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Abstract

Treatment using Clozapine has not been implemented adequately within Japan, but
under the Medical Treatment and Supervision Act, it has become widely used. As such,
it has become one of the go-to methods of treatment used under this act. Mentally
disordered offenders, who are typically difficult to treat as a result of "multiple disabilities"
like, Treatment-Resistant Schizophrenia (TRS) with a comorbidity like an Autism
Spectrum Disorder, or an Intellectual Disability, or a Personality Disorder, or a
Substance-Related Disorder, we proactively treat with Clozapine with an eye towards
transitioning them from inpatient to community care.

In the case of a TRS, psychosocial support is important in addition to antipsychotic
medication. Treatments using Clozapine will achieve a better and longer treatment
alliance. Performing psychosocial support under the Medical Treatment and Supervision
Act, we have recognized the importance of Shared Decision Making in combination with
a Crisis Plan, while also implementing skill-training for the patients in order to improve
day-to-day skills as a protection against violent risk. This, in turn, will lead them to safely
live within the community. This is not limited to just treatments used under the Medical
Treatment and Supervision Act, but can be applied to ordinary psychiatric treatment
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wherein we can implement psychosocial support via a Multi-Disciplinary Team for

patients with severe mental illness in community care.

It is our hope that the early and appropriate decision to implement treatments using

Clozapine in combination with psychosocial support that targets community care under

the Medical Treatment and Supervision Act, will promulgate the reform of the Mental

Health Services within Japan.

Keywords: Medical Treatment and Supervision Act, clozapine, treatment-resistant

schizophrenia, multiple disabilities, shared decision making

Introduction
The Act on Medical Care and
Treatment for Persons Who Have

Caused Serious Cases under the
Condition of Insanity and Other Similar
Conditions (hereinafter referred to as
the Medical Treatment and Supervision
Act) was enacted in 2005, and 18 years
have passed since then. During this
period, various measures have been
implemented in Japan's community
mental health care and welfare under
the principle of “shifting from hospital-
centered care to community-centered
living.” As a result, the length of stay in
psychiatric hospitals has gradually
decreased, with over 80% of inpatients
being discharged within one year of
admission.2? Conversely, approximately
40%

readmitted

of discharged patients are
within one year of
discharge,?® and an increase in
involuntary admissions!¥ has presented

a challenge. While comprehensive post-

discharge support has been identified as
necessary to address these issues, only
33% of individuals were found to be
actually utilizing such services,30
suggesting that maintaining support
within community living settings is not
as straightforward as anticipated.

The  Medical

Supervision Act positions “promoting

Treatment and

social rehabilitation” as its ultimate
goal. Its medical and support practices
aim to enable individuals to continue
treatment within the community and
proactively prevent serious re-offenses
against others due to relapse. This
paper reports on how administering
clozapine (CLZ) for treatment-resistant
schizophrenia, actively pursued under
the Medical Treatment and Supervision
Act, contributes to stabilizing
community living. Furthermore, it is
hoped that the increased utilization of
CLZ will lead to solutions for challenges

faced not only by mentally disordered
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offenders but also by many psychiatric

medical institutions.

I. Current Status of Treatment-
resistant Schizophrenia and CLZ
Treatment under the Medical

Treatment and Supervision Act
1. Treatment-resistant schizophrenia
and multiple disabilities under the
Medical Treatment and Supervision Act
One challenge under the Medical
Treatment and Supervision Act is the
prolonged duration of designated
Iinpatient treatment. According to a
report by Hirabayashi et al.,5 the trend
toward prolonged hospitalization
continues. The estimated median length
of stay in 2017 was 813 days (range:
792-834 days), with an average of 1,033
996-1,070
significantly exceeding the Ministry of
Health, Labour and Welfare's target of
18 months.
Given this

Inpatient care, what challenges exist for

days (range: days),

prolonged designated

designated outpatient care? According
to a survey conducted by Takeda of
subjects receiving outpatient treatment
after discharge from designated
inpatient medical institutions,?® the
cumulative rate of serious re-offenses
during outpatient treatment was 1.7%
over 3 years. This rate remains low
compared with results of studies on
recidivism among mentally disordered

offenders conducted in Japan prior to

implementation of the Medical
Treatment and Supervision Act and
similar prior research in the UK.

Furthermore, the average number of
days spent in community living during
the first year after starting community
life was 349.3 days, longer than the 316
days spent in community living after
discharge from psychiatric beds in
health

Additionally, according to judicial?® and

general mental care.
protection® statistics, the proportion of
Medical
Treatment and Supervision Act relative

of mental health

readmissions under the
to the number
observations remains at approximately
1%. From the above, it can be considered
that outpatient treatment achieves the
prevention of serious reoffending and
maintenance of community living that
accompanies it.

However, according to a survey?
Ando

medical

conducted by of designated

outpatient institutions
nationwide, 466 out of 993 (46.9%)
outpatients were reported to have
exhibited some form of problematic
behavior during outpatient treatment,
which cannot be considered a small
number.
Furthermore, according to the
aforementioned report by Takeda,?? 456
out of 1,078 patients (42.3%) were
hospitalized under the Mental Health
and Welfare Act during their outpatient

treatment period. Also, in a survey of
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designated outpatient medical
institutions conducted by Ohtsuru,2?
229 out of 459 institutions reported
having cases that were difficult to
manage. The reported content indicated
that many cases involved non-
compliance with medical treatment,
unstable medical conditions, and
frequent or long-term hospitalizations
under the Mental Health and Welfare
Act. These reports suggest that one
challenge in designated outpatient care
1s determining the  appropriate
treatment and support for individuals
who, after transitioning to community
living, experience unstable conditions or
problematic behaviors that make
management difficult, leading to the
necessity of avoiding worst-case
scenarios through hospitalization under
the Mental Health and Welfare Act.
How do individuals requiring difficult
management in Medical Treatment and
Supervision Act care differ from those
considered difficult to treat in general
psychiatric care? A study classifying the
symptom profiles of treatment-resistant
schizophrenia patients under the
Medical Treatment and Supervision Act
J.P's

comparing them with

using Lindenmayer, 5-factor
model and
treatment-resistant schizophrenia
patients in general psychiatric care
found significantly higher positive
symptoms in the former group, while
anxiety-

cognitive, negative, and

depressive symptoms were significantly

lower.1¢ Furthermore, among

treatment-resistant schizophrenia
patients under the Medical Treatment
and Supervision Act, those with

multiple disabilities, such as
intellectual disability, autism spectrum
disorder, personality disorder, or
substance-related disorders, exhibited
significantly higher levels of agitated
(hostility,

cooperativeness, agitation, tension) that

symptoms non-

hinder treatment relationship
maintenance compared with those
without such multiple disabilities
(Table 1).

Taguchi reported that the proportion
of patients with multiple disabilities
was high in cases of readmission under
the Medical Treatment and Supervision
Act and in cases where patients
committed serious acts of harm again,
leading to a second admission under the
act.2¥

identified

Furthermore, Murasugi

multiple disabilities,
particularly autism spectrum disorder,
as a common tendency among so-called
“complex cases” requiring long-term
hospitalization or behavioral
restrictions during Medical Treatment
and  Supervision Act admission
treatment.19

In summary, treatment-resistant

schizophrenia patients under the
Medical Treatment and Supervision Act

tend to have milder residual symptoms
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and deficit states compared with
patients in general psychiatric care.
Consequently, they are less likely to
recognize their need for direct support
reduced

in daily life, leading to

proactive  seeking of assistance.

Furthermore, the persistence of
refractory hallucinations and delusions,
coupled with a tendency for suspicious
feelings and distorted thoughts to be
directed toward others, likely makes
maintaining supportive relationships in
the community even more difficult.
Cases with multiple disabilities exhibit
that further hinder

supportive relationships, such as non-

characteristics
cooperativeness and  hostility, in
addition to vulnerability to stress due to
difficulties in emotional and impulse
control. Consequently, problems that
did not manifest under the intensive
care provided by Medical Treatment
(MTSA)

hospitalization emerge after community

and Supervision Act

transition. This makes maintaining
difficult,

potentially leading to situations where

support relationships
involuntary hospitalization becomes
necessary for crisis prevention.

In many cases, these challenging
individuals are not “unable to be
discharged” under MTSA treatment;
rather, while discharge is possible
initially, they are “unable to maintain a
stable condition” in community living.

One key difference between the Mental

Health and Welfare Act's protective
hospitalization, which focuses on the
current risk of self-harm or harm to
others, and the Medical Treatment and
Supervision Act hospitalization is the
timeframe. For these challenging
individuals, maintaining treatment and
support relationships within
community living to achieve stable lives
requires addressing potential post-
discharge challenges while they are still

hospitalized.

2. Current status of CLZ treatment
under the Medical Treatment and
Supervision Act

CLZ 1is the

indicated for

only antipsychotic
treatment-resistant
schizophrenia meeting criteria for poor
response or poor tolerance. Serious

adverse events include leukopenia,

neutropenia, agranulocytosis,
myocarditis, cardiomyopathy, and
diabetes. Ensuring safety, including

regular blood monitoring, is essential
CLZ

demonstrates high therapeutic efficacy

during its use. However,
in treatment-resistant cases. It is
designated as the first-line agent for
treatment-resistant schizophrenia in
Japan's ‘Guidelines for
Pharmacotherapy of Schizophrenia’ and
its use is strongly recommended.2?
Internationally, reports indicate that
CLZ is associated with improvements in
lower

aggression and impulsivity,
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relapse rates, reduced suicide, and
improved prognosis among mentally
disordered offenders. Consequently,
since the initial implementation of the
Medical Treatment and Supervision Act,
it has been anticipated that CLZ would
be effective for treatment under this
law.®)

CLZ was launched in Japan in 2009,
and as of February 28, 2022, the
number of patients registered with the
Clozaril Patient Monitoring Service
(CPMS) was 13,714.17 According to the
2017 Ministry of Health, Labour and
Welfare patient survey,!® the total
number of patients within the
schizophrenia spectrum in Japan was
792,000. It is estimated that patients
receiving CLZ treatment account for
only about 1.7% of all schizophrenia
patients. Conversely, a 2017 survey by
Kurusu et al. of designated inpatient
medical institutions under the Medical
Treatment and Supervision Act!? found
that among 549 inpatients with a
primary psychiatric diagnosis in the
145 had

treatment,

schizophrenia spectrum,
experience with CLZ
meaning that 26.4% of those in the
schizophrenia spectrum had undergone
CLZ treatment. Compared with general
CLZ treatment is

administered at a significantly higher

psychiatric care,

rate in designated inpatient medical
Iinstitutions, which can be considered

one of the characteristics of Medical

Treatment and Supervision Act (MTSA)
care. Indeed, on the Medical Treatment
and Supervision Act ward at Ryukyu
Hospital (hereinafter, our hospital),
where the lead author is employed, CLZ
treatment has been administered to
more than half of patients with a
primary diagnosis of schizophrenia in
recent years (Figure), making it the
most

frequently prescribed

antipsychotic.

I1. The Position of Psychosocial Support
and CLZ Treatment in the Medical
Treatment and Supervision Act
1. Medication adherence and CLZ
treatment

A total of 40.7% of subjects had
discontinued treatment at the time of
the act subject to the Medical Treatment
and Supervision Act,” indicating that
many already had adherence issues.
Consequently, hesitation to use CLZ,
which is only available orally, for such
subjects is not uncommon.
CLZ

rates, a

Regarding treatment

continuation large-scale
Japanese study using CPMS data,2®
reported high rates: 77.2% at 1 year and
65.1% at

individuals receiving CLZ treatment.

4 years among 8,263

Furthermore, our hospital's study

showed even higher rates: 81.7% at 12

months and 78.6% at 24 months.1?
Furthermore,

other

considering reports

from countries, including
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Canada,?”? and the United States,'®
CLZ has the highest continuation rate
compared with other oral atypical
antipsychotics.

Additionally, our hospital conducted a
survey targeting outpatients in
Okinawa and Shimane Prefectures,
covering not only the period under the
Medical Treatment and Supervision Act
(MTSA) outpatient care but also up to
five years after the termination of
outpatient treatment. Among the 12

CLZ

treatment and were discharged from the

individuals  who  received
Medical Treatment and Supervision Act
program, all continued CLZ until the
end of outpatient treatment, with only
one case discontinuing after outpatient
treatment ended. Even after outpatient
treatment concluded, probation office
and patients

involvement ceased,

transitioned to general psychiatric care,

CLZ treatment continued in many cases.

Considering the current trend where
treatment and support centered on
community-based living are becoming
central not only in Medical Treatment
and Supervision Act care but also in
general psychiatric care overall, it is
necessary to evaluate treatment
resistance arising in the community
setting. If CLZ 1is introduced after
treatment

appropriately  assessing

resistance and results in sufficient
symptom control, improved medication

adherence can be expected. Therefore,

for cases with poor medication
adherence, it is important to actively
consider the necessity of CLZ treatment,
not just LAI treatment.

Furthermore, in treating patients
with treatment-resistant schizophrenia,
psychosocial  support focused on
community living is vital alongside CLZ
treatment. CLZ treatment is considered
significant for maintaining continuous
and long-term psychosocial support
after

discharge, thereby promoting

social rehabilitation. Subsequent
sections report on the psychosocial
support implemented under the Medical
Treatment and Supervision Act and

CLZ treatment underpinning it.

2. Predicting problem events and daily
living functions as “self-control” tasks
and preventive factors

The Common Assessment Items (CAI)
are an evaluation tool consistently used
throughout all phases of the Medical
Treatment and Supervision Act process,
from assessment to hospitalization and
outpatient care. Kabeya” analyzed CAI
data from 572 hospitalized individuals
and found that the total score across
seven items: [Impulse control] [Impulse
control 1) Inconsistent behavior] [Non-
psychotic symptoms 3) Anger] [Daily
living skills 4) Housework and cooking]
[Substance abuse] [Antisocial behavior
9) Sexual deviance] [Personal support],

predicted problem behaviors and
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violence after transition to outpatient
care under the Medical Treatment and
Supervision Act. Under this act, insight
and deepening introspection are
typically viewed as central treatment
goals. However, this report highlights
that factors such as substance abuse
and sexually deviant behavior, which
are problematic behaviors themselves,
along with environmental factors like
personal

support, are joined by

individual factors related to post-

community transition problem
behaviors and violence. These include
impulse control, anger, and issues with
skills

performing housework or cooking.

daily living such as not

Daily living skills are also noted
regarding their roles as preventive
factors. While the Medical Treatment
and Supervision Act employs
assessments using the International
Classification of Functioning, Disability
and Health (ICF) at

continued hospitalization requests, and

admission,

discharge requests, Kabeya” analyzed
sub-items examining the relationship
between ICF and problematic events,
identifying the following six points as
preventive factors and skills to be
trained during inpatient treatment.
Based on this analysis, he identified the
following six points as preventive
factors and skills that should be trained
during inpatient treatment: (i) The

importance of money management

skills, (i) The ability to avoid trouble by
maintaining distance from others, (iii)
Long-term, the ability to maintain
health is more important than the
severity of psychiatric symptoms at
discharge, (iv) Long-term, a general
tendency to fulfill responsibilities is
more effective in preventing problem
behaviors and violence than the specific
agreements made at discharge, (v)

Maintaining and continuing daily

routines prevents involuntary
hospitalization under the Mental
Health and Welfare Act, (vi)

Involuntary hospitalization due to
symptom exacerbation depends on the
individual's capacity to consent to
hospitalization during the acute phase
and is not necessarily an indicator of
underlying issues.

The Common Assessment Items, 3rd
Edition (Table 2), revised in 2019, were
modified to evaluate both impulse
control and daily living skills under the
broader category of “self-control,” with
particular attention to their importance
in relation to problematic behaviors
after transition to outpatient care. In
clinical settings, this “self-control,”
meaning self-management ability, is
shared with individuals as a specific
goal of psychosocial treatment to enable
its application as a preventive factor in
community living. Furthermore, to
enhance readiness for community living,

we repeatedly provide feedback and
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motivation to the individual within

daily interactions, aiming for the
organic integration of four key areas: (i)
managing one's own mood, (i)
managing one's own pace to avoid being
drawn into others' conflicts, (ii)
appropriately self-managing finances,
and (iv) maintaining and managing
daily routines and activities. Unlike in
Inpatient settings, directly engaging
with the client's private life is not easily
feasible in the community. Therefore, it
1s also 1mportant to use case
formulation to explain why focusing on
life functions and providing support are
necessary, enabling the client to
proactively engage in maintaining these
functions after discharge. In this way,
physicians themselves adopt a proactive
skills and

providing skill training to “maintain a

role in evaluating life

good state,” which is a characteristic

feature unique to the Medical
Treatment and Supervision Act.
While an

perspective 1s

early  intervention
necessary for
“maintaining a good state,” the initial
symptoms of relapse, such as fatigue,
hypochondriasis, anxiety, and
depression, are nonspecific, and it is
often unclear whether they indicate a
relapse.? Conversely, symptoms like
and positive

Insomnia, anorexia,

symptoms can manifest rapidly.

Therefore, once relapse i1s evident,

avoiding hospitalization may become

difficult. Even when hospitalization is
avoided, medication adjustments or
frequent medication checks for relapse
may not constitute the most desirable
support for the individual. Supporting
the individual to identify stressors and
restore their condition during the stage
of nonspecific relapse signs is more
readily accepted and effective for
maintaining the support relationship.
Therefore, it 1s crucial to share the
goal of “maintaining a good state” with
the individual, habitually practice self-
monitoring, explore effective coping
strategies during hospitalization, and
support the individual to recognize and
address changes early in community

living.

3. Utilizing shared decision-making
(SDM) and crisis plans

The  Medical
Supervision Act involves compulsory
those

Treatment  and
treatment, and providing
treatment and support have a duty to
explain to the subject the basis for why
treatment is necessary. While this is
obviously for the protection of rights,
the intervention itself can also be said to
promote psychosocial support.

For example, post-discharge support
plans may include elements that the
subject was compelled to accept during
their Medical

Supervision Act hospitalization in order

Treatment and

to obtain court permission for discharge.
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Consequently, after transitioning to
community living, a “discrepancy”’ in
support goals between the treating
professionals, community  support
providers, and subject can sometimes
deteriorate the support relationship. To
avold such situations as much as
possible, the Medical Treatment and
Supervision Act emphasizes open
discussion, from assessment using case
formulation to developing a
management plan, regarding current
problems, symptoms, and stress factors
influencing them. Persistently
continuing these efforts to reconcile
such “discrepancies” in support goals is
considered to contribute to enhancing
the subject’s problem-solving abilities.
This, in

recovery and contributes to stable

turn, promotes personal

community living. This constitutes
shared decision-making (SDM), and the
crisis plan is used as a useful
conversation aid during this process. It
1s essential to utilize the crisis plan
routinely, reviewing its reproducibility
and effectiveness according to the

subject’s situation, from inpatient
through to outpatient care, making

additions and revisions as needed.

4. CLZ treatment

practice of psychosocial support in

supporting the

community living

In psychosocial support for

schizophrenia, = behavioral change

cannot be expected solely through the

patient's own awareness and
understanding. Dolder, C.R. et al
compared methods to  improve

medication adherence in schizophrenia
They

reported that combined intervention

and schizoaffective disorder.

incorporating psychoeducation,
behavioral therapy, and methods to
enhance treatment motivation showed
the greatest potential effectiveness,
while psychoeducation alone yielded the
weakest effect. They further noted that
the duration of intervention and
patient-therapist relationship are also
important factors.? It is necessary to
link the knowledge gained through
psychoeducation to medication-taking
behaviors themselves and coping
behaviors in crisis situations, such as
relapse of  psychotic symptoms.
Furthermore, to implement this series
of support measures in community
settings and promote the generalization
of acquired behaviors, a longer
intervention period and sustained
relationships are required. Maintaining
the therapeutic alliance and stable
support relationships are therefore
indispensable. As mentioned earlier,
individuals with multiple disabilities
tend to exhibit agitated symptoms that
hinder

relationships. However, regarding the

particularly supportive

therapeutic effect of CLZ treatment on

schizophrenia  symptoms, reports
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indicate high-level efficacy in improving
states of hostility, suspiciousness, and
non-cooperativeness,? and another
report shows favorable outcomes for
persistent aggressive behavior that does
not improve sufficiently with other
medications.2?
Among cases where maintaining
supportive relationships is difficult and
problematic behaviors recur, many are
regarded as treatment-difficult cases
who

involving patients repeatedly

engage In problematic behaviors
attributed to irreversible characteristics
such as developmental traits,
intellectual ability, or personality traits,
and consequently undergo frequent and
prolonged hospitalizations. This is often
due to challenging evaluations of

psychotic symptoms and a poor

treatment response, leading to the
consideration that the problematic
behaviors stem from irreversible
characteristics, such as developmental
traits, intellectual ability, or personality
traits. Consequently, these individuals
repeated and

frequently  require

prolonged hospitalizations. In such
cases, 1t is crucial to avoid therapeutic
nihilism, carefully evaluate underlying
psychotic symptoms and treatment

resistance, actively consider
introducing CLZ treatment targeting
agitation symptoms that often impede

therapeutic relationships, and guide

patients toward psychosocial treatment

with a focus on community living.

ITI. Development of CLZ Treatment in
General Medical Care

It is estimated that approximately
150,000 to 250,000

representing 20-30% of schizophrenia

individuals,

patients in Japan, have treatment-

resistant schizophrenia.? Compared
with the number of patients registered
in CPMS, further expansion of CLZ
treatment in general psychiatric care is
desired.

Building on our accumulated
experience in regional collaboration
2010, our
launched CLZ Regional Collaboration
“Okinawa Model” in 2014 with the
cooperation of Okinawa Prefecture and
the Okinawa

Association. This initiative was also

since hospital formally

Psychiatric Hospital

selected as a model region for the

Ministry of Health, Labour and
Welfare's  “Regional  Collaboration
System  Development Project for
Refractory Mental Disorders”

implemented from fiscal year 2014 to
2017. Under the “Okinawa Model,” our
hospital serves as the hub facility. We
receive referrals of eligible cases from
all psychiatric hospitals and clinics
within the prefecture and provide
inpatient treatment for CLZ initiation.
This has established a collaborative

system ensuring that patients requiring
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CLZ treatment can access it regardless
of their location within the prefecture.
Furthermore, our hospital provides
partner hospitals with our manuals,
clinical

clinical  pathways, and

experience, offering comprehensive
support for the dissemination of CLZ
treatment at these partner institutions.
By September 2020, our hospital had
administered CLZ treatment to a
cumulative total of 325 patients, with
185 of them (over half) referred from 20
other medical institutions.V

Supporting this CLZ
collaboration is Japan's first dedicated
CLZ treatment ward (56 beds), which
opened at our hospital in July 2015.
This

multidisciplinary team care in addition

regional

ward provides high-quality
to CLZ treatment. Following clinical

pathways, we 1mplement repeated
practice sessions, including outings and
overnight stays, covering the entire
from

process psychoeducation to

mastering  medication  adherence.
Furthermore, care plans are discussed
at regular care conferences involving
patients and their families to build
support systems. As a result, after
transitioning to the community,
approximately 90% of patients utilize
regular home nursing visits, engaging
in collaborative disease management
using self-monitoring and crisis plans.
Additionally, about 50% of patients are
supported

engaged 1n general or

employment, and approximately 40%
participate in daytime activities, such
as life skills training facilities, day care
centers, or community activity support
centers. Thus, even without the level of
intensive care provided under the
Medical Treatment and Supervision Act,
patients receiving CLZ treatment can
maintain stable lives with community

support.

Conclusion
As of April 1, 2022, the number of

designated outpatient medical
institutions (hospitals and clinics
combined) was 689, significantly

exceeding the number of designated
inpatient facilities.’® Many of these
Institutions provide general outpatient
care while also serving as designated
outpatient treatment facilities, taking
CLZ

implemented in inpatient care under

over treatment, frequently
the Medical Treatment and Supervision

Act, In community settings and
accumulating practical experience in
the process. Furthermore, the 2022
revision of medical fees now realistically
requires CLZ treatment outcomes even
on so-called “super emergency” wards.
CLZ

become

Consequently, treatment  1is

expected to even more
widespread in general psychiatric care
going forward. We earnestly hope that
psychiatric care reform in Japan will be

advanced by applying insights gained
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Medical

Supervision Act

from Treatment and

care, namely,
appropriate assessment of treatment
resistance, CLZ treatment, and the
practice of psychosocial support by
multidisciplinary teams focused on
community living, to patients with
treatment-resistant schizophrenia who
previously faced significant challenges

In maintaining community life.

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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Figure: Annual trend in CLZ prescription rates on the forensic psychiatric ward at
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Ryukyu Hospital

Number of individuals prescribed CLZ/Number of individuals with a primary

diagnosis of schizophrenia.

K1 ERBRENS LU—RBEICETS clozapine BREANOHES XMEERD LR

—owi EEBRERH

(n=161) 2EH EEEEHD EWEELSL
(n=31) (n=10) (n=21)

BPRS #& = 61.1%+11.9 58.2+19.0 64.6*+15.9 55.1+19.9
BAELER 15.0%4.1 . 17.3+£5.12 ‘ 18.2%+5.8 16.8+4.8
BEFER 13.3+4.6 14.4+6.7 19.2+5.4° 12.1+6.2
BREER 9.5+26 6.6+3.0° 7.7+3.0 6.1+29
ERESER 12.2*2.6 . 9.2+4.6° ' 8.9+5.0 9.4+45
AR5 DER 11.0%£3.6 8.7+4.3° 89138 8.7t45

Bl mean+S. D. ICTRR. a: —BBLOABESHD (P<0.01), b: BEEMELLBLOAR

EHH (P<0.01).
(@R 16 & D 351A)

Table 1: Comparison of schizophrenia symptoms before clozapine treatment

Initiation in the Medical Treatment and Supervision Act and general groups

General group (n=161)

Medical Treatment and Supervision Act group
All cases (n=31)
With multiple disabilities (n=10)
Without multiple disabilities (n=21)

BPRS total score
Positive symptoms
Agitation symptoms
Cognitive symptoms
Negative symptoms

Anxiety-depressive symptoms
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Values are expressed as mean + S.D. a! Significant difference compared with the
general group (P< 0.01), b: Significant difference compared with the group without
multiple disabilities (P< 0.01).

(Quoted from Reference 16)
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ARy EER) 13) MHEEA
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16) BARZIER

B BEt BRI | 17) A a=F1EH
18) MENEE
19) A - 77 Ok

Table 2: Common assessment items, third edition

“Disease treatment”

1) Psychotic symptoms
2) Introspection/insight
3) Adherence

4) Empathy

5) Treatment efficacy

“Self-control”

6) Non-psychotic symptoms
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7) Cognitive function

8) Activities of daily living
9) Activity/Sociality

10) Impulse control

11) Stress

12) Self-harm/Suicide

“Treatment-influencing Factors”
13) Substance abuse

14) Antisocial behavior

15) Sexually deviant behavior
16) Personal support

“Discharge Destination Environment”
17) Community factors
18) Realistic plans

19) Continuity of treatment/care
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