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Introduction by the column editors:
Despite the worldwide shift from
inpatient to community-based
treatment for individuals with se-
vere mental illness, Japanese
psychiatric services remain hos-
pital based. In 1998, Japan had
29 psychiatric beds per 10,000
persons, twice as many as in most
European countries and five
times as many as in the United
States (1).

The reasons for Japan’s slow
transition to a community-based
mental health system are both
economic and cultural. For in-
stance, 90 percent of psychiatric
beds are in private for-profit hos-
pitals. There is little incentive for
inpatient facilities to discharge
patients promptly, because the
Japanese health care system pro-
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vides universal coverage with vir-
tually unlimited reimbursement
for inpatient services, and the
government does not have a
mechanism for financing the re-
location of resources from hospi-
tals to communities (2). In addi-
tion, the stigma associated with
mental illness in Japanese fami-
lies is high (3). Thus a patient’s
primary residence is the psychi-
atric hospital, and opportunities
are provided for periodic visits
from the family.

However, psychiatric rehabili-
tation principles and practices
are beginning to take root in
Japan. Anzai and his colleagues at
the Matsuzawa Psychiatric Hospi-
tal in Tokyo have adapted an em-
pirically validated skills training
program to prepare patients with
schizophrenia for life in the com-
munity after discharge from the
hospital. In this column, they re-
port the results of a randomized
controlled trial of this approach
in an inpatient facility serving a
large urban center.

ecause of the limited resources

for supervised residential and
community mental health services for
persons with schizophrenia in Japan,
patients discharged from psychiatric
hospitals must be able to self-admin-
ister their medication, attend psychi-
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atric aftercare facilities independent-
ly, and use a relapse prevention or
emergency plan that includes recog-
nition of warning signs of relapse.
The Community Re-entry Module,
which was designed and validated by
Liberman and associates (4,5) in the
psychiatric rehabilitation program at
the University of California, Los An-
geles (UCLA), was developed to
teach patients with schizophrenia and
other major mental disorders the
knowledge and skills they will need to
live in the community. To determine
whether this module would be suit-
able for the special needs and con-
straints of the Japanese patient, prac-
titioner, and mental health system, a
Japanese translation of the module
was used in a controlled clinical trial
for inpatients being prepared for dis-
charge from the hospital.

Methods

The participants were 32 inpatients
meeting ICD-10and DSM-1V criteria
for schizophrenia who were trans-
ferred to rehabilitation wards at Mat-
suzawa Psychiatric Hospital in Tokyo
because of persistent and refractory
symptoms of psychosis and poor in-
sight into their illness. The mean£SD
duration of the current hospitaliza-
tion was 4+4.3 years, and the mean
duration of illness was 20.5+11.6
years. The mean age of the 32 pa-
tients was 46.8+10.9 years. The study
was approved by the hospital’s institu-

545



tional review board. Only patients
who volunteered and who gave writ-
ten informed consent were included.

Patients were randomly assigned to
participate in 18 one-hour sessions of
either the Community Re-entry
Module or a conventional occupa-
tional rehabilitation program. Ses-
sions were conducted twice weekly by
ward nurses. No statistically signifi-
cant differences in clinical or demo-
graphic characteristics were found
between the two groups.

The Community Re-entry Module
(6) consists of sessions on medication
and how to self-administer it, warning
signs of relapse and how to develop
and implement an emergency plan to
deal with relapse, how to find and se-
cure housing and continuing psychi-
atric care in the community, and how
to reduce stress and promote coping
after discharge. The conventional
program emphasizes arts and crafts,
reality-orientation groups, and work
assignments in the hospital.

Comparisons between the two
groups of patients were made by a
multilevel battery of assessments giv-
en before, immediately after, and one
year after the completion of the ses-
sions. Before training started, two
participants in the training group and
one in the control group were dis-
charged from the hospital. These pa-
tients were not included in calcula-
tions of the discharge rates. Ten of
the 14 patients in the training group
(71 percent) were discharged, com-
pared with only three of the 15 pa-
tients in the control group (20 per-
cent). At baseline the patients did not
differ significantly in their knowledge
of and skills in self-management of
medications and symptoms or the
other topics covered in the module.
Immediately after the sessions, the
patients who received training in the
module demonstrated a significant
increase in knowledge and skills, as
indicated by the change in their
meanzSD score from 9.3+5.7 to
14.146.1 on a 21-item instrument.
Scores on the instrument, which is
part of the training manual for the
module, range from 0 to 21. Patients
in the comparison group showed no
significant gains. At one-year follow-
up, the knowledge and skill levels had
eroded somewhat in the group that
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received the training, but they were
still significantly higher than levels at
baseline and in the comparison
group. These findings are consistent
with the durability of training effects
reported by the UCLA team (7).

One measure used in the study was
the REHAB scale (8), a 23-item in-
strument that measures a variety of
self-care, social, and independent liv-
ing skills relevant to community rein-
tegration. Possible scores on the RE-
HAB scale range from 5 to 115, with
lower scores indicating better func-
tioning in the skill areas. The meant
SD score of the group that participat-
ed in the Community Re-entry Mod-
ule indicated a statistically significant
improvement. The baseline score was
31.2+18.2, and the score immediately
after the training was 18.2+13.0 (t=
3.92, df=13, p<.05). The scores of pa-
tients in the group that received con-
ventional rehabilitation did not change
significantly, decreasing from 37.3+
25.1 at baseline to 32.5+£22.7.

In addition, the patients who were
trained in the module spent signifi-
cantly more days in the community
after discharge.

For the patients who received skills
training, the improved scores on the
REHAB scale, which measured pa-
tients’ functioning in naturalistic situ-
ations on the wards, and the longer
community tenure suggest that pa-
tients were able to generalize the
skills learned in the module to every-
day life, both in the hospital and in
the community.

The mean scores of the two groups
on the Positive and Negative Syn-
drome Scale (9) did not differ signifi-
cantly after the sessions or at the one-
year follow-up, as might have been
expected. Drug therapy was similar
for both groups and did not change
during the controlled trial, and all pa-
tients had a history of suboptimal re -
sponse to antipsychotic medications.

Therapeutic outcomes in schizo-
phrenia are treatment specific; thus it
is not surprising that patients who re -
ceived training in community reinte-
gration showed improvements in re-
lated domains of functioning, where -
as neither group experienced signifi-
cant improvements in psychopatholo-
gy as a result of drug treatment.

For patients who received training

in the module, a substantial negative
correlation (r=.65) was found be-
tween the duration of illness and
gains and maintenance in knowledge
and skills, suggesting that “overlearn-
ing,” atypical antipsychotic drugs, and
other biobehavioral strategies might
be required to improve neurocogni-
tive functioning and readiness for re-
habilitation among long-term inpa-
tients with treatment-refractory psy-
chosis.

It is somewhat surprising that only
18 sessions of focused training in
three major areas of community reen-
try would have such an enduring ef-
fect on community tenure. The rela-
tionship between community tenure
and the acquisition of knowledge and
skills suggests that this outcome was
due at least in part to the impact of
the Community Re-entry Module.
Another explanation is that the skills
acquired during the training placed
patients on a trajectory of aftercare
that reinforced their learning and
promoted their posthospital adjust-
ment to community life.

Further studies of this module in
combination with various types of af-
tercare in the community—particu-
larly services that provide opportuni-
ties, encouragement, and reinforce-
ment for the knowledge and skills
learned during hospitalization—are
greatly needed by practitioners work-
ing with individuals who have schizo-
phrenia (10).

Afterword by the column editors:
Four factors made it possible for the
staff at Matsuzawa Psychiatric Hospi-
tal to successfully implement a com-
munity-oriented rehabilitation mod-
ule that went against the grain of the
traditionally long-term—often indef-
inite—inpatient care of patients with
schizophrenia in Japan. First and
foremost, Dr. Anzai, who led the ef-
fort to adopt the Community Re-en-
try Module, was also the medical di-
rector of inpatient services for adults
and thus had administrative influ-
ence and clout with his clinical team.
Second, social skills training has
achieved considerable popularity in
Japan since its introduction in 1988.
The Japanese Association for Social
Skills Training was created in 1995.
It holds scientific meetings twice a
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year that are attended by representa-
tives from each region of the coun-
try. Over the past decade, the num-
ber of hospitals and other facilities
using social skills training has grown
from none to more than 500. Third,
the Japanese Association for Social
Skills Training, together with other
advocacy organizations, successfully
petitioned the Ministry of Health to
include skills training as a reim-
bursable treatment modality for psy-
chiatrists and other mental health
practitioners (11).

A fourth influence has been the
prescriptive structure of skills train-
ing, especially the user-friendliness of
the UCLA modules that were trans-
lated into Japanese. The highly speci-
fied curriculum, which uses a trainer’s
manual, a video, and participant
workbooks, appeals to Japanese prac-
titioners, who value organization and
quality control. In fact, the Japanese
Association for Social Skills Training
has taken a further step with the
UCLA modules, which are only grad-
ually being implemented in the Unit-
ed States. The society certifies train-
ers and instructors in use of skills
training on the basis of their meeting
and maintaining standards of fidelity
to the rehabilitation procedures out-
lined in the modules.

Similar factors have been critical in
successful adoption of rehabilitation
innovations in the United States (12),
including the widespread use of skills
training for psychosocial rehabilita-
tion at the South Carolina State Hos-
pital, which was described in a previ-
ous Rehab Rounds column (13). ¢
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patient than some atypical agents.
Despite the general shift to the use of
atypical agents, conventional antipsy-
chotics remain an effective group of
medications. Some patients may do
better without switching or may need
to switch back to a conventional
agent.

From a medicolegal perspective,
the reasons for keeping a patient on a
conventional antipsychotic should be
carefully documented. Records of
discussions about side effects and
variations in the risk of side effects
with different antipsychotics should
also be made, and periodic evalua-
tions for movement disorders should
be documented. Conventional an-
tipsychotics appear to be associated
with a much higher risk of tardive
dyskinesia, which has been the sub-
ject of legal suits. Although we know
of no legal cases resulting from the
use of conventional antipsychotics as
opposed to atypical agents, practi-
tioners need to be cautious. ¢
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