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Editorial on the Research Topic
 Hikikomori: an international perspective on assessment, treatment, and community intervention




Hikikomori is the phenomenon of staying at home almost every day and avoiding social participation for more than 6 months (1). Hikikomori is rooted in Japan, and now spreading globally, causing a huge burden in health, welfare, education, and economy (2, 3).

There are seven publications in this Special Research Series on hikikomori, including four original research reports, two brief research reports and one community case study. All papers reported research or intervention results in East and South-east Asian regions, specifically Japan, Singapore, and Hong Kong. While the papers indicate that there are common risk factors of hikikomori, the age and gender of this target group is quite diverse.

Regarding the age of hikikomori, the papers covered different age groups, such as 12–21 years old (Chan), 12–25 years (Khiatani et al.), 20–22 years (Hihara et al.), 18–35 years (Lin et al.), 23–57 years (Yamada et al.), and 44 years (mean age, Nonaka and Sakai). This diversity indicates that the hikikomori population covers teenagers, youth, younger adults, older adults, and emerging adults (Lin et al.), suggesting that hikikomori suffering is a life-long issue if not handled properly or earlier. Those suffered also include parents or caregivers of the hikikomori (mean age: 65.6 and 67.9, in Kubo et al.) who face stress and trouble in taking care of the hikikomori.

Regarding the gender of hikikomori, the ratios between male and female as reported in the studies are: 76.5 vs. 23.5% (Chan); 21 vs. 79% (Hihara et al.); 71 vs. 29% (Nonaka and Sakai); and 43 vs. 57% (Lin et al.). These ratios suggest that the hikikomori phenomenon is not dominated by one sex.

Regarding the length of social withdrawal, most studies adopted a common definition, that is, withdrawal for at least 6 months (Chan; Hihara et al.; Kubo et al.; Nonaka and Sakai; Yamada et al.). However, one Singapore study (Lin et al.) used 3–6 months or more as the criteria, whereas another Singapore study viewed isolation between 3 and 6 months as pre-hikikomori (Khiatani et al.).

During this withdrawal period, majority of the hikikomori are involved in (a) physical withdrawal; (b) lack of social participation and interactions, such as working, attending school, and out-of-home social activities; and (c) psychological detachment, distress, depression, and anxiety as a result of social isolation (Hihara et al.; Lin et al.; Nonaka and Sakai). Singapore social workers (Khiatani et al.) also classified hikikomori with mild, moderate, severe symptoms. Those in the “mild” group leave home up to three times a week but still refrain from social interactions. Those in the “moderate” group do not leave home, yet with some family contact. Those in the “severe” group stay within their own rooms mostly without any family interaction.

Despite there is a well-recognized definition of hikikomori, a study (Nonaka and Sakai) attempted to add one more criterion: frequency of outing, to its definition. The study found that outing frequency can be considered as a condition for hikikomori, but the quality of outing, i.e., outings with or without interpersonal interaction, should also be considered. Kato et al. (1, 3) have also proposed the importance of evaluating the quality of outing in order to diagnose pathological social withdrawal condition. According to such criterion, Kato's research laboratory has just developed a structured diagnostic tool: the Hikikomori Diagnostic Evaluation (HiDE) with a structured interview and a self-rated screening questionnaire (4).

The seven papers in this Research Topic cover diversified topics: three papers are related to intervention programs, including a comparison of the use of cognitive behavioral therapy, narrative therapy and play therapy to counsel hikikomori (Chan), intervention program for family members of hikikomori (Kubo et al.), and a hidden youth intervention program in Singapore (Khiatani et al.). Another three papers address the risk factors associated with social withdrawal (Lin et al.), including job search and identity distress (Hihara et al.) and the association between autism spectrum disorder (ASD) and hikikomori (Yamada et al.).

From the Table 1, readers can find the scales used in the seven studies which on the one hand, indicate the research objectives of each study, and on the other hand, reflect the problems faced by the hikikomori, such as identity distress, life satisfaction, career expectation, internet addiction, social stigma, problematic and adaptive behavior, and solitude. The most common scales used by the studies in measuring Hikikomori symptoms of social withdrawal is the HQ-25 (5), adopted in three studies. Other symptoms commonly faced by the hikikomori are stress, anxiety, and depression. Fours studies have adopted different scales (e.g., PHQ-9) to measure these issues.


TABLE 1 Scales used by the seven studies in this special issue.
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In 2022, hikikomori has been included in the “Culture and Psychiatric Diagnosis” Section of the DSM-5-TR, and is highlighted as a global mental health issue (6). Future research should extend the study of hikikomori to other regions of the world to explore the similarity and differences in risk factors of hikikomori under different cultural and socio-economic contexts (7). Moreover, when compared with the first special series conducted in 2018–19 at Frontiers in Psychiatry (8), researchers have paid more attention on intervention programs that addressed the needs of hikikomori and caregivers. It is expected that this research trend will continue so that more service recipients can be benefited from the programs.
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