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Psychosomatic Medicine in Japan and Primary Care Medicine

SHIGEAKI HINOHARA, M. D.

The Japanese Society of Psychosomatic Medicine was established in 1959 by a small group of
internists and psychiatrists who had an interest in psychosomatic medicine. Before going further on
the topic on psychosomatic medicine in Japan it will be of some interest to know in what historical
context this Society was established.

Until the end of World War II, for nearly a century, Japanese medicine developed mainly under
the influence of German medicine and very little was known about British and American medicine.

During the W.W.II period I was working at St. Luke’s International Hospital in Tokyo.
Immediately after the war my hospital was occupied by the Allied Armed Forces and turned into their
Army Hospital and all the staff were forced to leave. Fortunately I managed to obtain special
permission from the hospital director to use the medical library, where I was able to have access to
English language textbooks as well as major American medical journals. It was during these days that
I came across a number of articles on psychosomatic medicine in various medical journals and read
them with great interest.

Incidentally, during and immediately after the war there was no way for Japanese physicians to
obtain American medical books and journals, so in 1942 I started editing a monthly medical journal
called “American Medicine” and as editor in chief I introduced various information on American
clinical medicine to Japanese physicians. In the second year of this journal, at the end of 1944, the
journal published a special issue on psychosomatic medicine. In this issue I introduced research on
neurosis in the U. S. as well as other articles on gastric ulcers, duodenal ulcers and bronchial asthma
caused by stress.

Later, in 1951, I was given a chance to study in the U.S. and on my way to Atlanta, Georgia, I
stopped over in Topica, Kansas, to visit Meninger’s Clinic. There I had the eye-opening experience of
observing teamwork by psychiatrists, internists and social workers in the treatment of neurosis and
other mental ailments. Teamwork in medical care such as this was unknown in Japan those days. So
this was truly an inspiring experience which left me a strong impression.

In the following year, 1952, I visited the Mayo Clinic and met Dr. Yujiro Ikemi for the first time.
1 became very much interested in psychosomatic medicine and attended conferences dealing with
psychosomatic medicine. There I came to know that psychosomatic medicine was gaining recognition
in the U. S. as a new discipline in clinical medicine and was receiving wide attention among physicians.

Dr. Y.Ikemi, after returning to Japan, continued his study in this field and inspired many

(This paper was presented at the 4th Congress of the Asian Chapter of Internationt College of Psychosomatic Medicine
held in Sendai, Japan on 21st April, 1990.)



EPRINEHARFACE Vol. 17, 1991. 3.

physicians. He felt it necessary to organize interested physicians and, after a great deal of tireless
effort, established the Japan Society of Psychosomatic Medicine in 1959. Starting members of the
Society were largely from internal medicine and psychiatry with some from surgery, but the majority
were from internal medicine. Dr. Y. Ikemi, who was at the Kyushu University School of Medicine,
represented the field of internal medicine while Dr. T. Miura of the Keio University School of
Medicine represented the field of psychiatry.

Among the main topics of research in psychosomatic medicine in those early days were neurosis
and the psycho-physiology of sicknesses caused by stress such as duodenal ulcer, asthma, urticaria and
hypertension. Psychotherapy and psycho-analysis were also studied. In the later years training of the
autonomous nerve system for self-control was widely studied and the results were applied to the
treatment of patients. Sometime later, Dr. Ikemi studied under Dr. Engel of the U.S. and Dr. Barint
of the U. K.

The Japanese psychosomatists developed a keen interest in satisfactory patient-physician
relationships and tried to approach patients from a holistic view point, i. e., to understand patients as
total beings through physiological, psychological, social and ethical aspects. This attitude no doubt has
greatly influenced the development of psychosomatic medicine in Japan.

One of the major factors which contributed to this development was primary care medicine which
was introduced to Japan some 20 years ago. In the U.S. and the U.K. primary care medicine
developed during the 1960s. In the U. S. specialization in medicine was accelerating during the World
War II period and this trend was even strengthened by the fact that American society generally
attached high prestige to specialists. As a result general practitioners were no longer the majority as
they used to be during the early 20th century. The number decreased rapidly by the 1950s. New
medical school graduates preferred to work as specialists or sub-specialists at university hospitals and
larger hospitals and general practitioners who treated common diseases as family physicians were
becoming fewer and fewer. American society was alarmed by the fact, and in 1966 the U.S.
government commissioned a study. As a result the Millis Report was submitted to the government.
The report recommended the creation of a new curriculum in medical schools in order to produce
general practitioners with an advanced level of training. In response to this recommendation a new
curriculum for medical school graduates was created with a minimum of three-year training in various
disciplines focusing on internal and pediatric medicine but rotating them among surgery, psychiatry,
dermatology, obstetrics, etc. in order to provide them with an advanced knowledge and skills on
common diseases so that they would be able to function as family doctors with an advanced level of
training.

Thus, today, many U.S. medical schools have clinical courses for the training of general
practitioners who can be responsible for the overall health care needs of the people in the community
from prevention to treatment, and who will be able to make right judgement if and when they should
ask for specialists’ consultations for their patients for secondary or tertiary care and expert care at
hospitals.

In order to promote graduate clinical education in medical schools the U. S. federal government
provided a considerable amount of subsidy to medical schools during the 1960-70s and encouraged
medical schools to start divisions or sections for family medicine or primary care medicine. The
objective of primary care medicine in those days was to train primary care physicians or family
physicians who would meet the following four criteria :

— 5 —



1. Accessibility

2. Comprehensive Care

3. Coordinator

4. Accountability
For the general public a primary care physician or a family physician is

1) Accessible: Your primary care physician is the doctor to contact initially when you have a
medical problem.

2) Comprehensive: Your primary care physician can care for the majority of your health care
needs.

3) A coordinator : Your primary care physician coordinates your care, especially with regard to
the selection and securing of specialty and subspecialty consultations. He or she is the
“quarterback” on the health care team.

4) Accountable: Your primary care physician accepts responsibility for the ongoing care and
services that you receive.

1 agreed with the idea of primary care medicine and thought it should be introduced to Japan
promptly. So in 1973 I proposed to a Government Council for Graduate Medical Training that the
two-year graduate training program should be oriented to train primary care physicians.

Primary care medicine and psychosomatic medicine have a great deal to share with each other.
Both treat patients or clients at the very early stage of their problems and take a holistic approach
to patients from the beginning. They are also comprehensive medicine in which patients are
approached from multiple angles, that is from the biological, psychological, social and ethical angles.

In the Western culture “dualism of body and soul” as advocated by Descartes was always in the
background of medical sciences, and psychological influence upon physical aspect was emphasized by
psychosomatic medicine. The International Meeting of Psychosomatic Medicine held in Kyoto in 1977
chose a “core approach to clinical medicine” as its main theme and Professor G. Engel of Rochester
University proposed a “bio-psycho-social medical model.” According to Prof. Engel “it is
psychosomatic medicine that can create a clinical model that can be applied to any disease,
incorporating physiological, psychological, social and ethical aspects of human beings.”

At about the same time in Japan Prof. Ikemi and the group of psychosomatists agreed that this
model was internationally applicable and that there was no such disease as a “psychosomatic disease”
and whatever was called so should be interpreted as a “pathological status” that requires special
diagnosis from the bio-psychological viewpoint.

Prof. M. Reiser of Yale Univeristy and one of the foremost authorities on psychosomatic medicine
in the U. S. also was present at the above international meeting in Kyoto and was deeply interested
in the Oriental philosophy of “monism of body and soul” in contrast to the dualism on which most
Western psychosomatists stood.

I think the future direction of psychosomatic medicine lies in the integration of the two different
dimensions, “bio” (body) where strict and scientific analysis prevails and “humane” (psychology)
where psychological approach is more appropriate. This will at the same time mean to appreciate the
very difference which lies between the Western and Oriental cultures.

To put it in brief, psychosomatic medicine is characterized by the bio-psycho-social-ethical
approach to clients who have problems. As already mentioned, the most important element of primary
care medicine is holistic medicine or comprehensive medicine. Therefore it is essential to have an
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understanding of psychosomatic medicine as its background or foundation. This makes it necessary
to formulate a curriculum with psychosomatic medicine in the graduate clinical training of medical
students.

A good patient-physician relationship is a vital factor for building up the clinical competence of
physicians, and to create a satisfactory relationship requires humanistic as well as ethical
considerations. The clinical decision analysis of physicians on diagnostic technologies or various
therapies among operation, chemotherapy, etc. will be an important issue to be studied. Care of
patients in CCU or ICU and terminal care of dying cancer patients are precisely the subjects of
judgement and management which have to be made from the psycho-social-ethical standpoint. Still
further, physicians should not overlook the need to care for the grief of families in bereavement.

A satisfactory level of holistic medicine in primary care can only be achieved through a
psychosomatic approach and psychosomatic medicine should be a core of not only primary care
medicine but of every medical discipline. Nevertheless, I would like to emphasize the importance of
the psychosomatic approach especially at the primary care level before the treatment requires
secondary or tertiary care.

The concept of behavioral science developed in the U. S. was introduced to Japan some ten years
ago and is being extensively incorporated into psychosomatic medicine. In 1981 I, together with Dr.
T. Shinoda, translated “Behavioral Approaches to Medical Treatment” (edited by Dr. W. D. Gentry)
into Japanese. The book, written by behavioral scientists at Duke University, points out that a large
portion of patients who come to primary care physicians show behavioral disorders such as insomnia,
alchoholism, headache, obesity and non-compliance. To treat these patients authors suggest
application of behavioral change techniques. For example, certain behaviors such as smoking and
coronary arterial diseases are categorized as behavioral pattern Type A and certain approaches are
recommended. The authors come to the conclusion that some diseases such as pain, asthma,
hypertension, and urinary incontinence are, at least partly, reactions against patients’ behaviors.

It is very common for front-line primary care physicians to face these patients. Therefore I would
like to see further research and development of self-control techniques for behavioral changes and its
application by primary care physicians in their guidance to patients. This is what is called “behavioral
therapy” but unfortunately it is not yet sufficiently applied in primary care medicine in Japan. I would
like to see more and more introduction of behavioral therapy techniques to Japanese medicine.

In conclusion, I would like to discuss how psychosomatists should take part in the development
of primary care medicine in Japan.

First, as Dr. H. Suzuki stresses, more complete coverage of basic psychosomatic medicine should
be included in the training curriculum of primary care physicians. Physicians should acquire skills to
achieve better communication with their patients and their families and master higher techniques for
better interviews with patients. They should also acquire skills to give patients relaxation and also
techniques to change patients’ behavioral patterns so that patients will be able to achieve better
adjustment to social life.

The two years of graduate training should not be spent simply learning knowledge and techniques
on internal or surgical medicine but it should provide an abundant opportunity for training holistic
understanding of patients. Therefore it should cover psychiatry and behavioral science as well as basic
psychoanalytical training and bio-feedback skills.

In 1986 the Japanese Society of Psychosomatic Medicine established the Specialty Board of
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Psychosomatic Medicine, and today there are 459 certified specialists in psychosomatic medicine.
These certified specialists will have an important role in the development of primary care medicine.
1. They will approach patients with a holistic understanding and therefore become good primary
care physicians. As family physicians they are likely to live close to their patients and therefore
are able to obtain first-hand information on psychological and social factors that surround
patients. They will also be able to help patients before their problems become too difficult to
handle.
2. If the general primary physicians are having difficulty with patients with psychosomatic
problems, these certified physicians will be able to give appropriate consultations to the general
primary physicians and assist their problem solving processes from the psychosomatic medical
point of view.
3. The certified physicians can cooperate with psychiatrists and! liaison psychiatrists to help
patients’ problem solving. As primary care physicians are the ones who have first contact with
patients they can promptly give guidance to patients for mastering self-control.
4. Psychosomatic medicine recognizes the significance of bioethics in medicine and therefore
those who are trained in psychosomatic medicine are likely to develop deeper interests in the
ethical aspect of medical practices. This will no doubt contribute to the proper development of
primary care medicine.
I have briefly covered the background of the development of psychosomatic medicine in Japan and
have discussed how I think it can contribute toward the future development of primary care medicine
in Japan.
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