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Abstract

Under the Medical Treatment and Supervision Act (MTSA), 2005, various types of
treatment are provided by a multidisciplinary team for social reintegration and prevention
of reoccurrence of serious harmful acts. In particular, in the inpatient treatment, the
process of deterioration of a patient's condition leading up to the index offense is
summarized through disease education, psychoeducation, and efforts to promote
reflection and insight. Appropriate self-help and support person responses are also
developed in accordance with the stage of the patient's condition through dialogue with
the patient to prevent the repetition of harmful behavior and promote social reintegration.
Such plans, called "Crisis Plans", are now being prepared at medical institutions for
inpatients throughout the country under the MTSA; they are used to help the individual
self-manage his/her condition and to help his/her support system effectively cope with
the condition.

Crisis plans are not limited to individuals of the MTSA but can also be applied to patients
in general psychiatric care. In recent years, they have been attracting attention as an
important tool for discharge support under the revised Mental Health Welfare Law,
community transition for long-term hospitalized patients, and support for patients under
compulsory hospitalization. The background is that patients with chronic mental illnesses
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such as schizophrenia and bipolar disorder may have difficulty monitoring their own condition,
and as the illness worsens, the patient's insight into the illness declines, making it difficult
to take appropriate coping. The patients and their support system must be aware of the
changes in psychiatric symptoms and cooperatively cope and respond to them.
Additionally, deciding what to do and how to respond when the patient's condition
worsens is not limited to disease management but also involves the protection of the
patient's rights.

The process of creating and utilizing a crisis plan in cooperation with the patient and
supporters can be regarded as a shared decision-making process to support the patient.
It is expected to be widely used in psychiatric treatment as a means of recovery through
which patients and supporters work together so that patients can proactively pursue their

own hopes and life goals.
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enables through  the

patient’s own predetermined coping

Introduction prevention

Individuals with mental disorders

such as schizophrenia or bipolar strategies and  support person’s
disorder may find it difficult to monitor response.  Particularly in  cases
their own condition and symptoms, and involving collaboration between

may experience a decline in insight into
the illness as their condition worsens.
As a result they may be unable to take
appropriate action.’® A crisis plan (CP)
is a document designed to help
individuals with such chronic mental
1llnesses and their supporters recognize
changes in psychiatric symptoms and
take preventive action, and enable them
to cooperate in responding according to
if the

condition worsens.!¥ Utilizing CP helps

a predetermined plan even

maintain a stable state, and even if

deterioration of the condition occurs, it

multiple professionals and institutions,
differences in perspective can lead to
Iinconsistencies in assessing the state
and condition and in the response. CP
serves to unify these factors and
facilitate information-sharing during
collaboration. Furthermore,
predetermining responses and actions
for when the condition worsens through
CP is also

perspective of protecting the rights of

important from the

individuals who may become unable to

express their wishes appropriately.
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I. Contents of the Crisis Plan

CP broadly categorizes states into:
“Stable state,” “Caution state,” and
“High-Caution state,” and summarizes
the individual's self-help and support
person's responses for each state (Table
1). Other items include: “(Recovery)
Goals,” the

individual

“Symptoms/States
can recognize,”

“Symptoms/States others can recognize,”

“Self-help,”

responses,” “Stress,” and “Wishes in the

“Support person's
case of deterioration of condition.”
These are not created unilaterally by
but through
with the

supporters developed
discussion and consensus

individual. This process transforms CP
into a

the

from a supporter's plan

collaborative  plan  between
individual and supporters, making it a
potentially vital tool for the individual.
Such an approach can be regarded as an
effort in shared decision-making (SDM),
whose importance has been emphasized
in recent years. While SDM is often
used in situations where treatment
choices such as pharmacotherapy are
discussed with the patient, as Farrelly,
S. et al? stated: “the CP creation
process is a facilitative method for SDM,”
and because CP involves mutual respect

for the patient’s own coping strategies

and support person's responses,
working toward shared goals in
condition management, it can be
regarded as SDM concerning

3

collaborative condition management
that extends beyond treatment policy
When
creating CP, a self-monitoring chart
(hereafter, SM chart) is often created
together (Table 2). The SM chart is a

table listing states and symptoms that

and medication selection.

the individual can recognize and is
checked daily. By creating an SM chart,
the individual can not only check
changes in his/her condition daily but
can also more easily communicate
his/her condition during examinations
or interviews. Furthermore, by checking
one’s condition daily, a perspective for
objectively viewing one’s own condition
(metacognition) is cultivated, making it
easier to notice changes. Thus, the SM
chart is not only a tool for confirming
states and symptoms, but also one for
communication and fostering
metacognition.

CP can be used together with various

psychosocial treatment programs such

as disease education and
psychoeducation, and can be
incorporated into ongoing standard

treatment and support. To enable CP to
be created by any professional involved
with the

institution, the authors collaborated

individual and in any
with Sumitomo Dainippon Pharma Co.,
Ltd. (now Sumitomo Pharma) to create
the workbook “Crisis Plan” and promote
its dissemination (available free of

charge from the company). Note that
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while the Wellness Recovery Action
Plan (WRAP) also includes CP, WRAP is
a self-care tool developed in 1997 by
individuals experiencing mental health
difficulties in the United States, led by
M.E.

attention

Copeland, and has gained

within the recovery
movement.” WRAP is a systematic
which

understand their own physical and

method in individuals

mental state, reduce or prevent
distressing symptoms through coping
plans suited to themselves, and work
toward their goals, and it overlaps with
CP described in this paper, but there are
differences in their origins. The most
significant difference is that CP in
WRAP is a tool for self-care, and
although it may be shared with others,
1t does not necessarily need to be shared
with professional support persons such
as medical or welfare providers. In
contrast, CP introduced in this paper is
created collaboratively with medical
and welfare support persons and shared
with them. Therefore, while WRAP 1is
the individual's “I” plan, CP in this
paper can be positioned as a “We” plan
for the individual and support persons.
CP is reviewed together with the
individual, family members, and
support persons, and coping strategies
and responses appropriate for the

condition are carried out.

II. Crisis Plans under the Medical

Treatment and Supervision Act

In Japan, passing of the “Act on
Medical Treatment and Observation for
Persons Who Have Committed Serious
Harmful Acts in a State of Insanity or
with Mental Disorders” (hereafter, the
Medical Treatment and Supervision
Act) in 2005 led to the creation of CPs
on Medical Treatment and Supervision
Act wards nationwide based on clinical
necessity. The Medical Treatment and
Supervision Act i1s a law aimed at
ensuring social reintegration and the
prevention of reoccurrence of serious
harmful acts by individuals who have
committed offenses such as murder,
assault, or arson under conditions of
Iinsanity or diminished responsibility
due to mental disorder. It aims to ensure
specialized and continuous support in
areas such as medical care, welfare, and
administration through a cooperative
system between medical and judicial
authorities, thereby facilitating social
reintegration and prevention of the
reoccurrence of serious harmful acts.
Hospital treatment is provided on
designated Medical Treatment and
Supervision Act wards at specified
institutions,

inpatient medical

designated as inpatient
In addition to

pharmacotherapy, various psychosocial

hereafter

medical institutions.

programs are implemented including

disease education, psychoeducation,

cognitive behavioral therapy, and
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reflection on index offences.’? In
treatment under the Medical Treatment
and Supervision Act, since management
of the patient’s condition is closely
related to social reintegration and the

prevention of reoccurrence of serious

harmful acts, the responsible
multidisciplinary team at the
designated inpatient medical

institution creates CP in consultation
with the individual.? The developed CP
1s handed over to the parties involved in
outpatient treatment, including social

reintegration coordinators (probation

office staff), designated outpatient
medical institutions responsible for
medical care, and welfare service

providers. During examinations and
interviews, CP is used to confirm the
individual’s condition, and according to
the condition, the

support person collaboratively take

individual and

coping actions and responses, which is
expected to contribute to maintaining
stable social life and prevent the
reoccurrence of serious harmful acts.!®
In a questionnaire survey by Nomura!®
of individuals who had transitioned from
treatment, the

in- to outpatient

following responses were extracted
regarding situations in which CP was
useful during outpatient treatment:
“When feeling low, I was able to clearly
communicate to my support person
where I was in the crisis plan,” and “The

experience of voluntarily creating a

crisis plan during hospitalization has

been helpful for daily monitoring.” In a

study by  Taguchil” examining
background factors in cases of
readmission under the Medical

Treatment and Supervision Act during
outpatient treatment, “failure to create
an effective crisis plan during inpatient
treatment” accounted for 20.5%, and
“failure to conduct prompt crisis
intervention according to the crisis plan”
accounted for 15.4%, suggesting that
effective CP  and

establishing a support system that

creating an

enables its use may contribute to
Thus, CP
serves as an important tool in treatment
Medical Treatment and

preventing readmission.
under the
Supervision Act for collaborative
management of the patient’s condition
between the individual and support
person.

However, not all CPs function as
effective tools. While the objectives of
treatment under the Medical Treatment
and Supervision Act are social
reintegration and prevention of
reoccurrence of serious harmful acts,
placing excessive emphasis on the latter
can transform CP into a “tool for
preventing reoccurrence of serious
harmful acts,” potentially resulting in
overly management-oriented content.
While it is true that individuals are
required to prevent the reoccurrence of

serious harmful acts, they do not live
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solely to prevent this reoccurrence.
Overemphasizing risk management to
prevent the reoccurrence of serious

harmful acts risks prioritizing the

avoidance of problems over the
individual's life goals and hopes,
potentially undermining their

autonomy. Such CPs become plans
devised by the support person rather
than collaborative “We” plans involving
the individual. They may feel like tools
for control to the individual, making
them less likely to function effectively.
Within the framework of compulsory
treatment under the Medical Treatment
and Supervision Act, it is critically
important to develop and utilize CPs
within the context of supporting the
individual's social reintegration, that is,
recovery. Recovery broadly encompasses
“clinical recovery,” aiming for remission
of the illness, and “personal recovery,”
aiming to achieve the desired life. CPs
must support not only the individual's
clinical but also personal recovery. In
this process, individuals naturally come
to accept the idea that maintaining a
stable state and responding promptly to

worsening symptoms are crucial for

achieving their own goals and
aspirations. Furthermore, increased
motivation for proactive symptom

management 1s expected to promote
clinical recovery. Moreover, precisely
because treatment under the Medical

Treatment and Supervision Act is

involuntary and not voluntarily sought,
the rights of the individual must be
consideration.

given the utmost

Particularly in cases of advanced
deterioration, involuntary
hospitalization may be selected.

However, preparing responses aligned
with the individual's wishes whenever
possible not only respects their rights
but is also considered to positively
influence the subsequent therapeutic
relationship.

While the discussion thus far has
focused on CP within the Medical
Treatment and Supervision Act, tools
that enable individuals and support
persons to collaboratively manage
1llness in order to support recovery are
also considered wuseful in general

psychiatric care.

ITI. Status of Crisis Plan Research
Overseas studies reported that among

individuals with schizophrenia or

had been

hospitalized within the past two years,

bipolar disorder who
those who created CP experienced half
as many compulsory hospitalizations
compared with those who did not create
one.¥ Furthermore, a randomized
controlled trial (RCT) conducted on a
similar population suggested a 78%
probability that healthcare costs would be
reduced.? Additional reports suggested
improved therapeutic relationships.!®

More recently Bone J.K. et al. conducted
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a meta-analysis of intervention studies

targeting reduced compulsory
hospitalization.? They concluded that CP
is one of the most promising interventions,
alongside approaches such as assertive
community treatment, early intervention
services for  psychosis, cognitive
behavioral therapy for psychosis, family
intervention for psychosis, and adherence
therapy. These findings suggest that CP
may contribute to reducing compulsory
hospitalizations in patients with
schizophrenia, improve the therapeutic
relationship, and potentially reduce
healthcare costs, and therefore holds
significant importance not only for
patients and their support persons, but
health

perspective. In Japan, a survey by Kano

also from a economics
et al. targeting social workers with
experience supporting patients using
CP showed that
significantly improved the relationship

with  the

creating CP
patient.?  Furthermore,
creating CP collaboratively with not
only the patient but also related
improved

agencies significantly

coordination among these agencies.

IV. The Spread of Crisis Plans in
General Psychiatric Care
In Japan, involuntary
hospitalizations such as for medical
compulsory
100000

reported cases annually in 1998 and

protection and

hospitalization exceeded

have remained around 180000 in recent
years.l? Reducing such involuntary
hospitalizations is a major challenge in
Japan, and CP is therefore considered a
potentially important tool. Furthermore,
CPs

attention as important tools in general

in recent years, have gained
psychiatric care, such as for discharge
support “Act
Amending the Act on Mental Health

and Welfare for Persons with Mental

under the Partially

Disorders or Disabilities” (hereafter, the
revised Mental Health Welfare Act),
and for facilitating the transition of
long-term inpatients to the community.
For example, under the revised Mental
Health Welfare Law enacted in 2014,
the role of Life

was

Post-discharge
Environment Counselor
established, and one part of this role is
to collaborate with community support
providers to create CPs in order to
alleviate patients' anxiety about
discharge and enhance their ability to
solve problems independently.®)
Furthermore, the report by the Japan
Medical Association states the necessity
of creating CPs to cope with fluctuations
in condition during community living
after discharge and the importance of
this

reimbursement.1?

eligible for medical
In addition, the

guidelines issued in 2018 recommend

making

creating a “Plan for Post-Discharge
Support” primarily for patients under

compulsory hospitalization and
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recommend establishing a section
entitled: “Measures to be taken when
the condition deteriorates,” which can
be regarded as CP.9 Although the name
differs, the content is essentially the
same as CP. Moreover, the “Psychiatric
Discharge Collaborative Guidance Fee”
and “Support for Preparing the Living
Environment Add-on Fee” added in the
2020 medical fee revision as well as the
“Continuing  Support for Living
Environment Add-on Fee” added in the
2022 that the

“Comprehensive Support Management

revision stipulate
Practice Guide” should be referenced
when creating guidance and support
plans. This guide also includes CP.
Thus, attention to CP is growing and
it is expected to be a useful tool in

general psychiatric care as well.

V. Key Points for Creating and Utilizing
Effective CP

The fundamental premise is that “CP
1s a means for recovery.” If the support
provider treats CP as an end in itself,
this may lead support providers to expect
patients to follow the CP too rigidly. For
example, a controlling approach such as
telling a patient suspected of
deterioration: “You're feeling unwell, so
please take your medication as needed
as stated in your CP,” can lead to a
confrontational relationship.
Conversely, when CP is understood as a
it allows for

means for recovery,

statements, such as: “From my
perspective, it seems that the warning
sign entry stating ‘sleeping 5 hours or
less for three consecutive days’ may
apply—what do you think?” or, “If you
are aiming to attend a vocational
workshop, I think it would be better to
bring your sleep duration back to
approximately the level it was when you
were stable state—what do you think?”
In this way, it becomes possible to
respect the patient’s autonomy and
think together from the perspective of
what can be done for recovery.

The first key point in creating and
using CP is “not aiming for perfection.”
Support persons without experience
creating CPs often tend to become
overly enthusiastic about “trying to
CP is
something that is gradually improved
through

create a well-developed plan.”
repeated additions and
revisions while being wused. Some
patients can only recognize signs of
condition deterioration through “sleep.”
In such cases, one should first monitor
sleep daily and, through ongoing
communication, identify other items as
needed. For example, if it becomes clear
that days with interpersonal stress are
associated with difficulty falling asleep,
whereas days with activity are often
associated with better sleep, one can
identify “interpersonal relationships” as

a stress-related item and also add
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“daytime activity” as an item important
for maintaining stability.

The second point is to create the plan
while confirming whether the patient is
genuinely satisfied and in agreement. If
it is created based solely on the support
person’s ideas, CP may become a “plan
for the support person.” To create a “We”
plan, the process of proceeding while
confirming genuine agreement through
dialogue 1s shared decision-making

itself, and this also contributes to

improvement of the therapeutic
relationship.

The third point is to value the
patient’'s own words. Healthcare

providers sometimes replace patients’
words with their own terminology. For
example, if a patient says: “I hear

strange voices,” the provider might

think “Ah, those are auditory
hallucinations.” While this way of
thinking 1s natural, adding the

provider’s terminology to CP distances
it from the patient’s expression and
shifts the focus toward the support
person’s plan. Rather, it is important to
create the plan with a stance in which
the support person learns from the
patient, and by doing so, communication
using CP becomes easier.

The fourth point is to use CP routinely.
By routinely engaging in interactions
using CP in various settings, such as
medical examinations, consultations,

and home-visit nursing, it becomes

habitual. It is precisely because it
becomes habitual that one can quickly
notice deterioration of the condition and
take appropriate action. CP that is not
used routinely does not function well
when needed; therefore, it is important
to communicate using CP regardless of
the patient’s condition.

The fifth point is to avoid viewing
deterioration of condition or inpatient
treatment as “failure.” The word “crisis”
originates from a term meaning
“decision” or “turning point.” That is, it
refers to a situation in which some form
of judgment must be made and being at
a crossroads accompanied by the
consequences of that judgment. From
clinical experience, the author has seen
many patients who, after experiencing a
crisis in the form of condition
deterioration, used that experience to
gradually 1improve their condition
management, step by step, like climbing
a staircase. In this way the experience
of deterioration of the condition can be
transformed into an opportunity to
become wiser and serve as a turning
point for growth for both the patient and
support person. It is desirable for CP to
be gradually upgraded while building

upon such experiences.

Conclusion
In Japan, CP, which has expanded
from the Medical Treatment and

Supervision Act, is expected to gain
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increasing attention as a useful tool for
improving mental health and welfare.
This includes condition management by
individuals and their support persons,
collaboration among support persons,
of medical

reduction costs, and

decreasing involuntary hospitalizations.

Moving forward within the “Community
Based Integrated Care System for
Mental Disorders,” it is anticipated that
CP will be utilized as a tool through
which healthcare, welfare, individuals,
families, and other support persons
collaborate to manage deterioration of
the condition and ensure protection of
patient's rights. Furthermore, it goes
without saying that it is crucial for CP
to be used as a means for patient
recovery. A challenge moving forward is
to demonstrate its usefulness in Japan
through research methods with a high

level of evidence.

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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Information

For those who wish to learn about the
crisis plan, the “Crisis Plan Study
Group” has been established.

Prospective members should register
by following the membership guide on
the “Crisis Plan Study Group HP”
(https://www.crisis-plan-japan.page) or

contact crisisplannetwork@gmail.com

(Crisis Plan Network Secretariat).
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Table 1: Example crisis plan

Person A

Plan to work hard for my job (Crisis plan)

[Person A's strengths/positive traits]

* Serious, considerate, calm

[My future goals]

* Be able to attend daycare consistently

*The next step after daycare is employment

State

Signs and symptoms noticeable to the individual

Signs and symptoms others can notice
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Person A's coping actions
Support person's response

Person to consult

Stable state
Can live with a smile
Energetic (Can ignore “strange voices” when heard)

Can sleep before midnight (Occasional late nights only)

Smiles
Maintains a regular routine

Personal hygiene is maintained (changing clothes, bathing, brushing teeth, etc.)

Attends appointments and takes medication without fail

Engages in mood-changing activities (walking, music, reading, etc.)

Confirm self-monitoring
Assist in establishing a regular daily rhythm
Confirm hospital visits and medication

Confirm stress and coping methods

& O, Visiting nurse

Discuss with doctor during hospital visits

State of concern
Hears “strange voices” daily
Unable to fall asleep even after midnight (continues for 4-5 days)

Feels irritable

Appearance becomes disheveled (e.g., reduced bathing frequency)
Becomes easily angered (tone of voice becomes harsher)
Attention drifts during conversation

Misses medication doses

1. Light exercise

2. Lie in bed and listen to music (quieter songs by the Carpenters)
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3. Rest in bed (take a break)
4. Spend time outside the room

5. Breathing exercises

1. Encourage exercise
2. Confirm coping methods (listening to music, resting, etc.)

3. Recommend additional medication

1. <<, Visiting nurse

As needed

2. Hospital staff

Daytime: A A, Psychiatric Social Worker
Nighttime: On-call head nurse

Warning state
“Mysterious voices” give orders, and person A ends up obeying them
Two consecutive days without sleeping at all

Unable to spend money according to plan

Claims they don't need sleep
Expresses fear and anxiety with a frightened look

Stops taking medication

Breathing techniques
Consultation

Use additional medication

L e

Temporary medical visit (consider hospitalization)

Recommend breathing techniques
Recommend additional medication

Restore daily rhythm

L e

Recommend temporary visit (support person accompanies if unable to go

independently)

[Consult Immediately]
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1. <9, Visiting nurse

|

2. Hospital staff

Daytime: AA, Psychiatric social worker

Nighttime: On-call head nurse

Wishes during worsening illness
1. Wishes for medical staff (agreed upon)
Do not forcibly take Person A to the hospital; review the crisis plan together to

confirm the condition before considering a temporary visit or hospitalization

2. Medications or treatments to avoid (agreed upon)

Do not recommend medication oo

3. Things that previously helped stabilize the condition
When feeling influenced by “mysterious voices,” talking to people or exercising

provided temporary relief

4. Timing for hospitalization (agreed upon)

When feeling compelled to obey the “mysterious voice”

Stress and Stress management
[Stressors to watch for]

Talking with difficult people, environmental changes

Things that help maintain a good state
[Stress management]
Cigarettes, CDs, food/drink, books (game-related), exercise
[Things that help maintain a good state]
* Financial leeway to buy CDs, cigarettes, juice
*Thoroughly discuss changes to environment or schedule; if changes are made,

implement them gradually in small steps

Person who agreed

Assigned medical team
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PSYCHIATRIA ET
NEUROLOGIA

JAPONICA

Dr. co

Nurse ¢ ¢

Clinical psychologist oo
Psychiatric social worker AA
Family member

Day care program staff

Nurse oo
®2 BT -EZSIVIROH
RAE HE AR B|/ARAAAB|AABAB|ABA B S
% [CTRNEETES " ®
Y | R (RB@EE) B> TLHERTED) B 3
% 0 RMICIRNS (H%ICREHN LT HRE) ‘ "%
s | @8 [RB#EE) AR 0
B |omzagceBnby (4~5 BBC) 7
B 4545795 A L
B | CTRMGHE ARBLTET, #oTLES | | §
B | 2nEnsuan2 BEc 2
B | SHEED CHREBARL ‘ } =
BEOHR [ T 1T 1T 1 BAILO
RAEREOWE (BINELAY) HNIFO
CEETT : | ﬁ N
APLR (EFRALBETSL, BENEDBIE) HNILO
RAME (K, & %) : ' REDE

Table 2: Example of a self-monitoring chart

State/Item/Date/Date/Date/Date/Date/Date/Date/How to record

Stable state
Can live cheerfully
Energetic (can ignore “strange voices” even when heard)

Can sleep before midnight (occasional late nights only)

Mark v on applicable items

Caution state

Hear “strange voices” daily

17
Copyright: ©The Japanese Society of Psychiatry and Neurology and Author



Unable to sleep even after midnight (continues for 4-5 days)

Feel irritable

High-caution state
“Strange voices” issue commands, and one ends up obeying them
Completely unable to sleep for 2 consecutive days

Unable to spend money as planned

0 (None) — 3 (Strong)

Medication use
If Yes, mark o

Implementation of countermeasures (additional medication, etc.)
If Yes, mark o

Sleep duration

Hours

Stress (talking with people one finds difficult, changes in the environment)
If Yes, mark o

Overall evaluation (Blue, Yellow, Red)

State color
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