Mental Health Literacy and on mental health

system in each country.

2. Purpose of the Research on Mental
Health Literacy

It was agreed to undertake joint research in

both Australia and Japan aiming at ‘Improving

Community Attitudes to Mental Illness’.

The major purpose of the research, for the
Australian researchers, was to find out whether
there had been changes in mental health literacy,
judged against the baseline of an earlier survey,
and the effectiveness of campaign activities that
had been undertaken.

On the other hand, the purpose for the Japanese
researchers was to carry out a large-scale
nation-wide survey for the first time to
understand awareness of mental health and
attitudes to mental illness by the general public
and specialists. Although the need for correct
education on mental health literacy was
increasingly recognized in Japan, given the
environment where various mental health
i1ssues were occurring in recent times, there was
very little information available to support such
efforts. There were some small-scale surveys;
(i.e. surveys taken in local mental health
centres or surveys taken within specific groups)
and to some degree large-scale surveys, such as
a part of the "Survey on Health and Welfare
Trend’ by the Ministry of Health, Labour and
Welfare, and the surveys on 'Schizophrenia’
and "Awareness of Cases such as Personality

Disorder’ by the National Institute of Mental

Health. However, the information gathered in
these surveys proved to be insufficient to be
generalised, because of the small number of
communities involved, for any use by the
national or local governments and because of
lack of comparability of the questionnaires

used.

In the report (‘Future Mental Treatment’) based

on these survey results, completed the
Affiliated Committee for Mental Disorders at
the People with Disabilities Subcommittee of
the Social Society Council the research team
tried to provide basic information to understand
the community’s attitude to those with mental
disorders at a time when it is proposed to
discharge and rehabilitate 72,000 inpatients in
mental hospitals who are categorised as
“possible to be discharged when post discharge

conditions are met”.

On examining the comparison between the two
countries, the researchers decided to clarify the
differences in social and cultural understanding
of mental health and mental illness and to study
the future development in the related fields in

each country.

The Australian research group was lead by Prof.
Anthony F Jorm with the members including
Dr Helen Christensen and Dr Kathleen M
Griffths. The Japanese research group was lead
by Prof. Yoshibumi Nakane with the members
including Dr Hideyuki Nakane, Dr Kumiko
Yoshioka and Dr Tadashi Takeshima. Dr

Tekeshima aimed to understand and compare



the mental health and welfare system in
Australia and Japan, with the idea that the
community awareness of mental health and
attitude to mental illness

were  strongly

influenced by the mental health services

provided in the area. He repeated visits to
institutes and facilities related to mental health

in Australia and interviewed their staff.

3. Summary of Mental Health
Literacy Research
The Australia-Japan comparative study adopted,
as a starting point for discussion, the Australian
study that had been carried out previously. The
interview questionnaires called " Australian-
Japanese Survey Mental Health Literacy’ were
proposed by the Australian group and the
Japanese group converted them into a Japanese
titled “the Joint

version Japan-Australia

Comparative Survey Questionnaires Concern-
ing Knowledge and Understanding of Mental
Health” and furthermore converted them into
self-completion survey style = Survey Question-
naires concerning Knowledge and Understand-
mg of Mental Health’. The questionnaires
consisted of 120 questions including ID section
(respondents’ background information), recog-
nition rates regarding the case vignettes (2
cases describing depression and two cases
describeing schizophrenia), general understand-
ing, emotional reaction to the cases (including
prejudice and discrimination) and how the
public could support them, respondents’ mental
and physical health, and knowledge regarding
mental health. It required 30 minutes for an
interview. Some alteration was made for
self-completed questionnaire survey (which

was used for the survey of specialists).

IT Summary of Research Results of Mental Health Literacy

The Japanese research was carried out with the
support of Scientific Research Project of
Wellbeing of Mind funded by the Ministry of
Health, Labour and Welfare (Japanese FY 2003
— 2006). The Australia’s research was funded
by the Federal Government Department of
Health and Ageing, beyondblue and a National
Health and Medical Research Council Program
Grant.. Partial results are shown here. The

details are shown in attachments.

1. Samples

In Japan, the survey involved a national sample
of 2,000 adults aged between 20 and 60 in 2003,
In Australia, the survey involved a national
sample of 3,998 adults. Furthermore, the survey
involving the specialists was carried out in
Japan in 2004. The table 1 shows the details of

the samples.



Table 1 SUBJECTS

Age Groups 18-19 (20-29 | 30-39 | 40-49 | 50-59 | 60-69 | 70 +

General Population | 120 549 778 786 654 507 604 |3,998
(AUSTRALIA)

General Population - 400 400 400 400 400 - 2,000
(JAPAN)

Psychiatrists - 2 25 45 40 45 - 157
General physicians - 0 8 20 25 35 - 88
PSW - 114 112 76 48 15 - 365
ot - 183 108 34 5 4 - 334
Psychiatric Nurses - 18 39 67 46 2 - 172
General Nurses - 84 68 71 33 1 - 257
Total (JAPAN) 0 801 760 713 597 502 0 3,373

2. Methods colleges and one association cooperated in the
Household interviews were carried out using survey by selecting the samples for the
the questionnaires, based on the manual specialist survey. The response rate was 30%.

provided by the Australian group and translated

into Japanese. The locations for the survey
were examined at the Japanese researchers’
meeting. The survey of the specialists (in Japan
only) was carried out by posting the same

questionnaires used for the public. The five

3. Outcome
(1) Recognition rates of the cases

Table 2 and Figure 1 show recognition rates in
the cases of depression and schizophrenia by

the public and the specialists.

Table2 Recognition Rates Among Public by Type of vignette (%)

Depression Schizophrenia

Non-Suicidal Suicidal Early Chronic

Japan | Australia |Japan | Australia |Japan | Australia | Japan Australia
Depression 22.6 65.3 |35.0 71.3 13.6 3438 9.6 9.6
Schizophrenia 22 0.0 1.2 0.5 17.2 41.2 334 36.1
Nervous Problems 2.0 0.7 2.6 1.6 2.6 1.7 24 1.0
Psychological/Mental Problems 204 4.5 248 6.0 284 12.9 27.2 143
Mental Ilnes 9.2 3.0 10.2 55 21.6 23.0 12.8 358
Stress 250 16.6 198 109 50 3.1 38 28
Source: : Images of Mental Iliness in Japan’ Jpn Bull Soc Psychiat 15 (1)
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Figure 1: Percentage of respondents among general population and specialists by
the type of vignette
Note: Public; General Population, Psy; Psychiatrists, GP; General physicians, P-nurses; Psychiatric nurses, G-nurse;
General nurses, GP(au); Gp (Australian), Psy (au); Psychiatrists (Australian), CP (au); Clinical Psychologists
(Australian), M-H Nurse (au); Mental Health Nurses (Australian)
Cf: The following references giving the data on Australian Specialists were given by Prof. Jorm.
Jorm, AF., Korten, AE., Jacomb, P.A, Rodgers, B., Pollitt, P, Christensen, H. & Henderson, S. (1997).
Helpfulness of interventions for mental disorders: Beliefs of health professionals compared with the general
public.  British Journal of Psychiatry, 171, 233-237.
Caldwell, TM. & Jorm, AF. (2000). Mental health nurses' beliefs about interventions for schizophrenia and
depression: A comparison with psychiatrists and the public. Australian and New Zealand Journal of

Psychiatry, 34, 602-611.

(2) "Helpful’ person, intervention, and Table 3 shows the frequency of public
information for each type of respondents choosing each type of source as
vignette (Comparison of Japan and ‘helpful” for the vignette
Australia)

Table 3 Frequency of public respondents choosing each type of source
as "helpful’ for the vignette

Depression Schizophrenia

Non-Suicidal Suicidal Early Chronic

Japan | Australia | Japan | Australia | Japan | Australia | Japan | Australia




Type of person

GP 304 873 26.0 84.1 19.0 76.7 228 76.3
Pharmacist 68 | 354 66 | 332 42 236 42 281
Counsellor 858 | 822 876 | 855 870 | 850 88.6 83.1
Social worker 734 | 628 702 | 672 684 | 684 752 | 791
Phone counselling 424 | 635 498 66.2 35.6 56.6 29.6 475
Psychiatrist 694 | 65.0 724 | 713 730 | 805 790 | 802
Psychologist 566 | 669 512 | 697 562 | 736 652 | 749
Family 850 | 679 842 | 648 768 | 627 804 | o614
Close friends 848 | 782 832 | 771 704 | 730 702 | 720
Naturopath 112 | 349 148 | 318 84 237 9.0 194
Clergy 136 | 453 200 | 517 116 | 372 162 | 429
Deal with it alone 244 131 204 9.7 224 114 214 118
Medication

Tonic/herbal medicine | 202 | 502 164 | 437 106 | 313 124 | 332
Pain relievers 44 14.8 36 12.8 42 73 46 102
Antidepressants 348 | 46.7 36.0 | 525 386 | 499 39.8 426
Antibiotics 62 104 6.0 79 48 40 84 64
Sleeping pills 316 | 239 262 | 219 214 18.1 248 116
Antipsychotics 226 112 218 165 302 | 331 412 382
Tranquillizers 38.4 13.8 37.0 13.8 384 172 454 153
Intervention

Physical activity 694 | 920 734 | 925 734 | 874 70.6 79.6
Books 600 | 793 594 | 798 576 | 796 46.8 74.7
Get out more 67.0 | 87.0 720 | 903 672 | 87.1 61.6 | 765
Leam relaxation 382 | 836 412 | 853 262 | 771 294 | 68.7
Quit drinking 100 | 56.0 142 | 598 186 | 66.1 172 | 534
Psychotherapy 490 | 441 482 | 504 538 | 591 670 | 623
Hypnosis 280 | 224 288 | 239 224 | 299 332 | 309
Psychiatric ward 13.6 16.4 120 | 202 220 | 319 300 | 378
ECT 2.2 59 14 72 14 6.4 14 6.5
Occasional drink 314 | 444 250 | 418 152 | 311 200 | 273
Special diet 5.6 483 6.0 456 44 42.1 44 39.3

Source: : "Images of Mental Illness in Japan’ Jpn Bull Soc Psychiat 15 (1)




(3) Likely Cause of the Problem in the Public thought the cause of depression as
Vignette (Depression) (Public A-J  follows (Figure 2).

Comparison)
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Figure 2 Belief of likely cause for the depressives

(4) Attitude to Each Type of Vignette Public responses to the question :* Do you
(Prejudice and Discrimination by think the type of person in the vignette is

Community) discriminated in the community?” (Figure 3, 4)

B Australia O Japan

Figure 3 Percentage of Japanese and Australian respondents who think the person
described in the vignette would be discriminated against by others in the
community
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Figure 4 Comparison of respondents: ‘Community discriminates against them’

In the final year of the research, the researchers
collected material in Australia regarding the
educational activities in Australia, and held a
discussion with an aim of searching for the
direction of draft guidelines, based on the
outcome of the research, for the future
education activities to support the community

in Japan.

Conclusion

The results of the joint research are as follows;

(1) Among the public, it was clear that there
were major differences between Australia
and Japan in recognition of mental illness,
in particular in the case of depression. The
Japanese public had low recognition rates
and do not sufficiently distinguish

depression from other mental illnesses.

Hence the need for improving recognition

rates regarding mental disorders is apparent.

It also was suggested that recognition of

mental illness by the public varied between

@)

ages and different regions, showing that

tailored approaches that suit different age

groups are needed when provided

information at a national level.

Among specialists, it was clear that there

were major differences in recognition of

mental illness. (By contrast, very little

difference was observed in Australia.)

In rating persons who are likely to be

helpful, the following findings emerged;

® Counsellors were seen as more likely
to be helpful than psychiatrists.

® The public were not sure about useful
interventions and support for mental
illness and many answered ‘don’t
know’.

® The Japanese sample showed lower
degree of adequate judgement of useful
persons, medicines and interventions,
compared with the Australian sample.
(ie. The necessity of providing
accurate information is apparent.)

® In Australia, biological causes are

appreciated as well as mental stress,



whereas in Japan self responsibility
was blamed. (Provision of knowledge
and information concerning causes for
mental illness is necessary.)

It was suggested in both countries that
psychiatric  measures were  not
expected to be useful as treatment.

(Suggesting the need to show the

usefulness of psychiatric treatment.)

(3) There was some prejudice and
discrimination towards mental illness
among both public and specialists.

However it became more apparent in cases
of schizophrenia (suggesting the need to
discuss education programmes for the
specialists to further their understanding of
mental disorders.)

(4) In both countries, a large number of
respondents appreciate the usefulness of
counsellors as potentially helpful persons,
but the expectation of GPs was very small
in Japan. (Suggesting the need to promote
recognition  through an  education

programme on the importance of GPs in

Japan.)

(5) In the comparison of the degree of
relationship between mental illness and
suicide, it was much lower in Japan than in
Australia. (It is necessary to enhance
recognition concerning suicide issues.)

(6) There was a large gap in ideas towards
mental illness between personal views
(expressed as social way of thinking) and
perceived views of other people.

Co-existence of one’s real view and one’s

public view was revealed. (Intervention is

needed on the personal state of mind that
does not want to admit * prejudice and
discrimination’.)

(7) In Japan, there was more rejection of
contact with mental illness cases and a
larger "social distance’ was apparent. (it is
necessary to evaluate ‘social distance’
broadly.)

(8) Perceived discrimination towards people
with mental illness was more apparent in
Australia than in Japan. (Suggesting the
importance of the public recognizing the
occurrence  of prejudice  and

discrimination).

III.  Summary of Research on Mental Health System in Each Country

1. Purpose

Reforming mental health system is an urgent
issue for both Australia and Japan. In Australia,
National Mental Health Strategy has started in
1992. However, there still is a challenges to
solve, and is currently undergoing the third

phase of the National Mental Health Plan

(2003-2008). In Japan, Ministry of Health,
Labour and Welfare have submitted a report
called “Reform Vision for Health, Medical Care
and Mental Health Welfare” in 2004, In 2005,
“Law to Support the Independence of People
with Disabilities” has passed the legislation. So

Japan is in the renovation process of the mental



health system. Situation between the two
countries are different, and have different
challenges, but some challenge can be shared.

In this researchers

research, Japanese

exchanged information with  Australian
researchers and officials, and visited mental
health facilities, to learn about the current
situation of mental health and welfare and
about the mental health reform in both
countries. By collecting information of mental
health and comparing it, we derived
implications which will be beneficial to the

development of mental health in both countries.

2. Methods

The Japanese researchers visited Canberra,
Melbourne, Sydney and Perth during 2003 to
2006. They interviewed people engaged in
mental  health matters such as the
commonwealth government, state governments,
clinicians and administrative staff at the
hospital, and researchers etc. and visited
various institutes and facilities such as such as
forensic, acute, and children psychiatric unit,
community mental health services, and NGOs
etc. and exchanged information regarding
mental health. The information collected from
the interviews, brochures provided at the
facilities, related documents and websites were
carefully studied and sorted, for the purpose of
producing the report. The  Australian
researchers also visited Japan on 2003 and
2006. From this information, we compared the
history and the current situation of mental
health system in each country. And from that

result we derived implications for future mental

health development.

3. Result

(1) Current situation in Japan

Recently, Japanese government has released
mental health policies and laws relevant to
mental health in rapid succession. This mental
health system reform is aimed towards
deinstitutionalization and community mental
health.

In September 2004, the Ministry of Health,
Labour and Welfare submitted the Reform
Vision for Mental Health and Welfare Services.
Its aim is to realize the transition “from
institution-based  medical  treatment  to
community-based care.” It was followed by the
enactment of the law to support the
independence of people with disability in
October 2005, which contains the key elements
of the reform vision. The revision of national
fee schedule in 2006 also contained items
which is relevant to community mental health.
This mental health and welfare system reform
involves the three main themes. First is
“educating the public” to achieve better
understanding of mental disorders and patients
among the public. Second is “reforming
psychiatric treatment”. Third is “strengthening
community support systems” to secure the
environment of the community for persons with
mental disorder.

To achieve the objectives, definitive goals for
the next 10 years have been set. The goal for
public education is to raise public awareness
about mental health to over 90%. In the area of

psychiatric treatment, the target is to bring



down the “average residual rate of one year” to
24% or less, and to increase the discharge
percentage of patients hospitalized for over 1
year to 29% or more. These are targets for each
prefecture. By achieving these goals, Reform
Vision aims to reduce the number of hospital

beds by 70,000 within 10 years.

(2) Current situation in Australia

Australia’s National Mental Health Strategy
was implemented in 1992, It was initially
meant to be a five-year- plan. However, it
continued into the second and the third plans
followed of 1998 to 2003 and 2003 to 2008,
respectively.  Psychiatric beds have been
declining long before the strategy, so the main
purpose of the strategy is to direct the way of
the mental health services toward community
mental health.

The major purposes of the strategies are; to
promote ~ mental health and prevention of
mental disorders, to reduce the impact caused
by disorders, and to secure the rights of those
with mental disorders. The purposes were kept
consistent throughout the three Strategies and
the outcomes were continuously monitored.
The outcomes to date show;

(A) increased funds for mental health, in
particular in the regional areas,

(B) reduced number of non-acute wards and a
shift to community care

(C) monitoring of consumers’ satisfaction

(D) increase in a number of hospitals where
consumers are involved in planning and
operation

The issues that Australia’s mental health

welfare is facing are;

(A) as the degree of implementation of the
Strategy varies in each state, it has resulted in a
gap between the states, particularly in the area
of community care.

(B) there is a great deal of pressure to discharge
a patient by hospital management without
sufficient treatment being given, because of the

too much reduction in number of beds.

(3)Difference of the health system between
countries

There is a large deference in the health and
mental health system between countries, and it
was necessary to understand the difference
before comparing the situation.

In Japan there is no GP, or a catchment area, so
patients can go directly to whichever
psychiatric hospital or clinic. Australian mental
health system relies on catchment area based
public services, whereas in Japan private sector
plays an important role, and about 80% of
hospitals and most clinics are private.

Japan has deferent payment system for medical -
and welfare. For medical part, Japan has a
universal health insurance with co-payment,
and it is based on the fee-for-service schedule.
Both public and private are on the same
schedule. For welfare part, users undertake a
care needs assessment and depending on the
level of the careneeds, service providers are
paid subsidy from the government. In Australia,
each state is responsible for the mental health
service provision, and the fund are paid to each

catchment area as a block funding.



(4) Implication to the Japanese system

When comparing the situation, current Japanese
situation is similar to the beginning of the first
phase of the Australian mental health strategy.
Mental health reform in Japan has just started,
and there are many things we can learn from
Australia. Below are some important points we
should learn and adopt.

Shift of the funding from the hospital to the

community, by increasing the fund for
community mental health.
In Australia, the percentage of the fund used for
community mental health increased from
29.4% before the reform to 51.2% in ten years.
Increase of the spending toward community is
needed in Japan.

Enhancement of the community mental

health services.
Community mental health services in Japan are
growing, but Australia has more experience in
those services, such as ambulatory services,
care management and vocational rehabilitation
and we should learn from that experience.

Specialization of the services

Specialization in services is late in Japan and

needs more promotion in many areas. Australia
has many specialized services, such as early
intervention for psychosis, dual diagnosis, dual
disability, child and adolescent, and personality
disorders, etc.

Promotion and prevention of mental health
Promotion and prevention of mental health was
one of the main aims of the strategy, and many
programs, such as Mindmatters, which
promotes mental health understanding and
coping among high school students and Beyond
Blue, which is a promotion and prevention
program for depression and suicide have
developed. Public comprehension of mental
health is still low in Japan and we need a
project to promote their understanding.

Monitoring service quality
Outcome of the reform is monitored in
Australia, and service providers have a duty of
reporting there outcome. Also the involvement
of consumer to the service in planning and
operation is active in Australia, and 68% of the
involves consumer

mental health services

officially.

IV.  What Japan Learned From the Joint Research

The Japanese group gained the following

outcome from the joint research:

(1) The large-scale survey that was carried out,
for the first time in such a scale in Japan,
confirmed  the  characteristics  of

knowledge and attitude by Japanese

people to mental health, and clarified the

position of Japan by comparing the results

with those of Australia.

(2) The Australian results showed that broader
continuous educational activities were very
effective in improving knowledge and attitude
to mental health. It was confirmed that it was

necessary to implement educational activities in



Japan.

(3) The differences of the administration
system 1n both countries became apparent
through collection of material and information
regarding the national approach to mental
health in Australia and numerous discussions
involving researchers of both countries. Useful
future

information was gained for a

development of educational activities in Japan,

having clear key points regarding interpreting

the results.

(4) It was re-confirmed that it was necessary to
take account of what Japanese mental health
administration system and society are like and
Japanese people’s mind, to develop fruitful

educational activities in Japan.

V. Agreed Issues and Future Direction in Both Countries

Both Japan and Australia are facing some major
issues such as a rapidly ageing society, changes
in labour environment, increased demand
caused by structural changes in illness and, in
particular, rapid changes in mental health.
Attention has been focused on the necessity for
educational activities regarding mental health

associated with social pathological phenomena,

including death from overwork and suicide.

In this environment, the joint research between
Japan and Australia has produced certain results
by the facts that the researches clarified the
related issues in both countries and also made
international comparison possible. However,

there still remains significant room for

discussion on interpretation of the results.
Furthermore, it may be necessary to look at the
mental health issues from the point of view of

exchange/relationship program proposed.

1. Promoting relationship between the research

economical efficiency by working out the

social and economic burden.

Mental health in both countries could be
advanced in the future by proposing and
implementing ideas for trials of educational
programs in both countries, taking account of
the social and cultural background of each

country.

During the visit of Australian delegation in

2006, researchers involved in this project had a

discussion about the continuity of the
relationship after the completion of the
Australia-Japan Health and Welfare

Collaboration Project phase 2. They reached a
conclusion that reform of mental health system
is still an urgent issue for both countries, so it is
necessary to continue this relationship between
researchers. Below are the some

institutes.

Promote relationship between researcher in the

universities and institutes which have a history



of proposing mental health policies to the

governments over the years. We should
continue the transaction of researchers and
promote the research into mental health reform.
It will be especially beneficial to promote
young researcher to join those activities, since

it will furtherance the future collaboration.

2. Promote association which will contribute to
the development of mental health in Asian
counfries

Melbourne University is currently leading a
project called Asia-Pacific Community Mental

Health Development Project. This project’s

main aim is to gather the information of each
participating country about the situation they
are in, and the best practices they are having for
community mental health. To know the best
practices in culturally relevant Asian countries
will be beneficial for us to plan our community

mental health system.

It 1s our hope to develop further the cooperative
relationship based on the joint research, to
advance measures to improve mental health,
and to promote a commitment for mental health

to the world.
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