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Japan has recently seen an increase in cases similar to that of
Mr. A, especially among young adults, a syndrome referred to
as “modern-type depression” (MTD) (1). Characteristics of

MTD include situation-dependent depressive state, blaming
others, andstrongavoidant tendencies (2, 3). Individualswith
MTD display absenteeism fromwork or school, complaining

“Mr.A” is a 35-year-old company employee livingwithhis
wife and son.Hehadnonotable developmental problems.
His father was a traditional Japanese company employee
who was often absent from home because of work. His
mother, a stay-at-home mom, had high expectations for
Mr.A’s academic success andsenthim tocramschool from
an early age. He participated in school sports clubs but
spent themajority of his time playing video games. Hewas
never enthusiastic about academics but did relatively well.
After high school, he entered a well-known university and
started to live alone. He had no specific
aspirations in life, but, following others,
he applied to some well-known compa-
nies.Heaccepteda jobat a company that
“happened to” offer him a career-track
position.

For a fewyears, hedid relativelywell
under a good mentor who guided him.
In his fifth year, he was reassigned to a
new division, where he was often re-
quired toexpresshisownopinion,which
he found difficult. His supervisor scolded
him sharply at times, which is not
uncommon in Japan but which left
Mr. A feeling unhappy and dissatisfied. Having been an A
student, this was virtually the first time he had received a
stern reprimand. He started experiencing headache, angst,
and insomnia, and he frequently arrived late or was absent
forwork.Hehimself suspecteddepressionandsoughthelp
at a psychosomatic medicine clinic, expressing his wish to
take leave from work. His doctor granted a 3-month sick
leave for “depressive state.”

Immediately,Mr.Afeltwell andwouldsometimesattend
parties with coworkers, which led them to doubt whether
he actually had depression. He also complained that his

condition was due to their unwelcoming workplace, and
upon his return he was reassigned to another division.
His new supervisor gave Mr. A undemanding tasks, and
he did well for several years. During this time, he got
married and had a son. When his wife returned to work
and started complaining to Mr. A about not helping
around the house, he began having difficulty being
at home, experiencing headaches and lethargy. Around
this time, he was reassigned again and was reprimanded
by his new supervisor, triggering a feeling of heaviness

and distress at work. He soon began
skipping work again.

Hevoluntarilyreturnedtotheclinic,
where he was diagnosed with “adjust-
ment disorder.” He took leave and re-
turned to work after several months,
but similar episodes recurred. Given
that his mental problem was situation
dependent, his reputation at work and
home suffered. He sought care at
several mental health clinics, which
mainlydiagnosed “adjustmentdisorder”
or “depressive state,” although some
overdiagnosed his illness as major

depression and prescribed selective serotonin reuptake in-
hibitors, but with poor pharmacological outcome. At one
clinic, he started group therapy to improve his interpersonal
skills, but he soon quit, complaining that all the other par-
ticipants were elderly. Eventually, he participated in a group-
centered “Re-Work” program (see the discussion below).
Being with others in similar situations helped Mr. A realize
that he “could not blame everything on the company.”He is
now able to lead a relatively uneventful working life without
extended leave even though he sometimes skips work when
he experiences excessive stress.
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of mental health problems, but because they can function
relatively well at other times, dealing withMTD poses a new
challenge, especially in occupational health. Notably, these
characteristics are the complete opposite of those of indi-
viduals with Japan’s traditional depression prototype, who
would respect the virtues of Japan’s collectivistic society,
maintaining harmony and adjusting themselves to the tra-
ditional hierarchical social order, and usually concealing
their depressive state (4, 5).

Currently, there are no adequate diagnostic criteria or
evidence-based treatment guidelines for MTD (2). According
to DSM and ICD, some cases fall under atypical depression,
dysthymia, or personality disorder (narcissistic, avoidant, etc.),
but many do not reach any of the diagnostic thresholds and
tend to be diagnosed as “adjustment disorder.” Patients are
sometimes misdiagnosed as having major depression because
they overstate their depressive symptoms, and so they are
treatedwith antidepressants, oftenwith poor response. Third-
party information is often useful in the assessment of such
cases because family members and coworkers often suspect
that the patient is “slacking off” (6). Even psychiatrists tend
to regard MTD as a non-disorder needing no treatment (7).
However, with increasing numbers of MTD cases exhibiting
social maladjustment in Japan, this phenomenon cannot be
ignored. A recent Australian longitudinal study proposed that
adjustment disorder is a “gateway disorder” that can lead to
more serious psychiatric conditions down the road (8). While
empirical data are sparse at themoment, we propose thatMTD
is a similar gateway condition and that prolonged MTDmay
lead to a more severe form of social maladjustment called
hikikomori (9).

We have seen some success with a rehabilitation program
called “Re-Work” that provides group adaptive training to
individuals on sick leave—especially due to depression, in-
cluding MTD—who have difficulty adapting to their work-
place (10). Participants learn adaptive skills tailored to
Japanese workplace culture through counseling, group ac-
tivities, and group-based cognitive-behavioral therapy, en-
abling them to return to work within several months. The
popularity of this program is rising, and there are currently
over 200 participating facilities nationwide.

In addition, we suggest that individual and group-based
psychodynamic interventions are needed in order to over-
come the avoidant tendency originating in the developmental
period that lies at the root of MTD. The rise inMTD cases in
the early 2000swas partly due to amae (accepting dependent
behaviors) culture, kahogo (overprotectiveness), and yutori
(relaxed) education, which deemphasized competition and
allowed students more freedom (2). This paralleled the cor-
porate cultural shift toward amoreWesternized individualistic
andperformance-basedpracticeandculture,whichoccurredas
a result of an economic downturn and increased global com-
petition,whilepreservingtheemphasisoncollectivism,creating
achallengingsituationfor theworkerswhowerenowpressedto
adjust and function within these two conflicting value systems.
We suspect that this situation contributed to the rise in suicide

during this time among middle-senior workers with Japan’s
traditional mindset. On the other hand, youths with MTD
who grew up during this educational reform period have not
adequately formed the resilience to bear the conflicting pres-
sures both to “adjust” into Japan’s traditional vertical hierarchy
and to competewith others. They aremore likely to experience
stress as trauma, are more self-aware of depressive mood,
and avoid difficult social situations, and thus they are also ill
equipped to adapt to the demands and requirements of recent
Japanese society.

The needs and levels of adjustment expected in society
vary by sociocultural environment and era.Why do Japanese
psychiatrists tend to diagnose MTD as adjustment disorder?
The name “adjustment” disorder itself intrinsically implies a
failure on the part of the individual to adjust, even when
adjusting means bearing the impact of overwhelming and
stressful situations. InWestern countrieswhere individualism
with self-responsibility and freedomof choice are encouraged,
wouldindividualswithMTDalsobeconsidered“maladjusted”
to society (i.e., labeled with “adjustment” disorder), or simply
as having their own personality (sometimes extended to
“personality”disorder)?FollowingDSM-5’s cultural concepts
of distress, adjustment disorder, including MTD, should be
reformed based on nosological, cross-cultural comparative
and epidemiological studies to develop appropriate culture-
oriented therapeutic approaches.
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