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Opening Remarks by Conference Convener (9.30-9.35am)
B Hideo Matsumoto (Conference Convener)

International Symposium 1 (9.35am to 10.35am):

International Morita Therapy Research and Theoretical Comparisons

Chairs: Kei Nakamura and Toshihide Kuroki

Dave Richards, Jacqueline Hill, and Eugene Mullan (United Kingdom) 15 min.
John Mercer (Australia) 15 min.

Karlee Fellner and Ishu Ishiyama (Canada) 15 min.
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International Symposium 2 (10.40am to 11.55am):

Morita Therapy for Supporting Individuals and Communities
Affected by Disasters, Crises, and/or Traumatic Events

Chairs: Kenji Kitanishi and Ishu Ishiyama

1. Peg LeVine (Australia) 15 min.

Masahiro Minami (Rwanda & Canada) 15 min.

Ishu Ishiyama and Mariana Martinez Vieyra (Canada) 15 min.
Toshihide Kuroki and Noriaki Azuma (Japan) 15 min.
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Chairs: Kei Nakamura (Chair of the Board of Directors for the Japanese Society for
Morita Therapy, Jikei University, Japan) and Toshihide Kuroki (Hizen Psychiatric
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Measuring the Effectiveness of Morita Therapy
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Mindlessness and Mindfulness: Directing Attention in Morita Therapy and the
Mindfulness-Based Interventions
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3. Karlee Fellner and Ishu Ishiyama (University of British Columbia, Canada)
A Comparison between Western Mindfulness-Oriented Psychotherapy and
Outpatient Morita Therapy
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Chairs: Keniji Kitanishi (Morita Therapy Institute, Japan) and Ishu Ishiyama (University
of British Columbia, Canada)

1. Peg LeVine (Monash Asia Institute, Monash University, Australia)
Morita Therapy in Response to Cruelty-based Trauma
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2. Masahiro Minami (University of British Columbia, Canada; Kigali Health
Institute (Rwanda & Survivors’ Fund, Rwanda)
Morita Therapy in Civil War Affected Areas: Part 1: Rwanda Chapter 2:
Development and Field Implementation of Morita-Based Psychosocial
Reconciliation Approach
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3. Ishu Ishiyama (University of British Columbia, Canada) and Mariana Martinez
Vieyra (Vancouver Association for Survivors of Torture, Canada)
Morita Therapy for Helping Refugees and Cultural Newcomers Who Are
Survivors of Torture and Traumas: A Case lllustration
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4, Toshihide Kuroki (National Hospital Organization Hizen Psychiatric Center,
Japan) and Noriaki Azuma (Iwate University Faculty of Education, Japan)
Role of Morita Therapy in Providing Support for Victims of the East Japan Great
Earthquake and Disaster
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MEASURING THE EFFECTIVENESS OF MORITA THERAPY

David A. Richards, Jacqueline Hill, and Eugene Mullan
University of Exeter (United Kingdom)

Background: A formal consensus process of Japanese and international Morita Therapists was
used to develop a conceptual map of the outcome domains required to assess the
effectiveness of Morita therapy (Richards, Mullan, Ishiyama, & Nakamura, Journal of Morita
Therapy, 2011 in press). The domains are: (1) attitude in terms of (1a) the relationship with
self, (1b) affective, cognitive, and physical symptoms, and (1c) arugamama and toraware; (2)
action in terms of (2a) frequency and duration of behaviours associated with constructive
action, (2b) the desire for life, and (2c) the achievement of patient-centred goals; (3)
symptoms of mental distress; and (4) satisfaction with, and quality of, life. Measures of mental
distress and satisfaction with life are more common in clinical practice internationally, but
measures of attitude and action specific to Moritian concepts are not.

Objective: To identify a standard set of patient self-report questionnaire measures which can
be used to measure the impact of Morita therapy on the (1) attitude and (2) action domains by
Morita therapists in Japan and internationally.

Method: Literature review and appraisal of potential measures using the ‘Fitzpatrick’ criteria
for questionnaire quality: appropriateness, reliability, validity, responsiveness, precision,
interpretability, acceptability and feasibility

Preliminary results: Eleven measures were identified in domain 1 and 3 in domain 2. No
measures met all Fitzpatrick quality criteria. At least 3 criteria were unknown for all measures.
Four measures met a minimum of 3 criteria in domain 1 and one in domain 2. The most
promising measures were the Perseverative Thinking Questionnaire, Acceptance and Action
Questionnaire and White Bear Suppression Inventory for attitude and Behavioural Activation
for Depression Scale for action.

Conclusion: Further testing of the most promising measures for these domains in clinical
practice in Japan and internationally is required to refine a core set of self-report
questionnaires for incorporation into a standard Morita Therapy outcomes questionnaire
protocol.

References

1. Richards, D.A., Mullan, E., Ishiyama, F.I., & Nakamura, K. (in press). Developing an outcome
framework for measuring the impact of Morita therapy: A report from a consensus development
process. Journal of Morita Therapy.

2. Ehring et al. (2011). The Perseverative Thinking Questionnaire (PTQ): Validation of a content-
independent measure of repetitive negative thinking. Journal of Behaviour Therapy and
Experimental Psychiatry, 42, 225-232.

3. Hayes, S. C. et al. (2004). Measuring experiential avoidance: A preliminary test of a working model.
The Psychological Record, 54, 553-578.

4. Wegner, D. M., & Zanakos, S. (1994). Chronic thought suppression. Journal of Personality, 62(4),
615-640.

5. Kanter, J. W. et al. (2007). The Behavioral Activation for Depression Scale (BADS): Psychometric
properties and factor structure. Journal of Psychopathology and Behavioral Assessment, 29, 191-202



s1-1 BAEE:

MEASURING THE EFFECTIVENESS OF MORITA THERAPY

FEBEEDIRAE
T—Evy k- )Fy—-X O¥H )= BN A=D=2 IV
Iy E8—KF (EE)

& BAEALEBNOZAEREZR-HbOERLABERTCHEAREIDABRRELZE
T B=HD. RBEEEHOBZMLE Y v THEZE L f=(Richards, Mullan, Ishiyvama, &
Nakamura, 2011), D KA A VEIFLUTOEY THDH, (1) BBE. EIZ (1la) B2 &
DOBEFR. (1b) BE. B, BAEMLTERK. LT (1) H53L”FFELUE DA,
N 3RITHLTHEE, (2) 1781, £IT (2a) BEMNEIEIHFSITEIOHEEL.
MEEIR.  (2b) £EOME. (2c) BEPFDICHESIN-BRIBEDER. D3 =IZH
I 578, () HHNEFEOMEIR. 4) Qualityoflife (NEICHT HBERXREETD
H) . FENEREANEICHT OImEREIAT ARER. BFEMNLGERKRERIFET
LA RONZED, BELTHORE., HICHZHEBEIZDARAEHIICHEAEDLDIEEN
TH5,

B89 ERNOHEBEER-BICK2HFBEERED (1) BEL ) THESIZHT S
BERNREHATS-OOECHEERMROFELY FERET S &

ZE XBLEa—& 1749V by vy HIREREZRVGHREROBER
Eo ElESM., EM8EME. I, RS, EREME. MBRE. XS, EITAIEMEIC
ML T,

FHEABEDAE : B 1 ICEALTIE 1 1RE., Bl 2ICEAL TIE3IRENERINT,
ITRTD T4y YINM) v O"HEREEZRB-TIDOE 1 2EBNGEA ST, TRT
DODRERICEALT,. ThThdL L 3D ULDHEREN BT -ShTWWEL ST,
ADDREMNDVEC ELHMHEFE 1 TIEI3 D, BIE2TE1DOHERELFH L T,
{LoE L HFINBREREL. Perseverative Thinking Questionnaire (E#AIEZE &M

#z) . Acceptance and Action Questionnaire (2B &ITEINEMK) . BEMEFHICEAL T
[& White Bear Suppression Inventory (R4 FAFTHNGIEER) . TENMERKICEAL TIE
Behavioural Activation for Depression Scale (15 DIZxf9 HITENEMHILRE) THo 1=,

BE BEFAREARMREMR IO F3—LICHA RN ETRELTECRE
BEMRBZHEEIAEOICH, LEOEEEHICH L TRLRAADHLIREHZEH
REEBRNGERERRESETRICTA N 2EMVETH D,

Xt

1. Richards, D.A., Mullan, E., Ishiyama, F.I., & Nakamura, K. (in press). Developing an outcome framework for
measuring the impact of Morita therapy: A report from a consensus development process. Journal of Morita
Therapy.

2. Ehring et al. (2011). The Perseverative Thinking Questionnaire (PTQ): Validation of a content-independent
measure of repetitive negative thinking. Journal of Behaviour Therapy and Experimental Psychiatry, 42, 225-
232.

3. Hayes, S. C. et al. (2004). Measuring experiential avoidance: A preliminary test of a working model. The
Psychological Record, 54, 553-578.

4. Wegner, D. M., & Zanakos, S. (1994). Chronic thought suppression. Journal of Personality, 62(4), 615-640.

5. Kanter, J. W. et al. (2007). The Behavioral Activation for Depression Scale (BADS): Psychometric properties and
factor structure. Journal of Psychopathology and Behavioral Assessment, 29, 191-202



S1-2

MINDLESSNESS AND MINDFULNESS:
DIRECTING ATTENTION IN MORITA THERAPY AND THE MINDFULNESS-BASED
INTERVENTIONS

John Mercer
Launceston General Hospital and Monash University (Australia)

The researcher is conducting phenomenological research into the essence of Morita
therapy by experiencing inpatient stays at various Japanese and international
treatment facilities. Morita therapy is at times compared with the Mindfulness-based
Interventions (MBIs), which now occupy a prominent place in contemporary
therapeutic practice in the West. However, distinctions made between Morita therapy
and the Western MBIs without first clarifying and acknowledging the different socio-
cultural notions of ‘self’ implicit in each, are addressing only the second part of the
issue. A part of the conceptual framing of the research was to conduct a comparative
theoretical analysis between Morita therapy and the Western Mindfulness-Based
Interventions (MBIs). | explore in this presentation one of the key themes which have
emerged as a result of this comparative theoretical analysis: attention. | propose that
Morita therapy and the MBIs are based on entirely juxtaposed conceptual platforms.
These juxtaposed foundations give rise to radically different notions of ‘self’ in each
therapeutic paradigm, and therefore to different understandings of pathology and
treatment. Beneath superficial differences in method, the vastly divergent foundation
assumptions of these respective paradigms establish entirely separate models of
object relations and alternative modes of therapeutic attention. Working models at
the level of principle, for both Morita therapy and the MBIs, are compared and
contrasted as they relate to the mechanisms and role of attention in each paradigm, in
order to further clarify the uniqueness and value of Morita’s thinking and method.
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A COMPARISON BETWEEN WESTERN MINDFULNESS-ORIENTED PSYCHOTHERAPY
AND OUTPATIENT MORITA THERAPY

Karlee Fellner and Ishu Ishiyama
University of British Columbia (Canada)

Mindfulness-oriented psychotherapy (MOP), which has only recently emerged in the
West, is compared to the outpatient mode of Morita therapy (MT) originally
developed around 1920 in Japan. MOP encompasses approaches that are guided by
Buddhist psychology and the mindfulness-related research, and emphasizes the
therapist and client’s practice of mindfulness as integral to therapeutic change. A
number of similarities between MOP and MT have been noted, including: (a)
acknowledging and accepting subjective and affective experiences as they are, (b)
allowing affective symptoms to change fluidly, without manipulative attempts or
attentional fixation, (c) being present with covert experiences and also responsive to
overt situations, (d) having a Buddhistic perspective on human nature and functions of
the mind, and (e) using verbal communication and experiential learning activities (e.g.,
re-focussing training) effectively within sessions as well as in post-session instructions
and homework.

However, there are some differences in theory and practice. MOP increases non-
judgmental self-awareness and actively employs mindfulness training activities during
and outside sessions to foster a shift in clients' mental conditions and subjective
experiences. MT reduces the amount of time and energy spent on focussing on self
and increases clients' attentiveness to realistic and practical tasks and purposes to
reverse their habitual and futile self-focus. While MOP starts with the question of
"What are you feeling and experiencing?" in its therapeutic endeavour, MT starts with
"What tasks are needed now, and how can you improve your action and outcome?"
The fumon (strategic inattention or non-inquiry) technique, diary guidance, within-
session experiments, and other therapist interventions are used to neutralize self-
focus and symptom-aggravating patterns and improve clients' lifestyle in MT, based on
its integral theory of emotion, cognition, motivation, and action.

Both approaches, however, seem to share the common goal of attaining a free and
fluid state of the mind, a rich and full experience and acceptance of self, and a deep
connectedness with the surrounding world, which may be summarized by such
Moritian expressions as sunao and arugamama. Within the range of variations in
which outpatient MT is practised, there appear to be an increasing overlap, as well as
distinct differences, in therapeutic strategies, points of emphasis, and target client
problems. The notion of "mindfulness" in MOP and that of "self-immersion and losing
self in an activity" in MT seem to require further discussion. Increasing self-awareness
and creating a subjective shift in clients in MOP could develop into increased affective
self-focus and self-preoccupations from a Moritian perspective. Several theoretical and
clinical implications of the current comparison will be identified.
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MORITA THERAPY IN RESPONSE TO CRUELTY-BASED TRAUMA

Peg LeVine
Monash Asia Institute, Monash University (Australia)

Theories on human responses to trauma supporting PTSD (posttraumatic stress
disorder) assist our understanding of the ways tragic events and related pre-post
event factors compromise our physical and psychological wellbeing. Events are
identified often as war, combat, torture, natural and man-made disasters, child and
adult sexual abuse and rape, abduction, airplane and auto crashes, sudden
unexpected deaths, and life threatening ilinesses. While identifiable event-based
criteria established for PTSD and Acute Trauma Disorder assist our assessment and
treatment protocols (American Psychiatric Association), this paper discusses the
aftermath of the less visible, collusive forces of harm. This author defines human-
based cruelty with two distinct categories for assessment and treatment
consideration: (1) cruelty by collusion and betrayal; and (2) cruelty without colluding
forces. Collusion is found in situations where one parent is violent to a child while the
other witnessing parent stands by passively (thus colluding in the harm) — or when
there is a natural disaster and organisations/governments conspire to cover-up the
damage, which compromises community health all the more. Once realised, this
dynamic is what becomes the mind and spirit-boggling aftermath that requires a
sophisticated and progressive therapy, like Morita therapy, to assist those impacted
further from cruelty by collusion — experienced often as betrayal.

Psychiatrist and survivor of the European Holocaust, Bruno Bettleheim (1903-1990),
claimed that humans are “born of both violence and gentle cooperation; to neglect
either in our efforts to better human relations would be fruitless.” (p. 185, 1980). He
showed how traumatized children lose their capacity to sustain an integrated self
when taught to suppress or ‘reframe’ feelings of hate and frustration. Gentleness
depends on one’s capacity “to draw the line between violent fantasy and violent
action” and requires a survivor to have on-going contact with “central safe persons”
who sit outside damaging systems. On this theory, he founded the University of
Chicago’s Laboratory (Orthogenic) School. Morita founded his therapy on similar
notions; his therapy assists survivors to re-experience safe places and kind people in
the ‘therapeutic laboratory.” Morita would have agreed wholeheartedly with
Bettleheim: Nurture "countervailing forces" of violence and construct environments
that ‘counterbalance’ the human imagination. In the aftermath of cruelty-by-collusion,
dissociative symptoms serve as imagination-protectors (not defense mechanisms).
What recourse does one have but to detach in “the absence of” -- absence of
humanity, absence of tender care, absence of sustainable rescue, misplaced loyalty,
and dehumanizing experiences? Morita therapy provides an environment in which
survivors can rebalance ishin-denshin -- where heart can speak to heart again.
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MORITA THERAPY IN CIVIL WAR AFFECTED AREAS: PART 1: RWANDA
CHAPTER 2: DEVELOPMENT AND FIELD IMPLEMENTATION OF
MORITA-BASED PSYCHOSOCIAL RECONCILIATION APPROACH

Masahiro Minami
University of British Columbia (Canada)
Kigali Health Institute (Rwanda), Survivors’ Fund, Rwanda (Rwanda)

In the previous conference in Sapporo, presenter introduced the background, course,
and psychosocial aftermaths of the 1994 Rwandan genocide. As a result of the political
turmoil, present day Rwanda is left with many challenges. Psychological reconciliation
between victims/survivors and perpetrators of the genocide is considered one of the
most important and urgent priorities to restore the peace and harmony of this
developing young country. Historically, post-colonial Rwanda witnessed countless
inter-ethnic conflicts and mass murdering. The 1994 genocide was a tragic
consequence of an escalation of such accumulative interethnic hatred and conflicts.
International communities, including Rwanda, raise caution that unless true unity and
reconciliation can be achieved, people in Rwanda cannot entertain true sense of peace
and harmony. Not only that, future conflicts or war can also be expected considering
the country’s history. However, current national efforts to create unity and
reconciliation are stagnating. This presentation begins by showing a clip of narrative
dialogue between a victim and a perpetrator of the genocide in an actual reconciliation
counseling session that took place in Rwanda. It highlights key challenges that reveal
the critical, yet realistic, challenges to psychological reconciliation and conflict
resolution in this context. Presenter then introduces an overview of an alternative,
Morita-based, Action-Based Psychosocial Reconciliation Approach (ABPRA) along with
its theoretical as well as empirical foundations, and its field implementation plan.
Presenter concludes by highlighting contributions of Morita therapy to work with
people in the context of extreme suffering, post-war conflict resolution, and peace
building.
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MORITA THERAPY IN CIVIL WAR AFFECTED AREAS: PART 1: RWANDA
CHAPTER 2: DEVELOPMENT AND FIELD IMPLEMENTATION OF
MORITA-BASED PSYCHOSOCIAL RECONCILIATION APPROACH
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MORITA THERAPY FOR HELPING REFUGEES AND CULTURAL NEWCOMERS WHO ARE
SURVIVORS OF TORTURE AND TRAUMAS: A CASE ILLUSTRATION

Ishu Ishiyama
University of British Columbia (Canada)

Mariana Martinez Vieyra
Vancouver Association for Survivors of Torture (Canada)

Morita therapy in recent years has been applied to a wide range of client types and
problems beyond shinkeishitsu clients and psychological disorders. The Moritian
approach commonly emphasizes: (a) accepting self and the negatively perceived
emotions as they are, without controlling or rejecting them (i.e., arugamama or as-is
acceptance), (b) appreciating the healthy desire for productive life and self-
enhancement (i.e., sei no yokubo), believed to underlie fears and anxieties, (c) shifting
clients' attention and mobilizing their ability to take desirable action for practical
purposes and immediate situational needs, (d) fostering client resilience to persevere
through imperfect, inconvenient, and ego-syntonic subjective states, and (e)
immersing oneself in the present activity and forgetting symptomatic sufferings
beyond habituated self-preoccupations and symptom-controlling attempts (i.e.,
hakarai). We consider that these Moritian therapeutic components are important in
supporting and helping torture survivors, who are refugees and refugee claimants, to
cope with both emotional difficulties and practical living tasks in a host country, such
as Canada. A case illustration is offered to discuss how Morita therapy may be
incorporated into counselling survivors of torture and multiple traumatic experiences.

The client was a gay man from Colombia under a dictatorial regime in a homophobic
culture. He had experienced childhood sexual abuse, political persecution, torture and
rape, the loss of his murdered partner, and continuous death threat until he left
Colombia, and was suffering from PTSD symptoms (e.g., insomnia, fears, inability to
concentrate, suicidal ideation, ruminations, negative self-talk, and helplessness) at the
time of seeking counselling from the second author at the Vancouver Association for
Survivors of Torture (VAST). We discuss the benefits of a Moritian approach of
counselling such torture survivors in terms of: (a) facilitating unprejudiced acceptance
of subjective experiences as they are, (b) restoring balance between the survivors’
introverted attention and externalized attention, (c) encouraging practical and
attainable action-taking and engagement in activities, and (d) helping survivors actively
recognize their constructive intention and effort for the betterment of self and the
current living conditions, among other things.
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MORITA THERAPY FOR HELPING REFUGEES AND CULTURAL NEWCOMERS WHO ARE
SURVIVORS OF TORTURE AND TRAUMAS: A CASE ILLUSTRATION
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ROLE OF MORITA THERAPY IN PROVIDING SUPPORT FOR VICTIMS OF THE EAST
JAPAN GREAT EARTHQUAKE AND DISASTER

Toshihide Kuroki
National Hospital Organization Hizen Psychiatric Center (Japan)

Noriaki Azuma
Iwate University Faculty of Education (Japan)

There was an earthquake at 2.46pm on March 11, 2011, with its epicentre off the
coast of Miyagi Prefecture. It reached Magnitude 9.0, which was the largest recorded
earthquake in the history of Japan. The mega-tsunamis, triggered by this earthquake,
caused devastating damage to the coastal areas of the Tohoku and Kanto regions,
leaving over 20,000 persons dead or missing. Approximately 83,000 (as of September,
2011) are still being required to live as evacuees in shelters. Needless to say, this is an
extraordinary disaster which is regarded as the worst national crisis after the Second
World War, and is deeply affecting the people in Japan psychologically.

The amount of support for the surviving victims of this earthquake is historically high.
Along with general medical support, the necessity for "mental care" was emphasized
at a relatively early stage. "Mental care" teams, comprised of psychiatrists and clinical
psychologists from various parts of Japan, visited the devastated regions as early as
one week after the earthquake. Scholarly societies in mental-health-related fields in
Japan also formed their own disaster response teams, who visited the affected areas
and contributed to the facilitation of "mental care" services. The Japanese Society for
Morita Therapy also started a disaster response committee, and has developed plans
for contributing to mental care services for the earthquake survivors, under the
sponsorship of the Mental Health Okamoto Memorial Foundation. A public
symposium and a mental health consultation session are planned in November of 2011
in lwate Prefecture's Miyako City, in order to support children, parents, and teachers
who have been affected by the earthquake. These events are organized by Azuma (co-
presenter) and others. Morita therapy, developed around the time of the Great Kanto
Earthquake (1923), recognized human resilience as reflected in people's desire for life
(sei no yokubo) along its therapeutic principle of "obedience to nature" (shizen fukuju).
We sincerely hope that such wisdom contained in Morita therapy will be useful to the
psychologically wounded victims of the earthquake as well as to those who attempt to
offer support for the victims.
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