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Abstract

Background:
International immigration to Japan, where homogeneous ethnicity is a population characteristic, has
been growing. Although immigration is recognized as a risk factor for multiple mental-health related
issues, there are few regional reports on foreign residents who visit a hospital for mental health problems
in Japan. We aimed to examine such patients’ characteristics.

Methods:
A multicenter retrospective study using medical records was conducted. The subjects were foreign
patients who presented at the psychiatry departments in three core regional hospitals in the Keihin region,
which faces Tokyo Bay and is well known to include the largest traditional industrial zone in Japan, over
a period of three years. We investigated the patients’ demographic and clinical information including
nationality/region, spoken language, use of a medical interpreter, pathway to hospitals, and outcome.

Results:
The percentage of foreign individuals among all patients was 1.4% (205/14511). The mean age of the
foreign patients was 45.8 years, and the sex ratio was 1:1.9 (men: women). China (35.1%) was the most
common nationality, followed by the Philippines (18.5%), Korea (16.1%), and Brazil (4.9%). About one-
fourth of the subjects could not speak Japanese; therefore, interpretation was required by family
members/friends (17.1%) or a professional interpreter (5.4%). Neurotic disorder (ICD code: F4) was the
most common diagnosis (24.4%).

Conclusions:
The percentage of foreign patients seeking psychiatric treatment (1.4%) was relatively low, compared
with the percentage of foreign residents living in the Keihin region (4.4%). The age distribution of foreign
residents who visited psychiatric department was dissociated from the age distribution of foreign
residents in Japan. This suggests that young foreign residents with a relatively high risk for mental
illness are not accessing appropriate services. The development of a community-based integrated care
system accessible to foreign residents seems to be indispensable.

Background
International immigration has been increasingly recognized as an important issue in modern society, and
the worldwide number of immigrants grew from 153 million in 1990 to 258 million in 2017, as estimated
by the Population Division of the United Nations [1]. Castles et al. [2] mentioned that globalization and
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differentiation were characteristics of recent international immigration. Global economic trends have had
a signi�cant impact on immigration, and high-income countries have accepted large numbers of
immigrants. This means that host countries need to accept diverse foreign nationals with economically,
socially, and culturally different backgrounds [3].

Immigration to Japan, where homogeneous ethnicity is a population characteristic, has been growing in
the last three decades after the reorganization of the status of foreign residents by the revision of the
Immigration Control and Refugee Recognition Act in 1990 [4, 5]. The Japanese government has accepted
foreign nationals as manpower mainly from Asian countries because of the extreme aging of society and
resulting labor shortage. According to the 2017 statistics regarding the in�ow of foreign populations into
countries belonging to the Organization for Economic Cooperation and Development (OECD), the in�ow
to Japan is 475,000 people per year and is the fourth highest among these countries [6]. The Ministry of
Justice of Japan reported that the number of foreign residents in Japan was over 2.82 million in 2019,
accounting for 2.24% of the total population in Japan [7, 8]. Among foreign residents in Japan, the largest
number are from China, followed by Korea, Vietnam, the Philippines, and Brazil. An amendment to the
Immigration Control and Refugee Recognition Act in 2019 created a new residence status called
“Speci�ed Skilled Worker,” which is a residence status for foreign nationals engaged in work requiring
skills that require considerable knowledge or experience in a speci�ed industrial �eld [9]. Therefore, more
foreign nationals are expected to begin working stably in Japan [5].

Immigration is a stressful experience that involves signi�cant obstacles in many aspects of individual
lives [10–12]. Immigrants face cultural distances in their new society, such as di�culties accessing
various social resources as well as language problems [13]. Accordingly, immigration has also been
recognized as a socio-economic burden that in�uences general and mental health [14–16]. Immigrants
are likely to experience psychological distress, called “acculturative stress”, during the process of cultural
adaptation [17]. Although there are different coping styles and resiliencies to acculturative stress among
immigrant groups [12], immigrants usually feel strong distress during the �rst �ve years after immigration
[14, 18, 19]. Previous studies have reported the vulnerability of immigrants and refugees to mental health
[16]. Immigrants’ distress in their daily lives is thought to cause various psychiatric symptoms [10], and
immigration is recognized as a risk factor for psychiatric disorders such as stress-related disorders, mood
disorders, substance abuse, and psychoses [11, 15, 20, 21]. Systematic reviews and meta-analyses have
revealed that the incidence of psychotic disorders among immigrants and ethnic minority populations is
about 1.5 to 3.0 times as high as that in ethnic majority populations [15]. Whereas a meta-analysis did
not show a signi�cant increase in mood disorders associated with immigration [22], immigrants who
suffered depression were more likely to experience suicidal ideation [23]. Moreover, recent studies have
shown that children and adolescents in immigrant families experience severe acculturative stress, which
is associated with poor trajectories in mental health such as alcohol and substance use, eating disorders,
and emotional and psychological problems [18, 24].

Prejudice and discrimination related to immigrants are also a critical problem [25, 26]. A survey
conducted by the Ministry of Justice of Japan reported that 30% of foreign residents experienced
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discrimination, 40% were declined residence, and 25% were not employed because of their nationality
[27]. Although immigration may have a negative impact on mental health [12, 14, 16, 28], previous studies
examining the use of primary services for mental health problems by immigrants found that immigrants
were less likely to contact such services, compared with the majority populations [13, 29]. Furthermore, a
survey showed that immigrants had had signi�cantly less contact with primary health care services at
both 1 month and 6 months before their suicide [30].

In Japan, large numbers of foreign residents are concentrated in metropolitan areas such as Tokyo, Aichi,
Osaka and Kanagawa. The number of foreign residents in these four prefectures has increased to 47% of
foreign residents across Japan [7]. The Keihin region covers the southeastern Tokyo area, southern
Kawasaki, and eastern Yokohama area in Kanagawa Prefecture [31]. The Keihin region faces Tokyo Bay
and is well known to include the largest traditional industrial zone in Japan. There are 112,000 foreign
residents in the Keihin region [7]; however, little information is available on their mental health. Although
there has been a systematic review of the mental well-being of international immigrants to Japan [28], the
subjects in the review were not a clinical sample but were instead members of the general population,
such as students and workers. To the best of our knowledge, few regional studies using clinical samples
of foreign residents with mental health problems have been conducted in Japan, even if reports written in
Japanese were taken into consideration [32–35]. The aim of the present study was to investigate the
demographic and clinical characteristics of foreign residents who visited the psychiatry departments at
central hospitals in the Keihin region.

Methods
Procedures and subjects

This is a retrospective study using medical records. The subjects were foreign nationals who resided in
Japan and presented at the psychiatry departments of three central hospitals in the Keihin region over a
3-year period from April 1, 2016, to March 31, 2019. Of the three hospitals, the Toho University Omori
Medical Center (TUO) covers the southeastern area of Tokyo, the Kawasaki Municipal Hospital (KMH)
covers the southern area of Kawasaki, and the Saiseikai Yokohamashi Tobu Hospital (SYT) covers the
eastern area of Yokohama. We investigated the patients’ demographic and clinical information including
nationality/region, spoken language, family members, use of a medical interpreter, pathway to hospitals,
medical history, substance use, and follow-up and outcome. Psychiatric diagnoses were based on the
criteria of the International Statistical Classi�cation of Diseases and Related Health Problems, 10th
Revision (ICD-10) [36].

This study was performed as part of the Mental health and Early Intervention in the Community-based
Integrated care System (MEICIS) project supported by the Health Labour Sciences Research Grant
(19GC1015).

The study protocol was approved by the Ethics Committees of the Faculty of Medicine, Toho University
(A19058), KMH (2019-21), and SYT (2019010). Informed consent was obtained in the form of opt-out on
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a website. The study was performed in accordance with the principles laid down in the latest version of
the Declaration of Helsinki.

Analysis

For comparisons of the data obtained in the present study with the nationwide circumstances in Japan,
national survey data on foreign residents [7], population in Japan [8], and patients with psychiatric
disorders [37] were used.

Results
A total of 205 individuals (1.4%) met the inclusion criteria among all 14511 patients who visited the
psychiatry departments of three hospitals, consisting of 62 foreign nationals out of 7269 patients (0.8%)
at TUO, 91 out of 3566 (2.6%) at KMH, and 52 out of 3649 (1.4%) at SYT (Table 1).
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Table 1
Demographics and clinical information for foreign patients

  Total

n = 205

TUO

n = 62

KMH

n = 91

SYT

n = 52

  n % n % n % n %

Sex                

Male 72 35.1 29 46.8 28 30.8 15 28.8

Female 133 64.9 33 53.2 63 69.2 37 71.2

Age (mean, SD) 45.8 16.5 46.1 18.3 46.7 16.0 43.9 14.7

Nationality/region                

China 72 35.1 27 43.5 33 36.3 12 23.1

Philippine 38 18.5 11 17.7 19 20.9 8 15.4

Korea 33 16.1 5 8.1 16 17.6 12 23.1

Brazil 10 4.9 0 0 6 6.6 4 7.7

United States 7 3.4 1 1.6 2 2.2 4 7.7

Taiwan 7 3.4 4 6.5 2 2.2 1 1.9

Vietnam 5 2.4 3 4.8 1 1.1 1 1.9

Peru 4 2.0 0 0 2 2.2 2 3.8

India 3 1.5 1 1.6 0 0 2 3.8

Bangladesh 3 1.5 0 0 2 2.2 1 1.9

Others 23 11.2 10 16.1 8 8.8 5 9.6

Language                

Cannot speak Japanese 47 22.9 17 27.4 14 15.4 16 30.8

Interpreted by relatives 35 17.1 16 25.8 11 12.1 8 15.4

Interpreted by a professional 11 5.4 1 1.6 2 2.2 8 15.4

TUO: Toho University Omori Medical Center; KMH: Kawasaki Municipal Hospital; SYT: Saiseikai
Yokohamashi Tobu Hospital; RHQ: Refugee Assistance Headquarters; F0: Organic, including
symptomatic, mental disorders; F1: Mental and behavioral disorders caused by psychoactive
substance use; F2: Schizophrenia, schizotypal and delusional disorders; F3: Mood (affective)
disorders; F4: Neurotic, stress-related and somatoform disorders; F5: Behavioral syndromes
associated with physiological disturbances and physical factors; F6: Disorders of adult personality
and behavior; F7: Mental retardation; F8: Disorders of psychological development; F9: Behavioral and
emotional disorders with onset usually occurring in childhood and adolescence (F90-F98); G40:
Epilepsy.
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  Total

n = 205

TUO

n = 62

KMH

n = 91

SYT

n = 52

Pathway to hospital visitation                

Voluntary visit 89 43.4 10 16.1 56 61.5 23 44.2

From other hospital 52 25.4 19 30.6 25 27.5 8 15.4

From other department 42 20.5 23 37.1 4 4.4 15 28.8

Suicide attempts 8 3.9 4 6.5 1 1.1 3 5.8

Request of the police 6 2.9 0 0 5 5.5 1 1.9

From the RHQ 2 1.0 2 3.2 0 0 0 0

Temporary visit on parole 2 1.0 0 0 0 0 2 3.8

Others 4 2.0 4 6.5 0 0 0 0

Diagnosis                

F0 12 5.9 7 11.3 2 2.2 3 5.8

F1 13 6.3 4 6.5 6 6.6 3 5.8

F2 42 20.5 12 19.4 20 22.0 10 19.2

F3 41 20.0 12 19.4 14 15.4 15 28.8

F4 50 24.4 14 22.6 23 25.3 13 25.0

F5 22 10.7 1 1.6 15 16.5 6 11.5

F6 3 1.5 0 0 2 2.2 1 1.9

F7 4 2.0 1 1.6 3 3.3 0 0

F8 1 0.5 1 1.6 0 0 0 0

F9 3 1.5 3 4.8 0 0 0 0

G40 8 3.9 1 1.6 6 6.6 1 1.9

No diagnosis 6 2.9 6 9.7 0 0 0 0

TUO: Toho University Omori Medical Center; KMH: Kawasaki Municipal Hospital; SYT: Saiseikai
Yokohamashi Tobu Hospital; RHQ: Refugee Assistance Headquarters; F0: Organic, including
symptomatic, mental disorders; F1: Mental and behavioral disorders caused by psychoactive
substance use; F2: Schizophrenia, schizotypal and delusional disorders; F3: Mood (affective)
disorders; F4: Neurotic, stress-related and somatoform disorders; F5: Behavioral syndromes
associated with physiological disturbances and physical factors; F6: Disorders of adult personality
and behavior; F7: Mental retardation; F8: Disorders of psychological development; F9: Behavioral and
emotional disorders with onset usually occurring in childhood and adolescence (F90-F98); G40:
Epilepsy.
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  Total

n = 205

TUO

n = 62

KMH

n = 91

SYT

n = 52

Substance use                

Alcohol 11 5.4 4 6.5 5 5.5 2 3.8

Amphetamine 5 2.4 0 0 2 2.2 3 5.8

Cannabis 3 1.5 0 0 0 0 3 5.8

Thinner 2 1.0 0 0 1 1.1 1 1.9

Others 3 1.5 3 4.8 0 0 0 0

Treatment                

Outpatient 194 94.6 60 96.8 83 91.2 51 98.1

Outpatient after hospitalization 7 3.4 2 3.2 5 5.5 0 0

Hospitalization 4 2.0 0 0 3 3.3 1 1.9

Outcome                

Followed up 90 43.9 26 41.9 39 42.9 25 48.1

Discontinued by oneself 66 32.2 21 33.9 26 28.6 19 36.5

Finished follow up 22 10.7 5 8.1 12 13.2 5 9.6

Introduced to other hospital/clinic 21 10.2 8 12.9 11 12.1 2 3.8

Only hospitalization 3 1.5 0 0 2 2.2 1 1.9

TUO: Toho University Omori Medical Center; KMH: Kawasaki Municipal Hospital; SYT: Saiseikai
Yokohamashi Tobu Hospital; RHQ: Refugee Assistance Headquarters; F0: Organic, including
symptomatic, mental disorders; F1: Mental and behavioral disorders caused by psychoactive
substance use; F2: Schizophrenia, schizotypal and delusional disorders; F3: Mood (affective)
disorders; F4: Neurotic, stress-related and somatoform disorders; F5: Behavioral syndromes
associated with physiological disturbances and physical factors; F6: Disorders of adult personality
and behavior; F7: Mental retardation; F8: Disorders of psychological development; F9: Behavioral and
emotional disorders with onset usually occurring in childhood and adolescence (F90-F98); G40:
Epilepsy.

Table 1 about here.

The overall sex ratio among the foreign patients was 1:1.9 (men:women), and the mean age was
45.8 years. The distribution of foreign patients according to age is shown in Fig. 1, with the number of
foreign residents in Japan shown by the dotted line [7].

Figure 1 about here.
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Regarding the nationality/region of the subjects, Chinese/China (35.1%) was the most common, followed
by Filipino/the Philippines (18.5%), Korean/Korea (16.1%), and Brazilian/Brazil (4.9%). Forty-seven of the
205 (22.9%) subjects could not speak Japanese; therefore, 35 out of the 205 subjects (17.1%) required
interpretation by their family members or friends, and 11 out of 205 subjects (5.4%) required
interpretation by a professional interpreter.

Regarding the pathways to hospital visitation, voluntary visits by themselves or at the recommendation
of family or friends (43.4%) were the most common, followed by introductions from other hospitals
(25.4%) and introductions from other departments within the same hospital (20.5%). Eight patients (3.9%)
visited because of suicide attempts, and 6 patients (2.9%) visited at the request of the police.

From the viewpoint of diagnosis, neurotic, stress-related and somatoform disorders (ICD code: F4) were
the most common (24.4%), followed by schizophrenia, schizotypal and delusional disorders (ICD code:
F2) (20.5%) and mood disorder (ICD code: F3) (20.0%). After excluding 6 subjects who did not receive a
diagnosis, the distribution of diagnoses was compared with data from a national survey of psychiatric
patients in Japan who had consulted a psychiatrist for a routine examination before undergoing renal
transplantation at TUO (Fig. 2).

Figure 2 about here.

Regarding treatment, only a few patients were hospitalized (5.4%); 90 patients (43.9%) received
continuous follow-up care at an outpatient department, and 66 patients (32.2%) discontinued their
treatment by themselves.

Discussion
We aimed to clarify the characteristics of foreign residents visiting psychiatric departments in the Keihin
region, which is the largest metropolitan area of Japan. The results revealed that the proportion of foreign
patients was 1.4% among the total patients, that most of the foreign residents were from Asian countries,
and that their mean age was 45.8 years. We also revealed that there were about twice as many female
patients as there were male patients, and that neurotic disorders (ICD code: F4) were the most common
diagnosis. Foreign patients who could not speak Japanese received interpretation through a family
member or friend more frequently than through a trained medical interpreter.

Nationality/region

The percentage of foreign patients seeking psychiatric treatment (1.4%) was relatively low, compared
with the percentage of foreign residents living in the Keihin region (4.4%) [7, 8]. This result may indicate
that foreign residents in Japan are less likely to contact adequate services for mental health problems,
compared with majority populations, similar to the results of other studies published outside of Japan
[13, 29].
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In 2019, there were 2.82 million foreign residents living in Japan, including 0.79 million Chinese, 0.45
million Koreans, 0.37 million Vietnamese, 0.28 million Filipinos, and 0.21 million Brazilians [7]. The
distribution of nationalities in the present study was similar to that for Japan overall (Table 1). When
looking at changes in foreign populations over the past 10 years in Japan, the numbers of Chinese and
Filipinos have been increasing moderately, while the number of Koreans has been gradually decreasing.
Notably, the number of Vietnamese is growing rapidly, increasing from 41,000 in 2009 to 370,000 in 2019
[7]. Of the 110,000 foreign nationals living in the Keihin region, 12,000 are Vietnamese, and the Keihin
region is known to be an area where the number of Vietnamese foreign residents is increasing rapidly [7].
Given that this increase in Vietnamese people living in the Keihin region is relatively new, the low
proportion of Vietnamese patients in the present study may suggest that a short duration of residing in
Japan as an ethnic group may be a barrier to appropriate consultation [28, 38]. Furthermore, many
Vietnamese individuals living in Japan are young technical intern trainees, and this characteristic seems
to be related to a relatively short visit [4].

Distribution of foreign patients according to age

The age distribution of the foreign resident population in Japan peaks at individuals in their twenties,
which corresponds to an age of increased susceptibility to mental illnesses (Figure 1) [7, 39, 40]. Since
immigrants are known to have greater mental vulnerability than the majority populations in a community
[10, 15, 16, 23], a number of foreign residents in Japan are thought to be at a high risk of mental illness.
Regarding residence status, the number of foreign students and technical intern trainees is rapidly
increasing, accounting for 24% of the total for foreign residents in 2019 [7]. This means that the in�ow of
foreign residents in their youth or early adulthood has increased in Japan. Mental health problems in
young adults negatively impact academic, professional, and social activities [41]. While the distribution of
psychiatric patients by age generally follows the distribution of the total population by age in Japan [37,
42], the age distribution of foreign residents who visited psychiatric department at three hospitals was
dissociated from the age distribution of foreign residents in Japan (Figure 1) [7]. This suggests that
young foreign residents with a relatively high risk for mental illness are not accessing appropriate
services. The lack of access among young foreign residents may also be explained by a short-period of
residence in Japan [13, 28], although further investigations are needed. On the other hand, the fact that
middle-aged patients were prominent in the present study may be explained by the association of these
individuals with long-term residents who may face fewer language barriers [13, 28]. A previous report
showed that a de�ciency in social connections in post-migratory surroundings can lead to isolation and
distress [38]. Therefore, there is a need to develop community-based integrated mental health services
that include foreign residents [13, 40, 43].

Sex ratio of foreign patients

The sex ratio of psychiatric patients in Japan was almost even in a national survey [37]. However, the
number of male patients in the present study was disproportionally low, although the sex ratio of foreign
residents living in Japan is also almost even (males: 49.0%; females: 51.0%) [7]. This difference can be
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explained by a previous �nding that male immigrants are known to be less likely to use services than
female immigrants [13, 38]. Meanwhile, a systematic review on immigrants to Japan suggested that
female immigrants faced barriers to mental well-being; however, most of the reviewed studies
investigated speci�c samples, such as students [28].

Pathways to hospital visitation and language problems

About forty percent of the subjects visited the psychiatric departments voluntarily by themselves or at the
recommendation of a family member or friend, and almost the same proportion of subjects were
introduced by other hospitals or other departments in the same hospital. The result that the proportion of
subjects introduced by other hospitals or departments was comparable with the proportion of subjects
visiting on a voluntary basis is consistent with previous studies, indicating that immigrants may have
di�culty seeking psychiatric medical consultations directly because of language barriers, a lack of
encouragement from others, or stigmas towards mental illness [28, 32, 44].

As for involuntary visits, the results that 3.9% of the patients visited because of suicide attempts and
2.9% visited at the request of the police also seem to be worth noting. Immigrants are reportedly more
likely to experience suicidal ideation and to have received fewer services before a suicide [23, 30]. The
present results also suggest that their mental health problems may not have been properly treated,
resulting in suicide attempts. Regarding the subjects who visited at the request of the police, most of their
diagnoses were schizophrenia. Further studies that examine the duration of untreated psychosis (DUP)
among foreign nationals in Japan, who have di�culty accessing social support and resources, as well as
among the total population in Japan are anticipated [45].

Regarding medical interpretation, a number of studies have reported that the quality of care in patients
who did not speak a host country’s language was compromised when interpreters were not available,
whereas trained professional interpreters have positive effects on patient satisfaction, quality of care, and
patient outcomes [46]. A systematic review on immigrants in Japan suggested two common barriers:
troubles in communicating in Japanese, and a lack of social support [28]. About one fourth of the
subjects could not speak Japanese, and these subjects required interpretation by a family member, not a
trained medical interpreter (Table 1). Professional medical interpreters are preferred because family
interpreters can unknowingly convey technical errors because of a lack of expert knowledge. Inadequate
interpretation may lead to serious consequences for patients with mental problems [46]. Language
barriers are known to be associated with poor mental health, a low use of appropriate services, and an
increase in suicide behavior [13, 28, 47]. The present study revealed that the use of medical interpreters
remains rare, and this limitation may impede the health conditions, especially the mental health
conditions, of foreign residents.

Diagnosis

Neurotic, stress-related and somatoform disorders (ICD code: F4), which have a signi�cant impact on
social functioning [48], were the most common diagnoses (Table 1). The proportion of F4 diagnoses in
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this study was higher than that for Japanese national data (Figure 2). This result suggests that
acculturation stress in daily living surrounded by different cultures and habits affects foreign residents,
as previous studies have reported [10, 17]. The proportion of schizophrenia, schizotypal and delusional
disorders (ICD code: F2), which was the second most common diagnosis in this study, was almost equal
to that for Japanese national data (Figure 2). Immigration is reportedly a risk factor for the onset of
psychosis [15]. The proportion of F2 diagnoses in this study would likely be higher if young foreign
residents visited hospitals when needed. Mood disorder (ICD code: F3) was the third most common
diagnosis, and the proportion of F3 diagnoses in this study was relatively smaller than that for Japanese
national data (Figure 2). This result may re�ect that immigrants are not at risk for mood disorders, which
is consistent with a meta-analysis that did not show a signi�cant increase in mood disorders associated
with immigration [22].

Immigrants are known to be at risk for substance use for reasons that include acculturative stress, social
and economic disparity, and co-morbid mental health disorders. Some reviews have indicated that
immigrants, even children and young people, have a high risk of substance use, including drug injection
[20, 24, 49]. Actually, the proportion of mental and behavioral disorders arising from psychoactive
substance use (ICD code: F1) in this study was higher than that for Japanese national data (Figure 2).

Treatment outcome

In terms of treatment continuation, a survey conducted by the World Health Organization showed that the
discontinuation rate for psychiatric treatments was about 20% [50]. In a Canadian study of �rst-episode
psychosis, disengagement rates did not differ signi�cantly between immigrant and non-immigrant
groups (23% vs. 25%) [51]. Although it remains uncertain whether immigrants are more likely to
discontinue treatment than the general population, the discontinuation rate in the present study (32.2%)
appeared to be fairly high (Table 1).

Limitations

Some limitations should be noted in this study. This was a retrospective study based on medical records,
and the targeted period of the record investigation was three years. Furthermore, the study sample was
from data obtained at only three hospitals in the Keihin region. However, these hospitals are responsible
for areal core hospital function and are the largest hospitals in each district of the Keihin region.
Therefore, the �ndings in this study are thought to re�ect the actual situation in the region.

Community-based integrated care system and implementation

Based on the above results, further research is needed to reveal how host societies can enrich
opportunities for immigrants’ mental health and improve access to social networks for support. There is
an international movement toward developing a community-based integrated mental health service, in
which mental health professionals and policy makers work together [52-54]. Recent review articles have
suggested that an integrated care system for young people was effective for the prevention of mental
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illness and for early intervention [40]. Some countries have begun to implement school-based programs
for supporting the mental health and psychosocial wellbeing of young immigrants [55]. We have
undertaken a project named MEICIS (Mental health and Early Intervention in the Community-based
Integrated care System), which is funded by the Ministry of Health, Labour, and Welfare of Japan. The
present results suggest that an optimal community-based integrated mental health care system that
includes early consultation and intervention for foreign residents is necessary. The use of the
Consolidated Framework for Implementation Research (CFIR), which has guided and assessed initiatives
in community-based healthcare [56-58], seems promising to establish such a system.

Conclusions
This study demonstrated one aspect of the current status of foreign residents with mental health
problems in Japan. The proportion of foreign patients who visited the psychiatric departments seemed to
be relatively low, compared with the proportion of foreign residents living in Japan. The number of young
foreign patients was also thought to be quite small, considering the age distribution of the foreign
resident population in Japan. Regarding the sex ratio, male patients were disproportionally low. Neurotic
disorders (ICD code: F4) were the most common diagnoses among foreign patients. Most of the foreign
patients who did not speak Japanese received interpretation from a relative, and not from a professional
medical interpreter. The development of a community-based integrated care system that includes foreign
residents is thought to be indispensable in the future.

Abbreviations
TUO: Toho University Omori Medical Center; KMH:Kawasaki Municipal Hospital; SYT:Saiseikai
Yokohamashi Tobu Hospital; ICD-10:the criteria of the International Statistical Classi�cation of Diseases
and Related Health Problems, 10th Revision.

Declarations
Acknowledgements

None.

Authors’ contributions

T.N. conceived the idea and methodology for this study. A.M., S.M., H.S., N.T., and M.M. were involved in
the conceptualization level of the study. Y.T., M.I., M.K., and E.Y. collected the data. Y.T., T.N., and M.I.
analyzed the data and wrote the �rst draft of the manuscript. All the authors contributed to the
preparation of the �nal manuscript and approved its submission.

Funding



Page 15/20

This work was supported by the Health Labour Sciences Research Grant (19GC1015) to T.N.

Availability of data and materialsThe data sets used and /or analyzed during the present study are
available from the corresponding author on reasonable request.

Ethics approval and consent to participate

The study protocol was approved by the Ethics Committees of the Faculty of Medicine, Toho University
(A19058), KMH (2019-21), and SYT (2019010). Informed consent was obtained in the form of opt-out on
a website.

Consent for publication

Informed consent was obtained in the form of opt-out on a website.

Competing interests

The authors declare that they have no competing interests.

References
1. United Nations, Department of Economic and Social Affairs. Population Division. World population

prospects: migration data. [accessed 2 May 2020]. Available from:
https://esa.un.org/unpd/wpp/Download/Standard/Migration/.

2. Castles S, de Haas H, Miller MJ. The age of migration: International population movements in the
modern world. 5th ed. Hampshire: Palgrave Macmillan; 2014.

3. United Nations, Department of Economic and Social Affairs. Population Division. International
migration report 2015. New York: United Nations; 2016.

4. Ministry of Justice. Immigration control and residency management: Data section; 2019. [accessed 1
May 2020]. Available from: http://www.moj.go.jp/content/001310189.pdf.

5. Immigration Services Agency of Japan. Basic plan for immigration control (5th Edition) provisional
translation; 2015. [accessed 1 May 2020]. Available from: http://www.immi-
moj.go.jp/seisaku/2015_kihonkeikaku_honbun_pamphlet_english.pdf.

�. OECD (Organisation for Economic Co-operation and Development). OECD international migration
database and labour market outcomes of immigrants; 2019. [accessed 30 January 2020]. Available
from: http://www.oecd.org/els/mig/keystat.htm.

7. Ministry of Justice. The statics of foreign residents in 2019 (in Japanese); 2019. [accessed 30 May
2020]. Available from: http://www.moj.go.jp/housei/toukei/toukei_ichiran_touroku.html.

�. Statistics Bureau of Japan. Population estimates in 2019 (in Japanese); 2020. [accessed 6 February
2020]. Available from: http://www.stat.go.jp/english/data/jinsui/2.html.



Page 16/20

9. Ministry of Justice. Efforts for acceptance of foreign nationals and harmonious coexistence; 2018.
[accessed 1 May 2020]. Available from: http://www.moj.go.jp/content/001308076.pdf.

10. Hou WK, Liu H, Liang L, Ho J, Kim H, Seong E, Bonanno GA, Hobfoll SE, Hall BJ. Everyday life
experiences and mental health among con�ict-affected forced migrants: A meta-analysis. J Affect
Disord. 2020;264:50–68.

11. Bustamante LHU, Cerqueira RO, Leclerc E, Brietzke E. Stress, trauma, and posttraumatic stress
disorder in migrants: a comprehensive review. Braz J Psychiatry. 2018;40(2):220–5.

12. Kuo BC. Coping, acculturation, and psychological adaptation among migrants: a theoretical and
empirical review and synthesis of the literature. Health Psychol Behav Med. 2014;2(1):16–33.

13. Derr AS. Mental health service use among immigrants in the United States: A systematic review.
Psychiatr Serv. 2016;67(3):265–74.

14. Virupaksha HG, Kumar A, Nirmala BP. Migration and mental health: An interface. J Nat Sci Biol Med.
2014;5(2):233–9.

15. Morgan C, Knowles G, Hutchinson G. Migration, ethnicity and psychoses: evidence, models and
future directions. World Psychiatry. 2019;18(3):247–58.

1�. George U, Thomson MS, Chaze F, Guruge S. Immigrant mental health, a public health issue: looking
back and moving forward. Int J Environ Res Public Health. 2015;12(10):13624–48.

17. Berry JW. Immigration, acculturation, and adaptation. J Appl Psychol. 1997;46(1):5–34.

1�. Sirin SR, Sin E, Clingain C, Rogers-Sirin L. Acculturative stress and mental health: implications for
immigrant-origin youth. Pediatr Clin North Am. 2019;66(3):641–53.

19. Kirmayer LJ, Minas H. The future of cultural psychiatry: an international perspective. Can J
Psychiatry. 2000;45(5):438–46.

20. Horyniak D, Melo JS, Farrell RM, Ojeda VD, Strathdee SA. Epidemiology of substance use among
forced migrants: a global systematic review. PLoS One. 2016;11(7):e0159134.

21. Gkiouleka A, Avrami L, Kostaki A, Huijts T, Eikemo TA, Stathopoulou T. Depressive symptoms among
migrants and non-migrants in Europe: documenting and explaining inequalities in times of socio-
economic instability. Eur J Public Health. 2018;28(suppl_5):54–60.

22. Swinnen SG, Selten JP. Mood disorders and migration: meta-analysis. Br J Psychiatry. 2007;190:6–
10.

23. Fortuna LR, Alvarez K, Ramos Ortiz Z, Wang Y, Mozo Alegria X, Cook BL, Alegria M. Mental health,
migration stressors and suicidal ideation among Latino immigrants in Spain and the United States.
Eur Psychiatry. 2016;36:15–22.

24. Curtis P, Thompson J, Fairbrother H. Migrant children within Europe: a systematic review of children's
perspectives on their health experiences. Public Health. 2018;158:71–85.

25. Sza�arski M, Bauldry S. The effects of perceived discrimination on immigrant and refugee physical
and mental health. Adv Med Sociol. 2019;19:173–204.



Page 17/20

2�. Pascoe EA, Smart Richman L. Perceived discrimination and health: a meta-analytic review. Psychol
Bull. 2009;135(4):531–54.

27. Ministry of Justice. Analytical report of the foreign residents survey -Revised Edition-; 2017.
[accessed 6 February 2020]. Available from: http://www.moj.go.jp/content/001249011.pdf.

2�. Miller R, Tomita Y, Ong KIC, Shibanuma A, Jimba M. Mental well-being of international migrants to
Japan: a systematic review. BMJ Open. 2019;9(11):e029988.

29. Straiton M, Rene�ot A, Diaz E. Immigrants' use of primary health care services for mental health
problems. BMC Health Serv Res. 2014;14:341.

30. Oien-Odegaard C, Rene�ot A, Hauge LJ. Use of primary healthcare services prior to suicide in Norway:
a descriptive comparison of immigrants and the majority population. BMC Health Serv Res.
2019;19(1):508.

31. Ministry of Land, Infrastructure, Transport, and Tourism. Geospatial information authority of Japan:
the national atlas of Japan (in Japanese); 1990. [accessed 2 May 2020]. Available from:
https://www.gsi.go.jp/atlas/atlas-e-etsuran.html.

32. Abe Y. Immigrants and refugees perception of coexistence towards a multicultural society-analysis
from a clinical point of view. Jpn Bull Soc Psychiat. 2019;28(1):79–85. (in Japanese).

33. Hori T, Tachikawa H, Ishii T, Shimada N, Takemori T, Lebowitz A, Asada T. An analysis of mental
disorders of international students visiting the mental health service at Tsukuba university health
center. Seishin Shinkeigaku Zasshi. 2012;114(1):3–12. (in Japanese).

34. Ii J, Omote S, Okamoto R, Nakada A, Mizumoto Y. High risk of postnatal depression and relevant
factors of Chinese mothers in Japan. J Wellness Health Care. 2020;43(2):23–31.

35. Kita S, Minatani M, Hikita N, Matsuzaki M, Shiraishi M, Haruna M. A Systematic review of the
physical, mental, social, and economic problems of immigrant women in the perinatal period in
Japan. J Immigr Minor Health. 2015;17(6):1863–81.

3�. World Health Organization. The ICD-10 classi�cation of mental and behavioral disorders, clinical
descriptions and diagnostic guidelines. Switzerland: Geneva; 1992.

37. Ministry of Health, Labour and Welfare. The number of patients with mental illness from. “Patient
Survey” in 2017 (in Japanese); 2019. [accessed 31 December 2020]. Available from:
https://www.mhlw.go.jp/kokoro/speciality/data.html.

3�. Salinero-Fort MA, del Otero-Sanz L, Martin-Madrazo C, de Burgos-Lunar C, Chico-Moraleja RM, Rodes-
Soldevila B, Jimenez-Garcia R, Gomez-Campelo P, Health, Migration Group. The relationship between
social support and self-reported health status in immigrants: an adjusted analysis in the Madrid
Cross Sectional Study. BMC Fam Pract. 2011;12:46.

39. Kessler RC, Berglund P, Demler O, Jin R, Merikangas KR, Walters EE. Lifetime prevalence and age-of-
onset distributions of DSM-IV disorders in the National Comorbidity Survey Replication. Arch Gen
Psychiatry. 2005;62(6):593–602.

40. Fusar-Poli P. Integrated mental health services for the developmental period (0 to 25 years): A critical
review of the evidence. Front Psychiatry. 2019;10:355.



Page 18/20

41. Bultmann U, Arends I, Veldman K, McLeod CB, van Zon SKR, Amick Iii BC. Investigating young adults'
mental health and early working life trajectories from a life course perspective: the role of transitions.
J Epidemiol Community Health. 2020;74(2):179–81.

42. Statistics Bureau of Japan. Population estimates in 2017 (in Japanese); 2018. [accessed 5 May
2020]. Available from: http://www.stat.go.jp/english/data/jinsui/2.html.

43. Nemoto T. Changes of treatments for schizophrenia: community-based psychiatry and early
intervention. Jpn J Clin Psychiatry. 2020;49(2):195–202. (in Japanese).

44. Ng CH. The stigma of mental illness in Asian cultures. Aust N Z J Psychiatry. 1997;31(3):382–90.

45. Ito S, Nemoto T, Tsujino N, Ohmuro N, Matsumoto K, Matsuoka H, Tanaka K, Nishiyama S, Suzuki M,
Kinoshita H, et al. Differential impacts of duration of untreated psychosis (DUP) on cognitive
function in �rst-episode schizophrenia according to mode of onset. Eur Psychiatry. 2015;30(8):995–
1001.

4�. Flores G. The impact of medical interpreter services on the quality of health care: a systematic
review. Med Care Res Rev. 2005;62(3):255–99.

47. Forte A, Trobia F, Gualtieri F, Lamis DA, Cardamone G, Giallonardo V, Fiorillo A, Girardi P, Pompili M.
Suicide risk among immigrants and ethnic minorities: A literature overview. Int J Environ Res Public
Health. 2018;15(7).

4�. Nemoto T, Uchino T, Aikawa S, Saito J, Matsumoto H, Funatogawa T, Yamaguchi T, Katagiri N,
Tsujino N, Mizuno M. Social anxiety and negative symptoms as the characteristics of patients with
schizophrenia who show competence-performance discrepancy in social functioning. Psychiatry Clin
Neurosci. 2019;73(7):394–9.

49. Melo JS, Mittal ML, Horyniak D, Strathdee SA, Werb D. Injection drug use trajectories among migrant
populations: A narrative review. Subst Use Misuse. 2018;53(9):1558–70.

50. Wells JE, Browne MO, Aguilar-Gaxiola S, Al-Hamzawi A, Alonso J, Angermeyer MC, Bouzan C,
Bruffaerts R, Bunting B, Caldas-de-Almeida JM, et al. Drop out from out-patient mental healthcare in
the World Health Organization's World Mental Health Survey initiative. Br J Psychiatry.
2013;202(1):42–9.

51. Maraj A, Veru F, Morrison L, Joober R, Malla A, Iyer S, Shah J. Disengagement in immigrant groups
receiving services for a �rst episode of psychosis. Schizophr Res. 2018;193:399–405.

52. McGorry P, Bates T, Birchwood M. Designing youth mental health services for the 21st century:
examples from Australia, Ireland and the UK. Br J Psychiatry Suppl. 2013;54:s30-5.

53. Song P, Tang W. The community-based integrated care system in Japan: Health care and nursing
care challenges posed by super-aged society. Biosci Trends. 2019;13(3):279–81.

54. Settipani CA, Hawke LD, Cleverley K, Chaim G, Cheung A, Mehra K, Rice M, Szatmari P, Henderson J.
Key attributes of integrated community-based youth service hubs for mental health: a scoping
review. Int J Ment Health Syst. 2019;13:52.

55. Bennouna C, Khauli N, Basir M, Allaf C, Wessells M, Stark L. School-based programs for Supporting
the mental health and psychosocial wellbeing of adolescent forced migrants in high-income



Page 19/20

countries: A scoping review. Soc Sci Med. 2019;239:112558.

5�. Henderson J, Hess M, Mehra K, Hawke LD. From planning to implementation of the YouthCan
IMPACT Project: a formative evaluation. J Behav Health Serv Res. 2020;47(2):216–29.

57. Damschroder LJ, Aron DC, Keith RE, Kirsh SR, Alexander JA, Lowery JC. Fostering implementation of
health services research �ndings into practice: a consolidated framework for advancing
implementation science. Implement Sci. 2009;4:50.

5�. Ross CB, Graham AC, Enola KP. Dissemination and implementation research in health: translating
science to practice. 2nd ed. Oxford: Oxford University Press; 2017.

Figures

Figure 1

Age distributions of foreign patients visiting three hospitals and foreign residents living in Japan. The
number of foreign residents between the ages of 11-75 years living in Japan (foreign resident statistics
as of June 2019 [7]) is shown by the dotted line on the bar graph, which shows the ages of the foreign
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patients visiting three hospitals. TUO: Toho University Omori Medical Center; KMH: Kawasaki Municipal
Hospital; and SYT: Saiseikai Yokohamashi Tobu Hospital.

Figure 2

Comparison of diagnoses among foreign patients visiting three hospitals and data from a national
survey. Psychiatric patients in Japan: number of patients with mental illness from a “Patient Survey”
conducted in 2017 [37]. F0: Organic, including symptomatic, mental disorders; F1: Mental and behavioral
disorders caused by psychoactive substance use; F2: Schizophrenia, schizotypal and delusional
disorders; F3: Mood (affective) disorders; F4: Neurotic, stress-related and somatoform disorders; G40:
Epilepsy. Other diagnoses included behavioral syndromes associated with physiological disturbances
and physical factors (ICD code: F5), disorders of adult personality and behavior (ICD code: F6), mental
retardation (ICD code: F7), disorders of psychological development (ICD code: F8), and behavioral and
emotional disorders with onset usually occurring in childhood and adolescence (ICD code: F90-F98).


