Case Study 1
Frequently hospitalized, has schizophrenia, living alone, first complaints were from

neighboring residents, ongoing social hospitalization.
Patient status: 46-year-old female, no pre-existing medical conditions. Not possible to

contact relatives.

History leading up to consultation

e No siblings. No abnormality in perinatal development. Unemployed since
graduating from junior high school.

e Patient ran off with a romantic partner at X-25 years (21 years of age), after
which she lost touch with her parents’ home.

e At X-20 years (26 years of age), she complained to her husband that she was
being “chased by someone,” and subsequently consulted a mental hospital. She
was diagnosed with schizophrenia and was voluntarily hospitalized for three
months. Subsequently, since she tends to stop taking her medication, she has
been hospitalized twice for her own medical protection and has undergone
voluntary hospitalization five times.

e Her decline in cognitive function and living capability became gradually more
marked, and her husband started taking on most of the housework.

o At X-1 years (45 years of age), her husband died in a traffic accident. She
survived by using up her husband’s life insurance and survivor's pension.
Gradually, she became reclusive at home, her visits to hospital became irregular,
and her insomnia continued.

o At X years, she was storing garbage inside her house and also bringing inside
large items of garbage discarded at trash collection points. Garbage gradually
began to pile up in front of the house, which smelled terrible and presented an
obstacle to traffic. Compelled to action, her neighbors consulted the officer in

charge at the municipal environment department, who visited the home.

Reasons hospitalization was judged necessary
e When the environment officer visited, garbage was overflowing both inside and
outside the home; a so-called “house of garbage” state. The patient would only
repeat “I need all these things” while standing in the doorway, refusing to make

eye contact with the environment officer.
e Judging that her actions were possibly caused by a mental condition, the
environment officer consulted with a city public health nurse. When the nurse
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visited, the patient was physically hiding herself among the trash, despite the
terrible smell.

Subsequently, after visiting her several times, the nurse figured out that she had
a history of psychiatric treatment. The nurse persuaded her to come along for a
hospital visit and consult a doctor. Even when the designated psychiatrist
explained about hospitalization, the patient insisted that, “It is safer to hide at
home than in hospital,” and did not agree to hospitalization.

Taking into account 1) the impact on her health management and the risk of her
condition worsening when she stops taking her medication and 2) that her
delusional behavior was a nuisance to the neighborhood, as well as concerns that
this nuisance may be exacerbated as her condition worsens, the designated
psychiatrist determined that hospitalization for her own medical protection was

necessary, with the mayor’s consent.

Status in hospital

In the first month directly after admission, she wrapped herself in her futon and
spoke to herself all day except when eating, using the bathroom, or washing
herself, but with adjustment of her medication her mental state gradually
improved. With the assistance of nurses and occupational therapists, her level of
activity and her living capabilities also improved, but her awareness of her own
condition was insufficient.

Around 6 months after hospitalization, she was evicted from her
pre-hospitalization residence. Judging from her episodes before hospitalization,
it seemed that living alone would prove difficult for her; however, since there
was no group home that would accept her, she has been forced to continue social

hospitalization despite the improvement in her medical condition.
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Case Study 2
Untreated condition, has schizophrenia, lives with family, familial relations (originally poor)

worsened after hospitalization.

Patient status: 38-year-old male, no pre-existing medical conditions. His sister and niece move

in and out of his house, and their relationships with him are bad.

History leading up to consultation

.

Second child of two siblings. No abnormality in perinatal development. After
graduating from junior high school, he drifted around working in the transportation
industry. In the summer of X-4 years, he became socially withdrawn. Unmarried. Father
died, and he was living together with his mother.

At X-5 years (33 years of age), he recognized his lack of sleep and depressed mood and
went for an initial visit to psychiatric hospital A. Diagnosed with "depression," he was
prescribed paroxetine, which stimulated a kind of agitated activation, and he was
arrested for theft and assault and given a suspended sentence. He subsequently spent a
lot of time at home living an inactive life. He was violent and verbally abusive toward
his mother, and demonstrated particularly marked anger toward his sister and niece. He
would pull the phone cord out of the wall at home, cover the windows with bubble wrap,
drive numerous nails into the door of his room, as well as install multiple security
cameras because he was “being watched” and "eavesdropped upon." It was recognized
that his abnormal behavior was based on delusions of persecution.

Worried about the patient’s mother, his sister and niece visited the house and scolded
him and intervened in his behavior. The patient started gradually accumulating anger
toward his sister and niece. His mother was puzzled by the falling-out among her son
and his sister and niece.

Year X: Whenever the family encouraged him to visit a psychiatric clinic, it caused him
to become agitated. The family consulted a health center, but could not arrange public
transportation services since the procedures were complicated. On May 10 of year X,
the troubled family requested a private-sector ambulance service and made him visit a

psychiatric hospital for diagnosis.

Reasons hospitalization was judged necessary

At the examination, he calmly recounted the events leading up to the present day, his
hallucinations and delusions were not markedly noticeable, the target of his anger was
limited to his family, and he denied the need for medical care. His sister and niece

strongly hoped that he would be admitted to psychiatric care, and spoke in desperation
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about his threatening behavior and mental instability to date. In response to his sister
and niece’s request for his hospitalization, he suddenly grew agitated and shouted “You
just want to throw me in hospital, don’t you!?” and “I’ll get you for this!,” trying to
physically attack them. The designated psychiatrist who examined him made a
diagnosis of schizophrenia, and given his remarkable aggression toward his family and
the difficulty of continued outpatient treatment, judged that inpatient hospitalization
would be necessary. However, since the patient himself did not consent to
hospitalization, consent was obtained from his mother, who had accompanied him, and

he was hospitalized for his own medical protection that day.

Status in hospital
Given the high risk of impulsive behavior judging from his agitated state on an
outpatient basis, as well as the results of the examination by the designated psychiatrist,
the patient was first placed in isolation. After commencing administration of risperidone
at 1.5 mg, his agitation improved and he was released from isolation. He adapted well to
the ward and his delusions were not marked, but during every family visitation he
became agitated, threw objects, and showered his family with verbal abuse, such as
“You tricked me into getting locked up in this place! You want to get me addicted to
drugs!” At his initial admission, it seemed that an early discharge from the hospital
might be possible, but considering that his (originally poor) family relationships were
further complicated by his involuntary hospitalization, it was determined that any
discharge to home would require careful judgment and coordination with his family.
After his family was given some psychological education, and after safety was
confirmed by allowing him to spend a few nights outside the hospital, he was

discharged to home on July 6 the same year.

Current Status
At present, in August of year X, he continues to live as an outpatient.at home, but his
impulsivity and hostility to his family have continued and his family lives in fear of

him.
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Common Survey Questions

(1) Overview of the entire legal system

(2) Methods of counting the number of beds in case of involuntary hospitalization

1) What is the approximate ratio of psychiatric care beds to the overall population?

2) Of these, approximately how many are cases of involuntary hospitalization?

3) What sorts of diagnoses have been made for these people?

(3) Overview of hospitals for observation

1) What sort of people do these hospitals usually treat?

(4) In the event of presentation cases, do these correspond to cases of involuntary

hospitalization or voluntary hospitalization?

(4)-1 Involuntary hospitalization:

1) What are the circumstances of the hospitalization of these people?
2) What are the legal grounds for this hospitalization? Also, what are the substantive
requirements for hospitalization?
3) How does the law regulate the procedures leading up to hospitalization?

A) Is this by judicial review, or otherwise? If otherwise, what sort of institution or agency
conducts this review?

B) Does the law specify certain persons to carry out this review and the procedures to be
followed?
4) In practice, what kinds of procedures are conducted to determine involuntary hospitalization?
Also, what sorts of people first suggest this involuntary hospitalization?
5) Approximately how many patients have been admitted though involuntary hospitalization in
this way? Also, approximately what ratio of the total number of admitted patients does this kind
of involuntary hospitalization occupy? Approximately how many days is the average period of
hospitalization in these cases?

6) Who pays the hospitalization expenses in such cases?
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(4)-2 Voluntary hospitalizations:

1) What are the circumstances of the hospitalization of these people?

2) Does a system exist to restrict hospital discharges? If yes, what are its legal grounds (and
upon whose initiative) and its procedures? Who makes the decision? Who hospitalizes these
patients? Who lifts these restrictions?

3) In the case of voluntary hospitalization, is this according to a contract? If so, between which
parties is the contract concluded, and what kind of legal status does the admitted patient have in
this case?

4) Who pays the hospitalization expenses in such cases?

(5) If the subject is a minor, is the case handled differently from those of legal adult age?

(6) In the event of presentation cases, if it is decided that the patient should not be admitted,

what support is available?

(7) After admission, what kind of system exists to guarantee rights such as improved treatment,

hospital discharge claims, visitation, etc?

(8) Is there any time limit on hospitalization? If so, approximately how long is this? Also, can

the period of hospitalization be renewed? If yes, what kind of procedure does this involve?

(9) Regarding hospital discharge

1) What procedures are undertaken for hospital discharge?

2) In such cases, are there any procedures to restrict hospital discharge?

3) After hospital discharge, to what kinds of places do these people go?

4) What sort of persons plays a key role in social rehabilitation after discharge from hospital?

(10) People involved in hospitalization and discharge procedures

1) Aside from physicians, what kinds of people are also involved in these procedures?

2) Of these non-physicians who are involved, what kinds of qualifications do they have, and
how are they selected?

3) Also, how are these people trained?
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Case Study 1
Frequently hospitalized, has schizophrenia, living alone, first complaints were from

neighboring residents, ongoing social hospitalization.

Patient status: 46-year-old female, no pre-existing medical conditions. Not possible to

contact relatives.

History leading up to consultation

No siblings. No abnormality in perinatal development. Unemployed since
graduating from junior high school.

Patient ran off with a romantic partner at X-25 years (21 years of age), after
which she lost touch with her parents’ home.

At X-20 years (26 years of age), she complained to her husband that she was
being “chased by someone,” and subsequently consulted a mental hospital. She
was diagnosed with schizophrenia and was voluntarily hospitalized for three
months. Subsequently, since she tends to stop taking her medication, she has
been hospitalized twice for her own medical protection and has undergone
voluntary hospitalization five times.

Her decline in cognitive function and living capability became gradually more
marked, and her husband started taking on most of the housework.

At X-1 years (45 years of age), her husband died in a traffic accident. She
survived by using up her husband’s life insurance and survivor's pension.
Gradually, she became reclusive at home, her visits to hospital became irregular,
and her insomnia continued.

At X years, she was storing garbage inside her house and also bringing inside
large items of garbage discarded at trash collection points. Garbage gradually
began to pile up in front of the house, which smelled terrible and presented an
obstacle to traffic. Compelled to action, her neighbors consulted the officer in

charge at the municipal environment department, who visited the home.

Reasons hospitalization was judged necessary

When the environment officer visited, garbage was overflowing both inside and
outside the home; a so-called “house of garbage” state. The patient would only
repeat “I need all these things” while standing in the doorway, refusing to make
eye contact with the environment officer.

Judging that her actions were possibly caused by a mental condition, the
environment officer consulted with a city public health nurse. When the nurse
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visited, the patient was physically hiding herself among the trash, despite the
terrible smell.

Subsequently, after visiting her several times, the nurse figured out that she had
a history of psychiatric treatment. The nurse persuaded her to come along for a
hospital visit and consult a doctor. Even when the designated psychiatrist
explained about hospitalization, the patient insisted that, “It is safer to hide at
home than in hospital,” and did not agree to hospitalization.

Taking into account 1) the impact on her health management and the risk of her
condition worsening when she stops taking her medication and 2) that her
delusional behavior was a nuisance to the neighborhood, as well as concerns that
this nuisance may be exacerbated as her condition worsens, the designated
psychiatrist determined that hospitalization for her own medical protection was

necessary, with the mayor’s consent.

Status in hospital

In the first month directly after admission, she wrapped herself in her futon and
spoke to herself all day except when eating, using the bathroom, or washing
herself, but with adjustment of her medication her mental state gradually
improved. With the assistance of nurses and occupational therapists, her level of
activity and her living capabilities also improved, but her awareness of her own
condition was insufficient.

Around 6 months after hospitalization, she was evicted from her
pre-hospitalization residence. Judging from her episodes before hospitalization,
it seemed that living alone would prove difficult for her; however, since there
was no group home that would accept her, she has been forced to continue social

hospitalization despite the improvement in her medical condition.
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Case Study 2
Untreated condition, has schizophrenia, lives with family, familial relations (originally poor)

worsened after hospitalization.

Patient status: 38-year-old male, no pre-existing medical conditions. His sister and niece move

in and out of his house, and their relationships with him are bad.

History leading up to consultation

.

Second child of two siblings. No abnormality in perinatal development. After
graduating from junior high school, he drifted around working in the transportation
industry. In the summer of X-4 years, he became socially withdrawn. Unmarried. Father
died, and he was living together with his mother.

At X-5 years (33 years of age), he recognized his lack of sleep and depressed mood and
went for an initial visit to psychiatric hospital A. Diagnosed with "depression," he was
prescribed paroxetine, which stimulated a kind of agitated activation, and he was
arrested for theft and assault and given a suspended sentence. He subsequently spent a
lot of time at home living an inactive life. He was violent and verbally abusive toward
his mother, and demonstrated particularly marked anger toward his sister and niece. He
would pull the phone cord out of the wall at home, cover the windows with bubble wrap,
drive numerous nails into the door of his room, as well as install multiple security
cameras because he was “being watched” and "eavesdropped upon." It was recognized
that his abnormal behavior was based on delusions of persecution.

Worried about the patient’s mother, his sister and niece visited the house and scolded
him and intervened in his behavior. The patient started gradually accumulating anger
toward his sister and niece. His mother was puzzled by the falling-out among her son
and his sister and niece.

Year X: Whenever the family encouraged him to visit a psychiatric clinic, it caused him
to become agitated. The family consulted a health center, but could not arrange public
transportation services since the procedures were complicated. On May 10 of year X,
the troubled family requested a private-sector ambulance service and made him visit a’

psychiatric hospital for diagnosis.

Reasons hospitalization was judged necessary

.

At the examination, he calmly recounted the events leading up to the present day, his
hallucinations and delusions were not markedly noticeable, the target of his anger was
limited to his family, and he denied the need for medical care. His sister and niece

strongly hoped that he would be admitted to psychiatric care, and spoke in desperation
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