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I Considerations on how best to introduce
CBT into Japanese society

The first two parts of this series of papers have argued
that introducing a Western evidence- based therapy like
Cognitive Behaviour Therapy (CBT) might well be use-
ful for Japan and for Japanese clinical psychology, but

that CBT needs some adaptations for such an initiative

to be truly effective. This final paper opens with con-
sideration of some underpinning professional, cultural
and historical issues, followed by a brief examination of
whether Morita Therapy can suggest a way forward in
adapting CBT for Japan. The paper concludes with some
proposals regarding the development and adaptation of
CBT techniques which may be needed to fit better with-

in the Japanese context, and which could be of benefit
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both to people in Japan with mental health needs, and to

the profession of Japanese clinical psychology.

II Possible professional reasons for the
limited impact of CBT within Japan

In recent years it has become very clear that although
some CBT-based practices have been introduced to a
limited extent into Japanese Clinical Psychology (Shi-
moyama, 2011), evidence-based practice has not yet
really flourished or become naturalized in Japan. In ad-
dition to the cultural issues described in the two earlier
parts of this series (and also discussed below), there are
three key professional reasons why this may be the case.
First, clinical psychology in Japan (which might other-
wise have been responsible for introducing CBT) has un-
fortunately not yet been officially recognised as a mental
health profession, and therefore has had comparatively
little influence in agreeing its terrain and implementing
its own standards. Second, the profession is still suffer-
ing from identity confusion within the discipline, being
involved in numerous interdisciplinary conflicts. This
is mainly because there is disagreement about precisely
what clinical psychology, psychotherapy and counsel-
ling each mean or could do in Japan, leading to many of
the problems regarding both internal integration and in
gaining recognition outside. By contrast, British Clini-
cal Psychology has already established its distinction and
consistency as a discipline and profession, defining the
discipline in terms of (a) the basic science of psychol-
ogy and (b) its application to the understanding and
resolution of human distress. The dominant underlying
model underpinning British Clinical Psychology is, first
and foremost, that of the “scientist-practitioner” (Hall
& Llewelyn, 2006), whilst Japanese Clinical Psychol-
ogy contains a number of ambiguous overlaps between
clinical psychology, psychotherapy and counselling, and
cannot even define itself as a discipline. This ambiguity
means that Japanese Clinical Psychology has unfortu-

nately been subject to theory-based sectionalism, and
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since each branch of psychotherapy tends to adhere to its
own theory, it is almost inevitable that clinical psychol-
ogy, led by a group of disparate and disagreeing psycho-
therapists, finds it almost impossible to progress beyond
sectionalism towards integration.

The third key difficulty is a split between theoretical
teaching and clinical practice. Psychodynamic (especially
Jungian) theory has maintained its influence so strongly
that, for many influential psychologists, purely intra-psy-
chic psychotherapy remains the ideal model in teaching
and clinical practice. However, this ideal, intra-psychic
model is actually so complex and specialized that most
clinical psychologists in practice are unable to master it
competently. In addition, since many of the problems
that clinical psychologists are now expected to deal with
are concerned with social behaviours in daily life (such
as school refusal and bullying), such kinds of intensive
psychotherapy are of limited immediate practical use. As
a result, leaders of the profession set high standards and
propose complex treatment methods that are familiar to
psychodynamic (analytical) psychotherapists, whilst the
larger body of psychologists, who are not fully qualified
to practice in this way, function in effect as counsel-
lors. Consequently there are very few Japanese clinical
psychologists who could be called clinical psychologists
as described by the British definition, and links with
academic psychology and evidence-based practice are re-
grettably weak. Perhaps not surprisingly this sectionalism
and split between practice and evidence has hampered
Japanese Clinical Psychology in accepting or promoting
CBT as an important or unifying approach, despite the
evidence of the significant contribution that it has made
elsewhere (and could potentially make in Japan) to the

reduction of mental health distress.

III Possible cultural reasons for the limited
impact of CBT within Japan

As already discussed in the first two parts of this series,

there are also a number of cultural and historical reasons
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Table 1 Brief Cultural History (adapted from McLeod, 1997 by Shimoyama)

Traditional

Modern

Post-modern

Collective way of life

Individualistic way of life

Contextual way of life

(Localized community)

(National state)

(Global village)

Self defined in terms of external factors

Bounded self controlled by himself or
herself

Relational self saturated with given

information

Belief in religion and myth

Belief in science

Belief that knowledge is socially constructed

Agricultural work

Industrial work

Information-processing work

for the slow acceptance in Japan of evidence-based thera-
peutic practice such as CBT. As noted in part 1, this has
been most obviously demonstrated in the recent attempts
to help victims of the earthquake disaster. Although
CBT, especially Exposure, has been widely reported as an
effective intervention for traumatized people, Japanese
survivors have largely rejected CBT, and instead tried to
accept the tragedy collectively. Personal therapeutic expo-
sure to traumatic events was seen as intrusive not only to
individuals but also to the community. Why might this
have occurred and what is the place of psychotherapeutic

help in such a cultural context?

IV Evolution and development of
psychotherapy in cultural history

To answer these questions, it is necessary to under-
stand the wider Japanese context, and in particular the
history of psychotherapy from a cultural viewpoint. To
start, we need to consider the development of psycho-
therapy as a social response to mental distress, under-
stood in terms of cultural history (see Table 1 for a brief
outline of cultural history, adapted from McLeod, 1997).
From a historical and functional perspective, psycho-
therapy can be seen to have evolved as a response to the
needs of people and cultures to complete the transition
from traditional society to modern society, and as a way
of reducing distress experienced by individuals resulting
from the many challenges of modern life. More precisely,

the transition has been from a religious to a scientific

framework of thinking, and from a collective way of life
to an individualistic, un-connected self. Different forms
of psychotherapy have evolved all over the developed
world in response to the need for rapid social transition,
whereby people in distress are enabled to manage that
distress by using techniques that make some cultural
sense to them and to their existing society. In this re-
spect, psychoanalysis was an early manifestation of psy-
chotherapy, being essentially a compromise between reli-
gion (belief) and science, evolving at the end of the 18th
century in Europe. Given its reliance on belief and the
irrational or unconscious, rather than on scientific evi-
dence and individual cognition, it is perhaps not surpris-
ing that its influence in modern times has diminished in
many Western countries. By contrast, CBT represents a
more recent device, providing a scientific framework for
understanding the rational and individualistic self, which
are both vital elements of modern society. It is therefore
probably understandable that CBT should nowadays
play a more important role than psychoanalysis in the
development of clinical psychology today, in most parts
of the developed world.

This formulation can also shed light on the current
confusing situation of Japanese Clinical Psychology.
Within most Western countries which have evolved
comparatively regularly and incrementally, and where
political, social and religious systems and beliefs have
adapted and co-exist in relative harmony, CBT fits in

quite well and provides compatible assistance for those
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people who need some help to adapt to the demands of
modern times. However, this is not the case in Japan.
Psychoanalysis and in particular Jungian ideas (a pre-
scientific approach) still dominate and thrive, rather
than CBT. This suggests that psychoanalysis and Jungian
therapy are currently functioning to facilitate the social
transition between religion and science, whereas CBT, as
a more modern technique which aims to provide a scien-
tific framework and works with the individualistic self,
has not as yet become culturally embedded or personally
acceptable. In other words, current forms of CBT appear
not to successfully help patients in the process of integra-
tion and transition in modern Japanese life, at least in

part for cultural reasons.

This view also suggests that the difficulties faced by
CBT in gaining acceptance in Japan is closely related to
complicated attitudes toward science and modernization.
Shimoyama (2011) suggests that a critical role is played
by the contrast between Japanese people’s general at-
titudes to science and modernity on one hand, and their
personal attitudes on the other, which have been shaped
by culture and history, and which are reflected in the
ambivalence that many Japanese people (including clini-
cal psychologists themselves) feel towards an approach
such as CBT. Within almost all social, industrial and
economic domains, Japan has relatively recently and very
successfully imported and developed science-based tech-
niques and other Western ideas or products, such that
Japan has rapidly become one of the leading economies
of the world. Since the Meiji Restoration, which started
at 1868, the Japanese government commenced the mod-
ernization of Japanese society by importing a selection of
Western ideas, concepts, approaches and technologies,
such as industrialization and the applications of scien-
tific research. After the defeat of the Second World War,
key aspects of American culture such as democracy and
individualism were also introduced. As a result Japanese

society seems very rapidly to have been highly modern-
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ized and industrialized along Western lines. Especially
in cities such as Tokyo, people live in a modern hyper-
industrialized society surrounded by numerous modern
high-tech devices and processes, affecting all aspects of

their everyday lives.

Importantly however Japanese people are also regu-
lated psychologically and socially by traditional social
and religious customs which have not evolved in the
same way. People simultaneously lead a traditional, in-
terpersonally attuned way of life which emphasises the
collective, as well as the modern way of life, which often
prioritizes the individualistic self. Traditional culture still
lingers on and influences Japanese people psychologi-
cally, so that any therapy that aims to address psycho-
logical problems, must work with this psychological
reality, which is essentially pre-scientific and collectivist.
Although the Meiji Restoration led to the import of a
number of modern social systems from the West, the
government also restored a traditional monarchy and
provided support for traditional religions. So in Japan
it is not the case that a traditional society quickly and
straightforwardly evolved into a modern society. Instead,
traditional culture and modern social systems were set
up to co-exist. Since modern social systems were in effect
artificially and rapidly grafted onto traditional commu-
nities during the Meiji era, and that these are essentially
contradictory traditional systems, it is probably inevita-
ble that people struggle over how to achieve psychologi-
cal integration between modern individualistic ways of

thinking, and their traditional collectivist culture.

These contradictions may be able to help explain why,
in contrast to so many other fields of endeavor, Japanese
clinical psychology has not warmly embraced the mod-
ern ideas of science, and evidence-based practice, includ-
ing CBT. Japan has not simply followed the cultural
transition path shown in Tablel, because Japan did not

evolve smoothly and gradually from a traditional society
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into a modern society. Instead, these two types of societ-
ies can be seen to overlap, and co-exist simultaneously as

mutually contradictory layers.
V  An alternative: Morita therapy

It was in the climate of the Meiji Restoration that
Morita therapy emerged, as an early Japanese form of
psychotherapy. Masatake Morita, the founder of Morita
therapy, suffered neurosis with symptoms of excessive
self-consciousness, which can be understood as deriving
from the contradictory situation outlined above, during
the Meiji Era. While in the process of curing himself of
this neurosis, Morita realized that inappropriate cogni-
tive efforts to control self by Ego actually brought about
neuroses such OCD and Panic disorder. On the basis of
this insight, he developed Morita Therapy, which can be
understood not as a psychotherapy developed to aid the
transition from traditional culture to modern society, like
psychoanalysis or CBT, but instead as a therapy designed
to balance the contradiction between traditional cultures
and modern society, and to resolve the contradiction
between the collective way of life and the individualistic
self. From this viewpoint, Morita therapy can be said to
be an appropriate, locally derived device to balance the
particularly Japanese current contradiction between tra-
ditional society and modern society, or between the co-
existing collective self and the individualistic self. Later in
this paper we will return to this indigenous therapy to see

what can be learned from it, as a possible link to CBT.

VI Addressing cultural and professional
reasons for the limited impact of CBT
within Japan

The behaviour of Japanese people in the disaster-
stricken areas following the 2011 earthquake and tsunami
can perhaps offer a clue as to why Japanese Clinical
psychology is as yet apparently un-modernized. The
disaster, which hit so suddenly and so dramatically, ef-

fectively removed the surface layer of social systems and

revealed the underling structure of people’s lives and their
core beliefs, making the local, personal culture tangible.
What was described in eatlier sections of this three-part
series with reference to reticence, Haji and shame, was
starkly evident amongst the earthquake survivors: they
did not overtly express their feelings such as anxiety and
depression, but instead manifested various symptoms of
somatoform disorder, together with stoicism, respect for
others and patience. Symptoms of PTSD were not articu-
lated by either adults or children, especially to the mental
health professionals who came from outside of their areas.
Despite the magnitude of this traumatic situation, there
seemed to be an awareness that if the hidden was forcibly
revealed (including the expression of trauma), this could
lead to overwhelming shame, and could be catastrophic.
Hence there was a refusal to engage with the type of
therapies offered by well-meaning Western therapists,
who could only point to evidence that their approaches
had been helpful elsewhere, but who were not welcomed

or even invited in to help, despite the evident need.

This response to the disaster thereby also revealed the
underling traditional culture of Japan. Historically peo-
ple in Japan have lived in wooden houses that were casily
burnt down, and have also experienced frequent natural
disasters caused by volcanoes, natural explosions, earth-
quakes, and tsunami, which have the capacity to destroy
everything instantly. These experiences have contributed
significantly to both Japanese culture and to its collective
society. Indeed some senses of beauty in Japanese culture
are related to this kind of inevitable process of losing and
changing. In the earthquake-hit areas, once the modern
way of life (which had been the unquestioned assump-
tion of most people’s daily lives) was broken or damaged,
the survivors quickly drew upon their cultural recogni-
tion that compassion and collaboration in family and
in community were really the most essential aspects of
life. Suddenly aware that all things are mutable and that

individuals are helpless in the face of powerful natural
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forces, these Japanese people relied on religion and social
cohesion for survival. Such traditional collective ways of
life and values seemed indispensable in the fragile com-
munities, and scientific ideas such as those proposed by
CBT made no sense.

What also appears to underlie this situation is that
the concept of self may well be significantly different be-
tween Western culture and Japanese culture. Self-control
and self-regulation as an individual are not so important
in Japan as in Western countries. Self is always under-
stood in context and as a part of social relationships. In
other words, “self” in Japan, as the Japanese call it, is
not “self” in a Western sense. Encouraging development
of aspects of the Western, more individuated self (for
example by asking someone to express or pursue their
own feelings and ambitions), might well be threatening
for the Japanese self in terms of undermining that per-
son’s harmony within his or her social context. Instead,
achieving a reconciliation of self with others is often how
Japanese people become more comfortable with them-
selves. It is a contradiction, but true to the Japanese, that

giving up self leads to gaining self.

Japanese clinical psychologists, who attempt to help
individuals psychologically with their mental health
problems, may therefore find that the people that they
try to help are unwilling or unable to engage with the
methods and approaches that evidence-based practice
suggests ought to work. Given this, most Japanese
clinical psychologists (who of course also share similar
understandings of “self” with their patients) will un-
derstandably choose to depend on what makes sense to
them culturally, not what science from another culture
tells them “ought” to work. This is perhaps why psycho-
analysis, which was a compromise between the tradi-
tional society and modern society, lingers on in Japan.
So Japanese clinical psychologists find themselves unable
to make use of the benefits of scientific research and ap-

proaches such as CBT, and in addition also feel alienated
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from and rejected by academic, scientific psychology for
their “failure” to do so. They may also find themselves
enmeshed in sectional debates about the discipline (where
more culturally-attuned approaches such as Jungian
therapies are dominant) and are therefore unable to con-
tribute as effectively to meeting large-scale social need
as they might be, if only they could find a way of using
CBT techniques more appropriately.

VII What about the future of CBT in Japan?

Evidence from empirical studies of psychotherapy
suggests that therapies like CBT can have a significant
role in supporting people in transition from traditional
society to modern, science-based society (as it has in Eu-
rope and the USA for example). So does this also mean
that Japanese Clinical Psychology is underdeveloped
and should immediately accept the ideas and practices
of CBT in order to grow into a modern evidence-based
profession? Alternatively, should Japanese Clinical Psy-
chology have confidence in its own culturally evolved
approaches such as Morita therapy? Or is there another
path here, which is to broaden and develop CBT, so
that it is also appropriate for the next stage of cultural
evolution, by becoming a therapy suitable for the post-
modern age, whilst also being sensitive to the particular
cultural contradictions in Japan?

Interestingly there are already signs that this is happen-
ing in CBT anyway. Mindfulness cognitive therapy (Wil-
liams et al., 2008 ; and Acceptance and Commitment
Therapy (ACT), Hayes, Strasahl & Wilson, 2003), which
are increasingly at the forefront of the CBT movement,
in fact have many elements in common with Morita ther-
apy, which emerged in Japan in 1919, a long time before
CBT had been developed in the West. This was shown
in Part 2 of this 3-part series of papers. Because the indi-
vidualistic self of the modern society and the relational
self of the post-modern society are also contradictory, it is
perhaps predictable that CBT has recently added in ideas
such as Mindfulness-based cognitive therapy and ACT in




AR

order to start to manage the contradiction. So it could be
argued that Japanese Clinical Psychology, far from being
underdeveloped, has in fact been responding creatively to
the unique process of Japanese cultural history.

The final part of this series now addresses these com-
plex issues in terms of cultural difference and history,
and discusses how CBT might be further developed and
implemented in non-Western cultures like Japan where
individualism and self-regulation are not central. The
question becomes: how such a therapy might support
the transition from modern society to the post-modern

society, where the relational self is at the centre.

VIII How might evidence-based practice
such as CBT be modified effectively in Japan?

Within Japanese society, Japanese people live in group
contexts, and rarely express their “selves” even when they
may have some inner difference of views or experience.
This was evidently true in the case of the aftermath of
the earthquake and tsunami, but also occurs in other
more domestic situations such as marital or family dis-
cord. So how should Japanese Clinical psychology best
help people to adapt to the contradictions of modern
Japanese society? We have argued above that Japanese so-
ciety is highly modernized in commercial, industrial and
academic spheres, but that traditional culture and values
are still effective and powerful both interpersonally and
psychologically. This kind of multiplex modernization
is actually quite common amongst non-Western coun-
tries, although Japan is an outstanding example, given
the extreme rapidity of its development since the Meiji
restoration, and its enormous successes industrially and
commercially. Since Japanese clinical psychologists are
inevitably working with aspects of traditional culture in
terms of people’s psychology, as we have shown above it
has been difficult for them to make effective use of the
practices of CBT and hence to make use of the benefits
of a science-based approach.

It is of course also important to ask whether it would

be better, in terms of cultural fit and self-confidence, for
Japanese Clinical psychology not to make efforts to in-
troduce CBT as a main approach, but instead to empha-
size a Japanese model such as Morita Therapy, which has
many features in common with recently developed forms
of CBT, such as mindfulness-based cognitive therapy,
and ACT. Given the tough realities that many Japanese
people have to face, and the need to develop a sense of
self through integration, perhaps Morita Therapy could
be a mediator to introduce CBT appropriately in Japan,
since it makes use of traditional values and practices in-
cluding meditation and acceptance. But unfortunately
Morita Therapy is not particularly influential in clinical
psychology or psychiatry either. Its practice is largely
limited to a group of the Jikei University School of
Medicine, where its author, Masatake Morita, used to be
a professor. Indeed many Japanese, who perceive them-
selves to be modern, now consider Morita Therapy and
other aspects of their traditional heritage to be obsolete,
especially as many of them try to lead a contemporary
way of life. Yet as we have seen in the reactions to the
earthquake and tsunami, this modernity is underpinned
by traditional sets of values, of which people may not be
fully aware. These underpinning sets of beliefs in effect
underpin and regulate aspects of their behaviour. Re-
sponses to bullying, and the phenomenon of Hikikomori
(mentioned in the second paper of this series) are also
associated with these contradictions. Japanese modern
society requires individualism of its members, but many
people have been brought up in traditional ways and
their behaviour reflects this, especially when under stress.
Young people who are bulled by others by being ex-
cluded, or older people who find it difficult to succeed in
modern industrial society, easily withdraw into a family
group and stop communicating with the outside world,
or in the end may turn to suicide, rather than confront-
ing the situation that is causing the difficulties, or seek-
ing external help.

Therefore, even if they do not think Morita therapy
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or other indigenous approaches are appropriate, clinical
psychologists in Japan might helpfully take into con-
sideration the contradiction between collectivism and
individualism, in order to make effective use of CBT
or other evidence-based Western therapies. If therapists
simply apply unmodified CBT to Japanese people with-
out being aware of the complexity of the self in Japanese
society, this risks disregarding traditional and deep-
seated aspects of Japanese psychology, and may result
in their patients rejecting CBT, as happened after the
earthquakes. Many Japanese people are inclined to avoid
confronting challenging realities, and it also is rather dif-
ficult for them to monitor themselves, which is normally
relatively unproblematic for Westerners. If therapists
wish to carry out CBT effectively, they must therefore
pay attention to people’s hidden, traditional behaviours,
values and assumptions, and take close note of the Japa-
nese orientation towards the group context, by taking
into account the patient’s related self, and underpinning
beliefs. Only then can therapists understand and respond
effectively to contradictory attitudes and behaviours, and
modify treatment approaches as needed.

Further, Japanese therapists are often expected by
their patients to settle these contradictions in practice,
for example by co-ordinating the patient’s relationships
with others, particularly within the family, while simul-
taneously fostering the patient’s sense of self. It is often
necessary to listen to the client’s self-narrative empatheti-
cally to nurture his or her self or desire to live through
the contradictions, while at the same time liaising with
family and friends. Only then can therapies such as CBT
can be applied effectively to this newly fostered self, in
the context of supporting or moderating existing social

relationships.

IX Suggested modifications for CBT for
application in Japan

The following specific points represent further ex-

amples of possible ways for CBT-oriented therapists in
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Japan to adapt Western-based CBT, in order to increase

its utility in Japan:

1. Given the reticence of Japanese children to speak
to adults and express their own ideas, it may be
important for the CBT therapist to take a more
directive approach than normal in the West, sug-
gesting a choice of possible responses to children
in therapy (Matsumaru, 2010, personal communi-
cation), and helping them to articulate their views.

2. The therapist may wish to pay special attention
to reducing shame and increasing compassion for
the self. One way of accessing and reducing shame
may be to consider the language that people use
when addressing themselves, and to encourage
more tolerant, respectful language towards the self
(see for example Gilbert & Procter, 2006).

3. The need for cultural sensitivity and adaptation is
particularly acute when working within systems
and families. For example, Tamura and Lau (1992)
suggest that “therapists should note that the pre-
ferred direction of change for Japanese families
in therapy, is toward a process of integration —
how a person can be effectively integrated into the
given system - rather than a process of differentia-
tion. An authoritative therapist style, the use of
individual sessions, silence, and other nonverbal
techniques are relevant to bringing about the de-
sired change toward better integration of the indi-
vidual with his or her networks.” (p.319).

4. Given Japanese concern for supporting others, of-
ten at the cost of self, CBT therapists may be able
to explore how increasing self-efficacy is also a way
of facilitating the welfare of others.

5. Introducing aspects of solution-focussed therapy
(for example O’Connell, 1998), with its empha-
sis on finding positive ways forward, may allow
therapists to focus on future goals, and not on past

failure or shame which may be debilitating and
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counterproductive.

6. Some interest has also been expressed in Japan
for integrative ideas, such as Cognitive Analytic
Therapy (CAT) (Ryle & Kerr, 2002) which may
have the potential to combine the psychodynamic
tradition prevalent in Japan, with more recently
introduced behavioural/cognitive methods. The
diologic underpinnings of CAT fit well with the
more social, interpersonal focus of the culture.

7. 'The therapist may try to encourage acceptance and
gratitude rather than to focus on symptom relief
or externalising symptoms (as in ACT).

8. 'Therapists may also need to consider adjusting the
language used in therapy, given that formal speech
and the use of honorifics (which may tradition-
ally be used in the psychologist’s presence) usually
reflect the desire to raise the other’s standing and
lower one’s own, as well as to express views that
are socially acceptable. This is difficult if the aim
of the therapist is to uncover conventionally unac-
ceptable emotion. It may be that an agreement on
using less formal forms of speech may be helpful
(Ryan, 2011, personal communication)

9. Given that Japan is a situation-based culture, it
may be possible to effectively separate out the psy-
chological consultation, as a “special place” where
normal rules do not apply, and where difficult and
challenging views can safely be expressed. Japanese
people are also able to be much more open that
Western people about some topics, for example
sexuality, and this openness of discussion could be

extended to consider aspects of the self.

Undoubtedly there are many other ways of developing
CBT to fit more appropriately within a Japanese culture,
and this should be a key task for clinical researchers and
practitioners, as CBT is progressively introduced and
included in the training of Japanese clinical psychologists

(and other professionals). Training and academic staff in

clinical psychology have a significant role here, to ensure
that developments in practice are closely linked to the
evidence base, through research and theoretical investiga-
tion. It is crucial however that the research undertaken is
based closely in clinical reality, and pays close attention
to the issues described in this paper, so that any thera-
peutic developments are in tune with what makes sense

to Japanese people.
X Conclusion

To conclude this series of three papers, the developing
practice of CBT in Japan is to be welcomed since CBT is
based on a good evidence base, has an impressive record
of adaptability, and in recent years has shown increasing
sensitivity to concepts that are familiar to the Japanese.
Unlike the currently dominant psychodynamic and
counselling practice in Japan, it also places clinical psy-
chology practice within the sphere of academic psychol-
ogy, from which it is most helpfully derived, and from
which it can draw sustenance and theoretical inspiration.
Nonetheless there are aspects of the culture which mean
that CBT, as conventionally practised in the West, does
not sit easily within existing traditions of thought in
Japan. Some adaptation is needed which will allow the
development of a more sensitive and culturally effective
form of CBT which is meaningful for practitioners and
clients alike. There is a danger that CBT will promise to
be all things to all people: a linked problem may be that
terminology becomes confusing and theory becomes
over-complex (Mansell, 2008). But modified CBT has
considerable potential to reduce distress and dysfunc-
tion, and therefore offers itself as a helpful and important
resource to both the clinical population, and to clinical

psychology as a profession in Japan.
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