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On the recent Researches of the National Institute of

. Mental Health

- Since 1952, interdisciplinary researches for mental health
with the cooperation of psychiatry, clinical psychology, psychi-
atric social work, sociology and other social sciences have been
carried out in Japan National Institute of Mental Health. Recently,
the following 8 research projects were investigated, which should

be mile-stones for future studies of the Institute.

1. Research for the community mental health activities

a. Sociological research on the change of community structure
of residents under the influences of these changes.

b. On the relationship between physical and mental health, and
life structures under different types of changing environment.

c. Exploration of a service model for the mentally disordered
and their families.

d. On the consultation programmes for school systems and
service model for autistic children and their parents.

e. Community care systems for the mentally retarded in Ichi-

kawa.

2. Study on rehabilitation of mentally disordered
a. Administration of day-care as a technique of rehabilitation.
b. On the effectsof day—care treatment for each individual cli-
ents.
c. Integration of individual and group approaches.
d. Services for the relatives of psychiatric patients.

e. Cooperation with community resources,



3. Research on child mental health

a. Basic studyon personality development centered around the
study of twins.

b. Clinical and psychopathological studies on school refusal,
autistic child and other emotionally disturbed child through
psychotherapy, art therapy, day-care treatment and therapeu-
tic camp.

c. Psychopathological study on child abuse.

d. Long term follow-up study on baby admitted in institution.

e. A study on personality development of the children.

4. Psychopathological studies on individual and family

a. Family dynamics of schizophrenics,
b.  Treatment of families of schizophrenics.
c. Personality development and psychopathology of the youth.
Clinical psychiatric study of social phobia.
5. Research on mental retardation

a. Exploitation of clinical diagnostic technique to define mental
retardation and its application.

b. On rapid senility of mentally retarded.

c. Systematization and technical exploitation of community
medicare, public health care and social welfare programmes.

d. Trainingprogramme for the specialists related to the insti-

tutions for the mentally retarded.

6. Biological Researches in Mental Health

a. Studies on EEG patterns in noctural and daytime sleep.
b. Changes of heart-beats by mental work.

c. Effects of alcohol and drugs to mental work.,

d. EEG studies in depressive states. »

e. Experimental insomnia by stimulation of noises.

f. Clinical EEG analysis using digital computer.



7. Research on the relationship between aging and social ad-

justment

a. Evaluation of mental, physical and social aging.

b. Relationship between life history, present life and mental
health among the aged.

c. Brainfunctions and psychogeriatrics.

d. Aging and social adjustment among the Japaneselssei Amer-
icans,

8. Social scientific research on mental health

a Social index in the field of mental health.,
b. Study on systems and workers in the field of mental health.
c. Study on the families and relative's association for the psy-

chiatric patients.

A

Role and function of volunteer in mental health.

e. Life structure and social conflict in the community.

On the methodology of mental health studies

As far as the methodology ofinterdisciplinary and international
mental health studies are concerned, those of social psychiatry,
epidemiological psychiatry and behavioral science might be most
important to be applied.

The first, our researches from the view point of social psy-
chiatry have been carried out on mental health of infant, pre-
school and school children, adlescent, adult and elderly, i.e.,
chronological mental health studies from growth to decay and on
environmental mental health in family, school, industry and com-
munity,

As examples of chronological mental health approaches,
"Basic study on personality development, centered around the
study of twin (3a)", "Psychopathological study on adlescent (3d)",
"Personality development of the youth (4c)", "On the relationship

between aging and social adjustment (6)" and so forth, can be



cited.

As to the environmental approaches, 'researches on commu-
nity mental health activities (1)", "Rehabilitation of mental dis-
ordered (2)", "Family dynamics of schizophrenics (4a)'", "Social
index in the field of mental health (8a)", "Life structure and con-
flict in the community (8e)" have been carried out. However,
methodology of social psychiatry by both chronological and en-
vironmental approach must be further investigated.

The second, methodology of epidemiological psychiatry was
applied to various field of community services, i.e., school con-
sultation (1d), medicare of expatients (2), medical inspection of
infant and immature baby (3b), exploitation of clinical diagnostic
technique to define mentally retarded (5a) and maladjustment in
the elderly in several catchment areas (7). To carry out epide-
miological survey, it is extremely important to continue several
years services in a particular population. It is from these re-
searches that the author think of a hypothesis of "caseness" and
"illness", which was contributed in this journal.

The third methodology of behavioral science was used on the
psychophysiological studyof EEG pattern in noctural and daytime
sleep (6a) and the changes of heart beats by mental work (6b). In
this field, many other important themes are still remained to be

inve stigated. (Masaaki Kato)



I. Research for the Community Mental Health Activities

I. Introduction

The Community Mental Health Research Group is a long-term
project team with a dual purpose: (1) the exploration and ana-
lysis of mental health problems in community; and, (2) the de-
monstration of an experimental model of community service sys-
tem, through sociological and social psychiatric research and
clinical service action in community settings.

The research group has carried out the following sub-
projects:

1) Sociological research on the changesof community structure,
mobility, and life structure of residents under the influence of
changing communities.

2) Research on the relationship between physical and mental
health and life structure under different types of changing com-
munity environments,

3) Exploration of a service model for the mentally disordered and
their families in the community and a social psychiatric survey
concerned with the pattern of social adjustment of ex-patients
and the system of medical service for ex-patients.

4) Mental health consultation program for school systems and
helping service model for autistic children and their parents.
5) Experimental research on the establishmentof community care

systems for the mentally retarted.
Most of the above researches were carried out in Ichikawa-
city of Chiba prefecture, in which National Institute of Mental

health is located.

II. Contents and Processes of Sub-projects
1) Sociological research on the change of community structure,
and the mobility and life structure of residents under the influ-

ence of changing community,



The community structure of Ichikawa-city is the target of
this sociological survey. Particularly, we focused on Gyotoku-
district of Ichikawa, because the district has increased in
population exf\ensively in recent years by the opening of a sub-
way across Gyotoku to Tokyo metropolice, and had maintained
a traditional community structure before many newcomers came
to live.

The community is an important factor for mental health re-
search because it produces mental illness and also provides
resources for a care network to the mentally disordered. The
purpose of this research is mainly to grasp the changing pro-
‘cess of the community; how the traditional community structure
maintained by the native residents has been destroyed by in-
creasing newcomers who are mostly urbanizedpeople, and what
kind of new community structure will emerge.

The following research was carried out. The first study
was a detail sociological survey about the neighborhood com-
munity structure of Baraki area in Gyotoku, which included
historical data related to the development of this neighborhood
since the Edo era., The second was a sociological research
on the structure of whole neighborhood associations (chonai-
kai, jichi-kai) in Ichikawa-city, a close relationship of neigh-
bors which has become loose in urbanized districts. The third
was a comparative study on the educational environment between
districts of increased population and non-increased population.
I[twas a cooperative research project with Ichikawa Educational
Committee.

The findings showed that there are various differences
among the districts in lchikawa-city. Particularly, the life
structure of residents, the educational environment and child-
ren's life structure, the problems of living, and the need and
the attitude of residents for the city administration differ be-

tween high and low mobility districts in Ichikawa city.



2) Research on the relationship between physical and mental
health and life structure under different types of changing
community environments,

This research was carried out on four cities: Ichikawa city,
Chiba, Fuji city, Shizuoka, Suzuka city, Mie, and Kakegawa
city, Shizuoka; which differ from each other in their degree of
urbanization. House wives living in these cities were inter-
viewed using Environmental Change Survey Form, Life Struc-
ture Survey Form, Health Survey Form and Family Image Test
(SCT). The relationship between physiological and mental
health, and life structure was examined based on the-data of
four cities showing different environmental changes. Turther,
the data of Suzuka city showed different characteristics of men-
tal health and life structure among the native and the newcomer
housewivesliving in a districtof increasedpopulation composed
with native housewives living in a district of decreased popu-
lation. :

3) Exploration of a service model for the mentally disordered
and their families in the community, and a social psychiatric
survey concerned with the pattern of social adjustment of ex-
patients and the system of medical service for ex-patients.

The reasons why we set up Gyotoku and south Gyotoku dis-
tricts research and clinical study are the following. First,
these districts are close to National Institute of Mental health
and have about 30,000 residents, Second, the conditions of
distance and size of population are convenientfor research and
service activities. Third, these districts still have independ-
ent sub-administrative control under the branch of administra-
tion agency because they have been separate and independent
administrative districts before affiliation with Ichikawa city.
Fourth, many aspects of community structures in these districts
have changed by the opening of subway to Tokyo metropolice,

so that mental health problem are expected to be increased by



such community changes.

The purposesof thisresearch are to knowhow medical care
and rehabilitation service are given to the mentally disordered
in the community, how they are living in the community to clar-
ify what problems there are related to the medical services and
their community life, and further to develop a necessary ser-
vice system including medical care, rehabilitation service, and
life guidance for the patients living in the community. This
service system was designed to become comprehensive and
well-organized, with many community mental health resources
rather than separated ones, and also expected to be succeeded
by the public health center of Ichikawa city, because this ser-
vice must be charged by the public health center under the law
of mental health in Japan. The public health center started to
prepare this service and needed to know a service model for
the mentally disordered in the community, So we examined the
possibility of mental health service activities in the public
health center.

First of all, we set up a small mental health clinic in the
Gyotoku branch of city administration and announced the service
program to residents by a city bulletin and at the same time we
explained the purpose of this clinic to key members of the com-
munity welfare committee and neighborhood associations. Many
mentally disordered people and their families visited to the
small clinic as did community leaders taking care of patients
who came for consultation,

On the other hand, several studies were carried out in
terms of the interests and attitudes of residents living in Gyo-
toku district toward the mentally disordered.  Also an epide-
miological survey was done on the movement and utility of med-
ical services for patients living in the community, based on the
information of National health insurance subscribers and the
clients of Konodai National Hospital. Further, we gave



rehabilitative guidance service to ex-patients with the cooper-
ation of several private mental hospitals, which were still tak-
ing care of these ex-patients, while we were doing the epidemi-
ological survey. In this research we discovered that a temple
of Barakisan located at Gyotoku district still gives a kind of
folk therapy to the mentally disordered, so we analyzed the
religious activity of mental therapy related to the mental life of
the native people.

The public health center of Ichikawa city developed its own
mental health service program which was able to provide home
a visiting service and outpatient clinical service by assignment
of mental health workers and a consultant psychiatrist, After
the Gyotoku mental health clinic was closed and the content of
this service was succeeded by the public health center, we
started to give consultation services to public health nurses
and do evaluative research of the public health center.

4) Mental health consultation program for school system. and
helping service model for autistic children and their parents.,

The purpose of this research is: the development of a men-
tal health consultation technique for the educational committee
and school teachers in Ichikawa city; the development of a new
community care system for autistic children, their pdrents, and
the school teachers taking care of them in their class room;
the development of non-professional man power for mental health
service; and, the development of crisis intervention technique
for emotionally disturbed people. We are giving regular con-
sultation service to the staff of the educational guidance clinic
in Ichikawa Educational Committee, and group consultation
service to a group of teachers who have charge of a special
class room for mentally retarded children. Further we give
case consultation to the teacher who cannot deal with emotion-
allydisturbed child. On the other hand, we set up a community

care system for the autistic children which provides play



therapy and behavior training to the autistic children, group
consultation and individual guidance to their parents, visiting
consultation service to teachers having charge of the children,
and advice and professional informationto the staff of the Edu-
cational Committee, We have tried to keep a good relationship
with the Child Guidance Clinic, child psychiatric clinic and
other mental health and welfare community resources. In this
community care system we are using undergraduate and gradu-
ate students as voluntary non-professional manpower who mainly
give play therapy and behavior training to the children.

A consultation program demonstrated that this methodology
is very useful for the teachers to understand and cope with
problem children in their class room, and that this program
affected positively the attitudes of Educational Committee staff
toward mentally handicaped children. The community care
systemfor autistic children showed that this care system influ-
enced positively the attitude of parents and teachers, which
facilitated the development of the children. Furthermore, the
educational environment for the children in school was main-
tained by a consultation service to the teacher in charge of the
child, the schoolmaster, and the staff of Educational Committee,
without severe segreation of the child. The "naive enthusias-
tic" attitude of volunteer students provides good stimulation to
the children and their parents, and the experience of students
participated in this program influenced the personality develop-
ment of students themselves,

5) Experimental research onthe establishment of community care
systems for the mentally retarted.

The purpose of this research is to establish a community
care network at the administrative level for the mentally re-
tarted. We tried to develop a managing technique, the social
club, for the mentally retarted which intends to give helping
service for social adjustment for those living in Shibuya district



in Tokyo. In this research we examined the possibility and
limitation of an autonomous social club administrated by the
mentally retarted people, and the role and attitude of volunteers
helping the mentally retarted in this social club. This social
club became a stable organization as a community volunteer
activity supported by Shibuya-ku funds.

On the other hand when Ichikawa city set up the Liaison and
Guidance Committee for the physically and mentally handicap-
ped, whose purpose is to improve communication among educa-
tional, welfare and medical systems under the liaison office of
Child Guidance Clinic, some research staff participated into
the Committee and had a chance to do research on the service
system for the physically and mentally handicapped in Ichikawa
city. We aid a survey on the welfare needs of families having
handicapped members in Ichikawa city as one of tasks of this
Committee,

When the Ministry of Education appointed Ichikawa city a
promotive district of special education, Ichikawa city could
develop an improved system for the physically and mentally
handicapped children, At this time a new system of the Edu-
cational Guidance Committee for the physically and mentally
handicapped children was started instead of a former system of
the Judgement Committee for Special Education. The new
system gave a more substantial service of providing education
and career guidance\.for handicapped children after school age.
One of our research staff is participating on the Committee and
doing research on the improvement of treatment techniques and
care systems. The research focus on planning consultation
services to the preschool, day-care center for the handicapped
children, the adult day care and training center, and welfare

workshop in Ichikawa city. (Kazuo Yamamoto)



2. Study on Rehabilitation of Mentally Disoreded

- Practice of Day Care -

1. Thirteen years have elapsed since the Day Care Center
started its operation at the National Institute of Mental Health
(NIMH) in Japan. Only a few reports remain as to record of
its history of operation and the latest of them is dated 1969. This
report states "At the Day Care Center the basic objectives are
considered to help exmental patients in (1) correction of behavi-
ors which caused difficulties in their human relations, and (2)
rehabilitation by giving them occupational training."

In spite of the statement made above, our feeling now is that
such an assumption as objectives could be focused only in those
two phases is just too formal and such over simplification of
problems would just restrict the process of resolutions. It is
true that there are many clients who experienced failure and dif-
ficulties in human relations. But could it be concluded that it
was due to his/her individual or biological fault? Problems in
human relations cannot be attributed to the individual or his/her
biological causes alone as the problems are very sociological in
its nature. Therefore, we came to the belief that the basic role
of Day Care Center is not to correct the individual behaviors,
but rather to present a social space where the client can practice
his/her vast individual characteristics and capabilities which
might have been distorted under special circumstances or back-

grounds and reasons.

2. Previous reports reveal the role of the staff members as
protector for the clients. Clients were called "patients" and
expected to be weak (or inferior) with variety of mental problems,

and therefore the staff members had to protect them in case any



unusual situation arose., Such attitude was basedon the assump-
tion that each staff had an ample knowledge over the total fate of
the individual client, and if his instruction was to be followed
faithfully, the client shouldn't face any more difficulties, Here
we cannot see any insurance that the client is facing or grasping
his/her reality surrounding them, or any improvement from there
on. It seems as the duty of the staff members was considered to
monopolize the total information, and within his own frame of
reference, the selection was made to which portion of the in-

formation was to be passed on to the client for his benefit.

3. Program Organization: From its start in 1963 to late 1974,
the Day Care Center program was planned by the staff members
who selected the items which they considered suitable to help
"clients" for rehabilitation/socialization. Clients were to par-
ticipate in the preplanned program, and staff members worked
hard atadjusting clients to the program, and great effort was paid
as not to make any drop-outs. However, as of April 1972, all
participants at the Center, the staff and clients alike, reached an
agreement to have a meeting something similar to curriculum pro-
graming committee where everybody submits proposals. This
movement was initiated by the staff, but once started everybody
participated in it enthusiastically. Now the staff is there to co-
operate in discussion and decision making. No longer the staff
takes leadership of its operation. Roles in programming opera-
tion are shared equally among the staff and the members. Over
thirty proposals weremade at the meeting, and the variety of sub-
jects were so rich that they made the previous program look dim
and poor. Out of the proposed subjects, final selection of the
items was made by votes for inclusion in the program. Further,
if minimum three people voted for an item,itwas considered valu-
able enough to be included in the program. In contrast to the

previous program which was organized with the therapeutic



purpose in mind, this program was based onthe wishes expressed
by all the members. Only requirements imposed were that it had
to be wanted by "us'" and had to be carried out "together." The
members experienced the processes which derived consensus on
variety of subjects. And such experience in group participation
itself brought about the results or changes in members meaningful

from the standpoints of therapy and social adjustment.

4. As a conclusion of this report I would like to note the need
of increased number of staff members at the center. The staff
will have to participate in this operation openly and be free from
fear of exposing themselves to any danger of making errors or
criticism either by the staff or group members. They are ex-
pected to communicate to all participants without reservation.
Such is the summary of objectives of the Day Care Center ac-
tivity. We are unable to specify any other therapeutic objec-
tives or theories defined as such at this time.

( Akira Kashiwagi)



3. Reserch on Child Mental Health

Inthe immediate post-war years, at the dawn of the history of
child psychiatry and child mental health here in Japan, we feel
proud of the fact that our Division of Child Mental Health played
an important role for advancement in this field. Child psychia-
trist, as seen elsewhere, did not exist here in Japan until the be-
ginning of 1950, Until the end of the World War 11, the under-
standing of psychiatric problems in childhood seemed very super-
ficial, borrowing the ideas from adult psychiatry.

And psychiatrists showed interest only in the serious cases
of childhood psychosis and psychoneurosis.

Since psychiatrists placed much emphasis on hereditary and
constitutional factors in those days, professionals in child mental
health also tended to be pessimistic and fatalistic, when dealing
with psychiatric problems in childhood. Some researchers in
child mental health considered the importance ofthe environmental
factors. But they merely evaluated the pure physiological as-
pects, such as the size of the house, the number of the rooms,
sun light, ventilation and the neighborhood, etc., without giving
thoughts tothe dynamic and the finer interaction between the child
and his family, and social and cultural environments. Since
Takagi introduced the idea of the Child Guidance Clinic from
the U.S.A. in 1950's, the out-patient clinic of the Japanese Na-
tional Institute of Mental Health became one of the first clinics to
have a so-called "Clinic Team", consisting of a psychiatrist, a
clinical psychologist and a social worker.

And the clinic also began enthusiastically to conduct individual
and group psychotherapy, play therapy for problem children and
counseling for parents. As a result, many young professionals

gathered at this clinic and received training in this new field.



The main subjects of clinical studies in the last 25 years of
our division were as follows:
childhood schizophrenia, infantile autism, various psychoneuro-
sis, psychosomatic disorders, and nervous habits, including
school phobia, tic, hystria and speech retardation and premature
babies.

The influence of maternal deprivation interested some re-
searchers shortly after the war when they found many abandoned
babies and mixed blood infants in the street. In 1950's, lkeda
began to study 64 infants in the S baby home affiliated with a
general hospital in Tokyo. The direct study on 64 infants showed
the following results. Their mean 1 Q and D Q was very low.
They revealed retardation in motor function and social maturity,
especially in speech.

They also revealed chronic physical and psychological symp-
toms caused by prolonged institutionalization, suchas poor sleep,
pallidness, diarrhoea, various nervous habits (head banging,
thumbsucking, etc.), blankness of facial expression, etc. After
babies left this baby home, they scattered in three groups, namely
(1) natural parent group, (2) institution group, and (3) adop-
tion group. l[keda interviewed them regularly and performed
psychological testings and met staff members of each institution,
biological parents, adoptive parents, foster parents and school
teachers.

She has been able to continue to follow up 52 infants out of 64
during these 25 years.

The results of this longitudinal study have given much insight
into the effects of maternal deprivation as well as cultural back-
ground of adoption here in Japan. A part of her results was
presented at the 6th World Congress on Psychiatry held in Hawaii
in 1977.

Besides these clinical studies, the basic investigation of per-

sonality development in normal children have always interested



and drawn the attention of researchers in the Division of Child
Mental Health.

One of these studies has been a study on twins, especially a
longitudinal study from babyhood to adulthood.

Compared to other twin studies in japan, some special features
of our twin study were: we dealt with not only twins with psychi-
atric problems but also normal twins, especially very younger
children (babies and infants) and paid attention to social and cul-
tural attitudes towards twins from anthropological and psycho-
logical points of view.

Through our studies, our team made it clear that Japanese
culture had characteristic attitudes toward twins, namely, (1)
dislike of twins, at times, prejudices and superstitions, (2)
discrimination between the elder and the younger and a boy and a
girl, The results of the study on cultural and parental attitudes
toward twins was presented by Tkeda in 1970 at the Culture and
Mental Health Conference held in Hawaii, U.S.A. and later pub-
lished abroad in English.

Since 1967, twin babies in two cilties were all registered and
summer camp program for twin children was held every year un-
til they finished primary school. More than 180 pairs of twins
were registered and observed. Among them the team observed
various types of problems, six pairs of school phobia, 11 pairs
of autistic twins, and other types of psychoneurosis.

Ikeda reported the effects of psychotherapy with two pairs
of autistic twins at the International Congress of Psychotherapy
held in Paris, France in 1976 and Nishikawa also presented a
paper on neurotic twins brought up apart at the World Congress
on Psychiatry, in Hawaii, U.S5.A. in 1977.

The concondance and discordance of these psychiatric prob-
lems in identical and fraternal twins has shed new light on the
classic, but meaningful discussion of "Nature and Nurture".

Meeting the demands of modern society, the area of community



mental health for children has become one of the newest and most

important fields of study. In cooperation with Public Health

Center, Child Welfare Agencies and medical facilities, our re-

search team conducted health examination ( both mental and

physical) for premature babies, normal babies (three months,
six months, mnine months and 18 months) and examined the me-
thods of health examination.

Working with social work agencies including child guidance
clinics and family counseling centers, our team have taken up
actual cases of child abuse for study, holding discussion to find
ways of preventing and handling child abuse cases.

Future plans of studies of our division are as follows:

1) A basic study on personality development centered around a
study of twins by Tkeda, Kohno and Nishikawa,

2) A follow up study on autistic twins by lkeda, Kohno and Nishi-
kawa .

3) Clinical and psychopathological studies including psychother-
apy, art therapy, day care program and therapeutic camp by
lkeda, Imada, Kohno and Nishikawa.

4) An experimental and psychophysiological study in babyhood by
Kohno.

5) A psychopathological study on adolescence by Nishikawa .

6) An exchange of informations, data, statistics, case studies on
child mental health with researchers in Japan as well as

abroad by lkeda and Imada., ( Yoshiko lkeda, M.D. )



A Study On Personality Development Of The Children

We have yearly followed-up 120 children of five groups for six
years, since they were five years old, in order to clarify the
relationship between social factors or family backgrounds and
personality development.

The characteristics of five groups were as follows: F'1 Group:
The children who have been the subjects of our study were grad-
uates from the kindergarten attached to a junior college in
Matsudo-City that is the neighbouring city of Tokyo. Their fa-
thers' occupations were: half of them were merchants and man-
agers of minor enterprises and the rest of them were salaried
men. About 85 % were nuclear families. 56 % of the fathers
were college graduates and 71 % of the mothers were high school
graduates. F2 Group: The children who have been the subjects
of our study were graduates from the kindergarten, attached
to the same junior college, at alarge size danchi in Matsudo-City.
Many of them were residents of the apartments built by the Pub-
lic Cooperation. 85 % of the fathers were salaried men. 92.5 %
of the families were nuclear families. 55 % of the fathers were
college graduates and 81% of the mothers were high school grad-
uates. The half of the couples were in the same companies and
acquainted with each other. After the marriage the wives left
the jobs. D Group: The children who have been the subjects
of our study were graduates from a private nursery school at
thickly settled area, down town, in Tokyo. Most of the resi-
dents lived relatively long. About 40% were three generations'
families. Most of the fathers were doing petty enterprises
in their homes with their wives. The most both parents
were graduates from junior high schools. B Group: The
children who have been the subjects of our study were



graduates from a municipal nursery school of Nagareyama-City,
that is the neighbouring city of Matsudo-City. It has relatively
slowly developed as a city compared with Matsudo-City that has
fast developed. Most of them lived at street area of the city.
Most of the parents were natives of this area. Most of the fa-
thers were merchants or salaried men. The half of the mothers
were working outside home. About 20 % of the mothers had piece
work. C Group: The children who have been the subjects of our
study were graduates from a municipal nursery school of Nagare-
yama-City. Most of them lived at residential district in the city,
Most of the families moved from Tokyo areas. Bothof the parents
were relatively young among the groups. Most of them were
graduates from high schools. Mostof the fathers were merchants
or managers of minor enterprises helped by their wives.

We have used multiple methods in order to achieve the purpose
of the research; that is, projective tests such as CAT, SCT and
individual interviews and questionnaires to the children and the
mothers and group meetings with the fathers and home visiting.

We published papers related to this research, although it is
presently still going on. Those were as follows: "A Study on
Personality Development of the Children with Behavior Problems
in the Five-Year Old Children's Groups." "A Study on the
Children's Effects of Entrance to the Primary School — Related
to the FFamily and Community Factors," "A Study on the Rela-
tionship between Parents and Children, 1. II. — From the
Follow-Up Study." "A Study on Personality Development of the
Children — On Formation of Self-Concept in Childhood — On
the Place of the Third Graders of the primary School." "A Study
on Personality Development of the Children — On Formation of
Self-Concept in Childhood — On Mothers' Value-Orientations."

(Michiko Yamazaki)



4. Psychopathological Studies on Individual and Group

Recent studies we have performed as follows: -

(1) Family Studies of Mental Disorders

a. Studies on the pathology of schizophrenic patient's fami-

lies.

To analyze behaviors and attitudes of family members of schi-
zophrenic patient toward the other member, especially toward the
patient, we used a Rorschach technique specially designed for
testing of family consensus ( Family Consensus Rorschach Test)
applicable to the set of family. At the same time, we recorded
whole conversation of testees ( family members) as well as deli-
cate changes of their non-verbal expressions during the testing
by the video tape recorder.

Having investigated more than thirty families of normals and
schizophrenic patients, we found general characteristics in the
family of schizophrenics. These are resumed as follows: "There
is a strong sense of anxiety underneath the examinees; they are
busy to defending themselves against breaking up, so there is no
room for them to think of others. Having contact with other peo-
ple intensifies this feeling of anxiety."

In respect to this field of research, the following papers were
published.

Suzuki, K., (1971) History and Future of Family Consensus Ror-
schach Research. Porschachiana Japonica, Vol, XIII, 179-
193

, (1972) A Study of Families of Schizophrenic Patients

— A Study Utilizing the Family Consensus Rorschach. Journal

of Mental Health, 20, 1-40



Takatomi, T., Suzuki, K., and Dendo, H.,(1971) A Study of
Families of Schizophrenic Patients: II. Differences between
the Characteristic Features found in the Patients of Male Pa-
tients and Those of Female Patients., Journal of Mental
Health, 20, 41-76

, (1973) A Study of the Families of Schizophrenic Pa-
tients: III. Child Discipline in Our Country and "Family Dy-
namics of Schizophrenics". Journal of Mental Health, 21,
137-158

, (1974) A Study of the Families of Schizophrenic
Patients: V. A Family Study of "Autistic Children'. Journal
of Mental Health, 22, 95-112

Dendo, H.,(1971) Family Consensus Rorschach Method Applied
to A Schizophrenic Patient and Her Family: Struggle Between
the Schizophrenic Daughter and her Mother concerning her
Father. Rorschachiana Japonica, Vol. XIII.

Dendo, H., Suzuki, K. and Takatomi, T.,(1973) A Study of the
Families of Schizophrenic Patients: [V, The Characteristics
of the Patients Revealed in'"Liked Card" and "Disliked Card"
of the Rorschach Test. Journal of Mental Health, 21, 159-182

b.  Studies on Family Psychotherapy for Schizophrenia

The purpose of these studies are (1) to explore the inter-
personal dynamics of the schizophrenic families, and (2) to dis-
cover some useful and effective therapeutic techniques for fami-
lies of schizophrenic patients.

The family therapy sessions were conducted by co-therapists
on a once-a-week basis. We found the characteristics of the
interpersonal dynamics of the family as follows:

1) A great many marital conflicts were suspected; however,

they were being covered up, and expressed through a detour
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attack on the patient.

The family is divided into two alliances: the father and the
daughter; the mother and the patient,

The mother-patient relationship is so ambivalent that internal
needs are expressed outwardly in active hostility.

The triangle is observed. In an actual conflict between the
mother and the patient, whenever the father steps into the
situation, the fight becomes worse.

When this conflict became severe, the father withdrows and
takes an indifferent attitude.

In a conflict between the father and patient, the mother takes
an indifferent attitude to both and withdraws from the situa-
tion.

It is very rare for both parents to attack the patient.
Generally, unpleasant feelings are usually followed by a fight.
However, the family appears to discontinue the negative feel-
ings until the next sessions, and acts though there were no

conflict among them.

The following techniques were useful in handling the families.
Recalling Previous Session Technique: ~ For the purpose of
keeping the continuation from one session to the next session,
the therapists guide the members to recall the events and the
feelings involved in from the previous session. This techni-
que usually carries the risk of provoking hostile feelings
directed to each other and to the therapists.

Therapeutic Double Bind Technique: As strong hostility
directed to the therapists becomes the main obstacle in the
therapy, then the patient is forced to be in a paradoxical situ-
ation; that is the patient may be told that he may discontinue
therapy, and that is also a therapy.

Take Over Technique: When the conflict among the family

becomes worse, the therapists forbid them to speak. The two



therapists take over all the conversation, and they become the
patient and his members of the family; then between the two,
the problem is solved for the patient and his family in their
presense., Therefore, the family learns a most harmonious
and peaceful way of solving their problem.

In this respect the next two papers were published.

Suzuki, K. and Makihara, H.,(1978) An Experience of Family
Psychotherapy for A Schizophrenic Patient. Journal of Psy-
choanalysts, 22: 4

Suzuki, K.,(1978) Family Psychotherapy. Gendat Seishin Igaku
Taikei, Vol. 5A: Psychiatric Treatments I, 16, 346-387,
Nakayama Shoten, Tokyo

i

(2) Developmenial and Psychopathological Studi‘es on Adoles-

cence

We started a prospective research on normal and abnormal
development of adolescents in 1970, We selected 70 adolescent
students from 500 students of 1st grade of a junior high school in
Ichikawa city, Chiba prefecture.

This cohort of 70 adolescents was composed of normals ( 35
cases) and abnormals ( 35 cases) in respect to personality de-
viations and other mental health conditions. Atleast once a year,
we have checked all of these 70 cases by interviews and psycho-
logical testings; these includes T.A.T.,, S.C.T., Baum Test and
Rorschach Test,

Several cases have been supported by psychotherapy in their
developmental crisis.

The results of this research were reported as follows:
Murase, T. and Murase, K, (1974) Personality Development of

the Two Normative Adolescent Boys: A Longitudinal Case



Study in Five Consecutive Years. Journal of Mental Health,
22, 11-26

Murase, T. (1977) Saburo's Adolescence: A Longitudinal Case
Study on Personality Development. Journal of Mental Health,
24, 109-134

(3) Clinical Studies on Social Phobia

We started with analyses of complaints of so-called social
phobics. From the record of clinical interviews with social
phobic patients and their autobiographical accounts, 445 items of
principal complaints were derived. Then, we made a question-
naire test composed of these items with 7 points evaluating scale
to obtain more salient characteristics of social phobic complaints.

The result of this test executed for 100 normals and 50 pati-
ents showed that out of these 445 items 277 items were highly
significant (0.1 percent) -and almost every items were closely
connected with communication performances with hot so intimate
as well as not so distant people.

Next, we have examined clinical records of 179 patients with
social phobics and been impressed that the central cluster of this
phobias is similar in most cases, particularly in respect of their
onset ages, of modes of the onset, of their attitudes toward feared
objects, of reactions to psychotherapy, or of the prognosis of
their disorder and forms a coherent clinical syndrome.

From analysis of their feared situations, we have got several
interesting findings; we found, for example, that their feared
situations consist of a certain modulation of the mode of inter-
personal affinity. Based on these findings as well as on clinical
observations, we begin to construct a conceptual model of social

phobic syndrome.



In respect to these researches, the following papers were
published.

Takahashi, T., Yamaguchi, S. and Ogawa, K.,(1971) The Psy-
chosociological Aspect of the Complaints of So-called Anthro-
pophobics. Journal of Mental Health, 19. 45-70

Takahashi, T., (1975) A Social Club spontaneously formed by Ex-
patients Who had suffered from Anthropophobia. Internat J.
of Social Psychiatry, 21, 2

» (1976) A Study on Social Phobias -- An Analysis of

Communication. Igaku Shoin.

(Koji Suzuki)



5. Research on Mental Retardation -

In studying the problem of mental retardation, attention must
be paid to realize full potential of the mentally handicapped or to
minimize those factors that may interfere with it, With this ori-
entation in mind, we havelaid emphasis on the comprehensive and
multidisciplinary approaches including psychiatry, clinical chem-
istry, psychology and sociology.

Now we are focussing our investigations on "the research
program aimed at diagnoses and methods for the care of the men-

tally handicapped", which consist of the following:

1. Development of diagnostic techniques and their clinical ap-
plication
a) the development of assessment technique which is more di-

rected to "caseness' than "illness"

b) the development of screening system for congenital hypothy-
roidism using enzyme-immunoassay for thyroid-stimulating
hormone

c) the development of detection systems for the variant type of
galactosemia

d) the development of screening technique for progressive mus-
cular dystrophy

e) the study of effect which noisy stimulations may give to the

endocrine system

2. Premature senility and its evaluation in the mentally handi-
capped
a) the study of premature senility expressed in immune-function
and in neurophysiological function as measured by computer-
ized EEG analysis
b) the study of correlation between aging and endocrine func-

tions as measured by radioimmunoassay of various humoral



substances
c) the study of correlation between aging and behavioral/socio-

psychiatric characteristics of the mentally handicapped

3. Systematization of community welfare, medical and health
care project for the mentally handicapped

a) the investigation into the actual condition of activities focus-
sed on community care for the mentally handicapped

b) the adjustment of collaborating services by professionals
helpful to home-nursing of the mentally handicapped

c) the investigation into the conditions of families with the men-

tally handicapped at home and the preparation of family guid-

ance
4. Preparation of training programs for the staffs concerned

with the mentally handicapped.

(Yoshiro Sakurai)



6. The Biological Researches in Mental Health

The biological researches in the National Institute of Mental
Health of Japan inaugurated at the beginning of the Institute in the
Division of Physiology and Morphology, where histological stud-
ies of human brains and experimental studies in electroencephalo-
gram had been done.

Since 1960, in the renamed Division of Psychosomatic Re-
search, the main research works are the problems of mind-body
correlation in human behaviours and in mental disorders. Now
three psychiatrists are researching stuffs including the director
of the division.

The object for work of the Division is defined to deal the
problems of physiological and pathophysiological phenomena in
mind-body correlation. To carry this object our researches are
based on psychiatric and psychophysiological procedures.

Psychophysiology offers, as M. Lader (1975) says, novel
approaches to psychiatric problems in two ways. As first ap-
proach, it provides methods for the accurate assessment of con-
comitants of mental illness. For example, drug treatment can be
monitored providing that the interactions between the drug and
the measures are known. In thisrespect the psychophysiological
measures are being used as extensions of clinical observations,
The second one is for psychophysiological techniques to be ap-
plied in attempts to elucidate the pathological mechanisms of men-
tal illness.

And as D.T. Graham (1971) stated, "psychosomatic medicine
is clinical psychophysiology, and there is no question in psycho-
physiology that doesnot have an exactly analogous counterpart in
psychosomatic medicine. Both disciplines can adopt an identical
philosophy with respect to the mind-body relationship, namely
assumption of psychophysical paralleism.,

The most problems treated in the domain of mental health are



phenomena raised from mind-body-social environment relation-
ship, e.g., neuroses, psychosomatic disorders, and social
maladjustments.

The psychophysiological research is based on the above men-
tioned situation. It does not apply any surgical operations, so
the subjects can act keeping natural manner same as ordinary
life. From this point of view, psychophysiological procedure is
considered appropriate as scientific manoeuvre ( biological ap-
proach) to the human behaviours in the domain of mental health.

Inthis decade, researches made in our Division can be divided
grossly into the following three-groups:

1) Studies on the fluctuation of the physiological indices in
normal mental activities. The electroencephalogram and/or the
autonomic nervous variables were recorded, being analyzed un-
der the conditions of performing mental taskor during night sleep
and awaking state in daytime.

— Studies on EEG patterns and rhythms during night sleep

and waking state., (Y. Nakagawa).

— Variations of the heart beat rhythm during mental task.

(H. Takahashi).

2) Studies on the physiologics under the conditions that the
normal mental activities are affected. For instance, perturbated
the CNS and the ANS were studied in subjects influenced by al-
cohol and/or drugs, in fatigue, and with maladjustment or with
mental illness, such as, depressive state.

— The influence of alcohol and other drugs on the mental task

performance. (H. Takahashi).

— A study on depressive state with abnormal EEG.

(K. Takahashi),
— Sleep disturbance caused by tone pulse stimulation.
(Y. Nakagawa).
3) Studies on the bio-electric data processing. These had

been intensified and more developed since actual digital computer



system (PDP-11/40) was established in 1976, especially, in
automatic analysis of clinical EEG with a digital computer.
— Frequency analysis of clinical EEG with a digital computer
- comparative study with Fourier analysis.
( K. Takahashi).
— Studies on EEG screening examination in the large popula-
tion. (Y. Nakagawa).
— Recording and analyzing of heart beat and respiration in
psychophysiology. (H. Takahashi).
( Hiroshi Takahashi)




7. Reseach on the Relationship between Aging and Social

Adjustment

Research for Psychogeriatrics was begun at our Institute in the
autumn of 1972 by a group of researchers who were interested in

the problems of aged people.

Background Problems

Problems that motivated our research were as follows;

1. Tmprovement in the expectation of life and the increase in
number of the aged people:
The expectation of life at sixty years old was 17 for men and
21 for women as of 1975, so that the period of old age would
last about twenty years. The number of survivals at sixty
years old was estimated at eightyfour thousand per hundred
thousand born for men and ninety thousand for women. So,
the problem of ageing has become one of the most important
subjects for a majority of people.

2. Increase in number of the aged people who have the problems
of Psychogeriatrics:
Accordingly, thereis an increase inthe number of aged people
with disorders. There are two categories, namely, mental
disorders caused by ageing, and mental disorders who have
become old. People with former disorders are seen not only
in the department of Psychiatry or Psychogeriatrics, but also
in other clinical departments, while those with the latter dis-
orders are causing a serious problem in psychiatric institu-
tions.

3. Changes of living and social circumstances:
Changes in the moral standards and the value orientations of
the family and community, in parallel with similar changes in
the supporting system for the aged parents in a family, have

been such that for aged people today, it is impossible to live



as the aged did in the past. Theymust now find ways of corp-
ing with life by themselves.

/. Changes in the attitudes of aged people themselves:
An increasing number of agedpeople dislike beingcalled "old",
refuse the image of the dependent, subordinate, declining old
person, and wish to live the rest of their life positively and

independently.

With these problems in mind, we discussed the meaning of life
for elderly people. We saw the ultimate purpose of our research
as contributing to the healthy, independent, and worthwhile lives

of the aged.

Deployment of research

The aims of the research were as follows: first, to establish the
methods of evaluation of physical ageing, mental ageing, and so-
cial adjustment of elderly people; second, to evaluate ageingwith
the established methods; and third, to examine the correlations
among the different evaluation areas. The research started with
a study of life history and social adjustment, and continued with
an evaluation of ageing.

In 1973, research was carried out in Fuchu city in Tokyo
prefecture. We interviewed the aged people at their homes.
We asked them about their life histories, and evaluated their
physical and mental functions and social adjustment.

In the same year, we conducted a similar study in Yoikuin, a
public nursing home in Tokyo, in cooperation with the Tokyo
Metropolitan Institute of Gerontology, and compared the results
of the two studies.

In 1974, we received a special one-year research grant for
"Research on mental health of the aged".

In 1975, we received a three-year special research grant for

"Research on mental ageing and brain function". We carried out



our research at the following five places: two community clubs
for senior citizens in Naha (in Okinawa prefecture) and Kana-
zawa; the Geriatric Out-PatientClinic at Tokyo Medical School;
the Community Welfare Center for Senior Citizens in Urayasu;
and Shikokai, a club for people retired from a major soy sauce
company.

As the latter two places were close to our institute, we car-
ried out the research by ourselves. Urayasu, a fishing village
in the Tokyo Bay area that has drastically changed with industri-
alization of the area, we visit once a week and conduct health

consultations.

The battery of evaluations is as follows;
[. Physical ageing
1. Medical examinations:
EEG, ECG, X-p of breast, anaemia, total cholesterol, B -
lypoprotein, kidney function, liver function, blood pressure
2. Amako's evaluation of ageing in outward appearance:
loss of the hair of the head, white or gray hair, loss of
teeth, wrinkles in a face, elasticity of skin, eyesight, hear-
ing, lines of the nails, and bending of the spinal column
I[I. Mental ageing
Hasegawa's dementia test
2. Benton's Visual Retention Test
III. Life history
IV. Social adjustment
Present living condition
Role inventory
Neugarten's Life Satisfaction Inventory
TAT

Sentence Completion Test

Ul N~ W N o

V. Personality

VI. Interviewer's check



VII. Family interview

We reported partial results of the research at the 10th Inter-
national Congress of Gerontology in lsrael in 1975, and have re-
ported at the Japanese Association of Gerontology every year.

In 1977, we carried out a crosscultural study with Japanese
ancestry immigrants in Los Angeles in the United States. We
applied the same battery we used in Japan. The result of this
study, in comparison with that in Japan, will be presented at the

11th International Congress of Gerontology in Tokyo in 1978.

Further interests

Important additional interests of research are as follows:
1. The evaluation of physical ageing by measurement of hor-
mones;
2. Community program for elderly people with mental disorders
(e.g., daycare centers may be one of the most useful facili-
ties );
3. Crosscultural research for ageing;

4. Epidemiology and statistics of ageing.
(Kazuko Saito)



8. Social Scientific Research on Mental Health
Present Situation and Perspective

Sociological research at the National Institute of Mental Health
(NIMH) started in 1952 at the time NIMH was founded. Its
contribution = has been significant in obtaining information
from the social environment in order to help formulate techniques
and methods to solve problems in the area of mental health, And
necessity of interdisciplinary studies has become very important
in last 20 years.

This report is to summarize the present situation and per-
spective of sociological studies.

The research team | is known as the study group specialized
in the relationship of mental health and its social connotation, Our
theme since 1977 has been '""Social Administration over Problems
on Mental Health," where we have to define the meaning of mental
health within the context of social welfare, using analytical tools
and theoretical concepts of sociology. As historically mental
health has been the concern of medical field, psychiatric treat-
ment and general problems associated with mental disorder have
been depicted for our research objectives shown below.

(1) Search for Social Indicator/Method of Diagnosis: It is
not easy to determinehow far the collected data should be utilized
as to form a measurement and it is neither a simple process to
line up collected material as standardized system for diagnosis.
Presently, effort is being made to obtain information to analyze
components of the systems and the subsystems of mental health.
Thus we try to translate the data into measurable terms.

(2) Study of Professional Staff and Organizations Affiliated
with Health and Medicine: Attempts are being made to categorize
organizational dynamics of mental health institutions such as
mental hospitals, public health centers, mental health centers,

etc. to figure out better processing of the care system,



Presently, we try to formulate and test hypotheses about forces
and processes present in the organizations,

(3) Study on Families of the Mentally Disordered and Family
Associations: Such problems of families as related to mental
disorder are being studied from the view points of social system.
The results such as needs defined are publicized to be reflected
in social policy making and legislations.

(4) Study on Roles/Functions of Volunteers: In the field of
mental health volunteers play not only supplemental roles to pro-
fessional staff but also have positive function to form a social
environment for the mentally disordered. Servicesof volunteers
are to be studied as to how they have developed in this country.

(5) Study of Community - Its Organization and Conflict
within: This is where the mentally disordered is produced, and
where he/she has to readjust to. Relations between social
dynamics and community organization, behavior patterns on how
conflicts are solved, etc. are studied.

In this short period of time (less than a year) we have not
yield presentable finished products. But each of us presented a
report on individual interest at Community Psychology Symposium
in 1977.

Sociologists will participate as staff members in the 3-year
interdisciplinary projects beginning in 1978. The project will
be entitled "Basic Research on Demands and Supplies in the Area
of Community Mental Health."

Sociological contribution to the field of mental health is being
developed. As needs for medical treatment, individual treatment
techniques, and their utilization into social system increase, it
is expected that sociology will have to cover social causes of
mental disorder and statistics of epidemiology, and further con-

tribute to social administration.
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ABSTRACT

Health is viewed as a problem of medically defined illness
versus socio-culturally defined caseness. Definition of health
by WHO is interpreted in terms of the dimensions of illness and
caseness, and the 9th revision of the ICD and DSM-III of Ameri-
can Psychiatric Association are discussed with respect to noso-

logic issues that arise when these dimensions are confused.

WHO's Definition of Health and nosologic analysis of the 9th ICD
The well-known charter of WHO defines health as '"a state of

complete physical, mental and social well-being and not merely
the absence of disease or infirmity". The definition is anything
but clear, and one is tempted to disregard it, but its ambiguity is
too consequential to ignore. How does "the absence of disease
or infirmity" relates to"well-being"? The wording "not merely"
may include "the absence of disease or infirmity" within the pro-
vince of "physical, mental and social well-being", or it may imply
that these two categories are separated dimensions of Health.

The nosologic analysis of the 9th ICD does not clarify the WHO
definition of health. The "main code of ICD" includes a "section
of Mental Disorders"D, while the Supplementary "V code" clas-
sificationp) provides for "Personal history of mental disorder"
(V11), "Mental and behavioral problems" (V40), "Housing,
household and economic circumstances'" (V60), "Other family
circumstances'" (V61), "Other psychosocial circumstances"
(V62)3> and "Observation and evaluation for suspected condi-
tions, mental" (V71)4). The "V code" is clearly intended to
cover the classification of any service that cannot be nominally
reduced to an established "disease" or "disease unit".

Indeed, it seems that the "main code" of ICD is concerned with
nominal "disease" or "disorders", while the "V code" supplement

takes care of"diagnoses" and "problems' that evade classification




as "diseases" and "disorders". Health services rendered for
reasons related to personal or familial "histories" of any disease
or disorder will be tallied the "V code', while services rendered
in treatment of manifest symptoms of established diseases or dis-
orders will be tallied according to the '"main code" of ICD. The
"V code" is also called upon to classify nonclassifiable and nega-
tive diagnosis resulting from observation, investigation, exami-
nation and screening made for a variety of reasons including
"suspected conditions". For example, health services rendered
for possible "mental disorders" will be classified under the "V
code", should syndromes of a classifiable disorder not be ob-
served.

The distinction between the '"main code" and the "V code' of
ICD would thus far seems to be one of "medical" versus '"pre-

"nonmedical". But, is everything

medical', "postmedical" and
in the "main code" really "medical"? Referring to the WHO de-
finition of health, one is tempted to define the "V code'" as "the
absence of disease or infirmity", but the "V code' is apparently
concerned with any health service that cannot be directly related
to ‘a "disease unit" of the "main code" of ICD. But what about
the "physical, mental and social well-being"?

For example, the "main code" of ICD includes "disease unit"
as"Sexual deviation and disorder" ( 302 )5), "Nondependent abuse
of drugs" (305)6>, " Adjustment reaction" ( 309 )7>, and "Disturb-
ance of conduct" (312)g). The glossaries include qualifying
phrases like;" the limits and features of normal sexual inclination
and behaviour have not been stated absolutely in different socie-
ties and cultures" ( 302), "cases where a person has come under
medical care because of the maladaptive effect of a drug he has
taken on his own initiative to the detriment of his health or social
functioning" and "when drug abuse is secondary to a psychiatric
disorder, code the disorder" (305). Other qualifying statements

also relate to socially induced conditions" .



The "Mental disorders' section of the "main code" nominally
marked by Roman numeral "V'" overlaps with related ''Mental
health" categories of the "V" code in ways that raise many noso-
logical issues relatedto crosscultural definitions of health. The
glossaries of the '"main code" clearly imply that a number of es-
tablished "disease units' are subject to considerable cultural
variation. It would seem that indeed health is ''not merely the
absence of a disease or infirmity" but rather "absence of cultural
values or medical traditions that would recognize and label a
given behaviour a disorder or problem". |

The "V code" therefore becomes a place where one community
might classify a behaviour that another community would label a
disorder in terms of the "main code" of ICD. A delusional schizo-
phrenic that becomes a ward case in one community might qualify
as a religious leader in another, "Drug abuse" is usually a
problem of forensic psychiatry. Even when the manner of use of
a certain drug is such as to constitute medical dependency is re-
garded as a "disorder" or a "problem", depend on whether such
behaviour is culturally accepted by members of the community in
which it is encountered.

Similar nomenclature issues in other areas of ICD codes have
led me to approach clinical diagnosis along two dimensions, which
[ would like to call illness and caseness. By illness I mean any
condition definable in medical terms, whether or not the condi-
tions arises genetically or spontaneously or in close association
with social or other environmental inducements, while caseness
refers to cultural and social evaluation of a condition. Diagnosis
along the dimension of illness ideally involve nominally universal,
objective, absolute evaluation criteria, while diagnoses along the
dimension of caseness will ideally involve nominally subjective,
cultural, sociop sychological and other none absolute value judge-
ments.

Generally speaking, medical illness is closely connected with



cultural caseness in the sense that the recognition and labelling
of supposedly "objective" biological conditions depend largely on
"subjective'" sociopsychological conditions. The occurrence of
not a few biological conditions is closely associated with socio-
psychological factors that are not easily measured in terms of
medical parameters. The phylosopher may wish to avoid such
"chicken and egg" conundrums by viewing "absolutist" as either
side of a Mobius strip, thus making objective illness and subjec-
tive caseness coterminus at different places on the M&bius strip
for different cultures at different times. But for practical noso-
logical purposes, we can gain considerable insight into cross-
cultural labelling issues by considering the dimensions of illness
and caseness as being more-or-less independent.

The ICD would be much more useful as a basis for compiling
health statistics, were it to require double coding along the di-
mensions of illness and caseness as the author defined these
terms. The present coding system allows absolute medical eval-
uation criteria to govern relativistic cultural evaluation criteria.
The same '"disease unit'" which approximately allow the clinician
freedom in judgement but confuse the meaningof health statistics.
A double-coding system in terms of biomedical illness and psycho-
cultural caseness would continue to allow ‘the clinician to ascer-
tain whether a condition is problematic in terms of the values of
the community in which the evaluation is made, while generating
nosologic data that more meaning for studies of ethnopsychiatry

and others involved in crosscultural studies of mental health.

Multiaxial coding in DSM-Illg)

The American Psychiatric Association published a Draft of
DSM-III by the Task Force on Nomenclature and Statistics in July
1977. In this Draft of DSM-IIl, five-axial classification was
recommended as follows;

Axis [: Clinical Psychiatric Syndrome and Other Conditions.



Axis 1I: Personality Disorders (adults) and Specific Devel-

opmental Disorders (children and adlescent).

Axis II1: Non-mental Medical Disorders.

Axis IV: Severity of Psychosocial Stress.

Axis V: Highest Level of Adjustive Functioning Past Year.

Generally speaking, DSM-IIl seems to be reluctant to diag-
nose "illness" from an etiological standpoint, and diagnose them
from a symptomatological standpoint ( Axis 1) and/or from per-
sonality dimension, although in the special instruction of Axis III
it was described that "in some instances the condition may be
etiologic (E.G., a neurologic disorder associated with Dementia),
and other instances the medical disorder may not be etiologic but
is important in the overall management of the individual (e.g.,
Diabetes in a child with a Conduct Disorder)".

Although the Axis I, II and III in DSM-III are closely con-
nected with diagnostic criteria of "illness", Axis IV and V are
different from that of "caseness'", i.e., Axis IV is an evaluation
by the severity of stressors in the patients' environment and the
Axis V reflects the level of adjustive functioning of the patients
themselves. What the author means by ''caseness" is not the
severity of stressors nor the level of adjustive functioning, but
those factors which are related to the cause of why, when and by

whom a person was identified and treated as a "case".

Discussion

Psychiatrists are always diagnosing and treating patients on
.the basis of these two dimensions of illness and caseness that the
author has been describing. For psychiatrists as well as for
medics in other specialities, it is often perplexing when some-
thing diagnosed in terms of illness is directly translated in terms
of caseness, For example, an illness diagnosis of schizophrenia
or neurosis, in many committees, immediately becomes socially

problematic. The clinician intuitively work along these two



dimensions of diagnosis, in which a medicopsychiatric judgement
is blended with a sociopsychiatric evaluation. But in doing this,
the author fear that we tend to push everything towards the medi-
cal without sufficient consideration of the social. That is, we
tend to suppress caseness by endeavoring to label a case not a
case., The opposite may also be found to occur, that is, the
tendency to push everything towards the social without adequate
treatment of the medical. In this case, as in antipsychiatry, we
tend to suppress illness by endeavoring to label a disease not a
disease,

The problems the author has tried to illustrate with the sim-
plest examples seem to arise because of a demands on clinicians
to force two-dimensional judgement guided by sociolegalistic
values from those based on biomedically demonstrable symptoms.
Towards this end the author expects we might begin with a new
definition of health that clearly distinguishes "material, physical,
mental and social well-being" as the basis for all caseness, in
contrast with the "absence of biomedical symptoms" as the basis
of illness.  This would allow one to be ill without being a case,
or a case without being ill, or both. Such a two-dimensional
approach to health would certainly relieve the clinician from
forcing illness into caseness, or caseness into illness, simply
because the siciolegalistic values of the clinician's community
happen to prefer to the other.

It has been the author's purpose here to suggest two-dimen-
sions of evaluation and coding that might help us better clarify
the kinds of culturally relativistic issues we encounter as our
experiences of medicine and behaviour in many cultures and sub-

cultures of the world deepen.
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Table I. Mental Disorders by 9th ICD

(V. Mental Disorders)

Organic psychotic conditions (290-294)

290
291
292
293
294

Senile and presenile organic psychotic conditions
Alcoholic psychoses

Drug psychoses

Transient organic psychotic conditions

Other organic psychotic conditions (chronic )

Other psychoses (295-299)

295
296
297
298
299

Schizophrenic psychoses
Affective psychoses
Paranoid states

Other nonorganic psychoses

Psychoses with origin specific to childhood

Neurotic disorders,personality disorders and other nonpsychotic

300
301
302

mental disorders (300-316)

Neurotic disorders
Personality disorders

Sexual deviations and disorders
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303 Alcohol dependence syndrome

304 Drug dependence

305 Nondependent abuse of drugs

306 Physiological malfunction arising from mental factors

307 Special symptoms or syndromes not elsewhere classified

308 Acute reaction to stress

309 Adjustment reaction

310 Specific -nonpsychotic mental disorders following organic
brain damage

311 Depressive disorder, not elsewhere classified

312 Disturbance of conduct not elsewhere classified

313 Disturbance of emotions specific to childhood and adoles-
cence

314 Hyperkinetic syndrome of childhood

315 Specific delays in development

316 7Psychic factors associated with diseases classified else-

where

Mental retardation (317-319)
317 Mild mental retardation
318 Other specified mental retardation

319 Unspecified mental retardation

Table II. Supplementary Classification of Factors Influencing

Health Status and Contact with Health Services

This classification is provided to deal with occasions when
circumstances other than a disease or injuryclassifiable to cate-
gories 000-999, the main part of ICD, or to the E code, are re-
corded as "diagnoses" or ''problems". This can arise in two
main ways:

a) When a person who is not currently sick encounters the health
services for some specific purpose, such as to act as a donor of

an organ or tissue, to receive prophylactic vaccination or to



discuss a problemwhichis in itself not a disease or injury. This
will be a fairly rare occurrence amongst hospital inpatients but
will be relatively more common amongst hospital outpatients and
patients of family practitioners, health clinics, etc. In these
circumstances, it is permissible for the V code to be used in
providing single cause tabulations.

b) When some circumstance or problem is present which influ-
ences the person's health status but is not in itself a current ill-
ness or injury. Such factors may be elicited during population
surveys, when the person may or may not be currently sick, or
be recorded as an additional factor to be borne in mind when the
person is receiving care for some illness or injury. In the latter
circumstances the V code should be used only as a supplementary
code and should not be the one selected for use in primary, single
cause tabulations. Examples of these circumstances are a per-
sonal history of certain diseases, or a person with an artificial

heart valve in situ.

Table III. V 40 Mental and behavioural problems

V 40.0 Problems with learning

V 40.1 Problems with communication
(including speech)

V 40.2 Other mental problems

V 40.3 Other behavioural problems

V 40.9 Unspecified mental or behavioural problems



Table IV. Persons Encountering Health Services in Other Cir-
cumstances (V60-V68)

V60 Housing, household and economic circumstances
V60.0 Lack of housing

Hobos Transients

Social migrants Vagabonds

Tramps

V60.1 Inadequate housing
Lack of heating Technical defects in home preventing
Restriction of space adequate care
V60.2 Inadequate material resources
Economic problem Poverty NOS
V60.3 Person living alone
V60.4 No other household member able to render care
Person requiring care (has) (is):
family member too handicapped, ill or otherwise unsuited to
render care
partner temporarily away from home
temporarily away from usual place of above
Excludes: holiday relief care (V60.5)
V60.5 Holiday relief care
Provision of health care facilities to a person normallycared for
at home, to enable relatives to take a vacation
V60.6 Person living in residential institution

Boarding school resident
V60.8  Other
V60.9  Unspecified

V6l Other family circumstances

Includes: when these circumstances or fearof them, affecting the
person directly involved or others, are mentioned as
the reason, justified or not, for seeking or receiving
medical advice or care '

V61.0 Family disruption



Divorce Estrangement

V61.1  Marital problems

Marital conflict

Excludes: problems related to:
psychosexual disorders (302.-)
sexual function (V41.7)

V61.2 Parent-child problems

Child: Concern about behaviour of child
abuse Parent-child conflict
battering Problem concerning adopted or
neglect foster child

Excludes: effect of maltreatment on the child (995.5)
V61.3 Problems with aged parents or in-laws
V61.4 Health problems within family

Alcoholism in family

Care of
Presence of

V61l.5 Multiparity

} sick or handicapped person in family or household

V61.6 Illegitimacy or illegitimate pregnancy
V61.7 Other unwanted pregnancy

V61.8  Other

V61.9 Unspecified

V62 Other psychosocial circumstances

Includes: when these circumstances or fear of them, affecting
the person directly involved or others, are men-
tioned as the reason, justified or not, for seeking
or receiving medical advice or care

Excludes: previous psychological trauma (V15.4)

V62.0 Unemployment

Excludes: when main problem is inadequate material resources

(V60.2)
V62.1 Adverse effects of work environment

V62.2  Other occupational circumstances or maladjustment



Career choice problem Dissatisfaction with employment

V62.3 Educational circumstances

Dissatisfaction with school Educational handicap
environment

V62.4  Social maladjustment

Cultural depreviation Social:
Political, religious or sex isolation
discrimination persecution

V62.5 Legal circumstances

Imprisonment Prosecution

Litigation

V62.6 Refusal of treatment for reasons of religion or con-
science

V62.8 Other psychological or physical strain, not elsewhere
classified

V62.9 Unspecified
V71.0 Mental

Dyssocial behaviour

Gang activity } without psychiatric behaviour

Table V.
302  Sexual deviations and disorders

Abnormal sexual inclinations or behaviour which are part of a
referral problem. The limits and features of normal sexual in-
clination and behaviour have not been stated absolutely in differ-
ent societies and cultures but are broadly such as serve approved
social and biological purposes. The sexual activity of affected
persons is directed primarily either towards people not of the
opposite sex, or towards sexual acts not associated with coitus
normally, or towards coitus performed under abnormal circum-
stances. If the anomalous behaviour becomes manifest only dur-
ing psychosis or other mental illness the condition should be

classified under the major illness. It is common for more than



one anomaly to occur together inthe same individual; in that case
the predominant deviation is classified. It is preferable not to
include in this category individuals who perform deviant sexual

acts when normal sexual outlets are not available to them.

305 Nondependent abuse of drugs
Includes cases where a person, for whom no other diagnosis

is possible, has come under medical care because of the mal-
adaptive effect of a drug on which he is not dependent (as defined
in 304.) and that he has taken on his own initiative to the detri-
ment of his health or social functioning. When drug abuse is
secondary to a psychiatric disorder, code the disorder.
Excludes: alcohol dependence syndrome ( 303)

drug dependence ( 304)

drug withdrawal syndrome (292.0)

poisoning by drugs or medicaments (960-979)

309 Adjustment reaction

Mild or transient disorders lasting longer than acute stress
reactions ( 308.-) which occur in individuals of any age without
any apparent pre-existing mental disorder. Such disorders are
often relatively circumscribed or situation-specific, are gener-
ally reversible, and usually last only a few months. They are
usually closely related in time and content to stresses such as
bereavement, migration or separation experiences. Reactions
to major stress that last longer than afew days are also included
here. In children such disorders are associated with no signifi-
cant distortion of development.
Excludes: acute reaction to major stress ( 308.-)

neurotic disorders (300.-)



312 Disturbance of conduct not elsewhere classified
Disorders mainly involving aggressive and destructive be-
haviour and disorders involving delinquency. It should be used
for abnormal behaviour, in individuals of any age, which gives
rise to social disapproval but which is not part of any other psy-
chiatric condition. Minor emotional disturbances may also be
present. To be included, the behaviour - as judged by its fre-
quency, severity and type of associations with other symptoms -
must be abnormal in its context. Disturbances of conduct are
distinguished from an adjustment reaction by a longer duration
and by a lack of close relationship in time and content to some
stress. They differ from a personality disorder by the absence
of deeply ingrained maladaptive patterns of behaviour present
from adolescence or earlier,
Excludes: adjustment reaction with disturbance of conduct
(309.3)
drug dependence ( 304.-)
dyssocial behaviour without manifest psychiatric dis-
order (V71.0)
personality disorder with predominantly sociopathic
or associal manifestations (301.7)

sexual deviations (302.-)



ON the Essential Difference Between

Diagnostic Understanding and Therapeutic Understahding

-- starting point of TAT “Kakawari” Analysis
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The most important service activities in the field of clinical

psychology are psychodiagnosis and psychotherapy. 1 have been

doing these two activities as a clinician. However, these two
activities involve contradictory feelings toward the client. The
basic attitude included in psychodiagnostic activity is different
from the one included in psychotherapeutic activity., The process
of diagnostic understanding is different from the process of ther-
apeutic understanding. If we take two different attitudes or two
different approaches toward a client, what kinds of attitudes or
approaches are we taking? What is the difference? And then if
this difference is present, how should we overcome the difference
to have a more consistent approach to a client during the pro-
cesses of psychodiagnosis and psychotherapy?

This paper will discuss the basic question and, after that I
would like to try to present a more consistent approach for com-
bining psychodiagnosis and psychotherapy. This is a starting
point in the development of a new diagnostic method, TAT "Kaka-

wari' analysis,

I. Basic Premise

Clinicians take the place of a perceiver or observer when
participating in the actual clinical situation; and as observers
they must give their attention to the total phenomena related to
the client., It is the essence of clinical activities to give direct
attention to all that the client says or does. In this context
clinicians take the phenomenological approach as a starting

point.

II. Phenomenological Approach

Firstofall itis necessary to clarifythe meaning of the pheno-
menological approach as it is used in this paper. The phenome-
nological approach means an approach or method having the fol-

lowing conditions:



1. It is the primary condition of the phenomenological ap-
proach that the clinician should grasp the nature of the person
given to him through the medium of his own experiencing of the
person. The experiencing process in which the clinician regis-
ters the events concerning his client (client's body characteris-
tics, behaviorial characteristics, face or body expression, the
individual experience reported from the client, etc. ) is the pri-
mary condition.

2. The second condition is the process in which a clinician
should listen to the client's experiences as though they were his
own experiences, and to the referents of these experiences. He
can grasp the nature of the given person through this process.

3. The third condition is that traditional theoretical frame-
works of interpretation, subjective values and judgment should
not be brought into these above-mentioned processes; insofar as
possible the clinician should directly feel and experience the ex-
periences communicated from this client's inner world without
preconception and should grasp the experienced things as it is in
the client's phenomenal world.

4. When a clinician grasps and describes the experienced
things in his client's phenomenal world, he should seek to ask
himself"What is it?" and should not ask himself"Why?" or "How?"
The necessarycondition is to grasp and describe the experienced
things as it is ( Zu den Sachen selbst). That is, the clinician
should strive for a direct intuition, rather thanhaving an analytic
attitude.

The phenomenological approach undertaken on the above-
mentioned conditions has an important influence on the processes
through which the clinician comes to understand his client pheno-
menologically. At the same time the approach requires the clini-
cian tohave an understanding uninfluenced by any distortions and
preconceptions. In consequence of the application of this pheno-

menological approach what a clinician grasps is the nature of the
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client's existence through his own experiencing processes. What
he should grasp and seek is the appearance of the nature of the
object as it is, not things which he infers or deduces in rational
interpretation.

This phenomenological approach is common to philosophical
phenomenology as a method of approach toward phenomena. Ed-
mund Husserl used in his earlier works the term''phenomenology",
in the contextof a''descriptive" approachto conscious phenomena.,
The phenomenological approach in psychology has been borrowed
historically from philosophy. The method remains the same --
i.e., description of phenomena as they appear to the perceiver --
but the purpose of the phenomenological approach differs., In
philosophy, phenomenology is a system for understanding all ex-
istence; in psychology, phenomenology is a system for under-
standing human beings. (MacLeod, R.B., 1947)

One more point that should be clarified is that the meaning of
the term "phenomenological" is not derived exclusively from the
subjective and individual experiences of the client's inner world.
The phenomenological approach also includes the objective mate-
rials; overt behavioral characteristics, expressions of face and
body, brain waves, the results of psychological testings, etc., as
well as the subjective materials of the individual experiences of
the client. The basic use of the term "phenomenological' desig-
nates an approach to the client through the medium of the experi-
encing process of the clinician. Therefore this phenomenologi-
cal approach makes it possible to grasp the nature of the client

so as to transcend objectivity and subjectivity. ( Bohenski, J.M.,

1957)

III. The Difference between the Diagnostic and the Therapeutic

Understanding of Human Beings

There are two persons, the perceiver (diagnostician, ther-

apist) and the perceivee ( subject, client, or patient) in the
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situation where a person is trying to understand another one.
Each of these persons has his own independent and unique inner
world which the persons outside of himself cannot experience.
No matter how much difference there is between the diagnostic
and the therapeutic understanding, when the perceiver starts to
understand about the perceivee, [ would argue that the perceiver
applied the phenomenological approach for understanding the per-
ceivee,

Given the above-mentioned premise, we will try to examine the
essential difference between the processes of diagnostic and
therapeutic understanding.  Aspects of this difference are: 1)
the viewpoint the perceiver takes, 2) perceiving the client as a
separate entity, 3) the process of understanding about the phe-
nomenal appearance, 4) the clinical picture as the consequence
of the application, 5) perceiver, perceivee and their relation-
ship as a consequence of the application of both types of under-
standing.

1. The viewpoint the perceiver takes.

The first aspect of the difference between diagnostic and
therapeutic understanding is the viewpoint that the perceiver
takes -- i.e., from the side of the perceiver's inner world or
from the client's.,

In the process of diagnostic understanding the perceiver
takes his viewpoint on the side ofthe perceiver's own inner world
and applies the phenomenological approach to see the client as an
object. In the process of therapeutic understanding, on the con-
trary, the perceiver makes his viewpoint the perceivee's inner
world and applies the phenomenological approach to perceive the
world vicariously, through the perceptual apparatus ofthe client.
This latter (therapeutic) understanding involves a mutual en-
deavor in which the client describes his world so fully that the
therapist can begin to participate vicariously in his client's re-

actions -- i,e., to begin to "know" the client.
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2. Perceiving the client as a separate entity.

In "therapeutic" understanding, one's goal is to minimize
the difference between the phenomenal worlds ofthe therapist and
the client; the therapist and client talk with each other so that
the therapist may be as one with the client; the client's experi-
ences become the therapist's. At a cognitive level there is em-
pathy between client and therapist; and at an affective level there
is identification.

In "diagnostic" understanding there is no such effort to
fuse the phenomenal worlds of the client and the clinician. The
aim of the clinician when functioning as a diagnostician is to
"understand" the client evaluatively and judgmentally as a totally
separate person. In this case, the client is the object of scien-
tific scrutiny -- not with a goal of obtaining an empathic under-
standing of the client's world as he experiences it -- but with a
goal of rationally categorizing and classifying what he observes
in the client.  An example of this is the psychiatric diagnosis of
Karl Jaspers (1956). In his diagnostic pattern, he treats two
kinds of phenomenal appearance as if they were on the same di-
mensions; the one is the phenomenal appearance (subjective fact)
which we can construct in our mind with empathy by experiencing
the other person's consciousness, and the other is the one (ob-
jective fact) which we can grasp through our perception about
the other person's recordable behavior or action, measurable
effect of work, ability, memory, etc.

In the process of therapeutic understanding, the phenomenal
appearance is treated independently and differentiated from the
one appearing justto the perceiver and notto the perceivee. The
former is not treated the same as the latter or on the same di-
mension. The phenomenal appearance of the latter is not neces-
sarily neglected by the perceiver (therapist) but will be useful
to promote therapeutic understanding as cues or side information.

However it is not the object of therapeutic understanding. It is
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by the fact that the perceiver confines his concern to the pheno-
menal world of the client that this phenomenal appearance as ob-
ject can keep its independence and uniqueness, and can be under-
stood as "only for this person'.
3. The process of understanding about phenomenal appear-
ance.

An essential difference between diagnostic and therapeu-
tic understanding is shown in the process of understanding about
phenomenal appearance.

In the process of diagnostic understanding, the perceiver
performs from the phenomenological approach alone. The per-
ceiver tries to grasp things from the phenomenal appearance and
formalize or categorize it. This process is dcne only on the
side of the perceiver and separated from the perceivee. The
final goal of the perceiver is to elicit the nature clearly and limit
it, and also to formalize or categorize the nature with the form.
This form should be acceptable and shared by everyone. The
validity in application of diagnostic understanding is established
on the bases of the standard frame-work which everyone can ac-
cept or permit. (Generally this '"everyone'" means professional
group members, such as a group of Rorschach testers, a school
of psychiatry, etc.) When the result of this checking up is ad-
justable to the standard frame-work, the process of diagnostic
understanding which the perceiver (as diagnostician) takes will
be accepted as an objective one. This checking up process is
called Objective Validation.

The process of therapeutic understanding is one in which
the perceiver participates cooperatively to comprehend the cli-
ent's phenomenal world. We can say that the process of thera-
peutic understanding takes the Interpersonal Phenomenological
approach. And also, the perceiver taking a therapeutic approach
to understanding does not aim to grasp a limited manifestation of

the perceivee's phenomenal appearance nor to formalize the nature
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of it, But the perceiver strives to clarify the nature of the per-
ceivee's phenomenological appearance and at the same time he
strives with the perceivee's cooperation to seek another new na-
ture beyond the nature he has just clarified. In this process
there is an endless, continuous seeking process with the cooper-
ation of the perceiver and the perceivee. The validity of the
process of therapeutic understanding is established on the basis
of continuously comparing the manner of the perceiver himself to
the one of the perceivee by.asking if the perceiver is grasping
the nature on the same dimension of the perceivee or not. This
checking process is called Consensual Validation. ( Rogers,
C.R., 1963)
4. Clinical picture as the consequence of application.

Each process of understanding makes a different clinical
picture, even though based the same observable events.

The clinical picture as the result of application of diag-
nostic understanding is made of the formalized content aspects of
the phenomenal appearance. That is, it is the consequence of
Content Orientation ( Gendlin, E.T., 1962). The clinical pic-
ture has finally a confined and closed human picture as ''mo more
than',

On the contrary, the clinical picture as the result of ap-
plication of therapeutic understanding is made of continuous re-
flection concerning how we could clarify the nature of the pheno-
menal appearance or how we could confront our experiencing.
That is, it is the consequence of Process Orientation (Gendlin,
E.T., 1962). The clinical picture has an opened and possible
human picture as "to be but does not assert to be", which con-
tains not only limitation but also something unlimited.

5. Perceiver, perceivee, and their relationship as the con-
sequence of application of both understandings.
1) T\he consequence of the application of diagnostic under-

standing.
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In the process of diagnostic understanding the perceivee
is viewed by the perceiver in the perceiver's own terms -- terms
which would have little meaning to the perceivee. The perceiver
uses this perceptual object as materials out of which he estab-
lishes a clinical picture concerning the perceivee. Also, the
perceiver grasps the clinical picture alone in his own inner
world. Consequently, the clinical picture that the perceiver
grasped is established beyond the perceivee's reach. The more
the perceiver strikes to check his own clinical picture on the ob-
jective standard, the more the clinical picture will be beyond the
perceivee's reach.

This consequence isolates the perceiver from the per-
ceivee, so that the perceivee is compelled to confront his own
phenomenal appearance in his inner world only by himself, The
perceivee will stop and be disturbed, unable to continue his en-
deavor to confront his own phenomenal appearance, because the
perceiver presents a closed and confined clinical picture to the
perceivee which forces the living experience of the perceivee in-
to the perceiver's confining categories. The continuous devel-
opment of seeking will not happen under these circumstances, but
will result in a limited and closed conceptualization.

Further, the perceiver strives to validate his manner of
diagnostic understanding on the objective standard and to adjust
his manner to the objective standard. So that the manner and
the result of his own understanding becomes the same as others,
and are generalized to reduce his own independence and unique-
ness. Thus the perceiver as diagnostician abandons his own
independence and uniqueness and becomes an "anonymous" diag-
nostician like a diagnostic machine.

The perceivee will not feel humanistic contact with such
a perceiver. Thus the relationship between the perceiver and
the perceivee lacks human contact, and results in an isolated

relationship, a relationship with "anybody" for the perceivee.
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2) The consequence of the application of therapeutic under-
standing.

The perceiver undertaking therapeutic understanding
strives to confront the phenomenal appearance of the perceivee
with the cooperation of the perceivee. If the perceivee feels
afraid to confront, tries to distort or wants to grasp some limited
and confined nature as ""nothing more than", the perceiver conti-
nuously strives to increase the breadth of the client's phenomenal
world., The perceiver feels together the fear, anxiety, and em-
barrassment of the perceivee, and continuously seeks another
new nature beyond the nature the perceiver and the perceivee
have just clarified.

The consequenceof this is that the perceivee stays in the
situation where he can increasingly confront his own phenomenal
appearance and also keep the possibility of seeking another new
nature beyond the nature the perceivee has just clarified. The
continuous development in this process is the meaning of psycho-
therapy, and also the characteristic of the interpersonal pheno-
menological approach. The perceiver is concerned about the
phenomenal world of the perceivee and the continuous seeking of
his nature without cenfinement, which results in keeping a respect
for the independence and uniqueness and endless possibilities of
the perceivee.

Further, the independence and uniqueness ofthe perceiver
is not reduced, because he seeks not only a direct, emphatic un-
derstanding of the perceivee, but he also actively inspects his
own internal reactions to the perceivee and the relationship be-
tween the perceiver and perceivee, itself. He alternates in his
attitude between a passive, ''floating" acceptance of all he hears
and sees, and an active, introspective analysis of his own reac-
tions, especially his cognitive implicit, preconscious somatic
reactions. In order for the perceiver's reactions to be harmonic

with the perceivee, the perceiver's attitude must be truly
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receptive; it cannot be contaminated with preconceptions or
stereotypes. When such contaminants do exist, we speak of
"countertransference'" distortions., The therapist is never more
than a temporary guest in the client's world; he must remain only
a visitor; and in order for this to be in fact true, the therapist's
world boundaries must be clearly established in his own mind.
But he must be a very special guest -- one who helps his host
view his world in a new ways.*

*Yamamoto, K. and Ochi, K, (1963, 1965) made the Psycho-
therapeutic Relationship Scale, which is an example of a
description of the process of the interpersonal phenomeno-
logical approach.

The above-mentioned discussion has presented the es-
sential difference between both the processes of diagnostic and
therapeutic understanding. Diagnostic and therapeutic activities
in actual practice contain both types of understanding, However,
in general, when the clinician is doing diagnosis, he actually
uses primarily diagnostic understanding, and then shifts this un-
derstanding to the therapeutic one in psychotherapy. This com-
bination or shifting process is not really clear. Also, many
problems arise in psychotherapy when the clinician starts with
the information from diagnostic understanding. Because of this,
some clinicians donot use diagnostic understanding and then later
try to understand and make sure about the client while continuing
psychotherapy.

We will discuss in the following sections the two orienta-
tions: therapy based on diagnostic understanding and diagnosis
based on therapeutic understanding. The latter orientation is

the starting point of "Kakawari" analysis of the TAT .

IV, Therapy Based on the Process of Diagnostic Understanding
1. Uncontradictory case.

In the case of therapeutic activity using the clinical
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picture derived from diagnostic understanding, the requirement,
in which the clinical picture relates to therapeutic activity with-
out contradiction, is that this therapeutic activity does not re-
quire the perceivee (client) to face or confront his own appear-
ance in his own inner world, and the whole responsibility of the
therapeutic activity is on the side of the perceiver ( therapist).
The biological and physiological therapies, drug treatment, elec-
tric shock, Insulin shock, and therapy having the intention of
changing the environmental situation of the client satisfy this
requirement.

The basic thought of these therapeutic activities is not to
require the perceivee (patient) to confront his own experiencing
in his inner world, but to control the perceivee (patient) from
the side of the perceiver (therapist). The purpose is to remove
some symptoms and the causes of a disease which are conceptual-
ized as isolated from the ego of the subject. As far as this treat-
ment process continues, there is a consistent process from diag-
nosis to therapy both on the side of the perceivee and on the side
of the perceiver. This is because the perceiver (therapist) has
a complete responsibility for the perceivee (patient) and the
perceivee (patient) leaves his own responsibility to the per-
ceiver (therapist). This means that the treatment of psychologi-
cal problems is based on a medical-surgical model.

2. Contradictory case.

However, when we step into psychiatric and psychological
therapies concerning the psychology and mentality of a human be-
ing, we require the patient (perceivee) to confront and resolve
his own problem by himself. The perceivee ( patient) is not
permitted to leave his own responsibility to the perceiver (ther-
apist) in psychotherapy. If the perceiver continues a diagnostic
understanding in this psychotherapy, the following contradictions
will happen.

The first contradiction is concerning the difference
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between the perceiver and the perceivee. The object with which
the perceiver (diagnostician and psychotherapist after diagnosis)
has been concerned in diagnostic understandingis notnecessarily
one which has significant meaning for the perceivee (patient).
This is because the material with which the perceiver has been
concerned includes the material which the perceivee does not face
and feel. That is, there is a gap between targets of the per-
ceiver (therapist) and the perceivee (patient). The endeavor
of the psychotherapist should be to make the concealed material,
which the perceivee does not yet face and of which he is not a-
ware, the significant one to the perceivee (patient), thus reduc-
ing the gap. This endeavor is contained in many kinds of tech-
niques, such as free association during psychoanalysis and coun-
seling.

The second contradiction is found in the different methods of
understanding used by the perceiver and the perceivee. The
perceivee (patient) has understood his own problem in a limited
way as ''no more than' to perceive his inner phenomenal world as
having some limited nature. After the first contradiction has
been resolved to reduce the gap between material which the per-
ceiver and perceivee can confront and face, in the next step, the
perceiver should change the perceivee's way of understanding
and the perceivee should learn a new way of understanding from
the perceiver and face his own problem beyond the old and limited
ways of understanding. Then the endeavor of psychotherapy is
presented in the techniques of interpretation, education, training
or persuation. However, such techniques had sometimes the
goal of requiring the perceivee to have another limited way of
understanding, to exchange one limitation for another limitation.

The third contradiction is on the side of the perceiver ( ther-
apist) himself. When the perceiver has taken a diagnostic atti-
tude, the perceiverhas grasped and formalized the nature of his

concept of the perceivee in abstract terms and has checked the
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validity of his own understanding by the objective standard and in
so doing hasreduced his independence and uniqueness as a human
being, having his own judgment. However, when the perceiver
(as therapist) par‘ticipates in the psychotherapeutic relationship
he is required to participate in it with his own independence and
uniqueness as a human being. Thus the requirement for the per-
ceiver (therapist) is to recover his own independence and uni-
queness as a human being. There is a contradiction in that point.
Two methods to resolve this contradiction are: one method is
that the perceiver stops checking his own understanding by the
objective standard and enters the psychotherapeutic relationship
only with his own independent and unique way of understanding.
Another method is that the perceiver (therapist) prepares to
make a theory or frame-work validating by objective standards
his own experience. He then can feel as if he faces his pheno-
menal world by his own independent ways of understanding. The
former method permitted the contradiction between the diagnostic
and therapeutic processes of understanding to exist. However,
in general practice, many clinicians do not make such a contra-
diction clear in the performance of their clinical activities. The
latter method tries to integrate the gap between two forms of un-
derstanding with clear practice and theory. Formal training
helps integrate the gap. This training means that the perceiver
(therapist) will able to understand independently the phenomenal
appearance of his own inner world. The perceiver will get his
own independent and unique way of understanding and can recover
his own independence or uniqueness through self analysis having
the qualification for participating in the psychotherapeutic rela-
tionship.

The fourth contradiction happens in the relationship between
the perceiver and the perceivee. This contradiction will not be
overcome if the perceiver (therapist) continues to take a diag-

nostic attitude. The perceivee (client) will have to confront his
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own phenomenal appearance alone if the perceiver (therapist)
continues in a diagnostic attitude. And also the relationship will
be isolated and have distance. More effect is needed to resolve
the isolated relationship. This effort is shown in the techniques
of support, encouragement, affirmation, or acceptance. However,
for a really integrated relationship between the perceiver and
the perceivee it is necessary that the perceiver's concern should
stand on the same dimension as that of the perceivee, confronting
the phenomenal appearance together. If the perceiver continues
to take the diagnostic attitude, he cannot overcome this contra-
diction because the object and the way of understanding of the
perceiver are on a different dimension from those of the per-
ceivee. Then, whenever the perceiver strives to have a closely
integrated relationship with the perceiveé, the perceiver is com-
pelled to give up diagnostic understariding. This contradiction
will notbe resolved essentially ifthe perceiver brings diagnostic
understanding into the psychotherapeutic relationship.

The fifth contradiction is concerned with the difference be-
tween both clinical pictures as a result of application of diagnos-
tic and therapeutic understanding. This is essentially a contra-
diction which we cannot overcome. The perceiver will require
the perceivee to learn the limited "no more than'" understanding
when the perceivee starts and continues psychotherapy with the
diagnostic attitude. This results in the limited, '"no more than"
clinical picture which the perceivee will find out as the final stage
of psychotherapy. This result is without doubt because the new
clinical picture does not contain the continuous process in which
the perceivee (client) seeks a new nature beyond his old nature
in his experiencing his inner world. The new clinical picture
derived from psychotherapy with the diagnostic understanding will
confine the perceivee to a '"'no more than" person. On the con-
tray, psychotherapy with psychotherapeutic understanding will be

orientated to release the perceivee (client) from being a limited,
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"no more than" person and will establish an open person having
the possibility of continuously seeking a nature beyond the old

one.

V. Diagnosis Based on the Process of Psychotherapeutic Un-
derstanding.

In the process of psychotherapy using psychotherapeutic un-
derstanding, the perceiver (therapist) needs the description of
a clinical picture of the perceivee (client). When the perceiver
describes and discusses the clinical picture of the client, he
should detach the process of psychotherapy temporarily. How-
ever, this means that the perceiver does not stop focusing on the
appearance of the client's world altogether, but interrupts the
focusing process and reflects on his own experiences about the
interview processes at the interrupted point. This reflection
and description include the limitation of "it has been such and
such till now" in terms of the things which the perceiver and the
perceivee have been checking together. However, this limitation
is the one that "we have understood to this point" together and
also the one which includes the possibility of "another nature
beyond the nature we have understood". This way of grasping
the clinical picture is different from diagnostic understanding
because the limitations are not included in this way of under-
standing.

The characteristic of the clinical picture derived from the
process of the psychotherapeutic understanding is the following:
The process of psychotherapeutic understanding is a continuous
process in which we grasp the nature of the world of the client,
viewing it as he views it; but we seek another vision of the client
beyond the nature we have grasped from his presentation. The
most important point when we discuss or describe the clinical
picture is how we can reach this vision. This means the reflec-

tion and examination of the process of interpersonal phenomeno-
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logy. That is, this reflection means that we ask ourselves how
we could confront the client's world within the therapeutic rela-
tionship with our understanding of his view of reality and the dis-
crepancy between his view and our view. The core of the clini-
cal picture is constructed on the dimension of confrontation with
reality in the process of the interpersonal phenomenological ap-
proach. We call this core "kakawari" in Japanese. An example
of such a description about the clinical picture is presented in
the Process Scale (Rogers, C.R. and Rablen, R.A,, 1958) and
the Psychotherapeutic Relationship Scale ( Yamamoto, K. and
Ochi, K., 1963, 1966) which includes the process of confronta-
tion (kakawari) on the therapist's side.

It is important that diagnosis based on the psychotherapeutic
process includes questions on the way in which confrontations
might be reached. The questions are not only about the way the
(client) views his world but also about the way the perceiver
(therapist) views-it, If the perceiver questions about only the
view of the perceivee, the perceivee will be treated as an object
and the therapeutic relationship will be broken and isolated from
the perceiver. An example of this is the Existential Analysis of
Binswanger, L. (1957). He tried to grasp the unique appearance
of the subject as the perceivee. However, his application re-
sulted in isolated relationship between the perceiver and the per-
ceiveee because he limited or neglected to examine the way con-

frontation was reached on the side of the perceiver.

V1. The Basic ldea of "Kakawari" Analysis.

The basic idea of "kakawari'" analysis is introduced by psy-
chodiagnosis based on psychotherapeutic understanding. In this
section we will mention briefly this basic idea of "kakawari"
Analysis.*

The clinical picture, which the psychotherapist grasps in the

process of psychotherapy, is not on the level of need - press
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*The original idea of "kakawari" analysis comes from the
process of the client centered experiential therapy which the
writer has been doing ( Yamamoto, K. and Ochi, K., 1963). A
more detailed discussion, especially related in the practical me-
thod, is presented in a publication ( Yamamoto, K., 1966).
theory and psychodynamic orientation; i.e., this client has a
strong need dependency or a lack of need achievement, Of
course, we can grasp or describe a clinical picture in terms of
the need-press theory and psychodynamic orientation. However,
the clinical picture, which a psychotherapist grasps actually in
the process of psychotherapy, is different from the clinical pic-
ture related in need-press theory and psychodynamic orientation.

The clinical pi¢ture derived from psychotherapists contains:
how the client is trying to confront his reality, what degree of
broadness and richness he has as his own phenomenal world, and
how he is at the present in a situation where he can not move in
the real world. Especially important is the delineation of subtle
aspects of his disability of movement. A client may fear a close
relationship with the therapist; "What are the nuances of the
feelings which the client has about this?'" or'"l wonder if this cli-
ent would have his own different way of getting close to another
person?" These are questions from the clinical picture as
grasped by the therapist. One asks also what is his own thera-
peutic effort which he might not understand completely, That is,
these characteristics of content in the clinical picture come from
the answers to the questions derived from the situation in which
both the therapist and client are cooperating to confront the cli-
ent's problem.

The most important dimension in the above-mentioned clinical
picture is how the client is trying to confront his reality. That
is, how his own subject is relating or confronting his phenomenal
situation ( What is his "kakawari'"? ). The psychotherapist
grasps the clinical picture along this dimension during psycho-

therapeutic activities in the interview,
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This clinical picture derived fromthe psychotherapeutic rela-
tionship in the interview has an essential difference from the cli-
nical picture derived from a psychodynamic orientation such as
Murray, H.A.'s (1938) need-press theory, or the formal analysis
of Rappaport, D. (1946) in terms of a symptom-categorizing typo-
logy.

The results of psychodynamic analysis and formal analysis
are useful but indirect for participating in and promoting the ac-
tual process and action of psychotherapy. The important process
of "kakawari" analysis is to relate the clinical picture derived
from TAT materials and the clinical picture from the real thera-
peutic process directly on the same dimension of psychotherapeu-
tic understanding.

It is necessary to compare the need-press analysis to ''kaka-
wari" analysis for realizing the characteristics of "kakawari".

The concept of ""need" is based on the dynamic reaction of the
organism. This reaction is the original source of some overt
behavior. This concept of need is a hypothetical concept for the
interpretation of behavior and outlining variables of the person-
ality structure. Murray, H.A.(1938), in "Explorations of Per-
sonality'", determined forty-four factors including needs and
press, making personality structure without unification among
these factors. Murray's description in terms of many kinds of
"need" is very beautiful and detailed. However, the character-
istics of these descriptions raise the following questions from the
viewpoint of "kakawari" analysis.

1) Need as source of reaction. This concept of motivation
is not concerned with the relationship between source of reaction
and the subject who has this source of reaction in his personality.
That is, need is just like an impulsive movement of an object
separated from the subject. It is impersonal and abstract.

2) Thus, Murray's description of need describes the content

aspect of these impulsive motivating movements. The manner of
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this description results in a content orientation, not a process
orientation.

On the contrary, "kakawari" is related to the process of con-
frontation of subject and interview, and does not separate the
motivation from the subject. That is, if a subject has N. aggres-
sion ''kakawari" analysis is trying to grasp in an integrated way
both N. aggression and the manner of confrontation of the subject
to N. aggression: i.e., to what degree he can feel actually deal
with this N, aggression, how he can treat or control his own ag-
gression and also how he relates this N. aggression to his own
real situation. Is this manner of relating to his situation the one
of nihilistic aggression from resignation of his responsibility, or
one of striving aggressively to overcome obstacles.

The focus of "kakawari'" analysis is not only what kind of need
he has but also how he treats or confronts (internalizes in his
self system) these needs with reaction tohis real situation. This
means '"kakawari" analysis has a process orientation.

Murray also presented an idea of the concept of vector.
Tomkins, S.5. (1952) developed this vector analysis later. How-
ever, the concept of vector is basically similar to the concept of
need. Vector is the formal aspect of the content of need.

The concept of vector is also the formal aspect of movement
separated from the subject. Thus, many kinds of new aspects
can be derived from the viewpoint of "kakawari'" in which the
diagnostician participates in the phenomenal world of the client.
For example, we will take a vector of aggression (the movement
of going out of the bound area or closed system).

When a subject moves from a closed system, does he just feel
the hope of going out without actual action (the feeling to be dis-
charged from the bound situation)? Does he feel only that he
should go out of the bound situation ('"should" activity)? Is he
indulging in going out without any clear goal in reality (aimless

movement toward his future)? Did he make his decision to go
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out with trial and error in a real situation (trial movement) ?
Does he go out with the clear aim and cognition of the real situa-
tion when he starts to go out from the closed system ( concrete
future orientation with aim)? Did he make his decision to go out
on his own independent belief ( Independent and spontaneous
movement) ? -- and so on.

There is also a difference between the concept of "press" of
Murray's need-press theory and the "situation" of "kakawari"
analysis. Press is the dynamic reaction which motivates a per-
son from the outside, usually having the forms of fear of hurt or
the expectation of benefits. This press is the same motivating
movement from the outside, separated from the subject who gets
this motivating movement as need. The situation in 'kakawari"
analysis belongs to the subject. Situation is the one which ap-
pears to the subject phenomenologically and which has meaning
just to the subject. Situation is the object or field which the
subject is actually facing and confronting in several ways. Situ-
ation is the world of meaningful conscious experience just to the
subject, who has his own situation just as the others have theirs,

Tomkins, S.S. (1952) introduced the concept of level, by
which he means the level of psychological functioning in TAT
stories and also principally he means the degree of reality in the
modality of behavior, however including another dimension. Stein,
M.I1. (1954) introduced more clearly the concept of level as the
degree of reality in terms of categories of behavior. Togawa,
Yukio (1953) also introduced the modality of problem-solving in
behavior which has a similar meaning to the concept of level.

These concepts of level and problem-solving have meanings
close to"kakawari". However, these concepts seem to be intro-
duced as supplementary for the need-press concepts. And also
the categories of these concepts, real or unreal, positive or
negative, active or passive, extrovert or introvert, and direct

or indirect, will not be useful in drawing a vivid human picture
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for clinical purposes because these categories are too simple
and stereotyped.

As the above-mentioned discussion demonstrated, need-press
theory is trying to grasp the human being as a construct of dy-
namic powers. This attempt to grasp a human being resulted in
presenting only the togetherness of dynamic powers and the ano-
nymous human figure without the subject. This attempt is based
on the process of diagnostic understanding. On the contrary,
"kakawari' analysis is based on the processof psychotherapeutic
understanding which focuses the manner of confrontation on the

side of the subject toward his own situation.

VII. Final Comment

This discussion is an effort to realize in so far as possible
the essential difference between the processes of diagnostic un-
derstanding and psychotherapeutic understanding. If the critic-
ism of this discussion is in terms of a belief that this difference
does not occur in the actual practice of diagnosis and therapy,
this criticism is a problem on another dimension, because this
discussion tried to present the essential difference between the
processes of diagnostic and psychotherapeutic understanding as
a clear model to make the different structures clear. We believe
this model is necessary for putting in order the present vague-
ness in practical activities in clinical psychology. Clinical psy-
chology is too accustomed to vagueness. '"Chaos" or vagueness
in the practical field is a wonderful big mineral vein from which
we can find out rich things. However, we think that when we
discover rich things we must draw them out clearly, so that o-
thers may also be able to find them.

We mentioned that the process of diagnostic understanding
brings on a limited and closed clinical picture, and also that the
process of psychotherapeutic understanding brings on an un-

limited and open clinical picture. Both processes are ways of
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understanding human beings, but in the writer's opinion, inter-

personal phenomenology or psychotherapeutic understanding is a

broader and more complete way of grasping human nature -- not

only the human nature of patients, but also of all human beings.

*The author wishes to thank Dr. Robert C., Misch, Chief clin-

ical psychologist of Massachusetts General Hospital, for helpful

and kind suggestions in translation, and enthusiastic discussion

concerning psychoanalytical orientation in America and pheno-

menological orientation in Japan.
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After World War 11, a number of young psychiatrists had the
opportunity to study dynamic psychiatry at first hand abroad.
After experiencing the shock of cultural difference between the
East and the West themselves, they were able to get a clearer
view of psychotherapy based on dynamic psychiatry. And the
confused state of Japan in the post-war years also prepared Japan
to accept these new ideas.

In 1956, Japanese Ministry of Health and Welfare gave a two
year research grant to our National Institute of Mental Health,
in order to study group psychotherapy with various types of men-
tal patients. It was the first experimental group in the field of
psychiatry. The research team did it through "trial and error"”
experience, but the results seemed unexpectedly encouraging.
Psychiatrists' interest for dynamic psychiatry and the deepening
of their understanding for individual psychotherapy became the
base for cultivating group psychotherapy. By that time, Slavson's
book, '"Introduction to Group Therapy" was translated into Japa-
nese.

In 1958, the author who was a member of the research team
above described, had the chance to study group psychotherapy,
at first hand in U,S.A. After returning, the author formed "play
group therapy" in a public child guidance clinic. The subjects
were children aged 4~6, sent from Kindergartens, because of ex-
cessive shyness or aggressive behaviors. The clinic provided
a free discussion group for mothers of problem children and held
a therapy camp during summer. These new methods were intro-
duced into manychild guidance clinics and educational counseling
centers without much difficulty.

In 1960, group psychotherapy was introduced into relatively
large mental hospitals, public or university affiliated. In some
hospitals with younger staff members and modern administration,
new ideas were adopted more easily.

In some hospitals with long tradition and elderly staff members,
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group psychotherapy was accepted only in limited wards for
chronic patients. Group psychotherapy was also introduced to
small private mental hospitals where individual psychotherapy
was favored.

Since deep and meaningful interaction became possible not
only between patients and therapist but between patients them-
selves, group psychotherapy gradually gained a legitimate posi-
tion, together with individual psychotherapy.

In the early part of 1960, the author with three other social
workers, started a therapeutic social club at the YWCA, an
easily accessible place for young discharged patients. This type
of group later became prevalent in many rehabilitation centers
for discharged mental patients.

Group was utilized in 1966 for preventive purposes, such as
groups for mothers of twins and premature babies. = These moth-
ers discussed their mutual problems, shared feelings and gained
confidence.

Group psychotherapy program for the physically handicapped,
both inborn and acquired in later life started in 1970 at a public
rehabilitation center, It helped patients to realize the fact that
they not only resented prejudices shown against them by the pub-
lic but they, in their turn, had prejudices against others who had
different kind of handicaps.

As several anthropologists mentioned, group psychotherapy
in different cultures is inclined to reflect the conditions that exist
in the family and social life of individuals, outside of psycho-
therapy. The interaction is influenced by these conditions.

In the beginning phase of use of group psychotherapy, the au-
thor observed the following problems on the parts of patients,
therapists and administrators.

Patients tended to modify group psychotherapy into a family
or an alumini-type of gathering in which their roles and functions

were definite. They were inclined to seek for advice from the
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therapist. They avoided interrupting others during the session.

Each waited for his turn and remained "a good listener" act-
ing as though silence meant respect. When they had objections,
they did not express them outright. They expressed their feel-
ings in very indirect ways and generalized them and let others
guess their underlying feelings. Some of them expressed their
positive attachment to the therapist only by letters, because of
their dependency needs and their fear of being rejected.

However, nowadays patients speak more directly and freely
of their individual problems.

They do morethan just listen and interrupt each other. Com-
munication by letters has become rare. Peer relationship and
power struggle have become more apparent,

In the beginning, Japanese therapists had to use much time for
orientation, before actual group session could be started. Both
the therapists and patients, at later session, had to review pur-
posesand principles. Inexperienced therapists were preoccupied
with such expressions, as free-interaction, patient-centered,
non-directive, democratic, non-authoritative, etc. Consequently,
they were afraid of taking leadership and were unable to give an
appropriate orientation suitable to the type of patients.

Therapists preferred to work with a co-therapist which at
times resulted in serious competition between two therapists in
group supervision, Because of difference in age, sex and pro-
fession, it was difficult to hold equal position in the therapy
group.

Some therapists had problems with the authorities. They
identified themselves too much with their patients and could not
remain neutral and fair.

These days, the problems of co-therapist have become less
serious.

There is less objection from administrators, when group psy-

chotherapy is introduced.
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In general, therapists have become more relaxed with patients
and learn much from each other, feeling a sense of mutuality.

The author feels after 20 years experience that the future
prospect of Japanese group psychotherapy can be considered
hopeful. This is because dynamic psychiatry and psychotherapy
in general have found their rightful places and come to be pro-
perly understood and evaluated both by professionals and the
general public.

With the changing of times, the traditional figure of the Japa-
nese family and the role expectations of each member have become
rather vague and more and more people have begun to take inter-
est in group psychotherapy.

They try to supplement what they lack in their family life in
the group and through it they learn dependency on others, at the
same time, the necessity of standing on their own legs, as

independent and mature individuals.
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[) Introduction

Mild social anxiety is perfectly normal. But when intense,
anxiety severely impedes the subject conducting himself in the
presence of others; he feels an intense feeling of uneasiness ac-
companied with psychophysiological symptoms of autonomic nature
such as blushing, stiffening, trembling, or sweating. While in a
small group meeting, he is seized with a morbid fear of disturb-
ing others by manifesting these symptoms. He may become un-
able to talk with his colleagues, to take meals together in a res-
taurant, to sit opposite passengers in a bus or in a train, Or even
unable to open his eyes to glance at them.

The author has seen many cases of this type of phobic dis-
order, or so-called social phobia, and has been impressed that
the central cluster of this phobia is similar in most cases and
forms a coherent clinical syndrome, Though a kind of phobic
disorder, this syndrome has a certain paranoid feature with ideas
of reference. The distinction between this syndrome and other
sensitive paranoid states, especially those of delusional dis-
orders, is delicate but important in clinical practice.

Social phobias are not frequently seen in psychiatric clinic,
but there exist many patients with this type of phobia. The ma-
jority of them ask for treatments by non-physicians such as hyp-
nosis, Yoga training, starvation cure, or group therapeutic
training. To make a compendium of the social phobia syndrome,
the aim of this paper, the author has made use of his series of
plain social phobic cases. Most of them were seen in a group

therapeutic training center carried out by non-medical staff.

II) Historical remarks.

It is indispensable to begin papers such as this which deal
with a clinical conception of psychiatric disorder, by paying tri-
bute to the first author who described it.

The term "phobies sociales" ( social phobias) was first used
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by P. Janet in his monograph on psychasthenia (190D to group
a wide variety of morbid fears arising from social contacts, such
as an intense fear of blushing inthe presence of others ( ereutho-
phobia), or a persisting fear of trivial or imaginary physical de-
formities being noticed (dysmorphophobia). Janet pointed out
that "the essentials of these phobic disorders consist in a feeling
of being in the presence of others and the fact of behaving in
public."

The first case reportof this type of phobic disorder was pub-
lished by J. L. Casper2> as early as in 1846. This was a case of
21 year-old male patient with obsessional fear of blushing. To-
ward the end of the last century, ereuthophobia and allied condi-
tions had attracted the attention of many European psychiatrists
and become one of the topics of neuropsychiatry. Some au-
thorsd4) considered ereuthophobia as obsessional disorder,
while othersd interpreted ereuthophobic symptoms as a somatic
displacement of libido in hysteria.

This vogue, however, did not last long, and articles on ereu-
thophobia have almost disappeared from psychiatric litteratures
of succeeding decades.

But the patients with ereuthophobia or allied conditions did
not disappear with the vogue of the fin du sciecle. Afterward, a
few clinicians reconsidered ereuthophobia andits analogical con-
ditions and revised their clinical conception from a somewhat
different view point. Then, several new labels have been given
by them; these include Kontaktneurosen ( F.G.v. Stockert,
1929)6>, social neurosis (P. Schilder, 1938 )7>, or social anxi-
ety neurosis (A, Meyerson, 1949)8). Recently, 1. Marks also
treats social phobia as a clinical syndrome and details its clinical
features in his monograph on phobias (19699

Apart from this Western trend, Japanese psychiatrists have
paid particular attention to social phobias, since the series of

leading works of M. Morita on "shinkei shitsu" ( nervous
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character) published in the 1920's and 30's. Morita treated many
neurotic patients with obsessional fears, especially those of so-
cial contacts, formulated his theory of "shinkei shitsu", and es-

tablished a method of psychotherapy for "shinkei shitsu" patients

( Morita Therapy)lo>.
According to Morita, '"shinkei shitsu" partly derives from a
certain temperament. The person with this temperament falls

inevitably into the state of being preoccupied with trivial dis-
functions of physical or mental activities., Then, he entangles
himself with this preoccupation which envolves various obses-
sional fears, insistent hypochondriasis, or neurasthenic states.

Morita added that '"shinkei shitsu" patients have a certain
avidity for predominance over othersand a strong desire to live.
He interpreted that phobias of death or of illness represent an
adverse effect of such an avid clining to life, while social phobias
or phobias of shame represent an adverse effect of an avid need
to predominate over others.

He also desctibed various types of social phobias such as
phobias of flatus, of giving off improper facial expressions, or of
looking at others. Japanese psychiatrists have elaborated and
renewed Morita's conceptof social phobias. Their recent studies

on social phobias will be mentioned later in this paper.

1I1) Incidence of social phobias.

Usually, social phobics succeed in keeping their disorder
from another person's sight, and because the majority of them
are treated in secret by non-physicians in a wide variety of pri-
vate therapeutic centers, it is difficult to estimate the prevalence
of social phobias in the general community. In the author's series
of 179 cases, 163 cases (91%) were seen in one such private
therapeutic center in Tokyo. Out of these 163 cases, only 12
cases (7.4%) were treated previously in psychiatric clinics.

Y. Uchinuma (1977)11) found the incidence of social phobias in
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psychiatric practice to be 2.5% in psychiatric outpatients who
were seen in the psychiatric clinic of Teikyo Medical School in
Tokyo. In general social phobias are included in neurotic dis-
orders, the incidence rate of social phobias in neuroses, if a-
vailable, would be very interesting. 1. Yamashita (1977) found
21 cases of sccial phobias in 269 patients with neuroses, or 7.8%,
who were seen in the clinic of the department of neuropsychiatry
of Hokkaido University during 197512) .

While, relatively large number of social phobics are treated
in the psychiatric clinics where Morita Therapy is performed.
K. Ohara (1968)13) reported that the incidence of social phobias
amounted to 45.5% in neuroses seen in the Korakosei Hospital
where intensive Morita Therapy has been practiced since 1944.

Regarding sex incidence, nearly all descriptions by Japanese
authors show a preponderance of men. Both Uchinuma and
Ohara, for example, found that the male/female ratio was about
3:2. In the author's series, it was about 5:4, while Marks re-
ported that the sex incidence of social phobias seen in the Mauds-

ley Hospital in London was 60% women .,

IV) Onset of Social Phobias.

Social phobias begin in early adolescence. Figure 1 shows
the distribution of ages of onset in the author's series.

A substantial number of patients regarded some trivial events
that had occurred during certain social contacts as the precipi-
tants of their disorder. For example, an incidental blushing
while being confronted with personsof the opposite sex, or minor
stage fright while facing class mates in a class meeting, are a-
mong the events repeatedly related by the patients. On the other
hand, gross traumatic events, or major changes in the patient's
life situation, were rarely reported as a trigger. In the author's
series, only four cases (2.2%) acknowledged that their disorder

started with an obviously traumatic event.
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The trigger, though a trivial one, gives rise to a somewhat
persisting anxiety, and the subject becomes very sensitive to
social situations similar to the circumstances of the initial event.
Sooner or later, he begins to fear the very manifestation of vari-
ous symptoms of social anxiety, as well as social situations in-

volging these symptoms.

V) Symptoms Social Phobics Fear.

Usually, social phobics fear that their symptoms will manifest
in certain circumstances. They are afraid of blushing in the
presence of others, of stiffening of their facial expressions, of

trembles of the head, hands, feet or voices, of sweating while
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facing with others, of being seen their physical deformaties, of
emitting unpleasant body odours, of their line-of-sight becoming
uncontrollable, or of uncontrollable flatus in the presence of o-
thers.

Among these symptoms, blushing in the presence of others is
the commonest one; 53% of the patients in the author's series
chose this symptom as their principal feared symptom. But the
symptoms they fear often vary in the course of illness. One who
starts with ereuthophobia may become dysmorphophobiac, or may
begin to fear that he cannot help staring at others and making
them feel uncomfortable.

Those whohad shifted their feared symptoms during the course
of illness amounted to 27% in the author's series. In this re-
spect, it may be worthy to note that fear of blushing occurred
frequently in the beginning of their illness, while fears of stiffen-
ing of one's facial expressions, or one's line-of-sight becoming
uncontrollable, often appeared later.

Y. Kasaharal®) distinguished two groups of fears of social
contacts. One includes those fears featured by a component of
"being looked at by others." TFear of blushing in the presence of
others represents this group of fears. The other includes those
characterized by the predominance-of-the-opponent component,
that of "looking at and thus disturbing others.'" TFear of one's
line-of-sight becoming uncontrollable is an example of this latter
group of fears,

Although it may be difficult to classify the fears of many cases
into either of these two groups, this classification has certain
importance. For the patients with fears classified appropriately
into the latter group are more seclusive and laden with guilt ra-
ther than shyness.

In fact, fear of one's line-of-sight becoming uncontrollable
and thus disturbing others often attains to delusional conviction.

The patient cannot help feeling that others are actually disturbed
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by his uncontrollable stare.

In the extreme case, the patient complains that, even keeping
his eyes shut, a kind of magic power radiates from his orbits in
all directions and disturbs people around him. He especially
feels that the people immediately beside him are intensely influ-
enced by and shrink back from his stare.

Such a delusional type of social phobia occurs as part of so-
called border-line state, waxing and waning at the same time as
the more prominent delusional symptoms. Kasahara named these
delusional cases social phobia gravis. A certain case of body
odour may also be labeled gravis type. A patient believes that
his body odour so intensely stinks as to make people around him

sneeze or cough!

V1) Reactions to Feared Symptoms.

Social phobias are more or less disabling, because feared
symptoms are often provoked by social contacts of common every-
day occurrence. The patients are driven to avoid social con-
tacts. But they cannot live in complete seclusion. When they
attempt to overcome their phobias, they may try to suppress the
manifestation of feared symptoms by force of mind. But they soon
realized the adverse effect of this volitional suppression. They
may then resort to palliative devices to alleviate fears when in
the critical situation. The application of face cream to the blush-
ing face may moderate fear of being looked at by others., Some
contrive even more astute devices. In a bouncing bus, for ex-
ample, a patient may begin to pretend to read a newspaper so as
to keep his stiffened countenance from the view of other passeng-
ers. But being unable to put up with the oppressed atmosphere
in the bus even by this feigning performance, he may get off at a
bus stop on the way, making it seem asif he has arranged before-
hand to stop there.

In fact, a substantial number of patients succeed in keeping
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their phobias in secret to such an extent that they themselves
acknowledge that nobody penetrates their intentions behind the
facade of palliative or feigning performances.

However, few patients are completely satisfied with these
palliative devices, because they finally realize that palliatives
are palliative and all but ineffective in overcoming their phobias.
It is well noted that social phobics seek treatment specially de-
signed for personality change and for improvemént of ego-strength,
for example, hypnosis, Yoga training, starvation cure, or group
therapeutic training. They have a tendency to respond well to
the ascetic aspects of such treatments.  Often they show a cer-

tain stoical will to conquer their phobias.

VIl) Phobia Stimulating Situations.

In spite of the diversity of feared symptoms, as well as of
palliative devices to alleviate them, social phobias have a common
feature with respect to phobia stimulating situations.

One of the most important points in differentiating the social
phobia syndrome from other delusional disorders is the fact that,
except when in phobia provoking circumstances, social phobics
become sane and bright, just as agoraphobics are free from an-
xiety while at home. In other words, social phobias are strictly
bounded with, as well as circumscribed in, a certain social situ-
ation.

The majority of the patients believe that they feel anxious
wherever they are in the presence of others. But this is a false
belief,

In fact, few patients show signsof morbid social anxiety while
facing their therapists. On the other hand, there are some who
become tense, even when surrounded by familiar friends. More-
over, the ‘impressions of "others" vary greatly with circum-
stances. A fashion model with ereuthophobia related that she

felt better on the stage than when facing and talking with people,
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even friends, in a small group.

Based on clinical observations as well as analyses of the pa-
tient's comments on phobia provokingcircumstances from the com-
munication point of view, T. Takahashil® pointed out that the
critical situation where social phobic symptoms are engendered
consists in a certain modulation of the communicational mode of
affinity, Social phobics are very sensitive to the slightest modu-
lation of familiarity with other persons and too ready to conceive
ideas of reference.

Passengers in a bus mayremain utter strangers to the patient.
But an incidental exchange of looks often provokes intense dismdy
in the patient. According to explanations given by him, he cannot
at the time help feeling as if the distance of familiarity with the
passengers who he feels are looking at him becomes too close to
regulate immediately with appropriate communicational perform-
ances.

From the communication point of view, the patient, when in the
bus, expresses himself both consciously and unconsciously to the
other passengers. On the other hand, he makes inferences about
them through their expressions. The security that he justifiably
feels in consciously expressing himself to as well as in making
inferences about them depends upon his adaptability to the actual
communicational mode of affinity in that circumstance.

An exchange of looks may precipitate in the mind of sensitive
patient an illusional shift of the communicational mode of affinity,
from that of affinity with totally strangers, to that of affinity with
more familiar persons. Normal persons may correct this illu-
sional shift almost without awareness, but the patient entangles
himselfwith this illusion because he is so sensitive to the slight-
est change of familiarity that he deludes himself with appearent
familiarity of mere exchange of looks. What is more, he soon
realizes this illusion by inferring that expression he gave in ac-

cordance with this shifted communicational mode is making an
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improper impression on the other passengers, but he cannot con-
trol his expression to restore the already disrupted communica-
tion distance with the other passengers.

Social phobics may feel tense atmosphere while taking part in
the talk with their colleagues. The critical situation often e-
merges with no one saying anything. Such a pause in the con-
versation causes them to impulsively shift from the communica-
tional mode of affinity with familiar people to that with less fami-
liar people. They cannot help feeling as if the people surround-
ing him turn suddenly to be distant.

This hypothetical conceptualization of the phobia stimulating
situation is greatly supported by clinical findings, and is well
interpreted by the symptom of ideas of reference characteristic
of this syndrome.

From the communication point of view, symptoms the patient
fear will be considered as manifestations of the disruption of
natural communication which involves atthe same time the critical

situation.

VIII) Social Phobia Syndrome and Delusional Disorder

In general, social phobias are classified under the heading of
phobic disorders. However, symptoms of overconcern about
social contacts or ideas of reference are characteristic of social
phobias, and the distinction between social phobic ideas of refer-
ence and delusions of reference seen in delusional disorders is
of importance in clinical practice as well as in theoretical con-
siderations.

Social phobic ideas of reference are, firstly, characterized
by a feature of self-reference. The social phobic patient cannot
help feeling that others take notice of him. But, at the same time,
he acknowledges that his feeling originates within himself. Even
he conceives the ideas of resorting to palliative devices to con-

ceal manifestations of social anxiety lest he should attract the
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attention of others.

This structural characteristic of self-reference is an impor-
tant point to distinguish social phobic ideas of reference from
delusions of reference, especially those of paranoid conditions
in which the paranoid patient feels as if he were being spied upon,
tested, or controlled by others.

Secondly, social phobic ideas of reference are well circum-
scribed. Indeed, social phobics become sane and bright when
outofthe critical situation. Their ideas of reference are strictly
bounded with and circumscribed in the situations where their
feared symptoms are provoked.

Thirdly, the content of their ideas of reference usually has
hardly a trace of persecution. The patient with social phobias
withdraws and avoids social contacts, but he is not a true misan-
thrope. Inwardly, he seeks contact with others. Usually, he
imagines his acquaintances or neighbours as good-natured people
and never conceives of their persecuting plots. He is even afraid
of hurting them by giving off improper expressions.

ldeas of reference seen in the central cluster of social phobias
have all these characteristics which permit one to defferentiate
social phobic ideas of reference from other delusions of refer-
ence.

But in afew exceptional cases, especially in the caseof social
phobia gravisl6,> these characteristics are more or less blurred,
and further elaboration based on a diffusion of ideas of reference
often flavors the patient's ideas with persecutional nuances. For
exémple, the whole neighbourhood may seem to gossiping about

his fierce looks or unpleasant body odour.

IX) Course and Prognosis.
Accurate accounts of the course and prognosis of social
phobias are precluded by the lackof longitudinal studies of suffi-

cient number of patients over a long period of time. However,
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although their numbers of patients are small, nearly all studies
by Japanese psychiatrists have reported good results,

In the author's series, followed up for anywhere from two
months to eight years after treatment, some 80% ( 143) of the pa-
tients became well, and their symptoms subsided to a point that
they were able to conduct themselves as if they were sociable.
The complete remission of symptoms for a certain period was of-
ten actualized by the contrivance of more astute devices to alle-
viate fears of social con'tacts.

On the other hand, 20% (36) of the patients were unchanged
or worse. In addition, 10.5% (19) of the cases became social
phobia gravis during the follow up period, and two-thirds (13) of

them fell in this unimproved group.
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Patients who seek treatment are most commonly in their teens
or twenties. Few patients are over thirty. Figure 2 shows the
distribution of ages of patients treated in the author's series.

In consideration of the age of onset ( Fig. 1), the mode of on-
set, the feared symptoms, the nature of sensitivity to other per-
sons well represented in ideas of reference as well as the prog-
nosis, the social phobia syndrome seems to be closely connected
with progressive developments of sociability in adolescence.

Adolescence is marked off by important changes in many facets
of development which involve more or less the modulation of the
formation of basic social relationships.

[t has been generally accepted that the maturation of the soci-
ability of a child is characterized by the development of innate
potentialities of dependence in an ordered sequence. Develop-
mental symptoms such as the smiling response observed a few
months after birth, stranger anxiety at the age of eight months,
hyper-suggestibility during the ages from about eight to twelve
years, loyality to a gang at preadolescence, and so on, have been
considered in the context of dependence phenomena.

After puberty, however, the mode of sociability changes from
dependence to inter-dependence. The revolutional change re-
flects its characteristics in the psychopathological manifestations
of adolescent youth.

In line with this, some psychiatric syndromes, such as a cer-
tain psychotic episode with schzophrenic features, a certain de-
realization syndrome, or a certain juvenile depression, have been
investigated in connection with adolescent identity crises. It
seems justifiable to consider the social phobia syndrome as a
manifestation of a certain retardation in progressive develop-

ments of sociability in adolescence.
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The “Mentally Disordered” and the Family in japan

—some preliminary remarks from a sociological perspective —
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A widely-accepted sociological definition of the family in Japan
is a primaryand welfare seeking group which is mainly consisted
of such closely-related kins as parents and their children. In
this paper we will discuss briefly the relations between the family
defined as above and '"mentally disordered".

From a sociological view point, "mentally disordered", though
it is not a proper sociological term, is defined as "a person who
showed deviant behaviors that are regarded as insanity by other
people". They are not such specific symptoms as hallucinations
or delusions, which are the main issues in psychopathology or
abnormal-psychology. Mentally disordered is regarded as cer-
tain states of personality where the person loses the state of in-
tegration and the ability to think and judge or the conditions being
extremely deviated from social standards and the resulting devi-
ant behaviors. The actor of such social behavior will be re-
garded as mentally disordered person.

As long as we view the mentally ill as deviant behaviors, they
are socially defined.

In relation to this, the concepts of illness versus caseness
which are become to be used in social psychiatry are very inter-
esting. [llness refer to the phenomena viewed from the medical
( biological or psycho-pathological) standpoint. On the other
hand, mentally ill persons are brought to attention only when they
cause problems in daily social life.

The caseness of mentally disordered will be decided when
there is probability of hurting himself and others on account of
their illness.

The socio-cultural situation is important to define the meaning
of caseness. A person may be treated as a case because of his
deviant behavior even when no medical symptoms are identifiable.

Though there are several approaches to studies of mentally
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disordered in relation to the family they have predominantly been
psychiatric. .

First approach views the relation between mental "illness"
and the family as a eugenic problem. Here the family is treated
not as a group but as an agent of hereditary predisposition which
causes mental disorder, This is a genetic or eugenic point of
view,

At the other end of the pole there is an approach focusing on
the intra-family relations which is derived from Freudian psycho-
dynamic theory.

The third view finds the unique pattern of communication or a
distorted role relationship in the family of psychotic patients,
interpret schizophrenic syndrom not as individual pathology but
as a manifestation of family pathology. This point of view may be
the leading school of psychiatric family studies today.

This family-pathological viewpoint is closely related to family
therapy which is the method to cure the mentally disordered
through working on his family members in order to rearrange the
family relationship.

These three approaches have emerged from the tradition of
psychiatry as a medical science, but since 10 years, a new view
which regards psychiatric treatment as a social problem has
come into the scene. This has become a typeof social movement.
Main claim in this faction is that Japanese psychiatry has devel-
oped mainly by Kraepelinian school and thus it has regarded men-
tal disorder as a desease, stressing not much importance on the
problem of the individual who suffers from the disorder, and
without sufficient issues on social environment,

These critiques are advocated by clinical psychiatrists in
mental hospitals and psychiatrists who are community-oriented.
Some of them have expanded the criticism toclaim that psychiatry
legitimated non-therapeutic and non-humanistic treatments in the

name of science.
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In this sense, the families, as well as patients, may be con-
sidered as those who are entitled to demand better organizations
of medical and social services.,

"Relatives' association for mentally disordered'", an organ-
ization unique to Japan, is highly evaluated as the core of the
movement demanding changes in medical and social service sys-
tems. Claims against establishments, however, contain another
point of view that the family itself might be regarded as one of
the social agents which control and exclude psychiatric patients
from the community. In fact, there are many examples in which
we observe conflicts of interests between the patients and their
families.

In the area of social work, the family having a member with
mental disorder is looked upon as facing a difficult problem to
solve. Social worker takes it as a technical problem of how
to support the problem solving behaviors of the families under
stress,

In the above brief summarization, we may understand the
multiplicity of the approaches to the relations between mental
disorder and the family.

How have family sociologists in Japan tried to approach this
problem? ‘

Though family sociology is regarded as one of the most pro-
ductive areas of sociology in Japan, the number of studies in this
area is negligible.

Takako Sodei made a leading contribution in 1974(.1) She as-
sumed that having a mentally disordered in family member as the
cause of family crisis, and proposed three problematic areas.
First was the family situation of the patient, which would include
the socio-economic background of the family and interpersonal
relationships among its members. It is, in a sence, a socio-
genetic approachor a viewpoint inquiring into the dominant causal

factor in the onset of mental disorder. The second area, which
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was the main point of her argument, was the process of family
adaptation. Attention was given to the process of family adjust-
ment to the situation under the impact of the deviant behavior
based upon the mental disorder and the process of readjustment.
It was viewed as the dynamics of the family role structure., The
third area she mentioned was the approach from the view point of
family life cycle only as a possibility. At any rate, the presen-
tation of her framework, aided by some research data of her own,
is a useful one reflecting the preceding academic achievements in
family sociology. This assumption to grasp having '"mentally
disordered" as the stressor of inducing family stress is very
promising and should be tested further by empirical studies. In
the courseof testing, we may well introduce the theories of family

life cycle and of mode and condition of family life.

II

Is there not any more sociological point of view concerning
the problems about the "mentallydisordered" and the family? The
relations between the family and the society may be the new task
to be investigated. Generally speaking, this theme has been
rather neglected in family sociology after the War. Family
sociologists have been interesting rather in intra-familial rela-
tions. But recently the extra-familial social relations became
to be emphasized.

Three approaches below are the possibilities in attempting to
analyze the problem of the '"mentally disordered" and the family
in the context of "family and the society".

The first one is to study the external social relations of the
family with the "disordered" member in the local community set-
ting. One issue here is the conflict between the family and the

community which arises on accountof the problem behavior of the
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disordered person. The process that the family eliminates the
ill member by way of hospitalization is often pointed out as the
function of intra-familial conflicts and also those between the
neighborhood and the family. This is related to the "caseness"
which is formerly mentioned. On the other hand this theme is
related to the resource theory which pays attention to how the
burdened family tries to solve the problem by utilizing the com-
munity resources, These two, neighborhood conflict and the use
of community resources, may be integrated into the framework
whichis called the theoryof life style or of mode and condition of
family life. Then, this first approach may be °closely inter-
related with Sodei's framework.

The second one is the issue regarding ''the relatives' associ-
ation for the mentally disordered". Within the context of this
article, the relatives' associations for the mentally disordered
are grasped as a type of social actions agency, appealing social,
economic, and psychological burdens they are forced upon as the
immediate care-takers of the patients, and acting as spokesmen
of the patients who are often unable to make their demands.

The relatives' association for mentally disordered was first
organized at Tomobe Mental Hospital in Ibaraki prefecture in
early 1960's. It developed through growing participation of
families in the patients' activities in the hospital. While other
associations were being organized in various places, there was
a move forward the revision of the Mental Health Act as a result
of the incidence in which a psychiatric patient injured the Ameri-
can ambassador in 1964. In the process of the campaign against
that legal revision, the National Federation of the Relatives'
Associations for the Mentally Disordered ( Zenka-ren) was or-
ganized in 1964. Two hundred and eighty three associations
joined the federation with a membership of about 10,000. The
activities of Federation are reported in a monthly bulletin titled

Zenka-ren. It is remarkable that only in Japan, so it is said,
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the family of the psychiatric patients organized associations for
the purpose of making social actions,

However, the "reratives' association'" is not solely social-
action oriented. When it first started at Tomobe Mental Hospital,
psychiatrists led the way for the purpose of making the family
assist in their care for the patients. Those organized at every
ward since then are of collaborative nature in the total care sys-
tem. Most of the family associations at the ward level join to
composed an association at the hospital level.

Another type of family association is called the community re-
latives' association for mentally disordered. This is usually led
by public health centers and mental health centers in the course
of their community mental health services. As it is more difficult
to organize on the local community level than on the hospital
level, there were only a few of these associations in the early
period. But now the local associations are more numerous in
number that the hospital-based associations (about 220 vs. 198).
As the former is regarded as more effective and desirable form
of social movement, psychiatric social workers and public health
nurses at the mental health centers or the public health center
have made efforts tolead to organize the associations of this type.
However, in the National Federation of the Relatives' Associa-
tions for the Mentally Disordered, the community associations
are still the minority (67 vs. 108 in number) because not all of
associations have gotten part in the Federation. FEven in the
cases of the local associations, not to speak of hospital-based
associations, the members are mostly the families with the pati-
ents who have been hospitalized for a long time. There are only
a few families with outpatients. There may be some criticism
that the relatives' associations have been making actions in order
to continue to keep the patients in the mental hospital. When we
attempt to understand the relatives' associations, we ought not to

neglect the fact that the interests of the patients and their
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families may be in conflict?)

Anyhow, the '"relatives' association' is an important factor in
the analysis of the relations between the '"mentally disordered"
and the family, and also of psychiatric medicine in contemporary
Japan,

The third point, is the approach from the legal system as a
core of the social norms and the institutions. As in the socio-
logical viewpoint, "mentally disordered" has been regarded as a
person who showed behaviors deviant from the norms, we
should treat the problems in terms of norms and institutions which
include the view on the control of the deviance from them., This

third point is to be discussed in detail in the following section.

I11

The Mental Health Act is the fundamental law dealing with
mental disorder in Japan today, and is the basis for the govern-
mental administration. Our problem of the family and the men-
tally disordered is also deeply connected with this law. The
Mental Health Act, which was enacted in 1950 and extensively
amended in 1965, prescribes the purpose of the Act as follows:
"The purpose of this Act is to maintain and promote the mental
health of the Japanese people by affording medical treatment and
care to the mentally disordered and the like." (§1) Since the
meaning of the '"'mental health of the people" is ambiguous through
all provisions, it may be fair to say that it is nothing but a mental
disorder countermeasure. And the law states that the mentally
disordered is only the object of medical treatment and care.

Though the concept of medical treatment is lucid, the meaning
of the care to the mentally disordered is ambiguous in spite of its
importance,

The "mentally disordered person" is defined as "the psychotic
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patient (including toxic psychosis), the mentally retarded, and
psychopathic personality’" (§3). In regard to psychopathic per-
sonality, it is difficult to define it as a medical concept and the
definition is usually identified in terms of social deviance (e.g.
crime). Major criticisms on this point in the academic circle of
psychiatry have been related to provisions regarding the protec-
tion of public peace. As formerly indicated in the section I, the
concepts of mental disorder and mentally retarded also cannot be
free from socio-cultural environments.

In the Mental Health Act the relations between the psychotic
patients and their families and/or relatives are prescribed in
terms of "the protector' to the ill. That is, "any one respons-
ible for the patient, be it a guardian, a spouse, a person in par-
ental authority, or a legal sustainer can be the protector of the
mentally disordered'" (§20(1)), and '"the protector must put the
mentally disordered under medical care, supervise him not to
injure himself or others, and protect patients' proprietary inter-
ests” (§22(1))Y

To know the nature of the Act, we shall compare the prescrip-
tions with others. One way to compare is the comparison between
this Act and the laws in other countries, and the other is the
historical comparison between the present law andthat in earlier
periods(.4>

Here, we shall make a brief historical comparison.

The Care and Custody Act for the Psychotic Patient (enacted
in 1901) preceded the present Mental Health Act. The first
article of the Care and Custody Act states that the guardian, the
relatives within the fourth degree, or the head of the family is
responsible for the care and custody of the mentally ill person.
In other words, the mentally disordered was regarded as the ob-
ject of custody, and the kin was first of all in charge of this duty.
In this Act, there was no view of medical care and the human

rights of the disordered. Moreover, the administrative enforce-
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ment of the Act belonged to the Ministry of Home Affairs mainly
to be the police power. Thus we understand that this Act was
enacted for the purpose to maintain the public peace and order.
The '"custody" in this Act meant, in fact, the "detention" which
meant restraint on person's liberty for the sake of public peace
and order. The logic behind it is that the government in pre-war
Japan imposes the burden of care and custody of the mentally dis-
ordered upon his family in order to maintain the public order. It
is important to note that the detention meant, first of all, private
restraint of the mentally ill person in his house. The word
"zashiki rou" (living room as a prison shell) symbolized the
power to restrain person's liberty in the family household ("ie"

Though it has not been emphasized in family sociology in Japan,

this is an important function of the family household (the "ie").

As a result of the defeat in the World War II, drastic changes
in the legal system were brought about and the new constitution
and the revised civil code lead the way for new relations among
the family and kin members. In accordance with these changes,
the Mental Health Act which was enacted in 1950 gave priority to
medical care for the psychiatric patients. The duty of protection
of the ill took place of the duty of custody and the private deten-
tion in the house was inhibited. It was widely reduced but not
thoroughly negated that the state authorizes the power of the
family household ("ie") to restrict the liberty of mentally ill
members. The provisions concerning "'detention for protection"
in the new Act may be regarded as traces of the pre-war pattern,
since they permitted to restrain the patient in a place other than
the mental hospital. Though it must be authorized by the gover-
nor on the diagnosis by a licenced psychiatrist, and the term of
detention had its limit, the subject of making decisions about this
detention of the psychiatric patient was the legal protecter (i.e.

family ). But these items were eliminated at the time of extensive
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revision of the law in 1965.

The preference of public order to the medical care placed the
power of the compulsory hospitalization in the hand of the prefec-
tural governor, and the power and duty of the family to restrain
the mentally disordered was much reduced. In the legal system
after the war in Japan, the administrators of mental hospitals
seem to have the power which the family used to hold. This re-
flects the unwillingness on the part of the state or the local gov-
ernment to cope with the problem which contains conflicting inter-
ests between the maintenance of public order or the security and
the maintenance of medical care or the welfare of the mentally
disordered. The larger part of the duty is still on the shoulder
of other systems such as the hospital and the family. Thisis a
major difference from U.S. or Europian countries where due
process of court orders is responsible.

The provisions about "commitment with consent'" also reflect
this characteristic of the mental health system in Japan. Article
33prescribes thatthe hospital administrator is able to hospitalize
a person who is diagnosed as mentally ill and is regarded as in
need of hospitalization for the treatment and protection without
agreement of the patient himself but with the agreement of his
legal protector. In short, the agreement is that of the legal
protector (i.e. nearest kin ), Incidentially when hospitaliza-
tion is based on the agreement of the patient himself, it is called
the "voluntary commitment". ~—The voluntary commitment and com-
pulsory admission are the two basic systems of hospitalization of
the psychiatric patient. Though several countries have the third
system of emergentor tentative commitment by mutual consent be-
tween the doctor and the nearest kin (or the guardian), it may
be fair to say that the two systems, voluntary commitment and
compulsory commitment on the governmental power, are the basic
systems of hospitalization in many other countries.

The "admission with consent" in Japan resembles the above-



stated third system on the surface, but it is very unique in the
sense that it is not emergent or tentative treatment; it is a stable
and indefinite if the family would like to continue the patient's
stay in mental hospital Jand it is regular and most popular pattern
of commitment. The pattern in which the public power does not
interfere with the admission to retain individual liberty on a long
term basis without his own consent seems considerably peculiar
in a modern society. Though Article 37 of the Act states that the
prefectural governor must give an immediate order to release a
patient when he is diagnosed by more than two licenced doctors
as not in need of prolonged hospitalization, not much cases have
been put to use.

As we have seen above, it does not seem a modern way that
the state controls over the psychiatric patient through the family,
From the side of an individual (patient), he is under a double
control from the family and the state. But no governmental power
can function effectively unless it is accepted by the people. Al-
though weakening the ability of supporting its members, the family
("ie'") is still considered by many people in Japan as the patron
of individuals. The compulsory admission means that the patient
is committed to the charge of the government, On the other hand,
the fact that the admission with legal protector's consent is made
by the autonomy of the family is a relief for the family which has
the mentally ill member to support. Every family is not neces-
saryaware of making their decisions autonomously about commit-
ting the ill member, but the acceptance of the system is based on
the generally accepted notion that the maladjusted member must
be cared by the family, and not to become a public burden. From
the viewpoint of medical care, it has more merit to give complete
medical treatment in the hospital than to take the procedure of
compulsory admission before the condition of the patient growing
worse and the probable fear of doing injury to himself and others

may arise., But itis truethat"the admission with legal protector's

— 159 —



consent" introduces severe confrontation against the human right

of the patient. This is the problem yet to be solved.

v

As we have seen above, the family (the "ie") has been ex-
pected to a great extent to participate in the care and social
treatment of the mentallydisordered under the Japanese legal and
institutional system. This, of course, was a reflection of the
reality of family life.

Let us now review the treatment of the mentally disordered
from the point of the changing family structure. It may safely be
said that the life of every individual was based and dependent up-
on the "ie" ( Hausgemeinschaft or family household) in the pre-
modern Japan. The majority of the people spent their life as
farmers on the land they inherited from their ancestors. The
family household was usually continued by the eldest son who
lived with and cared for his parents after his marriage, succeed-
ing the family occupation and property. When the family was
well-to-do, younger sons received parts of the family property
and establish new households upon marriage. This act of branch-
ing (establishing branch households) was not the younger-sons'
right, it was an act of mercy on the part of the main household
( the father or the eldest son). The main family was the master
and the protector for the branch family which should in return
obey and serve the former,

When the family property wasnot enoughto share among sons,

the

the male offsprings, with the exception of the oldest son
successor, had to choose one of the three alternatives. The
first alternative was to remain in the main household through life,
working for the family business. In this case, he usually re-

mained urmarried. The second alternative was to become a
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member of other family which had no family heir (either no child
or only girls). He would become an adopted son, eventually be-
coming the heir of the adopted family, The third alternative was
to live in with the family of a big merchant or a land owner serv-
ing as an apprentice for a substantial number of years, Hoping to
become independent as a branch house of the master. In any
case, there was no assurance of his secure living without being
a member of the "ie" (the family household). For those who
were not able to choose one of the above three alternatives, the
possible remaining courses to take were either to be affiliated
with the Buddhist temple ( as monks or as servants) or to live as
out-laws such as gangstars and gamblers. The system that op-
erates in the under world was(is) similar to the traditional family
system. One has to so through a specific procedure to establish
a parent-child relationship with the boss. The relationships
within the gang family were(are) much life those in the "ie'. The
"ie', thus, was fundamental to the traditional life of the Japanese.

The people shared the awareness that the family (the "ie"
was the ultimate source of welfare for every individual who would
not be able to survive independently. Because of this awareness,
they developed a pattern of behavior supporting the maintenance
of the family at any cost over generations.

The emergence of Japan as a modern nation since the Meiji era
was possible by making use of the people's traditional way of
life. The government legitimized the "ie" as the basic unitin
the registration system, granting the family head the right to
control over his family members with the expectation that the "ie"
provided welfare for its members. Thus the government could
maintain the burden of social welfare at the low level and shifted
their emphasis on rapid industrialization and militarization. So-
cial welfare relief was provided as a favor to only those who did
not enjoy the family support., This type of welfare was conceived

by the people not as their "right" but as a "disgrace'" admitting
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the failure from making a normal living, We may now understand
that the familistic treatment of the mentallydisordered expressed
s 1

in the law is in accordance with the relation between the "ie" and

the government regarding welfare.

Revolutionary changes after the World War Il denied the patri-
archal privileges of the family head. Family formation became
an institution based on the consent of the two parties ( both
sexes ), terminating in one generation. Right to the inheritance
of family property is now equally shared by all children. The
expanding urban working class had better backgrounds to accept
the new ideology. For farmers and merchants, however, the old
custom of succeeding the family business by one son necessary
for the maintenance of stable living. Even among the working
class, the aged parents could not rely on the underdeveloped so-
cial welfare system, and they tended to expect their married off-
springs to support them. Today, more than 70 percent of the
elderly in Japan live with their married offsprings.

Legally Speaking, the government in the pre-war time changed
to the government for the people after the War, but the develop-
ment of social welfare system was slow when the priority was
placed upon economic reconstruction. Medical treatment of the
mentally disordered was formalized in 1950 by the Mental Health
Act but necessary environments were not provided. The nation-
wide survey of 1954 estimated about 250 thousands patients who

might need hospitalization for treatment while only 40 thousands

were actually put in the hospital., The rest of the patients were
either under home-treatment or left free. We can not say that
all of them were socially identified as mentally disordered. We

only know that the great majority of those who were socially de-
pendent lived under the protection of their families.,
The 1965 amendment of the law and the following development

must be understood in line with changing social trends, particu-
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larly the changes in the family.

Japan entered the period of rapid economic growth since 1960.
Those who were engaged in traditional occupations such as farm-
ing and fishery decreased rapidly and those in productions and
services increased. This trend was observed in the migration
from rural to urban areas, causing rapid urbanization. Occupa-
tional and geographical mobility functions against the maintenance
of traditional family life. When the family heir tends to seek a
new occupation, the traditional family ( the "ie'") which continued
to exist over generations providing security for its members was
forced to change. The legal and administrative notion of the nu-
clear family now became the major existing form of the Japanese
family. Being wage-earning, small in size, and nuclear in the
structure, Japanese family lost a great deal of its supportive a-
bility. We cannot deny the weakening power of the family in the
protection of the mentally disordered. The number of the beds
in the mental hospitals increased since the operation of such fa-
cilities made a''good business" financially. At the same time, we
should not forget that changes in the condition of the family were
contributing factors to the above trend.

The increase inthe hospitalizedipatients parallels the increase
in the number of patients with compulsory commitment by Mental
Health Act, but this should not be interpreted as the increase in
the patient with "probability of hurting himself and others", It is
true that a highly organized and complex society demands a higher
degree of rationality and eliminates:the maladjusted members.
The increase of the patients with compulsory commitment under
the section 29 of Mental Health Act during this period, however,
seems to be due to the diminishing function of the family as sup-
port system. The national welfare benefit in Japan does not pro-
vide enough subsistence and confines the eligibility of the appli-

cants. By the use of compulsory commitment by Mental Health
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Act the medical cost becomes a public account. To lessen the
economic burden, the families of the patients tended to keep the
patients in the hospital even after hospitalization became no long-
er necessary, and the medical and welfare staff ignored or even
encouraged this,

The above type of treatment has become a target of criticism
from the standpoint of the patients' human rights, and the patients
with compulsory commitment by Mental Health Act is gradually
decreasing. The total number of hospitalized patients has not
decreased, however, due to the balancing effect by the increase
in the number of those admitted with legal protector's consent
who receive medical benefits from the national welfare service.
On the other hand, the number of those with voluntary commitment
has not increased as expected. The structure of emphasizing the
involvement of the family in the social treatment of the mentally

disordered still remains in our legal and administrative system.

Summary and Conclusion

The main points of discussion on sociological approaches to
the problem on the '"mentally disordered" and the family are as
follows:

1. The predominant methods of research in the area place
focus on the interactions or communication patterns between pa-
tients and their families, or the problem solving process of the
family as a small group.

2. In contrast to the above, we have proposed the view point
which considers the relations between '"the family, the society,
and the individuals' essential in understanding the problem about
the mentally disordered and the family. We have indicated three

specific view points. The first one is on the relations between
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the family and the community, and this is relevant to the theory of
mode and condition of family life. The second one is the theme
about the Relatives' Associations for the Mentally Disordered
which includes the viewpoint that the family (and the patient him-
self) does not remain as the object of the social welfare services
but exists as a subject of social actions. The third one is ref-
erence to the legal institutions which socially define the "men-
tally disordered'", and put the relations between the "mentally
disordered" and the family in the frame.

3. By taking a glance at the historical pattern of changes in
the legal and institutional systems concerning to the social treat-
ment of the psychiatric patient, we have found that the traditional
family system ( "ie") has been exerting influence not only upon
the historical pattern but also upon the contemporary pattern,
though it has changed considerably. Even now in Japan, the
change of the family is one of the important factors to affect how

to deal with the mentally disordered in the society.

Notes:

1) SODEI, Takako, "Mental Disorder as the Family Crisis,
<Kazoku Kiki to shite no Seishin Shyogai>" in Contemporary

Family in Japan <Gendai Nihon no Kazoku>, ed. by Kazoku
Mondai Kenkyu Kai, Tokyo: Baifukan, 1974, pp. 202~216.
2) ENOMOTO, Minoru, "On the Relatives' Association for the
Mentally Disordered <Seishin Shyogai-sha Kazoku Kai ni
tsuite>"Clinical Psychiatry, Vol. 15, No. 12, 1973, pp. 75~81.

3) The specifics of the law regarding the above as follows:

1. When a government-appointed psychiatrist is to diag-
nose a person, the prefectural governor must notify in advance

his legal protector of the date and the place it will take place
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4)

(§28(1)). And, his guardian, the person in his parental au-
thority, his spouse, or the person who is actually protecting
him has the right to attend the psychiatric diagnoses.(§28(2) )

2. The legal protector must receive the patient when he
is discharged by the prefectural governor from the compulsory
commitment, and when his treatment is still necessary, the
legal protector is obliged to obey the directions of the admin-
istrator of the mental hospital (§41).

3. The expenditures necessary for the medical treatment
and protection for the patient is to be born by that mentally ill
person himself or his legal sustainer (§49).

4. With the consent of the legal protector, the adminis-
trator can hospitalize a person without his consent, when he
is diaghosed as mentally disordered (8§33~34).

In regard to the cross national comparison, let us point out
two distinctive tendencies. First, in the western countries
the protector or the guardian is not imposed so much burden
as in Japan where the duration and the nature of rights and
duties are left unspecified. Second, by limiting the protec-
tive commitment of the disordered to a short term, the patient
is treated as an independent personality when the term is
over. (URABE, Keiji,“The Cross National Comparison of the
Mental Health Act <Kakkoku to Nihon no Seishin Eisei Ho no
Hikaku>,” Psychiatrica et Neurologica Japonica, Vol. 76, No.

12, 1974, pp. 835~844).
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The object of our research was to evaluate the mental and
physical changes with aging and to make clear the correlations
between these changes and the adjustment of the aged people over
65 years old. In Japan, as in other developed countries, the
population of the aged is increasing in number. As indicated on
the Table 1, in 1970, the percentage of the people over 65 years
old was about 7% and was still smaller than many European coun-
tries. It is estimated, however, that this percentage will pass
over the 10% line within the next 20 years.

On the other hand, by the end of World War II, the circum-
stances of the family and the community where they live have
drastically changed. For instance, within the family system,
registration of the first son as heir has been abolished and value
orientation toward the elderly has changed. Urbanization has
gone on rapidly all over the country and many communities have
become highly industrialized. The aged people of today have met
with these drastic changes in the later part of their life cycle.
Theycannot live in the same wayas their parents or their grand-
parents. They must devise new ways of coping with life on their
own.

Nevertheless, the life style of the aged in Japan would be ra-
ther different from that in other industrialized countries. As
indicated on the Figure 1 we are now viewing, the majority live
with their children and their grandchildren. Although the per-
centage of people who reside with their children will decrease,
45% will continue to live with their children in the 21st century.

Our research program involved four separate operations for
each case reviewed. There is the examination of physical
changes and intellectual ability of each individual followed by an
evaluation of adjustment to present living conditions and of the
individual's life history. In examining physical changes, we
made inquiry regarding diseases past and present and covered a

check list of physical findings, for example, white or gray hair,
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visual ability, hearing ability, slowness of speaking, elasticity
of skin, sclerosis of the arteries, etc. From the examination of
the physical findings, we have assigned rating points to each
item.,

The sum of these points became an index of physical aging.
For the intellectual ability, we used the scale developed by Dr.
Hasegawa. It consists of 12 inquiries, for example, the date,
how many days there are in a year, the name of the prime min-
ister, successive subtraction 7 from 100 first and then from re-
sulting remainders, memorizing five articles presented momen-
tarily, etc. We used the score obtained as an index of intellec-
tual ability. To evaluate adjustment, we used a free interview
to ask about the life history and present living conditions of each
individual. The results of the interviews were analyzed by cer-
tain events and the phenomena. Finally we employed the life sat-
isfaction questionnaire developed by Dr. Neugarten. Then we
adopted the life satisfaction index as the index of evaluation by
comparing it with the eventsand phenomena of the life history and
present living conditions.

We carried out this research in three locations in Japan, that
is, in Urayasu, Naha, and Tokyo.

Urayasu is situated on the Edo River delta, east of Tokyo, and
used be a fishing village. Even though it is situated within 15
km of Tokyo, because of transportation inconvenience it is like a
solitary island. The large scale industrialization of the Tokyo
bay area was accompanied by reclaiming of former bay area. The
people of Urayasu were obliged to completely abandon their fish-
ery rights in 1971. At the same time a new subway was opened
in 1969. So that it now takes only a quarter of an hour to reach
the center of Tokyo. On the reclaiming land, innumerable apart-
ment houses have been constructed by private developers. Ura-
yasu is becoming one of the most nearer residencial areas to

downtown Tokyo,
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Naha is the capital city of Okinawa prefecture, Okinawa con-
sists of many islands, Okinawa has been known for its unique
family system. Family ties are strong. Usually the families
are of three or more generations. Each member of the family
receives maintenance through the family. Aged people are re-
spected as the seniors of the families and of the communities,
After the war, these traditions are gradually changing but the
feeling of respect for the aged still remains.

In Tokyo and Naha, the interviews were done by home visiting.
In Urayasu, we interviewed people who were coming to the com-
munity welfare center for the aged. The interviewers were
medical doctors, public health nurses, social workers and clini-
cal psychologists.

We interviewed each person from two to four times, and each
interview took from 30 minutes to 1 hour.

The results were as follows.

The number of the cases were 378, of which 86 in Urayasu,
142 in Tokyo, and 150 in Naha. The classifications of the sub-
jects by sex and age were as indicated on the Table 2, We found
that in Urayasu, 87 percent were living with their children, in
Tokyo this figure was 80 percent, in Naha 76 percent the average
was 80 percent. This percentage is higher than the national av-
erage in Japan reported by the Ministry of Health and Welfare in
1973, The average score for each index appears on the Table 3,
and Figure 2.

On the physical index a higher score is considered as more
advanced aging. On the intellectual index a lower score shows
advanced aging. On the life satisfaction index a higher score is
considered as having greater satisfaction.

The degree of physical aging was the highest in Naha, the
lowest in Tokyo and close to average in Urayasu. The degree of
intellectual aging was the highest also in Naha, the lowest in U-

rayasu and close to average in Tokyo. The degree of life
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satisfaction was the highest in Naha, the lowest in Tokyo and
close to average in Urayasu. The contrast between Tokyo and
Naha was very clear. In Naha, the degree of physical and intel-
lectual aging was high but that of life satisfaction was the high-
est. On the other hand, in Tokyo, even though the degree of the
aging both physical and intellectual was not so high, the degree
of satisfaction was the lowest.

The Table 4 and Figures 3, 4, 5show differences in physical,
intellectual and satisfaction indices according to kind of person
with whom the aged individual lives. In Urayasu and Naha, the
people who lived with their children were more satisfied than the
people who lived alone or with their spouse only. On the con-
trary, in Tokyo, the people who lived alone or with their spouse
only were more satisfied than others in spite of higher scores on
indices physical and intellectual aging. This is an interesting
result. [t could be said that the people are more independent in
Tokyo, where extended family style is not acceptable for the peo-
ple any more.

In conclusion, we would like to say that, generally, agings
both intellectual and physical parallel chronological age, how-
ever, there is some exception like in Tokyo, and that the life
satisfaction index is not necessarily related with either physical
or intellectual aging. We started with the hypothesis that the
people who lived with their children would be more satisfied than
those who did not. In Tokyo, this hypothesis did not prove cor-
rect. In Urayasu and Naha it was borne out. It is interesting
that old people in Japan place a very high value on living with
their children in spite of the increasing difficulty with this kind
of arrangement. According to a recent inquiry made by the Min-
istry of Health and Welfare, as indicatéd on the Table 5, 90 per-
cent of the people who actuallylive with their children now indi-
cate that they would like to keep it. Furthermore 42 percent of

those who do not now live with their children would like to do so.
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Our study would seem to indicate that in spite of this still
strong traditional feeling, older residents of large cities like
Tokyo are experiencing increasing satisfaction with life apart

from their children.
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Table | Movement of the Structure of Population

0~14 15~64 65~
,000 , 000 % % %
1900 43,785 2,378 33.89 60.68 5.43
1920 55,391 2,917 36.47 58.26 5.27
1930 63,873 3,034 36.56 58.69 4.75
1935 68,662 3,189 36.86 58.49 4.64
1947 78,101 3,745 35.30 59.90 4.79
1950 83,200 4,109 35.37 59.69 4.94
1955 89,276 4,747 33.38 61.30 5.32
1960 93,419 5,350 30.04 64.23 5.73
1965 98,275 6,181 25.61 68.10 6.29
1970 103,720 7,330 23.93 69.00 7.07
1975 109,925 8,715 23.97 68.10 7.93
1980 115,972 10,279 24.07 67.07 8.86
1985 120,798 11,502 23.35 67.13 9.52
1995 128,344 15,380 21.00 67.02 11.98
2005 134,960 19,440 21.23 64 .36 14.41

Institute of Population Problems,

Numbers on and after 1975 are the estimates




Figure 1|. International comparison according to
kind of people with whom the aged live




Table 2. The Study Population: Coefficients by Sex and Age
Sex Age group
Location Case
m. f 60~64 | 65~69 |70~74 |75~179 80 ~ Average
Total 378 | 45.2 54.8 4.0 | 22.5 | 28.2 | 27.8 | 17.5 73.7
Urayasu 8 | 74.4 25.6) 12.8 | 31.4 | 24.4 | 19.8 | 11.6 71.2
Tokyo 142 | 40.1 59.9 0| 22.5 | 26.1 | 32.4 | 19.0 75.0
Naha 150 | 33.3 66.7 2.7 | 17.3 | 32.7 { 28.0 | 19.3 74.0
Table 3. Scores of three indices of aging
Location A g e PAI I F1I LSI
Total 73.3 11.3 26.7 11.5
Urayasu 71.2 11.1 28.9 11.6
Tokyo 75.0 10.2 26.2 10.2
Naha
(Okinawa) 74.0 12.5 24.9 12.8
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Figure 2. Scores of three indices of aging
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Table 4. Scores of three indices of aging according
to kind of people with whom the aged live

Urayasu

Live with Case (29 Age PAI IFL LSI

Alone or with 10.5 74.3 13.1 27.5 9.8

their spouse

With their 87.2 | 70.9 | 11.0 | 26.6 | 12.0

children

With others 2.3 69.5 8.5 31.0 11.5
Tokyvo

Live with Case (%) Age PAI IFI LSI

Alone or with 17.7 74.9 9.6 25.5 12.6

their spouse

N thelr 79.9 | 74.6 | 10.3 | 26.2 | 9.9
childrn

With others 2.4 | 77.0 8.3 | 29.3 | 12.1
Naha(Okinawa)

Live with Case (%) Age PATI IFI LSI

Alone or with 23.6 | 74.8 | 10.1 | 2.0 | 11.9

their spouse

With their
children

75.7 73.7 11.7 24.5 13.4

With others 0.7 75.0 17.0 32.5 10.0




Figure 3. Score of Physical Aging Index according to
kind of people with whom the aged live
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Figure 4. Score of Intellectual Faculty Index according
to kind of people with whom the aged live
m Live alone or with their
spouse
N Live with their children
Score| I:I Live with others
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Figure 5. Score of Life Satisfaction Index according
to kind of people with whom the aged live
m Live alone or with their
spouse
Scorel NN\ Live with their children

15 I:I Live with others

14
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Urayasu



N Live with their children

M Live alone or with their spouse

Score of Physical Aging Index according
to kind of people with whom the aged live
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Table 5. Desire to live with their children
(%)
Desire to . .
Residence live with their | LeSire folive DK
. separately
children
Actually live
with their 90.8 5.8 3.4
children
Actually live 42.2 46.7 11.1
separately
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