exclusion criteria were:
psycho-organic disorder; substance misuse as primary diagnosis;
insufﬁcient command of English to ﬁll in the scales and participate
in the groups; acute suicidal ideation or psychotic symptoms.

2.2. Recruitment and randomization procedure
Patients were recruited by referrals from community mental
health services and the trial was conducted between 2010 and
2012. The study was approved by the North East London Strategic
Health Authority Ethics Committee (REC reference 10/H0701/12),
and written informed consent was obtained from all patients
before trial entry. Experienced psychiatrists, trained in the use of
assessment instruments, conducted all screening, baseline and
outcome assessments. They were kept blind towards the treatment allocation of the patients.
Patients were requested not to reveal any details of their
treatment during post-treatment assessments up to the end of
the follow-up interview, when qualitative data was collected.
All patients referred to the project were initially contacted by
their clinicians. After referral to the study, patients were ﬁrst
subjected to a screening interview (to establish if selection criteria
were met) and then further assessed (details below) within the
same interview. Once a sufﬁcient number of patients had been
recruited to the study for two potential treatment groups, patients
were randomly allocated to one of the two study arms,
i.e. immediate BPT or waiting group. Randomization was done by
an independent researcher using a random number. Those allocated to the waiting group received BPT treatment after a period of
12 weeks and following a second assessment.

2.3. Treatment
All participants in both study arms were offered group BPT
(Röhricht, 2000), either immediately or after a 12 week waiting
period, in addition to treatment as usual as provided by community
psychiatric services. Treatment as usual consisted of ongoing antidepressant medication and out-patient clinical management. It was
not substantially altered during the trial period; in particular there
was no clinically relevant change of medication (change of drug
within 4 weeks prior to entering the study and/or more than 30%
dose increase) and/or other psychological treatments. The group size
was limited to a maximum of eight patients, and BPT was provided
with 20 sessions (according to stepped care pathway NICE guidelines for depression (CG90; National Institute for Health and Clinical
Excellence, 2009) with 90 min per session over a period of 10 weeks.
The therapists providing treatment in the study were otherwise
not involved in the patients' care. A part-time experienced dance
movement therapist conducted BPT following a two-day manual
training; this included the introduction of principles of the interventions, experiential learning in the form of a hands-on workshop in which therapists were introduced to the manualised
treatment approach for these patients and a seminar on practical
considerations in delivering this approach with supervised role
play for the actual experience of delivering therapy sessions. The
group therapy was supervised by a senior therapist in order to
control for adherence to the given treatment manual (on the basis
of written records and video tapes of each session) and to provide
clinical supervision (after sessions 3, 8, 13 and 18 of the 20-session
therapy course).

2.3.1. Description of treatment (body oriented psychological therapy
in chronic depression)
BPT was administered as a manualized group therapy, speciﬁcally designed to address core symptoms of depression and with
the following main components:
1. A range of exercises, movement strategies and sensory awareness procedures were used to address reduced self-awareness
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and psychomotor activity levels (lack of drive/initiative; psychomotor retardation).
2. The therapy included grounding techniques, non-verbal communication and interventions aiming to foster emotional
expression (linking emotional awareness with motor expression); this was aiming to revitalize and mobilise (enacting)
suppressed negative and aggressive impulses and direct them
towards external targets/perceived threats and memories of
experienced adversity (i.e. diverting auto-destructive/suicidal
tendencies, which patients developed over time as a result of
chronically held negative self-evaluations); through enhancing
patients' affective modulation/motor expressiveness the therapy fostered inherent bodily resources/capabilities and healthy
affective self-regulation.
3. A range of interventions was focusing on physical strength
and capabilities, aiming at rebalancing patients' negative selfevaluation, strengthening self-demarcation, reducing somatic
depersonalization.
4. The therapy integrated body oriented psychological work
directed towards individual biographic backgrounds and with
a speciﬁc focus towards the motor expression of unmet
(physical and emotional) needs (e.g. “reaching-out” gestures),
nourishment (e.g. interactive role play) and overcoming traumata (i.e. separation/loss); the latter involved scenic re-enactments, enabling patients to identify how self-destructive
tendencies developed as diversion of feelings away from
external targets, subsequently helping patients identify a range
of more constructive responses and solutions.
BPT was delivered within a format of deﬁned sections, with
each session divided into four parts, in form of a repetitive
standard structure.
(1) Check-in opening circle/diagnostic/exploratory phase; (2)
body exploration and awareness; structured tasks of emotional
stimulation in relation to bodily states, affect differentiation and
regulation; (3) integrative and creative thematic body work in
relation to generic themes and personal histories; exploring
alternative behaviour/solutions; (4) warm down, closing circle
and narrative development.
The manualized framework for the BPT-CD treatment identiﬁes
three distinct phases as a general orientation and a tentative guide
for the intervention strategy.
The ﬁrst phase of BPT (sessions 1–5): the therapist concentrates
on the therapeutic relationship and on creating a safe contained
therapeutic environment. The aim is to enhance the range and
depth of the patient's experience and to shift self-awareness
towards potential strengths and resilience. Exercises are introduced to widen the range of movements and strengthen awareness of the centre of the body (spine as main holding structure),
and the breathing pattern.
The middle phase in therapy (sessions 6–12): in this phase, the
emphasis is on enhancing the experience and range of emotions,
helping patients to connect with and express emotions through
role-play and scenic enactments; participants are guided towards
experiencing aspects of their behavioural responses to the chronic
nature of their depressive symptoms and expressing their psychological needs as they emerge in the context of group interactions.
This aims to foster emotional processing for those patients who
experience lack of emotional responses and are entrapped in
cycles of negative cognitions and emotions, to develop a recognition of the whole (embodied) existence in the context of interpersonal interactions with both participants and therapist, and to
foster self-respect and acceptance.
The ﬁnal phase (sessions 13–18): the therapist facilitates a
complex physical and cognitive re-evaluation of individual conﬂicts, experiences of deprivation and/or traumatic experiences.
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Patients begin to explore in more depth the range of expressive
emotions in response to adversity, and the therapist will pay
speciﬁc attention to creative/alternative coping strategies both
through body oriented exercises and verbal interactions and
reﬂections. Relationships are explored through exercises such as
role plays, body sculpting (e.g. arranging body postures and
gestures in a way that it resembles an image of a person stuck in
conﬂict) and movement mirroring (e.g. working in pairs, observe
patterns of non-verbal behaviour and mimic those). The last two
sessions (19 and 20) aim to integrate the perceptive, emotional
and cognitive aspects of the depressive disorder into a cohesive
narrative; these sessions will furthermore identify (for each
individual) which exercises the patient may want to continue
after the end of BPT.
2.4. Sample size
In this exploratory trial we aimed to have a total sample of 30
patients for the exploratory analysis of the two conditions in the
randomized design. The sample provided a total of four BPT groups
(two each being offered BPT immediately and after a 12 week
waiting period) to assess experiences with and outcomes of BPT.
2.5. Primary and secondary outcome assessments
The primary outcome measure was the level of depressive
symptoms as assessed on the 21-item HAMD. Secondary outcomes
were self reported self-esteem, subjective quality-of-life (SQOL).
Self-esteem was rated on the Rosenberg Self-Esteem Scale
(Rosenberg, 1965). The scale ranges from 0 to 30. Scores between
15 and 25 are within normal range; scores below 15 suggest low
self-esteem.
The Manchester Short Assessment of Quality of Life (MANSA;
Priebe et al., 1999) was used to assess SQOL (providing a mean
score of satisfaction ratings in 12 life domains, each ranging on a
Likert scale of 1 ¼“could not be worse” to 7 ¼“could not be better”),
computed into an average mean score across all 12 domains.

3. Statistical analysis
Analyses were conducted on an intention-to-treat basis.
We compared outcomes in the immediate BPT group with those
in the waiting group. In a subsequent analysis, we also considered
pre- and post treatment depression scores in the waiting group
when BPT was offered after the 12 weeks waiting period. We
added those changes to the changes in the immediate treatment
group, and compared changes of depression scores before and
after BPT in this combined group with those in the initial waiting
group. Treatment effects were tested in an analysis of covariance
(ANCOVA), adjusting for pretreatment scores on the given outcome measure. Clinical recovery was deﬁned as a HAMD-21 score
of 8 or less post treatment, signiﬁcant clinical improvement as a
reduction of more than 25% and clinical response as a reduction of
more than 50% between baseline and post-treatment.

4. Results
4.1. Recruitment and description of sample
A total of 61 patients were referred for inclusion in the study,
31 of whom fulﬁlled the inclusion criteria and consented with
subsequent randomisation to the treatment or waiting group
conditions. All patients had a diagnosis of chronic major depressive disorder at the point of entering the trial. In total, four groups
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of 7–8 patients (N ¼31) were randomised, and 21 of them received
the allocated intervention (N ¼10 did not attend). The detailed
ﬂow diagram is shown in Fig. 1.
According to patients notes, past treatments for depression of
participating patients included two to eight different antidepressants/ADs (mean 3.5; N ¼14 with 2 ADs, N ¼ 6 with 3 ADs, N ¼5
with 4 ADs and N ¼6 with 5 or more ADs) and one (N ¼18) to two
(N ¼ 8; for ﬁve patients no information available) courses of
psychological therapy (CBT and/or Psychodynamic Psychotherapy).
Antidepressants including SSRIs: Citalopram, Escitalopram, Paroxetine, Fluoxetine, Sertraline); Tricyclics or related: Amitriptyline,
Lofepramine, Trimipramine, Nortriptilyne, Doxepine, Trazodone;
SNRIs: Duloxetine, Venlafaxine; and other antidepressants: Moclobemide, Mirtazepine; all prescribed at therapeutic dose levels.
The group of 16 patients randomized to the experimental treatment attended on average 7.5 therapy sessions, range 0–20 (the
mean for those 12 patients who attended at least one session was
9.9); for the total sample of patients (N¼ 31) this ﬁgure was 6.7,
range 0–20 (9.5 for those 21 patients who attended at least one
session).
Demographic and clinical characteristics of the sample are
shown in Table 1.
The sample consisted mainly of unemployed middle-aged
patients, and most had a long history of mental illness with a mean
duration of illness of more than 16 years in the treatment group and
more than 12 years in the control group. Both subjective SQOL
scores and Self-Esteem scores were low at baseline. Prior to
entering the study patients had completed on average 4 (range 2–7)
treatment courses with different antidepressants and at adequate

(therapeutic) dose levels as well as one or two courses of individual
psychological therapy (cognitive behaviour therapy, psychodymanic
therapy).
4.2. Outcomes
Patients in the immediate BPT and in the waiting condition did
not show statistically signiﬁcant differences in outcome measures
at baseline; there was no baseline difference in depression scores
between those who were lost to follow-up (N ¼8; HAMD total
score 29.2, s.d. 5.9) and those included in the intention to treat
analysis (N ¼23; HAMD total score 27.1, s.d. 5.7). Mean scores of
the primary and the secondary outcome measures from baseline
to follow-up are shown in Table 2.
Comparing the patients allocated to immediate BPT and those in
the waiting condition, there was a statistically signiﬁcant difference
in the primary outcome. Patients receiving immediate BPT had
much lower levels of depressive symptoms after treatment as
compared to the waiting group. Whilst symptoms in the waiting
group showed a slight increase, average symptom levels in the
immediate BPT group improved by more than 7 points on the
HAMD. The difference was equivalent to an effect size of about
1 and statistically signiﬁcant. Within the sample of 19 patients post
treatment, 2 patients fulﬁlled the criteria for recovery (HAMD-sum
score o ¼ 8), 1 patient showed a reduction of more than 50% and
7 patients a reduction of 25–50% in their HAMD sum score between
baseline and post-treatment. There was no statistically signiﬁcant
difference on any of the secondary outcomes, even though the selfesteem ratings improved at the end of the treatment (for six

Referred for
possible
inclusion
(N=61)
Excluded (N=30)
Not meeting inclusion criteria (N=9)
Did not attend or Withdrawal from
assessment (N=20)
Randomised (N=31)
Allocated to Body psychotherapy
(N=16)

Allocated to Waiting group (N=15)

Assessed at end of treatment phase,
intention-to-treat analysis
(N=11)
Lost to follow-up (N=5)

Assessed at end of waiting time phase,
equivalent to treatment time, intentionto-treat analysis (N=12)
Lost to follow-up (N=3)

Additional analysis for all patients
receiving BPT, including those after
waiting group (N=31)
N=21 out of 31 received intervention
(N=10 did not receive allocated
intervention because they did not attend)
Lost to follow up (N=2)
Intention-to-treat analysis for N=19
Fig. 1. Study ﬂow diagram.
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patients at a level of clinical importance from low self esteem to
ratings within the normal range).
In a subsequent analysis, we added the pre–post treatment
changes in the waiting group when they received BPT after the 12
weeks waiting period to the immediate BPT group and compared
the changes in this combined group with the changes in the
waiting group during the initial waiting period. The results are
shown in Table 3.
The ﬁndings are similar to the comparison of the immediate
treatment group with the waiting group. After BPT patients show
signiﬁcantly more favourable changes of depression scores as
compared to the initial waiting group, whilst there is no signiﬁcant
difference on secondary outcomes.
The number of attended sessions was negatively correlated
with HAMD sum scores after therapy for (Pearson correlation
coefﬁcient r ¼−.31; p ¼0.19), i.e. the more the number of sessions
attended the lower the level of depressive symptoms after
treatment; comparing those patients who attended less than six

Table 1
Demographic and clinical data on participants who entered the trial.

Gender f/m
Age (mean/sd)
Duration of illness,
years (mean/sd)
Number of previous hospitalisations
(mean/sd)

BPT
N ¼16

WG
N ¼ 15

t-test
Df ¼ 28/29

6/10
46.9/11.7
16.3/11.3

7/8
48.5/9.1
12.1/9.2

n.s.
n.s.

1.3/1.5

0.4/0.6

P ¼0.044

BPT¼ Body oriented psychological therapy, WG¼ Waiting Group; n.s.¼not signiﬁcant.
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sessions with those who attended more regularly there was a
signiﬁcant difference in HAMD sum-scores after treatment: mean
26.3, sd 2.5 (N ¼7) versus 18.9, sd 8.8 (N ¼12); t ¼2.2, p o.05.

5. Discussion
5.1. Overall ﬁndings
In this exploratory trial, we included patients with chronic
depression and a substantial level of baseline symptoms. Patients
offered immediate BPT showed signiﬁcantly more favourable changes
in their depression scores than the waiting group. Patients in the
waiting group hardly changed at all during the waiting period which
may reﬂect the chronic nature of their illness. Patients in the
immediate BPT group experienced a signiﬁcant reduction of their
symptoms. On average, the difference between the two groups was
7 points on the HAMD, which reﬂects an effect size of about 1 and a
clinically relevant improvement. When changes during BPT in the
initial waiting group were additionally considered, the ﬁndings
remained unaltered, and BPT was still shown as effective with a
similar size of changes.
This positive result was achieved in an intention to treat
analysis. Yet, only 21 out of 31 patients in the two groups actually
attended at least one session of BPT. The more the number of
sessions attended, the lower the level of depressive symptoms at
the end of treatment, although this association failed to reach
statistical signiﬁcance in the small sample.
All these suggest that BPT may have a positive effect in this
patient group on the primary outcome of depression. There
were no effects on secondary outcomes. One may speculate as
to whether BPT as delivered in this trial was so targeted on

Table 2
Clinical outcome measures for N ¼ 30 (ANCOVAs, adjusted for baseline score).
BPT group
n
HAMD total score (N ¼ 30 only)
- at baseline
16
- post-treatment
11
Rosenberg self esteem total
- at baseline
16
- post treatment
11
MANSA total (mean across 12 domains)
-at baseline
13
-post-treatment
10
n

Waiting group

Difference (95% CI)

Mean

s.d.

N

Mean

s.d.

28.2
20.9

6.3
8.9

15
12

27.2
29.5

5.4
9.1

−8.74 (−0.71 to −16.76)*

7.5
11.6

4.5
5.1

14
10

10.1
9.9

6.1
4.4

2.1 (−2.39 to 6.63) n.s.

3.1
3.2

0.9
1.2

15
12

3.3
2.9

0.8
0.9

0.3 (−0.59 to 1.08) n.s.

¼ po .05, BPT ¼ Body oriented psychological therapy, n.s. ¼not signiﬁcant.

Table 3
Clinical outcome measures for N ¼ 45 (ANCOVAs, adjusted for baseline score, including waiting group patients who were also treated in BPT).
BPT group

HAMD total score
-at baseline
-post-treatment
Rosenberg self esteem total
-at baseline
-post treatment
MANSA total (mean across 12
-at baseline
-post-treatment
n

Waiting group

Difference (95% CI)

n

Mean

s.d.

N

Mean

s.d.

30
19

28.5
21.6

7.3
7.9

15
12

27.2
29.5

5.4
9.1

−7.90 (−14.49 to −1.30)*

28
19
domains)
27
15

8.5
12.1

4.5
4.8

14
10

10.1
6.1

9.9
4.4

2.1 (−1.64 to 5.87) n.s.

3.2
3.0

1.0
1.0

15
12

3.3
2.9

0.7
0.9

0.29 (−0.45 to 1.02) n.s.

¼ po .05, BPT ¼ Body oriented psychological therapy, n.s. ¼not signiﬁcant.
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depressive symptoms that it did not impact on other outcomes or
whether longer study periods are required to explore whether the
improvement of depressive symptoms later translates into an
increased self-esteem and better subjective quality of life.
5.2. Limitations
This was a small exploratory trial and larger studies are
required to draw more reliable conclusions about the effectiveness
of BPT in this patient group. Because of the small sample size we
did not adjust for a potential cluster effect of patients being treated
in the same groups.
Only about 50% of patients referred to the study consented to
participate, and it remains unclear whether the other 50% objected
to receiving BPT or participating in this type of research or both.
Out of the 31 patients offered BPT, only 21 attended at least one
session. This may reﬂect a generally low motivation and hopelessness amongst chronically depressed patients or more speciﬁc
scepticism towards the unusual approach of BPT, despite the
signing of a consent form. In any case, BPT as tested in this study
is likely to appeal only to some patients with chronic depression
and not to all. This limitation is not unique to BPT, and the
intention of the study was to test an intervention that adds to
the range of treatment option without necessarily ﬁnding a
solution for all patients with chronic depression. Still, there may
be a challenge to present and disseminate BPT in a way that more
patients will actually take up the offer and attend sessions.
Adherence to the treatment manual was supervised by the senior
therapist but not assessed systematically.
Finally, the study was associated with the limitations of using a
waiting group design, e.g. that being randomized to a waiting
group and the expectation to receive treatment later may have
inﬂuenced patient ratings of symptoms.

and associated symptoms in a different way: McWhinney et al.
(1997) emphasized that “The connexion between emotions and
bodily states must be made at the affective and cognitive levels by
the patients themselves…Physical therapies may also be effective
in helping patients to make the breakthrough to a new level
of understanding, without the requirements of verbalization”
(p. 749). Even in a group setting BPT can consider individual
biographic backgrounds and focus on unmet physical and emotional needs, nourishment and traumata (e.g. through separation
and loss). Targeting the complex interaction between cognitive,
affective and motor responses to adversity, patients may learn to
recognize the impact of negative and self-destructive tendencies
and ﬁnd more constructive psychomotor responses.

6. Conclusions
The ﬁndings are encouraging. They suggest that BPT is a
feasible treatment option for some of the patients with chronic
depression who have not responded to any other available treatments, and that it may lead to signiﬁcant improvements. Larger
trials are now required to test the effectiveness of BPT in this
patent group. These trials should not only have larger samples, but
also include follow up assessments to explore to what extent the
improvements are maintained over time and possibly lead to
social gains. Trials should also include a cost analysis. Given that
BPT was delivered as a group treatment of only 20 sessions, one
may assume that it is particularly cost-effective as compared to
individual therapies, but this needs to be established in systematic
research.
Further research may also analyse processes in BPT to understand the therapeutic mechanisms so that the therapy can be
further developed to reduce drop out rates and increase treatment
effects.

5.3. Comparison with other trials on chronic depressive symptoms
It has been suggested that patients with chronic depressive
disorders require longer term psychological therapy (e.g. Cuijpers
et al., 2010a; Schramm et al., 2011) to achieve optimal effects.
In this exploratory trial we tested BPT with only 20 sessions to
make it easier for patients to commit themselves to the treatment.
The format also allows us to compare the effect with previous
trials testing other forms of psychological treatments on chronic
depression (most trials conducted so far applied manualized
treatments with 10–20 sessions).
In a meta-analysis of 115 randomized controlled trials in adult
patients with depression, Cuijpers et al. (2010b) identiﬁed only 11
high quality studies and found that the standard mean effect size
of those studies (d ¼0.22) was signiﬁcantly smaller than in the
other studies (d¼ 0.74, p o0.001). In another meta-analysis of 16
randomized trials examining the effects of psychotherapy on
chronic depression and dysthymia, Cuipers et al. (2010a) found a
small but signiﬁcant effect (d ¼0.31) on depression when compared to control groups. The authors emphasized that the efﬁcacy
of different modalities of psychological therapy has been well
established (therapies include cognitive-behaviour therapy, interpersonal psychotherapy, psychodynamic psychotherapy and problem solving therapy), but psychotherapy appeared less effective
than pharmacotherapy. As compared to the ﬁndings summarized
in these meta-analyses, the effect size of BPT reported here
is substantial, although this should be interpreted with much
caution given the small sample size of the exploratory trial.
Whilst this study did not address the question of speciﬁc
therapeutic processes bringing about change, it might be speculated that the disorder speciﬁc body oriented intervention
strategy enabled patients to address their chronically low mood

Role of funding source
The study was conducted without external funding as own account research.

Conﬂict of interest
All authors declare that they have no conﬂicts of interest.

Acknowledgements
We would like to thank Layla Smith for her dedicated support as a therapist and
Dr. Sajjad Ahmed for his contributions as researcher.

References
Bhugra, D., Mastrogianni, A., 2003. Globalisation and mental disorders: overview
with relation to depression. British Journal of Psychiatry 184, 10–20.
Cuijpers, P., van Straten, A., Schuurmans, J., van Oppen, P., Hollon, S.D., Andersson, G.,
2010a. Psychotherapy for chronic major depression and dysthymia: a metaanalysis. Clinical Psychology Review 30, 51–62.
Cuijpers, P., van Straten, A., Bohlmeijer, E., Hollon, S.D., Andersson, G., 2010b. The
effects of psychotherapy for adult depression are overestimated: a metaanalysis of study quality and effect size. Psychological Medicine 40, 211–223.
Fuchs, T., 2005. Corporealized and disembodied minds. A phenomenological view
of the body in melancholia and schizophrenia. Philosophy, Psychiatry, and
Psychology 12, 95–107.
Hamilton, M., 1960. A rating scale for depression. Journal of Neurology, Neurosurgery, and Psychiatry 23, 56–62.
Heller, M.C., 2012. Body Psychotherapy. History, Concepts, Methods. W.W. Norton &
Company, New York, London.
Kessler, R.C., Berglund, P., Demler, O., Jin, R., Koretz, D., Merikangas, K.R., Rush, A.J.,
Walters, E.E., Wang, P.S., 2003. The epidemiology of major depressive disorder:
results from the National Comorbidity Survey Replication (NCS-R). Journal of
the American Medical Association 289, 3095–3105.
Little, S.A., Kligler, B., Homel, P., Belisle, S.S., Merrell, W., 2009. Multimodal mind/
body group therapy for chronic depression: a pilot study. Explore 5, 330–337.
McWhinney, I.R., Epstein, R.M., Freeman, T.R., 1997. Rethinking somatization.
Annals of Internal Medicine 126, 747–750.

Author's personal copy
F. Röhricht et al. / Journal of Affective Disorders 151 (2013) 85–91

Murray, C.J., Lopez, A.D., 1997. Global mortality, disability, and the contribution of
risk factors: global burden of disease study. Lancet 349, 1436–1442.
National Institute for Health and Clinical Excellence, 2009. Depression in adults.
The treatment and management of depression in adults. NICE clinical guideline
90. 〈http://www.nice.org.uk/nicemedia/live/12329/45888/45888.pdf〉.
Nierenberg, A.A., 2001. Current perspectives on the diagnosis and treatment of
major depressive disorder. American Journal of Managed Care 7 (Suppl.),
353–366.
Priebe, S., Huxley, P., Knight, S., Evans, S., 1999. Application and results of the
Manchester Short Assessment of Quality of Life (MANSA). International Journal
of Social Psychiatry 45, 7–12.
Röhricht, F., 2000. Body oriented psychotherapy in mental illness. A manual for
research and practice (in German). Hogrefe, Göttingen-Bern-Toronto-Seattle.
Röhricht, F., Beyer, W., Priebe, S., 2002. Disturbances of body experiences in acute
anxiety and depressive disorders—neuroticism or somatization? Psychotherapy, Psychosomatic and Medical Psychology 52, 205–213.
Röhricht, F., Priebe, S., 2006. Effect of body-oriented psychological therapy on
negative symptoms in schizophrenia: a randomised controlled trial. Psychological Medicine 36, 669–678.
Röhricht, F., 2009. Body oriented psychotherapy—the state of the art in empirical
research and evidence based practice: a clinical perspective. Body, Movement
and Dance in Psychotherapy 4, 135–156.

91

Rosenberg, M., 1965. Society and the Adolescent Self-Image. Princeton University
Press, Princeton, NJ.
Schramm, E., Zobel, I., Dykierek, P., Kech, S., Brakemeier, E.L., Külz, A., Berger, M.,
2011. Cognitive behavioral analysis system of psychotherapy versus interpersonal psychotherapy for early-onset chronic depression: a randomized pilot
study. Journal of Affective Disorders 129, 109–116.
Scott, J., Palmer, S., Paykel, E., Teasdale, J., Hayhurst, H., 2003. Use of cognitive
therapy for relapse prevention in chronic depression. Cost-effectiveness study.
British Journal of Psychiatry 182, 221–227.
Scott, J., 2001. Cognitive therapy for depression. British Medical Bulletin 57,
101–113.
Stewart, N.J., McMullen, L.M., Rubin, L.D., 2004. Movement therapy with depressed
inpatients: a randomized multiple single case design. Archives of psychiatric
nursing 8, 22–29.
Stimpson, N., Agrawal, N., Lewis, G., 2002. Randomised controlled trials investigating pharmacological and psychological interventions for treatment refractory
depression. Systematic review. British Journal of Psychiatry 181, 284–294.
Thomas, C.M., Morris, S., 2003. Cost of depression among adults in England in 2000.
British Journal of Psychiatry 183, 514–519.
World Health Organization, 2002. The World Health Report 2002. Reducing Risks,
Promoting Healthy Life. WHO, Geneva, Switzerland.

