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ABSTRACT

Aims: This study examined the psychosocial characteristics of subjects who hoped to receive
psychotherapy, but were not receiving psychiatric medication as part of a research study using
quantitative methods to measure psychometric properties in Japan.

Methods: Subjects were examined using the Structured Clinical Interview for DSM-IV Axis |
disorders, Global Assessment of Functioning, a questionnaire (including the resilience scale, social
desirability scale, and the State Trait Anger Expression Inventory (STAXI)) and psychological
assessments.

Results: Of the 67 people who initially volunteered, 22 came to the clinical centre at Tokyo
International University. Of these, 16 completed a psychiatric diagnostic interview. They all had a
fair IQ and were highly resilient and functioning well. Nine subjects had an Axis | disorder that could
be classified as a life-long prevalence or 12-month prevalence. The subjects were diagnosed as
follows: depressive episode group (N=7), manic episode group (N=1), anxiety disorder group (N=7),
and eating disorder group (N =2). There were no significant differences between the subjects with
(N=9) and without (N=6) a psychiatric diagnosis except for GAF. The results of a Mann-Whitney test
between subjects with or without a desire to seek psychotherapy revealed that the former (N=7)
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had significantly lower GAF scores as well as lower Perceptual Organization scores than the latter

(N=7).

Conclusion: Regardless of whether or not they had a psychiatric diagnosis and were motivated to
receive psychotherapy, the subjects intended to participate in a study on the psychotherapeutic
process. The results suggested that the subjects in this study were a mix of people who had
mistaken opinions about their psychological problems and those who truly hoped to receive
psychotherapy. Since little is known about reluctant subjects, further larger studies using diagnostic,
quantitative, and qualitative methods will be needed.

Keywords: Psychiatric disorder; diagnosis; psychotherapy; resilience.

1. INTRODUCTION

In Japan, epidemiological studies have reported
a life-long prevalence of 6.16% and a 12-month
prevalence of 2.13% for Major depressive
episode, and a life-long prevalence of 0.72% and
a 12-month prevalence of 0.32% for Dysthymic
disorder [1]. Moreover, there is a 12-month

prevalence of 22% for Major depressive
episodes for which the subject sought
professional help (including psychiatric and

general professionals). Of people who suffered
from a mental disorder, about 80% did not seek
professional help, and there was a lower level of
help-seeking behavior in Japan than in the U.S.
[1]. Many people in Japan thought that they could
treat their mental problems by themselves [2]. Of
the 80% of people who suffered from psychiatric
disorders but did not receive professional help,
only about 10% used psychiatric services. The
remaining people used psychological treatment,
a physician, the welfare system, or folk remedies
instead of psychiatric medications [3]. Socio
demographic variables that may significantly
affect the use of psychiatric services were not
identified, and there were no clear findings to
explain why people who suffered from psychiatric
illness escaped psychiatric help. Thus, while
many people in Japan suffer from mental
disorders, we still do not understand why they do
not seek professional help.

Worldwide, epidemiological studies have
reported that there are differences between
countries with respect to the prevalence of
psychiatric disorders, and cultural differences
contribute to help-seeking behaviors. Most
people who suffer from psychiatric disease do
not receive professional medical help [4].
However, subjects who also suffer from
comorbidities such as painful physical symptoms
and anxiety disorder do not delay in seeking
professional medical help [5]. In contrast, in
Belgium, most people who suffer from mental
disorders, except for those with alcohol disorders,

receive treatment [6]. The medical care systems
in Belgium and the U.S. were compared, and the
results showed that factors other than the
availability and accessibility of treatment facilities
were related to this delay in seeking professional
help.

Obsessive compulsive phenomena are much
more prevalent in the community than obsessive
compulsive disorder, and subjects who suffer
from obsessive-compulsive syndromes are quite
heterogeneous [7]. In Europe, 3.1% of adults had
an unmet need for mental healthcare [8]. The
authors in the research insisted that the ‘mere’
presence of a mental disorder might not suggest
a need for care by medical professionals. The
result suggests that there are differences
between general and clinical populations, even
when they suffer from mental disorders.

Various reasons have been proposed to explain
why people in the general population who suffer
from mental disorders delay or avoid seeking
medical help. For example, the stigmatization of
psychiatric treatment or psychiatric hospitals may
contribute to these phenomena [9,10]. There has
been very little research on this subject.

This study examined subjects who desired to
participate in a study on the psychotherapeutic
process. About half of them satisfied a
psychiatric diagnosis, but were not receiving
psychiatric medication. The characteristics of
these subjects with and without psychiatric
diagnoses were examined.

2. METHODS
2.1 Subjects

The subjects were recruited through the Internet
to participate as clients in a study on the
psychotherapeutic process. A homepage was
made to explain both this research and how to
participate in the study. Moreover, an
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advertisement to attract participants was
presented on the Internet (Yahoo) from the end
of April to the beginning of August in 2013. The
total number of clicks on the advertisement was
2871, and the keywords were clinical trial, part-
time job, psychology, counseling, free of charge,
psychotherapy, and so on.

This study was designed so that subjects came
to the clinical centre at Tokyo International
University weekly for 30 weeks to participate in
psychotherapy with students who were studying
for their Master's degree. Subjects were paid 10
USD (1000 JPY) and the cost of transportation
(10 USD; up to 1000 JPY) every time they came
to the university. This compensation was almost
equal to the minimum wage for a part-time job in
the university’s surroundings.

Due to university regulations, subjects had to
come to the university on a weekday.

2.2 Measurements

At the first interview, participants were asked to
describe the aim of their participation, the reason
why they were interested in the study, and their
life and family history. Since there were no
medical doctors at the university and the subjects
were to be treated by students, subjects with
psychiatric disorders, manic episodes, and
suicide attempts were excluded at the time of
their application through the Internet or at their
first interview. These policies were explained and
a checklist using DSM 4" was presented on the
homepage [11]. At the first interview, if a
participant was shown to satisfy these exclusion

criteria, the participant was asked to not
participate in this study.
At the second interview, the participants’

psychiatric states were diagnosed using the
Structured Clinical Interview for DSM-IV Axis |
disorders, 4" edition and the Global Assessment
of Functioning (GAF) [12]. A GAF score of 91-
100 means no symptoms, 81-90 means the
absence of or only minor symptoms, 71-80
means that symptoms are transient and
expected reactions to psychosocial stress, 61-70
means some mild symptoms, and less than 60
means moderate to severe symptoms. People
with GAF scores below 60 were excluded from
further psychotherapeutic study.

At the third and fourth interviews, the subjects
underwent psychological assessments (including
the Rorschach test, drawing, Wechsler

Intelligence Scale (WAIS-III) [13], and Sentence
Completion Test (SCT)). The subjects were
presented with a questionnaire (including are
resilience scale [14-20], a social desirability scale
[21], an assessment of curiosity (This was an
original assessment prepared for this research.
Participants were asked whether they'd been told
that they are curious or whether they believed
that they were curious using a 5-point Likert
scale.) and the State Trait Anger Expression
Inventory (STAXI) [22,23].

2.3 Statistical Analysis

Descriptive statistics are given as mean values
with the standard deviation. Statistical analyses
were performed by appropriate non-parametric
tests (Mann-Whitney test) with SPSS 22.0 for
Windows.

2.4 Ethical Considerations

Written informed consent was obtained from the
participants prior to the start of the study (at the
first interview) and before the psychological
assessments. The study protocol was approved
in June, October and December 2012 by the
Tokyo International University Committee for
Research Ethics. The study protocol was carried
out in accordance with the Declaration of
Research Ethics for Epidemiological Studies by
the Ministry of Health, Labour and Welfare of
Japan.

3. RESULTS

Of the 67 people who initially volunteered, 22
came to the clinical centre at Tokyo International
University. Of these, 16 completed a psychiatric
diagnostic interview. Fourteen completed the
psychological assessment process. None of the
subjects were undergoing psychotherapy or
receiving psychiatric medication during the study
period.

Table 1 shows the socio-demographic
characteristics, psychiatric diagnoses and GAF
scores of the 16 subjects included in the study.
Nine subjects had an Axis | disorder that could
be classified as either life-long prevalence or 12-
month prevalence. The subjects were diagnosed
as follows: depressive episode group (N=7),
manic episode group (N=1), anxiety disorder
group (N=7), and eating disorder group (N =2).

Next, we considered the subjects’ stated purpose
for participating in this study at the first interview.
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All subjects are divided into two groups; those
who claimed that they had some psychological
problems and thus sought psychotherapy, and
those who said that they had some other
motivation, such as a desire to participate in a
clinical trial, to obtain a part-time job, and so on.
When a subject's response could have placed
them in either group, if they referred to their
psychological or psychiatric problems, they were
considered to be seeking psychotherapy. Of the

total 16 subjects, 9 sought psychotherapy and 7
did not (subjects 1, 6, 9, 10, 12, 13, and 14).

One subject had an extremely low IQ, and their
data were excluded from further statistical
analyses. Descriptive data indicated that the
remaining subjects were highly resilient, had a
fair 1Q, and functioned well (Table 2).

Table 1. Demographic variables, diagnosis, and experience with receiving medical treatment

ID Gender Marital status/ Employment GAF Diagnosis Experience with
age receiving medical
treatment
1 Male Never married/22 Working/student 87 none none
2 Female  Never married/26 Working/student 65 Depressive episode none (had
(lifetime) experience with
Dysthymia, counseling)
Social Phobia,
eating disorder
3 Female  Married/ homemaker 82 none none
cohabitating/67
4 Male Never married/25 none 75 none none
5 Male Never married/58 Working/student 68 Social Phobia, none
Obsessive-
compulsive disorder
6 Female  Never married/25 Working/student 92 none none
7 Female  Never married/42 Working/student 68 Depressive episode none (seeking help
(12-month) when she
participated)
8 Male Married/ Working/student 55 Depressive episode none
cohabitating/52 (lifetime)
Dysthymia
9 Female  Never married/20 Working/student 85 none none
10 Male Never married/28 Working/student 82 none none
11 Female Married/ Working/student 68 Dysthymia none
cohabitating/52
12  Male Married/ Working/student 74 Depressive episode none
cohabitating/24 (lifetime)
13 Female Married/ homemaker 65 Social Phobia Several times
cohabitating/39 (over 10 years
ago)
14 Female Married/ homemaker 73 none One time (over 10
cohabitating/63 years ago)
15 Male Never married/25 Working/student 49 Hypomanic episode Several times
(12-month), (this subject had
Obsessive- used a psychiatric
Compulsive disorder  service one month
before he
participated)
16 Male Married/ Working/student 79 Depressive episode None
cohabitating/49 (lifetime) (seeking help
Obsessive- when he
Compulsive disorder  participated)
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Table 2. Descriptive data regarding the
scores on all scales

N Mean SD

Age 15 39.33 16.44
Global assessment of 15 72.80 11.95
functioning (GAF)

Resilience 13 85.69 16.38
Social desirability 13  26.69 4.42
State Anger 13 14.23 6.57
Trait Anger 13 20.30 4.34
Anger Temperament 13 7.76 2.89
Anger Reaction 13 8.30 1.60
Anger In 13 17.46 4.29
Anger Out 13 14.76 3.81
Anger Control 13 22.84 4.25
Anger Expression 13 25.38 6.83
Curiosity 13 3.28 .725
Verbal Intelligent Quality 14 110.36 10.93
(VIQ)

Performance Intelligent 14 104.36 16.41
Quality (PIQ)

Full-scale Intelligent 14 108.57 14.10
Quality (FIQ)

Verbal Comprehension 14 111.36 11.72
(VC)

Perceptual Organization 14 103.50 16.15
(PO)

Working Memory (WM) 14 101.14 13.85
Processing Speed (PS) 14 104.57 1547

Since the sample size is very small, non-
parametric statistics were used in this study. A
Mann-Whitney test indicated that the score for
anger control in females was lower than that in
males (U=4.50, P=0.14), and thus male subjects
tended to control their anger. This may be
associated with the fact that most of the males
worked outside the home.

Subjects with a psychiatric diagnosis (N=9) had
lower GAF scores than those without a
psychiatric diagnosis (N=6) (U=2.00, P=0.02).
Subjects who sought psychotherapy (N=8) had
significantly lower GAF scores than those who
were not seeking psychotherapy (N=7) (U=10.00,
P=0.40). In addition, subjects who sought
psychotherapy (N=7) had significantly lower
Perceptual Organization scores than those who
were not seeking psychotherapy (N=7) (U=6.00,
P=0.17).

Most subjects who suffered from a psychiatric
disorder did not know their diagnosis or disorder
before the diagnostic interview and their desire to
participate in this study. Even after they learned
of their disorder, most subjects did not want to go
to a hospital. Subjects who suffered from
obsessive compulsive disorder thought that their

disorders were not severe enough to warrant
going to a hospital.

4. DISCUSSION

Over half of the total subjects who participated in
this study on the psychotherapy process satisfied
some psychiatric diagnoses. Only the GAF score
differed between subjects with and without a
psychiatric diagnosis. One subject (No. 15, Table
1) did not know his diagnosis, but had gone to a
hospital for the treatment of insomnia one month
before he participated in this study. His GAF
score was the lowest among all of the subjects.
Unless his psychiatric symptoms disturbed his
daily life or work, although he may have had
some problems, he would not require treatment
with psychiatric medications. There were no
significant differences in other scales between
subjects with and without a diagnosis. The fact
that there was almost no difference between the
two groups may be considered a characteristic of
these subjects with respect to a diagnosis. Even
though these subjects had troubles, they were
able to maintain their daily lives without medical
help, in contrast to a clinical population.
Moreover, they could manage their symptoms so
as not to disturb their daily lives. The subjects in
this study did not know their diagnosis before the
diagnostic interview. This may have been an
obstacle for them to seek professional psychiatric
help. However, the knowledge of a diagnosis
does not necessarily mean that a subject will
seek professional psychiatric help. Most of the
subjects who satisfied a psychiatric diagnosis in
this study thought that their symptoms were not
severe enough to warrant seeking professional
psychiatric help. Especially, subjects who had
obsessive compulsive symptoms did not think
that they needed to seek professional help
because of these symptoms. A study in people
suffering from obsessive compulsive disorder
showed that there was some tension between
their denial of their problems and self-confidence
about their ability to control their problems.
These people sought help if their symptoms were
beyond their ability to control [24].

In France, people who suffered from a
psychiatric disorder preferred to consult their
GP and preferred psychotherapy  to
psychopharmacological therapy [25]. In the U. S.,
many people suffering from a psychiatric iliness
also consult with clergy [26]. Such a preference
for a type of treatment should influence help-
seeking and -choosing behavior. There may be
some reasons other than demographic
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characteristics to explain why subjects who suffer
from psychiatric illness do not seek professional
psychiatric help. A study examined the
prevalence of psychological distress among
students, people receiving psychiatric care and
people in a counseling center. The psychiatric
population had the highest level of distress,
followed by people in a counseling center [27].
The results showed that people with mild
symptoms do not prefer to consult with
psychiatric professionals. These studies means
that people who suffered from a psychiatric
illness but did not seek help had their own ideas
regarding their psychiatric symptoms and the
reasons for their onset [28].

It is interesting that people who did not feel that
they had any psychological problems wanted to
participate in a study on the psychotherapeutic
process. It seemed that subjects either with or
without psychiatric diagnosis or subjective
psychological problems had an internal desire to
participate in this study. Since subjects who
sought a part-time job were in their early 20's,
and thus were likely inexperienced with self-
assessment, it is possible that subjects who did
not seek psychotherapy were not consciously
aware of their psychological problems. It is also
possible that some people did not want to admit
that they wanted psychotherapy.

The high score on the resilience scale might
mean that the subjects became highly resilient
because they suffered from a psychiatric illness.
Resilience is thought to be effectively utilized
when an individual experiences adversity [17].
The results in this study may reflect the
characteristics of subjects with this trait. On the
other hand, the resilience score might
correspond to the subjective cognition regarding
psychological problems. If an individual is not
consciously aware of their psychological
troubles, they may have a high score on the
resilience scale. There is a question of whether
or not simply asking subjects if they are resilient
can actually be used to identify individuals who
are resilient [29]. This study suggests that the
resilience scale might mistakenly identify
individuals with considerable psychological
problems. Subjects who did not hope to receive
psychotherapy, but who still intended to
participate in this study, may be in denial of their
psychological problems.

In this study, the GAF score and Perceptual
Organization scores of the subjects who sought
psychotherapy were significantly lower than

those in subjects who did not seek
psychotherapy. A lower Perceptual Organization
score reflects a tendency for decreased
attentiveness, and is associated with many
careless mistakes. Since people with this
characteristic cannot take an overall view of
things, it is difficult for them to speculate or deal
with things based on information which they have
obtained [13]. The subjects who sought
psychotherapy seemed to think that they had
psychological and interpersonal problems even
though they did not know why or whether they
had a psychiatric diagnosis. This awareness of
individual problems could have contributed to
their seeking psychotherapy. In  Japan,
information that encouraged mental health
literacy, such as information on resources for
support, had a greater influence than information
on the stigma associated with help-seeking
behavior among university students [30]. Such
information could be useful for the subjects who
truly hoped for psychotherapy.

4.1 Weakness and Strengths

First, the subjects desired to participate in this
study. Therefore, the data had to be interpreted
with the understanding that there was a sampling
bias. Second, since the subjects desired to
participate in this study, they may have
unintentionally distorted their responses to the
questionnaire and interviews. The use of
psychotherapy and psychological treatment has
recently been spreading in Japan. However,
since a license to work as a clinical psychologist
cannot be granted by a national examination for
various reasons, many people without a license
provide psychological treatment. Since this study
was supported by Grants-in Aid for Scientific
Research, people who hoped to receive
psychological treatment were eager to
participate. Third, since there were few subjects,
it may be difficult to generalize. This kind of a
small, non- randomized sample drawn from a
vast population will not give valid conclusions.
People who suffer from a psychiatric illness in
general, but who do not seek help, are
heterogeneous [4,7]. This preliminary study
reflects some of that heterogeneity. Further
studies with a large sample size and a control
group will be needed. Finally, since we cannot
identify people who can manage their disorders,
it is possible that we might not have chosen
suitable scales.

Despite its limitations, this study still had some
notable findings. The subjects in this study
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showed contradicting responses to the
evaluations. This showed that people who hoped
to receive psychotherapy as part of a research
study tended to have mistaken opinions about
their psychological problems, regardless of
whether or not they were conscious of, and
sufficiently intelligent to understand, their
psychological problems. Further follow-up
studies will be needed for subjects who do not
complain about their psychological problems.
There are quite a few studies on how to treat
these people [31]. The information we gain
should help to clarify what kind of information is
needed to help these people.

5. CONCLUSION

Regardless of whether or not they had a
psychiatric diagnosis and a high score on a
resilience scale and were motivated to receive
psychotherapy, the subjects intended to
participate in a study on the psychotherapeutic
process. The presence of a psychiatric diagnosis
was independent of a motivation to receive
psychotherapy. The subjects who were
motivated to receive psychotherapy had lower
scores for the Global Assessment of Functioning
and Perceptual Organization in the WAIS-IIIl. The
result suggested that the subjects in this study
were a mix of people who had mistaken opinions
about their psychological problems and those
who truly hoped to receive psychotherapy. Since
little is known about reluctant subjects, further
larger studies using diagnostic, quantitative, and
qualitative methods will be needed.
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