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Abstract 

We aimed (1) to review the trends in medical care plans for mental illness and their 

clinical indicators, and (2) to investigate trends in psychiatric service use in fiscal year 

2013 through 2019 in Japan using a nationwide claims database (NDB). Results from 

the NDB suggest that: (1) because medical care needs for comorbid physical illness in 

psychiatric inpatients increase with aging, medical care for physical illness in inpatient 

psychiatric care and their evaluation are important; (2) because the management of 

dementia in general inpatient care has been provided largely by nursing staff and most 

medical institutions do not have consultation-liaison psychiatry services, there may be a 

room for care by psychiatrists; and (3) there is a marked increase in the number of 

outpatients in psychiatric health services; thus, attention should be given to this trend. 

 

Keywords： medical care plan, health policy, clinical indicators, key performance 

indicators, plan-do-check-act cycle 
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Council agreed to add mental disorders 

to the list of diseases to be included in 

medical care plans.3) This paper 

describes the evolution of medical care 

plans and indicators concerning mental 

disorders. It also presents longitudinal 

changes in psychiatric health services 

from fiscal years 2013 to 2019 using the 

National Database of Health Insurance 

Claims and Specific Health Checkups of 

Japan (NDB). NDB is a database 

including all electronic claims for 

insurance-covered medical treatment in 

Japan. 

 

I. Medical care plans and indicators 

1. Purpose of medical care plans 

Starting with the Sixth Medical Care 

Plan (FY2013–2017), mental disorders 

were added to the four diseases (cancer, 

stroke, acute myocardial infarction, and 

diabetes) that must be included in 

medical care plans.4) Consequently, 

prefectures are now required to 

“establish medical service systems for 

these five diseases: cancer, stroke, acute 

myocardial infarction, diabetes, and 

mental disorders, to improve quality of 

life, while also considering the situation 

of increasing patient numbers.”4) 

 

2. Utilization of indicators 

Starting with the Sixth Medical Care 

Plan, to support prefectures in 

effectively implementing their PDCA 

cycles (plan-do-check-act cycle), the 

Ministry of Health, Labour and Welfare 

provides example indicators for each 

disease and initiative.4)6) For example, 

in the Sixth Medical Care Plan's 

“Example Indicators for Assessing the 

Current Status of Mental Disorders 

Care Delivery Systems,” structure 

indicators such as “Number of 

Psychiatric Emergency Care Facilities,” 

process indicators such as “Number of 

Night-time/Holiday Visits and 

Hospitalizations at Psychiatric 

Emergency Care Facilities,” and 

outcome indicators such as “Average 

Length of Stay for Discharged Patients” 

were set as “mandatory indicators” 

available for all prefectures.4)6) 

Prefectures are required to document 

the numerical data obtained through 

essential indicators and other means in 

their medical care plans to assess the 

current state of their regional 

healthcare delivery systems.4) 

Furthermore, prefectures must identify 

issues based on the results of this 

assessment, set numerical targets for 

resolving any issues, formulate 

measures to achieve these targets, and 

verify the progress of these measures to 

realize the numerical targets.4) 

Following the mid-term review of 

Seventh Medical Care Plan, numerical 

targets were revised to focus primarily 

on outcome indicators, such as the 

“discharge rate from psychiatric beds 

within 3 months of admission.”9)11) 
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3. Evolution of indicator examples 

Between Sixth and Seventh Medical 

Care Plans, the Ministry of Health, 

Labour and Welfare published examples 

of indicators at three time-points.6)7)10) 

As shown in Table 1, Seventh Medical 

Care Plan changed all outcome 

indicators from Sixth Medical Care Plan 

except for the “readmission rate within 

3 months.”6)7) After the mid-term review 

of Seventh Medical Care Plan, the only 

outcome indicator retained from Sixth 

Medical Care Plan, “readmission rate,” 

was changed to “average number of 

days living in the community.”10) 

Considering other minor points as well, 

the evolution of indicators was 

significant, making it difficult to 

conclude that the indicators were 

capable of fully performing their 

original function of facilitating fixed-

point observation of policy effects. 

 

4. Examples of numerical targets 

For example, Saitama Prefecture's 

Sixth Medical Care Plan set targets, 

such as: (i) increasing the average 

discharge rate of patients hospitalized 

for less than one year from 68.1% in 

fiscal year 2009 to 76.0% in fiscal year 

2017, and (ii) increasing the discharge 

rate within two months for new 

dementia inpatients from 24.0% in 

fiscal year 2008 to 50.0% in fiscal year 

2017.13) The Seventh Medical Care Plan 

omitted descriptions of these two 

targets and instead established 

numerical targets for: (i) the number of 

chronic-phase inpatients (hospitalized 

for one year or longer) in psychiatric 

beds, (ii) the discharge rate at three 

months after admission in psychiatric 

beds, and (iii) the number of physicians 

who completed training to improve 

primary care physicians’ dementia care 

skills.14) Furthermore, following the 

mid-term review of the Seventh Medical 

Care Plan, it also added to these 

existing targets.15) 

 

II. Longitudinal changes in medical care 

provision 

Sources of information for the 

indicators used to assess the current 

state of the medical care system for 

mental disorders in Sixth Medical Care 

Plan were primarily mental health 

welfare data and patient surveys.6) In 

Seventh Medical Care Plan, the 

primary source of information shifted to 

the nationwide claims database 

(NDB).2) A research project, entitled: 

“Research on Ensuring Sustainable, 

High-Quality, and Appropriate 

Psychiatric Care and Monitoring 

Systems” (Principal Investigator: 

Masashi Takeshima), was conducted. As 

part of this project, the authors had the 

opportunity to utilize NDB data 

covering the 2013 to 2019 fiscal years. 

This allowed them to compile statistics 
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from diverse perspectives to assess the 

current state of psychiatric health 

services provision, supplementing 

previous indicator examples. This paper 

presents some of the results from these 

analyses from three perspectives: (i) 

psychiatric inpatient care, (ii) general 

inpatient care, and (iii) psychiatric 

outpatient care.16)17) (Table 2). Please 

note that interpretations of the research 

findings in this paper represent the 

authors' personal views and do not 

reflect those of the research team. 

 

1. Psychiatric inpatient care 

The average daily number of patients 

admitted to psychiatric beds decreased 

from 239,198 in fiscal year 2013 to 

228,744 in fiscal year 2019 (Figure 1). 

Notably, the number of patients aged 0–

64 decreased from 104,254 to 82,567, 

respectively. Conversely, the number of 

patients aged 85 or over increased from 

28,340 to 37,008, respectively. This 

indicates a declining trend in 

psychiatric inpatient care, with the 

primary users being the elderly, and a 

significant annual increase in the very 

elderly population. Note that NDB at 

the time of analysis excluded recipients 

of public assistance, so the reported 

figures are approximately 20% lower 

than actual numbers. 

The risk of coexisting chronic physical 

illnesses increases with age. However, 

patients for whom medical fees for 

physical illness management in 

psychiatric beds (Psychiatric 

Emergency/Complication 

Hospitalization Fee or Psychiatric 

Physical Complication Management 

Surcharge) were billed numbered only 

38,725 in fiscal year 2019, showing 

minimal changes over time, which is 

inconsistent with the trend of rapidly 

increasing very elderly patients in 

psychiatric inpatient care. This 

indicates that providing and evaluating 

medical care for physical complications 

in psychiatric inpatient care remains an 

urgent issue. 

 

2. Medical care in general hospital beds 

The number of patients diagnosed 

with dementia in general hospital beds 

increased from 642,156 in fiscal year 

2013 to 975,999 in fiscal year 2019 

(Figure 2). One factor contributing to 

this sharp rise in dementia cases in 

general hospital beds, alongside the 

overall aging population, was likely the 

introduction of the Dementia Care Add-

on Fee in the 2016 medical fee revision. 

This fee is based on dementia care 

provided by nurses and other staff for 

patients achieving Rank III or higher on 

the “Assessment Criteria for the Level 

of Independence in Daily Living for 

Elderly Persons with Dementia.” 

Between fiscal years 2016 and 2019, the 

number of patients for whom this add-

on fee was billed increased from 281,964 



 

5 

Copyright: ©The Japanese Society of Psychiatry and Neurology and Author 

to 869,997, while the number of medical 

institutions billing it rose from 2,241 to 

3,792, respectively. 

Next, we present the billing status for 

psychiatric consultation-liaison services 

in general hospital beds. Between fiscal 

years 2013 and 2019, the number of 

patients billed for inpatient 

psychotherapy in general hospital beds 

increased from 105,044 to 137,888, and 

the number of medical institutions 

providing this service increased from 

1,354 to 1,365, respectively. 

Furthermore, the number of patients for 

whom psychiatric liaison team fees were 

billed increased from 6,378 to 32,324, 

respectively, and the number of medical 

institutions providing this service 

increased from 46 to 208, respectively. 

These figures are markedly smaller 

compared with those for dementia care 

fees. 

According to the Medical Institution 

Survey, the number of medical 

institutions with general hospital beds 

in fiscal year 2019 was 5,786.12) 

Furthermore, survey results from 529 

facilities affiliated with the Japan 

Hospital Association indicate that the 

most significant role expected of 

psychiatrists in general hospital beds is 

“addressing dementia and delirium.”1) 

Thus, while care systems involving 

nurses are being established to address 

dementia and delirium associated with 

the aging population in general hospital 

beds, the majority of these medical 

institutions lack the capacity to provide 

psychiatric consultation-liaison services. 

This suggests there is scope for 

involvement by psychiatrists. 

Furthermore, the number of patients 

for whom the Initial Diagnosis and 

Treatment of Mental Disorders Fee, a 

key indicator of suicide prevention, was 

billed was only 4,276 in fiscal year 2019. 

The number for the Emergency Patient 

Psychiatric Continuation Support Fee 

was even lower, at just 189 patients. 

Although these are designated as key 

indicators, they reflect only one aspect 

of psychiatrists' suicide prevention 

efforts involving patients in general 

hospital beds. 

 

3. Medical care provision in psychiatric 

outpatient settings 

The number of patients billed for 

outpatient/home-based psychotherapy 

increased 1.24-fold from 5,022,277 to 

6,223,517 between fiscal years 2013 and 

2019. The number of medical 

institutions providing this service 

increased 1.14-fold from 6,886 to 7,872, 

respectively (Figure 3). Among those 

under 20 years old, the number of 

patients increased by 1.58 times, from 

327,212 to 517,795, respectively, while 

the number of medical institutions 

increased by 1.12 times, from 5,706 to 

6,415, respectively. Furthermore, the 

number of patients under 10 years old 
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increased by 1.63 times, from 82,847 to 

135,366, respectively, while the number 

of medical institutions increased by 1.23 

times, from 1,689 to 2,081, respectively. 

Because the increase in patient 

numbers exceeded that of medical 

institutions, it should be interpreted 

that the number of outpatients per 

facility has increased. This significant 

rise in outpatient numbers warrants 

close attention, as it raises concerns 

about potential consequences, such as 

extended treatment waiting periods and 

a decline in the quality of care. 

Furthermore, the number of patients 

receiving cognitive and cognitive 

behavioral therapies, key indicators of 

psychiatric outpatient care, was only 

8,926 in fiscal year 2019, while those 

receiving group therapy for addiction 

treatment numbered just 174. Although 

these are designated as key indicators, 

they also reflect only one aspect of 

psychiatric outpatient care. 

 

Conclusion 

Based on the analysis of NDB data 

from fiscal years 2013 to 2019, this 

study concludes that: (i) In psychiatric 

inpatient care, there is a need for 

medical provision and evaluation that 

address physical comorbidities 

associated with the super-aging of 

society; (ii) In inpatient medical care 

involving general beds, although care 

delivery systems for dementia provided 

by nurses are gradually being 

established, most medical institutions 

do not have systems in place to provide 

consultation-liaison psychiatry, 

indicating that there remains room for 

involvement by psychiatrists; (iii) In 

psychiatric outpatient care, close 

attention is needed to adapt to the 

accompanying marked increase in the 

number of outpatients. While the 

primary focus of the medical care plan 

is for prefectures to take the lead in 

building healthcare delivery systems to 

improve residents' quality of life, taking 

into account the increasing number of 

patients with mental disorders, it was 

pointed out that the indicators used to 

assess the current situation do not 

necessarily capture the full picture of 

mental health care delivery systems. 

 

Editor's Note: This special feature 

article is based on the symposium held 

at the 118th Annual Meeting of the 

Japanese Society of Psychiatry and 

Neurology, with Tadashi Takeshima 

(Kawasaki City Inclusive 

Rehabilitation Center/Taisho 

University) as the representative. 
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Characteristics 

Revision Timing 

6th Medical care plan (FY2013–2017)5),6) 

7th Medical care plan (FY2018–2023)7),8) 

Post-midterm Review of 7th Medical care plan (FY2021–2023)10),11) 

Desired Direction 

(1) Function enabling access to psychiatrists through coordination with health 

services and primary care physicians. 

(2) Function providing necessary care (outpatient, home-visit, inpatient) 

according to patient condition, supporting community and social life through 

coordination with health and welfare services. 

(3) Function to promptly provide emergency care and specialized medical care, 

etc., according to the condition of psychiatric emergency patients (including 

those with comorbid physical illnesses), patients with comorbid physical 

illnesses, and patients requiring specialized medical care. 

(4) Function to diagnose depression and provide medical care according to the 

patient's condition. 

(5) Function to provide necessary medical care for dementia, ranging from 

progression prevention to maintaining community living. 

 

(1) Establishment of a community-based integrated care system that also 

addresses mental disorders. 

(2) Establishing a medical collaboration system capable of addressing diverse 

mental disorders and related conditions. 

 

Same as above 

 

Classification of Medical Functions 

 Prevention/Access 

 Treatment/Recovery/Social Reintegration 

 Psychiatric Emergency Care/Physical Comorbidities/Specialized Medical 

Care 

 

 Schizophrenia 

 Depression/Bipolar Disorder 

 Dementia 



 

11 

Copyright: ©The Japanese Society of Psychiatry and Neurology and Author 

 Childhood/Adolescent Psychiatric Disorders 

 Developmental Disorders 

 Alcohol Dependence 

 Substance Dependence 

 Gambling and Other Addictions 

 PTSD 

 Cognitive Impairment 

 Eating Disorders 

 Epilepsy 

 Psychiatric Emergency Care 

 Physical Comorbidities 

 Suicide Prevention 

 Disaster Mental Health 

 Medical Observation Law 

 

Same as above 

 

Number of Essential/Key Indicators (including number of outcome indicators) * 

26 (3) 

35 (3) 

44 (3) 

 

Outcome Indicators 

 Mental State 

 Average Discharge Rate for Patients Hospitalized Less Than 1 Year 

 Number of Discharged Patients Aged 65 or Older with a Hospital Stay of 5 

Years or More 

 Readmission Rate Within 3 Months 

 Average Length of Stay for Discharged Patients 

 Suicide Mortality Rate 

 

 Discharge rate at 3, 6, and 12 months after admission in psychiatric beds 

 Average length of stay for new admissions in psychiatric beds 

 Readmission rate at 3, 6, and 12 months after discharge in psychiatric beds 

(separated by patients hospitalized less than 1 year and those hospitalized 1 

year or longer) 
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 Number of acute, recovery, and chronic phase inpatients in psychiatric beds 

(separated by those aged 65 and over and those under 65) 

 

 Discharge rate at 3, 6, and 12 months after admission to psychiatric beds 

 Average length of stay for new admissions to psychiatric beds 

 Regional average length of stay 

 Number of acute, recovery, and chronic phase inpatients in psychiatric beds 

(separated by age: 65 or over, under 65) 

 

*In Sixth Medical Care Plan, items designated as “mandatory indicators” (available 

in all prefectures) were reclassified as “priority indicators” starting with Seventh 

Medical Care Plan. Although priority indicators are defined differently as “indicators 

related to services considered to contribute to the health status of local residents and 

its improvement,” their usage is similar. 

(Compiled by the author from References 5-8, 10, 11) 
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Table 2: Excerpted aggregate data for assessing the current state of psychiatric 

service use 

 

Indicator 

Fiscal Year 2013 2014 2015 2016 2017 2018 2019 

  

Indicator category in medical care plan 

 

Psychiatric bed medical care provision 
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Average daily inpatient count* 

Total 

239,198 / 235,915 / 234,009 / 232,809 / 231,687 / 230,974 / 228,744 / None 

0–64 years old 

104,254 / 99,372 / 95,721 / 92,377 / 88,925 / 85,751 / 82,567 / None 

65–74 years old 

57,434 / 58,516 / 58,849 / 58,462 / 58,190 / 57,498 / 56,889 / None 

75–84 years old 

49,169 / 49,012 / 49,399 / 50,479 / 51,142 / 52,184 / 52,280 / None 

85 years old or older 

28,340 / 29,014 / 30,040 / 31,491 / 33,429 / 35,541 / 37,008 / None 

Number of patients for whom psychiatric emergency/complication hospitalization 

fees or psychiatric physical complication management surcharges were calculated 

38,557 / 38,091 / 37,571 / 38,928 / 39,196 / 39,296 / 38,725 / Key Indicator  

 

Medical care provided in general beds  

Number of patients diagnosed with schizophrenia** 

331,159 / 344,945 / 362,381 / 362,151 / 381,159 / 388,376 / 400,106 / None 

Number of patients diagnosed with depression/bipolar disorder** 

408,211 / 411,676 / 419,494 / 410,584 / 417,934 / 415,678 / 421,670 / None 

Number of patients diagnosed with dementia** 

642,156 / 697,283 / 729,063 / 809,028 / 907,924 / 959,759 / 975,999 / None 

Number of patients for whom dementia care add-on fees were calculated 

― / ― / ― / 281,964 / 642,677 / 805,154 / 869,997 / None 

Number of medical institutions that calculated dementia care add-on fees 

― / ― / ― / 2,241 / 3,131 / 3,578 / 3,792 / None 

Number of patients for whom inpatient psychotherapy was billed 

105,044 / 105,283 / 109,220 / 119,036 / 126,758 / 131,595 / 137,888 / None 

Number of medical institutions billing for inpatient psychotherapy 

1,354 / 1,354 / 1,349 / 1,383 / 1,390 / 1,371 / 1,365 / None 

Number of patients for whom psychiatric liaison team add-on fees were billed 

6,378 / 9,228 / 13,276 / 21,181 / 25,814 / 28,789 / 32,324 / Key Indicator  

Number of medical institutions that billed for psychiatric liaison team add-on 

46 / 56 / 74 / 142 / 172 / 190 / 208 / Key Indicator 

Number of patients for whom the initial diagnosis and treatment fee for mental 

disorders was calculated 
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4,180 / 3,832 / 3,754 / 4,007 / 4,066 / 3,879 / 4,276 / Key Indicator 

Number of patients for whom Emergency Psychiatric Continuation Support Fee was 

billed 

― / ― / ― / 97 / 226 / 173 / 189 / Key Indicator 

 

Outpatient Psychiatric Care Provision 

Number of patients for whom outpatient psychiatric care/home-based 

psychotherapy was billed 

Total 

5,022,277 / 5,217,336 / 5,448,743 / 5,576,841 / 5,756,977 / 6,028,855 / 

6,223,517 / None 

Under 20 years old 

327,212 / 347,655 / 383,735 / 414,500 / 447,784 / 483,655 / 517,795 / Reference 

Indicator 

Under 10 years old 

― / ― / ― / 82,847 / 91,646 / 101,984 / 111,643 / 121,269 / 128,326 / 135,366 / 

None 

Number of medical institutions billing for outpatient/home-based psychotherapy 

Total 

6,886 / 7,150 / 7,299 / 7,469 / 7,577 / 7,712 / 7,872 / None 

Under 20 

5,706 / 5,836 / 5,972 / 6,106 / 6,153 / 6,256 / 6,415 / Reference Indicator 

Under 10 years old 

1,689 / 1,733 / 1,804 / 1,887 / 1,911 / 2,027 / 2,081 / None 

Number of patients for whom cognitive therapy/cognitive behavioral therapy was 

billed 

8,856 / 10,390 / 10,254 / 10,618 / 10,336 / 9,110 / 8,926 / Key Indicator 

Number of patients billed for addiction group therapy 

 ― / ― / ― / 68 / 155 / 159 / 174 / Key Indicator 

 

* The total daily average inpatients by age group may not match the overall total 

due to rounding errors. 

** Diagnoses on claims are recorded to ensure claim acceptance and may not 

correspond to actual diagnoses. 

(Created by the author based on Reference 16)

 



 

16 

Copyright: ©The Japanese Society of Psychiatry and Neurology and Author 

 

 

Figure 1: Trend in daily average inpatients in psychiatric beds 

(Created by the author based on References 16, 17) 
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Figure 2: Trend in the number of patients with dementia diagnoses in general beds 

(Created by the author based on Reference 16) 

 

 

 

Figure 3: Trend in the number of patients for whom outpatient/home-based 

psychotherapy was billed 


