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Referral to mental health specialists

History of referral to mental health specialists during the
previous 6 months was surveyed from medical records
after the consultation day for all patients evaluated as
having any mood disorder using the PHQdescribed
below.

Depressive disorders and other psychiatric comorbidities

We used the Japanese version of the Patient Health Ques-
tionnaire (PHQ) to assess depressive disorders [14]. The
PHQ is a self-report version of the Primary.Care Evalua-
tion of Mental: Disorders (PRIME-MD)-[15]. that: was
developed as a primary care screening tool for:common
mental disorders, including major depressive disorder
and probable alcohol abuse or dependence [16,17]. The
PHQ has been used in studies all over the world [18,19].
The Japanese PHQ was developed ‘and its validity was
assessed using the Mini-International Neuropsychiatric
Interview-Plus {14]. We used a 9-item depression module
of the Japanese PHQ to assess major depressive disorder
and other depressive disorders. Clinical significance of
major depressive disorder and other depressive disorders
was assessed using a categorical algorithm for the PHQ
depressive  module. -Patients were dssessed as having
major depressive disorder if they responded "more than
half the days" or higher to five or more of the nine items
(Questions 1a-1i), Question 1i was included in this total if
their response was at least "several days.” In addition, the
five items had to include either Question 1a or 1b. A
patient was considered to have another depressive disor-
der if they responded with at least "more than half the
days" to two, three, or four of the nine items. Again,
Question 1i was included in the total items if it received
at least "several days", and one of the items had to include
either Question 1a or 1b. Patients were considered to
have "any mood disorder” when evidence for both major
depressive disorder and another depressive disorder was
present. The sensitivity and specificity of major depres-
sive disorder were 84% and 95%, respectively [14]. The
sensitivity and specificity of any mood disorder were 75%
and 94%, respectively (unpublished data analyzed from
the data set used in the reference [14]). The severity of
depressive disorder was assessed using the summary
score (0-27) of each item of the depressive module of the
PHQ.

As additional information, we assessed three psychiat-
ric comorbidities: panic disorder, alcohol-related disor-
der, and generalized anxiety disorder. We used the panic
disorder module of the brief PHQ, a simplified version of
the PHQ, to assess panic disorder [16]. Although a Japa-
nese version of the brief PHQ has been developed by
reverse translation, the validity data have not been
reported.: We used the probable alcohol abuse or depen-
dence module of the PHQ to assess alcohol-related disor-
der. The sensitivity and specificity of probable. alcohol
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abuse or dependence in Japanese were 100% and 95%,
respectively [14]. We used the Japanese version of the 7-
item generalized anxiety disorder scale (GAD-7) to assess
generalized anxiety disorder. The. GAD-7 is a brief self-
report questionnaire used ds a screening tool for GAD in
clinical practice [20]. Similar to the PHQ, the Japanese
version GAD-7 has been developed by reverse transla-
tion. Sensitivity and specificity of the Japanese version
GAD-7 are 88% and 82%, respectively [21].

Analysis

We calculated the prevalence and 95% confidence inter-
vals of major depressive disorder and any mood disorder.
The recognition rate of mood disorder by physicians and
the prescription rate of psychotropic medicine were each
calculated as a ratio among patients evaluated as having
major depressive disorder and any mood disorder using
the PHQ.

We assessed the relationship between the. severity of
depressive disorder evaluated by the PHQ and the sever-
ity of mental disorders based on the physician’s judgment
using Pearson's correlation coefficient. A" two-sided P-
value < 0.05 was considered significant, We performed
statistical analyses using SPSS version 17.0] (SPSS Japan
Inc.)

Results

Characteristics of the patients who participated in the
present study

Among the 312 patients, 193 (61.9%) were female. The
median (range) and mean (SD) age were 75 (21-98) and
72.9 (12.5) years. The most common diagnosis of primary
illness was hypertension, followed by hyperlipidemia and
diabetes (Table 1). Five patients consulted the physician
only for mental disorders.

The number and prevalence of patients with major
depressive disorder and any mood disorder as assessed by
the PHQ are shown in Table 2. The number and preva-
lence of patients diagnosed with panic disorder, alcohol-
related disorder, and GAD were 3 (1.0%), 23 (7.4%), and
16 (5.2%), respectively.

The number and prevalence of patients with major
depressive disorder comorbid with panic disorder, alco-
hol-related disorders, and GAD were 2 (7.7%), 1 (4.0%),
and 5 (19.2%), respectively. For patients with any mood
disorder comorbid with panic disorder, alcohol-related
disorders, and GAD, the number and prevalence were 2
(4.0%), 3 (6.4%), and 9 (18.4%), respectively.

Recognition of mental disorders by physicians

Physicians clinically diagnosed 85 patients as having a
mental disorder. The clinical psychiatric diagnoses (num-
ber of patients) made by the physicians included the fol-
lowing: ‘mood disorder (15), anxiety ‘disorder (17},
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Table 1: Clinical diagnosis of primary iliness (n = 312).

Diagnosis n % of patients
Hypertension 165 529
Hyperlipidemia 37 1.9
Diabetes 33 10.6
Reflux Esophagitis 17 54
Gastritis/Gastric 14 45
ulcer

Other 132 423

Muitiple clinical diagnoses were allowed for each patient. The
total number of clinical diagnosis for all patients was 398.
Five mental disorders as the primary illness are included in
"Other”.

alcohol-related disorder (5), insomnia (48), dementia (6),
other (13) and uncategorizable (4).

Among the 27 patients identified with major depressive
disorder "using the: PHQ, ' physicians ' recognized 21
patients (77.8%) as having a mental disorder. The clinical
psychiatric diagnoses made by the physicians for these 21
patients are shown in Table 3. Among the 27 patients
with ‘major ‘depressive disorder, only three patients
(11.1%) were correctly recognized by physicians as having
a‘mood disorder. Many patients with major depressive
disorder were clinically diagnosed with insomnia by phy-
sicians.

Meanwhile, among the 52 patients diagnosed with any
mood disorder using the PHQ, physicians recognized 31
patients (59.6%) as having a mental disorder. The clinical
psychiatric diagnoses made by the physicians for these 31
patients are shown in Table 4. Among the 52 patients
with any mood disorder, physicians recognized only
seven patients (13.5%) as having a mood disorder.

Among the 85 patients who were recognized by physi-
cians as having a mental disorder, the physicians judged
the severity of the mental disorders (number of patients)
as follows: extremely severe (1), moderately severe (7),
moderate (20), moderately mild (30), or mild (24). The
severity scores for three patients were blank.

Among patients identified with any mood disorder
using the PHQ, the relationship between depression

Table 2: Prevalence of depressive disorders.

n % 95%Cl
Major depressive disorder 27 87 5.5-11.8
Any moad disorder 52 16.7 12,5-20.8

Major depressive disorder and any mood disorder, which was
defined to include both major depressive disorder and other
depressive disorders, were assessed by the PHQ:

Cl: confidenceinterval
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severity using the PHQ summary score and the severity
of the mental disorder as judged by the physician was sig-
nificant (Pearson's correlation coefficient r = 0.346, p =
0.012). Among the 27 patients with major depressive dis-
order, 12 patients-had moderately severe depression
(summary score of the PHQ: 15-19) or severe depression
(20-27). Among these, physicians judged seven:patients
(58.3%) as having a moderately mild or a mild mental dis-
order; or no mental disorders. In short, physicians under-
estimated the severity of their disorders.

Prescription of psychotropic medicine by physicians

The survey of psychotropic prescription history showed
that 13 (4.2%) patients were prescribed any antidepres-
sant including sulpiride, which is permitted by insurance
as a drug for depression in the Japanese health system,
and 72 (23.1%) were prescribed an anxiolytic or hypnotic.
Two patients had been prescribed an antiepileptic. The
numbers (%) of: psychotropic. medicine prescriptions in
patients identified with: major depressive disorder and
any mood disorder using the PHQ are shown in Table 5.
Among the 27 patients with major depressive: disorder,
only one patient had been prescribed an antidepressant
by a physician and another patient was prescribed an
antidepressant by another outpatient clinic (orthopedic
department) in the same hospital. In addition to the two
patients prescribed antidepressants by physicians, one
patient _had been prescribed an antidepressant from
another hospital. As a result, only three patients with
major depressive disorder had received any antidepres-
sants,

Even among those who were clinically diagnosed as
having mood disorders by physicians irrespective of the
PHQ depression score (n = 15: three with major depres-
sive disorder, four with other depressive disorder, and
eight without any mood disorder), only four (26.7%) were
prescribed an antidepressant.

Additionally, according to medical records, none of the
patients identified with any mood disorder using the
PHQ had been referred to a mental health specialist.

Discussion

PHQ results from patients visiting a general internal
medicine outpatient clinic of a rural hospital showed that
the prevalence of major depressive disorder and any
mood disorder were 8.7% and 16,7%, respectively, in this
population. However, among the patients with major
depressive disorder, the physician recognition rate of
mood disorder was 11.1%. The prescription rate of anti-
depressants to patients with major depressive disorder
was 7.4%. Even in patients who were clinically diagnosed
by physicians as having a mood disorder, the prescription
rate of antidepressants was only 26.7%.
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Prevalence
In a survey performed nearly 20 years ago using the Com-
posite International Diagnostic-Interview (CIDI) at gen-
eral internal- medicine “outpatient clinics in Japanese
general hospitals, the prevalence of depression was 3.0%
[9]. The prevalence of major depressive disorder in the
present study was higher than that in the previous study.
The previous survey included patients: 15-65 years old,
while most of the participants in: this study were older
(mean age: 72.9 years old). In addition, the study sites of
the previous survey were located in medium-sized cities
in Nagasaki Prefecture, but the present study was per-
formed in a rural hospital. These differences in patient
characteristics and hospital settings may partly explain
the higher prevalence of depression in the present study.
A meta-analysis ‘of several studies in other countries
showed that the prevalence of depression in primary care
settings for people-aged 65 or older is-15.9% [22]. The
prevalence of major depressive disorder in this study was
8.7%, lower than in other countries. This may be partially
due to a difference in medical systems because patients
can directly consult mental health specialists in Japan
rather than being required to consult primary care physi-
cians, as is common in other countries. Meanwhile, in a
previous epidemiological study of people in a Japanese
community, the 12-month prevalence of major depressive
disorder was 2.9% [23]. The lower prevalence in the com-
munity may: be reflective: of the lower prevalence of
depression diagniosed in a general internal medicine out-
patient clinic. Although a direct comparison is limited by
differences in response rate, age distribution, and survey
method, the prevalence of depression in a general inter-
nal medicine outpatient clinic of a rural hospital in the
present study was higher than the prevalence in the com-
munity. This is consistent with results reported from the
US and UK showing the prevalence of depression in pri-
mary care settings is higher than in the community
[22,24]. This means that depressed patients who have not
received appropriate treatment have consulted general
internists in spite of Japan's medical system that allows
direct consultation to specialists. It is important that phy-
sicians appropriately recognize depressed. patients and
treat and/or refer them to mental health specialists.
These physicians can play a role in gatekeeping unrecog-
nized and untreated depressed patients to provide them
with appropriate care.

Recagnition

The recognition rate (11.1%) of major depressive disorder
in the present study was lower than the rate of depression
reported in the previous Japanese study (19.3%) [9). Hos-
pitals in the previous study had their own psychiatric
units, and thus physicians in those hospitals may have
frequently examined patients with psychiatric disorders
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and become proficient in. diagnosing depression. How-
ever, the hospital in the present study did not have a psy-
chiatry department and no mental health services were
provided by mental health specialists. Despite this differ-
ence between the Japanese studies, both recognition rates
in Japan were much lower than those in other countries
as shown by a meta-analysis (47.3%) [22]. Therefore, as a
first step, it is necessary to increase the recognition rate
of depressed patients by physicians in Japan. Effective
screening of depression [18,19] may be a key activity for
improving depression care.

A simulation in the meta-analysis suggested that when
the prevalence is 10%, there are more false positives (n =
16.8) than either missed (n = 5) or identified cases (n =.5)
for every 100 unselected cases seen in primary care.
There was concern that false positives would increase as
the prevalence decreased [22]. In the present study, not
only the physician recognition rate of depressed patients
was low; but also the false positive rate of was low (3.1%).
This may mean that physicians do not pay attention to
depressive disorder. General internists may think that
care of depression is not "their business” in the Japanese
medical system and that: depressed patients  should
directly consult mental health specialists. To introduce an
effective screening system, education to increase aware-
ness and to change physician attitudes toward depression
may be important,

Although the severity of mental disorders judged by
physicians' correlated with the ‘severity of depression
assessed by the PHQ (Pearson’s correlation coefficient r =
0.346, p = 0.012), more than half of the patients with
severe depression were misjudged as having depression of
mild to moderate severity, or having no mental disorder
(58.3%). This result suggests that appropriate care for
depression was not provided even to severely depressed
patients who really needed care. In addition to construct-
ing and implementing a system of screening for depres-
sion, a referral system to mental health specialists and/or
anincrease in physician diagnostic and treatment skills is
needed.

Many patients identified with major depressive disor-
der using the PHQ were recognized as having a mental
disorder by physicians; but physicians often clinically
diagnosed the disorder as insomnia, which is a common
symptom of depressive disorders. The higher physician
recognition rate of any mental disorder, such as insomnia,
may be useful in prompting the suspicion of depression.
When a physician notes insomnia and/or a mental disor-
der in a patient, they should at least screen for depression
using a validated screening tool. This step will increase
the recognition rate of probable depression by physicians.

Of patients with major depressive disorder, only two
were: prescribed antidepressants and many were. pre-
scribed anxiolytics or hypnotics. This may be creating a
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Table 3: Recognition of mental disorders by physicians among patients with major depressive disorder (n=27) as

evaluated by the PHQ.
Recognition by Clinical diagnosis by n % of patients with major n % of patients with major
physician physician depressive disorder depressive disorder
Any mental disorder 21 778
Mood disorder 3 111
Anxiety disorder 32 14
Alcohol-related 1 37
disorder
Insomnia 14b 519
Dementia 1 37
Other 14.8
Uncategorizable 74
No mental disorder 6 22.2

Because multiple answers were allowed in the clinical psychiatric diagnosis, the total number of diagnoses was 28 and the huriber of diagnoses
per patient was 1.33 for patients with major depressive disorder. Also, the numbers for anxiety and insomnia include patients diagnosed with a

mood disorder: 21,52,

further significant problem of likely dependence on the
medication. In  addition, no patients were referred to
mental health specialists. These results seem consistent
with the higher rate of insomnia clinically diagnosed by
physicians, the lower rate of correct ¢linical diagnosis of
depression, and the lower estimate of the severity of men-
tal disorders. Even for patients judged by physicians as
having a mood disorder, the prescription rate of antide-
pressants by physicians was low (26.7%). Although it is
controversial  whether antidepressants: should be pre-
scribed to patients with mild depression in primary care
settings [3,25]; the results of the present study suggest

that ‘appropriate care may not always be provided for
depressed patients even when physicians become able to
accurately diagnogse depression. Given such a situation,
physicians must at least recognize and monitor depres-
sive disorders to judge the necessity of care and referral to
mental health specialists.

Advantages of the study

No prior study has surveyed recent data of depression
prevalence and physicians' recognition rate of depression
at a general internal medicine outpatient clinic in Japan.

Table 4: Recognition of mental disorders by physicians among patients with any mood disorder (n =52) as evaluated by

the PHQ

Recognition by Clinical diagnosis by n % of patients withany n % of patients with

physician physician mood disorder any mood disorder

Any mental 31 59.6

disorder
Mood disorder 7 135
Anxiety disorder 52 9.6
Alcohal-related 2 38
disorder
Insomnia 182 346
Dementia 1 19
Other 115
Uncategorizable 38

No mental disorder 21 404

Because multiple answers were allowed in the clinical psychiatric diagnosis, the total number of diagnoses was 41 and the number of
diagnoses per patient was 1.32 for patients with any mood disorder. Also, the numbers for anxiety and insomnia include patients diagnosed

with a mood disorder: 23,
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Table 5: Prescription of psychotropic medicine by physicians.
Major depressive disorder Any mood disorder
n=27 n=>52
n % n %
Antidepressant (including sulpiride) 2 7.4 5 9.6
Anxiolytic/Hypnotic 16 593 22 423
No psychotropic medicine 11 407 29 55.8

% is in patients with depressive disorder evaluated by the PHQ.

Patients prescribed both antidepressant and anxiolytic/hypnotic: Major depressive disorder (2), any mood disorder (4).
One patient with major depressive disorder who was prescribed an antidepressant from another hospital was not included.

In addition, this is the first study reporting prescription
rates of antidepressants to all consulted patients.

The present study was performed in a hospital located
in a rural area where the proportion of the elderly is high.
Generally, medical resources are poorer in rural areas
than in urban areas, and elderly people have more
chronic physical illnesses. Thus, general internal medi-
cine in‘a rural area has an important primary care role in
the community, especially for the elderly. In fact, most
participants in the present study were geriatric patients.
The findings are useful for constructing an effective inter-
vention model to care for depressed patients in rural
areas in Japan.

The rate of patients who did not participate in a similar
survey performed in a rural French area using the PHQ
was 14.1% (11.4% refused to participate, and 2.7% did not
have enough to time to answer) [26]. The rate of patients
who did not participate in:the present study was half
(7.1%) that of the French study. This suggests that the bias
caused by refusal to participate in the present study may
be smaller than that of the previous study. Furthermore;
the rate of patients who did not participate in'the survey
using the Structured Clinical Interview for DSM-1V
(SCID) was more than 40% [27). Use of the PHQ instead
of a semi-structured interview is one reason for the
increased rate of participants. However, the bias from
using the PHQ, which is a self-administered question-
naire, instead of a semi-structured. interview may be
unavoidable, as discussed in the following section.

Limitations of the study

The present study has several limitations. First, as dis-
cussed above, we used: self-administered questionnaires
(the PHQ and the GAD-7) to evaluate depressive disor-
ders and . comorbid psychiatric - disorders. The: PHQ
addresses symptoms only for a two-week period and may
include bereavement reactions, mood disorders caused
by physical disorders or medications, and/ordepressive
episodes of bipolar disorders. Although the Japanese
PHQ has high sensitivity and specificity for major depres-

sive disorder, evaluation using a diagnostic interview,
such as the semi-structured clinical interview for DSM-
1V, will increase the validity of the results. Second, we
surveyed only five physicians in one hospital. To.increase
the generalizability of the present results, a study includ-
ing multiple hospitals or clinics is needed. Third, we
judged cognitive impairment based on brief semi-struc-
tured interviews of patients or accompanying: persons.
Sometimes it is difficult to discriminate between depres-
sion ‘and cognitive impairments ‘caused by dementia in
the geriatric population. ‘A study using a screening or
diagnostic tool with higher performance to exclude cog-
nitive impairment is needed. Finally, we surveyed a his-
tory of psychotropic medicine prescription on the
consultation ‘day. However, the prescription may be
reflected behavior by previous physicians rather than the
one carrying out the current diagnosis.

Conclusions

The prevalence of depression at a general internal medi-
cine outpatient clinic was higher in the present study
than in the Japanese community. Thus, general internists
can play a role as gatekeepers for diagnosing untreated
depressed patients in the community. However, physi-
cians did not recognize depressed patients, even in severe
cases. The  prescription rate  of ‘antidepressants to
depressed patients and the referral rate of depressed
patients to mental health specialists were also low. In
addition, the prescription rate of antidepressants to
patients whom physicians diagnosed as having a mood
disorder was also fow.

There are multiple barriers to providing appropriate
care for patients with depression, such as recognition' of
depression, judgment of its severity, prescription of anti-
depressants and referral to mental health specialists. Col-
laborative care -models. developed and shown to. be
effective in the US and UK [5] to care for depressed
patients by general practitioners and primary care physi-
cians cannot be applied directly to the Japanese medical
system,
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Physicians can recognize insomnia comorbid with
depression and can judge the presence of a mental disor-
der in depressed patients. Thus, an important step is to
change physicians' attitude to depression into "it is our
business" to find depression. The additional step is to per-
form screening and then to monitor the screening-posi-
tive patients and to refer them to mental health
specialists. In addition to constructing a screening and
monitoring system of depression, an educational inter-
vention for physicians is key for improving the quality of
life of depressed patients at general internal medicine
outpatient clinics and of missed depressed patients in the
community.
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