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Abstract

In Japan, persons who committed serious crimes and are judged to have been
irresponsible or to have had diminished responsibility due to mental disorders at the time
of these crimes may be subjected to the Medical Treatment and Supervision Act (MTSA).
The enactment of the MTSA in 2005 led to the introduction of specialized forensic mental
health services. As of 2020, more than 4,000 mentally disordered offenders have
received treatment under the MTSA, allowing Japan to close the gap between Western
countries leading the field of forensic psychiatric treatment.

The characteristics of the MTSA that attracted attention in the early years of its
implementation include multidisciplinary team care, care meetings with community
stakeholders based on the concept of the Care Programme Approach (CPA) in the
United Kingdom, various psychosocial therapy programs conducted jointly by multiple
professions, and the minimization of behavioral restrictions using the Comprehensive
Violence Prevention and Protection Program (CVPPP). Many of these features have
since been widely integrated into general, non-forensic mental health services. Since the
2010s, prescription of clozapine for treatment-resistant schizophrenia patients and use
of crisis plans for social rehabilitation have been widely practiced in forensic psychiatric
wards.
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An important issue related to inpatient treatment under the MTSA is the increasing
average length of stay. The incidence of serious re-offenses during outpatient treatment
orders under the MTSA is relatively low, although there are concerns regarding
improvement of symptoms and reintegration into society, as approximately half of
patients under outpatient treatment orders have been hospitalized in general psychiatric
wards at least once.

In future, psychosocial therapy targeting comorbid psychiatric disorders is expected to
be developed in forensic psychiatric wards. The quality of community treatment for
forensic psychiatric patients is hoped to be improved by the utilization of designated
inpatient institutions. In addition, active incorporation of novel treatment approaches from
general psychiatry into outpatient treatment under the MTSA may promote patients'
reintegration into society.

Keywords: forensic psychiatry, Medical Treatment and Supervision Act, mentally
disordered offenders, violence, social rehabilitation

Introduction

In 2005, the Medical Treatment and
Supervision Act (MTSA) came into
effect. The MTSA is Japan's first law
establishing a specialized system for
forensic psychiatry. Article 1, paragraph
1 of the act states that its purpose is “to
improve the medical condition and
prevent the recurrence of similar acts,
thereby facilitating reintegration into
society.”?® A key feature of the act is
that it aims not only to improve the
disordered

condition of mentally

offenders and prevent them from
committing further offences, but also to

promote their reintegration into society.

The MTSA significantly advanced
Japan's forensic psychiatry. However, as
the overall picture of care under this act
becomes clearer, challenges requiring
further 1improvements have also
emerged. This paper reviews the “past”

of the MTSA and discusses its “future.”

I. What is the MTSA?

Regarding the history and
background leading up to enactment of
the MTSA, as well as details of the
system, numerous prior studies
exist,89303V and readers are encouraged
to refer to them. Below, we briefly

outline the MTSA system.
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MTSA

proceedings are those with mental

Individuals  subject to

disorders who have committed serious
they

those whom the prosecutor determined

offences. Specifically, include:
to be in a state of lack of or diminished
their responsibility and therefore did
not prosecute; those who were
prosecuted but acquitted in criminal
lack  of

responsibility, or received a suspended

court due to criminal
sentence or lighter punishment due to

diminished criminal responsibility.
When a petition under the MTSA is filed,
a panel consisting of a judge and a
psychiatrist determines the necessity of
based on the “MTSA

and “Living

treatment
psychiatric evaluation”
Environment Investigation Report”.
The determination of treatment under
the MTSA is made based on three
criteria: presence or absence of mental
1llness and the relationship between
1llness and offence, treatment
responsiveness, and factors for social
reintegration.2® Treatment under the
MTSA consists of in- and outpatient
treatment orders. The serious offences
qualifying individuals for the MTSA
(hereinafter referred to as “qualifying
acts”) are limited to six types of offenses:
homicide, bodily injury, arson, forcible
sexual intercourse, indecency through
compulsion, and robbery (attempted
offenses are included except for bodily

injury). With the July 2023 amendment

to the penal code, “forcible sexual
intercourse” and “indecency through
compulsion” were changed to “non-
consensual sexual intercourse” and
“non-consensual indecency,”
respectively). According to estimates
from judicial statistics, the number of
new patients in recent years has
remained between 250 and 300, with a
total of 4,000
individuals subject to the MTSA.3?

Initially after the act's implementation,

cumulative over

the proportion of individuals subject to
outpatient treatment order based on
initial trial decisions (hereinafter, direct
outpatient treatment order patients)
was relatively high. However, in recent
years, the rate of direct outpatient
treatment order subjects has been
around 10%, with the majority of
patients commencing treatment under
the MTSA through inpatient treatment
order.3?
Individuals subject to inpatient
treatment order receive treatments on
forensic psychiatric wards established
within designated inpatient medical
Such

limited to

Institutions. designated

Institutions are public
hospitals. As of November 2022, 35
facilities nationwide were classified as
They

operate forensic psychiatric wards with

such institutions. collectively
a total of 856 beds, including reserve
beds.2? The basic bed capacity for

forensic psychiatric wards is 33 beds
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(including reserve beds),?? although
small-scale wards (units) with only a
few beds also exist. Forensic psychiatry

differ

countries; overseas forensic psychiatric

systems markedly among
wards may also treat pre-indictment
offenders with mental disorders and
convicted prisoners.? Individuals on
forensic psychiatric wards are limited to
offenders with mental disorders who
have committed serious offences, and
have been judged to be either not
responsible or only partially responsible
for their offences. Considering the
population, the number of beds gives
the impression of being smaller
compared with the number of beds on
forensic psychiatric wards in other
advanced countries.’*® Furthermore,
while some countries have forensic
psychiatric wards with multiple
security levels (e.g., high, medium, and
low),V forensic psychiatric wards all
operate at the same security level.
Individuals subject to outpatient
treatment order following a discharge
approval decision (hereinafter referred
to as transition outpatient treatment
order patients) and direct outpatient
treatment order patients are obligated
treatment at

to receive medical

designated outpatient medical
institutions during their outpatient
This
generally 3 years, with a maximum of 5

years. As of April 2022, 597 hospitals,

treatment period. period is

92 clinics, 2,640 pharmacies, and 643
visiting nursing stations nationwide
were  designated as  outpatient
treatment facilities.?? Such designated
facilities are not limited to public
hospitals and are more numerous than
designated inpatient facilities; however,
significant disparities exist in human
between

and material resources

individual institutions. Furthermore,
reports indicate that among institutions
with
within the past year (July 2018 to July
2019), 90% had accepted only 1 to 3

individuals.3%

experience accepting patients

The MTSA is a system imposing
significant human rights constraints,
such as obligating patients to undergo
long-term medical treatment. Inpatient
treatment, in particular, demands high

levels of publicness and specialization,

necessitating consistent, appropriate
treatment  delivered fairly and
uniformly  nationwide. Therefore,

medical treatment and management
MTSA are
based on various guidelines developed
by the Ministry of Health, Labour and
Welfare (MHLW) and Ministry of
Justice (MOJ). As of November 2022, six
guidelines pertaining to the MTSA have

under the implemented

been issued. In addition to medical
treatment provided by designated in-
and outpatient medical institutions, the
role of the

Coordinator is also crucial under the

Social Reintegration
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MTRSA.

Coordinators work at probation offices

Social Reintegration
nationwide. They continuously engage

with patents from the time of
application under the MTSA until the
conclusion of  treatment order,
supporting social rehabilitation through
activities such as investigating and
adjusting living environments,
formulating treatment implementation
plans, and conducting mental health
observations. Furthermore, in medical
treatment under the MTSA, “Kyoutu
Hyouka Koumoku”,'? developed with
Historical-Clinical-Risk
(HCR-20),4 a

international violence

reference to
Management-20
representative

risk assessment tool, 1s used as
indicators to evaluate the necessity of
treatment under the MTSA. “Kyoutu
Hyouka Koumoku” 1is continuously
assessed from the start time of the
treatment order under the MTSA until

the end of treatment order.

II. Characteristics of Treatment on
Forensic Psychiatric Wards

Since the early days of the law's
implementation, forensic psychiatric
wards have practiced multidisciplinary
team (MDT) care, regular care meetings
(CPA  meetings) with

supporters incorporating concepts from

community

the UK's Care Programme Approach
(CPA), psychosocial therapy programs

through multidisciplinary collaboration,

and minimization of behavioral
restrictions based on the
Comprehensive Violence Prevention

and Protection Program (CVPPP), all as
key objectives. These approaches are
gradually permeating general
psychiatric treatment as well. Another
characteristic of the MTSA treatment

1s the system for evaluating medical and

ethical appropriateness from an
external  perspective,!®  facilitated
through various meetings, such as
“treatment evaluation meeting”,
“management meeting”, “ethics
meeting”, and “external evaluation
meeting”.

Furthermore, while there are

differences between facilities in the

psychosocial therapy programs
practiced on forensic psychiatric wards,
in addition to programs also practiced in
general psychiatric treatment, such as
the neuropsychological educational

approach to cognitive remediation
(NEAR), wellness recovery action plan
(WRAP), cognitive behavioral therapy
(CBT),
substance use disorder programs, and
Social Skill Training (SST), but also,

programs unique to forensic psychiatric

metacognitive training,

wards, such as introspection
programs,!? are implemented.
Clozapine carries risks of serious side
effects like agranulocytosis, but it has
been reported to be highly effective for

treatment-resistant schizophrenia
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patients.!¥ It has been available in
2009.
clozapine may reduce levels of violence
with

Japan since Furthermore,

In patients
other

and aggression
schizophrenia and psychotic
disorders.? Recent reports indicated
that clozapine reduces the risk of
violence in schizophrenia patients with
compared with

haloperidol.2¥

Consequently, clozapine is actively used

conduct disorder

olanzapine or

on forensic psychiatric wards to improve
symptoms and reduce risks of violence
The 2017 Patient
Survey2? reported 792,000 patients

and aggression.

with schizophrenia, schizotypal disorder,
and delusional disorder. Given that the
reported number of patients registered
in the domestic Clozaril Patient
Monitoring Service (as of December 2,
2022) is 15,354,259 the

prescription rate for

clozapine
schizophrenia
psychiatric

patients in  general

treatment is estimated to be
approximately 2%. Conversely, reports
indicate that approximately 25% of
schizophrenia patients on Japanese
forensic  psychiatric ~wards were
prescribed clozapine.!®

“Crisis plan” is a document outlining
actions for both the patient and their
support network to maintain stable
health and

when

mental respond

appropriately signs of
deterioration or progression are

recognized.3? A report indicates that it

is effective in reducing involuntary
hospitalization rates.? On Japanese
forensic psychiatric wards, crisis plan
has become widely adopted since the
2010s. Inpatients collaborate with MDT
to create crisis plans for overnight stays
outside the hospital and post-discharge
social rehabilitation. These plans are
shared and utilized with community

supporters in the CPA meeting.

ITI. Overview of Inpatient Treatment

In 2017, a data collection system was
launched under the Project to Establish
Standardized Treatment Methods for
Mental (MTSA

Database Project). Its objectives are the

Severe Disorders
regular and systematic monitoring of
Inpatient treatment, improvement of
the standard of treatment under the
MTSA,
mental health medical and welfare
services. The MHLW bears the project
costs for the MTSA Database Project.

Nationwide and on a monthly basis,

and overall enhancement of

designated Inpatient medical
institutions transmit data on
individuals subject to inpatient

treatment, excluding information such
as names, to the coordinating hospital
(National Center of Neurology and
Psychiatry Hospital) via a dedicated
line. The coordinating hospital analyzes
the data and regularly feeds back the
results to the MHLW and designated
medical

inpatient institutions
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nationwide, aiming to standardize,
generalize, and further improve the
MTSA inpatient treatment. Separate
MTSA Database Project, a
secondary utilization research project
using data collected from the MTSA
database is also being conducted.® In
2022, the “MTSA inpatients report 2020”
(hereinafter referred to as the MTSA

inpatients report ) was published.!’ The

from the

MTSA inpatients report 1is basic
statistical data on MTSA inpatient
treatment issued by the MTSA

Database Project Steering Committee.
It is based on information collected from
designated Iinpatient medical
institutions nationwide through the
MTSA Database Project and enable an
understanding of changes and the
current status of inpatient treatment
over the 15 years since the act's
implementation. A summary of the
MTSA inpatients report is provided
below.

Cumulative totals (n=3,761) show
that the largest age groups among those
patient to inpatient treatment order
were those in their 30s (26.0%) and 40s
(25.9%), while males accounted for
76.6% of the total.

psychiatric diagnosis was classified

The primary

based on the International Statistical
Classification of Diseases and Related
Health Problems, 10th Revision (ICD-
10). Regarding the cumulative total, F2

(psychotic disorders) accounted for

7

79.4%, followed by F3 (mood disorders),
and F1 (substance-related disorders).
Other disorders accounted for only a
small proportion. Comparing primary
by F3
accounted for a higher rate among
females (12.7%) than males (4.8%). The

cumulative frequency of offense types

psychiatric diagnoses sex,

(attempted offenses included except for
injury) was as follows: bodily injury
(36.3%), (32.7%),
(23.4%), robbery (4.0%),
through compulsion (3.1%), and forcible

homicide arson

indecency

sexual intercourse (0.5%). Comparing
by sex, the rate of bodily injury was
higher for males (41.1%) than females
(20.5%), while the rates of homicide and
arson were higher for females than
The

guideline” sets the standard treatment

males. “inpatient treatment
period at one and a half years, but the
cumulative average length of stay
estimated wusing the Kaplan-Meier
method was 1,022 days. Nearly half of
the patients hospitalized of
31, 2020, had been

hospitalized for two years or more.

as

December

Furthermore, the average length of stay
for discharged patients showed a trend
of increasing over time, with those
discharged in 2020 having an average
length of stay of 1,182 days. As of
December 31, 2020, 17 out of 763
patients (2.2%) were secluded, and 4
patients (0.5%) were restrained. Over

time, the proportion of individuals

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



experiencing seclusion and restraint
during their hospitalization period has
shown an upward trend. Approximately
20% of inpatients discharged in 2020
had experienced seclusion during their
hospitalization period. At discharge
from forensic psychiatric wards, 83.0%
of patients transitioned to outpatient
treatment order under the MTSA. The
living arrangements of transition
outpatient treatment order patients
were, 1n decreasing order: welfare
facilities (29.8%), living with family
(20.1%), (19.5%), and
psychiatric medical facility (13.5%). In
of the MTSA's
living with family
high

proportion of the living arrangements

living alone

the early years
implementation,
members accounted for a
upon discharge for those transitioning
to outpatient treatment order. Over
time, however, the proportion living in
welfare facilities increased, while the
number of patients of living with family

decreased.

IV. Overview of outpatient treatment
order under the MTSA

During the outpatient treatment
order period, patients are required to
receive medical treatment based on
their treatment implementation plan.
Failure to comply with the mandated
may lead to

medical treatment

consideration of a petition for

readmission order under the MTSA.?

Furthermore, similar to CPA meetings
held on forensic psychiatric wards,
regular care meetings with community
supporters are conducted under the

auspices of the social reintegration

coordinator during outpatient
treatment order.
However, designated outpatient

medical institutions vary significantly
in terms of the human and material
resources depending on the facility. The
“Regional Treatment Guideline” state
that outpatient treatment order: “is
structured based on mental health and
welfare services under the Act on
Mental Health and Welfare for Persons
with Mental Disorders or Disabilities
(Mental Health and Welfare Act),
forming the foundation for treatment
under this system.”” Consequently,
MTSA outpatient treatment utilizes
hospitalization on Mental Health and
Welfare Act wards when necessary.
Furthermore, the level of medical and
required  varies

welfare  services

significantly  depending on  the
individual, and stage of outpatient
treatment order even for the same
patient. For example, many transition
outpatient treatment order patients
begin community living while receiving
extensive medical and welfare services,
such as utilizing home-visit nursing,
day care programs, and vocational
facilities upon discharge from forensic
Some  F2

psychiatric  wards.4?
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individuals do realize employment
during the outpatient treatment order
period, although the rate is not high.4V
Outpatient treatment under the MTSA
is not as differentiated from general
psychiatric treatment as inpatient
treatment, and the individuality of each
patient is significant.

A detailed overview of outpatient
treatment order is provided in the
Outpatient Treatment Statistics Report
(2020 Edition)!? (hereinafter referred to
as the Outpatient Treatment Statistics
Report) published by the National
Center of Neurology and Psychiatry.
This report summarizes the status of all
2,568

outpatient treatment order by 2020. A

individuals who completed
summary of the Outpatient Treatment
Statistics Report is provided below. By
sex, the proportion of females was
higher among direct (38.1%) than
transition (23.2%) outpatient treatment
patients. Regarding primary psychiatric
of F2
diagnoses was lower among direct
(60.4%)

(83.0%) outpatient treatment patients.

diagnoses, the proportion

compared with transition

Concerning outcomes, approximately
90% of all outpatient treatment patients
ended their treatment due to expiration
of the treatment period or a decision to
terminate (Article 56,
Paragraph 1, Item 2). Meanwhile, 98

individuals

treatment

died during outpatient

treatment order, and 85 individuals

were subject to readmission treatment
order under the MTSA. Furthermore,
compared with patients with
transitional outpatient treatment order,
those receiving direct outpatient
treatment order showed a higher rate of
treatment termination due to a decision
to end treatment (Article 56, Paragraph
1, Item 2) (41.7 vs. 28.4%, respectively)
and shorter average outpatient
treatment order duration (864.8 vs.
978.2 days, respectively). During the
outpatient treatment order period,
serious re-offenses were observed in 17
individuals (0.7%). The incidence rate of
serious re-offenses was lower than
results from similar prior studies on re-
offenses domestically and
internationally.¥49 However, “serious
re-offence” in the Outpatient Treatment
Statistics Report refers to “cases where
a serious re-offense subject to the MTSA
occurred, and a (re)admission order
under Article 61, Paragraph 1, Item 1 of
the Act, or new decision for in- or
outpatient treatment orders under
Article 42, Paragraph 1, Items 1 and 2
of the Act, or received a criminal penalty
of a fine or higher.” It is important to
note that this definition is limited and

does not encompass all serious re-

offenses. Furthermore, while 1,283
patients (50.0%) experienced
hospitalization under the Mental
Health and Welfare Act during

outpatient treatment order, this figure
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drops to 630 (24.5%) when considering
involuntary hospitalizations only.
Research on patients after outpatient
treatment order is limited. Recently,
Ohtsuru conducted a follow-up study on
individuals who completed outpatient
treatment order. He collected 90 cases
(73 from Okinawa Prefecture; 17 from
Shimane Prefecture) and reported that
there were no cases of re-treatment
order under the MTSA throughout the
entire period, and only one case of
serious offence was recognized 3 to 4
years after the end of outpatient

treatment order.39

V. Challenges to and Future Directions
of MTSA

Eighteen years have passed since the
MTSA was enacted in 2005. Although
the system began tentatively, the
accumulated efforts and insights of
predecessors have enabled Japan to
move beyond its position as a country
lagging in  forensic  psychiatry.
Furthermore, several initiatives under
the MTSA are being generalized into
general psychiatric treatment,
indicating an influence on the broader
field.

However, challenges remain. One is
the prolonged average length of stay on
Japanese forensic psychiatric wards.1?
Tomlin, J. et al. reported the average
length of stay on forensic psychiatric

wards across EU member states in

2013.4¥ Given the wide range of lengths
of stay (1.04 to 10 years) and fact that
five regions had average Ilengths
exceeding 7 years, the current average
length of stay on Japanese forensic
psychiatric wards (1,022 days) may not
necessarily be considered excessively
long. However, direct comparisons are
difficult because forensic psychiatry
systems vary significantly among
countries.? The point-in-time rates of
behavioral restrictions on forensic
psychiatric wards (as of December 31,
2020) were 2.2% for seclusion and 0.5%
for physical restraint.!? According to a
2020 “630 survey”'® (survey conducted
annually targeting Japanese general
psychiatric medical institutions for use
in medical plans, disability welfare
plans, etc.), seclusion and restraint
rates were 4.7 and 4.1%, respectively, as
of June 30, 2020. However, it is
Important to note that the patient
compared are

populations  being

significantly different. Furthermore,
the proportion of patients experiencing
seclusion and restraint during their
hospitalization period under the MTSA
has been increasing over time, which is
an 1issue requiring improvement.
Regarding these challenges, Murasugi
identified cases meeting both “long-
term hospitalization” and “behavioral
restraint” criteria as the core complex
case group. He reported that the

characteristics of this group include
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“comorbid psychiatric disorders,
particularly ASD,” “high rates of CLZ
use,” “high impulsivity/violence risk,”
“fragile family functioning,” and
“difficulty in establishing a therapeutic
alliance.” He reported that psychosocial
therapy targeting comorbid psychiatric
disorders is crucial for intervention in
this core complex case group.2?

The environment for using
information and communication
technology (ICT) devices within forensic
psychiatric wards also presents
challenges. Inpatient psychiatric wards
may restrict the use of ICT devices

within the ward for reasons including:

access to unreliable medical
information, potential 1impact on
psychiatric symptoms, and privacy

protection.2”? Particularly on forensic
psychiatric wards, ICT device use is
restricted due to the risk of accessing or
posting information about one's own or
others' criminal histories via the
Internet.® However, in modern society,
ICT devices are widely used across all
aspects of life, including accessing
information, communication, and
purchasing goods.3® A report indicates
that many patients with psychiatric
mobile phones,?

symptoms possess

suggesting that ICT devices have
become indispensable in the daily lives
of psychiatric patients as well. From the
social

perspective  of  promoting

reintegration after discharge, it 1is

necessary to establish an environment
where patients can utilize ICT devices
within forensic psychiatric wards as
much as possible, while giving full
consideration to the risks.

The incidence rate of serious re-
offenses among patients with outpatient
treatment order was low, at 0.7%.17
However, in clinical settings, the
anxiety felt by community supporters
regarding the risk of reoffences by
individuals can lead to difficulties in
community coordination. This, in turn,
can result in cases where the average
length of stay on forensic psychiatric
wards becomes prolonged. Indeed, a
report indicates that wvisiting nurses
working with MTSA patients recognized
difficulties, such as “the challenge of
accurately performing the observation
and evaluation required under the
MTSA” and “difficulty of engaging in
support while keeping the risk of
reoffences in mind.”3¥ To alleviate the
concerns of community supporters, it is
crucial to establish a system capable of
providing specialized treatment in the
field of forensic psychiatry even during
outpatient treatment order. To achieve
this,

medical

utilizing designated inpatient

institutions with abundant

forensic  psychiatry  resources is
desirable.

Furthermore, a certain number of
deaths

treatment

occur during outpatient

order periods, with
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half of

experiencing hospitalization in general

approximately patients
psychiatric wards during outpatient
treatment order periods.1” Additionally,
while limited to patients in transitional
outpatient treatment order who
consented to research participation, one
report indicates that suicide accounted
for the majority of causes of death
among subjects who died during
outpatient treatment order.t® These
circumstances represent significant
challenges in light of the objectives of
the MTSA: improving medical condition
and promoting social reintegration. It is
desirable to incorporate approaches

from general (psychiatric) medical
treatment, such as collaboration with
physicians, assertive
(ACT), and

Intensive case management models,

primary care

community treatment
Iinto outpatient treatment under the
MTSA, aiming to reduce both mortality
and the rate of admission under the
Mental Health and Welfare Act.

Conclusion
Inpatient treatment under the MTSA
provides

comprehensive medical

treatment. However, challenges of
inpatient treatment include the long-
term increase in average length of stay
and rates of experiencing behavioral
restrictions, as well as the need to
improve the environment for ICT device

use. In outpatient treatment, many

patients completed outpatient
treatment within three years, and the
rate of serious re-offenses was low.
However, challenges remain, such as
approximately half of the patients
experienced hospitalization under the
Mental Health and Welfare Act during
their outpatient treatment period.
1s hoped that

treatment methods for patients with

Moving forward, it

disorders on
will be

expertise of

comorbid psychiatric
forensic psychiatric wards
developed, and the
community forensic psychiatry will be
enhanced through the wutilization of
designated inpatient institutions.

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 Hisako Taguchi
(Kanagawa Psychiatric Center) as the

representative.
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