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Abstract

Background. Depression and anxiety are common and debilitating disorders,
and at least one third of patients do not respond to available interventions.
Morita Therapy, a Japanese psychological therapy which contrasts with
established Western approaches, is currently untested in the UK and may

represent a potentially effective alternative approach.

Aim. To optimise and investigate the feasibility and acceptability of Morita
Therapy as a treatment for depression and anxiety in the UK.

Design. Three studies were undertaken in line with the MRC framework (2008)
for complex interventions. Study One: scoping and systematic review to
describe the extent, range and nature of Morita Therapy research activity
reported in English. Study Two: intervention optimisation study, integrating
literature synthesis with qualitative research, to develop the UK Morita Therapy
outpatient protocol. Study Three: mixed methods feasibility study
encompassing a pilot randomised controlled trial (RCT) and embedded
qualitative interviews to prepare for a fully-powered RCT of Morita Therapy

versus treatment as usual (TAU).

Results. Study One: 66 papers meeting the inclusion criteria highlighted
heterogeneity in the implementation of Morita Therapy, and an absence of both
UK-based research and relevant unbiased RCTs. Study Two: a potentially
deliverable and acceptable therapy protocol and tailored therapist training
programme were developed for a UK population. Study Three: 68 participants
were recruited and 94% retained at four month follow-up; 70.6% of Morita
Therapy participants adhered to the minimum treatment dose, and 66.7%
achieved remission in depressive symptoms (compared to 30.0% in TAU).
Qualitative and mixed methods findings indicated that Morita Therapy was
broadly acceptable to therapists and participants, and highlighted potential

moderators of acceptability, treatment adherence and outcomes.

Conclusions. Patients in the UK can accept the premise of Morita Therapy
and find the approach beneficial. It is feasible to conduct a large-scale UK-

based trial of Morita Therapy with minor modifications to the pilot trial protocols.



Notes on Thesis Structure

Volume One of this thesis contains Chapters One to Eight inclusive; Volume

Two contains Appendices and References.

The intervention optimisation study and protocol for the feasibility study,
reported in Chapters Five and Six respectively, are based on published articles:
the intervention optimisation study has been published in Pilot and Feasibility
Studies (Sugg, Richards and Frost, 2017); the protocol for the feasibility study
has been published in Trials (Sugg, Richards and Frost, 2016). Both articles
are open access and subject to a Creative Commons Attribution 4.0
International Public License (CC BY 4.0). Additional information has been
provided and formatting adjustments have been made to the articles in order to
integrate them into the thesis as a whole. The original articles are provided in
Appendix Il (intervention optimisation study) and Appendix VII (feasibility study
protocol).
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CHAPTER ONE: INTRODUCTION

CHAPTER ONE. INTRODUCTION

This thesis reports the optimisation and investigation of the feasibility and
acceptability of Morita Therapy as a treatment for depression and anxiety in
adults in the UK, to prepare for a fully-powered randomised controlled trial
(RCT) of Morita Therapy plus treatment as usual (TAU) versus TAU alone. As
a Japanese psychotherapy for common mental health disorders, Morita
Therapy aims to re-orientate patients in the natural world through facilitating
their acceptance and allowance of unpleasant thoughts and emotions as natural
phenomenon. As such, Morita Therapy contrasts with the focus of established
Western approaches on symptom reduction and control (Krech, 2014). At
present, the acceptability and effectiveness of Morita Therapy for a UK

population is unknown. Thus, such investigations begin within this thesis.

The purpose of this chapter is to outline the requirement for this programme of
research in terms of the burden of depression and anxiety, the effectiveness of
current treatment options and the importance of providing patients with
alternative choices. In this context, Morita Therapy is introduced as an
approach with the potential to provide patients with a meaningfully distinct
alternative to current treatments; Chapter Two presents a fuller discussion of
and rationale for investigating this particular approach. This chapter concludes
with an overview of this thesis and a summary of each chapter.

1.1 Background

1.1.1 The burden of depression and anxiety

Depression and generalised anxiety disorder (GAD) are the two most common
mental health disorders, with one in six people in the UK experiencing such a
disorder each year (McManus, Bebbington, Jenkins et al., 2016). Overall, the
cost of depression and anxiety in the UK is significant at an annual rate of
£17bn in lost output and direct health care costs, and a £9bn impact on the
Exchequer through benefit payments and lost tax receipts (Layard, 2006).
Between 2011 and 2030, the effect of depression alone on aggregate economic
output is predicted to be US$5-36 trillion globally (Bloom, Cafiero, Jané-Llopis
etal., 2011).

19



CHAPTER ONE: INTRODUCTION

Both disorders can be diagnosed using the DSM-V (American Psychiatric
Association, 2013), with the diagnosis of depression also made using the ICD-
10 (World Health Organization, 1992) (currently under revision (World Health
Organization, 2017)). In both systems, a diagnosis of depression is primarily
based on low mood and/or a loss of interest or pleasure; other symptoms
include changes in appetite, insomnia or hypersomnia, psychomotor agitation or
retardation, fatigue, difficulties concentrating and thoughts of worthlessness
and/or suicide (American Psychiatric Association, 2013). A diagnosis of GAD is
primarily based on excessive anxiety and worry about everyday events and
problems; other symptoms include restlessness, becoming easily fatigued,
difficulty concentrating, irritability, muscle tension and sleep disturbance

(American Psychiatric Association, 2013).

In terms of days lost to disability, depression is the leading cause of disability
worldwide, affecting 350 million people across the globe (Marcus, Yasamy, Van
Ommeren et al., 2012). Epidemiological studies illustrate the high prevalence
rates for depression. In the USA, lifetime prevalence has been estimated at
16.2%; twelve month prevalence rates are 6.6% (Kessler, Berglund, Demler et
al., 2003). In the UK, the Adult Psychiatric Morbidity Survey estimated a point
prevalence of 3.3% (Stansfeld, Clark, Bebbington et al., 2014).

For individuals, depression is often chronic and recurrent (Keller, 2001; Kessler
et al., 2003). At least half of people who recover from an episode will
experience at least one more; each episode increases the risk of future relapse
(Eaton, Shao, Nestadt et al., 2008; Kupfer, 1991; Moffitt, Caspi, Taylor et al.,
2010). Rates of both psychiatric and physical comorbidity, and risk for suicide,
are also high (Andrews, Henderson and Hall, 2001; Harwood, Hawton, Hope et
al., 2001; Kasper, Schindler and Neumeister, 1996; Kessler, Berglund, Demler
et al., 2005a; O'Brien, Singleton, Bumpstead et al., 2001; Rosenthal, 2003).

GAD is the second most frequently identified common mental health disorder in
the UK, and accounts for up to 30% of the mental health problems presented to
General Practitioners (McManus et al., 2016; Stansfeld et al., 2014). The
lifetime prevalence of GAD has been estimated at 5.7%; the point prevalence at
5.9%, which is shown to be rising from previous years (Kessler et al., 2005a;

Stansfeld et al., 2014). GAD is typically chronic and disabling, and rates of
20



CHAPTER ONE: INTRODUCTION

comorbidity are high (Holaway, Rodebaugh and Heimberg, 2006; Wittchen,
2002).

Furthermore, the comorbidity between anxiety and depression makes a strong
contribution to the total disability attributed to mental disorders, with mixed
anxiety and depression estimated to cause one fifth of lost working days in
Britain (Andrews, Sanderson, Slade et al., 2000; Das-Munshi, Goldberg,
Bebbington et al., 2008; Wittchen, 2002). The National Psychiatric Comorbidity
Survey estimates a point prevalence of mixed anxiety and depression at 7.8%
in the UK: the most frequently identified diagnosis (Stansfeld et al., 2014). Such
comorbidity is associated with increased severity, chronicity, disability and use
of health services (Alonso, Angermeyer, Bernert et al., 2004; Andrews, Slade
and Issakidis, 2002; Kessler, Chiu, Demler et al., 2005b).

1.1.2 Current treatment options

Several interventions are considered efficacious in treating depression and
GAD. Medication and Cognitive Behavioural Therapy (CBT) have the strongest
evidence-base, with evidence also for Interpersonal Therapy (IPT), Behavioural
Activation (BA), and applied relaxation for GAD: thus, medication, CBT, IPT and
BA are currently recommended by the National Institute for Health and Clinical
Excellence (NICE) for the treatment of depression; medication, CBT and
applied relaxation for GAD (National Collaborating Centre for Mental Health,
2011; NICE, 2009).

The forthcoming update to the NICE guidelines for depression (In Consultation)
will expand these recommendations. Thus, for the first-line treatment of less
severe depression, group-based CBT, individual self-help, short-term
psychodynamic therapy and physical activity are recommended alongside
individual CBT, BA, IPT and medication. For more severe depression, the
recommended options are group or individual CBT, BA, short-term
psychodynamic therapy and medication. Collaborative care, incorporating a
multi-professional approach to patient care, is also recommended for such
patients. In addition, stepped care, in which low-intensity treatment is provided
followed by high-intensity treatment if necessary, is recommended as a means

of organising the delivery of psychotherapy.
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CHAPTER ONE: INTRODUCTION

For patients who do not respond to first-line treatments (‘treatment-resistant
depression’), few alternative treatments exist: NICE recommends combining
psychotherapy with medication, augmenting medication or trying another
psychotherapy of the aforementioned options. Similarly, for those with chronic
depression, CBT in combination with medication is recommended. Whilst
acceptance-based models of psychotherapy, such as Acceptance and
Commitment Therapy (ACT) and Mindfulness-based Cognitive Therapy
(MBCT), are also available, these are not recommended by NICE except in the
case of MBCT as a possible relapse-prevention intervention for patients who

are not currently depressed.
1.1.3 The effectiveness of current treatments

Research providing evidence for the effectiveness of the aforementioned NICE
recommended treatments also suggests that they are approximately equally
effective (e.g. Amick, Gartlehner, Gaynes et al., 2015; Cuijpers, Andersson,
Donker et al., 2011; Cuijpers, Sijbrandij, Koole et al., 2013; Dugas, Brillon,
Savard et al., 2010; Hunot, Churchill, Silva de Lima et al., 2007; Luborsky,
Rosenthal, Diguer et al., 2002; Luty, Carter, McKenzie et al., 2007; Mitte, 2005;
Richards, Ekers, McMillan et al., 2016; Spielmans, Berman and Usitalo, 2011,
Wampold, Minami, Baskin et al., 2002). However, research also demonstrates
that they are not effective for all patients: many people are refractory to such
interventions (Rush, Fava, Wisniewski et al., 2004). Indeed, current treatments
appear to have had little impact on the prevalence of common mental disorders
in the UK, and both depression and anxiety remain chronic disorders despite
the available interventions (Andrews et al., 2000; Stansfeld et al., 2014).

The results of multiple RCTs were examined by NICE to inform the updated
guidelines for depression (In Consultation). For trials of recommended
psychotherapies which report the number of patients reaching remission of
depressive symptoms (n=32), the average remission rate was 44.3% (range 3.4
- 92.7%). Similarly, for trials of anti-depressant medication (ADM) which
reported this data (n=32), the average remission rate was 41.8% (range 16.6 —
62.9%). Thus, on average, over 50% of patients remain depressed following

treatment by ADM or recommended psychotherapies.
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Similarly, data suggests that between one third and half of depressed patients
treated with psychotherapy or ADM do not respond to treatment (typically
defined as a 50% reduction in symptom severity from baseline) (Amick et al.,
2015; Depression Guideline Panel, 1993; DeRubeis, Hollon, Amsterdam et al.,
2005; Jarrett and Rush, 1994; Luty et al., 2007; Richards et al., 2016; Westen
and Morrison, 2001). Indeed, a large portion of the disease burden of
depression is attributable to treatment-resistant depression (Greden, 2001;
Malhi, Parker, Crawford et al., 2005). For such patients, whilst CBT is one key
recommendation made by NICE, the effectiveness of CBT is comparable to that
found in other trials: one recent large-scale trial showed only 55% of non-
responders to ADM alone responded to CBT as an adjunct to ADM, with only

40% achieving remission (Wiles, Thomas, Abel et al., 2013).

Research suggests a similar pattern in the treatment of GAD: meta-analyses
indicate only 46% of patients who receive psychotherapy based on CBT
principles respond to treatment (Hunot et al., 2007) and only 44% of patients
who complete any form of empirically supported psychotherapy can be deemed
to be ‘improved’ (Westen and Morrison, 2001). More recent trials of
psychotherapy for GAD demonstrate an average response rate of 66% (range
40 — 92%) (Dugas et al., 2010; Newman, Castonguay, Borkovec et al., 2011;
Stanley, Wilson, Novy et al., 2009; Westra, Arkowitz and Dozois, 2009). Thus,
similarly to depression, between one third and half of patients remain anxious
following recommended treatments for GAD.

The ‘Improving Access to Psychological Therapies’ (IAPT) programme, a large-
scale UK initiative to provide NICE recommended psychotherapies for
depression and anxiety within the stepped-care model (Clark, Layard, Smithies
et al., 2009; NHS England, undated), provides further comparable data.
According to the report of the first million patients receiving treatment, remission
or ‘recovery’ is reached by fewer than 50% of patients who complete treatment,
and only 64.6% show a reliable improvement in symptoms (Community &
Mental Health team, 2016; IAPT, 2012).

Thus, even when only those patients who complete treatment are taken into
account, between one third and half of patients remain depressed and/or

anxious following NICE recommended interventions. Such failure to respond to
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treatment increases patients’ risk of future relapse and the maintenance of
recurring and chronic problems (Hollon, Muioz, Barlow et al., 2002). Thus,
there is scope to develop and test new potentially effective treatments for
depression and anxiety. The rationale for such research is twofold: firstly, on a
population level, alternative treatments may prove more effective than current
options; secondly, on an individual level, it is important to provide patients with

choice in treatment options.

1.1.4 Supporting patient choice

The importance of providing patient choice and considering patient preferences
for treatment is enshrined in the forthcoming NICE guidelines for depression (In
Consultation). In order to provide such choice, treatments which are
qualitatively distinct from the current options and thus have potential to offer

patients a meaningful alternative warrant particular investigation.

By establishing an opportunity for patients to choose between truly distinct
treatments, work on matching patients to treatments may be facilitated. This
individualisation of depression treatment stems from the evidence that current
treatments are approximately equally effective (commonly referred to as the
‘dodo bird verdict’ (Rosenzweig, 1936)) and the reasons posited for this. Whilst
some argue that common therapeutic factors, such as empathy and other
therapist effects, account for the effects exerted by all psychotherapies
(Luborsky et al., 2002; Messer and Wampold, 2002; Rosenzweig, 1936), such
assertions have not been proven in trials comparing ‘effective’ with ‘less
effective’ therapists. Others suggest that psychotherapies have different but
equally effective mechanisms of change and/or that treatment effectiveness
does vary at the level of the individual: that matching patient characteristics to
treatment type can produce significant differences in the effectiveness of
different treatments for different patients (Beutler, Engle, Mohr et al., 1991; Blatt
and Felsen, 1993; Cuijpers and Christensen, 2017; Luborsky et al., 2002;
Reynolds, Taylor and Shapiro, 1993).

Whilst this argument is not new (Kiesler, 1966; Paul, 1967; Stiles, Shapiro and
Elliott, 1986), little progress has been made in our understanding of which

patients might benefit from which treatments, and little evidence currently exists
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to guide treatment choice (Cuijpers, 2014; Cuijpers and Christensen, 2017;
NICE, 2009). However, work continues in an attempt to identify moderators of
treatment effect and key factors in predicting the most optimal treatment option
for individuals (e.g. DeRubeis, Cohen, Forand et al., 2014; Fournier, DeRubeis,
Shelton et al., 2009; Kessler, Van Loo, Wardenaar et al., 2017; Kraemer, 2013).
In the context of different treatments potentially proving effective for and
acceptable to different patients, the provision of radically different approaches

should aid this matching of patients to treatments.

1.1.5 Morita Therapy: an alternative approach

Morita Therapy is a Japanese psychotherapy developed by Dr Masatake
(Shoma) Morita (1874-1938) in 1919 (Morita, Kondo and LeVine, 1998).
Originally developed as an inpatient treatment for psychological problems
similar to GAD, Morita Therapy is now applied to a wider range of conditions,
including depression (Ogawa, 2013). The approach is practiced in Japan and
applied to a limited degree in countries including Australia, China, North
America, Russia and Rwanda (Ogawa, 2013).

Morita Therapy is a holistic approach aiming to improve everyday functioning
rather than targeting specific symptoms (Ogawa, 2013). Through
conceptualising unpleasant emotions as part of the natural ecology of human
experience, Morita Therapy seeks to re-orientate patients in the natural world
and potentiate their natural healing capacity. Morita therapists thus help
patients to move away from symptom preoccupation and combat, which are
considered to exacerbate symptoms and interfere with this natural recovery

process (Nakamura, Kitanishi, Maruyama et al., 2010).

By helping patients to accept unpleasant thoughts and emotions as natural
phenomena which ebb and flow as a matter of course, Morita Therapy is in
sharp contrast to the focus of established Western approaches on symptom
reduction and control (Krech, 2014). In Morita Therapy, patients are taught to
live with, rather than be without, their symptoms. Thus, Morita Therapy has
potential to provide patients in the UK with a distinct alternative to current
treatment options. In Chapter Two, the distinctive philosophical and cultural

basis of Morita Therapy, grounded in an Eastern rather than Western
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worldview, and the related differences between Morita Therapy and current
treatment options are fully explored. In this context, Chapter Two culminates in
a discussion of the potential value of Morita Therapy as a UK treatment
alternative which offers a fundamentally different approach to mental health
(section 2.5.2).

1.1.6 The need for this thesis

As with the development of many other treatments to date (Hollon et al., 2002),
initial evidence for the effectiveness of Morita Therapy is largely based on case
studies, predominantly conducted in Japan. An existing literature review of
forty-nine such case studies and four quasi-experimental studies indicates that
Morita Therapy has been reported as effective for a diverse range of issues, but
that further work is required to both standardise its delivery and investigate its
efficacy in controlled trials (Minami, 2011a). In relation to this, in the context of
evidence-based medicine and the need for experimental research, the full
rationale for each study within this thesis is presented in Chapter Three; a

summary is presented below.

From contacts within the Japanese Society for Morita Therapy coupled with
data within the existing review, upon commencing this thesis it was considered
highly unlikely that research into Morita Therapy had been undertaken in the
UK. In the context of cultural differences (see Chapter Two), the effectiveness
and appropriateness of Morita Therapy within Japan cannot be assumed to
translate to a UK context. Thus, it was anticipated that existing research cannot
provide definitive evidence of how appropriate or effective Morita Therapy is for
a UK population, nor demonstrate the views of UK patients and therapists about
Morita Therapy. However, in the absence of a systematic and up to date review
of the literature, it cannot be established with confidence whether an RCT, or
indeed any research, on Morita Therapy has been undertaken in the UK. Thus,
a scoping and systematic review enables confirmation of this gap in research
whilst also providing opportunities to examine and summarise the extent, range
and nature of Morita Therapy research activity available in English, and to
appraise any RCTs of Morita Therapy identified.
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Assuming the results of such a review reveal that the effectiveness of Morita
Therapy has not been established for UK-based depressed patients, a fully-
powered UK-based RCT of Morita Therapy is required. However, to maximise
the chances of success in such a trial, it is necessary to first address several
uncertainties (Thabane, Ma, Chu et al., 2010). Firstly, given the lack of UK-
based research in the context of potential cultural differences, alongside the
availability of a variety of Morita Therapy methods and lack of thorough
treatment manuals (see Chapter Two), developmental work is required to
develop a UK Morita Therapy outpatient protocol. Secondly, a feasibility study
is required to prepare for the design and conduct of a large-scale trial by
addressing the clinical, procedural and methodological uncertainties associated

with such a trial (discussed fully in Chapter Three).

1.2 Thesis overview

In response to the need for UK-based Morita Therapy research, the overall aim
of this programme of work is to optimise and investigate the feasibility and
acceptability of Morita Therapy as a treatment for depression and anxiety in the
UK. Thus, three studies were conducted in line with the Medical Research
Council Framework (2008) for the development and evaluation of complex
interventions: (1) a scoping and systematic review, primarily designed to
describe the extent, range and nature of research activity reported in English in
the field of Morita Therapy; (2) an intervention optimisation study designed to
develop a deliverable and acceptable Morita Therapy outpatient protocol for a
UK clinical population; (3) a mixed methods feasibility study designed to
prepare for a fully-powered RCT of Morita Therapy plus treatment as usual
(TAU) versus TAU alone.

1.2.1 Thesis structure and content

Chapter One has provided an outline of the prevalence and importance of the
problem and illustrated the requirement for this thesis in terms of the
effectiveness of current treatments and the importance of providing patients
with alternative choices. Morita Therapy has been introduced as an approach
with potential to provide patients with a meaningfully distinct alternative to

current treatments.
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Chapter Two outlines the origin, definition and international development of
Morita Therapy in the context of the philosophical and cultural underpinnings of
the approach, and in contrast to established Western models of mental health
and treatment. The implications of this discussion for this thesis are presented,
highlighting the potential for Morita Therapy to provide patients in the UK with a
fundamentally different approach to mental health.

Chapter Three outlines the methodology underpinning this thesis and methods
adopted throughout. Part one (methodological framework) situates this thesis in
the context of evidence-based medicine, the development and evaluation of
complex interventions and the value of mixed methods in health services
research. Part two (methodological approach) provides the overarching design
of this thesis, including the rationale for each of the studies undertaken and a
justification of the methods employed.

Chapter Four presents the scoping and systematic review describing the extent,
range and nature of research activity reported in English in the field of Morita
Therapy, and assessing existing evidence on the effectiveness of Morita
Therapy. The implications of the review for this thesis, in terms of the current

status of Morita Therapy research in the UK and beyond, are discussed.

Chapter Five presents the intervention optimisation study undertaken to develop
a deliverable and acceptable Morita Therapy outpatient protocol for a UK
clinical population. Thus, this process was used to develop a therapy protocol
and tailored therapist training programme which were fit for purpose in
proceeding to a UK-based Morita Therapy feasibility study.

Chapters Six and Seven present the methods and results of the mixed methods
feasibility study, incorporating a pilot RCT and embedded qualitative interviews,
undertaken to prepare for a fully-powered RCT of Morita Therapy plus TAU
versus TAU alone. Key clinical, methodological and procedural uncertainties

associated with a large-scale trial are addressed.

Chapter Eight concludes this thesis with: (1) a summary of key findings; (2) a
discussion of the substantive, methodological and theoretical contributions

made within this thesis; (3) a discussion of the strengths and limitations of each
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study and this thesis overall, and of alternative methodological approaches
which could have been adopted; (4) recommendations for future research; (5) a
discussion of the clinical implications of this thesis; (6) a discussion of the
personal learning obtained through the completion of this thesis; (7) a summary

of key conclusions.
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CHAPTER TWO. SUBJECT OVERVIEW

This chapter describes Morita Therapy in depth. Firstly, the core features are
presented, including the emphasis on nature, conceptualisation of
psychopathology, process and objectives. Secondly, the philosophical and
cultural background of Morita Therapy is discussed. Thirdly, a comparison
between Morita Therapy and Western psychotherapies is presented. Fourthly,
the development and diversity of Morita Therapy over different formats, patient
conditions and countries is described. Finally, the implications of these
considerations are discussed, highlighting the potential for Morita Therapy to

provide UK patients with a fundamentally different approach to mental health.

2.1 What is Morita Therapy?

In Japan during the 1910s-1920s, Dr Shoma Morita developed a theory of
psychopathology and related mode of treatment, Morita Therapy, based on his
clinical observations and own experiences of neurotic symptoms (Kitanishi,
2005; Morita et al., 1998). Rather than targeting specific symptoms, Morita
Therapy is a holistic approach which aims to re-orientate patients in nature,
ultimately enabling them to live more fulfilling lives (Ogawa, 2013). The focus is
on learning to accept and live with suffering as it is, with unpleasant thoughts
and emotions considered natural phenomena rather than something to control
or eliminate (Nishizono, 2005). Morita’s concepts, outlined below, are
embedded in his philosophy of human nature concerning how the mind interacts
with the body, and one’s health interacts with their relationship to the natural
world (Fujita, 1986; Kondo, 1998).

2.1.1 Nature

According to Fujita (1986), internal and external human conflicts arise from
circumstances in which modern humans are estranged from nature: people
often seek to challenge, conquer and control the environment, essentially living
in opposition to it (Reynolds, 1995a; Sato, 2011). Nature here does not refer
only to an isolated notion of the natural world as distinct from humans, but
more broadly to the reality or truth of all phenomena, encompassing both

human nature and the environment (Fujita, 1986; Morita et al., 1998). Morita
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Therapy seeks to redress this ultimately self-defeating imbalance by moving
patients from an unnatural, inauthentic state to a natural, authentic state in
which they observe, accept and live in harmony with the natural world, including
their human nature (Fujita, 1986; Kitanishi, 2005; Morita et al., 1998; Sato,
2011). This is considered to be achieved by accepting the body and mind’s
natural reactions to life, as opposed to resisting the inevitable cycles and
fluctuations of (human) nature (Morita et al., 1998).

Human nature

According to Morita, all phenomena, including those of the mind and body, are
in a constant state of flux: as humans are part of nature, always interacting with
their environments, their thoughts and emotions shift accordingly (Fujita, 1986;
Morita et al., 1998; Ogawa, 2007). Thus, all emotions are natural, integral,
legitimate and unavoidable features of human experience, induced by the
circumstances of life (Morita et al., 1998). As such, Morita Therapy
conceptualises them only as pleasant or unpleasant (desired or undesired) but
not as positive or negative (Minami, 2013; Reynolds, 1976). Indeed, these
responses are considered functional: the mind and emotions are capable of
such shifts for the purpose of adapting to situations; ultimately, anxiety and pain
are necessary for survival, driving the perseverance and improvement of life
(Fujita, 1986; Kora, 1995; Morita et al., 1998). As such, they allow life to flow in
a balanced way, as long as they are not intellectually judged as either ‘positive’

or ‘negative’ (Kondo, 1975).

As per the nature of the world, these responses cannot be controlled or
manipulated by will: “our emotions evade our rule as the weather evades our
command” (Ogawa, 2007) (p.92). Accordingly, the aim of Morita Therapy is not
to change thoughts or emotions. Instead, Morita noted that all emotions will
naturally dissipate, if left to do so (‘the law of emotion’) (Kora, 1995; Morita et
al., 1998). As emotions cannot be controlled, people are not considered
responsible for them; in contrast, behaviour is considered controllable: the
action one takes need not be dictated by one’s emotions or preferences, and
people are considered responsible for taking the action which needs to be
taken, regardless of accompanying emotions (Morita et al., 1998; Ogawa,

2007).
31



CHAPTER TWO: SUBJECT OVERVIEW

Desire for life

Morita’s concept of ‘desire for life’, or desire to live, may be defined as the
natural motivational appetite for self-improvement, self-actualisation and self-
fulfilment; an instinctive force fundamental to human nature (Fujita, 1986;
Kondo, 1975; Kora, 1995; Morita et al., 1998). This concept may be considered
akin to the humanistic notion of a life-propelling inner force: an innate and
purposive drive to strive and preserve life (Carleton, 2002). This inherent
energy and intelligence strives for the optimal health which results when the
body, mind and emotions are allowed to flow naturally, unimpeded by self-
imposed obstacles (section 2.1.2) (Ogawa, 2007). Thus, Morita therapists do
not teach patients how to live meaningful lives, but rather help them to remove

the obstacles to their intuitive desire to do so.

According to Morita, with desire for life comes an inevitable fear of death: desire
and fear are two sides of the same coin (Minami, 2013; Morita et al., 1998).
Therefore, the stronger one’s desire towards self-fulfilment, the more likely one
is to experience self-concern and disappointment (Fujita, 1986; Ogawa, 2013).
Thus, desire both propels one to live, and causes suffering, due to the
discrepancy between the ideal (desired state) and the realities of life (Kitanishi,
2005; Morita et al., 1998; Ogawa, 2007). Accordingly, “those who suffer the
most can be the most accomplished and successful because of their drive for
advancement” (Ogawa, 2007) (p.43). Thus, suffering does not indicate a deficit,
but an excess: a key concept in counteracting feelings of inadequacy and
worthlessness (Kitanishi, 2005; Morita et al., 1998; Reynolds, 1976).

Arugamama

Arugamama (literally, ‘as it is’) means to accept things as they are: to concede
to phenomenological reality and obey nature (Fujita, 1986; Morita et al., 1998;
Ogawa, 2007; Reynolds, 1976). This is conceptualised as a state of insight into
human nature in which the authentic experience of the self, including the fluidity
of thoughts and emotions, is accepted as such without judgement or resistance
(Ishiyama, 2011; Kora, 1995). This does not refer to an intellectual, wilful
acceptance but rather an embodied, empirical, intuitive acceptance in which

one is immersed in action, has no awareness of the self as set apart from
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nature, and thus no self-consciousness and resulting difficulties (Nakai, 1947:
cited in Fuijita, 1986; Kitanishi, 2005; LeVine, 1998), living “in a state of nature,
[in the] here and now” (Fuijita, 1986) (p.8).

According to Morita, with arugamama people leave symptoms as they are and
lead life as it is (Fujita, 1986; Kora, 1995). This acceptance of and response to
reality, with its impermanence and transition, is considered to free people to
change: people can adapt to life circumstances with spontaneity and flexibility
(Kora, 1995; Ogawa, 2013). Thus, arugamama denotes not resignation but
empowerment through the knowledge of what is and is not controllable: one can
identify what is happening in the moment and act accordingly, taking action to
change situations in line with their desire for life, whilst allowing the mind and

body’s natural transformations (Kora, 1995; Ogawa, 2007).

2.1.2 Psychopathology in Morita Therapy

With suffering considered a natural phenomenon originating secondarily to the
desire for life, according to Morita problems do not stem from suffering itself but
from the meaning attached to suffering: from a resistance to suffering and a
fixation on the discrepancy between the ideal and real (Fujita, 1986; Morita et
al., 1998; Ogawa, 2013). Thus, it is the lack of naturalness, the distortion of the
arugamama attitude, which is believed to cause difficulties (Fujita, 1986). This
is conceptualised as a misdirection of desire for life, with this intuitive energy
squandered through futile efforts to eliminate unpleasant thoughts and emotions
(Fujita, 1986; Kora, 1995; Ogawa, 2007).

The vicious cycle of symptom aggravation

Two self-defeating components, Toraware (mental preoccupation with
symptoms) and Hakarai (attempts to control, fight or avoid symptoms), are
conceptualised as producing a vicious cycle which maintains and exacerbates
suffering (henceforth referred to as ‘the vicious cycle’) (Morita et al., 1998;
Reynolds, 1982). Toraware is characterised by:

e Attentional fixation on symptoms (Morita et al., 1998). This results in

rumination and sensitivity to symptoms, perpetuating a cycle of increased
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distress and fixation (Morita et al., 1998; Ogawa, 2013). In this way, people
are ‘self-centred’: fixated on internal states (Kora, 1995; Morita et al., 1998).
e Contradiction between ideal and real (Morita et al., 1998). People with this

trait exhibit a perfectionist, unrealistic, judgemental and dogmatic worldview
and/or self-image; a discrepancy between how things should be and how
they are, leading to a conditional acceptance of experiences, the self and
the world (Kora, 1995; Minami, 2013). This represents an attachment to
ideas (the ideal), considered an illusionary product of the ever-changing
mind, rather than an acceptance of reality, and leads to labelling of thoughts
and emotions as positive/ acceptable or negative/ unacceptable, rather than

experiencing them only as they are (Morita et al., 1998).

Hakarai encapsulates futile attempts to control or remove these otherwise
natural experiences, which maintain attention on them and aggravate them
through the secondary distress of being unable to eliminate them (Minami,
2013; Morita et al., 1998). These efforts may be made cognitively, such as
wilful attempts to suppress emotion, or behaviourally, such as activities
undertaken to escape emotion (Nakamura et al., 2010). Hakarai is understood
to interfere in the law of emotion, impeding the mind and body’s capacity to

dissipate emotions in line with their natural course (Minami, 2013).
2.1.3 Key features in the process of Morita Therapy

Overall, the role of the Morita therapist is to help patients to re-establish contact
with nature, ultimately cultivating an allowance of authentic human nature with

its natural ebb and flow of emotion. More specifically, Morita therapists facilitate
patients’ understanding of the vicious cycle, their capacity to be with symptoms,

and their engagement in purposeful action (Minami, 2013).
Fumon

In an effort to shift patients’ attention away from their symptoms and towards
purposeful behaviour, the traditional Morita therapist’s stance towards a
patient’s expression of complaints is Fumon (selective non-response, or

strategic inattention) (Nakamura et al., 2010). As such, Morita therapists do not
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dwell on patients’ symptoms or past, and do not attempt to elucidate reasons for

suffering beyond the vicious cycle (Nakamura et al., 2010; Ogawa, 2013).
Rest

Traditionally, Morita Therapy begins with absolute bed rest, taking a restorative
approach to potentiate a patient’s natural healing capacity (Kitanishi, 2005;
Minami, 2013; Morita et al., 1998). Through this elimination of external stimuli
and the need to confront suffering, the vicious cycle is thought to be broken:
thoughts and emotions run their natural course, allowing patients to experience
how they naturally ebb and flow (Fujita, 1986; Kora, 1995; LeVine, In press;
Morita et al., 1998; Reynolds, 1982).

Paradoxically, rest is understood to begin the process of diminishing self-
centredness with increased self-focus (Reynolds, 1976). Patients, “having
saturated themselves with self-focus” (Ogawa, 2013) (p.165), reach a state of
ennui and begin to redirect their attention from introversion (self-preoccupation
and fixation on symptoms) to extroversion (ecological awareness and
purposeful behaviour), returning to all of their senses with increased peripheral
consciousness (Fujita, 1986; LeVine, 1993b; LeVine, In press; Morita et al.,
1998; Ogawa, 2013). Accordingly, the patient’s spontaneous desire to do is
heightened, motivated by a revitalised desire for life rather than pursued as a
means to feel better (Fujita, 1986; Kora, 1995; Morita et al., 1998; Ogawa,
2013). This desire is then cultivated through action-taking.

Action-taking

A key feature of Morita Therapy is taking, and being absorbed in, purposeful
action: activity undertaken for the sake of activity itself, not for overcoming
suffering (Fujita, 1986). Such action is not pursued with an overinvestment in
outcomes; rather, patients are instructed “to ‘jump into doing’ what is immediate
and necessary” (Ogawa, 2013) (p.64). This action-taking is intended to be both
a cause and consequence of the patient’s spontaneity and natural appetite for
activity, constructively channelling the resurfacing desire for life, and inducing
the confidence to undertake activity in an unconscious manner (Fujita, 1986;
Minami, 2013; Morita et al., 1998).
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Through an immersion in acting upon what is significant in their environments
and continuing action in the presence of emotions, patients cultivate persistence
and continue to experience how thoughts and emotions naturally ebb and flow if
left alone (Fujita, 1986; LeVine, 1993a; Morita et al., 1998). Indeed, it is
understood that patients’ attentional fixation on their symptoms is dissipated
(Morita et al., 1998) and they move beyond conscious and evaluative
processing of the self: they “forget anxious thoughts and feelings and become
one with action” (Ishiyama, 1986c) (p.379), a fluid mental state in which
attention moves freely from one event to another with full contact between the

self and the environment (Ishiyama, 1986c; Morita et al., 1998; Ogawa, 2007).
Experiential learning

The overarching method of Morita Therapy is experiential learning. Given views
on the dichotomous nature of the intellect (section 2.2) and tendency for this to
perpetuate the vicious cycle through misinterpretation and over-analysis,
experiential learning is considered to bring a deeper level of insight (Kondo,
1975; Morita et al., 1998; Ogawa, 2013). Through direct emotional
experiences, contact with nature and personal discovery, patients are thought to
develop intuitive, empirically-based and embodied understandings of natural
rhythms and, consequently, a more realistic and spontaneous attitude with
restored authenticity and desire for life (Fujita, 1986; Morita et al., 1998; Ogawa,
2013). Thus, arugamama is not an intellectually induced state willed or born out
of cognitive re-appraisal, but a continually evolving state both cultivated and

expressed through living purposefully in the here and now (Ogawa, 2013).
2.1.4 Key objectives of Morita Therapy

The overarching objective of Morita Therapy is to cultivate arugamama: an
acceptance of reality, including suffering, as it is (Reynolds, 1976). Thus, the
aim is to remove the distortion of this attitude and disruption of natural cycles
caused by the vicious cycle (Fujita, 1986; Morita et al., 1998; Nakamura et al.,
2010). Through what is akin to a process of (experiential) re-education, patients
are understood to learn the futility of resisting nature, “the quality of non-
resistance” (Krech, 2014) (p.39). The purpose, therefore, is not to overcome

suffering or eliminate symptoms: given Morita’s mechanisms of

36



CHAPTER TWO: SUBJECT OVERVIEW

psychopathology, such attempts are considered counter-productive (Minami,
2013).

The process of therapy is intended to restore and foreground attention on desire
for life: through building tolerance for and acceptance of suffering, patients shift
from being dominated and directed by this to being dominated and directed by
the desires underlying it, re-channelling their energy into purposeful action
which fulfils the expectations of such desires (Fujita, 1986; Reynolds, 1976).
Thus, conduct becomes dictated by external reality rather than internal states;
patients move from being self-oriented to being reality-oriented (Kora, 1995;
Krech, 2014). When patients reduce engagement in the vicious cycle and shift
their attention to everyday living in this way, their symptoms naturally reduce as
a by-product of living more meaningful, constructive and adaptable lives (Kora,
1995; Nakamura et al., 2010; Ogawa, 2013).

2.2 Philosophical and cultural background

As philosophical concepts and cultural values are considered to have a
significant impact upon definitions of mental illness and related
psychotherapeutic approaches, a full understanding of Morita Therapy
necessitates an understanding of the distinctive philosophical and sociocultural
milieu in which it was developed (Busfield, 2001b; Fujita, 1986; Tanaka-
Matsumi, 2011; Tseng, Chang and Nishizono, 2005).

2.2.1 Traditional Eastern and Western worldviews

With East Asian cultures generally forming in isolation from Europe, it is
understood that differences in thought patterns and philosophy emerged
between them (Watts, 2012). The core distinction between these worldviews
may be described in terms of the extent to which the world is categorised and
dichotomised, the associated way in which the relationship between humans
and nature (as well as self/others, mind/body and reason/emotion) is
conceptualised, and the related way in which people within these cultures
understand and respond to phenomenological reality.
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Eastern and Western modes of thought

The dominant epistemology of the West, considered both a cause and
consequence of the rise of science in Europe, can be traced in particular to the
philosophies of Plato, Aristotle, Descartes and Kant (Fujita, 1986; Murase and
Johnson, 1974; Williams, 2001). These systems emphasise the rational
application of the intellect in line with the divisions arising from self-conscious
reflection between reason/ emotion, mind/ body, subject/ object, and internal
experience/ external world (Fujita, 1986; Murase and Johnson, 1974; Williams,
2001). This dichotomisation is characteristic of Western thought which is
analytical, discriminatory and conceptual: ideas are kept consistent by
delineating categories as a means to intellectually understand the complexities
of the world (DeVos, 1980; Reynolds, 1982; Suzuki, Fromm and De Martino,
1960; Watts, 2012).

This dualistic thinking led to a conceptual distinction between humans and
nature: nature is objectified, reduced to systems of abstraction, and studied
through scientific techniques which approach it as external to and separate from
humans; humans have been understood in terms of the detached ego, as
autonomous individuals who observe and control the environment (Davidson,
2001; Fujita, 1986; Kjolhede, 2000; Pederson, 1977; Watts, 1961; Watts, 2012).
Accordingly, dominant Western philosophy emphasises the importance of the
individual and advocates bringing objective reality, including the external world,
in line with one’s will through the manipulation of thought (DeVos, 1980;
Reynolds, 1976; Tseng et al., 2005). Arguably, this has resulted in a conflict
between humans and nature: the Western mind is predisposed to seek to
challenge, conquer and control nature (Fujita, 1986; Reynolds, 1995a; Sato,
2011; Tseng, 2005).

In contrast, Eastern thought is considered totalising, integrative and non-
discriminatory (Suzuki et al., 1960). In these terms, the world is not divided and
the notion of an independent ego is a socially conditioned fiction; instead, all
phenomena are mutually interdependent and understandable only in relation to
each other and the context: man cannot be set apart from nature (Brazier, 2012;
Watts, 1961; Watts, 2012). Accordingly, Eastern philosophy is naturalistic;

humans are part of and subordinate to nature; harmony, rather than
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individualism and conflict, is therefore stressed: humans adapt themselves to
nature rather than attempting to adapt nature to themselves (Morton and Olenik,
2004; Reynolds, 1976; Reynolds, 1995a; Tseng et al., 2005; Watts, 2012).

In sum, Eastern thought emphasises holism, harmony, acceptance and
intuition; Western thought emphasises dualism, individualism, control and
rationality (Blocker and Starling, 2010; Chang and Rhee, 2005; Knoblauch,
1985; Suzuki, 2010; Tseng, 2005). In Western culture, man is in the world and
‘nature’ is the verbal reconstruction of the environment; in Eastern culture, man
is of the world and ‘nature’ is experienced and felt without the application of
thoughts and words (Davidson, 2001; Watts, 2012). These tendencies may be
viewed as reflected and reinforced in dominant religious traditions: Western
traditions suggest nature conforms to a pattern assigned by an omnipotent God
(“the ego of the Universe” (Watts, 2012) (p.88)), and that man has a dominion
over nature afforded to him by God; Eastern traditions suggest nature is a
pattern, a spontaneous and self-governing embodiment of the absolute
(Kitanishi, 2005; Morton and Olenik, 2004; Norbury, 2011; Watts, 2012).

Taoism, Buddhism and Confucianism

Eastern worldviews are entrenched in philosophical systems including Taoism,
(Zen) Buddhism and (neo) Confucianism (Chang and Rhee, 2005) which,
without clear differentiations between self, others and nature, all emphasise

harmonious living (Tseng, 2005).

Taoism, a Chinese philosophy, has shaped much thought across East Asia (Hu
and Allen, 2005). ‘Tao’ means the way, course or flow of nature; it is
understood as the organic operating principle of the universe which regulates
itself spontaneously, always in flux yet balanced by opposing forces (Creel,
1956; Hu and Allen, 2005; Watts, 2012; Young, Tseng and Zhou, 2005).
Taoism emphasises monism and eternal cycles: all phenomena exist as
inseparable parts of the universal whole; all actions and experiences are
movements within the Tao, from which it is impossible to deviate (Creel, 1956;
Watts, 2012; Young et al., 2005). Taoism thus stresses the virtue of ‘not-
contending’, of yielding to rather than interfering in the way of nature (Watts,
1961; Young et al., 2005).
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Buddhism, particularly the Mahayana school, has been disseminated to much of
East Asia from India (Morton and Olenik, 2004). The underlying premise is that
pain and conflict are unavoidable, arising from ‘egocentric’ attachments to
phenomena which are in fact transient and illusionary, such as emotions and
indeed the ‘self’ (Chang and Rhee, 2005; Kapleau, 2000; Kitanishi, 2005).
Thus, suffering is caused by not being able to control things according to one’s
will: in believing our minds, bodies and other phenomena belong to and thus
can be controlled by us, a vicious cycle of trying to wrest pleasure from pain and
self from not-self ensues (Brazier, 2012; Kitanishi, 2005; Tseng et al., 2005;
Watts, 1961). Buddhism rejects these dualisms, holistically identifying all things
with intrinsic Buddha-nature and understanding them as empty of anything but
Buddha-nature (Kapleau, 2000; Watts, 1961).

It is argued that an illusion of permanent and independent phenomena is a
product of the discriminative and limiting nature of thought and language:
people talk about two or more things as separate entities when in fact there is
only one ‘reality’ (Blocker and Starling, 2010; Kapleau, 2000; Watts, 1961).
Thus, Buddhism emphasises that reality exists beyond words, in experience
(Chang and Rhee, 2005). Buddhism is considered to teach people to reach a
selfless state (enlightenment) in which the ego and intellect are transcended, all
phenomena (including human life) are understood as relational and
impermanent, and one’s Buddha-nature can be realised (Blocker and Starling,
2010; Chang and Rhee, 2005; Kapleau, 2000; Morton and Olenik, 2004).

Taoism and Buddhism epitomise the Eastern worldview in emphasising humans
as part of the universe: the need for humans to accommodate and harmonise
with nature (Brazier, 2012; Tseng, 2005). For both, the governing principles of
nature encompass a self-determining spontaneity that cannot be comprehended
intellectually, but only in a state of ‘egolessness’ (Kitanishi, 2005; Watts, 2012;
Young et al., 2005). They both consider self-centred desire to be the root of
suffering and have at their basis a philosophy of acceptance and nullification:
non-interference in the way of nature; consciousness undisturbed by the
grasping ego (Blocker and Starling, 2010; Kitanishi, 2005; Watts, 2012).

Confucianism, an ideological system considered at the core of much Asian

thought, emphasises the cultivation of the ideal moral character through
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practical learning, pursued for no reward other than they joy of doing good and
following the ‘Way’ (akin to the ‘Tao’) (Fujita, 1986; Lau, 1979; Yan, 2005). Key
teachings, in line with other Eastern philosophies, include minimising self-
centredness and living in harmony with others (Chen, 2001). Neo-
Confucianism combines this system with elements of Taoism and Buddhism,
emphasising the consistent principle that the inner nature of all things is the
same: Buddha-nature in Buddhist terms; human nature as embedded in the Tao
in Taoist terms; human heartedness in Confucian terms (Blocker and Starling,
2010; Chen, 2001; Fujita, 1986; Kapleau, 2000; Watts, 1961). What follows is a
belief that human nature is basically benevolent and self-sufficient: every
person has the potential to live with satisfaction, and can be trusted to act with

authenticity and spontaneity (Tseng, 2005; Yan, 2005).

Zen Buddhism, which emphasises the everyday world in the present moment,
developed through an interaction between Mahayana Buddhism, Taoism and
Confucianism (Kjolhede, 2000; Smith, 2000). Zen challenges the notion that
there exists an ‘ego’ or fixed ‘self’, as per all Buddhist thought, and epitomises
the Buddhist distrust of logic and language with a distinctively practical focus on
holistic and direct experience through meditation and koans (paradoxical
guestions) (Kapleau, 2000; Smith, 2000; Suzuki, 1961; Watts, 1961). With
koans designed so that the intellect or ‘ego’ cannot answer them, it is believed
that people realise there is no ego which is acting, there is only action (Watts,
1961); with meditation intended to wholly focus the mind, people are considered
to enter “a full rapport with life” (Kapleau, 2000) (p.12). This way, sudden and
direct enlightenment is considered possible: a state of awareness in which the
boundaries between mind/ body and self/ nature are transcended (Blocker and
Starling, 2010; Kapleau, 2000; Suzuki, 1961).

Relationship to suffering and healing

The epistemological and philosophical traditions discussed influence how
suffering and healing are understood (Busfield, 2001b; Tseng et al., 2005).
Firstly, from a Western rational viewpoint, a dualism exists between reason and
emotion: emotions are considered unreasonable, chaotic and often
pathologised; to be rational (ideal) is to be in control of oneself, including one’s

emotions (Williams, 2001). Eastern thought, alternatively, understands reason
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and emotion as embodied and mutually constituted, and unpleasant emotions
as authentic and natural rather than pathological and to be controlled (Craib,
2002; Williams, 2001).

Secondly, considered key to Western culture and embedded in dichotomous
thought are prevailing ideologies of happiness: in ‘the pursuit of happiness’,
people seek to experience the pleasant and eliminate suffering, focusing on the
future, to when this may be attained (Craib, 2002; Flora, 2009; Tseng, 2005;
Williams, 2001). As such, Western patients are likely to operate in the realm of
the ego, focus on the ways things ought to be, and seek manipulation of their
phenomenological world through symptom control or elimination, as if
symptoms were detachable entities for which a ‘cure’ can be sought (Craib,
2002; Reynolds, 1976; Smith, 2000; Watts, 2012).

In contrast, Eastern thought understands apparently opposite emotions as
mutually interdependent: one cannot experience happiness without sadness
(Watts, 2012). As such, the focus is shifted from future goals and what ought to
be, to the present, to what is: emotions, the self, and reality are accepted
without resistance, allowing them to run their natural course in line with the Tao,
in which moments of happiness spontaneously come and go, and to pursue
them is to miss the experience itself (Kitanishi, 2005; Reynolds, 1976; Smith,
2000; Watts, 2012). The spontaneity of Eastern naturalness specifically
denotes a path of non-pursuit and non-interference: it is an inner resistance to
symptoms, rather than symptoms themselves, which must be cured (Blocker
and Starling, 2010; Reynolds, 1976; Watts, 1961; Watts, 2012).

2.2.2 Japanese philosophy

In line with Eastern thought, Japanese culture understands humans as an
integral part of nature (Ogawa, 2013). Traditionally, the Japanese people have
appreciated the beauty of their environment and lived according to seasonal
rhythms, cultivating and celebrating a symbiotic relationship with nature
(Blocker and Starling, 2010; Fujita, 1986; Morton and Olenik, 2004). The
centrality of love of and re