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than 70,000 of those under long-term
treatment no longer need it. It is
believed that many of the people insti-
tutionalized in Japan’s psychiatric hos-
pitals are so-called socially hospitalized
patients, i.e. people who are kept in
such institutions not for medical rea-
sons, but for personal and/or social
reasons.  This has been partly due to
the lack of sufficient welfare facilities,
such as sheltered work sites and group
homes, which enable psychiatric
patients to live outside institutions.
Finally, the Japanese government is try-
ing to reform the hospital and commu-
nity sector payment system so that it
encourages community-based treat-
ment wherever possible.

In the near future, two topics will
challenge us. First, managed care will
be experimentally applied to university
hospitals in 2003. I think this would be
a good opportunity to raise the clinical
significance of psychiatry in general
hospitals. A large number of studies
over the recent ten years in the US
showing benefits such as shortening of
hospital stay will be excellent refer-
ences. 

The second topic is that all physi-
cians, whatever their specialty, will
have to be trained in psychiatry for 1-3
months during their first two years of
residency starting in 2004. In the
debate over the appropriateness of

including psychiatry in compulsory
training, evidence concerning the
prevalence of mental disorders among
the physically ill was the most convinc-
ing argument (3). Such a post-graduate
educational reform would hopefully
contribute to the spread of consulta-
tion-liaison psychiatry and general hos-
pital psychiatry. Non-psychiatric physi-
cians who have completed a psychi-
atric education should improve the
quality of general hospitals, because
they could treat their patients from a
bio-psycho-social perspective. Further-
more, they would have a network with
psychiatrists that would facilitate frank
discussion. Such a network would also
be very important for general hospital
psychiatrists. 
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It is not a case that Don Lipsitt, in his
introductory paper, mentions the Ital-
ian experience, as well as the British,
the Japanese and the German ones.

In the 1960s, psychiatric care in Italy
was almost completely delivered in
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When I read Don Lipsitt’s paper, I
thought that Japan is standing 10 years
behind. Symbolically, the Japanese
Journal of General Hospital Psychiatry
was first published in 1989, while Gen-
eral Hospital Psychiatry was first pub-
lished in 1979.

Japan has the highest rate of psychi-
atric beds per 10,000 people in the
world. The total number of beds for the
mentally ill in Japan is approximately
340,000, of which general hospitals
have only about 20,000 (5.8%) (1). In
other words, inpatient mental care in
Japan mostly depends upon mental
hospitals. According to a survey by the
Japanese Society of General Hospital
Psychiatry (JSGHP), there are 1,163
general hospitals in Japan, of which
637 (55%) have psychiatric depart-
ments (388 general hospitals have only
outpatient psychiatric clinics, while
249 also have psychiatric beds) (2).  

In 2000, the average length of stay in
psychiatric beds in Japan was still 376.5
days, with a trend of length of stay
decreasing from 489.6 days in 1990.  In
mental hospitals, the average length of
stay was 439.6 days in 2000.  The
Health Ministry estimates that more

mon, 2001:8779-84.
4. Arolt V. Psychische Störungen bei

Krankenhauspatienten - Eine epidemiolo-
gische Untersuchung zu Diagnostik, Prä-
valenz und Behandlungsbedarf psychia-
trischer Morbidität bei internistischen und
chirurgischen Patienten. Berlin: Springer,
1997.

5. Gebhardt RP, Schmidt-Michel PO. An
acute psychiatric ward moves into the
community. An empirical test of the satel-
lite model. Nervenarzt 2002;73:1088-93.

6. Huyse FJ, Herzog T, Malt UF. Internation-
al perspectives on consultation-liaison
psychiatry. In: Rundell JR, Wise MG (eds).

The American Psychiatric Press textbook
of consultation-liaison psychiatry. Wash-
ington: American Psychiatric Press, 1996:
228-55.

7. Huyse FJ, Herzog T, Lobo A et al. European
consultation-liaison services and their user
populations: the ECLW collaborative study.
Psychosomatics 2000;41:330-8.

8. Knorr C, Diefenbacher A, Paetzmann S
et al. Vergleich eines psychosomatischen
und psychiatrischen Konsildienstes
zweier Universitätsklinika. In: Peters
UH, Schifferdecker M, Krahl A (eds).
150 Jahre Psychiatrie, Vol. 1. Köln: Mar-
tini-Verlag, 1996:634-8.

     

anna.longhi
than 70,000 of those under long-termtreatment no longer need it. It isbelieved that many of the people institutionalizedin Japan’s psychiatric hospitalsare so-called socially hospitalizedpatients, i.e. people who are kept insuch institutions not for medical reasons,but for personal and/or socialreasons. This has been partly due tothe lack of sufficient welfare facilities,such as sheltered work sites and grouphomes, which enable psychiatricpatients to live outside institutions.including psychiatry in compulsorytraining, evidence concerning theprevalence of mental disorders amongthe physically ill was the most convincingargument (3). Such a post-graduateeducational reform would hopefullycontribute to the spread of consultation-liaison psychiatry and general hospitalpsychiatry. Non-psychiatric physicianswho have completed a psychiatriceducation should improve thequality of general hospitals, becausethey could treat their patients from abio-psycho-social perspective. Furthermore,they would have a network withpsychiatrists that would facilitate frankdiscussion. Such a network would alsobe very important for general hospitalpsychiatrists.References1. Hosaka T, Iwasaki Y. Consultation-liaisonpsychiatry in Japan. In: Rundell JR, WiseMG (eds). Textbook of consultation-liaisonpsychiatry, 2nd ed. Washington:American Psychiatric Press, 2002:218-20.2. Kurosawa H, Hosaka T. General concepts ofconsultation-liaison psychiatry in Japan. In:Fukunishi I (ed). Consultation-liaison psychiatryin Japan. Basel: Karger, 2001:1-16.3. Hosaka T, Aoki T, Watanabe T et al.Comorbidity of depression among physicallyill patients and its effect on thelength of hospital stay. Psychiatry ClinNeurosci 1999;53:491-5.Ten years behind‘an age of uncertainty’TAKASHI HOSAKADepartment of Psychiatry and Behavioral Science,Tokai University School of Medicine, Bohseidai,Isehara, Kanagawa 259-1193, JapanWhen I read Don Lipsitt’s paper, Ithought that Japan is standing 10 yearsbehind. Symbolically, the JapaneseJournal of General Hospital Psychiatrywas first published in 1989, while GeneralHospital Psychiatry was first publishedin 1979.Japan has the highest rate of psychiatricmon, 2001:8779-84.4. Arolt V. Psychische Störungen beiKrankenhauspatienten - Eine epidemiologischeUntersuchung zu Diagnostik, Prävalenzund Behandlungsbedarf psychiatrischerMorbidität bei internistischen undchirurgischen Patienten. Berlin: Springer,1997.5. Gebhardt RP, Schmidt-Michel PO. Anacute psychiatric ward moves into thecommunity. An empirical test of the satellitemodel. Nervenarzt 2002;73:1088-93.6. Huyse FJ, Herzog T, Malt UF. Internationalperspectives on consultation-liaisonpsychiatry. In: Rundell JR, Wise MG (eds).The American Psychiatric Press textbookof consultation-liaison psychiatry. Washington:American Psychiatric Press, 1996:228-55.7. Huyse FJ, Herzog T, Lobo A et al. Europeanconsultation-liaison services and their userpopulations: the ECLW collaborative study.Psychosomatics 2000;41:330-8.8. Knorr C, Diefenbacher A, Paetzmann Set al. Vergleich eines psychosomatischenund psychiatrischen Konsildiensteszweier Universitätsklinika. In: PetersUH, Schifferdecker M, Krahl A (eds).150 Jahre Psychiatrie, Vol. 1. Köln: Martini-Verlag, 1996:634-8.

anna.longhi
such as sheltered work sites and grouphomes, which enable psychiatricpatients to live outside institutions.Finally, the Japanese government is tryingto reform the hospital and communitysector payment system so that itencourages community-based treatmentwherever possible.In the near future, two topics willchallenge us. First, managed care willbe experimentally applied to universityhospitals in 2003. I think this would bea good opportunity to raise the clinicalsignificance of psychiatry in generalhospitals. A large number of studiesover the recent ten years in the USshowing benefits such as shortening ofhospital stay will be excellent references.The second topic is that all physicians,whatever their specialty, willhave to be trained in psychiatry for 1-3months during their first two years ofresidency starting in 2004. In thedebate over the appropriateness ofGeneralHospital Psychiatry was first publishedin 1979.Japan has the highest rate of psychiatricbeds per 10,000 people in theworld. The total number of beds for thementally ill in Japan is approximately340,000, of which general hospitalshave only about 20,000 (5.8%) (1). Inother words, inpatient mental care inJapan mostly depends upon mentalhospitals. According to a survey by theJapanese Society of General HospitalPsychiatry (JSGHP), there are 1,163general hospitals in Japan, of which637 (55%) have psychiatric departments(388 general hospitals have onlyoutpatient psychiatric clinics, while249 also have psychiatric beds) (2).In 2000, the average length of stay inpsychiatric beds in Japan was still 376.5days, with a trend of length of staydecreasing from 489.6 days in 1990. Inmental hospitals, the average length ofstay was 439.6 days in 2000. TheHealth Ministry estimates that more



98 World Psychiatry 2:2 - June 2003

psychiatric hospitals and private clin-
ics. There were also University neu-
ropsychiatric departments within gen-
eral hospitals. In 1976, these were split
into neurological and psychiatric
departments.

The law 180 of the year 1978 radi-
cally changed the organization of psy-
chiatric care in Italy (1). Two subse-
quent ‘national target plans for mental
health’ underlined the importance of
the mental health department as an
organizing model aimed to prevention,
care and rehabilitation of psychiatric
disorders through the integration of
activities done in different psychiatric
services - community mental health
centers (CMHCs), day centers, resi-
dences in the community, day hospi-
tals, general hospital psychiatric wards
(GHPWs) - and in other services such
as the substance abuse services and the
child psychiatry services. 

The 320 GHPWs have no more than
16 beds each (about 1/10,000 inhabi-
tants) (2). They are just a node in the
service network, complementary to
community facilities, and not vice ver-
sa, as in most European programs (3). 

Compulsory admissions, which are
aimed to address clinical needs rather
than social dangerousness, are pro-
posed by two physicians and decided
by the administrative authority (the
city mayor), rather than by legal
authorities as in most other countries.
They are requested initially for seven
days. These admissions, representing
50% of total psychiatric admissions in
1975, dropped to 11.8% in 1997. The
revolving door phenomenon is more
frequent where community care is less
efficient (4,5).

GHPWs also carry out consulta-
tion-liaison psychiatry (CLP) activi-
ties. In smaller hospitals, which do
not have a GHPW, these activities are
performed by psychiatrists of CMHCs.
In some hospitals, mostly University
ones, there are specific and independ-
ent CLP services, with a full time
skilled staff.

Today CLP has several important
tasks: to fight some negative tendencies
of contemporary medicine (such as
sectorialization and commercialization

of health care), to maintain a holistic
perspective, and to represent the way
by which psychiatry introduces itself to
hospital physicians and to primary care
physicians (PCPs). Moreover, CLP
allows psychiatrists to get in touch with
many patients that they would not
meet otherwise (alcohol abusers, bor-
derline patients, patients with self-
harm behaviors or eating disorders). 

CLP for PCPs shares several features
with the more traditional general hos-
pital setting. In Italy, the recent cre-
ation of primary care departments
(where groups of 15-20 PCPs work
together) leads the way to new types of
cooperation. For example, we can have
a CL psychiatrist working with a PCP
group to deal with complex clinical
needs, representing a filter with respect
to referral to CMHCs.
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Don Lipsitt links the heyday of con-
sultation-liaison psychiatry to the posi-
tive collaboration that had occurred
with medical colleagues during the
World War II. By then consultation-liai-
son psychiatry was strongly supported
through National Institute of Mental
Health (NIMH) programs, which later
also introduced social workers and psy-
chologists into the general hospital.
This devalued somewhat the achieved
professional authority of consultation-
liaison psychiatrists, who were mainly
psychoanalysts. The uprise of social sci-
ences led to the development of the
biopsychosocial model, which  became
the conceptual model for consultation-
liaison psychiatrists. It was particularly
valuable for liaison models on at-risk
wards. Liaison psychiatry assumes a
preventive integrated collaboration
between psychiatric consultants and

medical teams serving populations with
a high prevalence of psychiatric disor-
ders and distress (1). The DSM system
brought psychiatry sound epidemiolo-
gy, announced the decline of psycho-
analysis and brought psychiatry back
into the medical model. Epidemiologi-
cal studies found significant discrepan-
cies between prevalence and service
delivery for patients with psychiatric
disorders in the general hospital setting
(2). These were the arguments for the
liaison model. However, its opera-
tionalisation was lacking (3). This led to
the complex paradox of being both part
of the scientific medical world with
an empirical diagnostic system and
embracing a non-operationalised con-
ceptual model regarded as vague (4). It
drifted consultation-liaison psychia-
trists into the arms of managed care,
which reduced its intellectual knowl-
edge base to ‘diagnosable disease’, pre-
venting them from fulfilling an intellec-
tual leadership role for patients at risk
for psychiatric comorbidity and psy-
chosocial distress seen in medical
wards (5). 
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