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Psychiatric nurses have played a significant role in disseminating cognitive behavioral therapy (CBT) inWestern countries; however,
in Japan, the application, practice, efficiency, and quality control of CBT in the psychiatric nursing field are unclear. This study
conducted a literature review to assess the current status of CBT practice and research in psychiatric nursing in Japan. Three
English databases (MEDLINE, CINAHL, and PsycINFO) and two Japanese databases (Ichushi-Web and CiNii) were searched
with predetermined keywords. Fifty-five articles met eligibility criteria: 46 case studies and 9 comparative studies. It was found
that CBT took place primarily in inpatient settings and targeted schizophrenia and mood disorders. Although there were only a
few comparative studies, each concluded that CBT was effective. However, CBT recipients and outcome measures were diverse,
and nurses were not the only CBT practitioners in most reports. Only a few articles included the description of CBT training
and supervision. This literature review clarified the current status of CBT in psychiatric nursing in Japan and identified important
implications for future practice and research: performing CBT in a variety of settings and for a wide range of psychiatric disorders,
conducting randomized controlled trials, and establishing pre- and postqualification training system.

1. Introduction

Mental health treatments that are both effective and acces-
sible to the general population are in high demand. In the
field of psychiatry, cognitive behavioral therapy (CBT) has
been widely practiced for over 40 years inWestern countries.
CBT is a time-limited, present-focused, and goal-oriented
psychotherapy that helps patients learn and apply specific
strategies to modify cognitions and behaviors in their own

environment through homework [1]. There has been a rapid
accumulation of evidence supporting its efficacy for a wide
range of mental disorders [2].

Psychiatric nurses have played a significant role in dis-
seminating this psychotherapy, especially in UK, and numer-
ous clinical trials have studied the effects of CBT conducted
by psychiatric nurses [3–5]. In the 1970s, psychiatric nurses
became the first group outside psychiatrists or psychologists
to receive systematic CBT training at Maudsley Hospital in

Hindawi Publishing Corporation
Nursing Research and Practice
Volume 2015, Article ID 529107, 9 pages
http://dx.doi.org/10.1155/2015/529107

http://dx.doi.org/10.1155/2015/529107


2 Nursing Research and Practice

London. Further, a 25-year follow-up of nurses administering
CBT found a considerable contribution to mental health
service provision, specifically in primary care settings [4].
In addition, CBT practiced by psychiatric nurses has been
found to be cost effective [6, 7], and, as far as we are aware,
no research knows that one mental-health professional has
greater clinical efficacy than any other one.

In Japan, CBT was introduced in the late 1980s; the
number of research articles and case studies about CBT has
increased since 1989 [8]. Approximately 10 years later, CBT
began to be used by nurses [9]. In April 2010, the inclusion
of CBT for mood disorders in the national health insurance
system marked a milestone for psychiatric care and inter-
ventions in Japan, where pharmacotherapy has traditionally
been much more common. However, access to CBT services
is extremely limited due to an insufficient number of CBT
providers in the current health insurance system, which
requires CBT to be conducted by skilled psychiatrists [10].
To solve this problem, expanding the range of CBT providers
to include other medical staff, particularly psychiatric nurses,
has been proposed because the qualification for psychologists
is not a national qualification (i.e., private-sector qualifica-
tion) in Japan [11]. However, the existing literature about CBT
practice and research in Japan does not focus on nurses (e.g.,
about the effectiveness of CBT provided by psychiatrists and
psychologists) [12, 13] and therefore the application, practice,
efficiency, and quality control of CBT in psychiatric nursing
are unclear.

In this study, a literature review was conducted to assess
the current status of CBT practice and research in the field
of psychiatric nursing in Japan. To achieve this objective, we
identified the formats and settings, recipients, effectiveness of
the treatment, and the training and supervision received.

2. Materials and Methods

Research articles were included in this review if nurses
providedCBT for patientswith psychiatric disorders in Japan.
Both case studies and comparative studies were included in
this review. Articles were primarily identified through the
following electronic databases: MEDLINE (1950–), CINAHL
(1937–), and PsycINFO (1806–) for the English literature
and Ichushi-Web (1983–) and CiNii (1946–) for the Japanese
literature. The keywords used, in English and Japanese,
were “nurse∗ OR nursing (kango)” and “behavio∗ therapy
(koudou-ryouhou) OR cognitive therapy (ninchi-ryouhou)
OR cognitive behavior∗ therapy (ninchi-koudou-ryouhou)”
and “Japan∗.”The final search was performed on 5November
2015, and the search strategy is detailed in Supplementary
Appendix 1 in Supplementary Material available online at
http://dx.doi.org/10.1155/2015/529107. In addition to searches
of the online databases, hand searches were performed by
scanning the reference lists of those papers identified by the
database searches. Experts in the field were also consulted to
identify any existing research.

The identified articles were subject to the following inclu-
sion and exclusion criteria. Inclusion criteria consisted of the
following: (1) a nurse is the CBT provider or member of the
CBT providing team (a facilitator was included if the article

reported a group therapy format), (2) the targeted patients
were diagnosed with psychiatric disorders, and (3) the study
included an intervention (case study or comparative study).
Exclusion criteria included (1) reviews or commentaries, (2)
retrospective analyses carried out using only CBT theory, (3)
secondary analyses of a published research, and (4) reports of
less than two pages that did not include a detailed description
of how quality of CBT was ensured.

Initial literature search was performed by a member of
the research team (Naoki Yoshinaga). Eligibility assessment
and data abstraction were performed collaboratively by
three reviewers (Naoki Yoshinaga, Akiko Nosaki, and Yuta
Hayashi). Abstracted data included eligibility criteria, for-
mats and settings, recipients, effectiveness of the treatment,
and the training and supervision received. Disagreements
between reviewers were resolved by consensus. The title and
the abstract for all records were read to increase detection
accuracy. This method of record assessment has been shown
to increase the accuracy of selecting relevant papers without
increasing the inclusion of the irrelevant literature [14].
Furthermore, the selected literature was categorized as either
“comparative study,” for intervention studies that included
quantitative analysis, or as a “case study.”

3. Results

The selection process is shown in Figure 1. Using the search
strategy, 332 articles were retrieved from the databases and
additional 8 articles identified by hand searches (total 340),
of which 225 were excluded on the basis of the title and
abstract. Of the remaining 115 articles, 60 were excluded after
reading full manuscripts.The remaining articles (𝑛 = 55) met
eligibility criteria. Of these 55 studies, 46 were case studies
(see Supplementary Appendix 2 for all case study references)
and 9 were comparative studies.

3.1. Format and Setting. In the case studies (Table 1), inpatient
settings were the primary location of CBT. In about half of the
studies (𝑛 = 25) the format was “unknown/not described”;
when it was described, individual format was the most
common format (𝑛 = 17), followed by group format (𝑛 = 4).

In the comparative studies (Table 1), the study design
employed was predominantly single-arm trials, and two
studies used a randomized controlled trial design [15, 16].
The setting was inpatient (𝑛 = 4), outpatient (𝑛 = 4), and
community setting (𝑛 = 1). In the studies using individual
therapy, there were no studies in which a nurse was solely
responsible for structuring the CBT course of treatment;
doctors, clinical psychologists, psychiatric social workers,
and pharmacists were also involved. In the studies reporting
group therapy, the nurse providedCBT in three studies [15, 17,
18], and the remainder of articles involved a number of other
clinicians, such as psychiatrists and clinical psychologists. In
case of involvement of the other disciplines, nurses provided
CBT as “subtrainer” and “observer.” But there is no detailed
description about the role of the nurse in the articles.
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154 records identified through Ichushi-Web
142 records identified through CiNii
36 records identified through EBSCO online

(MEDLINE, CINAHL, and PsycINFO)

340 records combined

340 records screened on basis of title and abstract

115 articles screened on basis of full text

55 articles included in analysis

60 articles excluded
22 not a case study or outcome research
15 no nurses were involved
14 intervention was not CBT
8 subject had no mental disorder
1 others

225 records excluded
80 not a case study or outcome research
58 under 2 pages
30 no nurses were involved

8 intervention was not CBT

8 additional records identified through hand search

22 subject had no mental disorder
15 duplicate articles

12 others

Figure 1: Literature selection process.

3.2. CBTRecipients. In the case studies, the subjects receiving
CBT were predominantly patients with schizophrenia, fol-
lowed by patients with mood disorders and developmental
disorders.

Contrary to the case studies, in the comparative study,
the subjects were primarily patients with mood disorders,
followed by patients with schizophrenia and with anxiety
disorders (Table 1).

3.3. CBT Effectiveness in Comparative Studies. The details
of the comparative studies are shown in Table 2. As stated
before, there were only three studies where nurses were solely
responsible for structuring treatment [15, 17, 18]. Of those,
two studies used a single-arm trial [17, 18] and targeted
female patients livingwith depression and people living in the
general community with mental disabilities (schizophrenia
and mood disorder), all of whom received group therapy.
Both studies reported that group CBT effectively reduced
psychiatric symptoms after intervention. One study [15]
used a randomized controlled trial, where inpatients with
schizophrenia received group therapy. As a result, the inter-
vention group,which received groupCBT, had greater knowl-
edge of disease self-management and improved in speech
skill, and social activity score compared to a control group. In
other comparative studies, in which therapists were not solely
psychiatric nurses, CBT was also reported to be effective.

Overall, in the comparative studies, CBT recipients and
outcome measures were widely diverse, and the pre- and
posteffect sizes (Cohen’s d) ofCBTarmwere ranged from0.29
(small) to 1.79 (large).

3.4. CBT Training and Supervision. Descriptions of the qual-
ity of CBTwere divided into “therapist background and train-
ing” and “quality control and evaluation of CBT techniques”
(Table 3).

A large majority (75%) of the studies did not describe
the therapists’ background and training (Table 3). In those
that contained this information, the therapists received
“closed (only study therapists can attend), short-term train-
ing courses directed by an expert (𝑛 = 8)” and others
received “long-term training courses directed by an expert
(𝑛 = 3),” “participation in voluntary study meetings with no
expert present (𝑛 = 3),” “qualification acquisition related to
CBT (𝑛 = 2),” and “open (anyone can attend), short-term
workshop with experts (𝑛 = 2).”

Few studies described quality control or evaluation of
the CBT techniques (Table 3). Reported quality control
(methods to enhance CBT adherence) were “group supervi-
sion,” “individual supervision,” and “both group supervision
and individual supervision.” Only two studies described the
quality of CBT techniques; both used the Cognitive Therapy
Scale Revised (CTS-R) to assess the quality ofCBT techniques
by reviewing videotaped sessions [19, 20].

4. Discussion

This is the first review of the existing literature to assess and
summarize the current status of CBT practice and research
in the field of psychiatric nursing in Japan.Themain findings
are fourfold.

First, nurses conduct CBT primarily in inpatient settings
(especially in the case studies), whereas psychiatrist and
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Table 1: Summary of the case studies and comparative studies.

Type of study Variable 𝑛 (%)

Case studies (𝑛 = 46)

Setting
Hospital: inpatient care 40 (87.0)
Hospital: outpatient care 4 (8.7)
Others§ 2 (4.3)

Format
Individual 17 (37.0)
Group 4 (8.7)
Unknown/not described 25 (54.3)

Recipient†

Schizophrenia 17 (37.0)
Mood disorders 7 (15.2)
Developmental disorders 5 (10.9)
Obsessive-compulsive disorders 4 (8.7)
Anorexia 3 (6.5)
Social anxiety disorders 2 (4.3)
Others 8 (17.4)

Comparative studies (𝑛 = 9)

Design
Single-arm trial 7 (77.8)
Randomized controlled trial 2 (22.2)

Setting
Hospital: inpatient care 4 (44.4)
Hospital: outpatient care 4 (44.4)
Others¶ 1 (11.1)

Format and therapists
Individual
NS, DR 1 (11.1)
NS, DR, CP, PSW 1 (11.1)
NS, DR, CP, PSW, PH 1 (11.1)

Group
NS only 3 (33.3)
NS, DR 1 (11.1)
NS, CP 2 (22.2)

Recipient†‡

Mood disorders 5 (55.6)
Schizophrenia 2 (22.2)
Anxiety disorders 2 (22.2)

†Primary diagnosis, ‡majority diagnosis if patients with a variety of diagnoses were recruited in the study, §home visiting care, and ¶community care (program
was held at community center). NS, nurse; DR, doctor; CP, clinical psychologist; PSW, psychiatric social worker; PH, pharmacist.

psychologist provide CBT mainly in outpatient settings in
Japan [10, 12]. A possible reason relates to the role and
responsibilities of psychiatric nurses; they are able to perform
physical andmedicationmanagement and have frequent con-
tact with patient by virtue of their 24-hour presence [24] and
play an important role in the treatment of patients with severe
psychiatric conditions in the inpatient setting. Moreover, the
inpatient setting is a primary location for psychiatric practice
in Japan because the length of psychiatric hospitalization
is prolonged compared to other countries [25]. In Western
countries, nurse-led CBT is applied in primary care and
community settings rather than inpatient settings [4, 26]. For
example, community psychiatric nurses delivered brief CBT

for patients with schizophrenia [27] and for patients who
repeatedly attempted suicide in community settings [28]. In
our review, only three studies reported the use of CBT in
the community/home-visit setting [18, 29, 30]; therefore, the
setting for CBT is limited for psychiatric nurses in Japan.

Second, CBT provided by psychiatric nurses primarily
targeted patients with schizophrenia andmood disorders. On
the other hand, other mental professionals (psychiatrists and
psychologists) in Japan and the Western countries provide
CBT mainly for anxiety disorders [4, 13]. In UK, psychiatric
nurses were initially trained to become therapists primarily
for neurotic disorders such as specific phobia, obsessive-
compulsive disorder, social phobia, and agoraphobia [4, 31].
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Table 3: Reporting on quality of cognitive behavioral therapy (𝑛 = 55).

𝑛 (%)
Therapist background and training
Included description

CBT training†

Received closed, short-term training run by an expert 8 (14.5)
Received long-term training course run by an expert 3 (5.5)
Received voluntary study meetings with no expert 3 (5.5)
Qualification acquisition related to CBT 2 (3.6)
Received open, short-term workshop with experts 2 (3.6)
(Total) 17 (30.9)

CBT experience (total) 4 (7.3)
Lacked description (total) 41 (74.5)
Quality control and evaluation of CBT techniques
Included description

Supervision
Received group supervision 3 (5.5)
Received individual supervision 3 (5.5)
Received both individual and group supervision 2 (3.6)
(Total) 8 (14.5)

Measures of CBT competence (total) 2 (3.6)
Lacked description (total) 47 (85.5)
†Includes duplicates. CBT, cognitive behavioral therapy.

In Japan, schizophrenia and mood disorders are the most
commonly seen psychiatric disorders in both outpatient and
inpatient settings; however, patients with anxiety disorders
are commonly seen in an outpatient setting, not in inpatient
settings [32]. Therefore, it seems that the disorders treated
by psychiatric nurses using CBT may be strongly affected by
the setting (CBT in nursing filed was conducted mainly in
inpatient setting).

Third, the comparative studies (mostly before and after
design) show indeed improvements after CBT. However,
because of the lack of a control group, they cannot “prove” the
effectiveness of CBT. Further, CBT therapists were not only
nurses inmost comparative study, and theCBT recipients and
outcome measures were diverse. These factors do not allow
for meta-analysis or the comparison of effectiveness across
countries.

Finally, most studies did not include the description of
CBT training and supervision. In Western countries, both
basic training and clinical supervision are the primary meth-
ods used to develop and maintain competence in CBT, and
there is some evidence that training can enhance therapists’
competence and/or patient outcomes [33–35]. In Japan, the
opportunities for nurses, psychiatrists, and psychologists to
learn CBT have been gradually increasing through work-
shops held during annual conferences, and several institu-
tions have begun to regularly provide a series of workshops.
However, only a limited number of clinicians can receive such
training because it is primarily offered in major urban areas,
such as Tokyo. Moreover, on-going supervision is not avail-
able for most clinicians because the training is mostly per-
formed on a one-off basis not on a continual basis.Therefore,
it seems that the scarcity of research detailing CBT training

and supervision is reflected by the realities of limited oppor-
tunities for receiving CBT training and supervision in Japan.

The current review has a number of limitations. First,
given the relatively small number of studies, many conclu-
sions could not be drawn. Second, the diversity of CBT
recipients and outcome measures did not allow for an
accurate assessment of CBT effectiveness in many domains.
Third, some studies did not identify the primary outcome
andmeasured many outcome variables; multiple comparison
problem needs attention. Further, the usual methodology for
systematic reviews was not followed in all respects, and this
may weaken the conclusions of the study.

This survey of the existing literature clarified the current
status of CBT in psychiatric nursing in Japan and provides
important implications for future practice and research
aimed at assessing aspects of CBT nursing in Japan. First,
Japanese psychiatric nurses should consider performing CBT
in a variety of settings and for a wide range of psychi-
atric disorders because CBT currently took place mainly
in inpatient settings and targeted schizophrenia and mood
disorders (few for anxiety disorder). Second, conducting
randomized controlled trials that evaluate the effectiveness of
CBT performed by nurses is required. As proposed byGunter
andWhittal [36], the effective dissemination of CBT requires
clinical trials and the evaluation of empirical data to acquire
public funding and organizational support. In addition to the
need to accumulate evidence of the effectiveness of nurse-led
CBT, a pre- and postqualificationCBT training system should
be established in each region of the country to allow more
health professionals to receive adequate CBT training and on-
going supervision. Recently, theGraduate School ofMedicine
at Chiba University set up a 2-year CBT training course
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for mental health professionals in 2010, the first postqual-
ification course for CBT in Japan [19]. In addition, the
Society for Research on CBT for Nurses recently established
an experimental education program, special CBT training
only for nurses that also includes on-going supervision [37].
Other than face-to-face training and supervision, online
training/supervision can be an alternative method especially
for professionals who live in a place where competent CBT
therapists/supervisors are in short supply or nonexistent.

5. Conclusions

This literature review clarified the current status of CBT in
psychiatric nursing in Japan and also identified important
implications for future research aimed at assessing aspects of
CBT practiced by psychiatric nurses in Japan.

Conflict of Interests

The authors have no conflict of interests to declare that may
be affected by the publication of this paper.

Authors’ Contribution

Naoki Yoshinaga designed the study, coordinated the
research team, designed the search strategy, conducted the
literature search, organized and analyzed data, and was the
primary author of the paper. Akiko Nosaki and Yuta Hayashi
supervised the search strategy and collaboratively organized
and analyzed the data. Hiroki Tanoue, Eiji Shimizu, Hiroko
Kunikata, Yoshie Okada, and Yuko Shiraishi supervised the
study concept and critically revised the paper. All authors
read and approved the final paper.

Acknowledgment

This work was financially supported by Program to Dissem-
inate Tenure Tracking System from the Japanese Ministry
of Education, Culture, Sports, Science and Technology (to
Naoki Yoshinaga).

References

[1] K. Hawton, P. Salkovskis, J. Kirk, and D. Clark, Cognitive
Behavioural Approaches to Adult Psychiatric Disorders: A Prac-
tical Guide, Oxford University Press, Oxford, UK, 1989.

[2] S. G. Hofmann, A. Asnaani, I. J. J. Vonk, A. T. Sawyer, and A.
Fang, “The efficacy of cognitive behavioral therapy: a review of
meta-analyses,” Cognitive Therapy and Research, vol. 36, no. 5,
pp. 427–440, 2012.

[3] J. Curran and C. Brooker, “Systematic review of interventions
delivered by UK mental health nurses,” International Journal of
Nursing Studies, vol. 44, no. 3, pp. 479–509, 2007.

[4] K. Gournay, L. Denford, A.-M. Parr, and R. Newell, “British
nurses in behavioural psychotherapy: a 25-year follow-up,”
Journal of Advanced Nursing, vol. 32, no. 2, pp. 343–351, 2000.

[5] D. Turkington, D. Kingdon, S. Rathod, K. Hammond, J. Pelton,
and R. Mehta, “Outcomes of an effectiveness trial of cogni-
tive-behavioural intervention by mental health nurses in

schizophrenia,” British Journal of Psychiatry, vol. 189, no. 1, pp.
36–40, 2006.

[6] A. Richards, M. Barkham, J. Cahill, D. Richards, C. Williams,
and P. Heywood, “PHASE: a randomised, controlled trial of
supervised self-help cognitive behavioural therapy in primary
care,” British Journal of General Practice, vol. 53, no. 495, pp.
767–770, 2003.

[7] G. Ginsberg, I. Marks, and H. Waters, “Cost-benefit analysis of
a controlled trial of nurse therapy for neuroses in primary care,”
Psychological Medicine, vol. 14, no. 3, pp. 683–690, 1984.

[8] K. Takazawa, Y. Tamura, A. Kizu et al., “Growth and devel-
opment of cognitive related therapies in Japan: a bibliographic
update,” Japanese Journal of BehaviorTherapy, vol. 22, pp. 21–42,
1996.

[9] Y. Okada, Y. Shiraishi, S. Kitano, and M. Nakano, “Change
of nursing by cognitive behavioral therapy: innovation and
effects,” Japanese Journal of Cognitive Therapy, vol. 4, pp. 16–26,
2011 (Japanese).

[10] Y. Ono, “Cognitive therapy/cognitive behavioral therapy in
Japan: past, present, future,” Japanese Journal of Cognitive
Therapy, vol. 4, pp. 1–7, 2011 (Japanese).

[11] M. Horikoshi and Y. Oe, “Development of the methodology of
individual cognitive therapy/cognitive behavioral therapy for
nurses and psychiatric social workers: Verification of the meth-
odology to apply the overseas training to Japan and clarifying
points of attention in nursing education,” 2013 Minist Health
Labour Welf Grants—Aid Sci Res Summ Shar Res Rep, pp. 34–
52, 2014, https://mhlw-grants.niph.go.jp/niph/search/Download
.do?nendo=2013&jigyoId=133081&bunkenNo=201317066A
upload&pdf=201317066A0010.pdf.

[12] H. Sato andY. Tanno, “The effect of cognitive behavioral therapy
for depression delivered by Japanese psychologists: a systematic
review,” Japanese Journal of Behavior Therapy, vol. 38, no. 3, pp.
157–167, 2012.

[13] Y. Ono, T. A. Furukawa, E. Shimizu et al., “Current status of
research on cognitive therapy/cognitive behavior therapy in
Japan,” Psychiatry and Clinical Neurosciences, vol. 65, no. 2, pp.
121–129, 2011.

[14] H. Cooper, L. V. Hedges, and J. C. Valentine, The Handbook of
Research Synthesis and Meta-Analysis, Russell Sage Foundation,
New York, NY, USA, 2nd edition, 2009.

[15] N. Kumagai, N. Anzai, and E. Ikebuchi, “Randomized con-
trolled trial on effectiveness of the community re-entry program
to inpatients with schizophrenia spectrum disorder, centering
around acquisition of illness self-management knowledge,”
Seishin Shinkeigaku Zasshi, vol. 105, pp. 1514–1531, 2003.

[16] N.Watanabe, T. A. Furukawa, S. Shimodera et al., “Brief behav-
ioral therapy for refractory insomnia in residual depression: an
assessor-blind, randomized controlled trial,” Journal of Clinical
Psychiatry, vol. 72, no. 12, pp. 1651–1658, 2011.

[17] Y. Okada, “Evaluation of the effects of cognitive-behavioral
group therapy in female outpatients with depression by psy-
chiatric nurses,” 2012 Sci Res Grant Program Res Rep, 2013
(Japanese), https://kaken.nii.ac.jp/d/p/20592690/2012/8/ja.en
.html.

[18] H. Kunikata, “Changes after ‘nurse-led group cognitive behav-
ioral therapy program for the recovery of self-esteem’ among
community-dwelling persons with mental illnesses,” Japanese
Journal of Nursing Research, vol. 36, pp. 93–102, 2013.

[19] O. Kobori, M. Nakazato, N. Yoshinaga et al., “Transporting
Cognitive BehavioralTherapy (CBT) and the Improving Access



Nursing Research and Practice 9

to PsychologicalTherapies (IAPT) project to Japan: preliminary
observations and service evaluation inChiba,” Journal ofMental
Health Training, Education and Practice, vol. 9, no. 3, pp. 155–
166, 2014.

[20] N. Yoshinaga, F. Ohshima, S. Matsuki et al., “A preliminary
study of individual cognitive behavior therapy for social anxiety
disorder in Japanese clinical settings: a single-arm, uncontrolled
trial,” BMC Research Notes, vol. 6, article 74, 2013.

[21] Y. Sakano, T. Nakamura, I. Okajima et al., “Brief cognitive
behavioral group therapy for inpatients with depression (1):
effectiveness of the treatment program for improving adequate
expression of patients’ emotion and interpersonal skills, inhibi-
tion of aggression, and preventing depressive mood,” Journal of
Psychological Science, vol. 6, pp. 11–22, 2010 (Japanese).

[22] Y. Sakano, T. Nakamura, I. Okajima et al., “Brief cognitive
behavioral group therapy for inpatients with depression (2):
effectiveness of treatment program for improving stress coping
and depressive mood,” Journal of Psychological Science, vol. 6,
pp. 23–32, 2010 (Japanese).

[23] K. Okuno, J. Nakamura, Y. Shiraishi et al., “Psychoeducational
group therapy for inpatients with involutional depression,”
Japanese Journal of Geriatric Psychiatry, vol. 11, pp. 1381–1386,
2000 (Japanese).

[24] K. Gournay, “The changing face of psychiatric nursing,”
Advances in Psychiatric Treatment, vol. 11, no. 1, pp. 6–11, 2005.

[25] WHO, “Mental Health Atlas 2011,” WHO, June 2015, http://
www.who.int/mental health/publications/mental health atlas
2011/en/.

[26] Y. Okada, “A literature review of nursing research on effects of
cognitive therapy written in English,” Journal of Japan Academy
of Psychiatric and Mental Health Nursing, vol. 11, no. 1, pp. 1–9,
2002.

[27] N. Malik, D. Kingdon, J. Pelton, R. Mehta, and D. Turking-
ton, “Effectiveness of brief cognitive-behavioral therapy for
schizophrenia delivered by mental health nurses: relapse and
recovery at 24 months,” Journal of Clinical Psychiatry, vol. 70,
no. 2, pp. 201–207, 2009.

[28] P.M. Salkovskis, C. Atha, andD. Storer, “Cognitive-behavioural
problem solving in the treatment of patients who repeatedly
attempt suicide. A controlled trial,” British Journal of Psychiatry,
vol. 157, pp. 871–876, 1990.

[29] S. Monden, K. Nishimaru, and C. Kawashima, “Effect of inte-
grating cognitive behavioral therapy into home-visit nursing
(Houmon kango ni ninnchi koudou ryouhou wo toriirete no
kouka),” Japanese Journal of Psychiatric Nursing Society, vol. 52,
pp. 337–341, 2009 (Japanese).

[30] T. Okamoto, “Home-visit nursing for children with attention
deficit hyperactivity disorder: an approach using behavioral
therapy to problematic behaviors,” Japanese Journal of Psychi-
atric Nursing Society, vol. 42, pp. 497–501, 2003 (Japanese).

[31] R. Newell and K. Gournay, “British nurses in behavioural psy-
chotherapy: a 20-year follow-up,” Journal of Advanced Nursing,
vol. 20, no. 1, pp. 53–60, 1994.

[32] Statistics and Information Department of Minister’s Secretariat
of Japan Ministry of Health Labour and Welfare (JMHLW),
Patient survey n.d., December 2015, http://www.mhlw.go.jp/
toukei/saikin/hw/kanja/11/dl/kanja.pdf.

[33] K. A. Mannix, I. M. Blackburn, A. Garland et al., “Effectiveness
of brief training in cognitive behaviour therapy techniques for
palliative care practitioners,” Palliative Medicine, vol. 20, no. 6,
pp. 579–584, 2006.

[34] D. E. Sholomskas, G. Syracuse-Siewert, B. J. Rounsaville, S. A.
Ball, K. F. Nuro, and K. M. Carroll, “We don’t train in vain: a
dissemination trial of three strategies of training clinicians in
cognitive-behavioral therapy,” Journal of Consulting andClinical
Psychology, vol. 73, no. 1, pp. 106–115, 2005.

[35] D. Westbrook, A. Sedgwick-Taylor, J. Bennett-Levy, G. Butler,
and F. McManus, “A pilot evaluation of a brief CBT training
course: impact on trainees’ satisfaction, clinical skills and
patient outcomes,” Behavioural and Cognitive Psychotherapy,
vol. 36, no. 5, pp. 569–579, 2008.

[36] R. W. Gunter and M. L. Whittal, “Dissemination of cognitive-
behavioral treatments for anxiety disorders: overcoming barri-
ers and improving patient access,” Clinical Psychology Review,
vol. 30, no. 2, pp. 194–202, 2010.

[37] Y. Shiraishi, Y. Okada, and S. Kato, “An attempt to structuration
and practice of CBT training for nurses,” Japanese Journal of
Cognitive Therapy, vol. 7, no. 1, pp. 35–44, 2014.


