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1. Azuma (Japan) & Ogawa (USA)

A Study of Education of Morita Therapy at Japanese Universities —

Comparison between the Training at Washburn University (USA) and Iwate University (Japan)

Noriaki Azuma® (Japan) and Brian Ogawa2 (USA)

1: Iwate University; 2: Washburn University

The goal of the study was to analyze how Morita therapy is being taught at universities that specialize in training
students in the helping professions. We have compared two universities for this purpose: Washburn University
(USA), which teaches Morita therapy as an accredited program within the Human Services Department, and
Iwate University (Japan), which runs an independent Morita Therapy Program as well as a Teacher Training
Program. The following three points could be identified that represent major challenges for teaching Morita

Therapy at a Japanese university.

1. Regulations and laws: in Japan, laws strictly regulate even the curriculum content of university classes. The
challenge therefore consists in including as much Morita therapy as possible within the restricting

curriculum.

2. Structure of classes: since Morita therapy can best be learned experientially, residential intensives,
internships, and interactive workshops tend to work better than other forms of classes. However, in Japan,
education happens mostly in the form of lectures and seminars. The challenge therefore consists in making
the education process as experiential as possible under these conditions — for instance, by including

experiential education material.

3. Teaching materials: Morita therapists have to make their own teaching materials; for example, verbatim
records and DVDs that teach actual interview technique and methodology of Morita therapy. In addition,
workbooks for self-learning can be effective to learn Morita therapy. Since in Japan the textbooks are usually

provided by the institutions, it can be difficult for instructors to create their own teaching material.

Because of all these differences, teaching Morita therapy at the university level is actually much more of a
challenge in Japan than it is in the US, where the greater academic freedom of the instructors allows them to
design their courses in a way that helps fulfill the unique requirements of teaching Morita therapy as efficiently

and successfully as possible.
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2. Baskakov (Russia)

Thanatotherapy

Vladimir Baskakov (Russia)

International ”’Body Culture’’ Program

Thanatotherapy is an area of contact with the process of dying and Death itself; the main goal of thanatotherapy
as a method is to help people experience this contact as fully and realistically as possible. Everyone knows that
one must die; nobody believes that one will die. Thus the transition from the “permanent” state of dying to a
terminal (final) phase comes as an emotionally and physically powerful shock. The phenomenon of right, natural
dying lies at the base of thanatotherapy, as well as the idea of the biological and social body. Life and death are
nothing but two sides of the same reality. When we try to ignore death we deprive ourselves of a great source of
energy (i.e., the energy of the fear of death). Basic blocks of the educational program on thanatotherapy will be

presented in the format of a special topic workshop.

About the author: Born in 1954, Vladimir Baskakov graduated from Moscow State University’s Department of

Psychology in 1981. He is a psychologist, body psychotherapist, thanatotherapist, coordinator of the

III

International ’Body Culture”” Program, and trainer of long-term programs in body psychotherapy and

thanatotherapy.
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3. Darensky (Russia)

Inspiring Psychotherapy

Ivan D. Darensky (Russia)

National Research Center Narcology/Addiction, Ministry of Health

Psychotherapy for drug addicts has traditionally been based on creating negative impact on patients. The
treatment includes the induction of negative emotions, bans, and limitations. The original symptoms are thus
eliminated as a result of forming negative conditional reflexes. Historically, this method has a number of sources,
including domestic and cultural stereotypes. Many philosophical, literary, and religious works that are meant to
have a spiritual impact on readers are saturated with pessimism, suffering, loss, terror, and shame. Indeed,
negative dramatic events do cause strong feelings. However, the impact of positive emotions is just as strong but
harder to create; it requires the experience and talent of a writer, creator, or physiotherapist to induce optimism

in others.

A second — and very different — tradition of contemporary psychotherapy has the aspiration “to evoke the inner
resources of the patient.” Of course, it is obvious that this is difficult to accomplish even in a healthy person, let
alone a sick one. Is it possible that the reason why this more optimistic therapy lacks efficiency can be found in
these more pessimistic philosophical traditions? The natural spiritual growth of the individual is directed towards
positive goals amid favourable situations; it is only from the outside that pessimism seeps in and gets gradually

integrated into our worldview.

At the same time, the purpose of therapy is often posed as ‘giving spirit’ to a patient. That is why therapy should
be ‘inspiring’ and create a certainty in the patient that revives soul and spirit. Among the technical means to
implement this ‘inspiring psychotherapy’ is the use of existing personal images or role models. This approach —
following a positive example (e.g., successful students, altruistic personalities) — has been used widely in
teaching. Another way to impact patients is to show them the personality of the psychotherapist himself or
herself. The therapist is not just a specialist impartially analyzing patients or playing “psychological tricks” in front
of an unsuspecting audience. The therapist’s personality is a way to influence a sick person. Finally, the therapist
must have the skills of direct suggestion commanding optimism and providing positive reasons of existence to

the patient.

In my presentation | would like to discuss the importance of this ‘inspiring psychotherapy’ and some of the

techniques that can help with its implementation.
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4. Hirose (Japan)

Narrative Therapy and Morita Therapy

Yuichi Hirose (Japan)
Odori Koen Re-work Office

| work as a clinical psychologist at the “Odori Koen Re-work Office,” a daycare clinic that mainly supports office
workers who take (primarily depression related) sick leave. One of the features of our clinic is that we use an
approach based on Morita therapy. However, | attempt to use both narrative therapy and Morita therapy. The
purpose of this presentation is to propose a combination of these two approaches and to illustrate on some

cases how this combination may look like in reality.

The first step in narrative therapy consists in a narrative conversation between the therapist and the client, in
which they try to discover the dominant story that influences the client’s life. In step two, the therapist attempts
to separate the client from the dominant story and to find an alternative story that creates new possibilities for
living. | attempt to use the method of Morita therapy as a resource for the alternative story. However, | often
get stuck, probably because Morita therapy expects clients to construct their own lives actively. This may cause
clients to show resistance. Some clients say, “l know | should accept my fears and take constructive action, but it

is easier said than done.”

In narrative therapy, on the other hand, the therapist assumes that “the person is not the problem, the problem
is the problem,” and seeks a non-blaming approach. | take advantage of this viewpoint and try to keep a certain
distance from Morita therapy. | collaborate with the client and seek out alternative stories with ‘rich

descriptions’ by making use of certain aspects of Morita therapy.

12




Hirose (Japan)

FIT 4V - BT LRARE

FEWE— (AA)
ALY 7 — 2 47 ¢ X

HEIL, BHIKREL T2 AN (BHIZH D) OERBEZ SR T 274077V =y 7, [KEA
YU U—27 47 4 A] CTHARLDELEELTEHE LTS, U7 U= 7 OFa00E DL, REFEEE
N—=2L L7 7a—FeHNTWDHZ LN, HEIXT 7747V - 87 B — L RARIED D&
HZEHRATND, AREFOHMIZ, FHZELTZO _SOT7 Fa—FOFHIC OV THEFTT S Z
L THD,

FTIT AT T E—IZBWTUL, ETHIDOAT T ELTEIER NI TA IR T TT ¢
VBV AWEBLTEDY T4 =y MIEEZ 52 TWDL RIF v b - A b=V — (ZEM Y5
ZRHELTHL, 2, B EANMIRIF U b A=V —¢b T4 NEYIVEEL, ZOAD
NEZH T vigtb a2 oo T ANVEFTT 47« A h—U— (FLWEE) RO MZE9 &35,
Fix, ZOFNEFTT 4T« A=V —D Y V—RAL LT, REBEOFELZHNEL S EXATND,
L LR 6, EEITUXULIITESEA2 208305, b LIS, HREEIEIZIEYZ 74 = MTA
BB WTERRNITHEZ T2 2 L2 MG T 08VRHLINLNL LR, ZOZLiF, 77(4 =
Y hOEPLESI X T, [(REEZZIT AN, ROREZLELO TN RETEL NI DIXbND 0,
TR L DI TIIR W EWH 7 I/ Mebbnd,

—HFI7T 4TI E—TIH, BT R ML 2O ANMEZROTIERW, MENRMERORE] &
MEL, 794 FEFIFFLRWT T —F 2R 25, HEXZIOHEAZENL, Vol AZRHE
L —TEOHBEE RO Z L 2R A D, £ L THEHBIIHABEIEAZIED LN, 774 FEWEL,
BT RV ER ST AN T T T 4T c A= —ZRHLTWI T 250TH D,

13




5. Ishida (Japan)

Four Case Studies of Chronic Oral Pain Treated in Outpatient Morita Therapy

Satoshi Ishida (Japan)
Oral Mental Health Room

Chronic pain can occur in any part of the body. In the mouth of a patient who has teeth, it is difficult to decide
whether the pain is an organic disease caused by the teeth or not. In two types of patients, pain symptoms
worsen through dental treatment: in Type 1 the symptoms appear to be unrelated to treatment and in Type 2
the symptoms appear during treatment or after treatment. In Type 2, we tend to conclude that the symptoms
were caused by the dental treatment. Since dental pain is often caused by caries or periodontal disease dentists
usually first examine the tooth; they then shave the tooth, remove dental pulp (dental pulp extraction), and
repeat infected root canal treatment in order to reduce the symptoms. When the symptoms do not disappear,
they extract the tooth. If the pain is not caused by tooth problems, these irreversible treatments often make the
symptoms worse. Here | would like to present four case studies in which pain appeared or worsened during
dental treatment and entered remission because of counseling based on explaining the psychosomatic
correlations of pain. In my presentation | will describe four case studies of patients suffering from chronic oral
pain that had a good outcome as a result of outpatient Morita therapy, suggesting that outpatient Morita

therapy may be effective in patients who show chronic oral pain.

14




Ishida (Japan)

REEDEMETR D 4 HIZE)E LIS kAR BHRE

AH OB (B
[T HEL PR

BRI EHICAE T D, AEENIZEN D D -0l EOSEMNRIFRMNE 9 TROLMNTEL
W, HPENOERIEERIZEDE LS & L THENERANCAEL DD (X4 71) LIRFEROIRERICA
LH5bD (ZAT72) Bbd, A7 213WAHERICL > THET B2 01 TW5, HAHEITHETFH
FHEAFKTHD EBEZBEEICH ) T AZBRELLY, WA EE LY Y L7 0I5 &
VI LATD . L LB LARAWEAIITAE T2 Z 12D, 20X ) ARicJRZRN 2 WA IR A]
W72 IR A 2 W S 5, RHAE TRER OBIR L 72 hr o 72 4 Fl O FFHBI 258 L, S kAR H
WL E IS LTz, ZORFIRAITIHER Lizizd, OFEOEB LR ISR EFRIETI AR TH 5,

15




6. Ishikawa (Japan)

Psycho-educational Approach Based on Morita Therapy in School Counseling

Masahito Ishikawa (Japan)

Clinical Psychologist, Sapporo

In this presentation, the author reports a study on a psychoeducational application of Morita therapy to do
preventative work with middle school students facing adjustment challenges in school. The two cases described
here are both primarily based on symptoms of agoraphobia and had personality characteristics suitable to
applying Morita therapeutic principles. Thus, psychoeducation was done during the interview process, describing
shiso no mujun (contradiction between one’s subjective thoughts and the objective reality), kyofu totsunyu
(constructive attitude that accepts unpleasant feelings or thoughts as they are and that simultaneously focuses
on the performance of concrete practical tasks even in difficult situations), and living with mokuteki honn i
(purpose- or occupation- oriented attitude, as opposed to feeling- or mood- oriented attitude). While the
outcomes for the two cases differed, the Morita therapy-based psychoeducation was successful as a result, and
there were some improvements seen in the students’ adjustments. These cases suggest that many successful
cases of recovery can be seen, even in the younger population, for example, among middle school students,

when Morita therapy principles are applied appropriately.
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7. Ishiyama (Canada)

Internationalization of Morita Therapy and Its Future Prospects

F. Ishu Ishiyama (Canada)

University of British Columbia

We have seen in recent years increased appreciation of Morita therapy and its cultural and clinical
uniqueness among professionals and researchers outside Japan. Clinical practitioners and researchers both in
Japan and overseas have contributed to the expanded scope of theory, practice, and application of Morita
therapy. Morita therapy is now practised in various modalities, ranging from rather traditional and highly
structured inpatient treatment to more flexible, diversified, and eclectic/generalized applications. The target
population for Moritian interventions has also expanded, and clinicians have made various adjustments and

creative modifications over the years.

Morita therapy offers unique views on human nature, the workings of the mind, the process of healing and
personal growth, as well as intervention methods based on the Moritian perspective, all of which form the
foundation of this integrative school of therapy and education. However, certain aspects of the therapy have
not been readily understood or recognized for their value by clinical practitioners and scholars, overseas and
even in Japan, who have been immersed in modern Western viewpoints and clinical orientations. The author
discusses cultural and professional resistance to Morita therapy observed in the past, and explores ways of
overcoming conceptual and practical challenges to promoting Morita therapy overseas. Past criticisms and
misunderstandings about Morita therapy are addressed, and examples are offered for creative and flexible
ways to introduce and teach Morita therapy to Western professionals. As a flexible and widely applicable

outpatient approach, the author elaborates on a Morita-based 3-phase model of “active counselling.”

Four interrelated areas are identified as future tasks for fostering international recognition and promotion of
Morita therapy. They are: (a) clinical practice and applications, (b) therapist training, education, and
supervision, (c) research and development of assessment tools and evaluation methods, and (d) scholarly

and professional communication and collaboration.
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8. Itamura & Kitanishi (Japan)

Three "Life and Death" Cancer Patients in Morita-Based Group and Personal Psychotherapy

Ronko Itamura® and Keniji Kitanishi*® (Japan)

1: Obitsu Sankei Seminary Clinic, 2: Morita Therapy Institute, 3: Kitanishi Clinic

Currently, more than 300,000 people per year die of cancer, which has become the leading cause of death in
Japan. Morita-based Group Psychotherapy is being used to help cancer patients cope with their inner
conflicts and with their anxiety. We have previously reported on the therapeutic effects of Morita-based
Group Psychotherapy. Here we would like to present the “Life and Death” related experiences that three

patients of this group went through during the final time before their passing.

Conflict and introspection in life and death: Patient A, a 40 year-old woman, was diagnosed with breast
cancer (stage IlIC) 5 months before she started to participate in the group work. She participated in 8 group
meetings. In the group, she was able to talk about her suffering from cancer directly and began to disengage
herself from her previous unnatural lifestyle ethic of “having to do” everything. However, after a relapse, she
switched to personal counseling sessions because of her strong anxiety. The sessions continued 2.5 years,
until about 4 months before her death. She always talked about how she could not get any affection from her
mother, when she was a child, and that she often felt lonely with no one to rely on or to ask for help. She

died 4 years and 8 months after her diagnosis while still feeling worried about leaving her twin girls behind.

Acceptance of and resignation to life and death: Patient B, a 58 year-old woman, was diagnosed with
ovarian cancer three years before her group work participation. In the group, she was still in good spirits,
despite having been told of only having a few months to live because of her metastasis and relapse. She
usually spoke about her daily life rather than looking back on her past. She had never married, and she had
started suffering from cancer immediately after the death of her parents, whom she had taken care of until
the end. She had brothers who had also died earlier. After admission, we had three personal sessions until up
to 2 weeks before her death. She had never spoken of her family in the group, but she talked about her
family right away in the personal sessions. She had always felt close to death, and this led her to pass away

quietly alone. She died six years and ten months after her diagnosis.

Connection with life and death: Patient C, a 61 year-old woman, was diagnosed with lung cancer (stage 11B) 2
years and 8 months before group participation. She joined the group with multiple metastases and relapses.
She took part in the group sessions for two years and three months for a total of 20 times. She was bright
and talkative in the group and eager to talk about various cancer treatments. Her attitude was one of never
giving up, and she related to and was supported by other group members with cancer. She felt unhappy
about not being able to look after her husband and did not want to worry her family. She just wanted to
forget her cancer. But in reality her cancer "had been slowly getting worse" and this was preoccupying her
subconsciously. She had consciously avoided facing death and felt an intense uneasiness about the future.

Death came suddenly while she was at the hospital. She died 5 years and eleven months after diagnosis.
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9. lwaki (Japan)

Emotional Guidance in Outpatient Morita Therapy

Kumiko Iwaki (Japan)
Ken Mental Clinic

In his treatment of neurosis, Morita indicated that it is important to admit a patient's inner emotions and
accept them as they are. Two guidelines are particularly important in Morita Therapy: (a) the guidance
towards action (or behaviour), and (b) the guidance towards the treatment of emotions. In present-day
outpatient Morita therapy the emphasis seems to be on the former. In this presentation | would like to
introduce the case of a patient who was suffering from OCD (obsessive compulsive disorder) and whose
symptoms rapidly improved with a treatment that consciously focused on the guidelines for treating

emotions.

The patient was a 33-year-old married woman. Her OCD symptoms (which involved her husband) appeared
after her marriage. Through the one-year treatment, phases of improvement and deterioration alternated
periodically, and the patient reported pain during the times of deterioration. Since | sensed that the progress
of the treatment had hit a wall, | decided to change my strategy: instead of asking the patient about her
present feelings, | examined the emotions she had experienced when the symptoms of her
obsessive-compulsive behaviour first arose. | elucidated all the emotions she had felt at that time and
instructed her to allow herself to feel them all fully once more. The patient reported a dramatic
improvement in the very next session, and the treatment could be successfully completed a few sessions

later.

As stated above, Morita therapy has two main guidelines. In the guidelines for the treatment of emotions,
Morita focused not only on the present emotions but also on the emotions and emotional changes that
occurred when the symptoms initially appeared. Through my patient’s case | could confirm how important

the analysis of these original emotions can be for a successful application of Morita therapy.
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10. Kitanishi (Japan)

Basic Concepts of Morita Therapy

Kenji Kitanishi (Japan)
Morita Therapy Institute and Kitanishi Clinic

Psychotherapy is closely related to the culture in which it develops. The modern world has been dominated
by Western intellectual and scientific thinking, as reflected in psychoanalysis, behaviour therapy, and
cognitive behaviour therapy. These therapies have inherent models of enhancing control over inner conflicts

and symptoms by way of strengthening the conscious self (i.e., the ego).

Morita therapy is a psychotherapy that lies at the other end of the spectrum. The therapeutic principle of
Morita therapy is based on an Eastern understanding of human nature, that is, a belief that is based on the
concept of monism and the idea that mind (consciousness), body (matter), and the inner world are

ultimately one and the same. The ego and its linguistic representation are considered to be relative and finite.
The Moritian understanding of human nature is based on the notion of relativism and the idea that all

phenomena derive from mutual relations and interaction.

In my presentation, | will first clarify the fundamental concepts of Morita therapy, then examine the structure
of self, and finally discuss the notion of acceptance and the behavioural changes this notion can cause in the

individual and his or her concept of self.

Unlike mind-body dualism, with its very limiting view of the self, Morita therapy is based on a holistic
understanding of the individual and assumes that we cannot take apart the unity of mind, body, and the
inner nature (inochi or life force), but that all three are mutually connected and interactive. What forms the
core foundation of the self is inochi. In Moritian conceptualization, the conscious mind plays only a limited

role compared to the unconscious mind, which includes the body and the inner nature of a person.

This Moritian perspective casts doubts on the value of language-mediated interpretations and
understandings of human experiences often found in other psychotherapies. Morita therapy offers a unique
approach for dealing with body and inochi (or inner nature), which is called shizen zuijun — or following and

yielding to nature.

Regarding fear and anguish as inevitable experiences of life, we learn to accept them as they are. Such a
Moritian perspective can enhance and actualize our healthy and natural desire for life. By awakening to the
fact that there are things that we cannot willfully control or change, such as fear and anguish, we come to
recognize and mobilize the desire for life. This is the state of arugamama (being as-is), in which fear and

anguish are dynamically interacting with the desire for life.
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11. Kobayashi (Japan)

Psychoeducation in Dialectical Behaviour Therapy (DBT) in Return-to-Work Programs:

An Explorative Use of an Adjunct Therapy in Morita Therapy Approach

Mihoko Kobayashi (Japan)
Odori Koen Re-work Office

This presentation reports on the experimental use of psychoeducation in dialectical behaviour therapy (DBT)
for people who take a leave of absence from work as a consequence of depression and attend a program at
our clinic called “Return-to-Work.” The program has been created to assist these people in returning to their
former employment or, if necessary, finding a new one. In the past, the effectiveness of Morita therapy in
our “return-to-work” program has been discussed. Nevertheless, there are quite a few clients who relapse

and go on sick leave again after completing our program.

The primary goals for our clients consist not only in completing our return-to-work programs, but also in
making use of the experiences and skills that they have acquired through these programs in their everyday
lives. However, we occasionally have cases where clients return to their old behavioural patterns after
program completion and then suffer from this relapse. Going back to their former environment makes them
often also forget the new understanding and skills they have acquired while participating in Morita therapy.
In other words, the problem that many clients have is the development of some kind of repetitive

behavioural pattern.

It has therefore become necessary for us to adjust to this situation by adding another treatment, which
complements and reinforces the Morita therapy approach, in order to prevent relapses —and we have
started to conduct psychoeducation in dialectical behaviour therapy (DBT). As far as the actual use of DBT is
concerned, we have endeavored to simplify its language as well as its technique to make it easier to use for
both therapist and client. Many repetitions of the DBT techniques are required before users are able to
integrate their understanding into new habits. This may seem like a complicated process, but it is actually
quite simple and reliable and does not only serve to help clients obtain better life skills but also to prevent

relapse.

In this presentation, the effects of DBT as an adjunct therapy in the Morita therapy approach will be

discussed. Any comments or advice on future possibilities will be appreciated.
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12. Kotchoubey (Germany)

Psychotherapeutic Aspects of Communicating the Diagnosis of a Terminal Disease

Boris Kotchoubey (Germany)

Institute of Medical Psychology, University of Tiibingen

Communicating the diagnosis of a terminal disease has severe traumatic effects on the patient and creates
serious pressure for the doctor in many cases. First of all, two different cases should be distinguished: (a)
situations in which the chance to survive is very low (e.g., cancer at an advanced stage), and (b) situations in
which this chance is zero (e.g., cancer at a final stage after unsuccessful therapy, or amyotrophic lateral
sclerosis). The fundamental difference is the presence of hope, which will be followed by a severe

disappointment, in the former case and the lack of hope in the latter.

Although it may appear paradoxical, patients diagnosed with terminal disease with no hope for cure report
better quality of life and lower depression ratings than those with hope for cure. This indicates that the
doctor needs to be very careful in finding the right moment for communicating without delay to the patient

that there is no hope for cure any longer.

Further, the role of a third person (usually a spouse or close relative) in the process of communicating the
terminal nature of the illness is often underestimated or mistaken. It is critical that a third person be involved
in this communication process, and that he/she directly be part of a conversation in which bad news is being
told.

In such communication, however, the doctor must keep in mind that this third person not only plays a role in
providing social support for the dying patient, but also has his/her own thoughts and feelings about life to
which he/she is entitled as a human being in his/her own right. The doctor’s inability to explicate the third
person’s own personal existence in parallel with the existence of the dying patient may contribute to the
former’s neurotic inner conflicts with the feelings of guilt and severe dissonance between this person’s own

process and the patient’s.
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13. Kubota (Japan)

Consideration on the Efficacy of Morita Therapy

Mikiko Kubota (Japan)

Hosei University and Jikei University Center for Morita Therapy

In order to demonstrate the efficacy of Morita therapy, therapy evaluation must be administered in
accordance with the treatment goals and principles of Morita therapy. What is addressed in Morita therapy is
not anxiety or its symptoms, but the attitude of being preoccupied with the symptoms caused by anxiety.
Morita therapy consequently aims to modify this attitude. Therefore, not only changes in anxiety or its
symptoms but also changes in attitude toward anxiety, as well as self-acceptance, and social adaptability
need to be evaluated comprehensively to judge the efficacy of this therapy. Based on these principles and
considerations, we have conducted a study to evaluate the efficacy of inpatient Morita therapy, by using the
following scales: “Mini-International Neuropsychiatric Interview (M.I.N.L.),” “Semi-Structured Interview for
the Assessment of Mental State,” “Global Assessment of Function (GAF),” “Rosenberg Self Esteem Scale

(RSES)” developed by SCL-90-R, and “State-Trait Anxiety Inventory (STAI).”

The results were striking: the scores of all of the above scales showed significant changes from admission to
discharge, thus clearly confirming the efficacy of Morita therapy. It was also illuminating that the evaluation
acquired from the “Semi-Structured Interview for the Assessment of Mental State” predicted the therapeutic
changes better than any pre-existing scales. This semi-structured interview form assesses several items, such
as the degree of pain of the symptoms, the disturbance they cause in daily life, and the quality of actions, as
well as important Morita therapy concepts, such as the degree of acceptance of the symptoms and the
degree of acceptance of the self. Not only the severity of the symptoms and the quality of life, but also the
attitude (degree of acceptance) towards the symptoms and towards the self need to be evaluated for the

objective demonstration of the efficacy of Morita therapy.

Thus, we would like to present and discuss the problems inherent in the objective evaluation of the “attitude”
that Morita emphasizes as well as the challenges that need to be addressed in future studies that examine

the efficacy of Morita therapy.
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14.

Li et al. (China & Japan)

A Study on Psychopathology of Toraware in Phobia and Obsessive-Compulsive Disorders

JiangBo Li*, Sizhong He®, ChenglLong Wan'®, CuiZen Zhu, Gui Gui?, Wei Rong’, (China),
and Kei Nakamura® (Japan)
1: W1 FREfT i = A R AR D EEFL 2. ECIEAFN LB
3: Jikei University School of Medicine Department of Neuropsychiatry

Objective:

Methods:

Results:

To study the psychopathology of TORAWARE, a state of ‘imprisonment’ due to preoccupations with

affective symptoms, among patients suffering from phobia and obsessive-compulsive disorders.

The treatment group consisted of 24 patients with phobia and 37 patients with
obsessive-compulsive disorders, while there were 89 persons in the non-patient control group.
All patients received outpatient Morita therapy combined with conventional drugs. The
Self-rating Scale for the TORAWARE state of Neurosis (SSTN) and the Self-Rating Anxiety Scale
(SAS) were administered to both treatment and control groups before the treatment and three

weeks after the treatment.

Before treatment, the STTN average score — in total as well as for each factor — had been
significantly higher in both the phobia treatment subgroup and the OCD subgroup than the
STTN average score for the control group. Three weeks after outpatient Morita therapy for both
of the treatment subgroups, the average score for each factor and the average total score of
STTN and the average total score of SAS all dramatically decreased compared to the

pre-treatment score.

Conclusion: TORAWARE can be described as psychopathology commonly found in phobia and

obsessive-compulsive disorders. TORAWARE is composed of seishin kogo sayo (a mechanism of
attention-mediated aggravation of symptoms), chui no kochaku (attentional fixation), shiso no
mujun (contradiction or distortion of thinking), as well as of a low level of tolerance for
accepting the symptoms, decreased physical and social functioning, and an increased tendency
toward perfectionism. The results of the study clearly showed that TORAWARE had been

significantly reduced after the patients had received Morita therapy.
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15. Lu (China)

Morita Therapy in China

Yingzhi Lu (China)
Zi Bo Mental Health Center

China first came into contact with Morita therapy during the 1940s, when Dr. Usa and Prof. Takehisa Kora
were invited to give lectures on Morita therapy in China. After that, several famous specialists in China began
to apply Morita therapy to treat their patients, and published papers in national and international journals.
Chinese clinicians gradually gained more and more understanding about Morita therapy. In 1990, a visiting
Morita therapy delegation, which was led by Mr. Okamoto Tsuneo, promoted the popularization of Morita
therapy in China. Between 1990 and 2000, the Japanese Society for Morita Therapy visited China 27 times
and invited Chinese scholars to Japan for investigation and training. All of the scholars involved in this early
phase have become the backbones for Morita therapy in China. In the past 20 years, Morita therapy has
been flourishing in China. China has successfully hosted the International Congress of Morita Therapy twice
and the China Congress of Morita Therapy 9 times. Currently, about 100 medical organizations are practicing
Morita therapy in China and have cured numerous people suffering from mental diseases. In addition, a large
number of books and papers about Morita therapy have been published recently that symbolize the

awakening interest in Morita Therapy in China.
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16. Lyubov (Russia)

The Burden of the Suicide Death Toll in Russia as an Indicator of the Necessity to Develop State

and Local Anti-Suicide Programs

Yevgeny Lyubov (Russia)

Moscow Research Institute of Psychiatry

Purpose: to determine the burden of suicide death toll at state and regional levels.

Data and methods: Analysis of the official medical statistics on suicide death tolls, calculating the burden in
standardized units of the World Health Organization — years of life lost (YLL) and loss of a national income
(2009).

Results: Suicide-related losses exceeded those of other external reasons and are similar to losses due to
malignant neoplasms and ischemic heart disease (IHD). Young people account for the largest share of total
YLL (40%) because of suicide. Suicides account for most deaths of external reasons among working-age
people (20-59 years old). Suicide is the second cause of death among men — with IHD being the leader. Men
account for 90% of suicide-related losses. Russia’s Volga and Siberia Federal Districts, most of which offer
only very rudimentary preventive anti-suicide programs, are leading in terms of YLL. Society sustains a loss of
5 million rubles from male suicides and 800,000 rubles from female suicides. Russia suffers from a total loss
of 150 billion rubles due to essentially avoidable mortality. This amount is five times as high as the loss
reported in the United States. The resource-saving result of a program to prevent a third of suicides in Russia

will amount to around 50 billion rubles.

Conclusions: Scale and structure of essentially avoidable suicide mortality enhances the importance of the
medical and social issue and thus serves as scientific evidence for the importance of developing local and
state programs for suicide prevention; identifying target groups among the population that demand the

most therapeutic and preventive intervention will be the first step in implementing a new program.

36




Lyubov (Russia)

EFR - L VDO BEEPIE 70 75 LAONEREZRETEe YT OBEBRROER

T == YaRT 4 (mT)
TR UG HEE PR

HHJ

[E5 - Ml L~V TOBRBRROEMEFENT D &

BHEEE 0% SRR RS RS (WHO) DAREHE(L, S U2 BENTIC & 5 2009 4E DR A TFAESR(YLL) & [E BT

/%Er,:% .

L2,
e A .

OERAZFH L, BEBIZET D ERGT 2 0T

H B9 20 T80T, AMRIRIC K AR T E B2 TR Y, B S X O L%
£ (IHD) (Z X DAL THKICIEH T 5, HE DL LERIZAKICL DL ONKRKOEIS (40%) %
L5, BEIITEAD (20 %005 59 %) OAMARROHF CORKDOENTH D, F1-H
FBITBIEDFER D 5 BREMMELKEE (IHD) IZRWT2HEB THDH, ARBEEDOETIE, 0D
90% % BN ED D, FIHEBEOEZGIET 07T A LR\ a s 7T ORI+ HE LY
NN T HERE RN EFERE ) — FLTW5, BrEOBEKICL > T500 HL—T L, #&
PEDOBHREIZE > TIE 80 HIA—T NVOEENHTWD, r T IZBIT HhILAEERETIZE D
BEOAFEEIT 150 B — T DI . ZOFHIXT AV WA REOBLIEATRER BT X D
BEHEDO S FI2DIFED, BRIEOTv 7T K2k, v TIZBIT5 350 10 HKEN
IETEE, K50 EL—TLOBELZS T ENTE S,

B FIEE T 5 BRI X DL T ROBUR L S 1T ER T L TS O EEM 2 807 5,
Fd z [EHFE - HIR L~V TOHK LT 0 7T A EFRT D EEEORFIGELTH 5.,
o, DEFESCHELEOTODON N bLEETHANAERET L NI s 7
LERDOHE S TH D,

37




17. Madorsky (Russia)

Dealing with Shinkeishitsu: Subconsciousness and Psychotherapeutic Strategies

V. V. Madorsky (Russia)

Rehabilitation Center Nadezhda, Rostov-on-Don

Personality disorders, such as shinkeishitsu, can be very difficult to treat because patients suffering from
them usually display a variety of psychological defense mechanisms that block their healthy development as
well as the therapist’s opportunity to assist them with the use of rational, cognitive-behavioural strategies.
Work with such individuals should therefore be aimed at helping them gain experience in the harmonious
expression of their feelings as well as in the creation of more order and balance in their outer and inner life
—by involving their own subconscious processes. An important part of the psychotherapy process in such
cases consists of educating patients to “reprogram” their subconscious processes by using special “languages”
that can access the subconscious mind: ideomotor movements, emotions, sensations and visual images. This
reprogramming of the patients’ subconsciousness can be carried out within the framework of various
psychotherapeutic modalities, such as guided affective imagery (also known as katathym imaginative
psychotherapy), Ericsson hypnosis, NLP, focusing, etc. The specific method should be determined by the
specific characteristics and preferences of each individual patient. It is desirable to start working on the
subconscious level right after the initial phase of the patient’s “uprooting” from his or her stereotypical
actions and emotional response patterns - with the help of Morita therapy or family therapy — has been

completed.

Educating patients to develop new methods of action and response to the world is essential for success.
What has been proven particularly effective in this context is the use of trance techniques, which can
effectively start the process of self-regulation at a deep subconscious level. Teaching patients “subconscious
languages” as self-care techniques in case of mood fluctuations has also proven to be successful, since these
techniques can help patients be able to regulate their emotional states themselves. A mandatory part of the
therapeutic work should also include cognitive-behavioural therapy, which teaches patients to overcome the
difficulties they face in life effectively and without “escape in the disease.” Methods of using creative
approaches (for example, art therapy and creative expression therapy, as described by M.E. Burno) offer
many benefits as well, but they should not be used as a substitute for the adequate social and work

rehabilitation of the patients.
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18. Minami (Canada, Rwanda)

Morita-Based Psychosocial Reconciliation Approach - Case Studies from Post-Genocide Rwanda -

Masahiro Minami
University of British Columbia (Canada)

Prison Fellowship Rwanda-Morita Centre for Peace and Reconciliation Research (Rwanda)

Psychosocial reconciliation between victims/survivors and perpetrators of the 1994 Rwandan genocide is
considered one of the most important priorities to maintain peace and harmony in the developing young
country of Rwanda. This presentation outlines limitations of a forgiveness-based verbal reconciliation
approach by demonstrating a clip and verbatim transcripts from an actual reconciliation counselling session
that took place in a remote village of Rwanda. Using video clips, the presenter highlights key challenges that
posed critical yet realistic barriers to psychological reconciliation and the conflict resolution process existent
in this particular context. The presenter then introduces an overview of a new Morita-based psychosocial
reconciliation approach (termed ABPRA) along with its theoretical as well as empirical foundations. The
presenter will report preliminary findings from three reconciliation dyads, by highlighting themes that
capture the essence of the action-based reconciliation and its process, with transcripts and video-clips of

actual action-interactions among the 3 pairs that led to the emergence of the themes.
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19. Mullan (UK) & Minami (Canada)

Measuring the Effectiveness of Morita Therapy: The Exeter, Tokyo and Vancouver Collaboration

Eugene Mullan® (UK) and Masahiro Minami® (Canada & UK)

1: University of Exeter; 2: University of British Columbia

Guidelines for practicing outpatient Morita therapy were published in 2010 and advised that Morita
therapists should evaluate the effectiveness of Morita therapy’. The guidelines were an invitation to develop
and identify specific measures to assess outcomes. A number of symptom measurement tools were already
in use by Morita therapy practitioners in Japan but there was an identified need to collaborate on a Morita
specific tool for measuring outcome. The development of a new outcome measure is also a response to a
key challenge if Morita therapy is to become an accepted treatment in the UK. The challenge will require the
development of an evidence-base open to appraisal by those of us who develop clinical guidelines and

protocols for the recommendation of therapeutic interventions and training programs.

A staged clinical research program was conceived to advance the measurement of Morita therapy. Two
stages of work to develop the outcome domains have already been undertaken to date and described in
detail at previous conferences. A third stage, to develop a new, cross-cultural measure for Morita therapy
patients, was presented at the Morita therapy conference in Tokyo (2012). The specific objective was to
establish the views of Japanese experts in Morita therapy on the most appropriate items to include and to

undertake a research program to create a robust measure.

The presentation will give an update on this research over the last year with an overview of the next stage of

the research proposal including protocol development.
References:

B Nakamura et al. (2010). Guidelines for practicing outpatient Morita Therapy: English Edition. Tokyo,

Japan: Japanese Society for Morita Therapy.

B Richards, D. A., Mullan,E. G., Ishiyama, F. I., & Nakamura, K. (2011). Developing an outcome
framework for measuring the impact of Morita Therapy: A report from a consensus development

process. Japanese Journal of Morita Therapy, 22, 165-173.
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B Nakamura et al. (2010). Guidelines for practicing outpatient Morita Therapy: English Edition. Tokyo,
Japan: Japanese Society for Morita Therapy.

B Richards, D.A., Mullan,E.G., Ishiyama, F.l., & Nakamura, K. (2011). Developing an outcome framework
for measuring the impact of Morita Therapy: A report from a consensus development

process. Japanese Journal of Morita Therapy, 22, 165-173.

43




20. Nakamura (Japan)

Practice of Morita Therapy

Kei Nakamura (Japan)

Jikei University School of Medicine and Jikei University Center for Morita Therapy

In this lecture, | will outline the current practice of Morita therapy mainly in Japan. Morita therapy has been
applied to various neurotic disorders, such as OCD, social anxiety disorder, panic disorder, generalized
anxiety disorder, and somatoform disorders. Moreover, the application of Morita therapy has dramatically
expanded and is now being used for chronic depression, social withdrawal, PTSD, psychosomatic diseases,
the anxieties of the physically ill, as well as for counseling in schools and businesses. The basic structure of
Morita Therapy used to be inpatient treatment, which consists of four phases of treatment. However, while
private institutes were the main providers of inpatient treatment in the past, inpatient treatment is now

offered by only a limited number of medical universities and psychiatric hospitals.

At the same time, we have observed a rapid increase in the number of private clinics that provide
outpatients with Morita therapy. Because of this situation, the Japanese Society for Morita Therapy
developed “Guidelines for Outpatient Morita Therapy” in 2009. One year later, these guidelines have also
been translated into English and Chinese. The following five therapeutic components have been identified as
the basis for the guidelines of outpatient Morita therapy practice: (1) increasing patients’ awareness and
acceptance of emotion as it is, (2) recognizing and mobilizing the desire for life in patients, (3) clarifying the
vicious cycle, (4) offering behavioural instructions, and (5) facilitating patients’ evaluation of their

behavioural patterns and lifestyles. This lecture will further elaborate on these guidelines.
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21. Niimura et al. (Japan)

Aging and Arugamama

Hideto Niimura®, Chiyo Fujii>, Masaaki Murakami®, and Masafumi Mizuno* (Japan)
1: Department of Neuropsychiatry, School of Medicine, Keio University; 2: School of Health and Social Services,
Saitama Prefectural University; 3: Department of Sociology, Meiji Gakuin University; 4: Department of

Neuropsychiatry, School of Medicine, Toho University

Morita Therapy originated as a treatment for neurotic patients with an adolescent mentality, but its
application has recently been expanded to include elderly patients. Here, we will discuss how Morita Therapy

views old age and how it can be used to help seniors cope with the aging process.

Aging is inevitable and associated with physical and mental decline as well as with decreased interaction with
society. Morita therapy encourages patients to accept their aging self, learn the value of existential suffering,

resolve their fears and anxieties by confronting them, and live with humor and optimism.

For elderly people the concept of the fear of death takes on a concrete meaning, which may make it
challenging for them to follow their therapist’s advice and adopt a purpose-oriented perspective. Therefore,
therapy for elderly patients should emphasize support and gradual progression. Therapists should encourage
the elderly to recognize the truth that one can live only by depending on one’s own uneasy and unreliable
body with gratitude. Therapists should guide patients to change from a mood-oriented lifestyle to a
purpose-oriented lifestyle and to devote every day to completing their personal tasks and duties as far as this
is possible. During this process, patients will be able to find their purpose in life, gain hope, accept the

experience of loss with its various symptoms "as it is experienced” (arugamama), and cope with the fear of

aging.

In essence, there is no special way of applying Morita therapy to the aging population. However, Morita
therapy contains at its very heart the therapeutic principle that can be used to work with seniors: it is the art

of shifting their ‘fear of death’ to a new ‘desire for life.
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22. Patyayeva (Russia)

Morita Therapy and the Problem of Self-Determination

Catherine Patyayeva (Russia)

Moscow State University

There is a classic story of a young man asking for advice from Dr. Morita. “I’'m shy,” says the man, “how can |
conquer my shyness?” And Dr. Morita answers: “Do what should be done, and let your shyness be with you.”
And this Morita principle works in many different situations. | have read reports of various men and women
who have overcome anxiety, anthropophobia, headaches, chronic stress and other psychological problems
following this principle. Moreover, | have successfully used it myself while being anxious about presenting

my paper at a conference.

But what if a troubled person does not know what he/she should do? What if this person is Dostoevsky’s
hero, Rodion Raskolnikov, who fell sick trying to decide if he should kill the old pawnbroker or not? Or what
if this person is a young woman who longs to have children and is torn between her husband, whom she
adores but who does not want any children at all, and another man, who loves her and dreams to have

children with her but whom she does not love herself?

The requirements of modern life are often highly controversial. It is not always easy for individuals to
determine what they should do, and what their true purpose or constructive action should be. Such
problems of self-determination are not usually considered to be the targets of Morita therapy either.
However, the problems of self-determination can be dealt with in the context of the dialogical self —a
concept developed by the great Russian scholar M.M. Bakhtin. And integrating Bakhtin’s ideas with Morita’s
practical approach can bring very interesting developments to the psychological and the psychotherapeutic

practice.
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23. Sasaki, T. (Japan)

Common Factors between Morita Therapy and ACT:

Findings through Personal Experiences and Considerations

Tomoshiro Sasaki (Japan)

Dohto University

Similarities and differences between Morita therapy and ACT (Acceptance and Commitment Therapy) have
recently been discussed. ACT has been spreading throughout the world as the 3rd generation of CBT
(cognitive behavioural therapy). Both Morita therapy and ACT do not only emphasize the acceptance of
symptoms and problems but focus also on behaviour exhibited simultaneously — behaviour which is required
of the individual in response to the situation at each moment. Apart from the differences in terminology and
therapeutic tools, one cannot help but be surprised to recognize how similar the two approaches are in

terms of their fundamental concepts and ways of thinking.

In his late teens and twenties, the author suffered from communication disturbance problems and received
outpatient care for several years for social anxiety disorder treatment. He eventually overcame his initial
obstacles and now works professionally as a clinical psychologist. However, the recovery process involved
many difficulties and hardships and was not an easy and smooth path. In his retrospective analysis, the
author draws attention to several essential points of Morita therapy and ACT that have served as positive
therapeutic factors, including the significance of continuous efforts to put therapy homework into daily
practice. In addition, the experience of failures and even handicaps in this process were regarded as

challenges and precious learning experiences for stimulating personal growth and further self-improvement.

The author thus confirms the therapeutic and educational benefits inherent in these two therapeutic
approaches (i.e., Morita therapy and ACT) through an analysis of his own experiences and discusses in detail

the findings derived from his painful but meaningful journey of personal struggles in his young days.
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24. Sasaki, A. & Ishiyama (Canada)

Themes of Personalized Learning and Personal Growth Facilitated by Morita Therapy Training

Ayumi Sasaki and F. Ishu Ishiyama (Canada)

University of British Columbia

Studying theories and practices of psychotherapeutic approaches is not merely a process of intellectual and
professionalized training. It inevitably also provides opportunities for clinical practitioners and trainees to
self-reflect, explore their own personal issues, and enrich their perspectives on life and human nature. It has
been known that Morita therapy facilitates the process of personalized learning, self-understanding, and
personal growth among the learners of Morita therapy, the benefits that seem to parallel the therapeutic
process akin to the underpinnings of Morita therapy. There is limited literature on this subject, especially
outside of Japan, where Morita therapy is hardly known and practiced only by a small minority of helping
professionals and trainees. This paper identifies and explores themes of personalized learning and personal
growth facilitated by Morita therapy training experiences, based in particular on the qualitative data and
written feedback from participants of recent brief training workshops in Canada, interviews with learners
and practitioners of Morita therapy, and focus group discussions. The identified learning and growth themes
reported by Morita therapy workshop participants and practitioners are compared to those identified as
general themes of personal growth in Western literature. We discuss the unique aspects of Morita-based
personalized learning and personal growth as well as common factors and themes, and explore implications

for future research and therapist training.
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25. Semenova (Russia)

Morita Therapy in Russia

Natalia Semenova (Russia)

Moscow Research Institute of Psychiatry

Transplanting any therapy to a foreign country is inherently difficult and requires a receptive environment
that will allow the new therapy to adapt to the different conditions. Psychotherapy in Russia is currently
going through a process of intensive growth and formation. Morita therapy has much to offer to Russian

professionals, since it resonates with prevailing social attitudes and beliefs.

The following five aspects are what | consider to be significant in this regard:

1. The Russian Context: the theoretical underpinnings of the Russian/Soviet approaches to the treatment of

the mentally ill and current approaches to psychotherapy in Russia seem to be open enough to

incorporate Morita's concepts and ideas.

2. Existing Similarities of Ideas: the Russion psychologist A. N. Leontiev, who developed the concept of

Activity, B. D. Karwasarsky, and ShomaMorita, the founder of Morita therapy all share similar ideas.

3. Efforts to Offer Morita Therapy Lectures and Workshops in Russia. These efforts have been realized by
the visits of prominent Japanese Morita therapists as well as leaders of a peer support organization,
starting with the first visit by Dr. Ishiyama in Leningrad, USSR, in July 1990, and the subsequent visits by
Dr. Itami and Mr. Mimuro in October 1994, Prof. Mashino in September 2008, and most recently Dr.
Watanabe in May 2012. These visits have had valuable impact on the development of Morita therapy in

Russia.

4. Enhancing Motivation in Persons with Schizophrenia Using Morita Therapy. | will describe an
intervention designed for persons with schizophrenia-spectrum disorders. The program, which
integrates a number of Morita therapy strategies into a coherent treatment package, will be presented

as a way of illustrating the key points.

5. Teaching Morita Therapy to Russians. We have worked diligently and thoughtfully to help Morita

therapy grow roots in Russia. We are grateful to our Japanese teachers and colleagues who have

patiently taught us the principles of Morita therapy and allowed us the freedom to develop them in ways

that fit the Russian people.
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26. Shimonakano (Japan)

Practice of Morita Therapy in a Private Psychiatric Clinic

Hiroto Shimonakano (Japan)
Mental Clinic Yukuhashi

In our country the number of people who suffer from psychiatric disorders has been growing rapidly — partly
as a consequence of a continuing bad economy as well as an aging society with low birth rates. The number
of psychiatric clinics (around 2,200 in 2011) where only outpatients are treated is also growing. As far as
diagnosis is concerned, emotional disorders have increased remarkably for the past 10-15 years. Neurotic
patients are also slightly on the rise. Patients with pervasive developmental disorders, personality disorders,
eating disorders as well as patients whose problems are difficult to diagnose, visit psychiatric clinics as well. |
have been working at a small clinic for eight years. Although | also prescribe psychotropic drugs, | use
Morita-therapy for many of my patients as psychotherapy. Such patients are mainly neurotic but sometimes
have other disorders, or they have a neurotic character with other psychopathology. | will present my
experience of the development and outcome of 30 cases here and discuss in detail specifically those cases
for which Morita therapy was either particularly effective or particularly ineffective. | will also add some

suggestions about the application of Morita therapy for patients.
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27. Shizukuishi (Japan)

Considering a Morita Therapeutic Approach in Dietary Management

Chie Shizukuishi (Japan)
Show Wow Café

Several years ago | attempted a Morita-based dietary management program for patients who suffered from
addictions and other mental issues. Since | was able to achieve favourable results, | reported them to the
Japanese Journal of Morita Therapy. Among the most important points of this report were the discovery of
the vicious circle of my clients’ action patterns and the idea that progressing in small but continual steps

would lead my clients to a realistic attainment of success (which can be confirmed in objective data).

| am currently working as a nursing staff member in a psychiatric workshop-based program for the purpose
of helping patients find suitable jobs. Many of my clients have mental health issues and complain mainly of

depressive symptoms.

| try to help them manage their dietary patterns by emphasizing the importance of nutritional balance,
appropriate quantity, as well as a regular eating schedule. Additionally, | help them improve their
behavioural patterns by teaching them to take constructive action, that is, to act not so much out of their

varying moods and emotions but to focus on their purpose and on their daily obligations instead.

As a result, some patients have begun to demonstrate a measurable change in “the right direction,” that is,
they have begun to normalize their body weight (which means losing weight for obese patients, and gaining

weight for skinny ones), and the data of their BMI has also improved.

In the clinical field of psychiatry, it is not easy to obtain results that can be observed objectively. It is also
generally difficult to measure mental improvement by objective data. | therefore think it is all the more
significant to obtain measurable results that clearly indicate the mental recovery process of patients treated

with the Morita therapeutic approach.
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28. Shustrov (Russia)

Alcohol Dependence and Self-Oriented Aggression

Dmitry . Shustrov (Russia)

Ryazan State Medical University

Problems with alcohol continue to play a major role in Russia. Despite the severe and far-reaching
consequences of alcohol use, success in preventing these problems has been limited. Alcohol dependence is
a disease with distinctly self-destructive components. Self-oriented aggression related to alcohol abuse can
be manifested in classical suicidal forms (suicide, parasuicide, suicidal intentions and tendencies, self-harm
and overdoses) and non-suicidal forms (antisocial, anti-family, anti-professional, risky behaviuor, somatic, and
dual diagnosis). Both forms reflect various personal aspects coupled with alcohol and social and family
environment. Anti-vital programming formed in childhood under pathogenic parental influence is an integral
part in the pathogenesis of self-oriented aggression related to alcohol abuse and can be diagnosed and
worked on in therapy. Death toll related to alcohol abuse — either directly or indirectly — shows that alcohol
dependence is to be treated as a potentially fatal disease. These issues will be discussed within the

framework of the author’s professional stance.
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29. Tateno & Yano (Japan)

Two Cases of Obsessive-Compulsive Disorder with a Good Prognosis that Underwent

Cognitive-Behavioural Therapy and Inpatient Morita Therapy

Ayumu Tateno™? and Katsuharu Yano™? (Japan)

1: Jikei University School of Medicine; 2: Jikei University Center for Morita Therapy

Recently, we have observed an increasing number of patients who visit our Jikei University Center for Morita
Therapy because the previous therapy they received — which consisted in cognitive-behavioural therapy
(CBT) — did not improve their conditions. Two of these cases, where patients received in-patient Morita
therapy, are illustrated here. In both cases, the clients recovered and have maintained their recovery ever
since. Both cases have been slightly modified to protect the patients’ privacy without significantly changing

the history or context.

Case 1: A 30-year-old female presenting fear of contamination and accompanied washing compulsion.
History: After discontinuing exposure response prevention therapy at Hospital A in the year X-2, the patient
completed a 90-day inpatient Morita Therapy in the year X. Three years after hospital discharge, she is still

working successfully without displaying any of her former symptoms.

Case 2: A 29-year-old male presenting the fear of victimizing someone, and the compulsion to check and
wash. History: In the year X-6, the patient underwent inpatient treatment at the psychiatric department of
Hospital B, in which CBT was administered four times per year. However, in year X-1, his compulsion
exacerbated when he could not decline the request from his colleague, and he underwent a 4-month
inpatient Morita therapy in the year X. Two years after discharge, while still visiting the hospital, he

continues to work for a staffing company and is able to limit his bath time to 30 minutes.

We would like to present the therapeutic process of the inpatient treatment of the above cases as well as its
outcome in order to discuss the reasons why the patients did not respond well enough to CBT alone to
recuperate from their OCD, while the addition of inpatient Morita therapy did not only result in their

recovery but also helped these patients to maintain their improved condition.
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30. Tomita (Japan)

Morita Therapy and Emotional Freedom Technique EFT —

How to Integrate Two Different Types of Psychotherapy

Toshiya Tomita (Japan)

Axis Remind

As we know, one of the most famous features of Morita therapy is to leave the symptoms and problems as
they are, and make effort to put into practice what one has to do. This characteristic shows that Morita

therapy can be classified as a solution-based construction model of psychotherapy.

However, many clinicians feel that focusing only on directing clients to accept their difficulties is not an easy
task: some clients get impatient if their symptoms and problems do not receive enough attention during the

initial stages of the therapy and therefore terminate the treatment prematurely.

Therapists have to understand this connection and carefully consider which approach they want to choose
to support their clients. If the therapist clings only to the doctrine of Morita theory and loses sight of the

original aim to help ease the client’s suffering, the treatment may never be completed.

Supporting the client’s therapy goal and constructing a plan to reach it are therefore preconditions for
making the therapy work. Finding ways to ease the client’s uncomfortable symptoms in the course of the

therapy is just as necessary for a successful treatment.

In my practice of psychotherapy, | often use Morita therapy as the foundation of my treatment but combine
it with Emotional Freedom Technique (EFT), which is a technique that allows the client’s emotions to be
released. This combination is expected to relieve the client’s pain and suffering to an extent and thus helps

the client free his/her mind to concentrate on the task at hand.

In my presentation | would like to use a couple of cases treated at psychiatric clinics as examples to discuss
the combined use of Morita therapy and EFT. Since Morita therapy is solution-based while EFT is
problem-oriented, the two models complement each other, and can therefore be combined to produce

good results.
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31. Wang (China)

The First Person to Promote Morita Therapy in China—Mr. Tsuneo Okamoto of Japan

Zu Cheng Wang (China)
Shanghai Mental Health Center of Shanghai Jiao Tong University School of Medicine

The three periods of Morita therapy in China:

B The first period: In 1940, Shanghai was occupied by Japan, the radio broadcasted Morita therapy in
Japanese (Genyu Usa). There was almost no influence because of the political tensions during the

war.

B The second period: In October of 1957, Professor Takehisa Kora visited Beijing and Shanghai and gave
a keynote lecture about Morita therapy in each city. In Shanghai, more than 70 neurologists and

psychiatrists attended his lecture.

B The third period: In April of 1990, Morita therapy in China entered a new era of rapid development
under the support and sponsorship by Mr. Tsuneo Okamoto, who was the board chairman of the

Mental Health Okamoto Memorial Foundation.

Since 1990, led by Mr. Tsuneo Okamoto, Morita therapy has been introduced and promoted extensively in
China. This period has become a time of learning and practicing Morita therapy in China, where, originally,

little had been known about this unique approach.

During the last decade of the 20th century, Morita therapy became the main stream of psychotherapy in
China. From 1988 to 2002, Mr. Okamoto visited China more than 35 times, twice per year on average, and
communicated with people of all walks of life in China to introduce and promote Morita therapy. He visited
Beijing, Tianjing, Shenyang, Jinan, Qindao, Xian, Chendu, Chongging, Shanghai, Suzhou, Nantong, Nanjing,
Wuhan, Changcha, Guangzhou, Fuzhou, Xiamen, Shenzheng, Hongkong, Nanning, etc. He provided financial

assistance for many Morita therapists in China.
Below is a list of Mr. Okamoto’s invaluable contributions to the promotion of Morita therapy in China.

1. Mr. Okamoto invited Japanese Morita therapy specialists to China, including Professor Kenshiro Ohara,
Professor Kenji Kitanishi, Yozo Hasegawa (then the president of “Seikatsu No Hakkenkai” or Discovery of
Life Association), Professor Shizuo Aizawa, Professor Susumu Maruyama, Professor Kei Nakamura, and

Professor Katsumasa Miyasato. They all taught many people and shared their expertise and enthusiasm.

2. He provided financial assistance for Chinese psychiatrists to be trained in Japan. He arranged 3-month-
to 1-year-long training programs of Morita therapy in Hamamatsu University School of Medicine or Jikei
University School of Medicine. More than 10 Chinese psychiatrists joined this training program,
including Cui Yuhua, Li Zhengtao, Qiu Yifu, Zhang Haiying etc. Most of them became professors after

their return to China and have played important roles in the development of Morita therapy in China.

66




He repeatedly invited many Chinese experts to attend Morita therapy conferences. Among the experts
who have benefited from these invitations are Professor Shen Yuchun, Cui Yuhua, Kang Chengjun, Li

Zhengtao, and Wang Zucheng.

Mr. Okamoto donated many books and journals such as: the complete works of Masatake Morita, the
complete works of Takehisa Kora, various monographs on Morita therapy, and The Journal of Morita

Therapy published by the Japanese Society for Morita Therapy.
He provided financial support for the translation of books; see List #1 below.

He financially supported the hosting of a number of Morita therapy conferences in China; see List #2

below.

He helped establish the Shanghai- Okamoto Mental Health Award. The award has been presented on 12

occasions since 1993 to 90 award recipients.

He also supported East China Normal University in promoting sandplay therapy, which was introduced to

Shanghai in 2000.

List #1: List of translated books with Mr. Okamoto’s financial support

B REED R Gt SRIRIGaE (MR AR
Masatake Morita: Healing Neurasthenia and Obsessive Compulsive Disorders (People's Medical Publishing
House)
B RSB ERR - RETIE SRS (NR A L)
Kenshiro Ohara: Morita Therapy and new Morita Therapy (People's Medical Publishing House)
KA AT R (N HARAL)
Yozo Hasegawa: Action Changes Personality (People's Medical Publishing House)
B OARE S N E AR AR (bR k)
Tsuneo Okamoto: The Existential Philosophy of Complying with Nature (Beijing University Press)
B ARFES el B RAVAETESE (bR )
Tsuneo Okamoto: The Life attitude of Self-Restraint (Beijing University Press)
B ERA REDEY TR (NRTAEHRE)
Takehisa Kora: The Practice of Morita Psychotherapy (People's Medical Publishing House)
B HAENL EBEALSAREE (NRTAHRT)
Shigehisa Aoki: Anxiety and Self-Regulation (People's Medical Publishing House)
B OKBR T ER B R (2 B
Keiji Mizutani: The Way toward Self-Awareness and Consciousness (Fudan University Press)
B REFALEEE (B BRI
Hajime Mashino: the Morita Method of Psychological Counseling (Fudan University Press)
B SRR S EARRRT ERSR R

Takehisa Kora: Popularizing Morita Therapy (Contacting Press Now)
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List #2: List of Morita therapy conferences held in China with Mr. Okamoto’s financial support
B 1992 4, WP ERITIERS (RE)
The 1st China Morita Therapy Conference (Tianjing)
W 1995 4F, ¥ mEFARETIERS (LA
The 3rd International Congress of Morita Therapy (Beijing)
W 1997 4F, W mARMITIERE (LFREMG )
The 2nd China Morita Therapy Conference (Yantai, Sandong Province)
B 1998 4, W _JETPERATIERS (WA T )
The 3rd China Morita Therapy Conference (Ninbo, Zhejiang Province)
B 2000 4, FHWUEPERATIERS (ER)
The 4th China Morita Therapy Conference (Beijing)
B [2002 4, HIETERBTIERS BUEILRE T, K SARS MifF)
The 5th China Morita Therapy Conference (Qindao, Sandong Province, conference suspended due to SARS,
postponed to 2004; see the next line)
B 2004 4F, FHJETEFRRTERS. BLEERARTIERS (L)
The 5th China Morita therapy conference and The 5th International Congress of Morita therapy
(Shanghai)
B 2006, HAMTERITIERS (LRESE)
The 6th China Morita Therapy Conference (Zibo, Sandong Province)
B 2008 4F, FHbLmPTERHTIERS U7HERET)
The 7th China Morita Therapy Conference (Nanning, Guangxi Province)
B 2010 4, F/\sPERATIERS (R
The 8th China Morita Therapy Conference (Beijing)
B 2012 4, FHiETERATIERS RE)
The 9th China Morita Therapy Conference (Tianjing)
B 2014 4, HHEPERATERS (WAEEAFER, 7E)
The 10th China Morita Therapy Conference (Shijiazhuang, Hebei Province)
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Wang (China)
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32. Watanabe (Japan)

Suicide and Suicide Prevention Strategies in Japan

Naoki Watanabe (Japan)

Asada Hospital, Hiroshima

The aim of my presentation is to discuss the following: (a) evidence-based research on suicide in Japan, (b)
effective suicide prevention activities, and (c) prospects to include aspects of Morita therapy in suicide

prevention programs.
Brief statement of the problem:

In many ways, suicide rates (and related complexities of this phenomenon) in Japan require urgent attention.
Japan has a reputation for high suicide rates, and related cultural influences in this regard. Since 2008, there
have been more than 300,000 reported deaths by suicide. This rate is similar to the number of Tokyo
marathon participants. When reviewing the G8 countries per capita, Japan has the second highest suicide
rate next to Russia. Globally, the suicide death rate for Japanese men is the 10" highest and that for women
is the 3rd highest. For those between the age of 20 and 39, suicide is the highest cause of death for both

men and women. This paper offers examples of how aspects of Shoma Morita’s theories and methods can

assist suicide prevention programs.
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Watanabe (Japan)
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33. Yamada (Japan)

Clinical Collaboration between Two Great Figures: Shoma Morita and Ivan Paviov

Hideyo Yamada (Japan)
Odori Koen Re-work Office

CRCT (Conditioned Reflex Control Technique) is a new type of therapy that has been invented and developed
by Shinji Hirai, a Japanese psychiatrist. Recently the method has started to prevail in Japan as a drastic
therapeutic method for patients with various kinds of deviated behaviour, such as addictions, eating
disorders, and OCD (Obsessive Compulsive Disorders). As its name implies, CRCT dates back to “conditioned
reflex theory,” a classical theory developed by Ivan Pavlov, which, has scarcely been utilized in clinical
practice although it has been widely known in general. Morita therapy has been known to be one of the

most effective therapeutic methods of treating OCD in Japan.

However, helping patients who suffer from obsessive-compulsive behaviour is not easy or straightforward
even in Morita therapy. | first discuss impressively positive effects of using CRCT with patients suffering from
disorders with deviated behaviour. However, CRCT needs to be complemented with other forms of therapy,
because it would not be possible to address patients’ fundamentally nihilistic or pessimistic life styles simply
by removing the symptoms caused by these lifestyles. | therefore argue for the value of combining a Morita
therapy approach with CRCT. | explore a new alliance between the theories developed by two great thinkers

on the human mind: the Russian physiologist lvan Pavlov and the Japanese psychiatrist Shoma Morita.
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Yamada (Japan)
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