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Abstract 

We should provide tailor-made treatment for patients with intractable somatic symptom 

disorders (SSDs). For example, it would be ideal to select the best treatment method 

that fits each patient, modify it according to their condition, and even use a 

multidimensional approach when necessary. 

In pharmacotherapy, it is often necessary to use elaborate regimens such as 

augmentation therapy. Additionally, we should pay careful attention to nocebo responses. 

In cognitive behavioral therapy (CBT), we must carefully decide on the frequency, 

length, content, and type (i. e., individual or group) of sessions to improve treatment 

adherence. 
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Unlike the traditional medical model, the goal of acceptance and commitment therapy 

(ACT) and Morita therapy is not to achieve symptom resolution, but rather to promote 

behavioral changes. Both therapies are appropriate for patients with intractable SSDs. 

 

Keywords： somatic symptom disorder, pharmacotherapy, cognitive behavioral 

therapy (CBT), acceptance and commitment therapy (ACT), Morita therapy 

 

 

 

Introduction 

Although evidence regarding the 

pathophysiology and treatment of 

somatic symptom disorder (SSD) has 

been accumulating in recent years, its 

application in clinical practice remains 

limited. While mild cases may show 

improvement in primary care or general 

medical settings, SSD cases in 

psychiatry are frequently intractable, 

often posing significant treatment 

challenges. Among these, some patients 

are particularly difficult to treat. 

The reason for this is the 

heterogeneity of SSD. It may coexist 

with physical illnesses or other mental 

disorders, and the location, nature, and 

intensity of physical symptoms, patient 

age, and even patients’ needs are highly 

variable. Therefore, individualized, 

tailored treatment is essential. 

Furthermore, in SSD, particularly 

refractory cases, factors such as a 

misalignment of goals between the 

patient and clinician due to the patient's 

intense preoccupation on symptoms, 

poor adherence, and treatment 

resistance related to personality factors 

also present as contributing factors. 

Thus, intractable cases of SSD 

require  multiple treatment options 

available, select the most suitable 

approach for each patient, modify 

standard treatments to fit the 

individual, and combine multiple 

therapies as needed. 

Accordingly, this article discusses 

evidence-based, practical treatment 

methods for such cases and discusses 

strategies applicable in clinical practice. 

Specifically, we address 

pharmacotherapy, cognitive behavioral 

therapy (CBT), acceptance and 

commitment therapy (ACT), and Morita 

therapy. 

 

I. Pharmacotherapeutic Strategies for 

intractable  SSD 

1. Pharmacotherapy 

Evidence regarding pharmacotherapy 

for SSD remains insufficient. 

Accordingly, this section provides an 

overview based on the authors' research 

and experience. Some of the 
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interventions discussed are not covered 

by public health insurance in Japan. 

When considering pharmacotherapy, 

SSD is categorized into three clinical 

patterns: obsessive preoccupation, 

anxiety/fear, and anger (Table). 

For conditions characterized by 

obsessive preoccupation, the use of 

selective serotonin reuptake inhibitors 

(SSRIs) is generally recommended, 

following treatment strategies for 

obsessive-compulsive disorder 

(OCD).56)57) Randomized controlled 

trials (RCTs) for hypochondriasis have 

also been reported.15)17) In SSRI-

resistant cases, augmentation with 

antipsychotics has been explored, with 

several reports available.25)38)51-53)96) 

Among these strategies, agents 

exhibiting strong D2 receptor 

antagonism may be effective51)53), 

similar to findings in OCD. However, 

unlike OCD, multi-acting receptor-

targeted antipsychotics (MARTA) may 

also be beneficial for emotional 

stabilization.38)51) Furthermore, 

lamotrigine may be effective, as 

reported in OCD3)9)26), although 

evidence for SSD is currently lacking. 

SSRIs are similarly considered 

appropriate for conditions involving 

anxiety and fear.56)57) An RCT focusing 

on multisomatoform disorder has also 

been reported.48) In SSRI-resistant 

cases, or when SSRIs are difficult to use 

because of adverse effects such as 

nausea, α2δ ligands may be considered, 

particularly when symptoms occur in 

specific situations characterized by 

prominent fear, as these agents may 

reduce amygdala hyperexcitability 

associated with fear-processing. 

Pregabalin has demonstrated efficacy 

against anxiety, and there are reports 

regarding SSD.19)54)66) Conversely, 

evidence for mirogabalin in anxiety or 

SSD is lacking. However, its longer 

binding to the α₂δ-1 subunit compared 

with α₂δ-2 suggests a potentially 

stronger therapeutic effect.11)30) Because 

the α₂δ-2 subunit is associated with 

adverse events,30) whereas the α₂δ-1 

subunit is implicated in pain30) and 

anxiety,41) mirogabalin may cause fewer 

adverse events11)95) and also be effective 

against anxiety49)50) and potentially SSD. 

Furthermore, the emotional-stabilizing 

effects of MARTA may be particularly 

useful in patients with emotional 

instability. Benzodiazepine anxiolytics, 

particularly when used on an as-needed 

basis, may reinforce avoidance behavior 

from a CBT perspective, potentially 

interfering with CBT and carrying a 

risk of dependence; therefore, their use 

should generally be minimized .57) 

In treatment-resistant SSD cases 

with pain as the primary symptom 

(DSM-5 “SSD with predominant pain”), 

duloxetine is often prescribed under the 

assumption of neuropathic pain, central 

sensitization, or impaired descending 
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pain-inhibitory pathways. However, 

SSRIs may be more effective for these 

cases, as in other forms of SSD.55) 

However, when pain is the primary 

symptom, pathological persistence, 

including anger-related rumination, 

may limit the effectiveness of 

pharmacotherapy.58)  

Despite the pharmacotherapy 

described above, refractory cases persist. 

These cases may reflect the limitations 

of pharmacological treatment requiring 

psychotherapy, or the influence of 

nocebo effects. 

 

2. Nocebo response 

1) Evidence regarding nocebo response 

Nocebo responses can involve either 

inhibition of drug efficacy or the 

emergence of reported side effects. The 

latter is also termed non-specific side 

effects.7)76) A meta-analysis of 1,271 

RCTs (including subjects without 

mental disorders) reported that adverse 

events occurred in nearly half of placebo 

groups.23) More recently, a meta-

analysis of RCTs on COVID-19 vaccines 

indicated that over half of the reported 

adverse events were nocebo reactions.18) 

A meta-analysis of RCTs involving 

SSRIs and tricyclic antidepressants also 

reported differences in adverse events 

occurring in placebo groups across 

trials.68) Thus, the occurrence of nocebo 

reactions is not uncommon. In SSD, 

patients are sensitive to drug side 

effects, making them undoubtedly more 

prone to nocebo reactions. Such 

reactions are influenced by learning 

from previously experienced side effects. 

Because anxiety or distrust toward 

treatment also plays a role,90) the 

therapeutic relationship is therefore 

important. Some reports suggest that 

the clinician's non-verbal attitude may 

exacerbate symptoms.10)89) Furthermore, 

media influence has been noted, with 

reports indicating an increase in 

adverse event occurrence following 

media coverage or a bias toward 

symptoms highlighted in reports.13)42)44) 

Furthermore, high expectations for 

treatment efficacy are associated with 

heightened anxiety about side effects.75) 

Relatedly, expensive drugs are 

considered more likely to induce side 

effects as a nocebo response.82) 

Conversely, reports also exist of side 

effect complaints following switching to 

generic drugs.91) Moreover, the absence 

of treatment options increases 

susceptibility to nocebo reactions.8) 

Interestingly, an excessive number of 

options can also lead to difficulty in 

choosing, resulting in increased nocebo 

reactions similar to the absence of 

options.14) Characteristics of patients 

prone to nocebo reactions include 

ambivalence, distrust, hostility, conflict 

with the treating physician,61) anxiety, 

and high-level suggestibility.45) These 

are considered to suggest a narcissistic 
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or histrionic personality pathology. In 

narcissistic personality disorder, envy 

toward the physician is common; 

resistance to dependence may lead to 

nocebo reactions as a way of devaluing 

the physician or treatment. In cases of 

histrionic personality disorder, nocebo 

reactions may occur when there is a 

conflict between dependence and 

independence, or when sexual conflicts 

are transposed. Particular caution is 

warranted when dealing with 

individuals possessing these 

personality traits. 

 

2) When a nocebo reaction occurs 

Barsky, A.J. recommends that when 

nonspecific side effects occur, one should 

not readily switch medications. Instead, 

confirm the patient's feelings and 

thoughts about the medication, identify 

any dissatisfaction with treatment, 

deepen their understanding of 

nonspecific side effects, and assist them 

in avoiding misinterpretation.7) While 

logically sound, this is not easily 

achievable in clinical practice. In reality, 

changing medications is often 

unavoidable. Although this may reduce 

side effect-like symptoms, it frequently 

leads patients to believe that these were 

actual side effects, making the drug 

unusable for them in the future. 

Furthermore, the anxiety and 

dissatisfaction arising from such 

symptoms can significantly complicate 

subsequent treatment. 

 

3) Strategies to prevent nocebo 

reactions 

Therefore, measures to prevent 

nocebo reactions are necessary. First, 

monitoring the therapeutic relationship 

and building a positive one is crucial. 

Particular caution is warranted when 

patients express strong anxiety about 

medications, such as in cases of medical 

distrust or a history of reported side 

effects. In such situations, immediate 

administration of the drug may be 

inadvisable. Conversely, to reduce 

excessive expectations regarding drug 

therapy, it is important to emphasize 

that effects are not immediately 

apparent. Furthermore, presenting a 

moderate number of options and 

implementing shared decision-making 

(SDM) can facilitate treatment selection. 

The method of explaining side effects 

also requires careful consideration. 

Personalized informed consent, not 

disclosing non-specific and low-severity 

side effects according to the patient's 

characteristics, has been proposed.24) 

Positive framing (e.g., communicating 

“90% safe” instead of “10% risk of side 

effects”) has also been shown as 

effective in systematic reviews.5) It is 

also necessary to explain that 

information from the Internet and 

media often contains biases and tends to 



 

6 

Copyright: ©The Japanese Society of Psychiatry and Neurology and Author 

emphasize negative aspects.64) Reports 

indicate that simplifying medication 

information leaflets can reduce anxiety 

about side effects and nocebo reactions, 

leading to improved adherence.67) Even 

if the implementation of these measures 

is difficult, it remains essential to 

explain that medication information 

leaflets include details about rare side 

effects. 

Prior information provision and 

psychoeducation regarding nocebo 

reactions are also useful. Reports 

indicate that these can influence the 

need for information about side 

effects,60) reduce side effects,4)43)65) and 

enhance treatment efficacy.4)43)65) 

 

II. CBT Adaptations for Intractable 

SSD 

1. SSD and cognitive patterns 

SSD is characterized by distressing 

somatic symptoms (Criterion A) and 

excessive cognitive, emotional, and 

behavioral responses to these symptoms 

(Criterion B).2) Cognitive patterns 

characteristic of SSD include 

catastrophic misinterpretations, 

excessive attention to bodily sensations, 

and attributing somatic symptoms to 

medical illness rather than normal 

bodily processes or psychological 

stress.2)  These processes increase fear 

of bodily sensations, leading to reduced 

perceived control over the body and 

avoidance behaviors. 

 

2. Evidence for CBT in SSD 

Cognitive behavioral therapy (CBT) 

aims to enhance patients’ autonomy by 

identifying dysfunctional cognitions 

related to somatic symptoms and 

fostering cognitive flexibility and 

adaptive behavioral responses. Robust 

evidence supports its efficacy in the 

treatment and relapse-prevention of 

psychiatric disorders, such as 

depression and anxiety. Moreover, CBT 

has demonstrated effectiveness in 

conditions characterized by marked 

somatic symptoms, including chronic 

pain and irritable bowel syndrome.37,92) 

Regarding cognition in SSD, in addition 

to general threat-related dysfunctional 

cognition, catastrophic thinking has 

been identified as a predictor of SSD 

onset (odds ratio, 1.3; 95% confidence 

interval, 1.1–1.7).94) CBT targets 

dysfunctional cognition and behavioral 

responses to bodily sensations to 

promote adaptive self-regulation.  

Available evidence suggests that CBT 

is beneficial for individuals with SSD. A 

systematic review of non-

pharmacological interventions for 

somatoform disorders and medically 

unexplained physical symptoms 

(MUPS) included 21 randomized 

controlled trials (RCTs), 14 of which 

examined mindfulness-based cognitive 

therapy (MBCT) (total n = 2,658), and 

found that CBT reduced somatic 
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symptom severity, with effects 

persisting at the one-year follow-up.88) 

In addition, a meta-analysis of 

psychological therapies for somatoform 

disorders, including CBT, mindfulness-

based interventions, and 

psychodynamic psychotherapy (10 

RCTs and 6 non-RCTs; n = 1,438),34) as 

well as a review of CBT (34 RCTs)36) 

demonstrated efficacy. However, 

marked heterogeneity in research 

protocols and outcome measures across 

studies suggests that the overall level of 

evidence is low to moderate. 

 

3. Program and patient suitability 

CBT is typically delivered as a 

structured treatment package 

consisting of multiple sessions. 

Although the format varies, a session 

commonly last 30–120 minutes, with 6–

12 sessions.12,22,31,79) Core components 

include psychoeducation, goal-setting, 

cognitive restructuring, and graded 

behavioral activation.1,31,46,74) Programs 

targeting attention and memory have 

also shown efficacy.80) In individual 

therapy, sessions are tailored based on 

these core components, taking into 

account the therapist’s clinical approach 

and patient’s condition. 

Which patients are most suitable for 

CBT? Previous studies suggested that 

greater symptom severity at treatment 

initiation predicts poorer 

outcomes.6,62,63,78) However, a meta-

analysis by Sarter, L. et al.72,73) 

identified cognitive characteristics 

associated with favorable outcomes, 

including lower levels of catastrophic 

thinking and worry, and greater 

acceptance of symptoms. Thus, CBT 

tends to be more effective in patients 

with fewer dysfunctional cognitions and 

greater symptom acceptance. 

 

4. Heterogeneity of SSD 

SSD is conceptualized as a 

multifactorial condition arising from 

the dynamic interaction of 

biological/physiological and 

psychosocial factors, which together 

sustain a self-perpetuating cycle of 

symptom-focused cognition (including 

attentional bias), emotional distress, 

and maladaptive behaviors.85,86) 

Integrating this model into a CBT 

framework facilitates case formulation 

and guides targeted intervention. 

Contributing factors may be broadly 

classified into biological/physiological 

and psychosocial domains. Biological 

and physiological factors include 

comorbid medical conditions that 

heighten anxiety and increase 

attentional focus on bodily sensations. 

For example, persistent pain following 

physical injury may become amplified 

through central sensitization 

mechanisms. In contrast, psychosocial 

stressors, such as occupational 

maladjustment, interpersonal 
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difficulties, social isolation, and 

financial hardship, can further reinforce 

dysfunctional cognition and behavioral 

responses. In such contexts, CBT 

interventions often emphasize 

structured problem-solving and 

assertiveness training.83,84) 

Age-related characteristics should 

also be considered. For example, in 

pediatric SSD, abdominal pain and 

headaches predominate, whereas 

excessive worry about the illness itself 

is relatively uncommon.2) Parental 

responses may be associated with the 

severity of somatic symptoms. Clinically, 

interventions often focus on addressing 

psychological conflicts within the 

parent–child relationship, as well as 

adjustments to the school and home 

environment.87) In older adults, physical 

illnesses are more prevalent, and age-

related autonomic symptoms, such as 

palpitations and sweating, are 

common.29) Social withdrawal and 

reduced activity may increase 

attentional focus on bodily sensations. 

Furthermore, cognitive decline may 

contribute to anxiety and somatic 

symptom reporting and should be 

carefully assessed.27,28) These 

developmental differences have 

important implications for 

individualized CBT planning. 

The heterogeneity of SSD 

underscores the necessity of 

individualized case formulation. 

Systematic assessment of somatic 

symptoms, psychiatric comorbidities, 

medical history, and psychosocial 

context may enhance the therapeutic 

impact of CBT, particularly in the early 

phase of treatment.33) 

 

5. Individualization of CBT 

Given the diversity of therapeutic 

components within CBT, clinicians 

should tailor the selection and 

application of specific techniques to 

each patient’s clinical profile and 

treatment needs. 

The effect size of CBT for SSD varies 

depending on the control condition used, 

but a pooled analysis of 11 meta-

analyses reported an effect size of 0.39 

(95% confidence interval, 0.32–0.46).46) 

The efficacy of psychological therapies 

for SSD, including CBT, is lower than 

that observed for other psychiatric 

disorders, such as depression and 

obsessive–compulsive disorder.32,34) This 

modest effect may be attributed to 

several factors, including the chronic 

nature of SSD, complexity of its 

underlying mechanisms,32) and low-

level adherence to psychological 

treatment. CBT programs consisting of 

sessions lasting 50 minutes or longer, 

delivered in 10 or more sessions over at 

least 12 weeks, have been shown to 

reduce comorbid depression and anxiety 

but are also associated with higher 

dropout rates.40) Thus, insufficient 



 

9 

Copyright: ©The Japanese Society of Psychiatry and Neurology and Author 

treatment intensity may limit symptom 

improvement, whereas greater 

intensity increases the risk of dropout. 

Patients with SSD often resist 

psychological treatment,69) indicating 

that treatment intensity and dropout 

risk are closely related. Excessive 

treatment intensity may also promote 

dependence on medical care.32) 

Programs incorporating 

interpersonal interventions and 

mindfulness meditation are associated 

with better adherence.40) This suggests 

that patients with SSD are receptive to 

these approaches. 

In group settings, hearing other 

patients’ experiences and observing 

their coping strategies are important 

therapeutic elements. Patients with 

SSD often feel misunderstood and 

socially isolated, as their symptoms lack 

visible external markers. This sense of 

invalidation has led to the application of 

group CBT in the treatment of SSD.47,97) 

Within group settings, interaction with 

peers facing similar difficulties may 

enhance cognitive flexibility, alleviate 

isolation, and foster mutual 

support.39,93) 

CBT extends beyond the structured 

treatment program. The ongoing 

integration of CBT principles into daily 

life may consolidate therapeutic gains 

and strengthen patients’ self-

management and autonomy. Even after 

the completion of CBT, brief CBT-based 

interventions during routine clinical 

follow-up remain beneficial. However, 

cognitive patterns and maladaptive 

behaviors vary across individuals, as do 

biological/physiological and 

psychosocial factors. Therefore, CBT for 

SSD should be individualized, with 

treatment guided by cognitive model–

based case formulation. This approach 

is particularly important for treatment-

resistant cases. 

 

III. Intractable Chronic Pain and ACT 

1. Chronic pain and multidisciplinary 

treatment 

Using chronic pain management as 

an example, this section discusses from 

an ACT perspective: (i) how to 

conceptualize “refractory cases,” and (ii) 

ACT treatment strategies for such cases. 

First, we provide an overview of 

chronic pain and its multidisciplinary 

treatment. Pain is classified into 

nociceptive pain, neuropathic pain, and 

pain-modulation disorders, but chronic 

pain often arises from an overlap of 

these. Generally, for acute pain, the 

medical model, identifying the cause 

and aiming for its resolution, is effective. 

In contrast, in chronic pain, the organic 

cause may be unclear, and it is often 

difficult to completely eliminate the 

pain. It also frequently involves SSD 

and is generally considered to worsen 

over time due to interactions with 

psychosocial factors.35) Therefore, in 



 

10 

Copyright: ©The Japanese Society of Psychiatry and Neurology and Author 

chronic pain, especially in conditions 

involving psychosocial factors like SSD, 

understanding based solely on the 

medical model often has limitations. 

Consequently, chronic pain 

management requires a multifaceted 

assessment that includes psychosocial 

factors, aiming to improve activities of 

daily living (ADL) and quality of life 

(QOL). Multidisciplinary treatment is 

useful in this context. At 

multidisciplinary pain centers, a team 

comprising pain clinic physicians, 

orthopedic surgeons, rehabilitation 

physicians, nurses, physical therapists, 

psychiatrists, psychologists, and others 

form a team to provide “tailored” 

treatments such as nerve blocks, 

pharmacotherapy, rehabilitation, and 

psychological approaches. Regarding 

psychological approaches, Clinical 

Practice Guidelines for Chronic Pain 35) 

rate CBT, mindfulness, and ACT 

relatively highly, assigning them a 

recommendation level of 2 (weak 

recommendation) and an evidence level 

of B (moderate). 

 

2. Refractory cases from an ACT 

perspective 

Many chronic pain patients engage in 

various coping behaviors under the 

premise that “because I have pain, I 

cannot do XX; I must first address the 

pain,” i.e., within a conventional 

treatment context.70) Examples include 

seeking postures that prevent pain 

worsening, pursuing the organic causes 

of pain and treatment methods, or 

ruminating about the pain. While the 

“form” of these coping behaviors varies, 

they share the common “function” of 

attempting to control the pain. ACT 

refers to this pattern of behavior, 

attempting to control unpleasant 

thoughts and emotions, as “experiential 

avoidance” and targets it for 

treatment.21) Engaging in experiential 

avoidance may reduce anxiety and 

avoid the short-term risk of worsening 

pain. However, in the long term, pain 

does not improve, and as an unfortunate 

consequence, there is a decline in QOL 

and ADL. This state is frequently 

observed in those with intractable 

chronic pain. Therefore, ACT does not 

regard a state in which distress exists as 

the problem; rather, it considers the 

problem to be the dominance of 

behaviors attempting to control 

unchangeable distress, and the 

consequent maintenance of a state in 

which activities that the patient values 

in life are less likely to occur. 

 

3. ACT therapeutic strategies for 

intractable cases 

ACT's treatment strategy for 

experiential avoidance is to “accept 

unavoidable pain (acceptance) while 

aiming to reclaim a meaningful and rich 

life (commitment).”70) ACT is primarily 
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characterized not by aiming at symptom 

reduction, but rather focusing on 

activating behavior based on the client's 

“values” to improve QOL.21) Here, 

“values” refer to attitudes one wishes to 

uphold in life, such as “fulfilling one's 

role” or “connecting with nature.” ACT 

shifts the therapeutic context and its 

outcome measures from “reducing 

symptoms (pain)” to “expanding and 

maintaining value-driven actions.” 

Therefore, it can be considered an 

approach well suited to intractable 

chronic pain in which the pain cannot be 

eliminated. 

 

1) Creative hopelessness 

To facilitate this shift, ACT promotes 

a process called “creative hopelessness.” 

Creative hopelessness presents patients 

with the perspective that desperately 

trying to eliminate pain actually leads 

to being controlled by it, thereby 

enhancing motivation toward a “new 

strategy” that replaces experiential 

avoidance. A representative example is 

the “clipboard metaphor.”20) In this 

metaphor, pain is likened to a board, 

and while physically pushing against it 

together with the patient, the 

experience is shared that desperately 

trying to control the pain (by pushing 

the board back) paradoxically leads to 

being dominated by it, resulting in 

value-consistent activities being 

postponed (as one’s attention becomes 

fixated on the board and one’s hands are 

occupied). On this basis, the therapeutic 

context is then shifted toward leaving 

the pain as it is (stop pushing back and 

setting it aside) and moving toward 

living a life aligned with one’s values. In 

this way, ACT is characterized not by 

relying on verbal explanations or 

interpretations, but using metaphors 

and experiential exercises, and is 

therefore also referred to as experiential 

therapy.20) 

 

2) Psychological flexibility model 

Furthermore, ACT formalizes human 

mental health as the “Psychological 

Flexibility Model” and promotes its core 

processes. These are divided into the 

“Commitment and Action Change 

Process” and “Acceptance and 

Mindfulness Process.”21) Here, we 

outline each process, referencing the 

ACT program (Nobiyaka Program) for 

chronic pain patients implemented at 

the Nagoya City University Hospital 

Pain Center.71) 

(1) Commitment and action change 

process 

This process clarifies the patient's 

“values” and encourages the activation 

of actions aligned with them. While 

presenting a list of value examples, it 

organizes values and behavioral goals 

across four domains: “Work/Household 

Chores/Learning,” “Mind/Body,” 

“Relationships,” and “Hobbies/Leisure.” 
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In ACT, if “goals” are the destination, 

“values” are the direction, often likened 

to a “life compass.” Clarifying values 

with patients suffering from intractable 

chronic pain is particularly useful in the 

following ways. For example, consider a 

patient who previously looked forward 

to activities like “going on trips” or 

“visiting art museums.” Even though 

the specific actions differ, if we can 

identify that they both place value on 

“making new discoveries,” it becomes 

easier to suggest action goals that are 

feasible despite the current pain, such 

as “visiting a new shop nearby.” 

(2) Acceptance and mindfulness process 

Identify psychological barriers that 

arise when attempting to achieve values, 

such as pain (sensation), anxiety 

(emotion), or thoughts like “I should 

stop because it might increase the pain” 

(thoughts), and encourage effective 

engagement with these barriers. 

Practice mindfulness exercises that 

involve observing experiences arising 

within oneself, sensations, thoughts, 

and emotions, as they are. Examples 

include 7-minute breathing meditation, 

walking meditation, or meditation while 

drinking tea. 

Additionally, focusing specifically on 

“thoughts” among these barriers, we use 

methods like comparing the sequence of 

thoughts arising within oneself to a 

story, such as “If only the pain weren't 

there, I could do XX” and other 

recurring thoughts that arise within 

oneself. This involves comparing these 

thoughts to a story and giving it a title, 

such as “The Story of What Happens 

Next” (the story metaphor), or writing 

them on cards and moving the cards 

closer to or farther from oneself (the 

card = thought exercise). This helps 

change the relationship between 

thoughts and the self, distinguishing 

thoughts from the self and creating 

distance to observe thoughts, thereby 

gaining a sense of “defusion.” 

 

4. ACT in multidisciplinary treatment 

When implementing ACT as part of 

multidisciplinary treatment, it is 

essential to ensure that patients, 

families, and healthcare providers 

share a common direction. Specifically, 

it is crucial to encourage patients to 

view approaches like nerve blocks or 

medication not as mandatory means for 

pain relief, but as one way to facilitate 

moving toward their values. 

Furthermore, collaborating with 

physicians and physical therapists to 

shift the treatment context for exercise, 

such as walking, from being “to 

eliminate pain” to “move toward values,” 

like preparing physically for a trip, and 

linking exercise guidance to values is 

also useful. 

 

5. ACT as tailored intervention aligned 

with patient values 
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As described above, ACT encourages 

patients to “live a meaningful life 

despite pain.” The measure of ACT's 

effectiveness is not “symptom reduction” 

but “expansion and maintenance of 

value-aligned activities.” Another key 

feature is training in specific ways to 

engage with symptoms, emotions, and 

thoughts that act as barriers to moving 

toward values, specifically, acceptance 

and mindfulness, as alternatives to 

avoiding the experience. 

ACT works to set up an environment 

in which activities aligned with the 

patient's values naturally and 

continuously expand and are 

maintained within them, and thus it 

can truly be described as a “tailor-made 

intervention.” 

 

IV. Intractable SSD and Outpatient 

Morita Therapy 

1. Case formulation and intervention 

methods for SSD in outpatient Morita 

therapy 

Morita therapy views SSD as a 

condition in which a vicious cycle arises 

due to “preoccupations” with symptoms, 

including obsessive forms. This 

psychological “preoccupation” is 

described as “an introverted, non-

action-oriented state where the self, 

upon noticing symptoms and becoming 

anxious, observes and becomes 

conscious of itself (psychic interaction), 

cannot take this state, thinks “this 

should not be” (“should” thinking), and 

agonizes (contradiction between 

thoughts and facts).”77) 

Intervention through Morita therapy 

aims to break free from the 

“preoccupations” with symptoms. This 

involves: (i) taking symptoms as they 

are (promoting acceptance) and (ii) 

encouraging behavioral changes that 

allow the patient's desire for life (health 

facilitative forces) to be exercised in 

daily life. “Symptoms” such as those 

outlined below are reframed as: “Your 

strong desire to be healthy and in 

perfect condition is the very factor 

intensifying your anxiety, isn’t it?” The 

patient is then assisted in channeling 

that desire constructively rather than 

toward eliminating symptoms. Such 

interventions ease the ideational 

contradictions of “this should not be” 

(“should” thinking) mindset and expand 

constructive actions. The goal of 

treatment is “arugamama” (acceptance 

of reality as it is). Cases that may be 

regarded as intractable within SSD 

include: (i) those with comorbid 

hypochondriacal tendencies who 

repeatedly engage in doctor shopping, 

and (ii) those whose complaints evolve 

into various physical symptoms or other 

anxiety symptoms. 

This article presents the practical 

application of outpatient Morita 

therapy for such cases. The case 

examples provided are hypothetical. 
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2. Case presentation 

1) Case A 

A case combining hypochondriacal 

tendencies and repeated doctor 

shopping (Female, 40s) 

[Chief Complaint] Numbness and pain 

of the tongue. 

[History of Present Illness] Starting 5 

months ago (X-5), she became distressed 

over selecting a cram school for her son's 

junior high entrance exams and quit her 

job. Starting 4 months ago (X-4), 

numbness and pain of the tongue 

appeared. Concerned this might 

indicate an underlying illness, she 

visited multiple medical institutions, 

including internal medicine and ENT 

departments. Consequently, her 

primary care physician referred her to a 

general hospital, where she was 

hospitalized for approximately 7 days 

for thorough examination, but no 

abnormalities were found. Her primary 

care physician diagnosed her with 

psychogenic pain and prescribed 

clotiazepam as needed, but as there was 

no improvement, she was referred to a 

psychiatrist for her initial consultation. 

[Past Medical History] X-4 years ago: 

Age-related disc herniation. 

[Family History and Background] No 

significant family history. Lives with 

her husband and their fourth-grade son. 

[Personal and Social History] 

University graduate. Previously worked 

as a company employee but resigned X-

5 months ago; currently a full-time 

homemaker. 

[Initial Diagnosis] Diagnosed with SSD 

according to DSM-5. Also judged to 

exhibit hypochondriacal tendencies. 

[Initial Management] We talked 

about the vicious cycle of pain and 

attention. 

We confirmed the presence of a 

“should” thinking pattern: “There 

should be no pain.” We explained that 

her concern about illness stemmed from 

a strong desire to live more healthily, a 

healthy feeling in itself, but that she is 

currently expending energy on trying to 

identify the cause of her illness. We 

encouraged redirecting that energy 

elsewhere. The patient reacted with a 

look of sudden realization, as if a veil 

had been lifted. We explained this 

approach was Morita therapy and 

introduced general-reader Morita 

psychological therapy books for 

psychoeducation. 

[Treatment Course] 

<Stopping the search for causes. 

Experiencing symptom reduction 

through constructive actions (X+2 

weeks to X+10 months)> 

After reading the Morita therapy 

book, she stated: “I realized I have 

strong desires.” Following this, she did 

not visit non-psychiatric medical 

departments except to hear the results 

of tests conducted before her initial 
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consultation. While preparing for a 

family trip to a distant location, her 

tongue pain lessened. Though she had 

previously spent most of her time 

inactive at home, aside from grocery 

shopping and taking her son to and from 

activities, she began job hunting and 

started a part-time job in packaging. 

She remarked: “There are many women 

around my age, and I can chat with 

them; it's enjoyable.” She also began 

going to the gym twice a week. She was 

able to go without taking the anti-

anxiety medication prescribed by her 

previous doctor. 

<Realizing she had not only “must not 

have symptoms” but also “must be this 

way” about her child (X+12 months)> 

She stated: “I realized I had strong 

thoughts about my child that “they 

must be this way.” I need to accept my 

child more as they are now. I thought 

this stemmed from the same root as my 

previous belief that “I must not have 

symptoms.” 

 

2) Case B 

A case where complaints shifted to 

different physical symptoms (Female, 

30s) 

[Chief Complaint] Pain in both arms. 

[Medical History] Chief complaint 

appeared without any specific trigger 

starting 6 months ago. The pain in both 

arms intensified 3 months ago, making 

computer-based work difficult and 

leading to days when she could not go to 

work. Orthopedic and internal medicine 

departments at other hospitals found no 

abnormalities and attributed the pain 

to psychogenic causes. She sought out 

and visited another psychosomatic 

medicine department on her own, where 

she was prescribed duloxetine 60 mg. 

However, it was ineffective, and she 

discontinued treatment. As her 

symptoms persisted without 

improvement, she independently visited 

a neuropsychiatry department for the 

first time. 

[Past Medical History] No significant 

findings. 

[Family History and Background] No 

significant findings in family history. 

Lives with her parents, making three 

people in the household. 

[Personal and Social History] 

University graduate. Office worker. 

[Initial Diagnosis] Diagnosed with SSD 

based on DSM-5. Recognized that pain 

lessened during enjoyable activities like 

meeting friends outside, and understood 

the vicious cycle whereby focusing on 

the pain amplified it. However, during 

the examination, she complained of pain 

in both arms with obvious distress and 

appeared overwhelmed by it. 

[Initial Management] Since duloxetine 

was ineffective with the previous 

physician, sulpiride 100 mg was 

initiated to alleviate anxiety. The 

patient was encouraged to pursue 
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activities she wanted to do despite the 

pain, promoting behavioral change. 

However, the patient did not appear 

fully convinced. 

[Treatment Course] 

<Symptom reduction via 

pharmacotherapy and expanded 

activities (Y+2 weeks to Y+7 months)> 

At the Y+2-week visit, the arm pain 

had eased, enabling her to work and 

attend daily. Symptoms completely 

disappeared during social gatherings 

with friends. 

<Redefining treatment goals (Y+8 

months)> 

Although the pain in both arms had 

lessened, she now became preoccupied 

with stomach pain. “When you focus on 

the stomach pain, the original 

symptoms fade from your mind, right?” 

I discussed the shift in pain focus, and 

also stated: “No matter what symptoms 

arise, you're trying to eliminate them. 

Let's channel the immense energy 

you're using for that into constructive 

actions. You can still act even with 

symptoms.” This redefined the 

treatment goal. 

At the next outpatient visit, while still 

complaining of arm and stomach pain, 

she continued going to work and 

mentioned: “On weekends, I go to 

concerts with friends.” 

 

3. Considerations regarding the case 

The fundamental strategy for SSD in 

Morita therapy involves empathetically 

listening to the patient's distress, 

pointing out the vicious cycle between 

physical symptoms and attention, 

acknowledging the desire to be cured 

and healthy, and then working to 

channel that desire constructively. 

Case A exhibited strong 

hypochondriacal tendencies, with both 

anxiety about illness and the desire for 

health. By the second consultation, 

energy previously directed toward 

seeking causes of illness had shifted 

toward healthier goals. In modern SSD, 

individuals with stronger 

hypochondriacal tendencies are 

considered more likely to uncover the 

“desire for life” underlying their 

anxiety,59) making outpatient Morita 

therapy particularly effective. 

In Case B, although the patient was 

considered to superficially understand 

the vicious cycle of attention to pain 

when it was pointed out, her stance of 

“wanting the pain to be somehow 

eliminated” remained unchanged. In 

such cases, it is necessary to reduce 

physical symptoms and anxiety through 

pharmacotherapy. Subsequently, it 

becomes crucial to focus on how to 

reduce “should” thinking. It is 

important to share with the patient that 

even if other physical symptoms emerge, 

the treatment goal remains the same. 

 

4. Differences between Morita therapy 
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and other treatments 

This section clarifies the differences 

among pharmacotherapy, CBT, ACT, 

and Morita therapy. 

Pharmacotherapy can reduce 

physical symptoms and anxiety, but 

addressing the “should” thinking 

embodied in “this must not be” is likely 

to require psychotherapy. 

The approach to “should” thinking 

that holds “this should not be” differs 

across psychological therapies. CBT 

identifies dysfunctional (unhelpful) 

thinking patterns using cognitive 

models and aims to change behavior. In 

ACT, when such thoughts act as 

psychological barriers to actions aligned 

with the patient's values, it promotes 

“defusion” using metaphors and 

exercises.81) Morita therapy identifies 

the underlying desire for healthy living 

and encourages its expression, thereby 

naturally easing the contradiction 

inherent in the “should not be” (“should 

be”) thought. 

 

Conclusion 

We have discussed pharmacotherapy, 

CBT, ACT, and Morita therapy for 

intractable SSD. Tailored treatment 

based on these approaches is essential. 

When treating SSD, establishing a 

therapeutic relationship based on 

empathy and trust with the patient is 

essential and forms the foundation of all 

treatments. This approach may reduce 

the nocebo effect of medications and 

facilitates the introduction of 

psychotherapy. 

Regarding treatment selection and 

combination, pharmacotherapy is 

generally straightforward to initiate. 

Even when improvement is not 

achieved, the experience of having 

undergone thorough treatment can 

make psychotherapy, particularly 

approaches like ACT or Morita therapy 

that encourage acceptance of symptoms, 

more readily accepted. However, from 

the perspective of ACT or Morita 

therapy, the problematic mental state 

itself is what creates vicious cycles. 

Therefore, when considering combining 

these therapies, a degree of consistency 

must be maintained. This requires 

explaining that “pharmacotherapy aims 

not for direct effects on physical 

symptoms, but for effects on such 

mental states,” and further necessitates 

careful consideration of the purpose of 

pharmacotherapy itself.16) 

Regarding psychotherapy, CBT is 

considered relatively easy to introduce. 

However, if treatment proves ineffective, 

the introduction of ACT or Morita 

therapy should be actively considered. 

ACT and Morita therapy can be 

considered treatments specifically for 

intractable cases, as they do not directly 

target symptom improvement itself. 

While both share many commonalities, 

ACT was developed alongside chronic 
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pain, whereas Morita therapy was 

developed primarily targeting neurosis, 

specifically anxiety. Consequently, ACT 

may be more suitable when there is a 

strong preoccupation on controlling 

physical symptoms, while Morita 

therapy may be more appropriate when 

there is anxiety-related preoccupation 

with physical symptoms. Due to space 

constraints, this article could not fully 

explore these differences; however, we 

hope future discussions will further 

deepen understanding of the 

distinctions and indications for these 

psychotherapies. 

While medical institutions capable of 

fully implementing these 

psychotherapies are limited, 

incorporating their essence into general 

practice and adapting treatment 

approaches would be highly beneficial. 

Furthermore, since it is practically 

difficult for a single practitioner to 

perform all these therapies, 

multidisciplinary collaboration and the 

establishment of a network of referral 

institutions for cases where treatment 

becomes difficult are desirable. 

We hope that this article will 

contribute to SSD treatment and 

encourage psychiatrists to engage more 

actively in the care of patients with 

intractable SSD. 

Part of this article was presented at 

Symposium 52, “Tailored Interventions 

for Intractable Somatic Symptom and 

Related Disorders” during the 118th 

Annual Meeting of the Japanese Society 

of Psychiatry and Neurology (June 17, 

2022, Fukuoka International Congress 

Center). (Yasuhide Nagoshi presented 

on pharmacotherapy, Toshiyuki 

Tominaga on CBT, Mie Sakai on ACT, 

and Ayumu Tateno on Morita therapy). 
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