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Introduction: People do health care not only to diagnose and relieve pain but also to 
reduce pain, anxiety, and loneliness in their daily lives. The present study aims to 
evaluate the effectiveness of Morita therapy among older women suffering from 
emotional distress and social isolation with chronic knee pain.

Methods: The research method was pretest - posttest with a control group. The 
statistical population of the study included the older adults with chronic knee pain in 
the period of May to August 2020 in Tabriz, Iran. The sample consisted of 30 female 
patients aged 60-70 years with chronic knee pain who entered the study by convenience 
sampling method and randomly assigned to experimental and control group (15 patients 
each group). The research instruments included the Depression Anxiety and Stress 
Scale (DASS-21) and the Lubben Social Network Scale (LSNS). In the experimental 
group, Morita therapy was held during nine sessions for 90 minutes once a week. 

Results: The results of multivariate analysis of covariance showed significant 
effectiveness of Morita therapy on emotional distress and social isolation (p < 0.001). 
Morita therapy significantly reduced patients' depression and anxiety scores (Eta = 
0.68). In addition, the social isolation scores of the experimental group significantly 
reduced compared to the control group (p < 0.001), which indicates an increase in the 
quality of social network (Eta = 0.49). 

Conclusion: Morita therapy can help reduce emotional distress and social isolation in 
older women with chronic knee pain and can be used in conjunction with other common 
therapies. 
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Introduction 

    Pain in older adults causes interference in daily life 
and the degree of support and dependence on their 
spouse or important person in life. The severity of the 
pain also causes limitation of movement, which is a 
major barrier to social and emotional functioning (1). 
Reports indicate that 80 to 92% of the older adults have 
at least one chronic disease (2). One of the causes of 
disability in the older adult is believed to be arthritis. 
Knee osteoarthritis, the most common form of arthritis, 
causes pain and limited mobility (3). Older people with 
arthritis have difficulty with normal activities and 

report 27% of severe joint pain (4). The disease 
increases in accordance with age factor. Men are more 
likely to develop osteoarthritis by age 45, and then 
women are more likely to catch it (5). Prevalence of 
knee pain is 46.2% (32.2% in men and 58.0% in 
women) and increased with age in women (6). No 
accurate statistics are available on the status of 
osteoarthritis of the knee in older adult Iranian 
population (7). However, reports show that more than 
10% of the population over the age of 60 in the United 
States suffers from osteoarthritis of the knee, and the 
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most common complaint is pain, which leads to stress, 
sleep disorders, and poor general health. This greatly 
affects health, limits physical activity and function of 
the older adult, brings known risk factors for mortality 
(8), and more importantly causes an economic burden 
(9). 
    Depression, anxiety, and stress, as common 
hallmarks of emotional distress associated with 
negative emotions, thoughts, and behaviors are 
probably the most common psychological factors in the 
patients with chronic pain (10). Emotional distress are 
more common in older people due to the increased risk 
of adverse life events. Depression disorders appear to 
be slightly lower in the older adult compared to those in 
young adults, but still affect about 2-3% of the older 
adult of communities (11). 
    The estimated prevalence of anxiety disorders in the 
older adult is 6% to 10%, which is slightly lower than 
the estimated prevalence of anxiety in younger adults 
but, still indicates a significant cause of disability in the 
older adult (12). The study on patients with chronic 
pain shows that depression, anxiety and emotional 
distress are high in these patients (13). Although 
psychological symptoms are considered as 
consequences of chronic pain, the underlying 
psychological factors are the risk factor for a number of 
chronic pains including muscle soreness (14). A 20-
month longitudinal study showed that depression and 
long-term anxiety predict pain and pain-related 
disabilities (15). Other line of evidence suggests that 
symptoms of anxiety and depression lead to physical 
disability (16), health-related costs (17), mortality (18), 
and suicide (19) in the patients with chronic pain. 
    Loneliness and social isolation reveal the 
dissatisfaction with the quantity and quality of social 
relations (20). These factors have significant effects on 
the health, disability, and mortality of the older adults 
(21). The prevalence of social isolation among the older 
adults living in nursing homes is estimated to be 7% to 
17%, and approximately 40% of the older adults feel 
lonely (22). Although it is difficult to determine a 
causal relationship, loneliness and social isolation can 
have significant impacts on functional limitations, 
disability, and death of the older adults (21). A study 
showed that low social capital is associated with high 
levels of psychosomatic symptoms, musculoskeletal 
pain, depression (23), and experience of illness (24). 
Social interactions play important roles in patient's 
responses to stress and pain perception (25). Social 
distress increases sensitivity to physical pain (23). In 
fact, People who are socially isolated have a lower pain 
threshold during unpleasant heat stimulation (26). 
    Chronic pain in old ages has serious side effects such 
as increased depression, anxiety, functional limitations, 
sleep disorders, social isolation, and poor quality of life 
(27). Older adults, meanwhile, seek medical treatment 
for chronic pain, but are often dissatisfied due to the use 
of opioid in medications, which is often associated with 
side effects. On the other hand, patients and physicians 
are always concerned about addiction to drugs (28). In 
this vein, self-management programs have been 
designed and recommended in recent decades due to 

the ineffectiveness of standard therapies for chronic 
pain (29). 
    One of the therapies suggested in the field of 
psychosomatic medicine is Morita therapy that was 
discovered in 1919 by Shoma Morita (30). Morita 
therapy aims to help people accept that anxiety is a 
natural feeling and to complete their life goals. It is 
thought to work by redirecting attention away from 
anxiety and towards constructive behavior. The primary 
goal of the therapy is to reach the state of arugamama, 
that is, to accept reality as it is. In fact, Morita therapy 
seeks to improve daily functioning through an approach 
based on compassion and encouraging people to accept 
rather than targeting specific symptoms (31). Reducing 
a patient's resistance and encouraging her/him to 
experience the Morita approach in daily life is the key 
to the success of Morita therapy (32). Research shows 
that the symptoms of neurosis and anxiety are probably 
diminished by learning to accept anxiety as a natural 
emotion and using traits and potentials to fulfil life 
goals (33). In a study, after six weeks of Morita 
therapy, there was a significant reduction in anxiety 
symptoms. This decrease continued in the six-month 
and one-year follow-up (34). In another study on 
obsessive-compulsive disorder, the patients who were 
treated with Morita therapy plus venlafaxine for 12 
weeks showed a significant reduction in symptoms 
compared to those in the control group treated with 
venlafaxine on their own (35). 
    Due to the aging population in Iran, it seems 
necessary to devote attention to the challenges and 
issues of the older adults. Moreover, there is no 
evidence on Morita therapy works specifically for 
chronic knee pain. Therefore, the present study sets out 
to examine the efficiency of Morita therapy in 
alleviating emotional distress and social isolation in the 
older adults with chronic knee pain. 

Methods 

Participants and procedure 

    This study was an experimental pretest – posttest 
control group design that conducted May 3 to the 
middle of August, 2020. The statistical population of 
the study included all older people aged 60-70 years 
with chronic knee pain who referred to day care 
rehabilitation centers for the adult people in Tabriz, 
Iran. Due to a higher prevalence of knee pain in older 
women (5), this study was conducted on female 
patients. 
    Inclusion criteria for the participants included 
primary education and higher, a minimum of physical 
and cognitive ability according to the patient's medical 
file to participate in intervention sessions, a mean knee 
pain intensity of 50mm or more on a Visual Analog 
Scale (VAS), no anti-anxiety and anti-depressant drug 
use according to the patient's medical files. All the older 
adults were taking painkillers prescribed by a doctor 
that was not aware of the research plan.  
    Exclusion criteria were absence from more than two 
consecutive sessions, other psychotherapy participation, 
a history of fractures, and lower limb surgery according 
to the patient's medical files. According to the patient's 
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medical files, among those who referred to the older 
adult daycare rehabilitation center, 30 literate women 
aged 60 to 70 years with radiological evidence of knee 
osteoarthritis by convenience sampling method were 
included in the study. Patients marked the level of their 
pain on a 100 mm on the right (extreme pain), and on a 
0 mm on the left (no pain), and when the pain intensity 
score, according to the self-reports, was above 50 mm, 
each file was assigned a number 1 to 30, and then those 
were placed in a box without following any special 
order. Next, the numbers were mixed, and 30 selected 
numbers were assigned one by one to the Morita and 
control groups by simple random sampling. All patients 
completed a set of questionnaires on demographic 
variables at the initial assessment, DASS-21, and 
LSNS-6 at pre-test, post-test.  

Instruments 

    Demographic variables questionnaire included age, 
education level and intensity of pain based on VAS. 
Our instrument was Lovibond and Lovibond’s (1995) 
Depression, Anxiety, and Stress scale (DASS-21) (36), 
which consists of three subscales. Each subscale 
consists of 7 items.  In this questionnaire, questions 3, 
5, 10, 13, 16, 17, and 21 measure negative emotional 
states of depression. Questions 2, 4, 7, 9, 15, 19, and 20 
are designed to examine anxiety. Finally, questions 1, 
6, 8, 11, 12, 14, and 18 measure the level of stress. The 
reliability of this scale was significant (p < 0.001) (37). 
In this study, Cronbach's alpha was found to be 0.73. 
    (LSNS-6): Social Network Lubben Scale has 6 
questions and two subscales of family (three questions) 
and friends (three questions). A higher score indicates 
better social network quality. The internal consistency 
for the scale is 0.83, and for the subscales of family and 
friends is 0.84. 0. 89 and 0.80-0.82 respectively (38). In 
Iran, a research reported that Cronbach’s alpha of the 
questionnaire was 0.89, and the validity of the scale 
was 0.97, indicating acceptable reliability and validity 
(39). Besides, in this study, Cronbach's alpha was 
estimated to be 0.78. 

The intervention program: Morita therapy 

    Morita therapy sessions based on Morita theory (40) 
and using available research and dissertation (41,42) 
and health protocols of covid-19 prevention were 
implemented in 9 sessions once a week. The therapy 
was conducted in three groups each including five 
participants. Each session was held for 1.5 hours (9 to 
10.5 in the morning) (Table 1). During the therapy, the 
control group engaged in routine center programs. We 
intended to implement the program on the control 
group as well if the Morita therapy was effective. 

Ethical considerations 

    This research is based on the ethical code approved 
by the Medical Committee of Urmia University with 
the number of IR.URMIA.REC.1399.003. In addition, 
we observed the principle of participant confidentiality, 
obtained consent from the participants, and gave them 
the right to withdraw from the study at any time. 

Data analysis 

    The data were entered into the SPSS software 
version 22. Descriptive statistics included frequency, 
mean, and standard deviation, and inferential analysis 
was run using Multivariate analysis of covariance.  

Results 

    The participants in the present study included 30 
people whose mean age was 67.4 ± 1.82, in the 
experimental group, the mean age was 66.8 ± 1.59. The 
mean age of the control group was 68.2 ± 1.43, the 
mean pain intensity in the experimental group was 8.73 
± 1.53. The mean pain intensity in the control group 
was 8.20 ± 1.56.  
    In the experimental group, 8 elderly people were 
taking Celecoxib (Celebrex), 4 were taking Gabapentin 
(Neurontin) and 3 were taking Piroxicam (Feldene). In 
the control group 6 elderly people were taking 
Celecoxib, 5 were taking Gabapentin and 4 were taking 
Piroxicam. Thus, as can be seen, the groups were 
homogeneous in the use of painkillers. 
    In Table 2, the mean and standard deviation of 
emotional distress and social isolation in the 
experimental and control groups are reported. As Table 
(2) shows, the mean and standard deviation of the 
experimental group decreased in emotional distress and 
increased in the social isolation scale. It is noteworthy 
that the increase in scores on the scale of social 
isolation indicates an increase in the social network. 
    With regard to the normality of the data, the results 
of Kolmogorov-Smirnov were not significant for the 
variables of emotional distress and social isolation and 
were equal to 0.766 and 0.416, respectively at (p ≥ 
0.05). Based on the results of Levene's test, the level of 
statistics (F) was not significant for all dependent 
variables (p ≥ 0.05). This indicates that the variances 
were equal. Additionally, Box's M test was used to test 
the hypothesis of homogeneity of covariance, which 
was not significant (P = 0.831, F = 0.607 and BOX = 
30.89). 
    Table 3 shows that the significance levels of all tests 
allow the use of multivariate analysis of covariance. 
These results show that there is a significant difference 
between the experimental and the control groups in at 
least one of the dependent variables. Based on Table 4, 
there is a statistically significant difference between the 
experimental and control groups in the dimensions and 
total score of emotional distress and social isolation. 
After Morita therapy, the score of the experimental 
group compared to the control group in the overall 
score of DASS test and its subscales decreased 
significantly. Besides, the average quality of social 
network of the experimental group compared to the 
control group significantly increased. These results 
indicate the effectiveness of this intervention method. 
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Table 1. Meetings, content, and assignments of Morita-based therapy steps 

Sessions Content  Homework  

1 Introduce the group leader and explain the 
goals. Perform conscious mind breathing 
exercises along with the barriers to breathing 
awareness. 

Do mindfulness breathing exercises, identify at 
least three daily distractions that interfere with the 
experience, and consider the full presence of the 
"here and now" 

2 Discuss the automatic guide and generalize it 
to our own ignorance or lack of awareness. 
Implement consciously eating slices of apple 
in the group with attention to feelings, 
thoughts, and barriers to awareness. 

Perform mind-conscious daily activities such as 
conscious walking, eating, and conscious 
breathing. 

3 Understand the unstable nature of unpleasant 
feelings, get acquainted with the positive and 
negative aspects of human nature, challenge 
beliefs about how to deal with emotions, and 
practice abdominal breathing. 

Identify pleasant and unpleasant emotions, pay 
attention to the stability and instability of existing 
emotions, and identify several cases of coexistence 
of positive and negative aspects in human nature. 

4 Introduce different types of awareness (self-
awareness and environmental awareness), use 
the hot seat technique on a volunteer member, 
and list superficial and deep feelings and 
possible behavioral consequences. 

Complete the following questions: What I really 
do is: .... thoughts, feelings, and behaviors that I 
have no control over while doing.... are: ... (43). 

5 Practice abdominal breathing with mental 
imagery of anxiety. Pay attention to the 
fluidity of thoughts, changing emotions 
through changing focus and attention. 
Challenge beliefs in controllable and 
uncontrollable areas. 

Practice focusing on different subjects (objects or 
thoughts), perform at least three effective 
behaviors despite unpleasant feelings, and pay 
attention to the outcome. 

6 Encourage familiarity with the Morita concept 
of anxiety. In this way, constructive desires 
are on the other side of the anxiety coin, 
directing energy and attention from focusing 
on anxiety to performing efficient behaviors in 
line with constructive desires. 

Pay attention to different areas of life including 
physical, emotional, etc. Devote attention to the 
constructive desire as on the other side of the 
anxiety coin and a behavioral step towards 
constructive desires. 

7 Empirically understand the fear of death and 
the desire for life, pay attention to the 
remaining opportunities of life, and take 
effective measures towards constructive 
desires. 

Identify goals and needs and prioritize them. Take 
behavioral steps in line with prioritized goals and 
needs. 

8 Identify realistic and perfectionist desires and 
examine slides of self-destructive attitudes. 

Perform at least three cases of efficient and 
consistent behavior in line with realistic desires 
and identify behavioral attitudes. 

9 Train Problem solving skills, consolidate learning, review unfinished work in the group and 
members' concerns in the final stage, evaluate and deal with feelings of separation, express 
unfinished feelings of group members towards each other at the end of the session. 

Table 2. Mean and standard deviation of the variables of anxiety, depression, stress, and social isolation 

Groups Variables Experimental group Control group 
Mean SD Mean SD 

Pretest Depression 17.26 2.18 17.13 2.13 
Anxiety 17.06 2.08 17.33 2.28 
Stress 17.00 2.00 17.80 1.78 
Emotional distress 51.33 3.41 52.26 4.44 
Social isolation 8.53 3.13 8.33 2.69 

Post test Depression 12.66 2.16 17.00 1.81 
Anxiety 12.88 2.56 17.00 2.17 
Stress 12.80 2.14 17.00 1.81 
Emotional distress 38.20 4.58 51.00 4.15 
Social isolation 13.20 2.62 8.73 3.17 
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Table 3. Results of multivariate tests to compare groups 

Effect Value F Hypothesis df Error df Sig Eta 
Pillai's Trace 0.695 146.58 4.00 21.00 0.000 0.695 
Wilks' Lambda 0.035 146.58 4.00 21.00 0.000 0.695 
Hotelling's Trace 27.92 146.58 4.00 21.00 0.000 0.695 
Roy's Largest Root 27.92 146.58 4.00 21.00 0.000 0.695 

Table 4. Multivariate analysis of covariance (the effects of therapy method on the dependent variables) 

Dependent variable Sum of square df Mean square F Sig Eta 
Depression 103.13 1 103.13 22.84 0.001 0.406 
Anxiety 104.80 1 104.80 17.02 0.001 0.441 
Stress 103.86 1 103.86 17.70 0.001 0.450 
Emotional distress 338.34 1 338.34 47.00 0.001 0.682 
Social isolation 153.82 1 153.82 19.88 0.001 0.499 

Discussion 

    The main purpose of this study was to evaluate the 
effectiveness of Morita therapy in older adult women 
with chronic knee pain. The first question examines 
the effect of Morita therapy on depression and anxiety 
in the older adults who underwent this therapy 
compared to the control group. The results showed 
differences between the experimental and control 
groups, and Morita therapy had a strong and 
significant effect on reducing the overall score of 
emotional distress and subscales. Morita reduced the 
score of depression, anxiety, and stress. Previous 
studies included various variables along with Morita 
therapy (34, 35, 44-46) confirmed the effectiveness of 
this therapy which is line with our findings. In the 
intervention program of the present study, there were 
exercises such as deep abdominal breathing that had a 
significant effect on reducing depression and anxiety. 
This finding is similar to a review which shows that 
these exercises significantly reduce depression and 
anxiety (47). Experiencing unpleasant feelings is an 
inevitable part of the process of coping with life tasks 
and stressful situations. According to Morita 
therapists, anxious people tend to be preoccupied with 
their unpleasant feelings. This mental hyperactivity 
acts as a break in behavioral and mental functioning. 
In such situations, people may be confronted with 
unacceptable mental conditions and consider the 
elimination of that feeling as a precondition for a 
desired behavior (48). Older people feel empowered 
when they learn in Morita therapy whereby they can 
do life tasks simultaneously despite the symptoms of 
pain and emotional distress, and this leads to increase 
self-confidence and mood. This process of engaging 
in purposeful activities gradually disengages older 
people from habituated self-preoccupations and 
avoidance of anxiety-provoking situations (49). The 
older adults also feel to have more control over their 
lives. This change seems to be possible by accepting 
and moving from controlled conditions toward 
uncontrolled situations (41). Indeed, Morita-based 
therapy helps the older adults to move from anxiety 
and struggle with symptoms to acceptance. Thus, 
through shifting attention, they give up any attempt to 

control, resist, and avoid and therefore respond to 
phenomenological realities as they are. Besides, by 
practicing and incorporating the Morita therapy 
approach into everyday life, they improve daily 
functioning and reduce negative emotions. 
    The next finding also showed the effect of Morita 
therapy on social isolation in the older adults. The 
older people who had little contact with their relatives 
or could not easily talk to them about personal issues, 
after the therapy, showed significantly different 
quality in their social communication, and their 
isolation diminished. Through Morita therapy, the 
older adults learn to identify behavioral attitudes and 
can directly and voluntarily control their behavior by 
showing effective behaviors in the group and 
extending it to everyday life (50). Older people are 
concerned about being judged by others if they show 
symptoms of anxiety or other uncontrollable feelings. 
Such situations make them more preoccupied (48) and 
lead to isolation and withdrawal from family and 
groups. The lives of people who give up expected 
behaviors are predictable and have psychological 
security, and the risk is minimal. Nonetheless, this 
passivity leads to the loss of new experiences and 
opportunities that could develop people's constructive 
desires and enrich their quality of life (50). In this 
study, Morita therapy encouraged the older adult to 
re-engage by reducing extreme preoccupations and 
challenging beliefs about fear of rejection in the 
society or among relatives. The older adults accept 
unpleasant thoughts and feelings as parts of natural 
human conditions (41). They can identify their habits, 
hatreds, attachments, and negligence as the factors 
disrupting constructive desires and behaviors and 
establish positive social relationships. 

Study limitations 

    This study has two main limitations to note, and our 
results must be interpreted with great caution. First, 
we could not employ randomly selected participants 
and men participants because all patients were older 
adult women. Secondly, the study was conducted only 
in one older adult daycare centers in Tabriz, and it 
may not be possible to generalize the results.  
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