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Abstract

While the importance of psychiatric multidisciplinary teams has long been pointed out,
there have been few reports in general clinical practice on the specific outcomes of
multidisciplinary teams and the way psychiatrists should relate to them. In this study, we
report a case of a patient with higher-order brain dysfunction who repeatedly exhibited
severe behavior, including suicide attempts. The patient had reached an impasse in
treatment with the psychiatrist, but the patient's progress improved after treatment by a
multidisciplinary team consisting of multiple facilities based on the systems approach.
The systems approach is well known in the field of family therapy, but it has a wide range
of applications in other fields as well. The systems approach may be useful to
demonstrate the power of the multidisciplinary team and to manage the team itself, both
inside and outside of facilities.
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The 1importance of psychiatric
multidisciplinary teams has long been
recognized. From a legal perspective, it
1s considered that physicians serve as
leaders and adopt roles within team
management; however, there are few
reports on the practical implementation
of this, and there are almost no papers
on the role of psychiatrists in
multidisciplinary teams.? One reason
for this is that it is difficult to identify
which elements of a multidisciplinary
team are functioning therapeutically in
individual cases. Furthermore, while
psychiatrists are experts in psychiatry,
team

they are not experts in

management, and there are few
guidelines to refer to regarding how to

conduct oneself during case conferences

(hereinafter referred to as
“conferences”).
However, reports of collaboration

based on the systems approach can be
found in the fields of family therapy and
school clinical practice.¥1V19  The
systems approach is also utilized in
psychotherapy within the medical field
and has yielded results.1213

In this report, we describe a patient
who had repeatedly been hospitalized
due to suicide attempts and had been
difficult to treat, who was ultimately
able to avoid further hospitalization
through

meetings conducted with a systems

repeated physician-led

approach perspective. We believe that

the “therapeutic effect” of the

multidisciplinary team was
demonstrated in this case, and it serves
as a concrete example showing that the
systems approach can serve as a
guideline even when physicians adopt
leadership roles in meetings. Thus, we

report the case here.

I. Case Report

For this report, written consent was

obtained from the patient, and
measures were taken to ensure
anonymity.

Case A (Late 30s at initial visit, female)
[Chief Complaint at Initial Visit]
Feeling depressed, wanting to die, no
memory.

[Family Composition and History] The
patient (hereinafter referred to as A)
and mother (separated partway through
treatment). An older brother lives
nearby. No contact with the father since
the parents’ divorce.

[Medical History] Type 1 diabetes since
her late 20s. She is being treated with
insulin and has no complications.

[Life History]

Born as the second child and eldest
daughter of two siblings. She had been
bullied by her older brother since
childhood. Because her brother still
speaks to her in a domineering manner,
A feels uncomfortable around him. After
graduating from high school, she held a

series of part-time jobs. She married in

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



her late 20s but divorced in her early
30s and moved back to her parents’
home to live with her mother.

[Current Medical History]

Since her marriage, she has been
attending a psychosomatic medicine
clinic for symptoms of insomnia, loss of
appetite, and depression. In her early
30s, she experienced hypoglycemic coma
due to an overdose of insulin. She
regained consciousness 14 days later
but had difficulty recalling recent
events and retrieving past memories.
On the Wechsler Adult Intelligence
Scale—Revised (WAIS-R), her Full
Scale IQ was 46, Verbal 1Q was 63, and
Performance IQ was below 45 and could
not be calculated. She was transferred
to a local clinic and began attending day
care and a workshop, but she frequently
discontinued these programs. Starting
in her late 30s, she began repeatedly
Injecting excessive amounts of insulin
as a means of forcing her mother to
agree to unreasonable demands. Her
mother requested a transfer to a
psychiatric  hospital capable of
providing inpatient care, and in July of
year X, she had her initial consultation
at the hospital where the first author
(hereinafter, the attending physician)
hospital).

works (hereinafter, our

During the initial consultation, a

history of her life and current medical
condition was taken, but A stated that
she could not

remember much,

including recent events. No new
cognitive function tests were performed
at our hospital.

[Diagnosis]

Presenting with memory impairment,

intellectual decline, and learning
disabilities, and experiencing
limitations in daily and social

functioning, the patient was diagnosed
with higher-order brain dysfunction
resulting from severe hypoglycemic
coma caused by excessive insulin
injections (corresponding to ICD-10
F04).

patient’s repeated suicide attempts due

code Furthermore, given the
to mood fluctuations, the coexistence of
an organic mood disorder was
considered.

[Treatment Course]

The course is described as Phase 1
prior to the implementation of the
systems approach and Phase 2 after its
implementation.

Phase 1: A would say, “I want to die”
or “I want to be admitted to a general
hospital,” and attempt to inject large
amounts of insulin. When her mother
took the insulin away, she would instead
eat large quantities of sweets and
threaten her by refusing to inject
insulin. She also exhibited behaviors
such as attempted hanging and massive
drug overdose. As these behaviors
recurred, she was repeatedly
hospitalized once or twice a year for

about one month at a time, partly to
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allow her mother some rest. Regarding
the motives behind the suicide attempts,
A mentioned arguments with friends

and reprimands from her older brother.

A therapeutic relationship was
established through individual
psychotherapy. Pharmacotherapy

continued with the main medications
prescribed by the previous physician:
sodium valproate (up to 800 mg),
aripiprazole (up to 12 mg), risperidone
(up to 2 mg), and nitrazepam (up to 10
mg).

In X+2, her exhausted mother moved
in with her older brother, leaving A to
live alone. Following the
recommendation of a support center she
had been using previously (hereinafter
referred to as “the Center”), she began
Type

Support

attending a B Continuous

Employment Facility
(hereinafter referred to as “Type B”). In
X+3, she was admitted to our hospital
after a mass medication overdose. After
admission, her suicidal ideation quickly
subsided, and due to A’s strong desire to
be discharged, she was discharged after
approximately one month of observation.

In June of Year X+4, a medical social
worker (MSW) from a general hospital
(hereinafter referred to as Hospital C),
where A was receiving outpatient
treatment for diabetes, contacted us,
stating: “A has repeatedly administered
excessive doses of insulin on numerous

occasions. This month alone, A was

transported by ambulance and admitted
to the hospital twice in a row due to
insulin overdose. When asked for the
reason, A cited trivial matters, such as:
“I don’t know why, but my older brother
got angry at me” or “I feel lonely.” At the
hospital’s suggestion, home nursing
care was initiated.

Phase 2: In October of the same year,
MSW at Hospital C reported that the
patient had been admitted for a massive
overdose of psychotropic medications;
this was the third admission within a
month, and each admission had been
due to either an insulin overdose, a
medication overdose, or both. MSW
noted that the patient would request
discharge after only a few days, stating:
“I want to go to Hospital B,” making it
difficult to manage the situation.

Consequently, the patient was
transferred from Hospital C to our
hospital. Following the first admission
during this Phase 2 (Admission 1;
hereinafter referred to similarly), the
attending physician asked our hospital’s
mental health social worker (MHSW) to
schedule a meeting with support staff.
During the consultation, when asked
about the motive for this suicide
attempt, the patient stated: “It was
painful to be nagged by my brother on
the phone for hours,” “Home nursing
visits are also a burden because they are
time-bound. I'd like to reduce the
repeatedly

number of wvisits.” I
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confirmed that these were indeed the
motives and explained that we would
share A’s feelings at the meeting to
discuss post-discharge plans.

The meeting was attended by the
center’s counselor, Hospital C's MSW,
our hospital's MHSW, the attending
physician, and our hospital’s ward
nurse; A joined partway through. When
opinions were first solicited from the
support team, it was noted that “A
mentioned injecting insulin when
feeling lonely in the middle of the night.
Wouldn’t it be good to have a place to
consult at night?” Suggestions included
“recommending the center’s 24-hour
telephone consultation service” and
“since there are many admissions to
Hospital C on weekends, weekend
measures are important,” leading to the
proposal to “change Type B’s day-care
attendance day to Saturday.” The
attending physician prioritized the flow
of the meeting and chose not to report
the motives he had confirmed with A
during her examination, instead
deciding to wait for A’s comments after
she joined midway (the attending
physician’s intentions are described in
“II. Discussion,” “3. The Psychiatrist’s
Conduct During the Meeting for This
Case,” item 1). MHSW informed A to use
the center’s emergency telephone
consultation service at night and that
the Type B outpatient visit day would be

changed to Saturday; A readily accepted

this with a “Yes.” When the attending
physician asked if A had any requests
regarding home nursing care, A replied:
“No. It’s just painful having to be at
home three times a week at fixed times,”
and did not

express any stress

regarding her older brother.
Consequently, the above proposal was
adopted. During a consultation after the
meeting, A stated: “I realized for the
first time that so many people were
involved in my care. Until now, I
thought I had to manage everything on
my own,” and was discharged the day
after the meeting.

About 20 days after discharge, in
December, A was transported by
ambulance after another episode of
insulin overdose at Hospital C. A had
called for the ambulance herself, and a
request for admission was made on the
grounds that she had stated: “I felt
lonely because my friend was
hospitalized, so I injected myself.” Upon
(Admission  2), the

attending physician

readmission
confirmed A’s
motives, just as had been done during
Admission 1. At first, she said: “I don’t
know why. I never really understand it,”
but when the attending physician asked
if she was feeling lonely because her
friend had been hospitalized, she
replied: “Oh, that’s part of it,” and
stated: “I didn’t intend to die. I can’t die.
I was hoping I could be admitted to
Hospital C for about 10 days,” denying
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any suicidal intent. When asked to
confirm this again, she said: “I feel
lonely at night. I changed my mind and
started cooking rice, but then I
impulsively gave myself an injection. I
packed my bag and called an
ambulance.” A meeting was held with
the same support team, and the
attending physician reported that: “this
time, the motive was loneliness due to
the friend’s hospitalization,” which was
consistent with the prior information
from Hospital C. The center reported
that, as agreed upon in the previous
meeting, the patient had called during
the night, saying: “I gave myself an
What should I do?

Consequently, we considered switching

injection.

to a home-visit nursing agency capable
of providing 24-hour service. As with

the previous occasion, we shared these

details with Abefore she was discharged.

In February of Year X+5, Hospital C
contacted us to report that A had been
transported by ambulance in the early
morning hours, with the patient stating:
“lI felt depressed because someone at
Type B spoke ill of me behind my back,
so I injected insulin.” A was transferred
to our hospital the following day
(Admission 3). The attending physician
interviewed A regarding the motive and
that it matched the
information from Hospital C.
Additionally, MHSW confirmed with the

center that, once again, A had called to

confirmed

discuss the gossip just before being
transported to Hospital C. However,
while the center had acknowledged that
A had made the call, when urged to go
to sleep, A had obediently replied: “Yes,”
at the time. When the attending
physician provided this feedback to A,
she stated: “I just wanted to vent, so
there was no point in telling the center.
The center is a place for consultation,
not for venting. I knew that. I need to
grow up,” and then she began to cry.
Since it was not enough for only the
attending physician to understand A’s
feelings, we asked whom she wanted to
share this with. She requested the
center’s assigned counselor, so we
shared the information. A switch was
also made to a home-visit nursing
agency capable of 24-hour support, and
a meeting was held immediately after
discharge.

By this time, the procedure of
“emergency admission to Hospital C =
transfer to our hospital = hold a
meeting and discharge” had been
established.

In July of the same year, we received
a notification from Hospital C that A
had been admitted due to an insulin
overdose. By this time, our hospital’s
MHSW had begun making follow-up
calls to MSW at Hospital C to confirm
the situation. However, Hospital C had
already received information from the

center that A had stated: “There are
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people at Type B who I don’t get along
with, and I don’t want to go there,” and
our hospital had also confirmed the
same content directly from A. When A
was transferred from Hospital C to our
hospital (Admission 4), she explained
the reasons fluently to the attending
physician as well: “Someone at Type B
started following me around constantly,
and I really hated that. I consulted a
staff member once, but was told to
handle it myself”: “I didn’t want to go to
the Type B unit, so I gave myself the
injection. Later, I thought, I'm such an
idiot. I should have just taken a regular
day  off.”
consultations at Hospital C and the
center, she stated: “I thought they
wouldn’t understand anything unless I
told them.” However, she noted that

Regarding her prior

when she explained her motives to a
nurse at Hospital C, the response was
simply, “I see. Is that so?” She also
mentioned that it hadn’t occurred to her
to consult with home care services. As in
the past, a meeting was convened, and
from this point onward, the manager of
Type B was also invited to attend.
During the meeting, the attending
physician pointed out that although A
herself had sent out an SOS to various
support agencies on this occasion, the
fact that these resources were not fully
utilized represented a challenge on the
part of the support team. The center
reported that they had contacted Type B,

but since A had said: “I'm fine,” they had
opted for observation. Type B noted that
the manager was absent at the time,
which may have made it difficult for A
to consult them, but they would address
this moving forward. Hospital C
reported that they were aware of the
issue because there had been many
walk-in visits on days when A attended
Type B, and they had been in contact
with Type B. Regarding the fact that A
had not consulted the home-visit
nursing service about this incident, it
was proposed that the center relay the
information to the home-visit nursing
staff in the future; by having the staff
tell A “We’ve heard from the center,” it
might make it easier for A to speak up.
Furthermore, it was proposed to change
A’s attendance days at Type B to avoid
meeting the person causing the stress,
which relieved A.

2006 (5

admission): A referral for admission was

January years after
received from Hospital C due to an
overdose of insulin; however, this was
the first such incident in six months,
and Hospital C had previously provided
a positive evaluation of A. Upon
confirming with A after transfer to our
hospital, it was revealed that this time,
the act was intended as a suicide
attempt. A stated that severe depressive
moods occur about twice a year at night,
adding: “Until now, if I slept, there were

no problems by the next morning.
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Usually, if I couldn’t sleep even with
sleeping pills, eating sweets would help
me fall asleep, but this time I didn’t
have any sweets,” she stated. Although
not certain, this suggested that A had
her own coping mechanism, and after
sharing this information during a
conference, she was discharged.

In February of the same year, she was
transferred back from Hospital C with a
similar history (Admission 6). It had
already been confirmed at Hospital C
that financial disputes with her older
brother were the motive, and the center
had provided our hospital with detailed
information regarding the course of the
dispute and amounts involved. By the
time of the transfer to our hospital, A’s
brother had already visited her at
Hospital C, and the

discussed the matter, with A expressing

siblings had

her understanding. We reported the
progress during a meeting, and she was
discharged after two weeks. When we
explained to A that her admission
period had been shortened because she
had discussed her motives at Hospital C
and elsewhere, she remarked: “Is that
so0? They told me that if I held back,
nothing would move forward. So, I
decided not to hold back anymore.”
Thereafter,

information-sharing

communication  and
among support
staff remained thorough. Information
began to be relayed to MHSW, our

hospital’s point of contact, from the

center, and for the subsequent year and
a half, admission to our hospital was
avoided. Pharmacotherapy continued
with the primary medication from
Phase 1. In X+6, she complained of a
depressed mood and  decreased
motivation, so venlafaxine was added
and the dose was increased to 75 mg;
however, as her interpersonal conflicts
resolved, her depressive symptoms also
disappeared, so the medication was
discontinued.

A was admitted to our hospital twice,
in August and October of Year X+7; both
admissions were due to errors in insulin
management. A decline in A’s ability to
live independently was observed, and it
was deemed difficult for A to continue
living alone; A acknowledged this and
moved into a group home. While A was
transferred to a local psychiatrist,
support from providers other than our
hospital continued. Subsequently, in
X+8,

interpersonal conflicts, A overdosed on

June of Year following

insulin and was admitted to our
hospital via Hospital C. During the
hospitalization, a meeting was held
between A and support staff other than
the attending physician to determine
the best course of action, after which A
was discharged. Since then, over two
years have passed without A visiting
our hospital. We contacted A through

the center to obtain permission for this
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report, and confirmed that she is living
a stable life.

IT. Discussion

In this case, the attending physician
utilized the systems approach in both
treatment and meetings. Below, we
provide a brief introduction to the
approach, discuss  the

effects of the

systems

therapeutic
multidisciplinary team in this case,
examine the attending physician’s
conduct during meetings, and finally

explore remaining challenges.

1. Regarding the systems approach

The systems approach is considered a
“perspective” rather than technique.®
It is grounded in systems theory and
overlaps significantly with family
therapy. It is a perspective that focuses
on the relationships surrounding an
individual rather than the individual’s
inner world. The Japanese Association
of Family Therapy also cites “focusing
on the ‘relationships’ among family
members” as a characteristic that

distinguishes it from individual
therapy.? Although it is commonly used
in family therapy, since systems exist
everywhere in society, the scope of
application for the systems approach is
considered to be broad.

Typically, medicine centers on the
individual model, treating the internal

state of the individual with the illness

as the target. To use a mechanical
analogy, if a television does not respond
normally to a remote control, a
malfunction in either the television or
remote control is considered. In contrast,
systems theory does not evaluate the TV
and remote control independently;
rather, it views them as a single system
and assesses the “relationship” between
them, such as their orientation and
distance. In the case of physical objects,
their positions and transfer of energy
determine the relationship, but in the
case of people, the factors determining
the relationship are “interactions” such
as conversation, and the relationship
and interaction are inseparable. When
we pass by someone, if we are
acquaintances, we respond with the
interaction of a greeting; if we are
strangers, we choose the interaction of
ignoring them. Conversely,
relationships can also change as a result
of interactions. Repeated greetings can
transform a relationship from stranger
to acquaintance, and a single instance of
ignoring can turn a relationship into a
distant one.
Furthermore, when the same
interaction is repeated, the systems
approach refers to this as a “pattern.”®
To put it simply, treatment with the
systems approach aims to identify
patterns (vicious cycles) related to the
problem and bring about a change in

those patterns. Since a problem only
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becomes a problem when it is repeated,
if the pattern changes, there is a
possibility that the problem will be
resolved.

It is important to note that members
of the system do not intentionally
maintain the vicious cycle. Rather, they
often continue their behavior because
they believe “this is the right way.”? It
1s also conceivable that some people
engage in abuse or corporal punishment
because they genuinely believe they are
doing it: “for the other person’s sake.”
For this reason, it is difficult for the
individuals involved to change the
pattern on their own, making the
intervention of a therapist effective.
Furthermore, while the logic of
“identifying and changing the pattern”
1s simple, it is not as straightforward as

“just saying it will change things”; in

reality, it requires considerable
training. 1)7)14)16)17)
2. Therapeutic effects of

multidisciplinary teams from a systems
approach perspective

During Phase 1, which focused on A
as an individual, the limits of treatment
Due to As low

cognitive abilities, it was difficult to

became apparent.

elicit introspection from her. Therefore,
starting in Phase 2, the focus shifted to
the system encompassing A in daily life
where symptoms manifest (specifically,

the relationship between A and the

support staff) According to the Systems
Approach, the pattern between A and
the support staff during Phase 1 can be
described as follows®:

A: Minor difficulties

“difficulties”) = A: Overdose of insulin

(hereinafter,

(hereinafter, “behavioral acting out”) =
Hospital C: Admits A and requests
transfer to our hospital’s psychiatric
ward without clarifying the motivation
= Attending Physician: Admits A = A:
Wishes to be discharged,

suicidal ideation has disappeared =

claiming

Attending Physician: Discharges A after
approximately one month of observation
= A! Reacts with behavioral acting out
due to the problem = This cycle is
repeated.

In Phase 1, it is considered that the
support system, including the attending
physician, felt that: “we never know
when A will act out” and “A does not
consult us effectively,” resulting in a
relationship where they “could only
respond after A had already acted out,
there was no other choice.”

Ideally, the intervention strategies
decided upon during the initial meeting
based on the

(hereinafter referred to as the “initial

Systems Approach

meeting”), held during Hospitalization 1,
should

change in the pattern described above.

immediately bring about a

However, changing this pattern is not
easy, and even if a change occurs, it is

prone to reverting unless it is firmly
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established.

attending physician believed it was

Furthermore, the
more important to hold another meeting
during the next hospitalization rather
than expecting a resolution from a
single meeting.

However, what 1s considered even
more significant in the subsequent
course of events is A’'s remark after the
initial meeting: “I realized for the first
time that so many people were involved.”
Until then, A had not been able to
concretely visualize the existence of
multiple support providers. Since one
cannot form a relationship with
someone whose presence one is unaware
of, it can be inferred that, from A’s
perspective, a relationship with the
support providers did not exist. The
Initial meeting served as a catalyst for
the commencement of a substantive
therapeutic relationship between A and
the support providers.

During Hospitalization 2 at Hospital
C, A discussed her motivation. The
sequence shifted from: “A: Acted out =
Hospital C: Admitted A and requested a
transfer her
motivation” to “A! Acted out = Hospital
C: Admitted A = A: Discussed her
motivation at Hospital C.” Furthermore,
the

consultation immediately after acting

without  clarifying

A Dbegan calling center for
out, transforming “A: Acted out” into “A:
Acted out and sought consultation.” In

the Systems Approach, even small but

11

effective changes can trigger further
changes through ripple effects. From
Hospitalization 3 onward, the changes
progressed further, such as “A: Faces a
problem = A: Consults the Center = At

Acts out but explains the motive at

Hospital C.” A began to consult
proactively, stating, “If I don’t speak up,
nothing will be understood”
(Hospitalization 4). Issues were
promptly shared in meetings, and
measures were 1implemented that

allowed A to feel relieved. While this can
be viewed as personal growth for A,
from the perspective of the systems
approach, it resulted from a shift in the
support staff’s perception of A: from “we
don’t know when they will act out” to
“there 1s a reason for their outbursts,”
and from “someone who cannot be
consulted” to “someone who can be
consulted.” Consequently, A’s perception
of the support staff also changed to: “If I
speak up, they will respond” and “If they
listen, I'll speak up clearly,” forming a
circular structure where “the support
staff’s change leads to A’s change, and
A’s change leads to further change in the
support staff.”

As a result, from Hospitalization 6
onward, the pattern shifted from “A:
to “A:

Problem — A: Consults with a support

Problem — A: Acting out”

staff member — Support staff: Share
information among themselves and

respond appropriately — A: Problem
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resolved — A: No longer needs to act out
and continues daily life (= avoids
hospitalization),” and the problem was
resolved.

In the pattern described above, it is
possible to replace “supporters” with
“team”; multiple supporters acted for A
not merely as a collection of individuals
but as a “team.” Thus, as the problem
became resolved, the relationship
shifted from “A’s relationship with each
individual supporter” to “A’s
relationship with the team.” When
examining the therapeutic effects of a
multidisciplinary  team, it  was
considered that evaluation would be
facilitated by adopting a
that 1is, by

considering “what the pattern between

systems

approach perspective,

the patient and multidisciplinary team
looks like.”

3. The psychiatrist’s conduct during
meetings in this case

Acquiring expertise in the Systems
Approach enables its application to
management, as it allows one to view
the team as a system. The following
points illustrate how the attending
utilized  the

Approach during meetings.

physician Systems

1) Meeting management
In collaboration, objectives and goals
are considered crucial.’? The attending

physician’s goal at the initial meeting,

where all support staff gathered, was
not to “identify the correct measures,”
but rather to “create an atmosphere
that would allow the team to meet again
and unify it (system).” Therefore, he
prioritized topics and the flow of the
meeting that would foster unity among
all  participants. The attending
physician attempted to confirm A’s
motivation in advance before attending
the first meeting but refrained from
presenting the physician’s own views.
Although  the

objections when the meeting clearly

physician  raised
veered in the wrong direction, the
physician was not convinced that “the
older brother is undoubtedly a source of
stress,” and A did not express that view
either. Since the attending physician is
not always correct and other members
are also experts in their respective fields,
they agreed to the proposed course of
action. Adapting to the system 1is
referred to as “joining” in family therapy
and the Systems Approach. Simply put,
joining means “being allowed to join the
group,” and it is considered particularly
important during the early stages of
system formation.?®9 The attending
physician’s approach in this case was

also being conscious of joining.

2) Exercising professional expertise as a
team member
In addition to their role as a leader,

physicians also bear the responsibility
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of

expertise as a member of the team.?

exercising  their  professional
However, in this case, the limitations of

medical diagnosis and
pharmacotherapy had already been
shared. Therefore, the attending
physician participated in the meeting
based on his expertise in the systems
assessed the
A and each

support provider. Specifically, he asked

approach and

relationships between
questions of other professionals and
gathered information, such as the fact
that during Hospitalization 2, A had
consulted the center by phone, whereas
during Hospitalization 4, he had not
been able to consult the home-visit
nursing service.

Since the physician, as the leader, is
expected to understand the work of
other professions, they tend to avoid
giving the impression of insufficient
through
questions.? However, a question such
as: “What did A discuss with the center?,”
it

understanding careless

1S not unnatural, as concerns

information known only to the parties

involved, and i1s 1important for
evaluating the relationship.
Furthermore, gathering information

through questioning also demonstrates
to other members a proactive attitude
toward participating in the meeting.
Based on this information-gathering, it
became possible to make statements,

such as: “It is a challenge on the part of

13

the support team that we were unable
to fully utilize the SOS signals A had
sent out in advance,” as in Admission 4,

when necessary.

4. Challenges

In this paper, we have not been able
to discuss the comprehensive
relationship between management and
the systems approach. In the present
the interaction between the

other

case,

attending  physician  and
professionals was limited to meetings,
and it can be said that this was far from
full-scale management. However, there
are practical examples reported by
Yoshikawa and So of multidisciplinary
collaboration the

using systems

approach without relying on
meetings.!¥® The reason we did not
undertake a similar approach in this
case was, frankly speaking, that the
attending physician’s proficiency in the
Systems Approach was insufficient.
However, it can be said that the systems
approach can be utilized in the field of
depending the

management on

practitioner’s skill level.

Conclusion
We

repeatedly required hospitalization due

encountered a patient who

to behavioral manifestations such as
suicide attempts showed improvement
through a multidisciplinary response

based on the Systems Approach. We

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



believe that the systems approach
enabled the multidisciplinary team’s
collaboration to play a crucial role in
treatment.  Furthermore, 1t was
demonstrated that the systems A-
approach can serve as a useful guideline
for physicians’ conduct during meetings,
and it 1s hoped that similar practices
will spread among psychiatrists in the

future.

This paper is a significantly expanded
and revised version of a presentation
delivered at the 36th Annual Hokkaido
Conference of the Japanese Association
of Family Therapy in 2019, tailored for
psychiatrists.

There are no conflicts of interest to

disclose in relation to this paper.
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