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I.  Process and Purpose of Developing the Current Guidelines

A set of guidelines for practising outpatient Morita therapy has been developed by the
Committee on the Standardization of Outpatient Morita Therapy for the Japanese
Society for Morita Therapy (JSMT). The Committee initially surveyed the honourary
members of the Society and its board members as well as the JSMT-certified physicians
and psychotherapists regarding outpatient Morita therapy (n=102). We obtained data
from 56 respondents (return rate: 54.9%). We then analyzed the data and extracted
common elements, which we treated as basic components of outpatient Morita therapy.
We further explored and revised our categorical organization of the extracted elements,
and sought expert feedback from highly recognized senior Morita therapists on our
initial draft of the Guidelines for Practising Outpatient Morita Therapy (referred to as
the Guidelines hereunder), in preparation of the final version. Therefore, the content of
the Guidelines reflects the general consensus among the practitioners of outpatient
Morita therapy today.

Our publication offers a set of guidelines for practising outpatient Morita therapy
for those who wish to learn and implement this therapy. We have attempted to show the
key therapeutic components concretely. These guidelines are not intended to discourage
individual practitioners in their attempts to try modified or innovative applications of
Morita therapy. There are various ways of engaging in therapeutic interaction, and some
of them go beyond the suggested ways of using Moritian explanations and probes in this
document.
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II. Outpatient Morita Therapy

We would like to start by clarifying what we mean by the term “outpatient Morita
therapy” in this document. The term is used to differentiate it from “residential Morita
therapy,” but does not refer to the outpatient practice of this approach only in a medical
setting. Various consultative and helping activities in workplaces and educational
contexts are also included here. The term “therapists” refers to practitioners who have
the professional duty to observe confidentiality (e.g., physicians, clinical psychologists,
counsellors, social workers, and other professionals in medical and helping disciplines).

Outpatient Morita therapy includes individual and group therapy approaches.
Because the majority of those who responded to the survey were practitioners of
individual Morita therapy, the present guidelines offer primarily explanations and
examples for the practice of individual Morita therapy. Although there are many
outpatient treatment facilities that do not limit the length of the treatment, we have
found that most of those with time limits have 10 to 15 sessions set as a maximum
number. Approximately 60% of the surveyed outpatient facilities see their patients for
the duration of 20 to 30 minutes per session, in a 1 or 2-week interval. Many of these
facilities spend 40 to 60 minutes on an intake session. We thus found variations in time
frames among the surveyed facilities, ranging from having no specified limits to doing a
short-term practice with time-limited interview sessions.

In addition, it might be useful to standardize the interview duration, number of
sessions, and interview process in order for us to conduct evidence-based research on
the effectiveness of outpatient Morita therapy.
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III. Indications for Morita Therapy and Range of Applications

Morita therapy has been used for treating a kind of neurosis called “Morita
shinkeishitsu” which Morita classified into three types: (a) obsessive ideational neurosis,
(b) ordinary shinkeishitsu, and (c) anxiety neurosis. According to the International
Classification of Diseases 10" ed. (ICD-10), Morita shinkeishitsu corresponds to phobic
anxiety disorders, such as agoraphobia and social phobia (e.g., social anxiety disorder,
taijin-kyofu-sho), panic disorder, generalized anxiety disorder, and

obsessive-compulsive disorder as well as some of the somatoform disorders (e.g.,
hypochondriacal disorder).

More recently, however, Morita therapy has been applied to a wide range of patient
conditions other than the ones listed above. Successful applications have been reported
by many therapists in the treatment of depressive and dysthimic disorders. Morita
therapy has been found useful in treating adjustment disorders, post-trauma stress
disorder (PTSD), irritable bowel syndrome, chronic pain, eating disorders, nonorganic
insomnia, atopic dermatitis, and oral-dental neurosis, all of which may be regarded as
psychosomatic conditions in a broad sense. Morita therapy has also been successfully
applied to those with physical ailments, such as cancer patients, to alleviate their
anxieties and sufferings.

In addition, some practitioners consider that outpatient Morita therapy is
appropriate for: (a) those with intense anxiety about pharmacotherapy, (b) patients who
cannot receive residential treatment, or are waiting to be hospitalized for residential
Morita therapy, and (c) patients who are willing to try the residential method at their
own home. Further, it has been used with clients suffering from low self-esteem,
discouragements and difficulties in daily life, challenges in meeting their
self-actualization needs and finding meaning in life, problems in the parent-child
relationship, adolescent problems, truancy, and various conflicts associated with peer
relationships at school and concerns around academic examinations.




Ol {AROXR

AREFEOTROMRIIFEMBRE LIFTIND L O RMRETHY . ZRITZLEHRE
BLSE, HEMRE. RIEEHFRECESE L. 4R OEBRFSES 10K (ICD-10)
TIHEGRIGOHS B (HEFREE. SARBGE) & &OBMEERZEE, =y
I EERCEMUEARRBER CMOALHESE. MAKEE, LREERE—BOHEKREME
EEICHY T 5,

L LEGETIE, EEEOMIZH BRAFRBICHRBFESERA SN TS, ZMHTHID
FRRAEMEIL, < OHRRENPZAREE AV THREHET T3, ZToiEh, @R
BELIHMEE R N VAESE (PTSD)., @EMERERE. BibER, BeE. FREMTR
R, 7 bE—ERER, ER OERIROMRIER LIREOLHENRE, B L OSER
BEATHIBREORERLENR LIS HRARESLEISHEATWA,

5 LIcRBWLAMT, EYREICARROHRNEE, ABRBE#ETH 720 . ABLD B
BECHLBE, RETETTIEROH2BEREEINRFRFEDORM L B X DIER
FbHbWVD, 6T, BELBENEN, BITLTAEABRSEEIC R A, HEERM
TETIMATVDIA, EZEDEDDOEFELLZERITVAA, BFERCEEYOMES

BXTVBA, TRE, FROFABRIZRR EICRELATIANRERET LS,




Although there are many possible ways of applying Morita therapy to clients with a
wide range of problems and emotional conditions, practitioners must consider the
following client characteristics in assessing the suitability of outpatient Morita therapy:
(a) having relatively healthy ego functions and a sufficient intellectual ability to
comprehend and follow the treatment, (b) capacity for self-reflection, (c) ability to
recognize and verbalize the nature of their difficulties and sufferings, (d) ability to make
a practical assessment of current situations and problems in life, and (e) ability to
comprehend the nature of Morita therapy from reading reference materials. Like most
other therapies, Morita therapy is particularly suitable for clients who have a relatively
high level of adjustment prior to the start of their treatment. This approach is also
considered appropriate for clients who show shinkeishitsu-type personal traits
accompanied by perfectionistic and competitive tendencies, high self-expectations, high
need for self-control, and strong self-actualizing desires with corresponding fears.

Individuals with these qualities tend to show the Moritian mechanism of seishin
kogo sayo (i.e., symptomatic self-aggravation with selective and heightened sensation of
discomfort and shiso no mujun or so-called “ideational contradictions” (i.e.,
self-generated inner conflicts over the disparities between reality and unrealistic
expectations), as discussed in a later section. A good prognosis of treating clients
successfully with Morita therapy is affirmed whenever one or more of these traits in
combination with self-defeating and symptom-aggravating processes are present. Of
course, the prerequisite for any successful Morita therapy is that the clients show a
reasonably high level of help-seeking motivation. See Appendix 2 for the basic
diagnostic criteria for shinkeishitsu developed by the Japanese Society for Morita
Therapy.



INODHRITITES RERELEATELIMEENH I, RROBESEZHBTT5IZ
TRORELHETERTRETHD, £hid, TTHENRRE2EHREELHIBRE
DHNEENIBLEIEL WS ZLThHD, HIEEACEAETELZ L, BHDOMAE
HELBEDIZILNTEDZ L, EBEEBHRTE D L. REHRA THREFRIEOEIEHEAR
TEHIL, RETHD, EMAIOES VAR BVBEFIEERRDREZHFLLOT
Tl FAERELMOBHREL AR THD, KIS, TEEE. BR. < HHL)
DT, REOLH, EAORLENRNRE, BREBEREZFL TN EINEINTHS,

T LIMERBEMON T THERREER) 2 BBOFE] 20 L bbh OB
BOLNRT | TNETICRERERBDTIWEELE N L VLS, BEIC, YRO
TERBo, HLBREDHRERIIEMRIELHGLT 2 LCUEOLGEL 2D BRER
2LLTHARBREFZSVER L - AAHBREBHEERZINE L -0 TR I

W

10



IV. Entn

y Phase of Therapy

The entry phase prior to the start of tre
engaged in their treatment. The therapi
mechanism that creates a vicious cycle
of the treatment. This is typically done
two sessions.

1. Promoting an Understanding of t

An outpatient treatment interview t]
clients experience their symptoms in cg
understanding in his/her clients that an;
symptoms and reflect their innate desir

atment is aimed at motivating clients to be

Lt explains to his/her clients the psychological
of symptom aggravation, and discusses the goal
in the initial interview session or over the first

he Symptoms

ypically starts with a probe to inquire about how
oncrete terms. The therapist fosters the

xieties and fears are at the base of their neurotic
es to stay alive and to live well (the so-called

“desire for life”). The client’s desire and fear may be considered to form two sides of

the same coin. For example, one’s fear

of others’ negative evaluation, commonly found

among socially phobic individuals, reflects the other side, that is one’s desire to be

positively regarded and appreciated by
hypochondriacal persons that they may
the desire for good health. Behind the fi
they may have been contaminated by fi
environment. The fear among clients w
attack coexists with their earnest desire

Both these fears and anxieties and ¢
aspect of natural human psychology, w
Nevertheless, clients with neurotic chas
abnormal and unnatural, and therefore

others. Similarly, the concern of

be suffering from serious ailments is paired with
ear among those with obsessive disorders that
1th is their desire to live in a hygienic and safe
ith panic disorder that they may die of a panic

to live and not die.

he corresponding desires reflect the bilateral
hich may be regarded as a fact of human nature.
racteristics consider that fears and anxieties are
attempt to control and eliminate these affective

reactions. Such controlling attempts lead to the exacerbation of the symptoms, and

many clients become further preoccupi
Some end up living in isolation to avoi
negatively by others, or they almost liv
contracting illness despite the fact that

ed with the very thing that they try to eliminate.
d experiencing the fear of being evaluated

e like bed-ridden patients in order to avoid

they truly wish to live well and in good health.
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There are two main ways of fosteri
One is a direct method of providing ex
more indirect way is to use probing teg
emotions and desires underlying their s
multiple symptoms, the therapist may j
recognize what might be the healthy de

Further, to help his/her clients undg
discuss their key personality traits, suc
making dogmatic demands on themsel
should not be.” He/she may point out h
the clients’ self-demands are contributi
comments and observations such as the¢

® You get stuck with your excessi
* You value your relationships w
with obligations.

You tend to seek to feel safe an
difficulties in daily living.

As expressed in the above examples, th
understand that their anguish and hard

self-demanding attempts.

Clients’ self-evaluations are often |
they are lacking something important a|
are. The therapist needs to facilitate the
and increase their motivation for therap
not by lacking something but by having
excessive nature of their mental and be
clients’ recognition of their own perfec
recommended that the therapist indicats

h

ng the clients’ understanding of the above points.
planations and illustrative diagrams, while a
hniques to help clients recognize the core

ymptoms; see Note 1. When they complain of

prepare a list of symptomatic items and help them
sires associated with each symptom.

rstand the above points, the therapist may

h as (a) having strong desires for life, and (b)
yes with ideas of “how I should be” and “how I

ow the self-defeating nature of such traits and

ng to an impasse. The therapist may employ

following:
ve attempts to be perfect.
th others so much that you end up feeling tied up

d secure at all cost, which has caused you various

e therapist may assist his/her clients to
ips result from their tenacious pursuits and

pased on a deficit model with an assumption that
nd are therefore not worthy persons the way they
clients’ self-understanding and self-acceptance
y by indicating that their problems are caused

r too much of something. Pointing out the
havioural attempts is important in increasing the
ionism and self-preoccupied lifestyle. It is thus

s to clients that their therapy will focus on

making changes and improvements in these tormenting areas.
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f
2. Pointing out the Self-Defeating Mechanism of Toraware

The mechanism of toraware (mental preoccupation) is a central concept in Morita
therapy which explains how a neurotic vicious cycle is developed. There are two types
of the toraware mechanism: (a) seishin‘ kogo sayo (i.e., cyclical self-aggravation effect,
or the effect of psychologically mediated symptom aggravation in a self-reinforcing
loop with the use of selective attention and anticipatory ideations), and (b) shiso no
mujun or ideational contradiction (i.e., unrealistic thinking causing a disparity and a
contradiction between reality and ideality or expected reality); see Section V for more
details.

The therapist may point out in simple and clear terms to clients at the beginning of
the therapy how they have aggravated their symptoms by their very attempts to avoid or
manipulate them. (Morita called such self-manipulative attempts to resist spontaneous
affective experiences hakarai.) For example, an obsessive client may be confronted by
the fact that his/her effort to deny a certain spontaneous thought results in further
intensifying the thought. The therapist may explain this concept with illustrative
diagrams, or probe to help his/her clients realize how they are contributing to the
development and maintenance of a vicious cycle.

Indicating to clients how mental preoccupations (i.e., toraware) precipitate and
maintain a vicious cycle of symptom aggravation helps them understand that the
problem lies in how they are relating to their experiences of anxiety and fears. This is
done in order not to reinforce their belief that they have a defective or weak personality
and are hopelessly “no good.” Thus, clients are guided to consider that their neurotic
problems are not caused by their defective or weak personality but by their
self-preoccupations. This helps clients become more hopeful about finding solutions to
their problems by reversing the vicious cycle of symptom aggravation and unproductive
lifestyles, and enhances their motivation for active engagement in the therapy.
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3. Explaining the Attitude of Arugamama and Setting Therapeutic Goals

After clarifying how a state of mental preoccupation (foraware) is caused by the
clients’ excessive attempts to control their undesirable symptoms, the therapist may
point out that they need to cultivate new ways of dealing with the symptoms and
alleviating self-preoccupations. The new attitude required here is that of arugamama or
being “as-is” (i.e., being authentic and natural and intuitively accepting the experience
of self and the present situation as they are without intellectually manipulating or being
judgmental about the present authentic experience).

First, arugamama means that clients leave their symptoms and experience of
anxiety as they are without hakarai (i.e., manipulative, controlling, or resisting
attempts). Clients may be advised not to fight the symptoms but to learn to accept them.
Such an advice poses a completely different stance from what clients are used to so far.
Second, the Morita therapist emphasizes that clients need to express their desire for life
in the forms of concrete, practical, and constructive actions in their daily living. The
message here is that clients are to leave the present mental state as it is without
manipulation or resistance and do what needs to be done here and now. The ultimate
goal of therapy is to live life fully.

Thus, it may be noted that the aim of Morita therapy goes beyond dismantling the
clients’ preoccupations with their symptoms and that clients need to be helped to
develop a constructive way of living free of excessive preoccupations. The therapist is
cautioned not to allow his/her clients become too preoccupied with the idea that they
must be in arugamama, which could inadvertently block or reverse the therapeutic

progress.

At the last stage of his life, Shoma Morita came to the realization that we cannot
help but fear death, that is, we have no choice but to accept the fear as it is. He also
realized that we cannot abandon desires within us so long as we live, and that we need
to acknowledge and actualize our desire for life constructively. The therapist may
consider these points in order to offer appropriate therapeutic advice to his/her clients.
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4. Additional Points

Some therapists discuss Shoma Morita’s life with their clients, or give examples of
past treatment cases for the purpose of illustrating the above points and increase their
clients’ understanding of Moritian ideas and explanations, while others disclose their
own experience and process of overcoming their neurotic sufferings. Many therapists
ask their clients to read books on Morita therapy or give them relevant handouts. These
are effective ways of fostering clients’ understanding of the therapy between sessions.
Finally, there are cases in which clients specifically ask for Morita therapy as a
treatment of choice. In other cases, Morita therapy is incorporated into a general
treatment approach without announcing to clients that it is based on Morita therapy. The
therapist may use discretion and flexibility in introducing this approach effectively
depending on the therapeutic context and client factors.
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V. Basic Therapeutic Components

The following five therapeutic components of outpatient Morita therapy practice were
identified in our survey data which offered the basis for establishing the current
Guidelines: (a) increasing client awareness and acceptance of emotions, (b) recognizing
and mobilizing the client’s desire for life, (c) clarifying the vicious cycle, (d) giving
instructions for constructive action taking, and (e) facilitating client re-evaluation of
their behavioural patterns and lifestyles. These components are discussed in the
following sections.

1. Increasing Client Awareness and Acceptance of Emotions

When clients are able to accept their affective experiences as they are without
further resisting or combative attempts, the therapist may consider that the conclusion of
therapy is nearing. As mentioned earlier, there exist fears and anxieties at the base of
various neurotic symptoms. Clients, however, tend to react with hypersensitivity to
affective discomfort such as anxiety, and make futile efforts to eliminate it or engage in
the avoidance of anxiety-provoking tasks and situations so as not to face such
discomfort and other emotions. The affective experiences that clients try to avoid, in
addition to fears and anxieties, vary from client to client. For example, socially phobic
persons may be confronted with the feelings of embarrassment and timidity, while
clients with an obsessive disorder may have feelings of irritation or anger. In order for
these clients to accept their affective experiences, they must first recognize such
experiences. The therapist may foster the clients’ awareness of their affective
experiences in given situations with the repeated use of questions such as: “How were
you feeling inside then?”” and “What affective condition were you in at that time?”
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Further, the therapist may advise clients to look at the ups and downs in their
affective states. According to the DSM-IV"’s diagnostic criteria for panic disorder, a
panic attack is expected to reach its peak within 10 minutes from its onset. That is, the
intensity of anxiety subsides after reaching its peak. Clients receive the following core
instruction about the nature of emotion (one of the “laws of emotion” that Morita
discussed), which is presented repeatedly throughout therapy: “If an emotion is left as it
is without your tampering, it will eventually and naturally dissipate and disappear.”
When clients come to realize experientially that this is indeed true, they begin to be able
to let emotional reactions be as they are without fighting them. The therapist needs to
offer concrete and contextualized advice to clients in this regard, such as: “Be patient,”
“Observe the flow of emotions without retreating from them,” and “Just experience
emotion as they come and go.” When clients follow such advice, they experience the
above-described nature of emotions first hand. The therapist needs to be reminded that
many clients do have difficulty persevering with certain types of emotional discomfort.

Metaphors and similes are often used for explaining to clients how emotions flow
and fluctuate over time. The following is an example of the use of a metaphor:
“Emotions are weather conditions. Anxiety is a brief rain.” The therapist is cautioned
here to remember that his/her clients’ pain and discomfort, which accompany their
anxiety, may be quite intense. In order to help them face such a painful emotion, it is
essential that the therapist works with his/her clients empathically. They gradually learn
that intense emotions are not to be avoided but to be regarded as natural and
unavoidable human experiences. This approach corresponds to the normalizing
technique as discussed by Aizawa.

To add, mood fluctuations may have longer intervals among mood disordered
clients with depressive feelings than among those with anxiety neurosis. In dealing with
mood disordered clients, the therapist may choose a more appropriate weather-related
metaphor such as “depression is a rainy season” to infer that it takes a longer time to
allow for changes in their affective states. See Note 2 for further suggestions about how
to deal with client emotions in mood disorder cases.
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2. Recognizing and Mobilizing the Client’s Desire for Life

It is considered one of the most fundamental components of Morita therapy that the
therapist directs the attention of his/her clients to the healthy desires that underlie their
fears and anxieties so as to help them discover, nurture, and act on such desires. A focus
on their desire for life may thus mobilize the clients to take desirable action in the
presence of their anxiety rather than waiting for the anxiety to subside with no action. In
residential Morita therapy, direct and physical experiences such as bed-resting serve to
mobilize the inpatients’ desire for life, whereas clients in outpatient Morita therapy
come to recognize their desire for life mainly through therapeutic dialogues.

During the introductory phase of treatment, the therapist focusses on helping clients
recognize their healthy desires underneath the symptom complaints (e.g., a desire for
positive evaluation by others which lies underneath social phobia). However, clients
need to learn to identify a wide range of healthy desires inherent to their daily living as
well as those accompanying the symptoms in order to further the therapeutic change
process. Human desires for life exist limitlessly, ranging from basic day-to-day desires

9 &4

such as “wanting to eat when hungry or to drink when thirsty,” “wanting to take a
shower to feel fresh after sweating” to more spiritual or existential desires such as
“wanting to pursue a unique life” and “wanting to achieve a high quality of life.”
Certain desires are easily fulfilled by quick action such as eating to appease hunger,
while other desires may take years before they become fulfilled, such as reaching

personal goals or embodying certain internal values in life.

However, in Morita therapy, there is no hierarchy placed on clients’ desires; no
judgment is made on which desires and values should be considered higher and better.
Rather, all desires ranging from “the desire for food” to “the desire for a meaningful
life” are treated equally as valid natural human desires. By recognizing these diverse
desires, clients are guided to take corresponding constructive action to lead a fulfilling
life. They need to be cognizant of what is important to them and what they desire, as
reflected in Morita’s statement: “After all, we must come to an understanding of what
we are pursuing when we engage in quiet self-reflection” (Morita, 1934/1975).
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The therapist may look for an appropriate moment for asking his/her clients direct
questions such as “How would you want to be?” and “What kind of life will you pursue
when you overcome your current difficulties?” These questions can activate the clients’
self-reflective process even when they cannot come up with ready answers. Inquiring
into the details of their daily living and discussing their personal interests often lead
them to recognize and articulate their own desires. For example, having a discussion on
their work activities may lead clients to express their commitment to pursuing certain
personal goals such as obtaining a qualification to enhance their career. While talking
about his/her hobbies, a client might move on to discuss his/her desire to go to certain
musicians’ concerts. Even when clients say that they have nothing they are interested in
doing, their basic desires associated with day-to-day living remain active, such as a
desire to eat when hungry and a preference for something delicious to poor-tasting food.

Through the process of verbalizing and articulating their desires, clients can turn
their vague wishes and desires into concrete ones with clear images. In this process, the
therapist is required to refrain from critiquing and making hasty value judgments on
clients’ verbalized desires. Instead, the therapist must maintain a respectful stance
toward the expressed desires and regard such desires as natural and common, and to
recognize and reflect empathically his/her clients’ desire for life as a natural expression
of their healthy mental activities. This way of dealing with clients in therapy mobilizes
and expands their desire for life, which is considered a very important component of the
therapeutic process in outpatient Morita therapy.
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3. Clarifying the Vicious Cycle

Morita therapy focusses on the self-defeating mechanism of toraware (i.e., mental
preoccupation) which contributes to the exacerbation of the clients’ neurotic symptoms.
This vicious cycle of foraware has two main components: (a) the attention-mediated
sensory aggravation effect (seishin kogo sayo, or a mechanism of symptomatic
exacerbation through a mutually escalating interaction between attention and sensation),
and (b) ideational contradictions (shiso no mujun, or unrealistic thinking causing a
disparity between reality and ideality or expected reality). As mentioned earlier, the
therapist is required to point out how clients are engaged in a vicious cycle of foraware
at the beginning phase of the treatment. Furthermore, clients need to be reminded
routinely throughout therapy that the self-defeating mechanism of toraware plays a
critical role in various problematic situations in their daily living.

We will look at seishin kogo sayo or the mechanism of attention-mediated
symptomatic sensory aggravation, using an example of a panic attack. When clients
with a shinkeishitsu personality type accidentally notice that they are experiencing heart
palpitations, they become very anxious about this temporary condition and continuously
fix their attention on the palpitations. As a result, they become hypersensitive to their
physical condition, which heightens their anxiety, narrowly fixates their attention to the
heart, and thus exacerbates the experience of the palpitations. Seishin kogo sayo is
therefore a process of attention and sensation to be caught in a self-reinforcing
interactive loop of mutual escalation. Various types of hypochondriacal anxiety in
addition to panic attacks inherently have this attention-sensation mechanism of
self-aggravation.
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The second component of the mechanism of toraware is called shiso no mujun or
“ideational contradictions.” Shinkeishitsu persons have a strong tendency to try to
control certain affects such as fears and anxieties. Their attempts to control such
affective reactions intellectually and willfully are accompanied by self-imposed beliefs
about “How I should be” and “How I should not be.” Such beliefs and controlling
attempts result in an inner conflict about their inability to fill the gap between reality
and ideality. Erythrophobic clients, for example, blame themselves for getting
embarrassed and turning red in front of others in situations where most people can
honestly admit such affective reactions as normal and human. However, erythrophobics
consider that these reactions are inappropriate, and make conscious efforts to feel
self-confident and not to feel shy or embarrassed. Contrary to such self-controlling
efforts, they end up becoming more preoccupied with their feelings of embarrassment
and redness of the face. It has been pointed out that the tendency to get entrapped in
shiso no mujun (ideational contradictions) is a psychological characteristic of a
particular personality type closely associated with obsessive needs for control. An
obsessive type, compared to the other types of shinkeishitsu neurosis, tends to involve
the client ego function more actively than the mechanism of attention-mediated sensory
aggravation. The symptoms of social phobia as well as many obsessive thoughts can be
explained with the notion of psychological entrapment in ideational contradictions.

An effective way of addressing the above mechanism of self-entrapment in a vicious
cycle is to explore the clients’ covert processes during the times when they were
actually experiencing their symptoms. The therapist may ask questions such as: “Where
was your attention focussed?”” and “What were you thinking of at that moment?” In this
way, clients are helped to recognize that they were fixing their attention narrowly on
certain bodily parts and affective reactions, and that they were making unrealistic
self-demands as well as futile attempts to convert the present reality (i.e., the fact of
their actual experience here and now) into the self-imposed version of a preferable or
ideal experience.
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It is also effective to engage clients in a simulated experience during an interview.
For example, clients with a fear of writing with hand tremors in front of others may be
invited to write their names before the therapist. In many cases, their hands do not
tremble in front of the therapist nearly as much as in front of other people in real life
situations. Clients learn from such a simulated activity that they unintentionally escalate
their fear of hand tremors in real life situations by focussing too much on their
self-defeating thoughts while with others. They may be saying to themselves, for
example, “I am ashamed of my hand tremors” and “I must try not to allow my hand to
shake when I am writing.”

Another common explanation shared with clients in outpatient Morita therapy is that
hakarai (willful control or manipulative management of self and situations to suit one’s
own needs) and foraware (preoccupations) form the basis of a vicious cycle. Hakarai
refers to an attempt to manage and change anxiety and other affective symptoms
intentionally. Attentional focus in the case of seishin kogo sayo (attention-mediated
sensory aggravation) and shiso no mujun (unrealistic thinking causing ideational
contradictions) are both covert processes. On the other hand, manipulative management
or hakarai has both covert and behavioural dimensions, and the behavioural
manifestation of hakarai itself can become a form of a symptom. For example,
erythrophobics try to mask their red face by consuming alcohol before being with others,
or agoraphobics demand that they be accompanied by their family members whenever
they need to go outside, in order to reduce their own anxiety. Similarly, phobic clients
may simply avoid entering a feared situation, while other people, who also find the
same situation to be anxiety-provoking, may face it and proceed.

Such attempts to control the affective symptoms as in the above examples end up
reinforcing the symptoms and complicating the problematic situation for the clients.
Attempts for hakarai (i.e., manipulative management) are reflected not only in their
verbalizations but also their attitudes expressed during treatment sessions. Similarly, the
therapist may recognize signs of hakarai in those agoraphobic clients who bring another
person with them to interview sessions in order to reduce anxiety. By sharing his/her
observations with the clients and discussing the consequences of such manipulative
attempts and avoidant maneuvers for reducing anxiety, the therapist can engage the
clients in a therapeutically meaningful examination of their unconstructive coping
strategies.
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4. Giving Instructions for Constructive Action Taking

By elucidating the above-described vicious cycle to clients, the therapist proceeds to
help them translate their desire for life into constructive action. Although most clients
tend to consider taking such action only after the symptoms have subsided, the therapist
encourages them to take practical action within their present capacity while
experiencing anxiety and other symptoms.

It is a therapeutic principle of Morita therapy that the therapist does not dictate to
his/her clients as to which action they need to take, but instead helps them identify by
themselves or in a collaborative dialogue with their therapist what concrete behavioural
tasks need to be undertaken. At times, clients set one or more action goals to strive for
before the next interview session. The selected action does not have to be limited only
to the action or activities in the symptom-related problematic areas. Clients need to
engage in various types of action to fulfill their desires for leading a productive and
meaningful life. One of the instructional points here is to help clients develop small,
practical, and achievable behavioural goals rather than setting highly demanding and
unrealistic ones. While clients tend to be hesitant and feel hampered by their own
perfectionism to take their first step in action toward big and challenging goals, they are
more likely to engage in action with small steps, which makes it easier for them to
engage in the next small steps. Such a series of small steps consequently nurtures an
action-based living attitude in clients.

It may be noted that the therapist is required to some extent to guide clients when
they are making choices of action. The following suggestions and advice may be useful
to clients: (a) “Let moods and feelings be, and do what needs to be done,” (b)
“Distinguish moods and feelings from action,” and (c) “Recognize what you can do and
cannot do, and refrain from doing impossible things (e.g., manipulating or resisting
spontaneous moods). Instead, proceed to the action that is needed in your daily life.”
Clients are thus encouraged to tackle, and not to run away from, the necessary tasks and
issues in daily living despite their inner suffering and discomfort. Some Morita
therapists instruct clients to act like a healthy person and lead a constructive life with
patience and hard work. For example, clients who are students are required to go to
school and study as their daily tasks in spite of their sufferings. Similarly, working
adults need to go to work and get their jobs done, and full-time homemakers need to get
their work done at home.
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Behavioural guidance aims at cultivating a purpose-oriented and action-based
lifestyle in clients. For example, clients with panic disorder are encouraged to go out to
buy necessary clothes as one of the tasks. However, it is quite common that they judge
their own therapeutic progress based on the presence or absence of panic attacks or
anxious feelings while outing for fulfilling a task. Such clients are encouraged to judge
their effectiveness based on the achievement of their original purpose of outing. For
example, they may assess how productive they were in finding the kinds of clothes they
were hoping to buy and whether or not they found reasonably priced and good quality
items suitable for their purchase. Through such real-life training, clients learn to break
out of a symptom-focussed and mood-oriented lifestyle and begin to lead a more
purpose-oriented and action-based way of living.

Clients who have withdrawn from social life for some time might say that they
cannot find things that need to be done, and feel confused because they do not know
what they should be doing. The therapist, in such a situation, may direct their attention
to basic daily activities such as changing clothes, face washing, teeth brushing, and
having meals regularly. At times, clients may be asked to observe their way of living
closely and find concrete and practical tasks requiring their action. For example, when
they feel not at ease with their current living condition (e.g., an untidy room with
scattered items on the floor), they can find a task at hand and proceed to a cleaning
activity. As they begin to pay closer attention to their living environment, they begin to
notice more tasks to be done and are guided from one action to another.

It is also helpful to focus on what clients would enjoy doing and to encourage them
to act on it, which will release them from self-obliging thinking about “what I should be
doing.” Some clients prevent themselves from taking necessary action as the result of
immersing themselves in self-blaming or self-inhibitive thinking, such as “I should not
be playful and have fun because I am not employed.” As long as action is not anti-social,
doing something entertaining may be considered much better than doing nothing at all
in life. Some Morita therapists strongly promote the use of specific activities and tasks,
including making humourous speeches and walking, as part of the therapy.
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It is also a characteristic of Moritian instructions that clients are encouraged to
maintain continuous engagement in action. That is, clients are prompted to indentify the
next action to be taken and swiftly move from one task to another upon completion.
Thus, their focus of attention gradually and naturally shifts from their covert symptoms
to the external events and activities; this helps to expand the clients’ awareness field as
the result of developing a more extraverted lifestyle. Morita often quoted the following
saying: “Adjust the exterior (e.g., lifestyle and action), and the interior (e.g., covert
conditions and emotion) will adjust itself naturally.”

Certain types of neurosis require even more concrete behavioural guidance. Clients
with social phobia or faijin-kyofu-sho, for example, often benefit from the instruction
that they try to be good listeners rather than to be good speakers. Clients with strong
obsessive-compulsive behaviours may be asked to move from one activity to another
with a time limit placed on each activity.

When encouraging clients to take action, it is also important that the therapist shows
interest in what actions his/her clients have taken and what they have achieved. The
therapist may ask for the details of the clients’ actions, and validate their efforts in
recognition of their successful attempts. Empathic and affirmative comments may be
effectively offered, such as “You have done a great job” and “It is a big progress.” Many
clients have a limited number of positive experiences of praise and recognition by
others. Such positive words of recognition by the therapist further reinforce the clients’
newly acquired action pattern. As such, therapeutic progress may be indicated when the
range of discussion topics during outpatient sessions begins to expand to include
various life situations and personal experiences beyond the complaints of symptoms.
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5. Facilitating Clients’ Re-Evaluation of Their Behavioural Patterns and
Lifestyles

Clients’ habitual dogmatic thinking often surfaces as they try to expand their
behavioural repertoire. Clients with social phobia, for example, become attached to the
idea that they should be relaxed and speak smoothly prior to giving a speech. Clients
whose social life has begun to expand may apply their dogmatic expectations about
“how one should be (or should not be)” not only to themselves but to others and become
irritated with other people’s imperfections.

The therapist raises his/her clients’ awareness of their own self-defeating patterns,
and offers instructions and encouragements for engaging in constructive action and
changing their current dogmatic lifestyle to a more realistic and action-based one. This
is done to enable the clients to respond more productively and swiftly to the demands of
daily tasks and situations. Their shinkeishitsu trait, characterized by high self-standards
and strong self-actualizing desires (i.e., the desire for life), is converted to a more

functional and positive quality.

Regarding the former example, clients may be assisted to admit the fact that they get
tense in front of others, and then to proceed to practical preparation for the purpose of
giving a good speech by improving its content (e.g., making their presentation easy to
understand for the audience). For the latter example of interpersonal communication,
clients may realize that people have different thoughts and feelings about the same thing
and clients are therefore required to make active efforts to communicate with others and
also to look for something in common to facilitate mutual understanding.
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These instructive suggestions and encouragements need to be made in consideration
of specific client needs and life circumstances. Further, examining each client’s neurotic
pattern leads to an evaluation of his/her habituated lifestyles and ways of living. For
example, many clients with neurotic problems exhibit a rather obsessive lifestyle,
commonly characterized by their excessive perfectionism, “all-or-nothing” type
thinking, which seriously limits the scope of their activities, and their tendency to avoid
unpredictable situations and activities, even prior to the development of full
svmptomatology. As another self-defeating pattern, clients may suffer from their
inability to say “No” to various requests and demands for fear of upsetting others and
being criticized; they thus get overwhelmed and immobilized by the excessive amount
of tasks they have accepted. There are also individuals who become preoccupied with
their attempts to please others and be likable, and who fail to recognize what they really
wish to do. As a main therapeutic task in the latter half of treatment, the therapist is
required to assist clients to recognize and appreciate their genuine self and to pursue the
kind of life they truly wish for themselves.

As treatment progresses, the therapist begins to notice more clearly his/her clients’
shiso no mujun (ideational contradictions), such as the disparity between how they
believe they should be (i.e., the ideal self) and how they really are (i.e., the actual self as
experienced at present). Some clients experience much discomfort and unacceptable
affective responses and end up fighting such covert conditions. Thus, therapeutic
progress may be hampered and the treatment may enter an impasse. When these
difficulties are encountered, the therapist may point out to his/her clients their dogmatic
and dichotomous thinking with observations, such as: “Reality does not necessarily
conform to your expectations,” “Things may not be perfect in reality as you would
hope,” and “Are you not trying to judge black-or-white prematurely?” It is also
important that the therapist find an appropriate moment to share with clients his/her
experience of a similar difficulty. The therapist and his/her clients thus need to work
collaboratively to explore the present issues and jointly look for practical solutions.
When clients are making little progress, the therapist may let them know that this
challenging moment can be an important opportunity to learn new things. Through this
collaborative process, the therapist and his/her clients may closely examine the
unnatural aspects of their ways of living and dealing with emotional issues, which can
deepen the clients’ self-awareness and facilitate therapeutic progress.
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6. Progression of Treatment

The following five fundamental components of outpatient Morita therapy have been
described as above: (a) increasing clients’ awareness and acceptance of emotions, (b)
recognizing and mobilizing the desire for life in clients, (c) clarifying the vicious cycle,
(d) offering instructions for constructive action taking, and (e) facilitating clients’
re-evaluation of their behavioural patterns and lifestyles. There are variations in
sequencing these therapeutic components depending on client pathology, treatment
structure, and each therapist’s approach. Regardless of such variations, however, it is
recommended that the therapist pay close attention to the therapeutic change process
and remain flexible about the focus of each interview session in terms of themes and
treatment components of Morita therapy.
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VI. Regarding Therapeutic Techniques

Key techniques in outpatient Morita therapy are discussed in the following section.

1. Interview Techniques

(1) The Attitude of Active Listening and Empathy

The starting point in any psychotherapy is listening to client complaints with an
open and non-judgmental mind. Empathic and non-judgmental attitudes
powerfully communicate therapist support to clients. Because outpatient therapy
does not have the same kind of structural support as residential treatment,
forming an empathic relationship with each client plays a critical role in offering
steady support for clients who must cope with their challenging symptoms while
trying to improve their behavioural patterns. It has been discussed earlier that the
therapist needs not only to reflect client verbalizations but also to convey a
normalizing message to clients that their difficulties and struggles involve
natural emotions and desires commonly shared among human beings. In
conveying such empathic understanding and support, the therapist may use the
first person plural “we” rather than the second person pronoun “you” when
referring to clients. Occasional and appropriate therapist self-disclosures may
deepen the empathy-based therapist-client relationship. However, it must be
clearly noted that self-disclosures should be used strictly for the purpose of
helping clients and not for fulfilling the therapist’s own self-validation needs in
such a therapeutic relationship.

47




VI BREEEH<-T

TIT. FICARBEBEICBOTER L TR REHEI VW THERTIZLiICLE
AN

1. mEEEE

1) - DL

BEOHRZIELCEEZBTD I LIX, HOOIRBHRIEDRATHD, £ L THRK
ERRERLREERAD I LT, BEFZ Lo THRALI L LD, HRIBETIIABRED
£ BRIEROGOXZBLRVIZTFIC, BEPEEL BB 6THEITEL TS
ZITEHRE - BEROLBHFREAIS —BEER O L1235, REFRIEDIRIRE 13 LK
ZIRADRMBHIRGEL LT, BICBEOEISELRVEL TR ULHET T TRL,
TRE. TROLBEOKRSE, ABIZL sTERREETHVREROEL VWS Ay
T—VERBROEENEETHD Z LIEBICR T, TOL I RIEEELHITIE. B
EOEBE 2 AHFTIZ 2L 1 AFEER., +72bb [Ezbik. - - Reid- - -
EVOILREATEYRBTILPAATH D, EMITBREOBCHTN, AFL
BREOKBERODFUTL L RVES, HELACHATROH ETREOLDHD S
DTHY, WREOCECHALCAEZFIA TS LIk, BE LTHE~ETHS,

48



(2) Therapeutic Dialogue

Morita therapists utilize various dialogical techniques to facilitate client
understanding, including metaphors and common Japanese proverbs. In addition
to the example of a weather metaphor discussed earlier, therapists who work
with clients with obsessive ideations may use (a) the metaphor of a flowing river
to refer to the natural fluidity of affective moods, or (b) the metaphor of clouds
floating in the sky. To point out how shinkeishitsu clients’ attempts to control
anxiety and other symptoms end up aggravating such symptoms even further,
Morita used the following instructive metaphor: “By trying to stop one wave
with another wave, you end up producing thousands of waves.” For clients who
are constantly checking the presence or absence of the symptoms, Morita used
impactful similes, such as the following one: “What you are doing is like trying
to plant a cutting and grow it but checking to see its condition by pulling it out
of the soil.”

The use of metaphors and similes such as above effectively generates visual
images in clients. Obsessive clients tend to have an intellectualizing tendency,
and therapist attempts to use logical persuasion often result in creating an
endless and futile ground for further explanations and discussions. It might be
more effective in working with such clients if the therapist used metaphors and
similes instead of intellectual explanations, in order to facilitate an intuitive
understanding by clients. Another visual approach, not identical to the use of
metaphors and similes, is the use of schematic drawings to illustrate how clients
are dealing with their difficulties.

Another technique employs brief summative phrases and expressions to reflect
clients’ experiences and problematic patterns. The therapist may quote Morita’s
words for this purpose, or create “summary headings” to refer to various aspects
of client problems and therapeutic experiences. Summary headings are
developed jointly as collaborative efforts between the therapist and his/her
clients. Another technique used in outpatient Morita therapy is a reframing or
reinterpretation method. Whenever clients complain of anxiety, the therapist
reframes it as a reflection of their healthy desire for life.
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The therapist uses various confrontational techniques to point out specifically
how clients are neglecting action taking as the result of their symptom
preoccupations. For clients with heightened anticipatory anxiety, a paradoxical
technique may be effective; the therapist describes an exaggerated scenario that
shows the clients in the worst anticipated condition with escalated symptoms. In
this process, the clients come to see the absurdity and unrealistic nature of their
own neurotic anticipation. The therapist needs to be able to assess when it is
therapeutically appropriate to introduce such a paradoxical technique for a
desirable outcome.

(3) Fumon Technique (Selective No-Response Technique or Strategic Inattention)

Generally, the basic stance of the Morita therapist is that of fumon or strategic
inattention to clients’ complaints of their symptoms. It means that the therapist
does not dwell on the minute symptomatic details of the client complaints or try
to extricate the personal meanings or causes of such symptoms in an analytic
way. In residential Morita therapy, fumon starts from the very beginning of the
first phase (i.e., bed-resting period), and inpatients are instructed to simply be
the way they are and let their symptoms come and go without interferences.
Regular therapist visits during the bed-resting period are kept brief and mainly
used for observing the patient condition, without probing into their symptoms.

In contrast, outpatient Morita therapy starts with a therapist-client dialogue on
the latter’s symptomatic complaints as discussed earlier. The outpatient therapist
is not required to adhere rigidly to the fumon approach. The initial phase of
outpatient treatment cannot exist without a discussion of the client’s symptoms.
However, as the treatment progresses toward the latter half, there will be a
natural progression in a therapeutic dialogue between the therapist and the client
to focus less on the symptoms and more on the latter’s daily activities and ways
of living. The therapist is required to facilitate a natural and gradual process of
shifting the client’s concerns and interests more toward the practical aspects of
living thus moving the symptomatic complaints away from the central stage of
the dialogue.
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2. Diary Guidance

Diary guidance is an effective means of promoting therapeutic progress in outpatient
Morita therapy. Clients have opportunities to reflect on their experiences through the
task of writing and to deepen their self-awareness by reading their diaries. At the same
time, the therapist can learn about the clients’ daily activities. Furthermore, the
client-therapist relationship becomes solidified as the result of having both face-to-face
dialogues in interview sessions and dialogues through therapist comments on his/her
clients’ diaries.

In the standard Moritian approach to diary guidance, clients are instructed to write
an approximately one-page-long entry into their diary books every evening without
spending more than 30 minutes on it each time. The content of each diary entry covers
clients’ daily activities, and they are asked not to write about their anxiety and other
symptoms or dwell on their subjective complaints. However, clients are invited to write
freely, and the therapist remains more lenient about the diary content at the beginning of
the diary guidance. It is more likely that the clients will continue with their diary
keeping when they know that they have freedom in this regard. On the other hand, those
who list daily events and activities mechanically like a business diary are encouraged to
include comments on what they have thought and felt during the activities, which will
facilitate a therapeutic dialogue in the interview sessions.

Some therapists read the submitted diaries quickly during interviews and offer their
comments, while others use two alternately submitted diary books. In the latter case,
clients use the second book while the therapist reads the entries in the first one between
two sessions and returns it with therapist comments in the next session. The therapist
may choose any method in this respect to suit client needs and therapist preferences.

Diary entries by clients are typically made on one page, leaving some blank space
(e.g., a S-centimeter blank column on the right side of the page) to allow for therapist
 comments written in red to be entered in this space. The therapist may underline some
parts of each submitted diary entry to require client attention and reflection. The content
of therapist comments varies. For example, a comment may focus on how clients were
immobilized by their own preoccupations, or it may convey therapist empathy for
clients and words of support for clients to take constructive action in spite of their
symptoms.

53



2. HEHEE

HEHRIEIL, SSRBRBARIECB VT HLIRREBET 2FNRFETHD, BEIEEL
LTRTEWVWIEXEZBLTHEDEREZREL, BVWLHEZHRART I LIZL-oT—
BEHECOHY FICR I LB TED, THRBERETZARVICL > THREDOR 2 DEFEOH]
BEHMDIENTED, DI, BRITEEL WIT L TOBRRBOXEERZRT L3, BRE
BEBREE KYREEL 250 THS,

BENLREERETIE. 8. /- ML EHIZEDHREEZ, 3 00BREOREMNICEE L
FTREIEFRTZ, ARIKL BOITEIZPLICER L, ARVER, BHEIEN Y 2FEh R
WEDHEHET D, 2L BREFREORBYIIE. bOVLERIEEEX VI LZHE VT
WIZEERRIELIES A, HESMR LTV, £/, ERVLEFBREOL 5 IZTHIO
HEEFOICRTRECE, THCHEMTEZEXMEE LEPBRATILORLEIED

PIEFREIR B IR IO ERT U,

ARz HERICFRIRATEDH THEMR AL M2 T20REELVDIL, £ 20
ARICRAERCEHLTHOWV, 1MEREL> TKREDEEE TIZa A ¥ MM LTRATY
DLV HEREDND, BEORELBREMOERMEICL T, AVRTWVWHIELRA

LTELXZRY,

A PERATIHARE. /— O 1A 5em BRENCLALZET I SICHERL, BF
DEBOFTEHRT REBH/ICFRESINT, RAKKFFTEZRADOTHS, AV b
DHBEIX. BEOLLDLNEZRE LY, BRNTEICFERCHBE2FELY LEXTH

2

54



In conducting diary guidance in Morita therapy, the therapist may consider the
following key points:

(1) Convey to clients who tend to focus on complaining about various symptoms
that anxieties and desires are two inseparable sides of the same coin. Thus
normalize anxiety experiences, and remind clients that their attempts to
eliminate anxiety result in intensifying it.

(2) Encourage clients to proceed to necessary action while learning to co-exist with
anxiety and other symptoms. (Example: “Because you want a good job, you also
feel anxious about failing to do so. Let your anxiety be, and take a first concrete
step in action to finish the task at hand.”)

(3) Help clients appreciate their attempts and efforts to engage in action, and
encourage them to value the learning experience that they have gained in the
process. (Example: “This is a valuable experience of realizing that feelings and
moods change over time instead of staying the same.”)

(4) Articulate clients’ neurotic stance and maladaptive action (e.g.,
all-or-nothing-type thinking, mood-governed attitudes, and the tendency to reject
the experience of discomfort), and ask them to identify the tasks they should
attend to. (Example: “Do not judge yourself on the basis of the presence or
absence of the symptoms. Let’s appreciate the fact that you have achieved a
behavioural goal in spite of your emotional difficulty.”)

Through such interventions, clients learn to take necessary action with anxiety and
to accept themselves for who they are. To add, the therapist may opt not to write any
comments in the particular areas of the client diary that have only a list of subjective
complains. This approach may be considered a form of fumon or a selective no-response
technique.
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3. On the Use of Pharmacotherapy

Contrary to the misunderstanding that Morita therapy does not involve medication,
most physicians who practise Morita therapy in Japan today combine pharmacotherapy
and Morita therapy for suitable clients. Compared to Morita’s days, there are many
effective drugs for treating neurotic symptoms, as well as many clients who seek Morita
therapy and are already on medication at other medical institutions. Therefore, the
practice of Morita therapy does not preclude concurrent pharmacotherapy.

However, it must be noted that the endless prescription of drugs for the ultimate
purpose of eliminating anxiety and other symptoms is considered counter-therapeutic.
The therapist needs to explain to his/her clients that medication is only used secondarily
to assist their efforts to rectify their problematic lifestyles, and that the primary agent of
therapeutic recovery is the client himself/herself; see Note 3. Clients need to be assured
that the therapist will address any concerns and questions about the prescribed
medication. At the same time, when they show excessive and neurotic concerns about
medication (e.g., a demand that there should be absolutely no danger associated with
medication, and a need to eliminate any potential of danger from their life experiences),
the therapist may treat such concerns as themes for psychotherapeutic work.
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VII. Termination and Evaluation of Treatment

In the practice of time-limited outpatient Morita therapy, the therapist needs to
incorporate a termination component before the last session in order to summarize and
conclude the treatment. In the concluding session, the therapist and his/her clients need
to engage in reflections on their therapeutic work and the clients’ recovery process.

The following aspects of therapeutic improvements must be considered
comprehensively in the evaluation of the treatment effectiveness of Morita therapy.

1. Reduced Symptoms and Accompanying Psychological Distress

The fundamental aim of Morita therapy is to shift the focus of the client’s efforts
from reducing the symptoms to dealing with the tasks and situations in his/her daily
living. This does not mean that the therapist turns a blind eye to the changes in his/her
clients’ symptomatic complaints over the course of the treatment. Rather, when clients
have shifted their attention and efforts to more realistic and practical aspects of living,
their aggravated symptoms and psychological distress will subside naturally. Morita
therapy is no exception in that reduced symptoms and pain are considered necessary
elements of therapeutic improvement.

2. Changes in Client Lifestyles and Behavioural Patterns

In addition to reduced symptoms, constructive changes in the clients’ lifestyles and
behavioural patterns must be considered in the assessment of the effectiveness of Morita
therapy. The therapist and his/her clients need to explore together the various
dimensions of change in their collaborative assessment of the therapeutic improvements.
Examples of assessment questions are as follows:

(a) Is the client’s desire for life actively put into practical action in his/her daily
living?

(b) Are the client’s attention and interest directed toward the environment and
external situations?

(c) Is the client attending to the necessary tasks at hand and does he/she immerse
himself/herself in daily activities to lead a practical and constructive life?

(d) Has the client established an attitude of readiness for taking practical and
purposeful action without being governed by his/her moods and symptoms?

(e) Has the client’s lifestyle reached a satisfactory level of adaptation?
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3. Self-Acceptance and Insight

In addition to the positive changes discussed above, we may consider that clients
have made satisfactory therapeutic progress when they can readily recognize their
authentic self and accept themselves in the arugamama or as-is state. Emancipation
from their neurosis has been achieved in a true sense when clients can be genuine and
natural in their ways of living and being, rather than being caught in the gap between
reality and ideality or between how they are and how they think they should be.

Therapy terminates upon the clients’ recognition of their actual improvements in the
areas discussed above. Clients are also invited to articulate what the remaining areas for
further improvements are. In the practice of outpatient Morita therapy which is not time
limited, it is common that the interval between interview sessions gradually becomes
longer based on the therapist’s and/or the clients’ decision, and that the treatment
eventually reaches its point of natural termination. It is recommended even in such cases
of eventual termination that the therapist and the client engage in an interim review of
the latter’s progress using the above assessment criteria at an appropriate point during
the treatment. Further, it is desirable that the amount of medication has been reduced
before the treatment comes to an end in case of pharmacotherapy combined with
outpatient Morita therapy, but stopping medication is not a requirement that has to be
fulfilled before the termination of the therapy. When clients require continued
medication after the termination of Morita therapy, their conditions and progress may be
monitored by attending physicians in the outpatient department of a medical clinic or a
hospital.
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Notes

Note 1. A Probing Approach to Explicating the Condition of Toraware to Clients

1. “What do you wish to change?”” [Probing clients about their chief complaints
(i.e., symptoms)]

2. “How do you want to be after a successful therapy?” “What condition would
you wish to be in at the end of our treatment?” [Exploring clients’ desire for
life]

3. “Desires and anxieties reflect two sides of how the mind works. They are like
the two sides of the same coin which are inseparable. Would you agree?
[Indicating the bilateral nature of how the mind works]

4. *“Believing that everything will go well if it were not for these symptoms, you
have devoted all your efforts to eliminating the symptoms as your first priority.
Is this true?” [Indicating clients’ hakarai (i.e., manipulative attempts)]

5. “The more you try to eliminate the symptoms, the worse they seem to get. Isn’t
this the case for you?” [Exploring how the vicious cycle is set in motion via the

client’s manipulative attempts and preoccupations with the symptoms]

Note 2. Dealing with Clients with Mood Disorders

Since it is appropriate to regard depression, despair, and an irritable mood
accompanied by anxiety as symptoms of an emotional disorder rather than as normal
mood fluctuations, it is advised that the therapist does not rush depressed clients to
engage in action with instructions such as: “Let your mood be, and proceed to the
necessary action.” In the early phase of mood disorder treatment, the basic approach
needs to be that of encouraging clients to take sufficient rest instead of encouraging
action. It may be important that the therapist helps clients focus on exploring the nature
of their irritability during this phase. The therapist may advise them not to rush to get
things done but to rest and wait for a while, and may offer a reframed and seemingly
paradoxical idea that resting is the job that needs to be done right now.
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As clients begin to recover from their debilitating moods, they may be
encouraged to get back to the tasks that they were previously engaged in and within
their comfort zone, with the therapist advising something like: “Start with an easy
action that you can readily deal with when you want to do something rather than remain
idle.” Thus, the therapist helps his/her clients not to resist the emotional condition in any
given moment, but to adjust their behavioural output flexibly according to their
affective state. During the latter part of the recovery phase, clients may follow one of
the typical Moritian instructions, such as: “Let your moods and feelings be, and work on
your action.” However, the therapist must not forget to encourage his/her clients to
shorten their behavioural engagement before they get too tired to continue. When it
comes to their social reintegration, clients may be advised not to try to catch up with the
lost time and the lost opportunities for action by placing undue pressure on themselves
for rushed action. Instead, the therapist needs to emphasize that what counts is the
clients’ cumulative efforts over time at their own pace. Rushing to increase their
behavioural output is likely to increase the possibility of a relapse.

However, it is not therapeutically effective to encourage dysthymic clients (i.e.,
chronic and mild depression) to rest whenever they feel like. Instead, the therapist needs
to guide clients to learn experientially that their moods shift spontaneously while
engaged in action.

Note 3. Explanations about Combining Morita Therapy and Pharmacotherapy

The therapist may opt to address candidly the benefits and shortcomings of
psychotherapy, including Morita therapy, and those of pharmacotherapy at the very
beginning of treatment. One of the benefits of pharmacotherapy is its simplicity and
quick effects with minimum efforts required of the clients. On the other hand, in
addition to having side effects as one of its shortcomings, there are certain drugs which
develop drug tolerance and/or chemical dependency in clients, and stopping or reducing
the medication becomes rather difficult. Another shortcoming is that the symptoms tend
to resurface after stopping the medication. Therapists who combine psychotherapy and
anti-anxiety medication or anti-depressants need to have sufficient knowledge and
clinical experience regarding the symptoms of withdrawal and have preventative
strategies for minimizing potential withdrawal effects.

In a combined approach with pharmacotherapy and Morita therapy, it is often
effective to discuss how the use of medication contributes to the client’s therapeutic
progress. The therapist may explain that the medication plays only an auxiliary role in
that the vicious cycle of symptom aggravation is mitigated by using such medication.
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Appendix 1:
Original Questionnaire Survey on Outpatient Morita Therapy
Developed by the Japanese Society for Morita Therapy s (JSMT's)
Committee on the Standardization of Outpatient Morita Therapy

Respondent's Name:

1.

10.

11.
12.

Which category do you apply when you practise outpatient Morita therapy?
() Health insurance covered treatment
() Fee-for-service treatment (paid by self)

What is the normal length of an interview session in your practice of outpatient
Morita therapy? How long is a typical interval between two sessions?

Do you practise time-limited outpatient Morita therapy? If so, how many sessions
do you typically cover?
What are the targeted client types for your outpatient Morita therapy? Please list the

criteria or characteristics you use for client selection.

Please indicate what you consider to be the essential elements of outpatient Morita
therapy.

What explanations do you offer when you introduce outpatient Morita therapy to
clients? Please indicate the key points you typically cover.

Please describe the general treatment process in your practice of outpatient Morita
therapy.

Please explain concretely what techniques you intentionally use in your practice of
outpatient Morita therapy.

Do you combine pharmacotherapy with outpatient Morita therapy?
() almost always () sometimes ( )no

Do you use diary guidance in your practice of outpatient Morita therapy?

( )yes ( )no
If you do, do you comment on the submitted diaries in writing?

( )yes ( )no

What are the criteria you use for assessing treatment effectiveness?

On what basis do you decide to terminate the therapy?
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Appendix 2:

Proposed Standard Diagnostic Criteria for Morita Shinkeishitsu
Developed by the Japanese Society for Morita Therapy s (JSMT's)
Committee on the Standard Diagnostic Criteria for Morita Shinkeishitsu

I. Clinical Symptoms

To be considered Morita shinkeishitsu, the client must meet the Symptom Criteria
A and B, and three of the five items in Criterion C.

A. The client considers the symptoms (or difficulties) to be unusual and

unnatural, and suffers from anguish, pain, and ego-dystonic feelings.

B. The client is anxious about being unable to adapt to the environment (i.e.,

adaptation anxiety) because of his/her current condition (e.g., personality,

symptoms, and difficulties).

C. Three of the following items must be present in terms of symptom

characteristics, recognition of the symptoms, and the client’s way of dealing

with the symptoms:

1.

Anticipatory anxiety: The client continuously feels anxious about the

onset of the symptoms.

Defensive oversimplification (selective focus and suffering over the main
complaint): The client has a clear focus on particular symptoms or

difficulties.

. Self-specialization. The client considers that his/her suffering is special

and unusual.

Symptom-overcoming attitude: The client displays an attitude of wanting

to reduce and eliminate the problematic symptoms.

. Problem acknowledgment. The client is able to understand and

acknowledge that his/her problematic symptoms are located on the

continuum of affective experiences in daily life.
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II. Presence of the Symptom Formation Mechanism of Toraware

The client must meet both Criteria A and B (two types of the mechanism of
toraware) as follows:

A. A vicious cycle of symptom aggravation effects (seishin kogo sayo) is present.
That is, attention and sensation (i.e., affective symptoms) interact with each
other in a mutually aggravating way, which results in reinforcing the client’s
selective focus on discomfort and thus further intensifies the symptomatic

sensations in a self-defeating loop.

B. There are ideational contradictions (shiso no mujun) reflecting the client’s
unrealistic thinking and forceful attempts to conform his/her genuine experience

to expectations. The following two criteria must be met.

1. The client tries to eliminate the symptoms, with a belief that he/she can do
desirable things. Or, the client wishes to be completely free from the

experience of fear and anxiety.

2. The client experiences a gap between “How I want to be” and “How I think

I am now.”
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IIL.

Personality Traits

The client needs to have at least one trait from Group A (a total of 5 traits associated
with introversion and fragility) and one trait from Group B (a total of 5 traits
associated with obsessive and self-empowering characteristics).

A. Introversion and Fragility

1.

Introversion (tendencies to be over-introspective about one’s own existence
and to feel inferior to others)

Worrisomeness (a tendency to be concerned about minute details and
become unable to move beyond anxious preoccupations)

Interpersonal fragility and hypersensitivity (tendencies to feel easily hurt by
others’ subtle comments and to be vigilant of others’ verbalizations and

behaviours)

Hypochondriasis (a tendency to be hypersensitive to one’s own physical
conditions and sensations)

Passivity (tendencies to take a passive role in social interaction, to be
reactive to situations rather than active or proactive, and to have difficulties
dealing with new situations)

B. Obsessive and Self-empowering Characteristics

1.

Desire for perfection (tendencies to pursue perfection obsessively and to feel
unfinished if perfection is not achieved as expected)

Desire for superiority (tendencies to feel competitive, to pursue a sense of
superiority, and to avoid feeling defeated and inferior to others)

. Desire for self-esteem (tendencies to feel proud of oneself, to have high

self-esteem, and to wish to be well regarded by others)

Desire for health (tendencies to wish to be always healthy both physically
and mentally, and to wish to be entirely anxiety-free)

. Desire for control (strong tendencies to wish to be in control of oneself and

to control the others around oneself)
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