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ABSTRACT

AN ANALYSIS OF THERAPEUTIC PROCESS OF DOSA THERAPY

By

Noriko Kubota

This dissertation aimed to examine the effectiveness and the therapeutic process
of Dosa therapy, a body-oriented psychotherapy which was developed in Japan, as an
intervention tool for social work practice in order to facilitate individuals psycho-social
well-being. Dosa means motor action in Japanese. Dosa therapy uses voluntary
movement to bring about changes in a person’s behavior and psychological functioning.
Clinical studies have reported supportive results to work with individuals with
schizophrenia, obsessive-compulsive disorder, anxiety disorder, hyperventilation,
psychosomatic disorder, and depression. These clinical studies were small-scale studies
and almost exclusively employed a case study method.

This dissertation study was undertaken in an effort to further research about Dosa
therapy. Specifically, Dosa therapy was used with American individuals with anxiety
problems to examine the effectiveness with individuals other than Japanese. Systematic
observations were conducted by using single subject methodology to examine the effect
of Dosa therapy on the participants’ behavior, anxiety level, experiencing, self-efficacy,
and locus of control. In addition, the underlying mechanism by which Dosa therapy

operates was explored by using a task analysis approach.



Five female graduate students who had an anxiety problem participated in this
clinical study. The intervention with the relaxation Dosa exercise for the upper body
(kukan-hineri) was implemented for seven or eight sessions after the three or four
baseline sessions.

It was found that, as a group, albeit small, the participants’ experiencing level
became significantly deeper, that the participants’ anxiety decreased significantly and
their behavior changed in an expected direction, that the participants became significantly
self-efficacious and their locus of control became more internal. When examined
individually, all participants showed changes in their experiencing level of functioning,
however, the effect on their behavior, anxiety level, self-efficacy and locus of control
were clear with four participants. Since the Dosa exercise was the only element which
was added in the intervention phase, these results indicate that Dosa therapy appeared to
have an effect on the changes in the participants’ experiencing, behavior, cognitive, and
affective functioning. Analysis with a task analysis approach revealed the process that a
Dosa task was resolved and based on this performance process, the internal operations
which produced overt performance were inferred. Based on this analysis, it was surmised
that through Dosa exercise, the participants obtained a functional Dosa operational
system, where they felt that they could move their body voluntarily and internalized a
functional, realistic body image. This change in perception of themselves as well as the
relaxed state of mind might have led them to perceive the situation and the events
differently and generated the changes in behavior and psychological functioning. Further

research is needed to replicate these results.
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CHAPTER 1

INTRODUCTION

Social work has adopted the person-in-environment theory as one of its core
theoretical frameworks. This theory has as its goal understanding individuals within their
environment and the social systems that influence their behavior and are, at the same
time, reciprocally influenced by them (Pinkus, Haring, Lieberman, Mishne, & Pollock,
1977; Richmond, 1922). In practice, social workers aim to enhance and maintain the
psychosocial functioning of the client system. In doing so, social work endorses the
dignity of the individual and self-determination as core values of social work practice
(Compton & Galaway, 1994).

As intervention techniques to achieve the aforementioned goal, social workers
utilize various approaches that address interpersonal interactions, intrapsychic dynamics,
and life-support and management issues (Brandell, 1997; NASW, 1989). Psychotherapy
is one form of intervention frequently used in micro-level social work practice
(Wakefield, 1988). Shaffer (1947) stated that psychotherapy is a learning process through
which an individual acquires an ability to speak to him/herself to control his/her behavior.
Frank (1974) argued that the primary function of psychotherapy is to restore the client’s
sense of mastery. The common theme of their statements can be restated that the goal of
psychotherapy is to maximize an individual’s welfare by enhancing and maintaining
his/her agency and autonomy in the context of the social environment (Garfield &

Bergin, 1986). In this respect, I believe that psychotherapy is compatible with social work

goals and values and is a useful and legitimate intervention tool for social work practice.



The evaluation of the effectiveness of practice is a major way that clinicians
enhance their knowledge and hone their skills (Hartman, 1994). Practice evaluation is
also important for every professional to build a sound, accountable practice foundation
(Bloom, Fisher, & Orme, 1995; Barlow, Hayes, & Nelson, 1984; Videka-Sherman &
Reid, 1988). Based on this understanding, this dissertation study aimed to investigate the
effectiveness of Dosa therapy, a form of body-oriented psychotherapy, as a tool of social
work practice. I hope this study shortens the distance between clinical work and research

and provides a way to incorporate an evaluative means into practice of Dosa therapy.

Experience: Common therapeutic factor

Researchers/clinicians of different psychotherapeutic orientations have
emphasized the client’s experience in the therapeutic interaction as a common factor for
psychotherapeutic change (Arkowitz & Hannah, 1989; Gendlin, 1979; Goldfried, 1980).
Gendlin (1979) defines experiencing as an inner referent and argues that access to the
inner referent facilitates the psychotherapeutic process. In other words, successful therapy
brings a person closer to his’her ongoing, bodily, felt flow of experiencing, makes
him/her more aware of his/her experiencing, and makes them act and think based on this
direct datum (inner referent) (Klein, Mathieu, Gendlin, & Kiesler, 1969). Goldfried
(1979, 1980) pointed out that therapists need to know something about an experiential
referent to understand the meaning of the client’s word or narrative and argued that
providing new, corrective experiences is a common strategy among psychoanalytic,

behavioral, and humanistic psychotherapies.



Researchers of client-centered therapy originally focused on clients’ experiences
in the therapy sessions (Gendline, 1962; Rogers, 1959). Rogers (1959) addressed
experience and defined it as everything that is going on in a person at any given moment
which is potentially available to awareness. Experience, as a verb, can be defined to
receive in the organism the impact of the sensory or physiological events that are
happening at the moment. In other words, it is a process of symbolization with some
degree of accuracy, of those sensory or visceral events at the conscious level. Thus, the
internal, phenomenological quality is the primary feature of this concept. Rogers was
interested in clients’ experiences in order to clarify the phenomenon of incongruence
which he defined to be a discrepancy between awareness and experience because he
hypothesized that incongruence is one origin of psychological problems or disturbances.

Along with the theoretical development, the Experiencing scale (EXP) was
constructed to operationalize the concept and to conduct empirical studies (Klein,
Mathieu, Gendlin, & Kiesler, 1969). The first study concerned with the changes in
expressed experiencing was conducted by Gendlin, Jenny, and Shlien (1960). They
looked for an association between outcome and the patient’s manner of experiencing.
They found that successful clients moved from remotely talking about feelings to more
directly expressing them. These individuals also became more able to see the relationship
with the therapist as an important new experience and came to see a parallel between
present experiences of the relationship with the therapist and problems experienced in
other contexts. These findings supported the hypothesis of experiential involvement and

shifts as prominent factors in the successful outcome of psychotherapy.



Several more studies were conducted by using EXP to investigate the relationship
between the client’s experiencing level and outcome and other therapy variables (Karon
& O’Grady, 1969; Karon & VandenBos, 1970; Kiesler, 1969; Kiesler, Klein, & Mathieu,
1965; Rogers, Gendlin, Kiesler, & Truax, 1967; Ryan, 1966). In general, these studies
showed that the experiencing level is consistently related to the type of the client’s
disturbance and to outcome. For example, Kiesler, Klein, and Mathieu (1965) compared
the EXP level between schizophrenic, neurotic, and normal subjects and found that
neurotic subjects had a higher EXP level than either schizophrenic or normal subjects.
They surmised that the experiencing level of the neurotic subjects were higher than those
of the schizophrenics and the normal subjects because they were less disturbed than the
schizophrenics and more motivated for therapy than the normal subjects. Kiesler (1969)
found that more successful patients show higher EXP levels compared with less
successful patients. EXP is also associated with initial client factors such as motivation
for therapy or readiness to perform skills relevant to therapy, and with the quality of the
therapist’s performance. For example, Rogers et al. (1967) found that the EXP level was
associated with absence of depression at the beginning of therapy, with high verbal
ability, and with high verbal productivity and expressiveness. It was also revealed that the
EXP level was related to the therapist’s accurate empathy which was rated by
independent judges. Karon and VandenBos (1970) found that EXP level was related to
therapist warmth.

As for the changes of the experiencing level over the course of treatment, the
results were more complex. However, general trends revealed the following. Rogers,

Gendlin, Kiesler, and Truax (1967) looked at the difference in the EXP trends between



the more successful and less successful schizophrenics. The results showed that the EXP
level stayed higher with more successful patients, whereas the EXP level was constantly
low with less successful patients. It was also found that more successful patients had
smoother trends with less backsliding and more consistently maintained their initial
levels. The results of Ryan’s study (1966) revealed that the general trend for the more
successful therapy group was up and that for the less successful group was down.
Therefore, the experiencing level over the course of treatment is also associated with

therapy outcome.

Role of Body in Psychotherapy

In order to access the experiential level of functioning, therapists of some
modalities of humanistic psychotherapy incorporate techniques that address the client’s
bodily awareness or somatic sensations in therapy. For example, Gendlin (1986)
developed a technique called “focusing” in order to focus on internal experiencing.
Kepner (1987) incorporated body-oriented techniques in his practice of Gestalt therapy in
order to enhance self-awareness.

A focus on the body in psychotherapy can be found earlier than those interests of
researchers/clinicians in humanistic/experiential psychotherapies. Wilhelm Reich, M.D.,
(1897-1957) was a pioneer in the western culture who focused on the body in
understanding a person’s problem and actively used body movement in an attempt to
solve psychological problems. As a student of Freud, he focused on libido as essential to
human functioning and this focus evolved into a notion of orgone energy which he

thought to be an actual body energy. He conceptualized neurosis as the physical blockage



of the flow of orgone energy in the body. He saw a parallel between such rigidities in the
body and rigidities in mind, reflected in fixed ways of thinking about one’s self and one’s
world, accompanied by other forms of thought disturbances. Reich focused not just on
what people said, but also on how they said it and what their body did when they spoke.
He thought these defensive body-mind patterns, which he called ‘armour’, were created
based on childhood experiences (Reich, 1972). In order to release those rigidities, Reich
developed techniques to work with the body by focusing on posture, muscular tension
and breathwork (West, 1994). His therapy was known as Reichan Therapy and his
students developed their own form of body-oriented psychotherapy based on Reich’s
original ideas. These include Bioenergetics (Lowen, 1976), Core Energetics (Pierrakos,
1987), and Biosynthesis (Bodera, 1986).

The body is also addressed in various forms of relaxation strategies or
interventions to facilitate self-control ability in cognitive-behavioral therapy. For
example, relaxation techniques such as progressive relaxation (Jacobson, 1974),
biofeedback (Schwarts, 1973), autogenic training (Schultz & Luthe, 1959), and
meditation (Shapiro, 1980) emphasize the utility of relaxation responses as an alternative
to anxiety reactions (Kazdin, 1984). Wolpe (1976) developed systematic desensitization
and incorporated relaxation techniques to reduce anxiety. Goldfried (1971) used Wolpe’s
systematic desensitization not just to regulate the physiological arousal of anxiety but
also to develop a coping strategy for anxiety and called this therapy, coping skills
training. In these therapies, the physiological aspect of relaxation responses is mainly

focused and considered a counter-response to anxiety.



In sum, the body has been addressed in various forms of psychotherapy, although
the degree of focus on the body, the theory about the role the body plays in the etiology
of problems, how the body is used in bringing about change, and the conceptualization of
the underlying mechanism, varies depending on the basic assumptions or theory of each
form of psychotherapy. However, there is one common thread which is that the body and
mind function in synergy by interacting with each other.

A body-oriented psychotherapy was developed in Japan, separate from the above
trends and influences. This therapy is called Dosa Therapy (Naruse, 1973, 1992) and has
been applied in various clinical settings to help individuals cope with their problems.
Case studies have been conducted to examine its effectiveness with various client
populations in Japan and supportive results have been reported (Fujioka, 1987,
Hoshikawa, 1992; Kubota, 1991; Ogawa, 1992; Shimizu, 1992; Tsuru, 1982).

This dissertation study centers on the investigation of the therapeutic process of
Dosa therapy. Specifically, a cross-cultural examination was conducted by using Dosa
therapy with Americans to examine if it works with individuals who are not Japanese. A
systematic observation was conducted by using a single subject design to evaluate
effectiveness of Dosa therapy as an intervention technique in clinical practice. In
addition, the therapeutic process was analyzed by using a task analysis approach to
investigate the underlying mechanism of change by which Dosa therapy operates. Based
on these findings, an aspect of the body-mind connection which is facilitated through

Dosa therapy has been explored.



CHAPTER 2

REVIEW OF THE LITERATURE

Historical Background of Dosa therapy

Dosa therapy is a form of body-oriented psychotherapy developed in Japan. Dosa
means motor action in Japanese and utilizes voluntary movements as a means to bring
about changes in psychological functioning and behavior. This method was originally
developed as a psychological rehabilitation program for people with cerebral palsy (CP)
and was called Dosa training (Naruse, 1973, 1985, 1992; Ohno, 1978). Motor difficulties
of people with CP are considered to be caused by the damage to motor areas in the brain.
Conventional rehabilitation programs aim to inhibit abnormal muscle tone and facilitate
normal movement patterns based on neurological understanding (Bellenir, 1997;
Russman & Romness, 1998). A research team in Japan, consisting of psychologists,
addressed the difficulty that individuals with CP have from psychological and behavioral
points of view and investigated psychological factors that play a role directly in the motor
control process. As a result, they developed a rehabilitation program to remedy the motor
difficulties of people with CP and framed this program as a type of psychological
rehabilitation.

Naruse and his colleagues (1973) conducted a series of studies to investigate the
nature of motor difficulties of people with CP, especially rigid body tension which is a
core impediment to their voluntary movements. They started with in-depth observations
of the motor control patterns of these individuals to perform a simple motor task. When

they had people with CP pick up a glass full of water from a table and drink water from



it, the requisite body movements for the task such as stretching an arm toward the glass,
grasping it, and bending the elbow toward the mouth, did not occur immediately. Instead
of stretching an arm toward the glass, they started to stiffen their shoulder or whole arm
before actually stretching their arm. Once they managed to stretch their arm, they
overextended it. The movement was reflex-like and lacked fine regulation. When they
tried to grasp the glass, the same process was observed. That is, the irrelevant movements
such as bending a wrist or extending the palm occurred before the grasping movement in
the palm was initiated. Once the intended movement occurred, grasping was very strong
as if breaking a glass. The harder they tried to perform the intended movement, the stiffer
their body became. Moreover, once their body became stiff, they could not release the
tension immediately after the task was over. Regarding the experiences while trying to
perform the task, people with CP described that they felt as if their arms and shoulders
moved by themselves. This account suggested that even if it was they who moved their
body, they did not feel those movements as their own. In other words, people with CP do
not have a sense of voluntary control while moving their body (Naruse, 1973).

The researchers summarized their observation as follows: (1) when people with
CP intend to move their body, they tend to tense their body more excessively than
necessary, (2) once they become tense, it is not easy for them to release it, and (3) they do
not have a sense of voluntary control in this process.

Naruse (1973) used an Electromyograph (EMG) to observe objectively the muscle
tone of people with CP performing a motor task. He had healthy individuals and people
with CP press and release a button with their index finger following the instruction and

recorded the electrical potential of the corresponding muscles. With the healthy subjects,



their EMG showed activity immediately after the instruction to press the button and the
activity disappeared immediately after the instruction to release it. On the contrary, with
the CP subjects, there was a delay of EMG activity after the instruction of pressing a
button. Once their EMG showed activity, the amplitude was much bigger and less stable
than the ones of their healthy counterparts. Moreover, it took time to disappear after the
instruction to release the button. When instructed to repeat this task, the healthy subjects
showed a regular pattern of heightened and lowered EMG, whereas the EMG of people
with CP showed irregular patterns. Their EMG did not disappear completely after each
trial, maintained active to a certain level, and eventually, there was no difference in the
EMG between the pushing and releasing movement. This EMG pattern clearly showed
the process that the tension was not released completely after each movement and that the
residual tension was accumulated. Therefore, the physiological index supported the
behavioral observation of motor movements of people with CP.

From this observation, it was assumed that the excessive tension in the body
prevented individuals with CP from getting clear sensory information from those parts of
their body. It was surmised that this lack of body awareness might make it difficult to
maintain the balanced tension and relaxation which is necessary for a controlled
movement and as a result interfere with a successive, coordinated movement (Ohno,
1978).

Ohno (1978) examined the development of motor control in children with CP to
investigate how their motor difficulties became salient over the course of development.
He interviewed the mothers of children with CP and collected pictures of those children

from an early age, when available. He found that as infants, those children’s limbs and



bodies were generally hypotonic rather than hypertonic and they did not move well.
When those children started to walk and learn motor movements as toddlers and in early
childhood, a tensed movement pattern started to emerge when performing a certain
movement. As they became more active in late childhood, some body parts tended to
become stiffer in a specific movement and their movements became more unbalanced. In
adolescence, their movements became more rigid and the unbalanced posture became
salient. Based on this data, he speculated that as children with CP grew, their flexibility
of body movement decreased and a tension-relaxation unbalance in their movements
appeared. Those patterns became habitual and a specific unbalanced body posture
developed. Therefore, rigid tension patterns which cause their motor difficulty are
acquired over the course of their development.

Based on these observations, the researchers hypothesized that in the development
of voluntary movement, people with CP learned how to tense their body in performing a
voluntary movement but failed to learn how to relax their body, or it was difficult for
them to learn how to relax their tension due to the impairment of the brain. Thus, the
excessive body tension prevents them from learning fine motor regulation.

The researchers then proposed to view the difficulty in motor movement of people
with CP on the behavioral level, not just as a result of physiological impairment. By
viewing tension in the body of people with CP as tension behavior, the researchers started
to explore the ways to help people with CP relax the rigid body tension. They also argued
that psychological factors that are directly involved in the motor control process need to
be addressed besides motivation or personality traits which are addressed traditionally in

psychological studies to understand and help people with CP (Ohno, 1978).



Tsuji (1966) used hypnosis to help people with CP relax their body tension and
observed their responses. She found that those people could relax their body tension
under hypnosis and their EMG showed lowered muscle tone. This result was replicated
by other researchers (Kimura & Kobayashi, 1968; Kobayashi, 1966; Naruse, 1967; Ohno,
H., 1967, 1968; Ohno, K., 1968). It was found that people with CP could move relaxed
body parts fairly well under hypnosis. Moreover, relaxation under hypnosis maintained
for a while, although the tension in their bodies returned gradually as time passed. These
clinical experiments suggested that people with CP can learn how to relax their rigid
body tension and to move their body and that a psychological technique is useful for this
purpose (Ohno, 1978).

Further examination of relaxation behavior under hypnosis revealed that some
body parts of people with CP did not start to move just by relaxing tension in those parts.
They needed to practice to move those parts after relaxation. And there were some parts
which they could not move no matter how hard they tried. Therefore, it became clear that
while some parts of their body started to move once tension was released, for some parts
correct movements needed to be learned after relaxation, and still there were some parts
which they could not move even after the practice. The first two conditions indicated that
people with CP did not learn the correct movements or learned the incorrect movements
due to the tension. The last condition may be an indication that those parts were affected
by the impairment on the brain. Therefore, it was suggested that difficulties in motor
movement of people with CP may be acquired mostly through insufficient learning due to
the physiological impairment and that it is possible for those people to learn the correct

movements under a certain condition (Ohno, 1978).



Based on these findings, it was hypothesized that the motor difficulties of people
with CP may not be explained completely as caused by the impairment of the brain
(Naruse, 1973, 1992; Ohno, 1978). In other words, their motor difficulty may be
understood as a problem of motor control on the behavioral level, which is caused by the
impairment. From this psychological, behavioral point of view, the difficulties of those
people are acquired due to their insufficient ability to learn how to relax excessive tension
in their body and to move their body due to the rigid body tension. In other words, the
damage on the brain affects the process of learning how to regulate the movements.

Focusing on the behavioral level, the researchers defined the difficulty of people
with CP as the difficulty in voluntary motor movement or motor control. That is, they
cannot move their own body in the way they intend. This understanding prompted the
researchers to develop a psychological rehabilitation program, Dosa training, which
focused on helping these people learn to relax their excessive bodily tension and to move
their body with an adequate level of tension (Naruse, 1973; Ohno, 1978).

Based on the understanding of the motor difficulties of people with CP, Naruse
(1973) proposed the concept of Dosa as a process of human voluntary motor movement
in general and intended to depict the motor control process on a behavioral level. He
theorized that the Dosa process is a psychological, self-regulatory process which is
controlled by a person’s higher mental operation and subsumes physiological systems.
The Dosa process is described with three components: intention, effort/striving, and
physical movement (see Figure 1). When we perform any voluntary movement, we first
intend to perform a specific movement and make a plan to do so (Intention). Based on the

plan, we exert efforts to move relevant parts of our body (Striving) to actualize the



intended movement (Physical movement). When our effort is adequate, an intended
movement results. In this process, a person operates his/her body based on sensory
feedback. In this respect, the Dosa process is an active self-operational process rather
than a merely automatic, physiological process.

Naruse, thus, differentiated the Dosa process from physical movement; the former
focuses on psychological operation during motor regulation, while the latter addresses
neurological and musculoskeletal mechanisms, the hardware of voluntary movement. He
also emphasized the Dosa process as a dynamic interplay between various control
systems which include mental activities concerning motor control, neurological systems,

and musculoskeletal systems.

Intention| Striving — | Physical movement

Figure 1. Diagrammatic description of Dosa Process

Dosa Training

The original purpose of Dosa training was to help a person with CP learn to move
their body voluntarily and thus improve self-control of motor movements (Ohno, 1978).
Internalizing the operation of initiating and carrying out a specific movement is a main
focus of the exercises, rather than an actual movement. The therapist assists the client to

practice a target movement by guiding the client’s body with his/her hand. At the same
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time, he/she provides verbal feedback regarding the movement the client is performing
and/or clues and encouragement while practicing it.

The exercises to practice a specific movement have been developed. They are
categorized into three types (Naruse, 1973, 1985; Ohno, 1978): (1) relaxation Dosa
exercises, (2) simple Dosa exercises, and (3) integrated Dosa exercises. Relaxation
exercises aim to help a person learn how to relax a specific part of the body which is
tense or becomes tense in a movement. These exercises consist of (1) relaxation exercises
around the shoulder, neck and arm, (2) relaxation exercises around the lower back and
groin and (3) relaxation exercises around the knee and ankle. For example, an exercise
that moves both shoulders backward while pulling shoulder blades together in a sitting
position is one of the relaxation exercises around the shoulders.

Simple Dosa exercises are designed to practice a single joint movement within the
possible range of motion without a movement in irrelevant parts of the body. The
exercises are grouped into (1) simple Dosa exercises for the neck, shoulders, and upper
limbs, (2) simple Dosa exercise for the groin and lower limbs, and (3) simple Dosa
exercise for the mouth, lips, and tongue. For example, bending or extending an arm
without tension in the shoulder, wrist or hand is designed to practice a smooth arm
movement.

Integrated Dosa exercises are aimed at controlling more complex body
movements in which movements of the whole body are involved. This exercise includes
maintaining a balanced sitting or standing posture, coordinated walking, writing, and
speaking. For example, an exercise to move weight from one leg to the other in a

standing posture is a part of the exercises for coordinated walking.



Model of Dosa Process

Naruse (1992) proposed a more detailed model of the Dosa process which
incorporates multiple levels of human functioning (see Figure 2). This process includes
the psychological system, neurological system, and physical system as subsystems.
Feedforward processes which are depicted with lines with a right-pointing arrow proceed
from the psychological system to the physical system through the neurological system.
This process is initiated by a person’s intention to make a movement for a certain
purpose. Then a person plans how to move his/her body to meet the intention and strives
to perform an actual physical movement. In other words, in order to perform an intended
movement, a person activates the motor cortex, the neurological system, and the
musculoskeletal system to actualize a specific movement. A movement which results
through this process is fed back to a person as shown with lines with a left-pointing
arrow. It is also monitored visually regarding how much the resultant movement agrees
with the intention and the plan.

From a physiological point of view, it is explained that a motor movement is
generated by the neurological activities in the motor cortex. However, Naruse believes
that the neurological activities are activated by a person’s psychological activities such as
intention and planning. In this respect, a voluntary motor movement is a psychological
phenomenon as well (Naruse, 1985).

When a person intends to move his/her body and plans how to actualize a given
motor movement, he/she pays close attention to the relevant body parts and operates the
musculoskeletal system to perform the intended movement. This operation is a

feedforward process. In this striving process, psychological operation and physiological



functioning, such as neural and musculoskeletal systems, intersect and work
cooperatively. To perform the intended movement, a person closely monitors his/her
motor movement and makes necessary corrections based on incoming sensory
information. In this respect, the feedback process is also operating. This process also
requires psychological, neurological, and kinesthetic levels of information processing. If
an intended movement results, the task is achieved. If an actual movement is different
from a planned one, a change needs to be made. This is done by modifying operational

strategies based on the sensory feedback.
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Figure 2. Model of Dosa process to describe the relationship between psychological,
neurological, and musculoskeletal systems.

In this respect, the Dosa process is an integrated self-operational process, in which
a person functions proactively in the process. In other words, a person engages in
constant, active information processing by integrating feedback information into a

feedforward operation.



However, we are not always aware of this voluntary, self-regulatory process while
moving our body. For example, when we perform daily activities or well-learned
behaviors, we tend to focus on a behavioral result and are less aware of the process of
what we are doing to actualize the movement. Therefore, we tend to consider that our
body moves automatically once we think to perform a specific movement. This is
because the movement has been performed so many times and we do not need to be
aware of each step in order to perform it. However, if we pay attention to the process, we
can become aware of the effort process we used to perform a specific movement.
Hypnotic responses are another example of a voluntary movement where we lack a sense
of our own movement. When given a suggestion such as, “your arm will move up”, we
feel as if our arm has started to rise by itself, sometimes we even feel that we cannot stop
the movement. This is a nature of suggestion responses. Even if we are moving our arm,
we feel as if it moves automatically. Therefore, the manner of awareness of the motor
control process, that is, how we perceive the movement, can be influenced by those
factors such as previous learning and the situational demands.

On the contrary, when we learn a new physical skill, such as skiing or playing a
piano, the self-regulatory process of moving our body becomes a focus of our attention
and we are clearly aware of what we are doing to perform a necessary movement.
Therefore, as long as it is a voluntary movement of a living human being, a person’s
psychological operation is involved in the process, however, the level or manner of
awareness of this control process can be influenced by a person’s internal and/or

environmental factors.



Regarding the place of the Dosa regulation system in relation to the whole human
regulation system, Ohno (1978) considers that the Dosa regulation system and the
psychological regulation system exist under a higher, integrated self-regulation system;
the former involves motor control and the latter, psychological functioning in general.
These two systems are basically independent but operate in synergy to regulate human

behavior.

Evolution of Dosa training

Following the development of the Dosa process, exercises of Dosa training were
used to treat individuals with several different conditions. Konno (1977) applied Dosa
training in order to treat the behavioral problems of a boy with Attention-
Deficit/Hyperactivity Disorder (AD/HD). He aimed to facilitate the child’s attention
focusing and behavior regulation abilities through Dosa training. Besides characteristic
behavioral problems such as difficulty in concentration and impulsivity, children with
AD/HD generally show difficulty in motor coordination and tend to tense their entire
body in moving a specific part of their body, which suggests a lack of differentiation of
body parts. Konno hypothesized that if he could teach this boy how to relax himself, he
might learn how to focus his attention and control his disruptive behaviors. As an
exercise, Konno used one of the relaxation Dosa exercises of an arm which is to move an
arm slowly from side to head in lying on the floor. When the child tightened his arm
and/or shoulder, the therapist stopped the movement and helped him relax the tension in a

particular part.
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A supportive result was obtained. By the third session, the child lay down by
himself to start the practice. By the fifth session, the tension in his arm and shoulder
while moving the arm lessened and when it happened, the child relaxed his shoulder and
elbow, saying “slowly” to himself. Along with this progress in the therapy session,
changes in his behavior at home and in the kindergarten were observed. Hyperactive
behaviors lessened and he started to play at one place longer than before. He started to
listen to the teacher’s instruction at the kindergarten and his impulsive, disruptive
behavior also lessened. Then he came to pay more attention to other children’s play and
subsequently started to attend other children’s play. Konno concluded that the Dosa
exercise helped this boy learn self-control. In sum, his hyperactive behaviors lessened
and he came to pay more attention to his environment. This attentional change provided
opportunities to learn social, interpersonal behaviors.

Konno (1978) treated five children with AD/HD with Dosa training and examined
the behavioral change in detail that he observed during the treatment. He used the same
relaxation Dosa exercise as in the previous study. He found that behavioral change of
these children showed a fairly common pattern. At first, they showed such behaviors as
relaxing tension intentionally before talking and decreasing impulsive, hyperactive
behaviors. These behaviors suggest that the children were learning self-control. Then
they started to pay more attention to other children’s play, imitate them and partly attend
to their play. Along with those behavioral changes, their speech improved with increased
vocabulary. He posited that the children learned an ability to self-control through Dosa

training. The children became calmer and paid more focused attention to their
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environment. This change in the quality of attention prepared those children to be ready
to learn social behaviors.

Konno’s studies showed the effectiveness of Dosa training as an intervention
technique to change the emotional and behavioral problems which are typical among
children with AD/HD. The following replication studies started to examine the
effectiveness of Dosa training to facilitate the development and/or adjustment of children
with other types of disability.

Konno, Tanaka, and Ohki (1979) used Dosa training with an autistic child. This
seven-year old boy avoided contacts with people and an eye-to-eye gaze. He engaged in a
repetitive behavior of circling by himself at one place and his vocabulary was limited.
With the intervention of Dosa training, avoidance of social interactions lessened: he
started to come close to his mother and hold hands with other children. The repetitive,
stereotypic behavior decreased. Eventually, he started to interact with other children by
attending to their play.

Tanaka (1982) and Ninomiya and Koshio (1982) used Dosa training with a child
with mental retardation. A case study reported by Tanaka (1982) was of a 4 year-old boy
with severe mental retardation. This boy did not respond to external stimuli such as big
sounds or calling his name nor show any interest in things and people around him. He did
not show any emotional responses to external stimuli or personal contacts. He could sit
up by himself but could not change posture. Mother complained that she did not feel like
she was taking care of a human being because of the lack of responsiveness from her son.
Tanaka used the relaxation Dosa exercise of an arm which was used in Konno’s Study

(1977, 1978). The primary focus of this exercise for this child was to induce his response
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to the movement in his arm because he did not show any responses behaviorally and/or
emotionally during the practice and let the therapist move his arm. Once he started to
respond to the practice behaviorally such as tightening his shoulder or bending his elbow,
then the therapist applied the procedure to help him relax the tension.

As the practice progressed, the boy started to show emotional attachment to his
mother by extending his hands to her and those emotional responses increased. He started
to show an interest in things around him and started to crawl to reach a toy. He started to
respond to his name and turned and looked at that person who called his name. This case
suggested that Dosa training could facilitate a person’s mental functioning and enable
him/her to respond more actively. It was also suggested that not just relaxation but also
the tension responses, that is the process of responding to one’s body during the Dosa
practice, may be an important, therapeutic experience which leads to a change in
psychological functioning (Ohno, Tanaka, Miyake, & Kobayashi, 1982 ).

A case study reported by Ninomiya and Koshio (1982) was of a 16-year-old boy
who was severely mentally retarded. This boy’s developmental level was four months old
measured by a developmental test for infants. He could walk by himself, however, the
posture was very disfigured: His shoulders were lifted, his back became round and his
knees were bent. All daily activities required assistance. He frequently sat aimlessly on
the floor and engaged in self-stimulating behaviors such as licking his hands and rubbing
his hands together. He did not pay attention to a toy which was positioned in front of his
eyes nor did he respond to his name. He did not show any affective responses toward
people. The treatment with a relaxation Dosa exercise of an arm was conducted over one

year.
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This boy showed a strong resistance to the physical touch by the therapists.
Therefore, to accept the therapists and the Dosa exercise was a primary goal in the initial
stage of the treatment. Once it was reached, the therapists assisted this boy to release
tension in his arm and/or shoulder while moving his arm. As the exercise progressed, the
following behaviors were observed. He started to show an interest in a toy which was
positioned in front of his eyes and extended his arm to reach it. He played with a ball in
front of him and watched it while rolling. He also started to lean on the therapist and
smiled at him. These behavioral changes indicated that as he learned a controlled
movement in his arm through Dosa training, his mental functioning became more active.

Based on this clinical observation, Ninomiya and Koshio speculated that learning
to relax the tension in his body helped the boy to develop his active problem solving
ability and then facilitated this boy’s mental functioning. They argued that a task of Dosa
practice is direct and simple, therefore, it would be easy for people with mental
retardation to follow, individuals who might otherwise easily get distracted and confused
with a complex task.

Tanaka (1985) used Dosa training with a child with Down’s Syndrome. The client
was a three-year old girl who did not understand language nor acquired communicative
speech. She did not respond to the stimuli from outside nor show any interests in other
people. She moved forward in a sitting position. She could stand but, her standing posture
was unstable and she could not maintain it for a long time. Tanaka used a relaxation
exercise around the lower back, groin, and ankles to improve balanced standing. As the
practice of the Dosa exercise progressed, this girl’s motor movements improved. She

could stand by herself for a few minutes, balancing herself, and she started walking with
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assistance. Along with those improvements in motor control, she started to hold an eye-
to-eye gaze with her mother and smiled at her. She became more interested in things and
started to reach things around her. This case also suggested that Dosa training not only
improved her motor control ability, but promoted more active, adaptive behaviors.

These clinical studies suggested the possibility that the improvement of motor
control ability may influence a person’s psychological functioning and behavioral
regulation. Based on this assumption, the clinicians started to use the exercises of Dosa
training in therapy to work with individuals with various psychological problems and
examined its effectiveness as a psychotherapeutic technique. A term, Dosa therapy, was
coined for a type of psychotherapy which utilizes the Dosa exercises in order to bring
about a change in the client’s psycholgoical problem (Naruse, 1992).

Case studies have been conducted to evaluate Dosa training’s effectiveness with
individuals with various problems. Clients who have been treated successfully with Dosa
therapy include individuals with schizophrenia (Tsuru, 1982), anxiety disorder (Fujioka,
1987), obsessive-compulsive disorder (Kubota, 1991), hyperventilation (Hoshikawa,
1992), psychosomatic disorder (Ogawa, 1992), and depression (Shimizu, 1992). Dosa
therapy also has been applied effectively to athletes to help them enhance their physical
performance (Hoshino, 1982, 1992; Yamanaka, 1992) and older adults to help them

maintain and improve their physical and mental functioning (Araragi, 1992).

Dosa Therapy
Naruse (1985, 1992) developed a theory of Dosa therapy based on his clinical

experiences over thirty years and/or empirical studies by other researcher/clinicians. In
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this section, a theory of Dosa therapy by Naruse will be described followed by a review

of the empirical research.

Task Achieving Approach

In Dosa therapy, the client and the therapist meet once a week. A session of Dosa
therapy lasts approximately one hour and consists of two parts: half of the session is
spent in discussion about the client’s condition since the previous session and the other
half of the session includes the Dosa exercise. The focus of the discussion is on the
client’s behavioral, cognitive, affective, and experiential states regarding the issue which
brought the client to therapy. This information becomes a basis for the therapist and the
client to examine how the client’s perception and/or responses to his/her issue have
changed outside of the therapy session.

During the Dosa exercise, the client practices moving a specific part of his/her
body in a more regulated way. The focus of the practice is placed on the way the client
exerts effort in performing the movement, specifically, the manner of self-operation to
perform a given movement, rather than performance itself, which is a consequence of a
certain self-operation.

The process is assumed to proceed as follows (Naruse, 1985, 1992). The therapist
proposes a specific motor movement for the client to practice. This movement is called a
Dosa task and becomes a task or problem for the client to solve. A Dosa task is usually
transmitted from the therapist to the client verbally and non-verbally. It is given verbally
by instructing the client in a specific body movement. It is also proposed non-verbally by

gently, and slowly, guiding the client’s body in a specific direction to show concretely
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what the therapist meant and to assist the client’s movement. In order to begin practicing
the task, the client first needs to accept a given Dosa task and at least understand it
cognitively.

The client then plans to perform a given movement and starts to operate his/her
body in order to perform the Dosa task with the therapist’s assistance. At some point in
this beginning period, the client needs to understand the Dosa task on a physical level. In
other words, the client needs to feel physically what the required movement is and feel
sensations which happen in the relevant parts of the body. Once the client understands the
Dosa task cognitively and physically, then the strategy for performing the Dosa task will
become a center of attention for the client. The client closely monitors the performance
and pays attention to the sensory feedback while performing the movement. When the
strategy to carry out a movement is appropriate, the intended movement occurs. When
the operational strategies are inappropriate or insufficient, resultant movement is different
from the intended one. In such a case, the client needs to correct strategies using the
sensory feedback as a clue. In this respect, the client acts proactively to pursue the
process and achieve the goal, paying close attention to his’her own internal operation
process as well as the sensory feedback. For this reason, Naruse (1992) referred to Dosa
therapy as a task achieving approach.

During the Dosa exercise, the therapist and the client communicate mainly on a
physical level between the client’s body and the therapist’s hand. The therapist also asks
about the client’s sensorimotor awareness, thoughts and feelings while moving his/her

body. This conversation is included based on the assumption that the attempts at

26



verbalizing internal sensations and/or operations will facilitate the client’s focus on
his/her experiencing process (Kubota, 1991).

The decision about which exercises to be used as a Dosa task for a specific client
is based on the client’s condition and the client and the therapist’s therapeutic
relationship. However, the relaxation Dosa exercises and the integrated Dosa exercises
are included frequently as a Dosa task (Naruse, 1985). Relaxation Dosa exercises,
especially those which aim to relax muscles around the neck, shoulders, and upper-body,
are used frequently. This is because most clients show tension in their upper body when
they enter therapy and an adequate level of relaxation is considered to be a necessary
base for a controlled motor movement (Naruse, 1985). In order to relax a specific part of
the body, a person needs to (1) differentiate a tensed part from a relaxed part, (2) feel the
degree of tension, (3) pay close attention to the relevant parts and feel those parts in
relation to the whole body, and (4) exert adequate effort to relax and modify the strategy
if necessary. This operation requires continuous information processing between the
psychological and kinesthetic levels of functioning. In this respect, the relaxation
exercises of Dosa therapy help a person’s psychological operation move toward self-
relaxation (Naruse, 1985).

The integrated Dosa exercise for balancing an up-right position is also frequently
adopted as a Dosa task. Clinical observation of Dosa therapy with severely disabled
children suggested this practice might provide an experience which develops a sense of
self in the world (Naruse, 1992). When those children who could not sit by themselves,
sat or stood on their own feet with assistance, it was frequently observed that they looked

up and then around almost as if that was the first time they encountered the world out
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there and tried to acknowledge the space surrounding them. After the appearance of such
behaviors, they started to become interested in things and people and behave more
actively. When those children came to sit by themselves with more stability, they started
to extend their arms in attempt to reach an object around them which indicated that they
differentiated themselves from the objective world around them. Based on these
observations, it is assumed that balancing a person’s own body in three dimensional
space in relation to gravity helps a person develop a sense of self and a feeling of
existence in the world; a foundation of him/herself in relation to the psycho-social
environment.

Jacobson (1964, 1974) developed progressive relaxation to facilitate mental
control by means of control over the musculoskeletal system and later renamed it a self-
operation control. The practices to learn to relax a specific part of the body were
described, which proceeds from paying attention to a certain part, noting a tension and
gradually relaxing a target muscle/muscle group. On the practical level, a commonality
can be seen in the procedures between Dosa therapy and progressive relaxation.
However, Jacobson (1964) described relaxation as “requiring no effort” (p.72), and a
tension as work. This may be true physiologically. However, from the viewpoint of Dosa
therapy, on the psychological level, relaxation requires a certain mental operation (effort)
which was described above. In this respect, progressive relaxation and Dosa therapy may
share commonalities in the goal and the procedures, however a difference can be seen in

the conceptualization of the process.
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Therapeutic Factor

Naruse (1988) believed every person lives by exercising agency and referred to
the center of a person’s agency as the self. He defined the self as a phenomenological
experience with a feeling of “I”. The self utilizes his/her potential within a limit of bio-
psycho-social constraint and actualizes his/her own potentials as much as possible. The
psychological existence of a person’s body, which a person is aware of as his/her own
body and can operate intentionally, is defined as “self body”. The self operates self body
and utilizes it as a tool in interacting with its environment.

Naruse (1988, 1992) hypothesized that Dosa therapy utilizes a person’s
experiential functioning to bring about covert, psychological changes, which then leads to
overt, behavioral changes. For this reason, he referred to Dosa therapy as an experiential
method. Naruse (1988) believed that mobilizing experiential functioning is one of the
common therapeutic factors of psychotherapy. He defined the experiencing as a
subjective, active feeling when a person is engaging with the environment and includes
both feedforward and feedback information during this self-activity process. It is a total,
here and now feeling of which a person is aware while operating on something (Naruse,
1988). Experiencing includes a conscious feeling as well as unconscious and
subconscious functioning or tacit knowledge of which a person is implicitly aware
regarding self-activity (Naruse, 1992).

Naruse (1992) differentiated the manner of experiencing from the content of
experiencing and defined the latter as what a person is experiencing, while the former as
how a person is experiencing the content matter. He argued that the content of

experiencing has been addressed as a target in most modalities of psychotherapy which
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have been developed by western clinicians/researchers, however, that the manner of
experiencing is more important than the content and, thus, should be directly addressed in
therapy.

Naruse (1992) considered that the manner of experiencing includes affective,
emotional responses such as being sad, happy, or angry and feelings which arise when a
person regulates his/her behavior such as uneasy, relaxed, upset, accepted, and satisfied.
It also includes feelings about self such as a feeling of self-identity and a feeling of
evolving, feelings regarding one’s body such as a feeling of owning a body and a feeling
of dissociating from the body, and feelings regarding the relationship with the
environment such as a feeling of fit and a feeling of being understood by others. He
assumed that the manners of experiencing which are functional and enable individuals to
lead an adaptive, healthy life include those which accompany a feeling of being whole
rather than fragmented, being alive rather than vague and unclear, being active rather
than dormant or stagnated, and being stable rather than unstable.

In addressing the manner of experiencing, it is desirable that the person focuses
on him/herself as a target of observation from which experiencing is generated. When a
person views him/herself, the abstract self-concepts such as personality, behavioral
tendencies, values, and abilities may not be adequate as targets of observation. These
personal attributes tend to elicit a cognitive, evaluative judgement and generate an
affective response, which is negative most of the time for people who are in therapy.
Thus, Naruse felt that focusing on the abstract aspect of the self is not useful for therapy.
Those aspects of the self which are concrete and direct in nature and do not elicit

evaluative, affective reactions are more appropriate targets of observation. For example,
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the body sensations and feelings and those changes that a person becomes aware of when
sitting in a chair or when a person moves his/her body, can be appropriate targets of
observation in addressing a person’s manner of experiencing.

Naruse (1992) explained that the Dosa process sensitively reflects a person’s
manner of experiencing in a small, subtle motor movement and/or tension. Naruse argued
that Dosa therapy can address directly the manner of experiencing rather than
understanding and interpreting the content of experiencing. He assumed that a person’s
problem is caused by an inappropriate manner of experiencing, and, therefore, the goal of
Dosa therapy is to change that manner of experiencing to a more functional one. The
practice of a Dosa task could help a person modify his/her manner of experiencing to a
new, more functional one. In other words, the Dosa task can be a tool to provide a person
with an opportunity to learn a new manner of experiencing. It is assumed that this new
manner of experiencing can lead to a change in a person’s manner of experiencing in
their daily living, such as the way of perceiving, feeling, and thinking about things and
their attitudes toward themselves and their own life (Naruse, 1992). Furthermore, it is
assumed that a feeling of self-operation during the motor control, that is, a feeling of
agency in actively exerting effort to move a specific body part, is enhanced through Dosa
therapy and will have ramifications in other areas of the person’s existence.

Humanistic psychotherapy, which includes experiential and phenomenological
therapies, also stresses addressing a person’s experiential functioning (Gendlin, 1979,
1992; Greenberg, Safran, & Rice, 1989). In particular, Gendlin’s (1979, 1992)
experiential psychotherapy focuses on the experiential felt sense which is defined as a

bodily feeling that contains meaning about a person’s interrelation with his/her world.
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Naruse (1988, 1992) did not discuss his theory of experiencing and Dosa therapy in
relation to humanistic psychotherapy, however, it appears that his theory shares some
views with humanistic psychotherapy. Both humanistic psychotherapy and Dosa therapy
address a therapy process by conceptualizing it as a dynamic process (Naruse, 1992;
Rogers, 1958). They also assume self as an agency of human functioning which contains
potential for change and growth (Naruse, 1985; Rowan, 1992). However, in Dosa
therapy, the manner of experiencing is addressed by means of body movement. In other
words, the practice of motor control is expected to influence the client’s manner of
experiencing in general, without directly focusing on his/her experiences regarding the

problem. This aspect is a characteristic of Dosa therapy.

Empirical Studies on Dosa therapy

Experimental Studies

Konno and Ohno (1987) conducted an experiment to identify factors which
facilitate the relaxation process through Dosa training. They administered a relaxation
Dosa exercise to fifty-eight, healthy, female college students and had them complete a
20-item questionnaire after the practice about their experiences regarding the relaxation
exercise. A factor analysis of the results identified three factors. One of the factors
(Factor I) was related to psychological acceptance of the experimental situation and/or
relaxation assistance. A second factor (Factor II) was related to differentiated and
integrated body awareness. And the last factor (Factor III) was related to the feeling of
generalized relaxation. The individuals who reported that they focused on their body

sensations during the practice were classified into the “concentrated” group and those
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who did not focus on their body sensations during the practice were classified as the
“non-concentrated” group. Their scores on the three factors were compared. It was found
that the concentrated group scored significantly higher on Factors I and II than the non-
concentrated group. This result suggested that those subjects who paid attention to the
relaxation process or the body sensations while relaxing their body tended to accept the
relaxation assistance more easily and have more differentiated and integrated body
awareness than the subjects who did not focus on their body sensations during the
practice. They concluded that a person’s active involvement in the relaxation process is
indispensable for self-relaxation with Dosa therapy.

Konno (1993) examined the effect of body tension and the awareness of it, on a
person’s experience of relaxation. Sixty-five college students were divided into three
groups based on body tension and their awareness of it. The awareness group consisted of
individuals who had muscular tension around their neck, shoulder and low back and were
limited in moving those parts due to the tension and were aware of those tensions. The
non-awareness group included individuals who had muscle tension around their neck,
shoulder and low back but were not aware of it. The no-tension group included
individuals who did not have muscle tension in the upper body. The subjects had a
relaxation exercise around the upper-body and answered a questionnaire regarding their
feelings and body sensations after the relaxation. The results showed that the awareness
and the no-tension groups reported more decrease in the uncomfortable body sensations
than the non-awareness group. Individuals in these two groups also reported more
stability in standing, lightness of body, and good mood. On the contrary, the non-

awareness group reported more vague/non-specific relaxed feelings such as feeling light-
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headed and difficulty in concentration, and uncomfortable body sensations such as heavy
or languid feeling or a feeling that their body was not his/her own. These results showed
that individuals who were aware of their body tension experienced relaxation more
positively, whereas individuals who lacked awareness of their body tension responded
negatively to relaxation with a feeling of light-headedness or difficulty in concentration.
It was suggested that awareness of body tension influences how a person responds to the
changes in his/her body. More specifically, when a person perceived a change in body
sensation as a meaningful experience, he/she could utilize this experience in finding a
clue to solve his/her problem.

Konno (1989) examined the changes in the acuity of tactile sensation as a result of
the relaxation exercise of Dosa therapy. He administered a relaxation Dosa exercise to
twenty female college students and measured the acuity of tactile sensations of their
shoulders by means of two-point limen, also known as the two-point threshold, which is
the traditional measure of spatial acuity, before and after the relaxation exercise. The
results showed that the two-point limen decreased significantly after the relaxation. There
was no significant difference in the two-point limen between right and left shoulder.

The subjects were then divided into two groups, high or low in acceptance of
relaxation, based on the scores on the questionnaire about relaxation experiences. Those
who scored high on items related to differentiated and integrated awareness of relaxation
were considered as high in acceptance of relaxation and were classified as the high
acceptance group. Those who scored low on those items were placed in the low
acceptance group. The comparison of the changes in two-point limen between these two

groups revealed that the two-point limen of the high acceptance group was significantly
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lowered after relaxation, whereas there was no difference in two-point limen before and
after the relaxation with the low acceptance group. These results indicated that relaxation
through Dosa therapy increased the subjects’ acuity of tactile sensation. It also suggested
that acceptance of relaxation plays an important role in awareness of changes in body
sensations.

Konno (1997) also examined the effect of relaxation and postural training on
visual and auditory perception. Eighteen college students were randomly assigned to the
experimental and control groups. The experimental group had a relaxation Dosa exercise
of shoulders and postural training and took visual acuity, visual field, and hearing acuity
tests before and after the relaxation exercise. The control group took the same test before
and after the thirty-minute conversation with the experimenter. Individuals in the
experimental group reported positive changes in body perception and external perception
after the relaxation. More specifically, those individuals felt more grounded in standing,
felt that their body became more active, felt more relaxed, and had a feeling of fullness in
their abdomen. They also reported that they saw the external world more vividly,
experienced a broader visual field, and had a more lively impression about the external
world. The results of the tests showed the visual acuity, visual field, and hearing acuity of
the experimental group significantly increased over those of the control group. It was
suggested that the relaxation experience through Dosa therapy may enhance the external
perception by improving the visual and auditory acuity.

In sum, these studies conducted by Konno, suggest that awareness of one’s body
influences how a person perceives and accepts relaxation experiences. Furthermore, it

appears that relaxation experiences improve a person’s perception.
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Clinical Studies

Clinical studies which aimed to examine the effectiveness of Dosa therapy have
also been conducted. Most of them are small-scale case studies. In this section, those
clinical studies will be reviewed.

Tsuru (1982) applied Dosa therapy to five patients with schizophrenia in an in-
patient setting. The patients were all female with ages ranging from 31 to 43. They
showed symptoms which are typical of a person with schizophrenia such as auditory
hallucination, delusion, flat affect, and mutism. They had treatment with a relaxation
Dosa exercise around the upper body once a week for 14 sessions. Rigid muscle tension
was observed for all of them around their neck, shoulders, torso and lower back. The aim
of the relaxation exercises was to help the women learn how to relax the rigid muscle
tensions in their body. As they relaxed those tensions with the therapist’s assistance, they
became aware of the tension in their body and learned how to relax it by themselves more
smoothly. Along with the progress of self-relaxation, changes in their symptomatic
behaviors were observed in the therapy session at first and later in other situations. The
patients started to relate to the therapist more actively during the exercise. They also
started to interact with nurses and other patients. Their impulsive behavior resulting from
delusions, decreased. Over all, they became more active and interactive. Tsuru speculated
on the relationship between in-therapy experiences and behavioral change as follows. In
order to relax body tension, the patients had to resolve anxiety to release a familiar body
pattern and change themselves. This experience, she suggested, facilitated their self

activity and helped them respond more openly and actively in the daily situations.
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Fujioka (1987) reported the results of Dosa therapy with a man with conversion
disorder. Fujioka examined the therapeutic process of Dosa therapy based on this case.
The client was experiencing difficulties such as a lightheadedness, loss of balance and
difficulty in walking in social situations. Dosa therapy, with a relaxation Dosa exercise of
the upper body, was conducted with this client for thirteen sessions. In the beginning of
the relaxation exercise, the client could relax a rigid tension around his shoulder only
slightly. However, he did not feel that he was relaxing it. As the practice progressed, his
awareness changed from believing that his body relaxed by itself to believing that he was
relaxing that tension. Along with this progress in the Dosa practice, changes in his
behaviors were observed. The symptoms started to happen less and he was able to stand
for about one hour at a ceremony. He became less worried that his symptom would
appear and his overall tightness in interpersonal situations lessened. He also started to
feel more confident about himself.

Fujioka analyzed the therapy process as follows. The first five sessions were
considered an opening phase where the client encountered his body by focusing on the
sensations in his body. The next two sessions were an expansion phase where the client
learned self-relaxation but was not aware that he was relaxing himself. Then followed the
self body operation phase where the client came to feel that he was relaxing a rigid
tension himself. The process ended with the closing phase where the client worked
thoroughly with the strategies of relaxation. Fujioka argued that the goal of Dosa therapy
is to help the client facilitate activity of his/her self, gain a lively and active sense of

his/her body, emotion, and existence, and monitor this internal self-functioning.
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Kubota (1991) applied Dosa therapy to a woman with obsessive-compulsive
disorder and examined the therapy process in terms of self activity which was facilitated
through Dosa therapy. It was found that as the client became more aware of subtle
sensorimotor information from her body and learned to move her body more voluntarily,
her irrational thoughts changed into more rational ones and she started to act based on a
more realistic judgement of the situation. It was suggested that Dosa therapy facilitated a
form of self-activity in such a way that this client perceived her body as an object of
attention and operated it more actively and realistically. It was also speculated that a
manner of self-activity became more active and realistic through the Dosa exercise and
this change in manner of self-activity led her to respond based on a more realistic
judgment without being obsessed with her irrational thoughts.

Watanabe (1995) used Dosa therapy to treat nine nurses with burnout syndrome.
A self-concept scale and a burnout scale were administered before and after the
intervention. The intervention with a relaxation Dosa exercise around the torso was
conducted for twelve sessions. It was found that at the end of the intervention, the overall
burnout score decreased and that the self-concept regarding the body changed in a
positive direction. It was suggested that awareness of the body through self-relaxation led
to a change in self-concept which is directly related to the body and an improvement in
mood, such as reduction of depression and exhaustion, which are symptoms of burnout.

A case of hyperventilation which was treated with Dosa therapy was reported by
Hoshikawa (1992). The client was a sixteen-year-old, high school girl. She experienced
an attack at school and/or in a train almost everyday and sometimes the attack

accompanied stiffness in her extremities. The therapy was conducted for five sessions
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and a relaxation exercise around shoulders was used. The symptom disappeared after the
first session and this condition was maintained for the rest of the time. From this case,
Hishikawa speculated that this girl perceived her symptom as something which happened
automatically and was out of her control. Through Dosa exercise, she practiced
controlling her body movements and facilitated awareness of her body. This experience
led to a disappearance of the symptom. The successive practice of self relaxation might
have contributed to her remaining symptom-free.

Ogawa (1992) treated a man with a psychosomatic problem. The client was a
middle-aged man who suffered from dizziness, excessive tension in his shoulders and
pain in the back. These symptoms started after a job transfer due to stress. He first saw an
internist, an orthopedist, and a dentist, however, no physical problem was found. A
relaxation Dosa exercise around the upper body was used to help him become aware of
tension in his body and learn to relax it. Through Dosa exercise, the client became aware
of tension in his neck, shoulder, and back and came to relax them by himself. Along with
the progress in therapy, his physical symptoms started to decrease and he became aware
of the relationship between stress and physical tension. He then found a new way of
coping with his stress. It was indicated that Dosa exercise helped the client become aware
of tension in his body and relax it voluntarily. This experience led the client to become
aware of the relationship between his physical symptoms and psychological state and he
started to adopt a new coping strategy for his stress.

Shimizu (1992) reported a case of depression which was treated with Dosa
therapy. The client was a middle-aged man who suffered from depressed mood and

agitation and reported a suicidal ideation. The session with Dosa therapy was interspersed
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nine times in conventional counseling sessions. By the thirteenth session, his depressed
mood was improved and he started to act more actively and respond more flexibly in
interpersonal situations. Shimizu speculated that through Dosa exercise, the client noticed
a new movement and sensation in his body. Based on these new experiences, the client
came to perceive himself differently and behave based on a realistic judgment.

Tsuru (1991) also applied Dosa therapy to a man with depression and examined a
therapeutic factor of Dosa therapy from the therapy process. The client became depressed
and withdrawn after experiencing an interpersonal conflict. He also had a feeling of
restlessness when thinking about that traumatic incident and sometimes that feeling
occupied him for the rest of the day. In therapy, he practiced relaxation Dosa exercises
around the neck, shoulder, and torso. Through the practice of relaxing tension in his
body, he became aware of subtle sensations in his body and started to feel that he was
relaxing the tensions in his body and felt his body more real as his own. He eventually
learned to relax smoothly and felt that his body was more relaxed and this became a basis
of his mental functioning. Along with these experiences through Dosa exercises, he
started to observe his behavior more objectively, his anxiety in interpersonal situations
lessened, and he became more active in his work, and reported a strategy to stop negative
thinking when it occurred and showed signs of self-control over his thoughts. Through
this case, Tsuru speculated that a person gained a more real and lively sense of their own
body through Dosa practice and this experience led to the changes in behaviors. It was
assumed that bringing about a change in one’s own sense of self body is a major

therapeutic factor of Dosa therapy.
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These clinical studies, though small in scale, provide beginning evidence that
Dosa therapy has been effective in helping individuals with various psychological
problems. As for the research method, most of them used a case study method except for
Watanabe’s study (1995) which adopted a pre test-post test design with one group.
Therefore, the evidence, while systematically noted, is somewhat anecdotal in nature and
threats to internal validity exist. Analyses of the underlying mechanism of therapeutic
change were conducted qualitatively. More specifically, a researcher (1) described the
process of Dosa task performance in the session and the process of the client’s behavioral
change outside the therapy, (2) juxtaposed the in-session event and the out-of-therapy
change to see their relationship, (3) found a pattern in which a specific in-session event
precedes an out-of-therapy change, and (4) made an inference about the underlying
mechanism which might relate the in-session event to the change in behavior outside the
therapy. For example, through analysis of the therapeutic process of a client with
obsessive-compulsive disorder, Kubota (1991) described a parallel pattern between the
Dosa practice and an out-of-session change. When the client came to relax her body more
voluntarily and acknowledged that she was doing so intentionally, the client could divert
her attention from her obsessive ideas to relevant things at that moment. From this
pattern, it was inferred that the client’s self functioning became more active and reality-
based through the Dosa practice and that this manner of self functioning enabled her to
gain more control over her obsession in her daily living based on more realistic

judgements.
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Hypotheses and Research Questions

This dissertation study was undertaken in an effort to move research about Dosa
therapy to another level. By using rigorous, single subject methodology, systematic
observations were conducted to examine the effectiveness of Dosa therapy for individuals
with anxiety problems. In addition, the underlying mechanism by which Dosa therapy
operates was explored by using a task analysis approach which is a method of process
study. The research questions and specific hypotheses of this dissertation study are as
follows.

First, does Dosa therapy facilitate a person’s experiencing process? It was
hypothesized that the participants’ manner of experiencing would change in the direction
of becoming more internally oriented, integrated, reality-based, and active after the Dosa
therapy intervention. Specifically, the participants’ experiencing would reach a higher
level on the Experiencing scale (see Appendix H). The awareness of somatic sensations
during the Dosa practice would increase in quantity and quality, as measured by the
Questionnaire for Somatic Awareness (see Appendix L).

Second, does Dosa therapy change a person’s manner of self-functioning to a
more adjusted manner? This question was examined on cognitive, affective, and
behavioral levels. On the cognitive level, it was hypothesized that the participants would
become more autonomous and that there would be an increase in their agency after the
treatment. Specifically, a participant’s locus of control would become more internal on
the Belief in Personal Control Scale (see Appendix J) and a participant’s self-efficacy
level would become higher on the self-efficacy scale (see Appendix I). On the behavioral

level, it was hypothesized that the frequency or duration of undesirable behavior
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regarding the participant’s anxiety problem would decrease or desirable behavior would
increase as recorded by the Behavior Record Form (see Appendix G). On the affective
level, it was hypothesized that the participant’s anxiety level would decrease and result in
lower scores on the Clinical Anxiety Scale (see Appendix F).

Lastly, a question was asked about what was happening in the Dosa therapy
session which generated the aforementioned change. This question was answered by
analyzing the therapy process qualitatively and developing the models which describe the
process of how the Dosa task was performed. By using a task analysis approach, the
performance model was developed to describe the process of how the Dosa task was
achieved. From this model, the operations model was developed to describe a
participant’s possible mental operations which generated the observable performances. In
so doing, an underlying mechanism of Dosa therapy which connects experiences in body

with changes in psychological functioning, was explored.
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CHAPTER 3

METHODOLOGY

Overview

This dissertation study utilized single subject methodology as the research design,
which involves an intensive, systematic observation of each subject over time (Bloom,
Fischer, & Orme, 1995; Gingerich, 1988). This design is less common in contemporary
research, where most studies focus on a group of individuals, aggregate the data, and
compare means to determine effects or differences. However, single subject design is
particularly well suited for the evaluation of clinical practice with individual clients and
the effectiveness of an intervention as was undertaken for this dissertation (Bloom,
Fischer, & Orme, 1995; Kazdin, 1982).

In order to investigate the change process which operates in Dosa therapy, a task
analysis approach was adopted as a data analysis method (Reid, 1988; Rice & Greenberg,
1984). This analysis method engages in a continuous, moment-by-moment analysis of the
psychotherapeutic process. This method of data analysis is also less common but adds to
an important element to the conventional outcome research of psychotherapy which
compares conditions before and after the intervention to see any effect of the therapy.
This section starts with the descriptions of single subject design and task analysis

approach.



Single Subject Design

Single subject research designs which involve an intensive observation of the
individual are also referred to as ideographic strategies, whereas group-comparison
designs which compare the average of groups are referred to as monothetic strategies.
The relative values of single subject versus group design methodologies have generated
arguments and the conclusion has not been reached as yet (McGuigan, 1990).

A major criticism of the between-group designs for applied research is that
conclusions are drawn based on group means and these values may not be informative in
understanding an individual’s behavior. Under some conditions, the group means may
not be indicative of individual behavior and could be misleading (McGuigan, 1990). In
those cases, focus on a single subject allows the researcher to know more about the
individual’s behavior under a specific condition, which is particularly important in
clinical practice.

The case study method has been used to study the individual client in an applied
research field. This method allows a researcher to study a single case in a naturalistic and
uncontrolled setting and provides unique, rich information about a specific individual.
However, these very specific characteristics are also weaknesses of this research method.
That is, the case study method lacks controlled conditions and carefully administered
objective measures of behaviors (Kazdin, 1998).

Single subject design has been developed as a more intensive observation method
of individual persons than a traditional case study method and advocated as a method of
applied research to immediately and directly evaluate the effect of practice (Barlow &

Hersen 1984; Bloom, Fischer, & Orme, 1995; Kazdin, 1982; York, 1998). Single subject
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design involves systematic observations of a specified problem or objective of the client
and measures the problem/objective repeatedly over time. In this respect, single subject
design is also referred to as a repeated measures design.

The process starts with specifying a target or targets of intervention, proceeds to
monitoring the intervention process, and ends with evaluating the outcome. When
specifying the target(s), a concrete, observable behavior which represents the client’s
problem is selected and operations or measurement procedures of the target behavior are
specified. Single subject design typically consists of two types of phases; a baseline phase
(A) and an intervention phase (B). During a baseline phase, the information regarding the
target behavior is collected through systematic observation and/or report. However, no
target-focused intervention is implemented. During an intervention phase, one or more
target-focused intervention(s) are implemented and change in the target behavior(s) is
measured.

In order to draw a conclusion about whether the intervention had an impact on the
target behavior, a practitioner/researcher looks for persistent concomitant variation
between the intervention and the predicted change in the target. That is, when change in
the target behavior occurs after the intervention is introduced and only when these two
events persistently covary, then this condition provides the practitioner/researcher a basis
on which to draw the conclusion that the intervention may be a cause of change of the
target (Barlow & Hersen, 1984). Therefore, the target behavior is compared between the
baseline and the intervention phase on the same person. In this respect, each subject

serves as its own control.
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Generality of the findings from a study with the single subject design is made
based on similarities between a particular subject treated in the study and a person in
question. That is, if a study shows that a given intervention is successful with an
individual with a particular problem and certain personal characteristics, then the
clinician can be relatively confident to say that a person with the same problem and the
similar personal characteristics might respond well to that particular intervention. This
process is called logical generalization (Edgington, 1966) and this has provided a
rationale for applied researchers to generalize the results from a single case (Barlow &
Hersen, 1984; Dukes, 1965; Shontz, 1965).

An advantage of single subject design compared to a group design concerns the
reduction of error variance (McGuigan, 1990). This repeated-treatment design eliminates
individual differences by employing the same participant as his’her own control. Thus,
this design makes it possible to reduce error variance in the study, where error variance is

a measure of the variance for which we cannot account.

Task Analysis Approach

Psychotherapy research can be classified as outcome research or process research.
Outcome research addresses the presence and magnitude of changes that are brought
about through the therapy, whereas process research focuses on the interaction between
the client and the therapist in the therapy session (Lambert & Hill, 1994). Outcome
research, which typically adopts a group comparison design and sees the difference(s) in
a client’s behavior before and after the therapy, has been criticized for its limitation

around understanding therapeutic factors (Barlow, 1981). Specifically, Barlow (1981)
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argued that conventional outcome research failed to answer important questions for
clinical practice, that is, why a specific treatment works and for whom it works and for
whom it does not. The use of a single subject design, as discussed above, alleviates some
of these problems. However, to augment this situation, process research has been
proposed as a way to investigate the psychotherapy change process on a moment-by-
moment basis (Rice & Greenberg, 1984; Safran, Greenberg, & Rice, 1988). A task
analysis approach was introduced as a method of process research by Greenberg (1975),
Rice and Saperia (1984), and Safran, Greenberg, and Rice (1988) to investigate the
process of therapeutic interaction and to connect in-session change with outside-therapy
change.

Task analysis has been used since the 1940s in Industrial Psychology and the field
of education to study human problem-solving processes. Newell and Simon (1972)
developed a general model of the human problem-solving process in specific task
environments by analyzing individual verbal protocols and inspecting qualitative
similarities and differences between various protocols. This general approach is referred
to as the task-analysis approach. In this approach, the researcher starts with developing a
model of the process by which a specific task is accomplished. The initial model is
developed based on a theory and rational analysis of human information processing in a
specific problem-solving situation. Then the researcher inspects individual protocols,
compares them with the initial model, and revises the model to bring it in line with the
real phenomenon. This procedure involves the progressive development of a heuristic

model of human performance and information processing activities. This model is to be
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tested and refined in an interactive fashion on the basis of its ability to model an
individual’s specific problem-solving performance.

Greenberg (1975, 1984) and Rice and Greenberg (1984) introduced this approach
to the psychotherapy research field by reasoning that psychotherapeutic intervention is
considered to be a task environment where the client attempts to perform a particular
cognitive-affective task. With this approach, they attempted to identify the client’s inner
operations that are essential for the successful resolution of a specific therapeutic task.
The process of building a model of client inner operation while resolving a therapeutic
task, involves three stages. First, a researcher selects and describes the task and task
environment. Second, a model of therapeutic process for a specific change task in the
session is constructed based on theoretical, rational analysis and the researcher’s clinical
experiences. Lastly, the developed model is examined empirically based on intensive
examination of several individual cases and will be revised based on the empirical data.
Hypothesis testing to verify the model has been conducted by differential efficacy studies
and/or comparing successful cases to unsuccessful ones on the outcome (Greenberg,
1984).

In constructing a model of change mechanisms, Rice and Greenberg (1984)
proposed two levels of abstraction in an attempt to understand what the client needs to do
in therapy to achieve change. The first level is referred to as client process, which
concerns the manifest client performance in the session. The second level is referred to as
client operation, which concerns the client’s internal mental operations and is inferred
from the former, performance process. Rice and Greenberg expect that the level of client

operations will become a transferable level of understanding across different orientations
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of psychotherapy. The goal of the task analysis is to identify and understand the client’s
internal operation that enables the client to resolve successfully a class of therapeutic
tasks (Rice & Saperia, 1984).

For example, Greenberg (1984) developed a performance model and an
operations model of conflict resolution in Gestalt therapy through the empty chair work.
In the performance model, he described the conflict resolution dialogue between the two
chairs which starts with a split between them, then moves to criticism of one chair and
affective reactions and a new experience of the other chair and is eventually followed by
a negotiation and/or an integration between the two parts. The operations model, which
was inferred from the performance model, starts with identification of the most alive
sense of criticism in one chair and formation of reaction in the other chair and ends with
dissolution of differences and integration of both perspectives.

In order to conduct a process study, it is important to examine whether a specific
task in the session has a therapeutic effect which is worth studying in depth. When it is
found that the task is therapeutically meaningful, then process analysis can be pursued to
examine therapeutic factors (Greenberg, 1984).

In Dosa therapy, performing a specific movement is a primary focus in the
therapy session (Naruse, 1992). This movement is called a Dosa task and is proposed by
the therapist to the client and is accepted by the client. If the client can perform a given
movement, the Dosa task is achieved. However, most of the time, the client encounters
difficulty performing it in a controlled manner, that is, tensing and relaxing specific parts
of the body simultaneously. When the client notices such difficulty, a problem-solving

situation arises where the client and the therapist work together to resolve this situation.
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A problem is solved when a client manages to make a movement with the therapist’s
assistance. A Dosa task involves primarily a sensorimotor process, however, it also
includes a psychological process. The therapist provides a safe environment and
assistance for the client to successfully solve the task. The client practices the movement
until he/she can perform it voluntarily. Therefore, for a Dosa task, a problem and a goal
are defined clearly and the start and the end of the process are also clearly demarcated
and noticeable both for the client and the therapist. For this reason, a task analysis
approach was selected to analyze the Dosa therapy process. A performance model of the
Dosa task process addresses the Dosa performance process. An operation model focuses
on inner operations during the Dosa task performance. These two models were used to
speculate about an underlying mechanism of the Dosa process and an aspect of a body-

mind interaction during Dosa therapy.

Recruitment of Participants

The participants of this study were recruited from among female graduate
students who had an anxiety problem. An anxiety problem was defined in this study as an
issue or problem which worried an individual and made her feel anxious. Recruitment
proceeded as follows. The investigator visited four social work classes for students in the
master’s program with permission of the instructors. In the class, the investigator
distributed a handout (see Appendix A), explained the purpose of the study and the length
of commitment and asked for their participation. Nine students volunteered to participate

from approximately eighty students in the four classes.
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Then an individual screening session was held with the nine volunteers,
individually. In the screening session, the investigator again explained the purpose of this
study, the philosophy of Dosa therapy, and the nature and duration of involvement in this
study. When the volunteer agreed to proceed to the interview to talk about her anxiety
problem, she was asked to sign the consent form (see Appendix B) and reminded that
participation was voluntary, that she could discontinue at any point, and that her identity
would be kept anonymous. The questionnaire regarding anxiety problems and
background information (see Appendix E) was administered to collect information about
the issue the volunteers wanted to work on and some brief demographic information. The
clinical anxiety scale (see Appendix F) was administered to measure the volunteer’s
anxiety level. Based on the information given on the questionnaire, the investigator
conducted an interview to set a goal/objective of the therapy and to identify a behavior
which represented the volunteers’ anxiety problems in order to monitor the progress of
the therapy.

The criteria of inclusion and exclusion for this study were set as follows.
Individuals whose main problem was anxiety were to be included. Those who had other
psychiatric problems combined with anxiety or those who had been diagnosed or
appeared to be classifiable as having other psychiatric problems than anxiety were to be
excluded from the study. In order to determine whether an individual might be
classifiable as having psychiatric problems, the DSM-IV was used to evaluate their

symptoms (American Psychiatric Association, 1994).
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Participants

All nine volunteers met the criteria of inclusion and were included in this study.
Table 1 shows the participants’ anxiety problem, the anxiety score on the clinical anxiety
scale, and the disturbance level on the questionnaire for anxiety problem, which was
answered on a 10-point scale, 1 meaning no trouble at all and 10, very disturbed.

As seen in Table 1, the main anxiety problems the participants addressed were
diverse. The anxiety scores on the clinical anxiety scale (Hudson, 1992; Westhuis &
Thyer, 1989), described later in this section, ranged from 8 to 47. The clinical anxiety
scale has a clinical cutting score, which is 30 (+ 5). Therefore, the score of participant 5
indicates that she has an anxiety problem. The scores of Participant 1, 4, and 6 fell in an
area where it indicates possible presence of anxiety. The scores of Participant 2, 3, 7, 8,
and 9 indicate that their anxiety levels were within normal range. Their disturbance levels
on the questionnaire regarding anxiety problems and background information, which
were self-rated, ranged from 6 to 9, suggesting they were quite disturbed by the issue.

Among these participants, four of them terminated their participation in the
middle of the study and five of them completed their participation. Participant 1
terminated her participation after the first interview because of a time conflict.
Participants 2 and 5 terminated their participation after the second interview of the
intervention phase. Participant 2 acknowledged that talking about her issue invoked the
same dreadful feeling which she experienced as an issue in her daily life and made her
feel uncomfortable. For this reason, she decided to end her participation. Participant 5
had scoliosis for which she was having treatment. Before the therapy started, she said that

relaxation exercise might help her condition. When it actually started, she began

53



Wo

m

P

P



worrying that the Dosa exercise might have a negative effect on her body condition. The

investigator made sure that no unusual condition had occurred in her body at that point

and supported her desire to terminate her participation. Participant 4 terminated her

Table 1
Participants’ Anxiety Problem, Anxiety Score, Disturbance Level and Extent of
Participation
Participant ~ Anxiety Problem Anxiety  Disturbance Extent of
Score Level Participation
Participant 1  Taking care of 1-year- 32 6 Terminated
old daughter after the 1%
baseline session
Participant 2 Anxiety when havingno 17 7-8 Terminated
control of a situation after the 2™
intervention
Participant 3  Difficulty of 13 8 Completed
concentration on study treatment
Participant 4 Balancing work, study, 30 8 Terminated
and private life after the 4™
intervention
Participant 5 Balancing study and 47 9 Terminated
family demands after the 2™
intervention
Participant 6 Feeling of isolation and 26 8 Completed
not fitting in treatment
Participant 7 Procrastination 16 8 Completed
treatment
Participant 8 Feeling toward 8 8 Completed
boyfriend treatment
Participant 9 Anxious feeling 18 6-8 Completed
treatment
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participation after the fourth session of the intervention phase because her schedule
changed and she could not find time to continue her participation.

The participants who stayed in the study are described in detail below:

Participant 3 was a fifty-year-old woman. She came back to school after working
for more than twenty years. She felt overwhelmed by the amount of work she needed to
do for the classes and had difficulty focusing when she actually sat down to study. She
hoped to become more relaxed and to concentrate on her study. The actual amount of
study time recorded in hours was selected as the behavior to monitor.

Participant 6 was a forty-three-year-old woman. She felt that she has not fit in
since she was a young girl. She questioned the norm most of the time and liked to
challenge things, aiming for a high standard. She criticized that the majority of people
simply went along with the norm. For this reason, she always felt isolated. Intellectually,
she knew that everyone need not think the way she did, however, she was still disturbed
by thinking of this situation. Her goal of the therapy was to decrease a feeling of
frustration or stress and to let go of it. Since stress and frustration built up during the day,
she had difficulty falling asleep at night. As a behavior to monitor, she decided to focus
on this behavior and rate the difficulty falling asleep on a scale from 0 to 10, 0 meaning
not difficult at all and 10, very difficult. She was to rate her sleep behavior each morning.

Participant 7 was a twenty-three-year-old woman. She was dissatisfied with the
way she did school work. Through her undergraduate years, she almost exclusively
waited until the last minute to study for the tests. Although she did fine on them, she
always felt that she should have been studying more. As a graduate student, she found

herself becoming too anxious to sit and write a paper because she felt it difficult. For this
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reason she avoided doing it. At the same time, she felt that it was not fun to sit and study
and interacting with friends was more fun. As a goal of therapy, she wanted to become
less anxious in doing schoolwork and do the work without procrastinating. As a behavior
to monitor, she decided to count her daily study time in hours.

Participant 8 was a twenty-three-year-old woman. She had a boyfriend from
undergraduate school. Recently, her boyfriend started to talk about engagement.
However, she was ambivalent about her feelings toward him. At times she felt he was the
one and other times she was not sure about her feelings. Therefore, she felt elated with
the idea of engagement at one moment and at the next moment, she felt anxious about it.
Her goal for this therapy was to become clear about her feelings and making a decision
confidently. As a behavior to monitor, she decided to rate her level of assurance of her
feelings toward her boyfriend on a scale from 0 to 10, 0 meaning not sure at all and 10,
completely sure about my feelings toward boyfriend.

Participant 9 was a forty-three-year-old woman. She complained that she had
been feeling anxious and felt restless lately. She did not know what was causing her
troubling feelings, but thought the stress of schoolwork might be one of the causes. She
wanted to slow down inside and feel less anxious. She noticed that she tended to become
curt with her husband, when she became anxious. She also kicked things or cried.
Therefore as a behavior to monitor her anxiety level, the aforementioned behaviors to

ventilate her anxiety were focused on and she counted the occurrence of those behaviors.
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Design

A multiple-baseline single subject design was employed for this study (Bloom,
Fischer, & Orme, 1995). Multiple baseline design is one of the variations of the single
subject design. It adopts several baselines established simultaneously prior to the
administration of the treatment(s). Specifically, for this study, two baselines were
installed. One baseline lasted for three weeks and the other baseline, for four weeks.
Therefore, the participants in the first group had three-weeks of baseline and from the
fourth week they started therapy. The participants in the second group had four-weeks of
the baseline phase and their intervention started from the fifth week. This time lag gives
the second group a longer baseline and, thus, enables the investigator to obtain more
stable baseline data.

If a desired change in the target observation occurs with both groups only after the
intervention begins, then this change pattern becomes the basis for inferring causality.
That is, the intervention is the likely cause related to the observed sequential changes in
the target problem with both groups. Therefore, there is no need to withdraw the
treatment to see the effect once it has been applied and thus this design enables the
researcher/practitioner to resolve the ethical problem of withdrawing a beneficial
treatment to a participant, which other single-subject-designs require. This is a major
advantage of this design (McGuigan, 1990).

The participants were randomly assigned into either of the two baselines.
Participants 3, 7, and 8 were assigned to the first group. They had a three-week baseline
(A) and from the fourth week, the intervention (B) started. Their intervention lasted for

eight weeks. Participants 6 and 9 were assigned to the second group. They had a four-
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week baseline (A) and started the intervention (B) from the fifth week. They had seven
intervention sessions. All of them had one follow-up session (F-UP) approximately six

weeks after the last intervention session. Figure 3 shows the time line of the study.

Week 1 2 3 4 S5 6 7 8 9 10 11 F-Up
Participant3 A- --- - B- - e cem e e e e e
Participant7 A- - -~ B- - s ee e e e e e
Participant8 A- - - B- - - e e e e e e
Participant6 A- - - - B- - e e e e e e
Participant9 A- - - - B- - - e e eem e e

Figure 3. Timeline of the study.

Intervention

The intervention with Dosa therapy started after the three or four-week baseline
phase. The participant and the investigator/therapist met for one hour, once a week. The
first half of the session was spent for the scale administration and the discussion of the
condition of the participant’s anxiety problem during the previous week and the next half
of the session was spent on the practice of a Dosa exercise.

A relaxation Dosa exercise of the upper-body (Kukan-hineri) was selected as a
Dosa task for all participants. The practice proceeded as follows.

The participant lay on the floor on her side. The therapist slowly moved the
participant’s upper shoulder backward toward the floor, while blocking the lower

shoulder and lower-back so that the participant relaxes the upper-body while rotating it.
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The therapist stopped where the participant’s movement stopped, in other words, where
tension arose and the participant could not relax further<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>