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12) Compensation insurance for any health hazards
13) Fundings for this trial
14) Others
Protection of privacy
All the researchers and outsourcers of this trial must
strictly protect personal information of the participants
in adherence with the Ethics Guideline for Clinical
Research and the Private Information Protection Law.

Each trial site, each regional centre and the national
centre will collect information in anonymized and link-
able format. The data centre will not deal with personal
information of the participants. The linking information
for the participants is strictly managed at each trial site
or at the national centre without being computerized, i.
e. in paper format.

At week 3, week 9 and week 25, the central rater will
administer PHQ9 and FIBSER by telephone while being
blind to the participant’s allocated treatment. The cen-
tral CRC will arrange this blinded telephone call by
obtaining the participant’s name and telephone number
from each clinic every time. The central CRC will not
keep this privacy information at the national centre
office.

Approval by the IRB

This study has been approved by the Ethics Committee
of Kyoto University Graduate School of Medicine, the
Institutional Review Boards (IRBs) of Nagoya City Uni-
versity Hospital and of Kochi Medical School Hospital.

Each trial site will seek approval of the same protocol
if it has its own IRB. If there is no IRB, the trial site will
commission its approval to the IRB at Nagoya City Uni-
versity Hospital or at Kochi Medical School Hospital.

Compensation Insurance

All the protocol interventions in the current trial are
within the approved dosage and administration in
Japan. However, because the trial involves random
allocation, we will contract a private health insurance
to compensate for health hazards that have arisen due
to this trial. The contract will be between Kyoto Uni-
versity and Tokio Marine and Nichido Fire Insurance
Company. This insurance will cover only death or
grade 1 impairment or grade 2 impairment whose cau-
sal relationship with the trial cannot be negated.
Grades 3-14 impairments will not be covered by this
insurance but will be covered by the National Health
Insurance, which therefore can incur some copayment.
Because all the protocol interventions are within the
approved dosage and administration, any health
hazards may be object of the National Rescue Scheme
for Side Effects. If there is any negligence on the part
of the physician, it may be covered with the doctors’
liability insurance.
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Study Organization

Steering Committee

The Steering Committee will hold online meetings every
two weeks and offline meetings every two months.

Principal investigator:

Toshiaki A. Furukawa, MD, PhD (Kyoto University
Graduate School of Medicine/School of Public Health,
Department of Health Promotion and Human Beahvior)

Co-principal investigators:

Tatsuo Akechi, MD, PhD, Norio Watanabe, MD, PhD
(Nagoya City University Graduate School of Medical
Sciences, Department of Psychiatry and Cognitive-Beha-
vioral Medicine)

Shinji Shimodera, MD, PhD (Kochi University Depart-
ment of Neuropsychiatry)

Mitsuhiko Yamada, MD, PhD, Masatoshi Inagaki, MD,
PhD (National Center for Neurology and Psychiatry,
Institute of Mental Health)

Trial statistician:

Naohiro Yonemoto, MPH (National Center for Neu-
rology and Psychiatry, Translational Medical Centre)
Data and Safety Monitoring Board: DSMB
DSMB will consist of three professionals in clinical trials
and in psychiatry, who are not involved in this trial: Dr
Teruhiko Higuchi (Psychiatrist, National Centre for
Neurology and Psychiatry), Professor Yoshio Hirayasu
(Psychiatrist, Yokohama City University) and Akiko
Kada (Biostatistician, National Cerebral and Cardiovas-
cular Center). The purpose of DSMB is to check the
data monitoring reports prepared by the data centre and
make recommendations, where necessary, to the princi-
pal investigator.

Research organization

Figure 3 shows the organizational structure for the pilot
study.

Data centre

The data centre will be in charge of collecting and
managing information independently from the research-
ers. The data centre will handle site registration, partici-
pant registration and allocation, monitor data entry,
manage quality assurance of data, manage quality con-
trol of data, prepare monitoring reports, and prepare
datasets for statistical analyses.

The data centre will make monitoring reports on the
progress of recruitment, progress of data collection and
adverse events to the Steering Committee and DSMB.

The data centre will be entrusted a contract research
organization to be chosen by public tender bidding.
National centre and Regional centres
The national centre office will be located within Depart-
ment of Health Promotion and Behavioral Medicine,
Kyoto University School of Public Health. It will have a
central rater, a CRC and a secretary.
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Figure 3 Organizational structure for the pilot study

There will be regional centres at Nagoya City Univer-
sity and Kochi University. There will be site CRCs who
will make weekly visits to participating trial sites to
assist informed consent procedures and to monitor and
enter clinical data.

Discussion

The SUN(*_7)D is an assessor-blinded, parallel-group,
mutli-centre randomised controlled trial sequentially
comparing active treatment options and combinations
currently approved for treatment of depression in Japan.

The prominent characteristics of the SUN(A_%*) D
include the following.

First, the treatment arms in this trial are based on true
clinical uncertainty, because all of them are treatment
options currently approved by the regulatory bodies in
Japan. In other words, they represent treatment alterna-
tives from which both clinicians and their patients have
difficulties choosing at the present moment.

Second, the clinical questions to be examined in this
trial pertain to urgent and critical decision points for
which the world psychiatric and psychopharmacological

research community has hitherto failed to provide gui-
dance or answer to.

Third, the trial will take place mostly in front-line psy-
chiatric facilities such as private practices and depart-
ments of psychiatry of general hospitals from all over
Japan, where many if not most of the patients with major
depression receive their initial treatment. Because Japan
does not have the primary care system as represented by
the general practitioners in UK, these are the primary
care mental health services in Japan and the current trial
is thus expected to have maximum external validity with
respect to initial treatment of major depression in Japan.

Fourth, several important measures are built in to
ensure good internal validity for this pragmatic trial,
such as central randomization, blind assessment of
symptoms and side effects via telephone and adherence
to true intention-to-treat principle through differentia-
tion of discontinuation of protocol treatments and with-
drawal from study. Whether we can achieve the last
point will depend on whether we can follow up and
assess all the patients even when they stop or deviate
from the assigned treatments.
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As discussed in the Introduction, major depression
represents the greatest non-fatal burden of disease for
the humankind, with commensurate rise in spending on
the antidepressants world-wide. We maintain that this
must be accompanied by commensurate increase in evi-
dence base to guide their wise clinical administration.
For example, the total annual sales of antidepressants
amount to 120 billion yen (1.3 billion US dollars), and
we would like to advocate that at least 0.1% of this sum
be spent on public-domain pragmatic research of their
use for mood and anxiety disorders. Many urgent and
critical clinical questions can be answered with this
research funds only if the research can be simple and
pragmatic enough. We hope that SUN(*_A)D can be a
template for such future clinical trials, and that it ulti-
mately can provide good evidence to improve the treat-
ment guidelines for depression in the world.
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(strategic use of new generation antidepressants
for depression): examination of feasibility and
adherence during the pilot phase
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Abstract

Background: Initial glitches and unexpected inconsistencies are unavoidable in the early stage of a large, multi-
centre trial. Adaptive modifications of the trial’s protocol and operational procedures to ensure its smooth running
are therefore imperative. We started a large pragmatic, multi-centre, assessor-blinded, 25-week trial to investigate
the optimal first- and second-line treatments for untreated episodes of nonpsychotic major depression in 2010
[Strategic Use of New generation antidepressants for Depression, abbreviated SUN(A_A)D] and would like to herein
report an examination of the trial's feasibility and adherence among the first 100 participants.

Methods: We examined the participants’ characteristics, the treatments that were allocated and received during
each step of the trial, and the quality of the outcome assessments among the first 100 patients enrolled in the SUN
(A_A)D trial.

Results: Of the 2,743 first-visit patients who visited the two collaborating centres between December 2010 and July
2011, 382 were judged as potentially eligible, and 100 of these patients provided written informed consent. These
patients represented the whole spectrum of mild to very severe depression. Of the 93 patients who had reached
Week 3 of the study by the end of July 2011, one withdrew consent for both the treatment and the assessment,
and eight withdrew consent for the treatment only. Altogether, the primary outcomes were successfully assessed in
90 (96.8%) of the patients at Week 3. Of the 72 patients who had reached Week 9, three withdrew consent for the
treatment, but 70 were successfully interviewed (97.2%). Of the 32 patients who had reached Week 25, 29 (90.5%)
were successfully followed up. The inter-rater reliability of the assessments of the primary outcomes was nearly
perfect and their successful blinding was confirmed. Minor modifications and clarifications to the protocol were
deemed necessary.

Discussion: Given the satisfactory feasibility and adherence to the study protocol and the minor modifications that
were necessary, we conclude that the data obtained from the first 100 patients can be safely included in the main
study. We now intend to accelerate the study by recruiting more collaborating centres and clinics/hospitals.
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Background

A randomised clinical trial can only be started after its proto-
col and operational procedures have been fixed and written
down in detail. Like any industrial product, however, some
malfunctioning glitches and unexpected inconsistencies are
unavoidable, especially during the early stages. Adaptively
modifying the protocol and operational procedures to ensure
the study’s smooth running is therefore imperative.

No guidelines exist, however, on how to implement this
crucial step in the conduct of a clinical trial. One often-used
method is to run a pilot study, separately from and before
the formal study [1,2]. A drawback to this approach is that
the data from this sample cannot in principle be merged
into the full data set, especially if only limited aspects of the
whole protocol are to be implemented and evaluated in the
pilot study or if the randomisation is broken. Moreover, lim-
iting the scope of the pilot study to avoid wasting valuable
patient resources may ironically mean that all the study pro-
cedures cannot be fully tested in the pilot phase and that
the same problem of initial adjustments may have to be
worked through de novo only after the full-scale formal
study has been initiated.

The Strategic Use of New generation antidepressants for
Depression, or SUN(*_MD for short, is a large pragmatic
multi-centre, assessor-blinded, parallel-group trial to exam-
ine the optimal first- and second-line treatments of hereto-
fore untreated episodes of nonpsychotic unipolar major
depression [3]. It first compares the rapid titration strategy
up to the maximum tolerable dosage versus the titration up
to the minimum effective dosage of a selective serotonin-
reuptake inhibitor (SSRI) antidepressant in the first-line
treatment of depression in a cluster-randomised design.
When the first-line treatment fails to achieve remission, it
then attempts to compare three second-line treatment strat-
egies, namely to augment the SSRI with a noradrenergic
and specific serotonergic antidepressant (NaSSA), to switch
from SSRI to NaSSA, or to continue several more weeks
with SSRI, in an individually randomised comparison. The
study will enrol 2,000 adult patients with untreated major
depressive episodes seeking treatment at psychiatric clinics
and hospitals at a number of regional centres from all over
Japan.

In this large pragmatic psychiatric trial, we opted to in-
clude the feasibility examination in the main study itself.
Namely, we decided to implement the whole study proced-
ure from the very beginning, but at a limited number of re-
gional centres, to examine the feasibility of the original
protocol as well as the adherence of both the patients and
the doctors to the protocol, and to modify, if necessary, the
protocol and operational procedures as the first patients
are enrolled in the study [3]. The current report describes
the results of the feasibility and adherence examination
among our first 100 patients, and details the required
amendments to the SUN(*_*)D study protocol.
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Methods
Ethics
The original study protocol was approved by the Institu-
tional Review Board (IRB) at Nagoya City University
Hospital in April 2010 by the Ethics Committee at Kyoto
University Graduate School of Medicine in August 2010
and by the Ethics Committee at Kochi University Medical
School in October 2010. The pilot phase of the SUN(*_")D
started its recruitment at two regional centres in Nagoya
and Kochi on 6 December 2010, with the centre in Kyoto
serving as the central office. Eligible patients provided writ-
ten informed consent after receiving a full disclosure and
explanation of the purpose and procedures of the study.
This trial has been registered at ClinicalTrials.gov as
NCT01109693.

Procedures

The full details of the procedures of the study are given in
the published protocol [3] and we briefly present the overall
flow of the trial, the participants’ eligibility criteria and the
outcome measures here.

Figure 1 presents the overall procedure of the trial. The
participants’ eligibility criteria are listed in Table 1. We
chose sertraline as the first-line SSRI treatment because it
was found to offer the best balance between efficacy and tol-
erability among the currently marketed anti-depressant
drugs in Japan according to a recent multiple-treatments
meta-analysis of 12 new-generation antidepressants [4]. The
optimum titration strategy, however, has never been system-
atically examined in the literature. In step I, therefore, eli-
gible and consenting patients will either receive sertraline
titrated up to 50 mg/day or up to 100 mg/day unless pro-
hibited by adverse effects for 3 weeks. We employed the
cluster randomisation design for step I, i.e. the participating
sites were randomised either to 50 mg/or 100 mg/d arms.

When sertraline fails as a first-line treatment to achieve
remission, one natural choice is to switch to the antidepres-
sant found to be the most efficacious, albeit with reduced
acceptability, in the same meta-analysis, namely mirtaza-
pine [4]. Because this NaSSA has a different neurochemical
profile than SSRI and has been found to work in synergy
when combined with SSRI in a number of trials [5-7], an-
other option is to augment SSRI with mirtazapine. These
two second-line options are to be compared with continu-
ing with sertraline for 6 more weeks in step IL If the
patients remit after receiving the first-line treatment, they
are to continue with the first-line treatment in step IL

Step III is a 16-week extension of steps I and II, in which
the doctors and the patients are free to continue their step
II treatments or to choose whatever treatments they deem
appropriate. This stage represents the important continu-
ation phase in the treatment of major depression, because
almost every patient is advised to receive this continuation
treatment [8]. In step III we therefore attempt to examine
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Figure 1 Flow diagram of the trial.
.

which of the first- and second-line treatments will be con-
tinued to sustain remission.

The primary outcome measures include the Patient Health
Questionnaire-9 (PHQ-9) [9] and the Frequency, Intensity
and Burden of Side Effects Rating (FIBSER), as assessed by
the central raters at weeks 1, 3, 9 and 25. The assessment is
conducted via telephone while the assessors are blinded to
the treatment status of the patients. The inter- and intra-
rater reliability of the primary outcome measures was exam-
ined by having all six raters re-assess the audio recordings of
the 20 telephone interviews. The secondary outcomes
included the Beck Depression Inventory-II [10], rated by the
patients themselves.

As we had declared in the protocol [3], the analyses of the
pilot phase were to be performed without knowledge of the
allocated treatments and would not involve any statistical
comparison between randomised arms. Unless a major
change in the study protocol was required, the participants
in the pilot phase would therefore be eligible for inclusion in
the main study.

Analyses

In this study the focus was placed on how feasible the ori-
ginal protocol was and how adherent the doctors and the
patients were to steps I through III of the study. All the data
had been provided to the researchers from the data centre
without any information linking the treatment allocations

and assessment results. We first reported the demographic
and clinical characteristics of the screened patients as well as
the finally enrolled patients to examine the efficiency of our
recruitment procedure as well as to ascertain whether the
intended types of patients had been recruited into the study.
We then examined whether the randomisation had been
successful, if the treatments as stipulated in the protocol had
been adhered to and if the assessments had been made with
satisfactory follow-up rates in each step of the trial.

The quality of the assessments is of paramount import-
ance in a trial. We therefore examined the reliability of our
primary outcomes and whether the blinding had been suc-
cessfully implemented in the study.

Finally, we also reported the important safety aspects
among our first 100 patients.

Results

Participating sites

Two regional centres participated in the pilot phase of the
SUN(”*_")D. One regional centre consisted of one general
hospital and five private psychiatric clinics, while the other
centre included four hospitals and two private psychiatric
clinics.

Participants
Altogether 2,743 first-visit patients visited the participating
sites between 6 December 2010 and 31 July 2011. After
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Table 1 Eligibility criteria
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Inclusion criteria

Exclusion criteria

(1) The participant fulfils criteria for non-psychotic
unipolar major depressive episode
(DSM-V) within 1 month before starting sertraline

(2) Age between 25 and 75 on the day when
sertraline is started

(3) The major depressive episode is the focus of the
treatment and the treating physician has judged
sertraline to be its appropriate first-line drug

(4) Tolerability to sertaline has been ascertained
after 3-16 days of treatment with sertraline
25 mg/day

(5) The participant is able to understand
and sign written informed consent

(6) The participant is available on the phone for
assessment of symptoms and side effects

1) Having taken antidepressants, mood stabilizers
(lithium, valproate, carbamazepine, lamotrigine),
antipsychotics, psychostimulants

(methylphenidate, pemoline, atomoxetine),
electroconvulsive therapy, rTMS, light therapy,

or depression-specific psychotherapies
(cognitive-behaviour therapy, interpersonal therapy)
within 1 month before starting sertraline

(2) History of schizophrenia, schizoaffective disorder or bipolar disorder
(DSM-V) as judged by treating physician

(3) Current dementia, borderline personality disorder,
eating disorder or substance dependence
(DSM-V) as judged by treating physician

(4) Physical diseases that may contraindicate treatment with
sertraline or mirtazapine

(5) Allergy to sertraline or mirtazapine
(6) Terminal physical diseases

(7) Women who are pregnant or breastfeeding

(if there is a possibility of getting pregnant within 6 months of trial entry,
participation is allowed only after providing signed consent to avoid
pregnancy during the trial period)

(8) Imminent high risk of suicide as judged by treating physician
(9) Needing non-voluntary hospitalisation

(10) High probability of changing hospital due to relocation, etc,
within 6 months of trial entry

(11) Cohabiting family members of research staff members of the trial

(12) Inability to understand written Japanese

undergoing standard psychiatric consultation and formal
diagnosis with the help of the semi-structured interview
PRIME-MD [9], 382 patients were judged to have suffered
from a major depressive episode during the past month and
to have had no treatment. One hundred of these patients
were subsequently judged to meet all the eligibility criteria,
provided written informed consent after full explanation of
the purpose and procedures of the study, and were enrolled
in the study (Figure 2).

Figure 3 depicts the monthly recruitment of the partici-
pants for the first 8 months of the study. On average, 12.5
patients were enrolled per month (Figure 4).

Table 2 describes the basic demographic characteristics of
these participants. The subjects were approximately equally
divided into both sexes and represented the whole age range
as specified in the protocol, with a peak age occurring in the
5th decade. Slightly more than half of the patients had
received education at a college or university level or beyond.
About half the subjects were employed at the time of their
entry into the study, but about a third were on sick leave.

Table 3 gives the clinical characteristics of the participants.
The average age of the participants at the onset of the de-
pressive disorder was in their 30s, some 5 years earlier than

their age at first visit. For half of the cohort, the index epi-
sode was their first major depressive episode, but the others
had had up to four previous episodes. The median length of
the episode before the hospital visit was 2.5 months, with a
range of between 0.5 to 120 months. The participants’ aver-
age depression scores were 18.9 for the PHQ-9 and 33.0 for
the BDI-II, but the score varied between 8 to 27 and 14 to
52, respectively, thus representing the whole spectrum of
mild to very severe depression [11].

Adherence to the protocol in step |

Treatment allocation at the beginning of step |

Of the 100 initial participants, 16 were recruited at the five
sites allocated to the sertraline 50 mg/day arm and the
remaining 84 were recruited at seven sites allocated to the
sertraline 100 mg/day arm. This imbalance in the number of
recruited patients was due to one site that recruited the lar-
gest number of patients.

Treatment received by the end of step |

Of the 100 patients who had provided their written informed
consent at week 1 by the end of July (the observation period
for this feasibility study), 93 would have reached week 3
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during this observation period. We then examined the treat-
ments that these patients received in step L
Of these 93 patients, 16 were in the sertraline 50 mg/day
arm and 77 were in the sertraline 100 mg/day arm. None of
the 16 patients allocated to the sertraline 50 mg/day arm
2743 first-visit patients were screened withdrew their consent and all these patients had reached
J the designated dosage by week 3.
| Of the 77 participants allocated to the 100 mg/day arm,
678 patients with major depressive one withdrew consent to both the protocol treatment and to
episode in past month undergoing further assessments, and was therefore dropped
et from the study. Eight additional patients withdrew consent
I to the protocol treatment by week 3, but consented to fur-
382 non-treated patients with MDE in ther assessments at weeks 3, 9 and 25: one patient had
past month improved considerably and decided to stop the medication,
| " ’ one patient decided to stop the drug because of side effects,
D one patient was hospitalised because of depressive stupor,
100 gave informed consent one patient started working and could not come to the clinic
J at the appointed times, two patients moved, and two patients
| withdrew consent for unknown reasons. Of the 68 patients
allocated to the sertraline 100 mg/day arm and whose con-
93 have reached Week 3 sent to the treatment remained valid, 10 did not reach the
™ ¢ intended dosage by week 3 and were only receiving 75 mg/
day.
3 were not None of the participants received the prohibited concomi-
available tant treatments during step L.

Assessment at the end of step |

[ 90 were assessed at Week 3 (96.8%) § Regardless of the treatments received, 93 patients should have

| j received their week 3 assessments during the present study’s

N o ' observation period. Unfortunately, two of the eight patients

who withdrew their consent to the protocol treatment but still

{ 72 have reached Week 9 J agreed to further assessments were unreachable at week 3.

‘ : Thus, altogether three patients (one who withdrew consent to

treatment and to further assessment, and two who withdrew

2 were not consent to treatment but not to assessment) did not undergo

available PHQ-9 and FIBSER assessments at week 3. The follow-up
s rate was 96.8% (90/93).

r ~
70 were assessed at Week 9 (97.2%) Adherence to the protocol in step Il
. Treatment allocation at the beginning of step Il
| Of the 93 patients who reached week 3 by end of July, 9 had
withdrawn consent to treatment and 84 patients could there-
32 have reached Week 25 fore be randomised at week 3. Seven of these patients scored
\n / 4 or less on the PHQ-9 at week 3 and were therefore pre-
scribed the same antidepressant in step II as in Step I The
nine patients who had withdrawn their consent to treatment
received treatments of their and their doctors’ choice.
Seventy-seven patients were then randomised in a 1:1:1
manner to continue sertraline, to receive mirtazapine aug-
[ 29 were assessed at Week 25 (906%) J mentation, or to switch from sertraline to mirtazapine. The
allocated numbers of patients were 26, 24 and 27, respectively,
and the randomisation procedure seemed to be result in
equally numbered and well balanced groups for the two
stratification variables.

3 were not
available

Figure 2 Flowchart of the participants as of the end of July
2011.
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Figure 3 Monthly recruitment of the participants.

Treatment received by the end of step Il

Of the 77 patients randomised at week 3, 62 would have
reached week 9 by the end of July (the observation period for
this feasibility study).

Twenty-two had been allocated to continue sertraline and
should have reached week 9; only one of them dropped out
of the treatment prematurely. Nineteen had been allocated
to receive mirtazapine augmentation of sertraline and should
have reached week 9; all of them received the protocol treat-
ment (ie. 50-100 mg/day of sertraline plus 7.5 to 45 mg/day
of mirtazapine). Twenty-one patients had been allocated to
the switching-to-mirtazapine group; two of them stopped

the treatment prematurely but all the others had been suc-
cessfully switched to mirtazapine 15-45 mg/day. None of
the patients received the prohibited concomitant treatments
during step IL

Assessment at the end of step Il

Of the original 100 patients recruited into the study, 72
should have reached their week 9 assessments by the end of
July. In step II three patients dropped out from the protocol
treatment but none of them withdrew their consent to fur-
ther assessment (the one participant who withdrew consent
to both the treatment and the assessments in step I had not

e

~
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Week 0 Week 1 Week 3 Week 9 Week 25
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Figure 4 Average course of depression severity of the entire cohort.
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Table 2 Demographic characteristics of the first 100
patients in SUN(A_A)D

Age, years

42.4 (SD=12.7, range: 25~75)

Sex 56 women/44 men

Education 8 with junior high school or equivalent
30 with senior high school or equivalent
53 with junior college or university level
9 with above university level
Job 36 employed full-time

8 employed part-time

28 on sick leave

16 housewives

2 students

10 'with no employment
Marriage 34 single, never married
13 single, divorced or separated
2 single, deceased

51 married

reached his week 9 date by end of July). However, one pa-
tient who had been hospitalised in step I and another who
had been allocated to the continuation of sertraline group in
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step II but stopped treatment prematurely despite medical
advice was unreachable at week 9. The follow-up rate was
therefore 70/72, or 97.2%.

Adherence to the protocol in step Il

Treatments received in step Il

This feasibility and adherence study did not closely exam-
ine the contents of the treatments provided to the patients
in step III because, according to our protocol, there were
no prohibited co-interventions for this period, and the ad-
herence to protocol treatments presented no concern in
this step. The contents of the treatments provided were
recorded in the data set; at end of week 25, 53% of the
patients reported that they were continuing to receive the
protocol treatment assigned to them in step II.

Assessment at the end of step Il

Of the original 100 patients recruited into the study, 32
patients should have had their week 25 assessments by
the end of July. So far we have been able to follow-up 29
of these patients (90.6%).

Primary outcomes

Inter- and intra-rater reliability of the primary outcomes
Table 4 shows the ANOVA intra-class correlation coeffi-
cients for the individual items of the PHQ-9 and the

Table 3 Clinical characteristics of the first 100 patients in SUN(A_A)D

Age of onset at
first episode, years

37.3 (SD=14.0, range: 10 to 75)

No. of previous
depressive episodes

Length of current episode,
months

Qut- or inpatient status at time of entry into the study
PHQ-9

BDIH

Physical conditions

50 with no episode

32 with one episode

10 with two episodes

2 with three episodes

6 with four episodes

6.0 (SD=136, median =25, range: 0.5 to 120)

100 outpatients
189 (SD=3.7, range: 8 to 27) at baseline
16.0 (SD=4.5, range: 7 to 25) at week 1

33.0 (SD=84, range: 14 to 52) at baseline

28.1 (SD =98, range: 6 10 54) at week 1

66 with no physical comorbidity

6 with hypertension

5 with diabetes mellitus

4 with hypercholesterolemia

2 each with hyperthyroidism, glaucoma, goitre, headache
(including migraine) or arthritis

1 each with hepatitis C, Meniere’s disease, asthma, haemorrhoids,
kidney stone, esophagitis, arrhythmia, or collagen disease
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Table 4 Inter-rater reliability for PHQ-9 and FIBSER

PHQ-9 Item 1 (anhedonia) 0.953 (0.915 to 0.978)
ltem 2 (depressed mood) 1.000 (=)
Item 3 (sleep problem) 1.000 (-)
ltem 4 (anergia) 1.000 (=)
ltem 5 (appetite problem) 0.992 (0.985 to 0.996)
Item 6 (quilt feelings) 1.000 (-)
ltem 7 (concentration problem) 0.984 (0.970 to 0.993)
Item 8 (psychomotor symptoms) 1.000 (=)
Item 9 (suicidal wishes) 1.000 (=)
Total score 0.998 (0.996 to 0.999)
FIBSER ltem 1 (adherence) 1.000 (-)
Item 2 (frequency of side effects) 1.000 (-)
Item 3 (strength of side effects) 1.000 (=)

Item 4 (burden of side effects)

0.996 (0.993 to 0.998)

FIBSER, and for the PHQ-9 total scores, based on the
re-assessments made by six interviewers of ten audio
recordings of telephone interviews. The inter-rater reli-
ability among the six raters was perfect to nearly perfect.

The intra-rater (test-retest) reliability of the telephone
assessments, that is the agreement between the inter-
viewer’s ratings during the telephone interview and those
made by the same interviewer when he/she listened to
his/her own recordings 1 to 2 weeks later, was perfect
for all the items.

Assessors’ blindness to allocated treatments

The assessors’ blindness to the allocated treatment was
evaluated by tabulating their guessed treatments and the
actually allocated treatments.

Table 5 presents such agreement for step I allocations
and Table 6 presents the same data for the step II alloca-
tions. Because the assessors were blinded to the timing
of the assessments, they sometimes made mixed guesses
for both step I and step II. The agreement for the cor-
rect versus incorrect guesses for the step I treatments

Table 5 Examination of assessor blindness: Treatment
guesses for week 3 assessments

Guess Actual

50 mg/day 100 mg/day
50 mg/day at week 3 5 31
100 mg/day at week 3 8 23
Continue sertraline at week 9 2 15
Augment with mirtazapine at week 9 - 4

Switch to mirtazapine at week 9 - 1

Remitted at week 9 1 -
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was a kappa of —0.19 (95% CI: -0.34 to -0.04) and that
for the step II treatments was a kappa of -0.04 (-0.14 to
0.06).

Overall outcomes
Figure 3 presents the overall outcomes of our cohort as
a group, undivided for the treatments allocations.

The number of remitters (PHQ-9 = <4) were 10, 21
and 16 at week 3, 9 and 25, respectively. These figures
correspond to 10.8% (10/93), 29.2% (21/72) and 50.0%
(16/32) of the intention-to-treat sample, respectively.

Adverse events and change in diagnoses

No serious adverse event has been reported among the
first 100 patients in the first 8 months of the SUN(*_*)
D trial.

Suicidality was assessed according to the Columbia
Classification Algorithm of Suicide Assessment (C-CASA)
[12] at week 9 and at week 25 retrospectively by the treat-
ing psychiatrists. No case of a completed suicide, suicide at-
tempt or preparatory act toward imminent suicidal
behaviour was reported. Two patients expressed strong sui-
cidal ideation to the doctor and/or the families.

One patient presented with depressive stupor and was
hospitalised during step I. One patient presented with a
hypomanic episode during step II. No other changes in
the diagnoses have been reported.

Modifications to the original protocol and procedures
Through the initial pilot phase of SUN(*_?)D, only the
following minor modifications to the protocol and the
operational procedures were necessary.

1) We added repetitive transcranial magnetic
stimulation (rTMS), light therapy and lamotrigine as
prohibited treatments both before entry to the trial
and in steps I and II. We had overlooked rTMS and
light therapy in the original protocol. Lamotrigine

Table 6 Examination of assessor blindness: Treatment
guesses for week 9 assessments

Guess Actual
Continue Augment withSwitch  toRemitted
sertraline  mirtazapine mirtazapine

50 mg/day at week 3 1 2 3 2

100 mg/day at week 39 6 5 -

Continue sertraline at6 8 8 1

week 9

Augment with4 2 4 -

mirtazapine at week 9

Switch to mirtazapine- - 1 -
at week 9

Remitted at week 9 1
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newly appeared on the Japanese market after the
study was begun. _

2) We explicated the eligibility criteria by adding, “The
major depressive episode is the focus of the
treatment” because we encountered patients with
major depressive episodes comorbid with anxiety
disorder, for whom the latter would clinically be the
target condition of treatment. We reasoned such
cases should be excluded from our trial.

3) We allowed more flexible titration schedules for step
L In the original protocol there was only one
anticipated titration schedule for the sertraline 100
mg/day arm, namely 50 mg/day at week 1 titrated
up to 100 mg/day at week 2. In the revised protocol,
any duration of any dosage was permitted at week 1,
such as 75 mg/day for a week or 50 mg/day for 3
days plus 75 mg/day for 4 days, with the minimum
requirement of reaching 100 mg/day at week 2.

4) We also accepted 7.5 mg/day of mirtazapine in step
IL. In the original protocol, mirtazapine was to be
prescribed at a dosage of between 15 and 45 mg/
day.

5) A number of new reporting forms were prepared
and updated to gather the necessary information
more systematically and more efficiently.

Discussion

We started the first large-scale pragmatic clinical trial of
antidepressant treatment in Japan in December 2011. This
trial is an assessor-blinded, parallel-group, multi-centre trial
that aims to enrol 2,000 patients with heretofore untreated
unipolar major depressive episodes to determine the
optimum first- and second-line antidepressant treatment
strategies. The current study reports on the feasibility and
adherence of the study protocol and operational procedures
among the first 100 patients.

Patient enrolment and characteristics

At the 12 psychiatric clinics and hospitals associated with
two centres in Nagoya and Kochi, we screened approxi-
mately 2,700 first-visit patients, of whom approximately
400 were judged as possibly being eligible and 100 were fi-
nally entered in the study after providing written informed
consent over the course of the initial 8 months of the
study. We consider that this is a respectable figure and
calculate that, if we can liaise with six more centres, each
associated with five clinics or hospitals in the main study,
we would be able to enrol eight centres * 6 patients/month
* 36 months = approximately 1,800 patients in 3 years.

If we can continue with the one out of four recruitment
rate and the sample characteristics as shown in Tables 2 and
3, we can be confident that our cohort will be representative
of mildly to very severely depressed patients seeking initial
treatment for their untreated depressive episodes. For
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example, the female:male ratio of 56:44 = 1.3, though much
lower than the 2:1 ratio usually observed in American or
European samples, is close to the ratio of 1.4 reported in a
former Japanese study of a similar inception cohort of un-
treated major depression [13].

Randomisation
The randomisation for step I was balanced at the level of
clinics and hospitals between 50 mg/day and 100 mg/day
arms, but was unbalanced at the individual level because of
one very actively recruiting clinic. While this imbalance in the
numbers of patients allocated to the two arms may slightly
decrease the statistical power, it is unlikely to undermine the
internal validity of step 1. Moreover, we expect that the treat-
ment allocation will eventually be balanced as we enrol more
participating centres and clinics in the main study.

The randomisation for step II was well balanced among
its three arms and its strata.

Treatment adherence

In step I, of the 93 patients who should have reached the
end of this step, nine (9.7%) withdrew their consent to the
protocol treatment. Of the remaining 84 patients, 74
(88.1%) received the treatments as required by the protocol.

In step II, of the 62 patients who had been randomised
to one of the three treatment arms and who should have
reached the end of this step, only three (4.8%) withdrew
consent to the protocol treatments. When the patients
continued to receive treatment in any one of the three
arms, no protocol deviation occurred.

A voluntary withdrawal rate from the assigned treat-
ment of between 5-10% and a protocol deviation rate of
between 0-10% if continued would be acceptable figures
in a large pragmatic trial [14,15].

Follow-up assessments

In the study protocol we sharply distinguished between
withdrawal from the protocol treatments and that from
the follow-up assessments, and invited the patients to
cooperate with the follow-up assessments even if they
had voluntarily chosen to withdraw from the assigned
treatments. As a result, we have so far been able to suc-
cessfully assess 96.8%, 97.2% and 90.6% of the intention-
to-treat sample at week 3, 9 and 25, respectively. We
accept that the follow-up rate at week 25 needs to be
improved.

In this study we were able to establish the inter- and
intra-rater (test-retest) reliability of our primary outcomes
and also to ascertain the successful blinding of the assess-
ments thus made. This trial therefore represents one of the
fewer instances where blinding was appropriately tested
and confirmed [16].
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Safety
We encountered no unexpected or concerning safety issues
among our first 100 patients.

Conclusion

Based on the present feasibility and adherence examina-
tions of the pilot study phase of the SUN(*_*)D study, we
conclude that the study protocol [3] can be implemented
as originally envisaged with some minor modifications only
and that the data from the first 100 patients can therefore
be safely and validly included towards the main study. We
will continue with the pilot phase of the study as we had
originally set out in the protocol until the first 200 patients
have completed their 25-week follow-ups, but we are now
confident that we can speed up recruitment of collaborat-
ing centres and clinics/hospitals, thereby accelerating not
only the pilot phase but also the entire study itself.
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ARTICLE INFO ABSTRACT

Background: The primary objective of this study was to analyze the pattern of depressive moods related to
pregnancy and postpartum in a dataset collected prospectively. A secondary objective was to assess the
association between (1) low moods during pregnancy and postpartum depressive symptoms, and (2)
maternity blues and postpartum depressive symptom.
Method: Three hundred eighty-seven women completed self-administered questionnaires. The participants
were asked to respond to Stein's Maternity Blues Scale (Stein's Scale) on five consecutive days after delivery
and to the Edinburgh Postnatal Depression Scale (EPDS) during both pregnancy and postpartum.
Results: 32.0% of the women were identified as having a score of more than 9 on EPDS during pregnancy and
postpartum. 21.6% of the women scored above the Stein's Scale cut-off point for at least 1 day during the 5-day
period following delivery. The odds ratio (95% CI) for postpartum low mood if the women experienced low
mood during pregnancy was 4.46 (2.48-8.04), while the odds ratio for postpartum depressive symptoms if
the women experienced symptoms of maternity blues was 5.48 (2.74-10.98). In logistic regression analysis,
the number of days in which women scored over the cut-off point by Stein's Scale proved to be the more
significant predictor of scoring over the EPDS cutoff (8/9) [OR (95% CI)=2.74 (1.89-3.96)].
Conclusion: The rate of maternity blues in our findings was similar to the rates previously reported in Japan, but
lower than the rates observed in Western countries. Furthermore, our longitudinal study confirms the likelihood of
subsequent postpartum depressive symptoms if low moods during pregnancy and/or maternity blues are present.
© 2011 Elsevier Inc. All rights reserved.
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Introduction

“Postpartum depression” is used to describe a continuum of
depressive symptoms and diagnoses that occur in the period of
several weeks to several months after childbirth. The operational
definition given in the Diagnostic and Statistical Manual of Mental
Disorders, Fourth Edition Text Revision uses a time frame of 4 weeks
after childbirth for the onset of symptoms [1]. The prevalence of
postpartum depression is approximately 10-15% [2-8], and the
symptoms are similar to those of major depressive disorder.

The postpartum blues, maternity blues (MB), or baby blues are a
transient (usually dissolving in a few days) condition that 30-75% of
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mothers may experience shortly after childbirth; it comes with a wide
variety of symptoms that generally involve mood lability, tearfulness,
and some mild anxiety and depressive symptoms. Postpartum
depression must be distinguished from the “baby blues,” which occur
in the majority of new mothers. This transient mood disturbance does
not consistently affect the woman's ability to function [9]. According
to Stein's criteria, 67% of postpartum women have been diagnosed as
suffering from MB [10], while studies focused on the Japanese
population reported that only 15-35% women were affected [11-13].

Many studies regarding MB and postpartum depression have been
carried out; however, depression during pregnancy itself has not been
studied comprehensively. Until recently, gestation was thought to
provide some protection against major depression [6], but recent clinical
studies have suggested that pregnancy is not uniformly protective
against major depression [6,14-16]. O'Keane and Marsh [17] showed
that estimated rates of depression during pregnancy vary from 7% to 15%
in developed countries to 19% to 25% in developing countries. Moreover,
more than half of the women with postpartum depression already
suffered from depression before or during pregnancy [18].
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Although worldwide estimates of postpartum depression do
appear to fall within a fairly consistent range of 7% to 14%, notable
outliers have been observed. Much of the compelling evidence that
sociocultural factors may moderate the risk for postpartum depression
stems from studies suggesting variability of incidence of postpartum
depression in non-Western population. It has been believed and
reported that Japanese women suffer from postnatal depression less
than Western women [19]. The traditional support system associated
with child-birth, which is called Satogaeri bunben in Japanese, has been
assumed to lower the occurrence of postnatal depression in Japanese
women. Satogaeri means “returning to the original family town or
house” and bunben means delivery. The definition and characteristics
of Satogaeri bunben are defined by Shinagawa and Katagiri [20] as
follows: a pregnant woman returns to her family home for the delivery
and stays with her parents and family members to get sufficient
support and to rest physically and psychologically to a couple of
months postnatal. Experience, skill, and wisdom about care of the baby
can be passed on from the grandmother to a new mother. Therefore,
even if maternal mental health is impaired, the children may not be
adversely affected by indirect effects such as lack of attendance and
parental inattention to preventive actions such as immunizations or
use of car seats; nevertheless, children can suffer from the direct
effects of maternal depression such as reluctance to engage in and
continue breastfeeding, impaired attachment, or abuse or neglect.
Therefore, in comparison to Western countries, in Japan due to the
Satogaeri bunben system the social burden of postpartum depression
is reduced since the extended family is actively participating in the
child care [20].

For a better understanding of mood disorders related to childbirth,
examination of the comprehensive characteristics of women's mental
state during pregnancy and postpartum, including the prevalence of
depressive symptoms; an association analysis between depression in
pregnancy, MB, and postpartum depression; and attention to the
duration of the depressive symptoms are required. If the risk factors
that are relevant for mood disorders related to pregnancy and
childbirth are known, professionals may be able to prevent or
minimize the adverse effects of postpartum depression on early
infant development. The goal of our study was to elucidate the risk
factors for postpartum depression in the Japanese population in order
to avoid potentially serious consequences for the child, such as
increased risk of accidents, sudden infant death syndrome, and an
overall higher frequency of hospital admissions [21-23].

Because the ramifications of this disorder are so widespread, it is
extremely important to identify prenatally those women who are at
higher risk. Our study was focused on the factors that can predict the
onset of postpartum depression.

The present study is the first report regarding the Japanese population
that examined the trend of depressive mood in women during pregnancy
and postpartum and assessed association. Our goal was to focus on the
recognition of postpartum depression through depression screening.
In addition, we examined whether or not mothers with “blues” are at risk
of developing postpartum “depression”. In comparison with previous
reports focused on postpartum depression, our study brings additional
quality in terms of understanding the relationship, prevalence, and
stability of low maternal mood at 1 week postpartum and the sensitivity,
specificity, and predictive power of the Edinburgh Postnatal Depression
Scale and the Stein's Maternity Blues Scale when administered on the fifth
day postpartum on depressive symptomatology at 4 weeks postpartum.

Method

The primary objective of this study was to analyze the pattern of
depressive moods related to pregnancy and postpartum in the dataset
collected prospectively. A secondary objective was to assess the
association between (1) the depressive state during pregnancy and
postpartum, and (2) MB and low mood postpartum. We used longitudinal
design in order to interpret the results (rates of postpartum depression
and maternal blues) in terms of mood status throughout the pregnancy.

Participants and study design

The sample was composed of women attending the antenatal
program during pregnancy (starting before the 25th week) at two
obstetrical hospitals between August 2004 and October 2009. The
hospitals are located in the local administrative center of the city of
Nagoya (with a population of about 2 million). The participants were
selected randomly at the obstetric hospital. A total of 551 adults (=20
years old) were recruited for the study. All subjects were Japanese.

The women were asked to complete a demographic interview.
Subsequently, participants were asked to complete a self-adminis-
tered questionnaire at home according to a predetermined schedule.
The aforementioned instruments were designed to assess the
presence of symptoms of MB and low mood related to pregnancy
and childbirth (Fig. 1).

Early pregnancy  Late pregnancy Delivery 5t day 1 month
(before 25W) (around 36W)
EPDS EPDS EPDS EPDS

Stein’s scale
1st- 5™ day

Fig. 1. The flow chart of the schedule. EPDS: Edinburgh Postnatal Depression Scale. Stein's Scale: Stein's Maternity Blues Scale.
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Mothers with previous history of mental problems or current
treatment for mental problems were excluded from the study, as
well as mothers suffering from neonatal pathology, born before 32
weeks of pregnancy. The follow-up period was 6 months after the
delivery.

All subjects provided written informed consent after the study was
described to them. This study was approved by the ethics committee
at Nagoya University School of Medicine.

Instrument

We investigated the mental state of the women by using the two
self-administered questionnaires. The instruments are well-known
screening tools for women during pregnancy and the postpartum
period.

The Edinburgh Postnatal Depression Scale

We evaluated women's depressive states during this period using
the Edinburgh Postnatal Depression Scale (EPDS) [24]. The EPDS has a
10-item self-report scale designed to screen for postpartum depres-
sion in community samples. Each item is scored on a four-point scale
(from O to 3), the minimum and maximum total scores being 0 and 30,
respectively. This scale focuses on the cognitive and affective features
of depression rather than on somatic symptoms. Its sensitivity and
specificity in the Japanese community sample were, respectively, 75%
and 93%, using a cut-off point of 8/9 [25]. This questionnaire has also
been validated as a screening instrument for use throughout
pregnancy. We used the 8/9 cut-off point to screen for depressive
women. In this study, depressive states throughout pregnancy and
after delivery were evaluated by this scale at four different time
points: during the early pregnancy period (before 25 weeks), during
late pregnancy (around 36 weeks), at 5 days after delivery, and at 1
month postpartum.

Stein Maternity Blues Scale

Early postpartum mood was assessed using Stein's Scale [26],
which has 13 items; the total scores range from O to 26. The Japanese
version has proven to be a valid and reliable method to detect MB in

the early postpartum period [27]. The cut-off point is 7/8; that is,
women who score 8 or higher are regarded as experiencing mood
swings or MB [26]. On each of the first 5 days after delivery, the
mothers completed the scale.

Results

The mean age of the subjects was 31.8 years (range: 20 to 45 years, S.D.=4.3 years),
Of the 551 women who agreed to participate in this study, 424 (77.0 %) completed the
EPDS at four time points; 423 (76.8 %) completed Stein's Scale at five time points; and
387 (70.2 %) completed both scales at all time points.

Subgroups

To uncover the longitudinal trend of the mood states, we divided 424 women who
completed the EPDS on all four assessments into 16 groups based on the results of the
EPDS. We then generalized the 16 subgroups into four (Table 1), based on these results,
We left out the results obtained on the fifth day after delivery because there appeared
to be an overlap between MB and postpartum depression, and the EPDS score could be
significantly affected thereby. The four groups were (1) the nondepressive group
(scored under the cut-off point on all EPDSs); (2) temporary gestational depressive
group (scored over the cut-off point on EPDS only during pregnancy); (3) continuous
depressive group (scored over the cut-off point during both pregnancy and
postpartum); and (4) postpartum depressive group (scored over the cut-off point
only at 1 month postpartum). Expressed in numbers, out of 423 women, 305 (71.9%)
belonged to the nondepressive group; 47 (11.1%) were in the temporary gestational
depressive group; 28 (6.6%) were classified in the continuous depressive group; and 44
(10.4%) were in the postpartum depressive group.

The EPDS

The EPDS's mean scores (S.D.) and ratings of the depressive state are shown in
Fig. 2. The point prevalence of depressive mood as indicated by the EPDS was 11.8—
16.9% throughout the period. Among 423 women who completed the EPDS on all four
assessments, 135 (32.0%) were identified as depressive during at least one period.

Stein's Scale

The mean score of Stein's Scale and the rate of MB are shown in Fig. 3. The
percentage of women who scored above the cut-off point was from 15.7% on the first
day to 11.0% on the fifth day. Among 423 women who completed Stein's Scale
consecutively for 5 days after delivery, 122 (28.8%) were above the cut-off at least once.
In order to exclude the effect of low mood during pregnancy on low mood postpartum,
we reanalyzed the data excluding 75 women who scored 9 or more on EPDS at least
once during pregnancy and 33 women who failed to complete the EPDS during

Table 1
The groups were based on the EPDS results during pregnancy to postpartum
Period
Pregnancy Postpartum
Early pregnancy Late pregnancy 5th day 1 month n n (%) Groups
— — — — 289 305 (71.9) Nondepressive group
— - + - 16
+ — — - 15 47 (11.1) Temporary gestational depressive group
- + - - 8
+ + - - 8
+ - + - 6
+ + + - 7
- + + - 4
+ - + + 6 28 (6.6) Continuous depressive group
- + - + 4
+ + - + 7
+ - - + 1
- + + + 3
+ + + + 7
— — — + 27 44 (104) Postpartum depressive group
— — + + 17

424 424 (100)
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Fig. 2. Mean scores of EPDS and rates of depression during early pregnancy, late
pregnancy, 5 days after the delivery, and 1 month postpartum, and prevalence rate of
depression by EPDS (cut-off point was 8/9).

pregnancy. As a result, 68 (21.6%) of the 315 women were found to have MB. The
results are shown in Fig. 4.

Association analysis

The results regarding Stein's Scale are shown in Table 2. 16.2% of the women
experienced MB even though they belonged to the nondepressive group. On the
other hand, in the postpartum depressive group, 54.5% of the women experienced
MB.

To evaluate the association between low mood during pregnancy and
postpartum, as well as the association between MB and scoring more than 9 in
EPDS, we calculated odds ratios (ORs) using logistic regression. The associations
were controlled for possible confounding factors such as age, education, a number of
the family and children, and the order of the child. The women scoring more than 9
points on the EPDS during pregnancy were at higher risk for depression within 1
month after delivery [OR (95% Cl)=4.46 (2.48-8.04)]. Women scoring over the
Stein's Scale cut-off point at least once during the 5-day period following delivery
were at higher risk for depression within 1 month postpartum [OR (95% CI)=5.14
(2.95-8.94)].

For the 387 women who completed both questionnaires, a logistic regression
analysis was used to examine the effect of the number of days that were scored over the
cut-off point on Stein's Scale on the EPDS at 1 month postpartum. The result indicated
that the number of days scoring over the cut-off point on Stein's Scale was a predictor of
low mood at 1 month postpartum [OR (95% Cl)=1.91 (1.56-2.34)].

Considering that high EPDS scores during pregnancy could be a potentially
influential factor for MB and high EPDS scores postpartum, it is noteworthy that, in
earlier studies, the distinction between symptoms that had begun during pregnancy
and then persisted during postpartum period and the symptoms that began during the
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Fig. 3. Mean scores of Stein's Scale and prevalence rates of maternity blues on each of
the first 5 days after delivery (cut-off point was 7/8).
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Fig. 4. Mean score of Stein's Scales and prevalence rates of maternity blues on each of
the first 5 days after delivery among the women who did not experience depressive
mood during pregnancy (cut-off point was 7/8).

postpartum period was not made. In order to exclude the effect of depression during
pregnancy, we excluded women scoring =9 on the EPDS during that time. In other
words, we excluded both the temporary gestational depressive group and the
continuous depressive group, performing our analysis only on the nondepressive
group and on the postpartum depressive group. As a result of the reanalysis, MB was
significantly associated with high EPDS scores 1 month postpartum. The women who
experienced MB had 5.5 times the risk of having EPDS scores over the cutoff point [OR
(95% C1)=5.48 (.74-10.98)]. In logistic regression analysis, the number of the days
scoring over the cut-off point on Stein's Scale proved to be a more significant predictor
of having EPDS scores over the cutoff point at 1 month postpartum [OR (95% CI)=2.74
(1.89-3.96)1.

Discussion

In this study, we investigated the pattern of depressive moods in
women during pregnancy and postpartum and assessed potential risk
factors. The systematic, longitudinally collected information and
subsequent analysis presented in our study bring new information
regarding understanding the mental state dynamics of the women
from pregnancy to postpartum. We have found that more than 30% of
women experienced depressive moods (above EPDS cutoff of 8/9)
during that period. What is more, our results support previous studies
regarding the relative number of depressive pregnant/postpartum
women.

In our study, 28.8% of the women suffered from MB as detected
by Stein's Scale during the 5 days after delivery. Moreover, the
prevalence rate of MB (excluding the women who were depressed
before delivery) was 21.6%. This result might reflect the prevalence
of MB resulting from delivery itself. Our finding was similar to that of
another study using a self-report questionnaire in Japan [11-13], but
lower than that of studies conducted in Western countries [10,26].
We may suggest that traditional support (Satogaeri bunben) does
provide these women with the same protective function as that
reported in a cross-cultural study [28]; however, this can be only
speculative as we did not check whether women had been provided

Table 2
Stein's Scale results (number and percent) for each group

Subgroups Steins Scale

=8 %
Nondepressive group 44/271 16.2
Temporary gestational depressive group 20/46 435
Continuous depressive group 16/26 61.5
Postpartum depressive group 24/44 545




