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International Symposium Section (9am - noon, Nov. 27")
Coordinated by the International Committee for Morita Therapy (ICMT)

Opening Remarks by Conference Chair and ICMT Secretary General (9.00-9.05am)

1. Ken Ashizawa (Conference Chair, Japan)
2. Ishu Ishiyama (/CMT Secretary General, Canada)

Symposium 1: Conducting Research on Morita Therapy (9.05-10.20am)

Chairs: Ishu Ishiyama and Toshihide Kuroki

Toshihide Kuroki (Japan) 15 min.

Dave Richards & Eugene Mullan (U.K.) 30 min.
Ishu Ishiyama (Canada) 15 min.

Discussion, Qs & As 15 min.

(10-min. break)
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Symposium 2: Practising Morita Therapy Internationally (10.30-11.45am)

Chairs: Kenji Kitanishi and Ishu Ishiyama

John Mercer (Australia) 15 min.
Theresa Benson (USA) 15 min.
Masahiro Minami (Canada) 15 min.
Natalia Semenova (Russia) 15 min.
Discussion, Qs & As (all) 15 min.
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Concluding Remarks by JCMT Chair (11.45am - noon)

Kenji Kitanishi (/CMT Chair, Japan) 15 min.

Opening Remarks by Conference Chair and /CMT Secretary General
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1. Ken Ashizawa (Conference Chair, Japan) & iRfd (K&&E)
2. Ishu Ishiyama (/CMT Secretary General, Canada) 11—t (ICMT H%RE)

International Symposium #1: Conducting Research on Morita Therapy
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. Toshihide Kuroki, M.D., Ph.D. National Hospital Organization Hizen Psychiatric
Center, Japan): Morita therapy research in Japan: A current topic

. David Richards, Ph.D., & Eugene Mullan, Ph.D. (University of Exeter, UK):
Measuring the effectiveness of Morita therapy — Results of a consensus meeting

. Ishu Ishiyama, Ph.D. (University of British Columbia, Canada): Clinical process
research in Morita therapy: Methodological diversity and recommendations to
scientist-practitioners

BEARBH (BA - EHEBEEEITEmERE 2 —) [ BRI 5 R AREN
7 A HOFEE)

Tty R VFyr—X, 2—U—>r <T (FEEH-- 78X —KF) [ HFEFEED
NEOWRE—a BRI —T 1 T OFER

Fl—F (B FF - TV Ty vaanr 7Ry HREEEICBT K7 282
WHIE— I iEmm R & Bt 2 BT 5 BRIRZE A~ DR S |

International Symposium #2: Practising Morita Therapy Internationally
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. John Mercer, M.Psych. (Ph.D. Candidate) (Launceston General Hospital and Monash
University, Australia): Grasping and preserving the essence of Morita therapy for
international contexts

. Theresa Benson, Ph.D. (University of Illinois at Urbana-Champaign Counseling
Center, U.S.A): Cherry Blossom of the West: Morita Therapy Training and
Supervision in the US

. Masahiro Minami, M.A. (Ph.D. Student) (University of British Columbia, Canada;
Kigali Health Institute, Kigali, Rwanda). Possibility of Morita therapy in civil war
affected areas — Part 1: Travelogue from post-genocide Rwanda

. Natalia Semenova, Ph.D. (Moscow Research Institute of Psychiatry, Russia):
Motivational Enhancements in Schizophrenia: Morita Therapy Strategies
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Concluding Remarks by the Chair of the International Committee for Morita Therapy
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e Kenji Kitanishi (/CMT Chair, Chair of the Board of Directors for the Japanese
Society for Morita Therapy, Japan Women’s University, and the Director of
Institute of Morita Therapy, Japan)
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Morita Therapy Research in Japan: A Current Topic

Toshihide Kuroki, M.D., Ph.D.
National Hospital Organization Hizen Psychiatric Center (Japan)

The outpatient application of Morita therapy has recently become more predominant,
compared to its original inpatient practice of Morita therapy. The task force group of the
Japanese Society for Morita Therapy (i.e., the Committee for standardizing the practice of
Morita therapy) published the Guidelines for Practising Outpatient Morita Therapy in 2009
(Japanese Journal of Morita Therapy 20; 91-103, 2009). Around the same time, cognitive or
cognitive-behavioural therapy for depression was officially approved of as a medical practice
to be covered under the public health insurance as of the spring of 2010. As a result, the
efficacy of a psychosocial treatment for mood disorders has attracted much public attention.
Following this trend, we are required to examine the effectiveness of the standardized
outpatient practice of Morita therapy for depression treatment. Traditionally in Japan,
depression has long been regarded as “an illness of overwork™ for middle-aged men, and
“resting” and “pharmacotherapy” have been considered to be principal therapeutic
components. Most recently, however, we have observed an increasing number of cases of
chronic depression which are non-responsive to interventions comprised of sufficient rest and
medication. Consequently, many psychiatrists and psychologists in outpatient clinics are
facing difficulties in treating younger patients with mild yet chronic and comorbid types of
anxiety with depression. This trend reminds us of the post-modernization era of Japan in the
early 20" century when Shoma Morita developed his unique psychotherapy for treating what
was then called "neurasthenia." Today’s expanded and confusing medical practice for treating
depression seems to be inviting our renewed appreciation of Morita therapy in this clinical
domain.
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Measuring the Effectiveness of Morita Therapy — Results of a Consensus Meeting

David Richards, Ph.D., and Eugene Mullan, Ph.D.
University of Exeter (United Kingdom)

Modern medicine is based on the idea that treatments offered to patients should have
evidence of effectiveness. Without evidence, new treatments cannot be incorporated into
modern clinical practice. Morita therapy may offer an effective alternative to psychological
treatments currently available to patients, but here is no agreed system by which the
effectiveness of Morita therapy can be measured. Measuring symptom change as an outcome
of Morita therapy is a particular challenge, since the essence of Morita therapy includes
cultivating an attitude of arugamama or being ‘as-is’ towards the experience of symptoms,
rather than a desire to eliminate symptoms. This talk will present the results of a consensus
meeting of experts undertaken during the 7™ International Congress of Morita Therapy in
Melbourne. The consensus meeting identified four areas where measures of effectiveness
could be developed. These were ‘attitude’, ‘action’, ‘symptoms’ and ‘satisfaction/quality of
life.” Whilst standard measures exist internationally for symptoms and quality of life,
measures will have to be adapted or developed for ‘attitude’ and ‘action’ by the Morita
therapy community. This is the next essential step in developing an evidence base for Morita
Therapy.
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Clinical Process Research in Morita Therapy: Methodological Diversity and
Recommendations to Scientist-Practitioners

F. Ishu Ishiyama, Ph.D.
University of British Columbia (Canada)

Three of the most important concerns that many clinical practitioners may be about: (a)
therapeutic effectiveness (“How effective is our therapeutic work in achieving the desired
goals of treatment?”), (b) client experience of therapy (“How does my client experience our
therapy work and therapeutic relationship, and (c) indications for revising and improving
help-intended activities and the helping relationship (“How can I improve my therapeutic
approach and the nature of our relationship, and what specifically do I need to do for
addressing such issues effectively?”). If we consider that our core concerns of psychotherapy
are on how clients experience therapy and how they change, we have no choice but to be
humble and open to listening to clients’ own accounts as we try to assess the process and
outcome of therapy by objective means.

Therefore, scientifically minded clinicians are required: (a) to face the factual and at times
inconvenient data as they are that may point to the ineffective or inappropriate aspects of
their therapeutic work or failed attempts, and (b) to be prepared to make necessary revisions
and improvements accordingly. There are various ways of having these questions explored in
clinical research, both qualitatively and quantitatively from multiple perspectives (e.g., client,
therapist, and outsider/researcher perspectives) on the process and outcome dimensions of
therapy.

Following the scientist-practitioner model, I will discuss several research methods in this
presentation, including: (a) time-series experimental designs (Ishiyama, 1986, 1987, 1991),
(b) the Session End Processing and the Post-session Questionnaire methods of process
inquiry (Ishiyama, 2010), (c) thematic analysis of session transcripts (Ishiyama & Minami,
2009), (d) process recall of “helpful events” (Elliott, 1983, 1985; Ishiyama, 1990); and (e) the
phenomenologically oriented critical incident technique (Butterfield, Borgen, Amundson et
al., 2005), among other methods (Ishiyama, 1988). Two Moritian notions of arugamama (i.e.,
accepting facts as they are) and the problem of shiso-no-mujun (dogmatic attachment to ideas
and neglecting or contradicting facts) serve as warnings and encouragements to Morita
therapists who do not yet engage in objective assessment of their own therapeutic work.
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Grasping and Preserving the Essence of Morita Therapy for International Contexts

John Mercer, M.Psych. (Ph.D. Candidate)
Launceston General Hospital and Monash University (Australia)

My interest is in the ‘essence’ of Shoma Morita’s traditional model and method. As a
Westerner with experience in traditional Budo training and traditional Zen practice, I am very
aware how easy it is for the form and structure of a Japanese practice to be adopted in the
West, but without a deep grasp of the essence of that tradition. Whether it is Budo, Zen or
Morita Therapy, without a grasp of the true essence of the practice, it will only ever be a
shadow of what it could be in the West. Because of differences in cultural understandings and
language, the West faces great challenges in grasping either ‘tradition’ or ‘essence’ as they
are known in Japan. It is my desire to transmit the core essence of Morita Therapy in the
West, and so preserve what it is that makes Morita’s model and method so unique and so
deeply transformative. To do this, [ must first fully grasp it myself, personally, professionally
and academically.

The presentation I am proposing for the 2010 Japanese Society for Morita Therapy
Conference in Japan has three parts. The first part is to present why understanding the
essence of Morita Therapy is so significant at this time, as Morita Therapy becomes truly
globalized. The second part is to present a qualitative research approach to seeking and
clarifying the essence of Shoma Morita’s model and method. The third part is to introduce
how ‘essence’ fits into a wider collaborative approach with my two colleagues. A qualitative,
phenomenological study has been designed to explore the subjective lived-experience of
Morita Therapy as a patient, and the lived-experience of the researcher provides the raw data
for the project. The study has been underway for approximately twelve months, and the main
quest of the project is to distil the essence of Morita's model and method. The research rests
on the foundation of a comparative theoretical analysis between contemporary 'Mindfulness'
models, which have emerged in recent decades out of North America and Australia, and
Morita Therapy. This minor part of the research compares the definitions, structures and uses
of Mindfulness-based interventions with those of Morita Therapy. Because the research is in
its early stages, the presentation introduces the 'research in progress'. As such, it focuses more
on the process of the study rather than a finished product, although some of the initial themes
emerging from the first fieldwork stage, conducted at Sansei Private Hospital in Kyoto in
October 2009, will be briefly introduced.
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Cherry Blossom of the West:
Morita Therapy Training and Supervision in the US

Theresa Benson, Ph.D.
University of Illinois at Urbana-Champaign Counseling Center (U.S.A)

Morita therapy has established itself within the popular culture of America. But it seems that
the establishment of Morita as part of higher education has been limited. Currently,
Washburn University in Topeka, Kansas is the only institution of higher education in the
United States offering academic credits which can be applied to a certificate in Morita
Therapy. The Morita Therapy Certificate Program consists of five academic courses along
with an internship. Although Washburn University offers a springboard for disseminating
Morita Therapy in the West, additional efforts are necessary to increase awareness,
knowledge, and skills. One of the greatest challenges has been increasing the number of
clinicians and practitioners in the West who have received the necessary training to
effectively practice Morita therapy. Another challenge is having well-trained, experienced
Morita therapists in the West who can train new Morita therapists. In order for this to occur,
collaboration between practitioners in the East with practitioners in the West will be
necessary to assure that the training that practitioners receive in the West is capturing the
essence of Morita Therapy. This presentation will highlight the training and supervision in
Morita Therapy that is available as part of the Washburn Certificate program. Additionally,
this presentation will provide an overview of the training presently offered to undergraduate
students in the Counseling Center Paraprofessional Program at The University of Illinois
Urbana-Champaign. Further, the benefits and challenges of receiving and providing training
and supervision in Morita Therapy in the West will be explored. The conclusion will include
recommendations for future training and supervision in Morita Therapy in the United States.
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Morita Therapy in Civil War Affected Areas - Part 1: Rwanda, Chapter 1: Possibility
of Morita Therapy in Post-genocide Rwanda — A Travelogue

Masahiro Minami, M. A. (Ph.D. Student)
University of British Columbia (Canada)
Kigali Health Institute, Kigali (Rwanda)

Morita therapy is expanding. Since its formal development by Dr. Shoma Morita around
1920, its original format of inpatient treatment, involving four successive stages, has been
faithfully and stringently maintained and protected by contemporary followers in Japan.
However, the richness of Morita therapy did not allow itself to be limited of its format in the
original. Rather principal views of human nature, psychological health, neurotic mechanisms,
and mechanisms of change have been springing out of its original format and applied in
various other formats. Active Counselling Methods (Ishiyama & Azuma, 2003; Ishiyama &
Minami, 2008), applying principles of Morita therapy in counselling, is an example of such
expansion of format. Proliferation of Morita therapy applications in recent years has
generated the development of the “Guidelines for Practicing Outpatient Morita Therapy” in
2009 (Nakamura et al., 2009; Nakamura et al., 2010). In it, principles of classical Morita
Therapy were distilled, articulated and standardized in the form which communicates its
essential features in both Japanese and English languages. As seen by the movements which
led to the development of the guideline, Morita therapy is now practiced in diverse settings
such as hospitals, local mental health clinics, various educational institutions, community,
and business industries. Morita therapy is also expanding its range of applicability from its
original shinkeishitsu to other anxiety-based disorders such as Panic Disorder, Generalized
Anxiety Disorder, PTSD, OCD, various mood disorders, Personality Disorders, Eating
Disorders, suicide prevention and intervention, dentistry, atopic dermatitis, stress and coping,
and its recent application to offender intervention in DV. Morita therapy has also expanded
beyond national borders and is now practiced around the world in various countries such as
China, Korea, Lao, Cambodia, Canada, USA, Australia, Russia, and UK.

The presenter believes that factors leading to the successful expansion and acceptance of
Morita therapy by global community are closely connected to its ability to touch underlying
essence of human experience, nature and life that are universally shared. The presenter
wishes to deliver the gift of Morita therapy to people who lived through civil wars. Under
such extreme context of suffering, the presenter wishes to seek for the limit, if any, possibility,
and potential contributions of Morita therapy in the context of humanitarian work. The
presenter traveled to a dozen of civil war affected zones last year, exploring the possibility of
Morita therapy with local educators, practitioners, and most importantly civil war survivors.
In this presentation, impressions of the possible contribution of Morita therapy in Rwandan
genocide survivors will be discussed. Verbatim of dialogues held between the presenter and
survivors will be featured in this presentation.
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Motivational Enhancements in Schizophrenia Treatment: Morita Therapy Strategies

Natalia Semenova, Ph.D.
Moscow Research Institute of Psychiatry (Russia)

Working with schizophrenia patients, the author came to the conclusion that Morita therapy
principles can be integrated into the general framework of helping these patients.

This presentation describes an intervention designed for persons with schizophrenia-spectrum
disorders. The intervention is designed to enhance motivation to change maladaptive patterns
of behavior, and to facilitate engagement in treatment. Motivation can be thought of as the
product of a complex interaction of physiological and social contextual determinants.
Developing a motivation-based intervention for those with schizophrenia is especially
challenging because obstacles to motivation are characteristic of the illness. The program
integrates a number of Morita therapy strategies into cohesive treatment package based on the
trans-theoretical model (Prochaska, 1984) — the model proposes that motivation to change
develops over a series of stages and that facilitating change requires stage-specific
interventions.

In order to motivate clients to learn how to better manage their illness and to help them move
forward in their lives, the intervention begins with an exploration of the meaning of
“recovery” to the client and setting personal recovery goals to work toward. There are good
reasons to suppose that working might promote recovery from schizophrenia, including
improved social integration, normalizing peer relations and enhanced self-image. When
treatment systems focus on work as an outcome, they become more oriented toward the
individual’s strengths and potential.
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