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Background: We aimed to reveal sex differences in depression comprehension by reanalyz-
ing data from a previous study of patients who were administered antidepressants.
Methods: A total of 424 outpatients were enrolled in the study. Participants were provided
an original self-administered questionnaire that comprised eight items: depressive symptoms,
course of depression, cause of depression, treatment plan, duration of antidepressant use,
how to discontinue antidepressants, side effects of antidepressants, and psychotherapy. Each
item consisted of the following two questions: “Have you received an explanation from the
doctor in charge?” and “How much do you understand about your treatment?”” The level of
patients’ comprehension of these questions was rated on a scale of 0—10 (11 anchor points).
Symptoms were evaluated using the Quick Inventory for Depressive Symptomatology,
Japanese version, and other scales. Patients were divided on the basis of sex, regardless of
whether they were in remission.

Results: Compared with male patients, female patients with depression exhibited lower
levels of depression and did not receive adequate psychoeducation from their physicians.
While depression comprehension of female patients might not necessarily be associated with
remission, male patients in remission received more explanations about depression and
understood more compared with female patients.

Conclusion: Depression comprehension of male patients might be associated with remis-
sion, and psychoeducation should be sex-oriented to improve treatment responses.
Keywords: sex differences, psychoeducation, depression

Introduction

Patients with depression face several problems in clinical settings. First, the number
of patients with depression who visit psychiatrists is very low, with approximately
18% of these patients having visited psychiatrists in Japan.' Furthermore, after
visiting psychiatrists and starting medication, it is difficult for many patients to
continue the medication. Sawada et al reported that after 6 months, approximately
60% of the patients did not continue their antidepressant regimen and 63.1% of the
patients did so without discussion with their physicians.?

Psychoeducation is one way to support improvement in psychiatric disorders.
Brown et al started the use of psychoeducational approach in the 1970s for families of
patients with schizophrenia.> Kemp et al in their study showed that better adherence
and outcomes might be achieved via “compliance therapy” for patients with
schizophrenia.* Cardoso et al reported that combination therapy including
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pharmacological treatment and a brief psychoeducational
approach was more effective than routine pharmacological
treatment for the betterment of the quality of life of patients
with bipolar disorder.” Similarly, many reports studying
psychoeducational approaches have demonstrated the
importance and/or effectiveness of psychoeducation for
patients with depression. For example, some studies have
shown that the psychoeducational approach improves
adherence to pharmacological treatment,®’ decreases the
depressive symptoms of patients,® and prevents relapse.”'’
In a meta-analysis, Donker et al concluded that brief, pas-
sive psychoeducational interventions may improve depres-
sive symptoms of patients.'' Brown et al reported that
adherence to pharmacotherapy might be improved by pro-
viding key messages (e.g., “told what to do if there were

ELINT3

questions,” “told how long to expect to take medicine,”
“advised of how long side effects will last,” and “given
advice on managing minor side effects”) about antidepres-
sants or pharmacotherapy at baseline.'” These messages
seem important to patients with depression, but the authors
reported that some patients did not receive enough
information.'?

Sex differences between patients with depression are very
important to the epidemiology and clinical course of the
disorder. Some reports have shown that female patients are
more likely to have depression and recurrent depression and
that they easily develop depression in response to stress.'> '
Previous studies have investigated sex differences in
response to various antidepressants. Female patients respond
better to selective serotonin reuptake inhibitors and citalo-
pram, whereas male patients respond better to tricyclic
antidepressants.'®'® From a cellular and molecular perspec-
tive, using positron emission tomography studies, Javanovic
et al and Parsey et al showed that female patients have higher
5-HT1A receptor binding potential and lower serotonin
transporter-binding potential in many brain regions than
male patients.'>?° Furthermore, Bethea et al showed the
influence of estrogen on serotonin transporter expression in
the hypothalamus.?' Physicians may consider these sex dif-
ferences when treating patients with depression.

Thus, psychoeducation is important for patients with
depression, and there are sex differences in depression.
Because the prevalence of psychoeducation and level of
depression comprehension among patients had not been
examined in detail, we evaluated depression comprehen-
sion in patients with depressive episodes or with experi-
ence of depressive episodes as well as in those who had
taken or were taking antidepressants in a previous study.?

We found low levels of depression comprehension among
patients, and several questionnaires that evaluated depres-
sion comprehension were found to be significantly asso-
ciated with the severity of depression in the secondary
results.?>**

We have previously studied the comprehension and
characteristics of patients with depression,”*** but we
did not analyze sex differences between male and female
patients. In the present study, we reanalyzed data from our
previous study and investigated sex differences in depres-
sion comprehension and their relationship to treatment
response.

Methods

Participants

The present study was conducted from February 2013 to
October 2013. Outpatients who were experiencing or had
experienced a depressive episode and were taking or had
taken antidepressants were recruited. Patients with mental
retardation, severe depression, severe dementia, or blind-
ness or those who did not complete the questionnaire about
depression comprehension were excluded. Patients with
delusion, suicidal ideation, or sub-stupor were excluded
because questionnaires are often invasive and unethical
for patients with such status. In total, 424 outpatients were
enrolled in the study; response rate was 88.3%. The parti-
cipants comprised outpatients of six hospitals in Aomori
and Akita, Japan: the Hirosaki University School of
Medicine and Hospital, Hirosaki Aiseikai Hospital,
Seihoku Chuoh Hospital, Kuroisi General Hospital, Odate
City General Hospital, and Mutsu General Hospital.

The study was conducted in accordance with the
Declaration of Helsinki and approved by the Ethics
Committee of the Hirosaki University Hospital. All partici-
pants provided written informed consent before participation.

Measures

To assess the level of depression comprehension among
the participants, we used a self-administered, original
questionnaire comprising two questions “Have you
received an explanation from the doctor in charge?” and
“How much do you understand about your treatment?”
that addressed eight categories: (A) depressive symptoms;
(B) course of depression; (C) cause of depression; (D)
treatment plan; (E) duration of antidepressant use; (F)
how to discontinue antidepressants; (G) side effects of
antidepressants; and (H) psychotherapy. The first question
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was answered with “yes” or “no” for each category.
Comprehension level was rated on an 1l-point scale
from 0 (“I do not understand it at all”’) to 10 (“T understand
it perfectly”) for each category.

We used
Symptoms, Japanese Version (QIDS-J), to evaluate the

the Quick Inventory for Depressive
severity of depression in each patient and defined partici-
pants with QIDS scores < 5 as remitters in the present
study. Both the validity and reliability of QIDS-J have
been previously established.?* 2

All participants were assessed using the Clinical Global
Impression-Severity (CGI-S) scales and Global Assessment
of Functioning (GAF) to evaluate illness severity and general
functioning. GAF is a numerical scale (1=worst to 100=best)
used to subjectively evaluate patients’ psychological, occu-
pational, and social functions. CGI-S is commonly used to
measure treatment efficacy, treatment response, and symp-
tom severity in studies of patients with mental disorders®’ it
uses a seven-point scale, 1 (normal, not at all ill) to 7
(extremely ill), to rate the severity of a patient’s illness at
the time of assessment and is based on clinician’s past
experience.

We collected data regarding patient demographics,
diagnoses, and other clinical information from medical
records. All participants were diagnosed using Diagnostic
and Statistical Manual of Mental Disorders, Fourth Edition
(DSM-1V).

Statistical Analyses

The characteristics of remitters and non-remitters in terms
of clinical and epidemiological items were compared using
chi-square tests.

The rates of remission based on receiving explanations
and comprehension scores were compared between the
younger and older groups using chi-square tests.

To study whether receiving explanations was associated
with comprehension scores, we compared the comprehen-
sion score for each item based on whether participants had
received a prior explanation about the item between the
younger and older groups using -tests.

We also compared the characteristics of receiving
explanations and comprehension scores between remitters
and non-remitters in the male and female groups using chi-
square and #-tests.

A P-value < 0.05 was considered statistically signifi-
cant. Data were analyzed using SPSS for Windows 22
(IBM Japan, Tokyo, Japan).

Results

Patient Characteristics, Comparison
Between Remitters And Non-Remitters,
And Comparison Between Male And

Female Patients

Table 1 shows the characteristics of participants and the
results of comparisons between remitters and non-remit-
ters and between male and female patients.

The age and GAF score of remitters were significantly
higher than those of non-remitters. Conversely, the number
of major depressive episodes, CGI-S scores, and QIDS-J
scores of remitters were significantly lower than those of
non-remitters. There was no significant difference in the
contents of diagnostic criteria between remitters and non-
remitters. Although the comprehension scores for items B
and F were significantly higher in the remitters, there was
no significant difference in the rate of receiving explana-
tion regarding each item between remitters and non-
remitters.

The average age, duration of disease, CGI-S, and
QIDS-J were significantly lower in the male group than
in the female group. GAF scores were significantly higher
in the male group than in the female group. The contents
of diagnostic criteria were not significantly different
between the two groups. The rates of receiving explana-
tions regarding items A, B, C, D, and F were significantly
higher in male patients than in female patients. The com-
prehension scores of items B, C, D, and E, along with total
comprehension scores were significantly higher in male

patients than in female patients.

Comparison Of Comprehension Scores
In Male And Female Subjects Between
Patients Receiving And Not Receiving
Explanations

Table 2 shows the comparison of comprehension scores
between patients who did and did not receive explanations
for each item in the male and female groups (e.g., the top
of the table shows a comparison of the comprehension
scores in male and female patients for item A between
those who did and did not receive an explanation of
item A).

Almost all comparisons showed significant differences
between patients who did and did not receive explanations.

In all comparisons, groups who received explanations
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Table | Characteristics Of Entire Subjects And The Comparison Between Remitters And Non-Remitters And Between Male And
Female Subjects

Entire Remitters Non- p-Value Male (n=134) | Female p-Value
Subjects (n=122) Remitters (n=290)
(n=424) (n=269)
Age 56.1x16.9 59.7%15.0 53.2+17.3 0.000%* 54.3x16.5 56.9+17.1 | 0.000%*
Sex (male:female) 134:290 4775 77:192 0.051 - -
Diagnosis (n) Depression | 364 110 224 0.123 117 247 0.621
Bipolar 27 8 19 10 17
disorder
Dysthymic 10 0 10 2 8
disorder
Personality 10 2 7 3 7
disorder
Others 13 2 9 2 I
Age at onset 47.6£16.9 51.7x16.5 45.1%16.9 0.000%* 46.7x16.1 48.0+17.2 | 0.484
Duration of disease (years) 8.8+9.0 84+8.6 8.5+9.0 0.964 7.4x7.6 9.4+9.5 0.028*
Duration of taking 6.9+7.2 6.817.3 6.5+6.9 0.667 6.0+6.7 7.3x74 0.086
antidepressants (years)
Number of major depressive | 1.9£1.6 l.6x1.4 2.0x1.7 0.029% 1.7£1.4 1.9£1.7 0.216
episodes (times)
Number of hospitalizations 0411 0.4+1.1 0.4x1.0 0.947 0.4x1.0 0.5«1.1 0.526
(times)
GAF 66.1£13.5 71.4£12.2 63.1£13.2 0.000%* 68.2+12.6 65.1+13.7 | 0.027*
CGI-S 3.3£1.0 2.9+0.9 3.620.9 0.000%* 3.1£0.9 3.4£1.0 0.002%*
QIDS-) 9.2+5.7 29+1.7 12.1+4.4 0.000%* 8.0+5.5 9.8+5.7 0.003**
Remitters/Non-remitters 122:269 47:77 75:192 0.051
Receiving A 261:161 76:46 166:102 0.947 97:37 164:124 0.002%*
explanation (yes:
no)
B 206:213 67:55 126:139 0.178 80:52 126:161 0.00**
C 213:206 62:58 137:130 0.946 83:51 130:155 0.002%*
D 239:179 68:54 152:113 0.765 91:42 148:137 0.002%*
E 193:224 54:68 124:141 0.643 69:63 124:161 0.095
F 119:298 35:87 75:191 0.920 47:85 72:213 0.030*
G 211:206 58:63 143:124 0.304 73.58 138:148 0.157
H 150:265 42:79 101:165 0.538 52:81 98:184 0.390
Comprehension A 5.2+2.8 5.4+29 5.1+2.8 0.391 5.6+2.8 5.1+2.8 0.077
scores
B 4.6£2.9 5.1%3.1 4.4+2.8 0.026* 5.4+2.9 4.3%2.9 0.000%*
C 5.0+3.0 5.0£3.2 5.0+2.9 0917 5.5+3.0 4.8+3.0 0.026*
D 4.7£3.0 5.0+3.1 4.6+3.0 0.216 5.5+3.0 4.3+3.0 0.000%*
E 3.943.1 4.3£3.3 3.7£3.0 0.073 4.4+3.1 3.743.1 0.025%
F 3.243.0 3.7433 2.8+2.8 0.009%* 3.543.1 3.1£3.0 0.216
G 3.943.1 4.4+3.3 3.7£3.0 0.056 4.2+3.2 3.843.1 0.227
H 3.34£3.0 3.7432 3.1£2.9 0.050 3.743.1 3.1+2.9 0.103
Total 33.8420.2 35.8+22.2 32.7%19.1 0.251 37.2420.2 32.1+20.0 | 0.003**

Notes: *p<0.05, **p<0.01. A: depressive symptoms, B: the course of depression, C: the cause of depression, D: the treatment plan, E: the duration of antidepressant uses, F:
how to discontinue antidepressant, G: the side effects of antidepressants, H: psychotherapy.

Abbreviation: GAF, The Global Assessment of Functioning; CGI-S, The Clinical Global Impression-Severity scale; QIDS-}, Quick Inventory of Depressive Symptomatology
Japanese version.
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Table 2 Comparison For Both Male And Female Subjects Of The Comprehension Scores Between Patients Divided By Whether They
Received Explanations

Receiving Explanation | Comprehension Scores | Male Female
Received | Not Received | p-Value | Received | Not Received | p-Value
Item A A 6.5+2.4 3.3+27 0.000 6.0+2.4 3.8+2.8 0.000
B 6.3+2.4 3.0+2.7 0.000 5.2+2.7 3127 0.000
C 6.6+2.4 2.8+2.7 0.000 5.7x2.7 3.6%3.1 0.000
D 6.5+2.4 3.1£3.0 0.000 5.3+2.7 3.0+2.7 0.000
E 5.2+29 24+2.8 0.000 4.6+2.9 2.5+2.9 0.000
F 4.3+3.1 1.3%1.7 0.000 3.7£3.0 22427 0.000
G 5.1£3.2 2.0+2.2 0.000 4.6%3.1 2.7+2.8 0.000
H 4.4+3.0 1.7£2.3 0.000 4.0+3.0 2.0+24 0.000
Total 44.3+17.1 19.5%16.3 0.000 39.5%17.9 | 21.7+18.0 0.000
Item B A 6.412.4 4.2+3.0 0.000 6.2+2.3 4.1+2.8 0.000
B 6.5+2.2 3.6+2.9 0.000 5.7+25 3.2+27 0.000
C 6.7+2.2 3.7+33 0.000 5.9+25 3.9+3.1 0.000
D 6.7%2.1 3.7+3.1 0.000 5.8+2.4 3.2+2.8 0.000
E 5.5+2.8 2.8+2.8 0.000 5.0+2.9 2.7+29 0.000
F 4.3+3.0 2.0+2.6 0.000 3.9+3.1 24+27 0.000
G 4.9+3.1 3.0+3.1 0.000 4.8+3.1 3.0+2.8 0.000
H 4.7+3.0 2.0+2.4 0.000 4.1+£29 24+27 0.000
Total 45.4+16.6 | 25.0£19.0 0.000 41.9+16.3 | 23.8+188 0.000
Item C A 6.6+2.5 3.9+27 0.000 6.3+2.2 4.0+2.8 0.000
B 6.4+2.4 3.7+29 0.000 5.5+25 3.2+27 0.000
C 6.8+2.3 3.4+28 0.000 6.2+2.0 3.6+3.2 0.000
D 6.6+2.2 3.7+£32 0.000 5.7+25 3.1+2.9 0.000
E 5.3+3.0 3.0£2.7 0.000 4.9+2.7 2.743.1 0.000
F 4.2+3.2 2.2+25 0.000 3.9+2.9 2.3+2.8 0.000
G 5.2+3.1 2.6+2.7 0.000 4.9+3.0 2.9+2.9 0.000
H 4.5+3.1 2.2+2.6 0.000 4.1£29 2327 0.000
Total 452+17.0 | 24.8%18.6 0.000 42.0+16.0 | 23.4%189 0.000
Item D A 6.4+2.4 3.7+29 0.000 5.9+24 4129 0.000
B 6.4+2.3 32427 0.000 5.3+2.6 3.1+2.8 0.000
C 6.6+2.3 3.243.0 0.000 5.9+25 3.7+£32 0.000
D 6.7+2.1 2.9+2.9 0.000 5.7+2.4 2.8+2.8 0.000
E 5.4+29 2.4+25 0.000 5.0+2.8 2.3+28 0.000
F 4.3+3.1 1.5%£1.9 0.000 3.9+29 2.1+2.8 0.000
G 5.0+3.1 2.3+24 0.000 4.9+2.8 2.7+2.9 0.000
H 4.5+3.1 1.7£2.1 0.000 4.2+2.8 2.1%2.7 0.000
Total 45.1%16.8 | 20.9%16.5 0.000 41.3+16.8 | 22.0+184 0.000
Item E A 6.5+2.3 4.6+3.1 0.000 6.0+2.4 4.3+2.8 0.000
B 6.6+2.3 4.1+£3.0 0.000 5.6+2.5 3.3+2.8 0.000
C 6.7+2.1 43433 0.000 6.1+2.5 3.843.1 0.000
D 6.8+2.0 4.2+3.2 0.000 6.0+2.3 3.0+2.8 0.000
E 6.3+2.2 2427 0.000 5.8+2.6 2.1+25 0.000
F 4.7+2.9 2.0+2.6 0.000 4.1£2.9 2.3+2.8 0.000
G 5.2+3.1 3.1+2.9 0.000 4.9+2.9 3.0£2.9 0.000
H 4.9+3.1 2.3+25 0.000 4.3+2.8 2.3+27 0.000
Total 474159 | 26.8+£18.8 0.000 43.1£16.9 | 233£17.9 0.000
Item F A 6.4+2.4 5.1+3.0 0.011 6.62.1 4.5+2.8 0.000
(Continued)
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Table 2 (Continued).

Receiving Explanation | Comprehension Scores | Male Female
Received | Not Received | p-Value | Received | Not Received | p-Value

B 6.412.4 4.9£3.0 0.004 6.0£2.1 3.6%2.8 0.000
C 6.41£2.4 5.1£3.2 0.026 6.3%£2.3 4.3%3.1 0.000
D 6.6%2.1 4.9+32 0.000 5.9£2.5 3.7£29 0.000
E 6.2+2.4 3.5£3.0 0.000 5.6£2.4 3.0£3.1 0.000
F 5.6%2.5 22426 0.000 6.0£2.1 2.0£2.5 0.000
G 5.1£3.0 3.7£3.2 0.013 5.9£2.5 3.0£2.9 0.000
H 4.9+29 3.0£3.0 0.001 4.9+2.6 2.5%2.7 0.000
Total 474%16.6 | 32.0+20.0 0.000 47.3+143 | 26.0£185 0.000

Item G A 6.612.4 4.4+29 0.000 6.2+2.3 4.0+2.8 0.000
B 6.412.4 4.1£2.9 0.000 5.4+2.7 32427 0.000
C 6.8+2.4 4.1£3.0 0.000 6.0£2.5 3.7£3.0 0.000
D 6.8+2.2 4.0%3.1 0.000 5.5%£2.7 32428 0.000
E 5.5%£3.0 3.1£2.8 0.000 4.7+3.0 2.8+2.9 0.000
F 4.3%3.1 2.3£2.6 0.000 4.1£3.0 2.1£2.7 0.000
G 5.7£2.8 22425 0.000 5.7£2.3 2.0£2.5 0.000
H 4.6%3.1 2.5%2.7 0.000 4.5+2.8 1.9+2.4 0.000
Total 46.6£16.7 | 25.8+185 0.000 42.1£16.8 | 22.0£17.8 0.000

ltem H A 6.212.6 5.243.0 0.053 6.212.2 44129 0.000
B 6.2%2.5 4.9+3.1 0.013 5.8%2.6 3.4+28 0.000
C 6.6%£2.5 4.9+3.1 0.002 6.212.6 4.1%3.1 0.000
D 6.3%£2.3 5.0£3.2 0.006 5.8%2.5 3.5%2.9 0.000
E 5.6£2.9 3.7£3.0 0.001 5.2429 2.9+3.0 0.000
F 4.4%3.0 2.843.0 0.003 4429 2.3£2.8 0.000
G 4.9+3.0 3.8433 0.038 5.5%2.7 2.9+29 0.000
H 5.8%2.5 2.3£2.6 0.000 5.3%£2.3 1.9+2.5 0.000
Total 45.5%+17.8 | 32.0£19.9 0.000 44.6+163 | 24.6x183 0.000

Notes: A, depressive symptoms; B, the course of depression; C, the cause of depression; D, the treatment plan; E, the duration of antidepressant uses; F, how to discontinue

antidepressant; G, the side effects of antidepressants; H, psychotherapy.

exhibited higher comprehension scores for every item in
both males and females.

Comparison Between Remitters And
Non-Remitters In Male And Female

Patients

Table 3 shows the results of comparison between remitters
and non-remitters in male and female patients. In the male
group, the average age, duration of disease, duration of
taking antidepressants, and GAF scores of remitters were
significantly higher than those of non-remitters. In the
female group, the average age, age at onset, and GAF
scores of remitters were significantly higher than those of
non-remitters. CGI-S and QIDS-J scores of remitters were
significantly lower than those of non-remitters in both

male and female patients.

None of the items regarding receiving explanation
showed a significant difference between remitters and
non-remitters in males or females. In the male group, the
comprehension scores of remitters for items B, E, F, and
H, along with their total comprehension scores, were sig-
nificantly higher than those of non-remitters. Conversely,
none of the comprehension scores for individual items or
for total scores showed a significant difference between
remitters and non-remitters in the female group.

Discussion

In the present study, we reanalyzed data from a previous
study?223
female patients in terms of depression comprehension and

to investigate the difference between male and

showed the effect of psychoeducation. Compared with male
patients, female patients with depression showed lower
levels of depression comprehension and did not receive
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Table 3 Comparison Between Remitters And Non-Remitters For Both Male And Female Patients
Male Female
Remitters | Non-Remitters | p-Value | Remitters | Non-Remitters | p-Value
Age 57.5%15.2 51.4+16.9 0.048* 61.1£15.8 53.9+17.4 0.0027*
Sex (male:female)
Diagnosis (n) Depression 42 67 0.737 68 157 0.309
Bipolar disorder 4 6 4 13
Dysthymic disorder 0 2 0 8
Personality disorder | | | 6
Others 0 | 2 8
Age at onset 49.3£15.0 46.0x16.9 0.267 53.3£17.3 44.8+16.9 0.000%**
Duration of disease (years) 8.4+7.1 5.6+6.0 0.020* 8.5%9.5 9.7£9.7 0.375
Duration of taking antidepressants (years) 7.0£6.9 4.7+5.5 0.036* 6.7£7.6 7.2%73 0.591
Number of major depressive episodes (times) 1.7x1.6 1.6x1.2 0.635 1.5%1.3 2.1£1.8 0.004
Number of hospitalizations (times) 0.4£1.1 0.3+0.7 0.373 0.4£1.1 0.5+1.1 0.744
GAF 749482 64.0£13.3 0.000** 69.2£13.7 62.7£13.2 0.000°*
CGI-S 2.7+0.6 3.4+0.9 0.000** 3.0£1.0 3.6+0.9 0.000°*
QIDS-J 2.6%1.8 11.342 0.000** 3.0£1.7 12.4+4.4 0.000°*
Receiving explanation (yes:no) | A 3é:11 53:24 0.351 40:35 113:78 0.387
B 33:14 41:35 0.073 34:41 85:104 0.958
C 3l:16 46:31 0.489 31:42 91:99 0.429
D 35:12 50:27 0.267 33:42 102:86 0.133
E 25:22 38:39 0.678 29:46 86:102 0.296
F 16:31 25:52 0.856 19:56 50:139 0.852
G 26:20 43:34 0.942 32:43 100:90 0.144
H 20:27 29:48 0.589 22:52 72:117 0.203
Comprehension scores A 6.0+2.6 5.3%£29 0.160 5.0+3.0 5.1%2.7 0.905
B 6.212.6 4.8+2.9 0.008** 4.4+32 42428 0.624
C 6.0£2.6 5.243.1 0.171 4.4+33 5.0£2.9 0.186
D 6.1£2.6 5.0£3.1 0.056 4.3+32 4429 0.815
E 5.3%2.9 3.8+3.1 0.010% 3.8+£34 3.7£3.0 0.905
F 4.5+3.2 2.6+2.7 0.000%* 3.3£33 29428 0.442
G 4.7+33 3.8+3.1 0.127 4.1£33 3.7£3.0 0.283
H 4.4+32 32429 0.035%* 3.3£3.1 3.0£2.8 0517
Total 42.1£19.3 33.4£19.5 0.020%* 31.4+23.0 32.5£18.9 0.731

Notes: *p<0.05, **p<0.01. A: depressive symptoms, B: the course of depression, C: the cause of depression, D: the treatment plan, E: the duration of antidepressant uses, F:

how to discontinue antidepressant, G: the side effects of antidepressants, H: psychotherapy.

Abbreviations: GAF, The Global Assessment of Functioning; CGI-S, The Clinical Global Impression-severity scale; QIDS-J, Quick Inventory of Depressive Symptomatology

Japanese Version.

adequate psychoeducation from their physicians in the typi-
cal treatment course. While their comprehension of depres-
sion might not necessarily be associated with remission, male
patients in remission received more explanations about
depression and understood more compared with female
patients. To the best of our knowledge, the present study is
the first to analyze differences in depression comprehension
between male and female patients with depression and to
study the association between such comprehension and
responsiveness to depression treatment in these patients.

As indicated by the results in Table 2, both male and
female patients with depression who received explanations
about depression showed better depression comprehension,
as evaluated using questionnaires. However, the results from
Table 3 show that female patients with depression in remis-
sion did not exhibit better depression comprehension,
whereas male patients with depression in remission did.
The remission of female patients with depression might not
be influenced by depression comprehension, which was eval-
uated using questionnaires including items A through to H.
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Although the results seemingly demonstrate that psychoedu-
cation is not useful for female patients with depression,
“psychoeducation” in the present study was defined only by
explanations or information. Psychoeducation is complex
and includes comprehensive intervention; thus, other types
of questionnaires may be preferable in future studies. In
addition to explanations and information, other psychoedu-
cational factors might positively influence the response of
female patients to depression treatment.

In the present study, it was unclear why there were differ-
ences in characteristics associated with depression compre-
hension and remission between male and female patients. As
mentioned above, certain differences in responsiveness to
antidepressants and in biological characteristics might be asso-
ciated with the outcomes.'®2° Krivoy et al reported that male
patients with depression show better adherence to antidepres-
sants than female patients.”® The male participants in the
present study might have increased their adherence to antide-
pressants as a result of receiving explanations and depression
comprehension, and this might have led to improved treatment
responses. However, some studies have shown lower adher-
ence in male patients and have reported that sex differences
regarding better adherence as a result of receiving explanations
and depression comprehension may not improve the
responses.”’~® The present study was done in Japan and
cultural-specific aspects (e.g., how people do when they are
in trouble or whether they discuss about their mental health
with others) might influence the sex differences but we did not
research such aspects and influence. Different results might be
reported in the study in other countries or regions.

Our results suggest that male patients with depression
should receive more psychoeducation because receiving
explanations and depression comprehension are associated
with better treatment responses. However, we assert that it is
still necessary to provide explanations to female patients and
help them understand depression better. Female patients might
require more psychological or emotional discussion rather
than explanations during their interview and need other infor-
mation besides the items from the present study to improve
their treatment responses; acceptance, empathizing, supportive
psychotherapy, and concrete methods to solve their troubles.
In a previous study, Kornstein et al reported that female
patients with among patients with chronic depression, female
patients receive psychotherapy more than male patients.'”
Psychiatrists might feel that female patients need psychologi-
cal approaches more than male patients.

There were several limitations to the present study. First,
we only used subjective evaluations of receiving explanations

and comprehension of items of psychoeducation.
Furthermore, “psychoeducation” in the present study was
defined only on the basis of explanation and information
about depression and its treatment. The results may not reflect
clinical reality in terms of providing and receiving explana-
tions and comprehension of depression and its treatment.
Sleath and Rubin reported that female physicians are more
likely to counsel than male physicians in the study including
patients and resident physicians.’’ Although we did not
record the genders of physicians, the genders might influence
comprehension of depression. In future assessments, we may
use objective rather than subjective questionnaires and record
the genders of physicians. Other types of questionnaires may
be better because psychoeducation is complex and is a form
of comprehensive intervention. Second, this is a retrospective
study. We did not discuss when and how patients received
explanations. Some patients might have received explana-
tions via videos, booklets, and books, whereas others might
only have received explanations through lectures from phy-
sicians. The timing and methods of explanations might influ-
ence the efficacy of psychoeducation. The methods of
explanations should be adjusted according to a patient’s
severity of depression and comprehension. Intervention stu-
dies are needed to investigate the efficacious timing for
explanations and to identify methods or contents that are
helpful for these patients. Such studies might reveal methods
for improving psychoeducation in female patients.

In conclusion, we reanalyzed data from a previous
study to compare male and female patients in terms of
depression comprehension and demonstrated the effect of
psychoeducation. Compared with male patients, female
patients with depression showed lower levels of depres-
sion comprehension and did not receive adequate psychoe-
ducation from their physicians, but their depression
comprehension might not be associated with remission.
The depression comprehension of male patients, however,
might be associated with remission. There may be a neces-
sity for sex-oriented psychoeducation and related items for
each patient.
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