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With the provision of care today increasingly influ-
enced by economic priorities, it is erucial to find
ways to protect the quality and strength of the ther-
apeutic relationship. For a long time Japanese psy-
chiatrists have been dealing with the problem of
having very limited time to spend with each pa-
tient. In this article, the authors present a solution.
It is a remarkably creative and poetic blending of
cognitive therapy techniques familiar to Western
therapists with concepts derived from Zen Bud-
dhism and the Japanese tea ceremony. This fasci-
nating amalgamation of Western and Eastern
thought can greatly enrich the viewpoint of West-
ern therapists who increasingly must also deliver
care under similar, very limited time consiraints.
This article reminds us that most often it is not the
quantity, but the quality, of time spent that deter-
mines how much benefit our patients derive from
therapy. (J Pract Psychiatry Behav Health 1995;
1:203-210)
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|_ he emphasie on economic pressures introduced by
L managed care has caused therapists to cut the time
gpent with each patient. In the United States, an
_  increased focus on medication management has re-
sulted in many therapists spending no more than 15 min-
utles with each patient, with sessions often oecurring once
a month or even less frequently. This has led to concerns
about the dwindling role of psychotherapy and perhaps
even more importantly of the doctor-patient relationship
as part of the clinical encounter.

This new system, which seems so unfamiliar to many
private practitioners in the United States, is in fact the
system that has long prevailed in Japan, where interview
time has been restricted due to the public insurance sys-
tem. Almost all medical fees in Japan are covered hy the
public health insurance system, with patients making a
10%—30% copayment. In this system, however, psycholog-
ical approaches such as psychotherapy tend to be ne-
glected compared to more medically oriented procedures.
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For example, the fee for psychotherapy by a psychiatrist is
2800 ven ($33) at a hospital and 3300 yen ($39) at a small
outpatient clinic regardless of the length of the interview.
This situation makes it necessary for Japanese paychia-
trists to see as many patients as possible during their clin-
ical hours.

In Japan this tendency is also related to the fact that
8000 psychiatrists serve 120 million people. According to
the 1987 survey by Nishizono,' the average number of out-
patients seen per day at 252 facilities was approximately
50, including 1.7 new visits. In most of these settings, pa-
tients are seen by only one psychiatrist, with an average
interview time of less than 15 minutes. According to a
study by Fujita et al.? in which psychiatrists were asked to
review anxiety disorder vignettes, more than 90% of the re-
spondents said they would spend less than 30 minutes
with each patient.

Japanese psychiatrists have had to develop ways of
making the most of the limited time available for patient
eontact. In this article, we present a model that combines
Western principles of cognitive therapy with important as-
pects of Japanese Zen and the tea ceremony in a way that
enables clinicians to provide their patients with valuable
and meaningful treatment and to forge strong treatment
alliances, even within the constraints of very brief therapy
sessions.

A JEPANESE VIEW OF THE THERAPEUTIC
RELATIONSHIP

Given the necessity to restriet the length of time patient
and therapist are in contact, how can the clinician avoid
trivializing the content of the session and instead make the
most of the brief time allotted for treatment? Western clin-
icians are familiar with the important role of nonspecific
factors in promoting positive psychotherapeutic outeomes.
Three of the most important models have been 1) the use
of the therapeutic relationship to create positive expecta-
tions and eounteract demoralization,® 2) the development
of a holding environment,* and 3) the conception of therapy
as a corrective emotional experience.® In the following sec-
tion, we discuss how Western brief therapy technigues can
be enriched by concepts from Zen and the Japanese tea cer-
emony,

Making the Most of the Moment

One of the most important internal attitudes of the thera-
pist can be explained by the concept “Ichigoichie” from the
Japanese tea ceremony. Tehigo means a “whole life” and
Ichie means one meeting. Naosuke Ii (1815-1860), a fa-
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mous politician who tried to open Japan to the outside af-
ter 200 years of isolation, quoted the term “Ichigoichie” to
describe the psychological attitude of the tea ceremony
host.® The host should think that this is possibly the only
opportunity he will ever have to see the guest. With this in
mind, the host is able to treat the guest with feeling in or-
der to promote a meaningful psychological interaction. The
guest, in turn, also feels the thoughtfulness of the host and
is able to leave the room with satisfaction. This kind of ex-
perience makes it possible to internalize a good object im-
age, so that both host and guest are able to “see” each other
internally at any time in the future.

The attitude of the host in the Japanese tea ceremony

Silence is felt o connect the patient and
the therapist and, in Zen Buddhism,

is considered fo be the essence

of human existence.

can also be applied to psychotherapy. The clinician should
keep the Ichigoichie feeling in mind while conducting an
interview—the clinician should try to help patients feel
that they can get something important out of the session.
For example, a meaningful experience for some patients
could be just spending time with the clinician if they have
not been able to associate with other people for a long time
despite a desire to do so. Patients whose problems have de-
veloped secondary to cognitive distortions would also need
to begin cognitive restructuring techniques,

By focusing on the patient’s needs, the clinician enables
the patient to leave the room with the satisfaction that a
tea ceremony guest feels even if the length of the session is
brief, This kind of experience helps patients to internalize
the clinician’s good object image as well as a good self-im-
age with its accompanying warm affect; this modifies the
“unlovable” schema. The patient can also internalize the
strategies and attitudes the clinician has used in the treat-
ment. These internalizations cultivate the patient's ability
to cope with difficulties outside the sessions, which can
then modify the “helpless” schema.

In order to strengthen these experiences, the “Zanshin”
concept of the tea ceremony is also useful. ZAN means re-
main and SHIN means mind. Zanshin is the word used to
express the psychological attitude at the time when a host
sees a guest out. The host should not immediately start
cleaning up after the meeting, but is expected to stay, qui-
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etly reexperiencing the excitement of the meeting which
still remains in the room. These psychological attitudes
are also important for a clinician, who should spend at
least a few moments of silent reflection on the meeting
with a patient before beginning the next task. This atti-
tude will be sensed by patients.

Making the Most of the Therapeutic Relationship

Western clinicians are familiar with the idea that, in order
to treat a patient effectively in a brief session, nonspecific
factors such as the atmosphere of the treatment setting
play an important role.” A clinician’s empathic attitude and
nonverbal communications are important in establishing
the treatment atmosphere. They contribute to the devel-
opment of a “holding environment,™ which is thought to af-
fect the outcome of psychotherapy.

Another especially important nonspecific factor in
Japan that may be less familiar to Western therapists is
the concept of silence, which is felt to connect the patient
and the therapist and, in Zen Buddhism, is considered to
be the essence of human existence, Silence in a Zen context
is different from silence as it is ordinarily thought of in a
Western sense. It does not mean nonspeaking or passivity;
rather silence is considered the mother of speech. Silence
continuously exists from the past through the future, and
it ereates the communication medium in which we exist.
Silence contains a lot of nonverbal communication in addi-
tion to the lingering verbal communication from the prior
exchange. Speech that arises from such rich silence usu-
ally has a great impact.® Silence in the therapeutic rela-
tionship is colored by the clinician’s internal and external
attitudes and is not equivalent to unfriendliness. Internal
attitudes consist of the clinician’s way of thinking about
the patient’s psychological experiences. External attitudes
consist of the clinician’s facial expressions, postures, into-
nation of voice, timing of verbal and nonverbal expres-
sions, and various other factors. These attitudes, as long as
they foster the therapeutic alliance, contribute to an at-
tunement of affect in the therapeutic dyad that is similar
to the relationship between a mother and an infant as de-
scribed by Stern.” This therapeutic relationship helps to
produce a corrective emotional experience,” helps patients
reconfirm their existence, and modifies both the “unlov-
able™ and the “helpless” schema.

Respecting the Patient’s Ability and Preventing
Regression

The idea of helping oneself overcome helplessness through
self-empowerment has a long history in Japan in Zen, in
which one's potential strength lies only within oneself and
only by one’s own efforts can one increase it.* As a fencer
must learn to stand easily on a pillar, patients must learn
to stand emotionally on their own. In Zen, one might asso-
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ciate oneself with a teacher, but the teacher cannot teach
in the Occidental sense because only what is learned in-
ternally is of any importance.

Statements from the therapist might be akin to the Zen
“Koan,” or problems that have no rational solution (for ex-
ample, “to conceive the clapping of one hand” or “to feel the
yearning for one’s mother before one’s own conception®). The
koans are felt to be bricks that help one knock on the door
to enlightenment about human nature, For Japanese, this
door is the door of haji (shamel—once yvou find a way out of
shame, you are free to experience life without bonds. This
can be seen as abandoning “on’e,” the observing self, that for
many Japanese patients keeps them bound in obsessions of
duty, responsibility, and how they are perceived by others.

The clinician should acknowledge that the patient has
a leading part in the treatment and respect this position.
This is a basic prineiple of cognitive therapy, in which pa-
tients need to use their own cognitive abilities to identify
their distorted cognitions. In order to make the most of the
patient’s capability in treatment, a elinician can use So-
cratic questions. The clinician should avoid giving an in-
terpretation of the patient’s unconscious fantasies. Rather,
when a patient complains of distress and psychological
pain, it should be taken at face value.

Respecting the patient’s decisions in a collaborative
way may prevent further regression. When first seen, most
patients are already regressed. If the patient is allowed to
regress further, there is the danger of experiencing a “ma-
lignant” regression as described by Balint® that can lead to
various types of iatrogenic borderline-like behaviors. Pre-
venting regression can improve both the “helpless” and the
“unlovable” schema. Shortening session time can also help
to prevent unnecessary regressions.

Patient-Therapist Match

In order to make the most of nonspecific factors, therapists
and patients need to be congenial to each other. Okonogi
suggested that the dropout rate in the psychotherapy of
borderline patients is low when clinicians and patients are
well matched and that it is important for referring psychi-
atrists to keep this in mind.

Because the medical fee is low in the Japanese aystem,
patients can easily choose a clinician because they can de-
cide after a few trial visits, The advantage of this is that
patients can independently find a clinician with whom
they match well. On the other hand, these patients might
end up in a “revolving door” situation. In order to avoid this
problem, during the initial session the clinician should ask
ahout treatment history, especially about prior patient-
therapist relationships. This information is important in
predicting future therapeutic relationships. If necessary,
the clinician should recommend that the patient go back to
the former clinician.

Jrnl. Prac. Paych. and Behav. Hlth.

The experience of behaving independently in therapy
allows patients to practice coping strategies and problem
golving by themselves. Patients also feel that they have
achieved or acquired something in the session. This en-
hances their self-efficacy, strengthens their motivation for
treatment, and finally modifies the “helpless” schema.
Usually patients have been neglected by important others.
The experience of having their thoughts and feelings re-
spected induces a corrective emotional experience and
modifies the “unlovable” schema.

COGNITIVE THERAPY THROUGH R JRPANESE LENS

The technigques described in this article are also based on
Beck's cognitive theory" and dynamie psychotherapy.
Beck (personal communication) stresses the importance
of two “hard-core” schemata, as he calls them, in the
pathology of personality disorder patients: “I am unlov-
able” and “I am helpless.” The hard-core schemata can
also be used to identify and modify distorted cognitions
and heighten a sense of control and communication in
treating other disorders. Recently, the experience gained
from the treatment of personality disorder patients has
led cognitive therapists to pay more and more attention to
the underlying schemata.'®

Beck's hard-core schemata concept overlaps consider-
ably with the “triple C concept” (cognition/control/commu-
nication), which we have used in creating psychological
change and in ameliorating symptoms. It is encouraging
that the technique of focusing on the “triple C” developed
in Japan can be integrated with Beck’s concept. This sug-

Cognifive therapy s particularly well suired
for use in the brief freatment seffing.

gests that the hard-core schemata may be a universal the-
oretical framework. It is possible to shorten the therapy
session by using this concept even with patients from dif-
ferent sociocultural backgrounds.

With the help of the clinician, patients try to change
their distorted cognitions into more rational and adaptive
ones, which helps them regain a sense of internal and ex-
ternal control. This change can improve their communica-
tion with their significant others, which then strengthens
social supports. This kind of intervention may be similar
to the focus put on roles seen in interpersonal psychother-
apy.”® Regaining a sense of control leads to modification of
the “helpless” schema. Improved communication leads to
modification of the “unlovable” schema.
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As Beck! has pointed out, elinicians need to have their
own basic blueprints for understanding and treating psy-
chopathology. Individuals respond in different ways to in-
ternal and external stimuli, such as interpersonal con-
flicts, realistic burdens, physical conditions, and internal
experiences such as fantasy and memory. These stimuli in-
duce reactions in thought, mood, behavior, and body, which
themselves can then become stimuli. These stimuli and re-
actions are mediated by cognitions that are determined by
the underlying schema. The formation of the schema is in-
fluenced by both genetic and environmental factors.'

It is said that Japanese are emotionally less expressive,
often use nonverbal communications, and tend to accept
interdependency over individuation as described in the
“Amae” concept by Doi.'® These factors color the way
Japanese therapists approach psychotherapy with Japan-
ese patients and are part of the reason why cognitive ther-
apy may be more useful than expressive therapies in
Japan. It is especially interesting that the ideas of the Zen
priest Takuan and the concept of cognitive therapy share
common viewpoints, which may be another reason why
cognitive therapy is easily adaptable to Japanese patients.
However, although these approaches have been developed
on the basis of clinieal experience in Japan, they could be
modified for patients with different sociccultural back-
grounds, as Freud" recommended modifying therapeutic
style to the individual personality of the patient.

Cognitive therapy is particularly well suited for use in
the brief treatment setting. Therapists who are trained in
cognitive therapy techniques will be able to make the very
most of the limited time they have available. The home-
work that is associated with this type of therapy also helps,
because much of the work can go on outside the actual ses-
sions.

The Four-Stage Process: KiShoTenKetsu

The usual treatment process consista of four stages that
can be conceptualized based on the “KiShoTenKetsu” (in-
troduection, development, turn, and conclusion) process.
The concept of “KiShoTenKetsu” originated in the princi-
ples of classic Chinese writing style and is also used as a
model for the Japanese writing style. Although the actual
treatment process usually cannot be clearly divided into
four stages, this conceptualization can help clinicians esti-
mate where they are in the treatment.

In the first stage, the clinician and patient collabora-
tively and concretely assess the patient's realistic life dif-
ficulties and psychological problems. Based on the assess-
ment, the clinician proposes psychological and biological
treatment approaches, clarifying the similarities with, and
differences from, the patient’s expectations,

In the second stage, cognitive approaches are used to fo-
cus on and modify distortions of automatic thoughts and to
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review the patient’s daily schedule. In order to apply these
cognitive approaches effectively in a brief session, the clin-
ician focuses on the automatic thoughts derived from the
“helplessness” and “unlovable” schemata.

In the third stage, the hard-core schemata themselves
ghould be identified and modified based on the themes that
repeatedly appear in the automatic thoughts.

Finally, in the fourth stage, the patient is prepared to
separate from the clinician and to start moving into the
real world independently.

Initial Interview

Although time per patient is limited, the ¢linician should
try to spend between 30 and 60 minutes on the initial in-
terview. In this session, the clinician and the patient col-
laboratively try to assess the problems based on the model
described above. First, they assess the realistic problems
and consider questions such as “Are there problems re-
lated to the family and/or work? How much support is
available in these situations? What is the patient’s finan-
cial condition? How much has the patient achieved in the
tasks related to his or her developmental stage in life?” The
clinician should also assess the patient's assets and
strengths. Throughout the therapy, the clinician should
continue to conduct this kind of assessment and identify
which areas have improved and which have deteriorated.
A screening physical examination and a mental status ex-
amination are also done as part of the initial evaluation,

During the initial assessment, the clinician tries to find
the relationship between the problems the patient is man-
ifesting and the underlying hard-core achemata. The pa-
tient and his or her significant others are encouraged to de-
scribe the characteristics of the patient’s personality, using
both dimensional and categorical descriptions. These de-
seriptions are useful because they usually reflect the pa-
tient’s self-image and interpersonal relationships and may
help the clinician get to the underlying schemata. The dis-
crepancies between the clinician’s impressions and the pa-
tient’s descriptions are important because they may reflect
the patient’s cognitive distortions. The results of the as-
sessment are discussed with the patient, which promotes
the patient’s ability to conduct a similar assessment inde-
pendently. The amount of information to he given to the pa-
tient is determined by the context of the treatment. This
initial assessment enables the clinician and the patient to
delineate the patient’s concrete problems and establish
their hierarchy, so that treatment can be focused on the
more important and treatable issues and sessions can be
shortened.

Tt is also important to discuss the long-term goals in the
patient’s life in the initial interview. If these can be clari-
fied, it strengthens the patient’s motivation. In this way,
the clinician also conveys to the patient that the main pur-
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pose of treatment is to increase psychological well-being as
well as to reduce symptoms. If the clinician and patient
cannot clarify the patient’s long-term goals, they should at
least try to form an image of the patient’s future that might
then become clearer as both participants achieve the short-
term goals they have set.

Some patients may feel frustrated early in the course of
the treatment. If patients have strong expectations of being
cured, they will soon realize that the clinician is not power-
ful enough and they can easily become disappointed, If this
happens, the clinician can point out that the patient tends
to have unrealistic expectations and that this tendency
might have caused other interpersonal problems, However,
because of cultural factors, Japanese patients rarely express
such intense negative feelings outwardly and instead tend
to keep them suppressed. It is therefore important for
Japanese clinicians to look for discrepancies between what
patients say and what their behavior, attitudes, and facial
expressions reveal about hidden feelings. The more severe
the personality disturbance (i.e., borderline structure), the
more obvious these discrepancies will be.

Psychoeducation

After the initial assessment, the clinician tries to share the
information gained with the patient in an educational way.
Patients are usually afraid of the idea that they are suf-
fering from a psychiatric disorder or have psychological
problems. Psychoeducation can reduce this kind of unnec-
essary fear and help patients face these problems. Book-
lets that describe disorders in lay terms are useful. One of
us (Ono) recently wrote a book entitled Utilizing the De-
pressive Experience: Cognitive Therapy for Depression,””
which has been well received by Japanese patients and
their relatives as well as by specialists. Some patients with
severe depression, however, complain that it is difficult to
read even an easy book. In response to this, Ono wrote a
comic book! that deseribes a middle-aged man who suf-
fered and recovered from depression by restructuring his
cognitions with the help of his family. Comic books are
widely read in Japan and are a good way to provide edu-
cational information visually as well as verbally.

Pharmacotherapy

Psychoeducation is also necessary for pharmacotherapy. It
is widely acknowledged that pharmacotherapy and psy-
chotherapy are complementary rather than contradic-
tory.'?2° Pharmacotherapy is expected to ameliorate the
symptoms initially, which then makes it possible to focus
on psychological or personality issues using psychothera-
peutic approaches in shorter sessions.

We have found, however, that more than half of our pa-
tients in Japan have concerns about medication. They fear
that medication will cause a disastrous change in their
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bodies or that they might become dependent on the medi-
cine. Some of them do not want to take medicine because
they do not want to aceept the idea that they have difficul-
ties in their mind or they fear being controlled from out-
side. Because cognitive distortions can be identified in pa-
tients’ reactions, it is useful to discuss their concerns
related to medication. At the same time, the clinician
should ask patients how much and in what way they want
to take medication.

Four Stages in One Session

Sometimes the KiShoTenKetsu concept described above as
a way of conceptualizing the treatment process as a whole
can also be applied to the process of a single session. This
is one way to make brief contact with the patient as valu-
able and productive as possible.

1. First stage: “Ki” (introduction).

In the first stage, “Ki,” the patient reports what happened
since the previous session. The patient also assesses both
the positive and adverse effects of medication. The clini-
cian helps the patient elarify his or her problems and gains
and identifies one or two issues to focus on in this session.
It is helpful for the clinician to use common sense. Al-
though the elinician’s common sense is not necessarily cor-
rect, the diserepancy between the patient’s story and the
clinician’s common sense can shed light on the patient’s
underlying problems. When elinicians discuss a problem,
they should avoid forcing patients to accept their view-
point. The patient’s own wording should be used as much
as possible. Improvement in sleep and appetite are good in-
dicators of change.

A person cannot see l the leaves if he
stands in front of a big free looking at only
one leaf.

2. Second stage: “Sho” (development),

In the second stage, “Sho,” clinician and patient collabora-
tively try to begin to solve problems from a cognitive point
of view, especially the modification of “hard-core” related
thoughts and images, which will be the main focus in the
third stage.

Modifying cognitive distortions. In brief session therapy,
thoughts are modified into more flexible and adaptive ones
Jjust as in standard cognitive therapy. For this purpose, So-
eratic questioning and guided discovery are used. Wider,
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flexible thinking has been considered important for psy-
chological well-being for a long time in Japan. A Zen priest,
Takuan (1573-1648),* clearly pointed this out. His ideas,
which had a great influence on the “Bushido” (the samurai
spirit), share many similar points of view with cognitive
theory. In his writing, he repeatedly underscored the im-
portance of free movement of the mind. He said that a per-
gon cannot see all the leaves if he stands in front of a big
tree looking at only one leaf. This is similar to the situa-
tion in which an individual becomes trapped in anguish
when the mind loses flexibility and becomes unable to
move freely. He writes, “It is best not to have your mind
stop at one point based just on whatever you may see or
hear.”

It is not enough just to understand such ideas intellec-
tually. You can only use them after acquiring practical
technigques. Takuan underscored this by saying, “Even if
you see reason, it is useless until you gain command of
practical techniques . . . Technique and reason are closely
connected to each other, like the wheels of a car.” The im-
portance of flexible thinking in Zen is related to the heavy
burden the Japanese put on themselves through self-sur-
veillance. Whereas Westerners identify their observer-
selves with their sense of rationality and pride themselves
on keeping their wits in time of crisis, the Japanese feel an
incredible relief when they can release the restraints of
self-watchfulness. Zen declares that there is a more effi-
cient plane of human consciousness where this burden
falls away.®

The techniques of cognitive therapy enable the clinician
to identify and modify automatic thoughts and help pa-
tients adapt to reality. Focusing on automatic thoughts
and images derived from both the “helpless” and “unlov-
able” hard-core schemata is important in order to help
modify cognitions in a brief session. Patients will mention
these thoughts and images as they discuss issues related
to internal or external econtrol or interpersonal relation-
ships. These schemata are expressed as distorted views of
self and others and of one’s relationships to others,

Using transference both inside and outside the treat-
ment. Clinicians should pay attention to transference be-
cause it contains a lot of information related to cognitive
distortions. The clinician should be problem-oriented as
well as reality-oriented, with the main focus on here-and-
now issues, in order to prevent regression. Even when the
patient’s past is dizeussed, it should be compared with the
present.

In order to keep sessions short, the clinician must also
deal with cognitive distortions that cceur outside the ses-
sion. Regressed patients easily transfer their maladaptive
styles of relating to others to their outside lives, which can
cause interpersonal problems and cognitive distortions. By
discussing concrete examples of conflict in patients’ out-
side relationships, it may be possible to briefly identify and
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resolve the patient’s maladaptive behaviors and thoughts
by modifying cognitive distortions related to the hard-core
schemata that occur both inside and outside the treat-
ment.

Don't forgel the positive side. The clinician should not
overlook positive aspects of the patient’s life and should
support these in the treatment. Therapists are usually
good at pinpointing patients’ negative aspects and patients
are also adept at reporting negative aspects in the most
negative way possible. As a result, the clinician tends to
conspire with the patient to find every fault, and this only
strengthens the patient’s negative cognitions. However, af-
ter listening for a while, the clinician should strengthen
any ongoing cognitive restructuring and support those pos-
itive aspects of functioning that are already in place.

At the same time, clinicians should empathize with
their patients’ distress because, if the positive side is men-
tioned repeatedly, patients may become frustrated and
think that the elinician does not appreciate their psycho-
logical pain. If the clinician says things like “You are al-
ways focusing on the negative side because you feel you are
inadequate,” the patient may feel eriticized, and their
“helpless” and “unlovable” schemata may be reinforced. If
a patient says that he or she is not getting better, the elin-
ician may say, “Although you say you are not getting bet-
ter in a dramatic way, it is worth noticing the small steps
that you are taking. Your voice became louder and you said
vou started walking faster.” Additionally, clinicians can
use questionnaires such as the Beck Depression or Anxiety
Inventories to demonstrate objective improvement. The
clinician can also use general information regarding symp-
tomatology in order to avoid criticizing the patient. For ex-
ample, the clinician could say, “Mood is generally thought
to recover more slowly than other symptoms, so you may
still be feeling distressed internally even if you look like
you are getting better” or “Generally people tend to recall
only the painful events and to focus on their distress, As
you know, this is a cognitive distortion. Do you think this
is happening to you?”

The clinician may clarify this by quoting some events
that everyone can identify with: “You might not be able to
see your own changes if you try to find them every day.
This is the same experience parents have. They do not no-
tice that their children are growing taller because they see
them everyday. Grandparents who see their grandchildren
once a year, however, easily notice the growth.”

Sometimes it happens that nothing has changed during
a certain period. In that case, therapists should not be in
hurry or become despairing, but should evaluate them-
selves and identify any of their dysfunctional thoughts
(e.g., “I am powerless,” “The patient will be disappointed
with me,” “My colleagues will criticize my inadequacy”). [t
is also often necessary for patients to accept reality as it is
and to acknowledge and psychologically integrate the fact
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that there are problems that cannot be easily resolved and
that life can go on despite them.

Dwsfunctional thought record. In order to properly assess
both realistic and distorted thinking, it is useful to recom-
mend that patients keep a dysfunctional thought record as
described by Beck.” The clinician should not force this on
the patient, however, since patients often will not follow
through with this (just as students don't always do their
homework) and the therapeutic relationship can become
strained. Patients should be allowed to record thoughts in
their own way, since the purpose of the record is not only to
modify dysfunctional thoughts but also to cultivate problem-
solving ahility. Having their own format and using it in their
own way allows patients to feel that their individuality is be-
ing respected, which strengthens their motivation to partie-
ipate in treatment and enhances their self-reliance.

Again, the clinician should not focus exclusively on neg-
ative aspects during this procedure. The way Morita-ther-
apists handle a patient’s diary is a good example.” In
Morita therapy, patients are thought to be unable to escape
their distress because they are obsessively fixated on their
symptoms or daily problems. Because these symptoms and
problems often cannot be easily ameliorated, patients are
encouraged to accept the difficulties as they are and to do
whatever they can, little by little. In order to foster this at-
titude, the clinician intentionally neglects patients’ com-
plaints and instead focuses on areas where they have dealt
well with their difficulties. It is important for the clinician
to determine what will be communicated to the patient be-
cause it is not therapeutically appropriate to convey every-
thing. Patients may sense the therapist’s benevolence by
this and see that they are accepted and cared for even
when it is not directly expressed verbally.

Reorganizing daily activities. The life of psychiatric pa-
tients is usually disturbed. A large number of patients re-
port that they are withdrawn from social activities, a ten-
dency that is usually more prominent in patients with
chronic illness. This withdrawal and isolation can main-
tain or worsen symptoms and lead to a vicious eycle. In or-
der to interrupt this cyele and recorganize daily activities,
the patient is advised to plan a daily schedule. As part of
the cognitive therapy, it is also important to assess the pa-
tient’s degree of pleasure and life satisfaction. The clini-
cian should help patients develop a sense of fulfillment in
their activities (job, housework, study, ete.)

3. Third stage: “Ten” (turn).

In the third stage, “Ten,” the hard-core schemata are the
main focus. Although it is difficult to clearly divide the sec-
ond and third stages, they can usually be differentiated
baszed on the main foeus (automatic thoughts in the second
stage and the schemata in the third). The task here is to
modify the hard-core schemata based on an understanding
of the repeating themes in the automatic thoughts. In ear-
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lier sessions, the second stage is longer; in later sessions,
the third stage becomes longer.

Clinical interventions are more acceptable to patients if
the clinician uses the patients’ own descriptions of their per-
sonalities in assessing the hard-core schemata. In the “Ten”
stage, patients are helped to realize that it is unrealistic to
think that they should be able to do everything or, con-
versely, that they cannot do anything. Patients need to ac-
knowledge that it is natural for them to be cared for by some-
one but that they cannot get this from everyone. During this
process, it is useful to keep the long-term goals in mind.

4, Fourth stage: “Ketsu™ (termination).

In the final phase of the session, “Ketsu,” the clinician asks
for feedback from the patient, assigns homework, and pre-
seribes medication if needed. The homework assignment 1s
important in order to allow for shorter sessions, to modify
cognitive distortions through actual practice, and to un-
derstand transferences in daily life.

The homework assignment is imporfant in
order fo allow for shorter sessions, o
modify connifive distorfions through
actual practice, and fo understand
fransferences in daily life.

TERMINETION OF TREATMENT

Onee the hard-core schemata have been modified and pa-
tients become more confident, they should be able to have
more meaningful interactions with others. At this point
the patient is ready to separate from the clinician without
much difficulty. At termination, patients are told that they
can come back whenever necessary. In Japan, where a
strict appointment system has not been established, the
patient ean easily return to the therapist at any time. This
situation fosters the feeling in the patient’s mind that they
are supported. It is interesting that oriental culture has
symbaolized human interdependency in the Chinese char-
acter * A " (human being), in which two lines can be seen
supporting each other.

Some patients may become overdependent due to this
system. Overdependency can be avoided by respecting the
patient’s individuality and making the decision to termi-
nate together with the patient, based on improvement in
the patient’s daily activities.
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CONCLUSION

Although recent findings suggest that pharmacotherapy
can ameliorate not only symptoms but also problematic be-
havior, we believe that it is usually difficult to modify un-
derlying schemata by medication alone. In order to modify
these schemata to an extent to prevent relapse, psy-
chotherapeutic approaches are often required.

It is becoming more and more difficult to be able to
spend 45 or 50 minutes per session in some settings, and
furthermore, full-time sessions may not be necessary for
all patients. Frances et al.* pointed out that the theory
and research supporting the 50-minute session are not
very convincing. There are, of course, patients who do re-
quire longer-session psychotherapy such as psychoana-
Ivtic psychotherapy, cognitive therapy, or interpersonal
psychotherapy. Full-session psychotherapy also plays an
important role in training clinicians to understand psy-
chodynamie and therapeutic processes.

In Japan, many patients seem to benefit from a brief ses-
sion cognitive approach of approximately 15 minutes per ses-
sion. Shortening the treatment session not only improves the
cost performance but also prevents malipnant regreasion by
limiting the intensity of the relationship with the therapist.
This is true even for those patients who develop a network of
multiple specialists and relatives to provide support.

Although it is certainly difficult to deal with the entirety
of a patient’s paychological problems in a brief session, this
approach can help patients change by providing them with
a sense of fulfillment because they have identified and re-
solved their problems by themselves and have grown
through the experience of sharing communication with an-
other person. These experiences strengthen their sense of
control and cultivate self-confidence, which can then mod-
ify the hard-core schemata. While this brief session cogni-
tive approach seems promising for certain patients, these
clinical impressions remain to be systematically studied.

References

1. Nishizone M. Peychiatric treatment and psyehotherapy in Japan. In:
Nishizono M, Yamamote J, eds. Psychotherapy in Japan, Asia, and
MNorth America. Tokyo: Kobunde; 1988 (in Japanese),

2. Fujita K, Koga Y, Takeuchi H, Takemasa K. Comparisen of treatment

210 November 1995

11,

12.

13.

14.

16,

1T.

18.

21.

28,

of anxiety disorders in the UK and Japan. Clin Paychiatry
189893;85:1167-74 (in Japanese).

. Frank JD. The present state of outcome studies. J Consult Clin Peyehol

1979:47:310-8.

. Winnicott DW. The maturational process and the facilitating environ-

ment. London: The Hogarth Press; 1965,

. Alexander F. Psychoanalytic pioneers. New York: Basic Books; 1966,
. Kino K. Zen. Tokyo: Nippon Hose Kyokai; 1966 (in Japanese).
. Btern 1. The interpersonal world of the infant: A view from psyeho-

analysis and development psvehology. Wew York: Basic Books; 1985,

. Benedict R, The chrysanthemum and the sword. Tokyo: Charles E. Tut-

tle; 1946,

. Balint M. The basic fault. London: Tavistock; 18468,
. Okonogi K, Katayama T, Fukatsu C, Watanabe A, Kitayama (0, Naka-

mura R. Psychotherapy of borderline ense in three outpatient clinics:
Prognosis and cutcome. Jpn J Peychiatric Treatment 1987:2:369-87 (in
Japanese).

Beck A, Cognitive therapy and the emotional disorders. New York: In-
tornational Universities Pross; 1976,

Beck AT, Freeman A, and Associatea, Cognitive therapy of personality
disorders. MNew York: Guilford; 19840,

Klerman GL, Weissman MM, Rousanville BJ, Chevron ES, Interper-
sonal psychotherapy of depression. New York: Basic Books; 1984,

Ono Y. Psyehotherapeutic implication of the alexithyvmia eoncept. Jpn
J Peychosom Med 1993:33:77-85 (in Japanese),

. Doi T. The anatomy of dependence. Tokyo: Kodansha International;

1973,

Freud 8. Recommendations to physicians practicing psycho-analysis,
In: Strachey J, ed. The standard edition of the complete psychological
works of Sigmund Freud, Volume XITI: Papers on technique. London:
The Hogarth Press and the Institute of Psycho-Analysis; 1958,

Ono Y. Utilizing the depressive experience: Cognitive therapy for de-
pression. Tokyo: Seiwa Shoten; 18990 (in Japanese),

Ono Y. Depression: Discovering the truth about one's mind. Tokyo:
Kobunde; 1993 (in Japanese),

. Manning DW, Frances AJ. Combined therapy for depression: Clinical

review of literature. In: Manning DW, Frances AJ, eds. Combined phar-
macotherapy and psychotherapy for depression. Waghington, DC:
Ameriean Peychiatrie Press; 1980:1-33.

. Hollon 5D, DeRubeis RJ, Evance MD. Combined cognitive therapy and

pharmaeotherapy in the treatment of depression. In: Manning DW,
Frances AJ, eds. Combined pharmacothernpy and psychotherapy for
depression. Washingien, DC: American Peychiatric Press; 18980:35-64.
‘Takuan. Hudochishinshou. In: Yoshida ¥, ed. Budo Hidenshe (secret of
samurai apirit), Tokyo: Tokuma Shoten; 1968:77-109 (in Japanese),
Beck AT, Rush AJ, Shae BF, Emery G. Cognitive therapy of depression,
New York: Guilford; 1979,

. Fujita C. Maorita therapy, a psychotherapeutic system for neurosis.

‘Tokyo: lgaku-Shoin; 1986,

. Frances &, ClarkinJF, Perry 8. Differential therapeutics in psychiatry:

the art and science of treatment selection. New York: Brunner Magzel;
16954,

Jrnl. Prac. Psych. and Behav. Hlth.



