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Abstract
Mood and anxiety disorders are frequent in the elderly and increase the risk of frailty. This study aimed to identify 
novel biomarkers of major depressive disorder (MDD) and anxiety in the elderly. We examined 639 participants in the 
community-dwelling Otassha Study (518 individuals considered healthy control, 77 with depression, anxiety, etc.), mean 
age 75 years, 58.4% of female. After exclusion criteria, we analyzed VOCs from 18 individuals (9 healthy control, 9 of 
MDD/agoraphobia case). Urinary volatile and semi-volatile organic compounds (VOCs) were profiled using solid-phase 
microextraction and gas chromatography-mass spectrometry. Six urinary VOCs differed in the absolute area of the base 
peak between participants with MDD and/or agoraphobia and controls. High area under the receiver-operating char-
acteristic curve (AUC) values were found for phenethyl isothiocyanate (AUC: 0.86, p = 0.009), hexanoic acid (AUC: 0.85, 
p = 0.012), texanol (AUC: 0.99, p = 0.0005), and texanol isomer (AUC: 0.89, p = 0.005). The combined indices of dimethyl 
sulfone, phenethyl isothiocyanate, and hexanoic acid, and texanol and texanol isomer showed AUCs of 0.91 (p = 0.003) 
and 0.99 (p = 0.0005) and correlated with the GRID-HAMD and the Kihon Checklist (CL score), respectively. These VOCs 
may be valuable biomarkers for evaluating MDD and/or agoraphobia in the elderly.
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1 Introduction

Epidemiological analyses in the elderly have indicated that MDD reaches its highest incidence in late life, with a preva-
lence of 1–4% in community-dwelling and 10–12% in hospitalized elderly [1–3], thereby decreasing quality of life, 
and is strongly correlated with the progression of frailty [2, 4]. Anxiety disorders are estimated to have a prevalence 
of 1.2–15% in community-dwelling elderly, with agoraphobia being the most frequent [3, 5]. Frailty is a syndrome 
wherein the accumulation of age-related decline in several physiological functions results in increased vulnerability 
to stress and a tendency for homeostasis disruption [6, 7]. The progression of frailty can lead to delirium, the need for 
nursing care, and institutionalization. Prospective studies of the relationship between frailty and MDD and anxiety 
suggest that depression and anxiety are associated with increased weakness, mobility deficits, and fatigue, increasing 
the risk of frailty and mortality over a period of up to 5 years [8, 9]; however, medications are associated with a higher 
risk of frailty [10–12]. Therefore, non-pharmacological interventions and early detection are essential for managing 
frailty and lowering the risks of depression and anxiety.

Screening for depression, anxiety, and frailty have mainly been based on the subjective identification of symptoms, 
using comprehensive questionnaires assessing depression [1, 2, 13], anxiety [3], and frailty [14, 15]. The diagnosis 
of depression and anxiety requires knowledge of the mental phenomena and psychological events of the patient, 
while that of frailty including depression and anxiety requires a full understanding of the patient’s physiological, 
psychological, functional, and social status. For instance, for a concrete clinical diagnosis, a psychiatrist can identify 
persons with MDD using the mood episodes (A) module in the Structured Clinical Interview for the Diagnostic and 
Statistical Manual of Mental Disorders, fourth edition (DSM-IV) (SCID) [16, 17], and assess the severity of MDD symp-
toms on the GRID-Hamilton Rating Scale for Depression (HAMD) [13]. Types of anxiety disorders can be diagnosed 
according to the DSM-IV using the E, F, and G modules of the Mini-International Neuropsychiatric Interview (M.I.N.I.) 
[18, 19]. Furthermore, the psychiatrist may exclude psychiatric disorders other than MDD and anxiety (e.g., dysthymic 
disorder, alcoholism, schizophrenia, and dementia) using the DSM-IV [16]; thus, the clinical diagnosis of MDD and 
anxiety can be made with confidence. Generally, due to the heterogeneity of the disorder, diagnosis is difficult and 
time-consuming and requires considerable skill. Using early results of an objective diagnostic biochemical test with 
the lowest possible rate of false negatives in the elderly and under technical facilities with higher sensitivity and 
stability, psychiatrists can focus on the diagnosis and treatment of people with false-positive and positive results.

The search for biomarkers for depression and anxiety is focused on neuroimaging and molecules in the blood, 
saliva, urine, hair, feces, and cerebrospinal fluid (CSF) [20–24]. To date, neuroimaging and biological molecules includ-
ing neurotrophic factors, neurotransmitters, immunological factors, hormones, and metabolites have been nominated 
as biomarkers. In the elderly, several studies have also indicated possible candidates of biomarkers specific to late-life 
depression and found that the levels of certain biomarkers, such as tau, Aβ, and Apo E, were different from those in 
general populations [25]. Generally, however, no established biomarkers show prospective evidence for the onset/
relapse/recurrence of depression used in clinical practice to identify individuals with MDD [23]. Neuro-imaging studies 
suggest that anxiety among the elderly can be a prodromal marker of Alzheimer’s disease and vascular dementia [5].

Odors emanating from the human body have long been used to detect signs of certain diseases [26, 27]. Odors 
consist of mixtures of many volatile organic compounds (VOCs) emitted from breath, urine, sweat, and feces, which 
are the end products of the body’s metabolic system. Therefore, theoretically, the pathological processes of endog-
enous metabolic disorders can influence the composition of VOCs within odors, and the production of VOCs would 
change depending on the frailty status and physiological functions in the limbic system of the brain; thus, symptoms 
of depression and anxiety would affect the VOC composition. No prior studies have used VOCs to evaluate psychi-
atric conditions; however, we obtained a Japanese patent (No. JPA2019-82367, Patented before issuing the patent 
gazette) for the six VOCs found to be significant in this study as “Depression and anxiety biomarkers in human urine.”

Previously, we used gas chromatography-mass spectrometry (GC-MS) to detect VOCs obtained by heating mouse 
urine at 45 °C for 1 h. Urinary biomarkers of temporal lobe epilepsy (TLE) were identified in amygdala-kindling mice 
[28] and for depression and anxiety in sialyltransferase St3gal4-deficient mice [29]. The urinary metabolites of epi-
lepsy and depressive anxiety included differential VOCs specific to each disease. Many urinary VOCs belonged to 
hydrocarbons and derivatives of fatty acids groups, which are metabolized by the mevalonate pathway [28, 29]. The 
mevalonate pathway also metabolizes cholesterol, which is composed of sex hormones, suggesting the possibility 
that sex dimorphism and age affect the detection of VOC biomarkers. However, the elderly may be less susceptible 
to the effects of sex hormones.
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In this study, we first hypothesized that altered urinary VOC profiles could be derived from specific metabolic cascade 
alterations in the elderly with MDD and/or agoraphobia (an anxiety disorder). If so, the urinary VOC biomarkers could 
help identify key molecules involved in the specific metabolic cascades. These findings could lead to the development 
of novel medications and represent a non-invasive tool for primary screening for MDD/agoraphobia and frailty among 
the elderly.

2  Methods

2.1  Study population

This was a case–control study in a cohort for which urinary examination results were available. The Otassha Study 
2011 cohort enrolled community-dwelling elderly, and a notification letter was mailed in 2011 to all 6699 residents 
aged 65–84 years living in the nine areas of Itabashi City, Tokyo. This baseline survey included 913 individuals [30]. The 
2015 survey invited past participants (639 participants, 374 women, and 266 men) aged 66–88 years who underwent a 
comprehensive health survey between October 1 and 7, 2015. The survey, which included physical and psychological 
examinations and questionnaires, assessed the frailty and depressive symptoms of the subjects using the Kihon checklist 
score (CL score) [14], Tokyo Metropolitan Institute of Gerontology Index of Competence (TMIG-IC) [31], Japan Science 
and Technology Agency Index of Competence (JST-IC) [15], depression section of the Kihon Checklist (DSKC) [32], and 
Zung Self-Rating Depression Scale (SDS) [33]. We sequentially collected urine samples of 636 people between 11:30 and 
17:30 h, regardless of whether it was before or after a meal. All participants provided informed consent. The study was 
approved by the Ethical Committees of the Tokyo Metropolitan Institute of Gerontology (approval number 2011H48), 
Kyoto Sangyo University (approval number 0026), and Toho University (approval number A17014).

2.2  Assessment of frailty and MDD/agoraphobia

The Kihon checklist is a standard self-report questionnaire used to assess the progression of frailty [34]. It consists of 
25 items including lifestyle, physical strength, nutrition and eating, and depression subdomains. The depression sub-
domains consist of five items that participants answer either “Yes” or “No” to, and one point is added when the answer 
corresponds to the factors known to increase the risk of depression. The present Kihon CL score in the Kihon checklist 
excluded the five questions in the depression subdomain, as described previously [14]. The depression subdomain in 
the Kihon checklist was analyzed as DSKC using self-report and report-by-others assessment methods [32]. The TMIG-IC 
[31] is a questionnaire assessing the progression of frailty and is accepted worldwide. It consists of 13 items related to 
self-reliance, intelligence, and social participation, and does not include questions concerning physical independence. 
Participants answer “Yes” or “No.” Scores of < 10 indicate a decrease in life function. The JST-IC [15] is another report-by-
others questionnaire for assessing the progression of frailty and is a modified version of the TMIG-IC containing items 
adapted to the changes in the current living environment and lifestyle. It consists of 16 items concerning the subdomains 
of use of new devices, intelligence, life management, and social participation, each containing four items. Participants also 
answer “Yes” or “No.” The Zung SDS [33] is a 20-item questionnaire, with each item rated on a 4-point scale. Participants 
responded by answering from rank 1 to 4, with each response receiving a point; this might be a “rank 1” to a negative 
question or a positive question. Scores are generally classified as normal (< 50), mild depression (50–59), moderate to 
marked major depression (60–69), and severe to extreme major depression (> 70) [35]. The SDS was previously translated 
and validated in the Japanese population, fortifying the reliability of key study methods [36]. Additionally, persons who 
scored ≤ 23 on the Mini-Mental State Examination (MMSE) [37] were excluded due to suspected cognitive deficits.

The occurrence of mood (major depressive disorder [MDD], dysthymia, and bipolar disorder), anxiety (agoraphobia, 
panic disorder, phobia, generalized anxiety disorder, and post-traumatic stress disorder), and coexisting mood-anxiety 
disorders has been assessed using criteria prescribed in the DSM-IV [16]. MDD is an important symptom as it is both a 
cause and result of the progression of frailty and is often accompanied by anxiety as a comorbidity [2–5]. The psychiatrist 
identified persons suffering from anxiety among participants with possible mood disorders extracted using the DSKC 
self-score as a screening tool. We then investigated urinary VOCs in persons with MDD (a mood disorder) and/or agora-
phobia (an anxiety disorder). Figure 1 shows the groups and the numbers in each step for identifying persons suffering 
from MDD and/or agoraphobia and the negative controls. Of 639 participants aged 66–88 years in The Otassha Study 
2011 cohort 2015 survey, 77 persons scored ≥ 24 on the MMSE and ≥ 2 on the DSKC using report-by-others assessment 
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methods [32] and were suspected to have depression as “Recommended for a psychiatric interview.” Additionally, 518 
persons who scored ≥ 24 on the MMSE and with ≤ 1 on the DSKC using report-by-others assessment methods were 
negative candidates for MDD and anxiety as “Recommended for a psychiatric interview.” A total of 10–15 negative can-
didates were selected randomly per day for 7 days among 518 persons (recommended for a psychiatric interview), and 
their willingness was considered. The willingness of 77 positive candidates (recommended for a psychiatric interview) 
for the interview was noted. Subsequently, 47 positive and 58 negative candidates agreed to a psychiatric interview. 
The psychiatrist determined whether these candidates suffered from depression through the interview sessions using 
the mood episodes (A) module of the SCID [17] and identified eight persons who fulfilled the criteria for MDD on the 
SCID and scored ≥ 7 on the GRID-HAMD [13]. The psychiatrist also identified three persons with agoraphobia according 
to the DSM-IV using the E, F, and G modules of the M.I.N.I. [18, 19]. The three modules provided the psychiatrists with 
tools to identify subtypes of anxiety disorders, such as panic disorder, agoraphobia, and social phobia; the psychiatrist 
then determined whether the person experienced anxiety. Finally, nine individuals with MDD and/or agoraphobia were 
identified (Fig. 1). That is, six persons had MDD, two experienced both MDD and agoraphobia and one had agorapho-
bia without MDD. None were determined to have anxiety aside from agoraphobia among those diagnosed by the 

Fig. 1  Flowchart for identifying persons suffering from major depressive disorder (MDD) and/or agoraphobia disorders DSKC the depression 
section of the Kihon Checklist, MMSE the Mini-Mental State Examination
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psychiatrist. Among the 58 persons without any medical history of mood and anxiety disorder, we selected nine matched 
in age and sex with the positive participants among persons without any medical history of mood and anxiety disorder 
as “controls” (Fig. 1): six men (67, 73, 77, 78, 79, and 84 years of age in the positive group; 70, 73, 75, 78, 79, and 85 years 
of age in the negative group) and three women (74, 77, and 87 years of age in the positive group; 73, 77, and 87 years of 
age in the negative group, Additional file 1). Additionally, the psychiatrist excluded those who were suspected of hav-
ing psychiatric disorders other than MDD and anxiety disorder (e.g., dysthymic disorder, alcoholics, schizophrenia, and 
dementia) from both cases and controls.

2.3  Collection of urine

Urine was collected and used to measure the urine-specific gravity (ATAGO pocket refractometer PAL-09S, Tokyo, Japan) 
and ten items (glucose, protein, bilirubin, urobilinogen, pH, blood, ketones, nitrite, leukocyte, creatinine, and color) 
using a multiparametric test strip (AUTION sticks 10PA, Arkray Inc., Kyoto, Japan), which was digitized using PocketChem 
(Arkray Inc.). Urine was frozen in liquid nitrogen for 30 min following collection. Urinary creatinine concentrations were 
measured using a LabAssay™ Creatinine Colorimetry Kit (Wako Pure Chemical Industries, Ltd. Osaka), based on the Jaffé 
method, as was serum creatinine (mg/dL) [38].

2.4  Chemicals

Standard chemicals were used as follows: dimethyl sulfone (99.9% pure standard for quantitative NMR, catalog no. 
41867, Sigma, MO, USA), phenethyl isothiocyanate (> 97% pure, catalog No. P0986, Tokyo Chemical Inc., Tokyo, Japan), 
1-butene 4-isothiocyanate (> 96% pure, catalog No. I0443, Tokyo Chemical Inc.), dimethyl sulfoxide (99.5% pure, catalog 
No. 047-29353, Wako Pure Chemical Industries, Ltd.), hexanoic acid (> 98% pure, catalog No. H0105, Tokyo Chemical Inc.), 
2,2,4-trimethyl-1,3-pentanediol monoisobutyrate  (TexanolⓇ, catalog No. 40366, Alfa Aesar, Lancashire, UK), and n-alkane 
(C9-C40: 50 µg/mL; C10, 20, 30, and 40: 100 µg/mL, catalog No. 102158321, GLC Sciences Inc., Tokyo, Japan).

2.5  Extraction of urinary VOCs by solid‑phase microextraction

Urine was thawed on ice and centrifuged at 13 000 × g for 10 min. The supernatant was divided into 200 µL within a 
2 mL glass vial packed tightly with a magnetic gold seal (PTFE/silicone septum 9 mm diameter × 1 mm thickness, GL Sci-
ence, Tokyo, Japan), and disinfected at 65 °C for 15 min. Urinary VOCs in vials were extracted by headspace solid-phase 
microextraction (SPME) methods, in which the fiber was constructed with 2 cm 50/30 µM divinylbenzene/carboxen/
polydimethylsiloxane (Supelco, Bellefonte, PA, USA). The SPME was preconditioned at 240 °C for 20 min and inserted 
into the headspace of the vial, including the urine. Finally, the VOCs in the headspace were extracted using SPME fiber 
at 45 °C for 60 min from the 18 urine samples (9 patients and 9 controls).

2.6  GC–MS

The VOCs were detected by gas chromatography using a quadrupole mass spectrometer (QP-2010 Ultra, Shimadzu, 
Kyoto, Japan). The SPME fiber with the absorbed VOCs was inserted into the injection port of the GC and desorbed for 
30 min at 240 °C. The injector port was maintained at 240 °C and a pulsed splitless injection was performed for 3 min. The 
GC–MS system was equipped with a 30-m HR-20 M column (column internal diameter 0.32 mm, film thickness 0.5 µm; 
Shinwa Chemical Industries, Ltd., Kyoto, Japan). We employed the following chromatographic protocol for separation 
before MS analysis: maintain at 40 °C for 10 min then heat at a ramp rate of 5 °C/min to 240 °C with a 10-min hold at 
the final temperature. Helium was flown at a constant linear velocity of 60 cm/s. The MS operating parameters were 
as follows: ion source temperature, 200 °C; interface temperature, 240 °C; ionizing energy, 70 eV; scanning frequency 
5 Hz; and mass range 35–300 m/z. As described previously [28], we confirmed little difference in the absolute area (m/z 
174) for p-bromofluorobenzene (standard solution 021-12041, Wako Pure Chemical Industries, Ltd.) between the SPME 
collection in C57Bl/6j urine (200 μL) including 100 ng of p-bromofluorobenzene and liquid injection (1 μL) of 100 ng 
of p-bromofluorobenzene by GC-MS. Furthermore, when we injected p-bromofluorobenzene collected by SPME at the 
beginning and end into multiple samples for GC–MS, we obtained the same absolute areas (m/z 174) between the begin-
ning and end. Under the condition, we examined 18 samples sequentially, and the evaluation was performed twice on 
different days. The results obtained in two independent experiments showed the same trend.
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2.7  Data processing and statistics

Ion peaks generated from electron ionization were integrated into chromatographic peak areas (m/z) using the 
GC-MS Solution software (ver. 4.45; Shimadzu). Peak identification was accomplished by comparison with the reten-
tion time of standards using the NIST 14 standard reference database (NIST/EPA/NIH mass spectral library) and was 
confirmed with standard references of VOCs. Differential ion peaks between MDD and/or agoraphobia subjects and 
control subjects were extracted and identified using the following steps. The total ion current (TIC) was extracted 
based on the retention times of the ion peaks associated with p < 0.05, according to the GC-MS Solution software. 
In detail, TICs showing differential areas were extracted among 157 VOCs detected in this study (Additional file 2) 
as follows: (1) raw area of TIC from MDD/agoraphobia positive or negative urine was more than 10,000; (2) the TIC 
was detected in urine samples of at least three persons with or without MDD/agoraphobia, and (3) the average TIC 
area in MDD/agoraphobia positive urine samples showed > 1.5-fold increase or < 0.7-fold decrease as compared to 
the control urine samples. Metabolites in the TICs were identified by comparing the fragmentation patterns of ion 
peaks (m/z) and retention times with standards and n-alkane series. In addition, the XCMS software [39], package 
version 1.3.2 (http:// massp ec. scrip ps. edu) in R version 3.2.3 (http:// cran.r- proje ct. org/) was used to perform peak-
matching, nonlinear retention time alignment, and quantitation of mass spectral ion intensities.

TexanolⓇ was analyzed using GC-MS (QP-2010 Ultra, Shimadzu, Kyoto, Japan) with InertCap PureWAX (GL Science, 
Tokyo, Japan) [29] and using the 1H NMR spectra of compounds that were recorded on a JNM-ECS 400 spectrometer 
(JEOL Ltd., Tokyo, Japan) with tetramethylsilane as the internal standard (Additional file 3).

Descriptive statistics of the cohort data and ion peak (m/z) areas of VOCs are presented as the mean ± standard 
error of the mean; data with a non-normal distribution were analyzed using a non-parametric Mann–Whitney 
U-test, and p-values ≤ 0.05 were considered statistically significant. Moreover, we carried out Pearson’s or Spear-
man’s correlation analysis when adequate to investigate the association between combined VOCs and anxiety and 
depression symptoms.

We investigated whether differential amounts of VOCs could distinguish subjects with or without MDD and 
agoraphobia using a quadratic discriminant function in Excel and KyPlot 5.0 (KyensLab Inc., Tokyo, Japan).

Receiver operating characteristic (ROC) curve analyses were performed using GraphPad Prism 8 (GraphPad Soft-
ware, San Diego, CA, USA) to determine the accuracy of each VOC in distinguishing subjects with and without MDD 
and agoraphobia symptoms. Furthermore, linear regression analyses performed in Excel and IBM SPSS Statistics 
27.0.1 were used to determine, in each subject, the unstandardized predicted (PRE-1) values of two combined VOCs 
(texanol and texanol isomer), three combined VOCs (dimethyl sulfone, phenethyl isothiocyanate, and hexanoic 
acid), and five combined VOCs (dimethyl sulfone, phenethyl isothiocyanate, hexanoic acid, texanol, and texanol 
isomer). The ROC curves of the combined VOCs were then determined. Using an XY table, the correlations between 
the values of the combined VOCs and the cohort scores were assessed by Pearson’s r using Prism 8. The strength 
of the correlation was determined according to the guidelines put forth by Evans [40–42]. Furthermore, significant 
correlations were estimated using a curve fit with quadratic and cubic polynomial curves using Prism 8.

3  Results

3.1  Assessment of MDD and/or agoraphobia disorders and frailty

A psychiatrist diagnosed nine persons with MDD and/or agoraphobia disorders, and nine negative control persons 
among 639 elderly people included in The Otassha Study 2011 cohort 2015 survey (Fig. 1).

The assessments of MDD/agoraphobia and frailty are summarized in Table 1. Among the activity indices for 
the classification of frailty, the mean Kihon CL score was increased two-fold in positive persons with MDD and/
or agoraphobia disorders compared to the negative persons. Positive persons also showed a 2.7-fold (p = 0.014, 
Mann–Whitney U-test) increase in the reported-by-others DSKC score and a 5.3-fold (p = 0.0002) increase in the 
self-reported DSKC score compared to the negative persons. There were no differences in the plasma and urinary 
creatinine values, urinary specific gravity, or urinary creatinine value per weight between negative and positive 
persons (Table 1).

http://masspec.scripps.edu
http://cran.r-project.org/
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3.2  Determination of the urinary profiles of MDD and/or agoraphobia in older people using SPME GC–MS

Typical SPME GC–MS TIC chromatograms of urine samples of the positive and negative persons are shown in Fig. 2, 
indicating that very similar VOC profiles were obtained from the two groups of urine samples.

A total of 157 metabolites were detected using GC-MS (Shimadzu QP-2010 Ultra and TQ-8040; Additional file 2), 
including various chemical structures previously described in mice exhibiting epilepsy or anxiety- and depression-
like behaviors [28, 29]. First, the peak areas of the TICs were manually compared between the two groups. In the 16 
VOCs showing differential peak areas of the TIC, the fragment ion m/z values of the VOCs with the largest area within 
each fragmentation pattern were used to compare their absolute area values between the two groups of persons, 
resulting in the extraction of 2-acetyl-2H-tetrazole, dimethyl sulfone, and phenethyl isothiocyanate as potential bio-
markers (p < 0.05, No. 1 to 16 in Table 2). Second, as the XCMS software [39] extracted four VOCs showing differential 
fragment ion m/z values between the two groups (No. 17 to 20 in Table 2), the fragment ion m/z values of the VOCs 
with the largest area were compared between the two groups of persons, resulting in the extraction of hexanoic acid, 

Table 1  Comparisons of the cohort items between persons negative and positive for major depressive disorder and/or agoraphobia disor-
der

a Six men and three women comprised the nine positive persons with MDD and/or agoraphobia disorder, and their age and sex correspond 
with those of nine negative control persons
b The Kihon (checklist) CL score includes 20 items within the Kihon checklist as described by Kera et al. [14]
c Tokyo Metropolitan Institute of Gerontology Index of Competence (TMIG-IC) consists of a 13-item questionnaire that includes self-reliance, 
intelligence, and social participation [31]
d Japan Science and Technology Agency Index of Competence (JST-IC) consists of a 16-item questionnaire that includes use of new devices, 
intelligence, life management, and social participation [15]
e The depression section of the Kihon Checklist (DSKC) score consists of a five-item questionnaire within the Kihon checklist, assessed 
through report-by-others [32]
f Depression section of the Kihon Checklist (DSKC), using a self-report assessment method
g Self-rating Depression Scale (SDS) score [33]
h GRID-Hamilton Rating Scale for Depression (HAMD) for assessing the severity of the major depressive disorder (MDD) [13]; n.d. not deter-
mined
i Serum creatinine (mg/dL) and urine creatinine (mg/dL) were determined using the Jaffé method [38]
j Total creatinine weight (mg)/body weight (kg) per urination
k Urinary specific gravity was determined by refractive index measurement

Comparisons Mann–Whitney U-test

Control (n =  9a) MDD and/or agora-
phobia (n =  9a)

Disorders/
control

Cohort items Average S.E.M Average S.E.M Fold p valued (two-tailed) p valued (one-tailed)

Activity index for classifica-
tion of frailty

 Kihon CL  scoreb 3.667 0.943 7.222 1.164 1.97 0.0796 *0.0398
 TMIG-ICc 12.00 0.527 11.22 0.572 0.94 0.3193 0.1596
 JST-ICd 11.33 1.225 9.222 1.331 0.81 0.2829 0.1414

Depression-related test
 DSKC  scoree 1.000 0.441 2.667 0.289 2.67 *0.0142 **0.0071
 DSKC self-scoref 0.667 0.373 3.556 0.176 5.33 ***0.0002 ***0.0001
 SDS  scoreg 33.56 2.615 40.44 2.652 1.21 0.1405 0.0703
 GRID-HAMDh n.d n.d 12.22 1.526 n.d n.d n.d

Biochemical assay
 Serum  creatininei 0.720 0.049 0.769 0.056 1.07 0.4240 0.2129
 Urinary  creatininei 76.82 13.65 79.44 11.76 1.03 0.8123 0.4062
 Urinary creatinine/weightj 1.344 0.199 1.564 0.300 1.16 0.8633 0.4317
 Urinary specific  gravityk 1.014 0.002 1.014 0.001 1.00  > 0.9999 0.5000
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2,2,4-trimethyl-1,3-pentanediol 1-monoisobutyrate (texanol) and 2,2,4-trimethyl-1,3-pentanediol 3-monoisobutyrate 
(texanol isomer) as additional biomarkers (p < 0.01).

3.3  Discrimination of persons with or without MDD and/or agoraphobia symptoms using urinary VOCs

We investigated whether the urinary VOCs described in Table 2 could be used as biomarkers in a screening test for MDD 
and/or agoraphobia symptoms.

A quadratic discriminant function indicated that six VOCs were able to fully distinguish MDD and/or agorapho-
bia-positive persons from negative persons, with significantly different covariance in Box’s M test (p = 0.001) and 
a discriminant probability of 100% (Table 3). To investigate which VOCs and VOC combinations could represent 
useful biomarkers, we performed an ROC curve analysis. Fitting ability was visualized by the ROC curve and evalu-
ated by the area under the curve (AUC), resulting in the detection of highly predicting VOCs and VOC combinations 
(AUC > 0.7; Additional file 4). In particular, phenethyl isothiocyanate, hexanoic acid, texanol, and texanol isomer 

Fig. 2  Typical gas chromatography–mass spectrometry chromatogram of total ion current of volatile organic compounds in the urine of 
a healthy control a and a patient with major depressive disorder b Total ion currents (TICs) were obtained from the analysis of the sam-
ples (200 µL) using headspace solid-phase microextraction (divinylbenzene/carboxen/polydimethylsiloxane, 50/30 µM, 2 cm) and gas chro-
matography-mass spectrometry (GC–MS) equipped with a ULBON HR-20 M capillary column (30 m, internal diameter 0.32 mm, thickness 
0.5 µM). The extraction temperature was 45  °C, and the extraction time was 60 min. Desorption was performed at 240  °C for 3 min. The 
injection was pulsed splitless (closed, 3 min). The temperature program consisted of an initial temperature of 40 °C for 10 min, followed by 
an increase of 5 °C /min to 240 °C with the final temperature held for 10 min. The numbers indicate the metabolites whose similarity indices 
were > 85. 1: 4-heptanone; 2: 2-acetyl-2H-tetrazole; 3: 2-propanone, 1-hydroxy; 4: allyl isothiocyanate; 5: acetic acid; 6: 1-butene, 4-isothio-
cyanato-; 7: 1-hexanol, 2-ethyl-; 8: 1,3-benzodioxole, 5-propyl; 9: pyrrole; 10: DMSO; 11: 3-cyclohexen-1-ol, 4-methyl-1-(1-methylethyl)-; 12: 
butanoic acid; 13: cyclohexanol, 5-methyl-2-(1-methylethyl)-, [1S-(1.alpha.,2.alpha.,5.beta.)] compound; 14: butanoic acid, 3-methyl; 15: ben-
zaldehyde, 2-chloro; 16: carvone; 17: pentanoic acid; 18: acetamide; 19: benzaldehyde, 2,4-dimethyl; 20: hexanoic acid; 21: 2,2,4-trimethyl-
1,3-pentanediol 1-monoisobutyrate (texanol); 22: 2,2,4-trimethyl-1,3-pentanediol 3-monoisobutyrate (texanol isomer); 23: dimethyl sulfone; 
24: hexanoic acid, 2-ethyl; 25: 1 dodecanol; 26: octanoic acid; 27: phenol, 2,5-dichloro; 28: phenethyl isothiocyanate; 29: decanoic acid; 30: 
phenol, 2,4-bis(1,1-dimethylethyl)-; 31: benzoic acid; 32: dodecanoic acid
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exhibited significantly higher predictive power, with AUC values of 0.8642, 0.8519, 0.9877, and 0.8889, respectively 
(Fig. 3). No false negatives were predicted using phenethyl isothiocyanate and texanol (sensitivity = 1; Additional 
file 4), indicating that these VOCs are useful biomarkers for the initial screening of MDD and agoraphobia symptoms. 
We also performed an ROC curve analysis of combined VOC indices using unstandardized predicted (PRE-1) values of 
combined VOCs in each participant for linear regression analyses. 2-acetyl-2H-tetrazole was excluded because it was 
not confirmed with the standard chemical by GC–MS. Finally, the combined indices of three VOCs (dimethyl sulfone, 
phenethyl isothiocyanate, and hexanoic acid) and two VOCs (texanol and texanol isomer) exhibited remarkably 
high predictive power, with AUC values of 0.9136 and 0.9877, respectively (Fig. 3, Additional file 4). The correlations 
between the values of texanol and texanol isomer were assessed using Pearson’s r: r = 0.8094 (p = 0.0082) in MDD 
and/or agoraphobia-positive persons and r = 0.5481 (p = 0.1266) in negative persons (Additional file 5). This indicates 
that MDD and/or agoraphobia disorders caused both texanol and texanol isomer to increase cooperatively; however, 
there was no correlation in the healthy elderly. Hence, the predictive power of two VOCs was more stable than that 
of single VOCs.

Table 3  Discriminant function analysis for determining membership of volatile organic compounds associated with major depressive disor-
der and/or agoraphobia

Discriminant scores were calculated using the formula in A

2H 2-acetyl-2H-tetrazole, DS dimethyl sulfone, 2PI phenethyl isothiocyanate, HA, hexanoic acid, T texano, TI texanol isomer, VOC volatile 
organic compound

#Score = a0 + (2H) * {a1 + (b1*b1*(H2) + b1*b2*(DS) + b1*b3*(2PI) + b1*b4*(HA) + b1*b5*(T) + b1*b6*(TI))} + (DS)*{a2 + 
(b2*b1*(H2) + b2*b2*(DS) + b2*b3*(2PI)  + b2*b4*(HA) + b2*b5*( T ) + b2*b6*( TI))}  + (2PI)*{a3 + (b3*b1*(H2) + b3*b2*(DS
) + b3*b3*(2PI)  + b3*b4*(HA) + b3*b5*( T )  + b3*b6*( TI))}  + (HA)*{a4 + (b4*b1*(H2) + b4*b2*(DS) + b4*b3*(2PI)  + b4*b4*-
(HA) + b4*b5*(T) + b4*b6*(TI))} + (T)*{a5 + (b5*b1*(H2) + b5*b2*(DS) + b5*b3*(2PI) + b5*b4*(HA) + b5*b5*(T) + b5*b6*(TI))} + (TI)*{a6 + (b6*b1*
(H2) + b6*b2*(DS) + b6*b3*(2PI) + b6*b4*(HA) + b6*b5*(T) + b6*b6*(TI))}
$ Judgement ("Positive" (1) or "Negative" (2)) = IF(COUNT((2H), (DS), (2PI), (HA), (T), (TI))—6,”?”, IF(Score >  = 0,1,2)), in which a person suffering 
from “MDD and/or agoraphobia,” as evaluated by the cohort items (Table 1), was judged as “positive” without error (0%), as described in B

A. Coefficient for  formula#$ with six volatile organic compounds

Linear and constant terms Quad-
ratic 
terms

b1 b2 b3 b4 b5 b6

a1: 2-acetyl-2H-tetrazole 4.832E−05 b1 − 1.041E−11 6.300E−12 5.600E−11 − 4.000E−11 1.905E−10 − 2.000E−10
a2: Dimethyl sulfone − 3.924E−05 b2 6.336E−12 1.500E−11 1.500E−10 4.700E−11 − 3.546E−10 2.530E−10
a3: Phenethyl isothiocyanate − 6.685E−04 b3 5.626E−11 1.500E−10 2.700E−09 5.900E−10 − 1.718E−09 1.020E−09
a4: Hexanoic acid 1.356E−04 b4 − 4.193E−11 4.700E−11 5.900E−10 − 7.000E−11 5.154E−10 − 6.600E−10
a5: Texanol − 3.441E−04 b5 1.905E−10 − 4.000E−10 -2.000E−09 5.200E−10 − 1.099E−09 1.640E−09
a6: Texanol isomer 3.574E−04 b6 − 1.956E−10 2.500E−10 1.000E−09 − 7.000E−10 1.641E−09 − 1.400E−09
a0 − 4.838E + 01

B. Scores, discriminant probabilities, and errors calculated with six volatile organic compounds

"Positive"evaluated by cohort items "Negative" evaluated by cohort items

Person no. Score Person no. Score

1 3.031 10 − 12.478
2 76.077 11 − 38.054
3 13.281 12 − 19.532
4 3562.766 13 − 4.053
5 203.738 14 − 7.1304
6 16.322 15 − 18.572
7 21.570 16 − 13.173
8 14.522 17 − 8.5484
9 4521.694 18 − 13.075
% Discriminant probability 100.000 % Discriminant probability 100.000
% Error 0.000 % Error 0.000
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Fig. 3  Receiver operating 
characteristic curves show-
ing the differential amounts 
of urine volatile organic 
compounds between the 
two diagnostic groups. a 
2-acetyl-2H-tetrazole; b 
dimethyl sulfone; c phene-
thyl isothiocyanate; d 
hexanoic acid; e 2,2,4-tri-
methyl-1,3-pentanediol 
1-monoisobutyrate (texanol); 
f 2,2,4-trimethyl-1,3-pen-
tanediol 3-monoisobutyrate 
(texanol isomer); g combined 
index of three volatile organic 
compounds (VOCs) (dimethyl 
sulfone, phenethyl isothiocy-
anate, and hexanoic acid); h 
combined index of two VOCs 
(texanol and texanol isomer). 
AUC  area under the curve
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Pearson’s bivariate correlation analysis revealed relationships between the combined VOC indices and several cohort 
data for persons with or without MDD and/or agoraphobia symptoms (Additional file 6). The combined index of two 
VOCs correlated with the Kihon CL score [14] and DSKC self-score [32], while the combined index of three VOCs correlated 
with the DSKC self-score, SDS [33], and GRID-HAMD [13]. Curve fit estimation further indicated correlations between the 
combined VOCs and the cohort scores. The Kihon CL score was strongly correlated with the combined index of two VOCs 
(Fig. 4 a); the DSKC self-score was strongly correlated with the combined indices of both two and three VOCs (Fig. 4b, 
c); the SDS and GRID-HAMD scores were respectively strongly and very strongly correlated with the combined index of 

Fig. 4  Curve fit to estimate the relationship between cohort assessments and combined three- or two-volatile organic compound indi-
ces. The curve estimations showed significant Pearson’s correlations between cohort assessments and combined volatile organic com-
pound (VOC) indices. Major depressive disorder and/or agoraphobia positive (black circles) and negative persons (white circles). Quad-
ratic (dotted blue lines) and cubic (green lines) polynomial curves were fitted. The formulae and the corresponding r-values and p-values 
were analyzed using Prims 8 and SPSS, respectively. Formulae, r- and p-values: Y = 3.423 + 0.560*X + 4.335*X2, r = 0.660, F(2, 17) = 5.781, 
p = 0.014 in (a); Y = 0.420 + 1.853*X + 5.567*X2-3.924*X3, r = 0.709, F(3, 17) = 4.708, p = 0.018 in (b); Y = 0.483 + 1.317*X + 6.894*X2-4.882*X3, 
r = 0.661, F(3, 17) = 3.621, p = 0.040 in (c); Y = 33.109 + 19.639*X-58.487*X2 + 48.613*X3, r = 0.637, F(3, 17) = 3.190, p = 0.057 in (d); Y = 20.150–
33.282*X + 28.014*X2, r = 0.839, F(2, 7) = 5.964, p = 0.047 in (e) (blue dotted line); Y = -13.614 + 137.017*X-233.638*X2 + 122.438*X3, r = 0.945, 
F(3, 7) = 11.033, p = 0.021 in (e) (green line); Y = 1.008 + 9.312e−005*X-9.005e−008*X2, r = 0.709, F(1, 17) = 16.138, p = 0.001 in (f). The black 
dotted lines show the mean values in the vertical and horizontal lines in (b, c). While the correlations in (a–d) and (f) included a subject (No. 
14a) exhibiting agoraphobia but no depressive symptoms, the correlation in (e) did not include this subject. Kihon CL score Kihon Checklist 
that consists of 20 items [14]; SDS Zung Self-Rating Depression Scale, GRID-HAMD GRID-Hamilton Rating Scale for Depression
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three VOCs (Fig. 4d, e). Among the well-known correlations, that between urinary creatinine and urinary specific gravity 
was also strong (Fig. 4f ).

4  Discussion

This study aimed to identify biomarkers of MDD and/or anxiety and frailty in elderly individuals using various combina-
tions of VOCs. Our results provide the possibility that texanol and a texanol isomer are biomarkers for the screening and 
assessment of frailty, and that the combination of the dimethyl sulfone, phenethyl isothiocyanate, and hexanoic acid 
VOCs could be used to accurately estimate the MDD and agoraphobia levels of older people. As present results were 
derived from a small sample and this was an initial screening, performance using a larger sample size is needed for gen-
eralizing the utility of these identified biomarkers.

In this study, the Kihon CL [14], TMIG-IC [31], and JST-IC [15] were used to assess frailty. The CL score was only high in 
persons with MDD and/or agoraphobia symptoms. The TMIG-IC and JST-IC scores are indices of higher-level functional 
capacity, which tend to evaluate sociality-related life function [15, 31]. The TMIG-IC is composed of instrumental self-
maintenance, intellectual activity, and social role domains and can assess deficiencies of instrumental activities of daily 
living (IADL) for which support and care are needed [43]. The JST-IC consists of four subscales—social engagement, 
technology usage, information practice, and life management—which require even higher functional capacity than 
those assessed by the TMIG-IC. There was little difference in the TMIG-IC and JST-IC scores between persons with and 
without MDD and/or agoraphobia, suggesting that the participants maintained their higher-level functional capacity 
without IADL disability [43]. Conversely, the CL score indicates the risk of frailty, which precedes IADL disability [43]. The 
CL score is reported to be valid in comparison with Fried’s physical frailty indices; the cut-off point for Fried’s frailty index 
is five points per maximum score of 20 [14]. Hence, this result suggests that the present participants with MDD and/or 
agoraphobia symptoms (average = 7.2) were defined as frail.

The Kihon CL used in this study [14], which was composed of 20 items, excluded the depression subdomain of the 
25-item Kihon checklist [34]. The DSKC was independently utilized to determine the degree of depression using self-
report assessment methods, as Fujisawa et al. [32] have reported its validity for this purpose. Indeed, both DSKC scores 
were high among the positive persons in the present study. However, Table 1 shows that the sensitivity achieved by 
report-by-others was lower than that of the self-report score, because the results of reporting-by-others questionnaires 
can vary depending on the circumstances and the interviewers [2]. However, there was little difference in the SDS 
between participants with and without MDD and/or agoraphobia symptoms. It has been suggested that older people 
tend to score higher than younger people, as the questionnaire used in the SDS contains somatic complaints [44]. This 
study confirmed that the control group did not show depressive and agoraphobia symptoms; hence, healthy elderly 
people tended to have high scores.

Physio-anatomical studies [45] have shown that depressive behavior is correlated with hypermetabolism of the subge-
nus cingulate cortex and amygdala, and hypometabolism of the dorsal prefrontal cortex and striatal regions [46], while 
the central nucleus of the amygdala (Ce) and bed nucleus of the stria terminalis (BST) are involved in organizing defensive 
responses to fear and anxiety [47]. These brain regions belong to the limbic system, including the hypothalamus, which 
is involved in autonomic and hormonal regulation. Furthermore, pharmacological and pathological analyses suggest 
monoamine associations in MDD and anxiety disorders. The monoamines– serotonin, dopamine, and noradrenaline 
are produced in the midbrain dorsal raphe nucleus, ventral tegmental area, and locus coeruleus, respectively. These 
brain regions are known to respond to functional amygdala hypersensitivity [46, 48]. However, little evidence implicates 
monoamine neurotransmission in the development of MDD and anxiety. Therefore, drugs related to monoamines seem 
to restore mood by modulating processes unrelated to the primary causative factors of MDD and anxiety. Numerous 
studies suggest that depression and anxiety are associated with alterations in various biological functions [46]. Recent 
reports suggest that non-coding RNA [49, 50], microbiota [51], diet-derived signaling molecules [52], and maternal 
immune activation [53] affect the development of depression and anxiety. Among them, studies have especially focused 
on the intestinal microbiota secreting GABA, tryptophan, and short-chain fatty acids of small metabolites [54], with 
the developmental crosstalk between intestinal microbiota and hypothalamus–pituitary–adrenal (HPA) axis [55], and 
inflammatory-response molecules [56].

It is known that the components of odorous VOCs excreted from the human body reflect the metabolic conditions of 
the individual. Hundreds of VOCs are initially produced in various cells inside the body and secreted as final metabolic 
products into urine, feces, breath, sweat, and vaginal secretions [26]. Blood also contains VOCs, which are eventually 
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emitted into the breath, sweat, etc. Specific VOCs have been suggested to be useful in the olfactory diagnosis of several 
disorders [57] including infectious diseases [58], inherited metabolic disorders [26], and cancer [59, 60]. To extract the 
VOCs specific to a given disease, it is best to collect emitted samples non-invasively and efficiently. In neuropsychiatric 
disorders, multiple VOCs in the breath of patients with Alzheimer’s, Parkinson’s disease, and schizophrenia have been 
assessed for their utility as biomarkers [61, 62]. While VOCs in the breath of patients with MDD and anxiety as biomarkers 
have been less reported, in 2020 [63], machine learning analysis of an electronic nose study showed no such association 
stated above. Recently, breath VOCs in MDD patients and healthy controls were investigated by a novel approach using 
proton-transfer-reaction mass spectrometry (PTR-MS) in a small-sized sample, and several mass concentrations (m/z) were 
identified as biomarkers of MDD. As all m/z are not related to known compounds [64], the knowledge of these compounds 
is awaited and is expected to open new avenues for understanding the metabolic changes they may be involved in.

In this study, it was difficult to collect the breath and sweat of most animals to compare human and experimental 
animal models in terms of metabolism-related VOCs. Additionally, VOCs are required to volatilize under specific condi-
tions, without spontaneous volatilization. Here, urine was selected to analyze VOCs as potential biomarkers of MDD and/
or agoraphobia in older people, and the VOCs volatilized from urine treated at 45 °C for 1 h were extracted by the SPME 
fiber and detected by GC–MS. Using this method, we previously profiled urinary VOCs in a mouse model of TLE induced 
by amygdala stimulation [28], and in a mouse model of anxiety-depression produced by a deficiency of sialyltransferase 
St3gal4 [29]. The TLE mouse model was associated with 13 VOCs, among which methanethiol, disulfide, dimethyl, and 
2-butanone were strongly predictive biomarkers [28]; while older (age 20 − 35 weeks) St3gal4-deficient mice with anxiety-
depression were associated with 12 VOCs, among which trimethylamine, 3-penten-2-one, benzaldehyde, beta-farnesene, 
and texanol isomer were predictive biomarkers [29]. Here, we used the same method in humans, screening urinary 
VOCs in the elderly with MDD and/or anxiety disorder. We nominated 20 types of VOC, including VOCs not showing 
significance because of large variance among positive and negative control participants. The 20 types included six VOCs, 
namely 2-acetyl-2H-tetrazole, dimethyl sulfone, phenethyl isothiocyanate, hexanoic acid, texanol, and texanol isomer, 
that exhibited statistical significance as biomarkers of MDD and/or agoraphobia in the elderly. Using ROC curve analysis 
and Pearson’s bivariate correlations, we found that two combinations of multiple VOCs were effective as biomarkers. 
A group of three VOCs (dimethyl sulfone, phenethyl isothiocyanate, and hexanoic acid) was strongly associated with 
the GRID-HAMD score, thus representing a biomarker of MDD in the elderly. Another group, composed of texanol and 
texanol isomer, was strongly related to the Kihon CL score, and thus a biomarker of frailty.

Next, we investigated the metabolic pathways with which these five VOCs are associated and assessed how they may 
be associated with MDD and/or agoraphobia in the elderly and other symptoms in humans and experimental mice. First, 
the levels of volatile sulfur compounds, dimethyl sulfone, and phenethyl isothiocyanate were increased in the urine of 
older people with MDD and/or agoraphobia. Dimethyl sulfone is persistently present in the human metabolome under 
certain conditions. In a 2014 review, He and Slupsky [65] summarized a metabolic pathway that is initiated with the 
microbial metabolism of methionine that produces methanethiol, followed by methylation to dimethyl sulfide in the 
host colon, and by unknown conversions of dimethyl sulfide to dimethyl sulfoxide. Dimethyl sulfoxide is then efficiently 
absorbed into the bloodstream and metabolized into dimethyl sulfone without catabolism by the intestinal microbiota. 
It was observed that dimethyl sulfoxide tended to increase in subjects with MDD and/or agoraphobia, likely as observed 
in the increase of dimethyl sulfone, because dimethyl sulfone is more stable than dimethyl sulfoxide as a metabolic 
end-product in urine [65]. A mouse model of epilepsy produced by amygdala-kindling stimulation showed decreases in 
the levels of methanethiol in the urine [28]. These results suggest that the methionine-methanethiol-dimethyl sulfone 
metabolic pathway functions via combinations of host and microbiota reactions related to the limbic system, including 
the amygdala, in humans and mice.

Phenethyl isothiocyanate is a potent cancer chemopreventive drug acting as an inactivator of some cytochrome P450s, 
including CYP2E1, which is involved in the bioactivation of carcinogens. For example, a reactive sulfur atom generated 
during the desulfurization of phenethyl isothiocyanate participates in the inactivation of CYP2E1 [66]. As the inactivation 
of CYP2E1 induces an increase in dopamine in rat substantia nigra [67], an increase in phenethyl isothiocyanate could 
affect brain dopamine levels via decreased CYP2E1 levels. Furthermore, phenethyl isothiocyanate is known to covalently 
modify the cysteine side chains of glutathione S-transferase, which irreversibly inhibits enzymatic activity [68]. The 20 
VOC types shown in Table 2 included 3 VOCs (allyl isothiocyanate, 1-butene 4-isothiocyanate, and phenethyl isothiocy-
anate) that are isothiocyanates produced naturally from cruciferous plants. It is known that these three isothiocyanates 
are adsorbed into mammalian cells [69], conjugated with glutathione by glutathione-S-transferase, and transformed 
into cysteinyl glycine by gamma-glutamyl transpeptidase. The latter is N-acetylated to form mercapturic acid, which is 
excreted into the urine [70–72]. Furthermore, it has been reported that glucosinolate derived from cruciferous plants 
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is converted into isothiocyanate by the myrosinase enzyme in the microbiota of the gastrointestinal tract [73] and that 
1-butene 4-isothicyanate is a hydrolytic product of glucosinolate [74]. The present study indicated that 1-butene 4-iso-
thiocyanate (weakly) and phenethyl isothiocyanate (strongly) were detected without degradation or conjugation as 
urinary VOCs in the elderly with MDD and agoraphobia. This suggests that older people with MDD and anxiety experience 
poorer metabolism of isothiocyanates, particularly phenethyl isothiocyanate, including aromatic rings.

Benzyl isothiocyanate, including an aromatic ring, was not detected as a differential VOC (Table 2). However, Fujita et al. 
[29] demonstrated that benzaldehyde is one of the VOCs that was increased among urinary VOCs in St3gal4-deficient 
mice with anxiety and depression compared to littermate wild-type mice. Benzaldehyde is a metabolite of benzyl iso-
thiocyanate formed by cytochrome P450 [75]. Hence, it is proposed that a similar metabolic pathway via isothiocyanate 
is involved in depression and anxiety in humans and mice.

Hexanoic acid is a short-chain fatty acid (SCFA), which is the main metabolite produced in the large intestine through 
the anaerobic fermentation of indigestible polysaccharides [76]. SCFAs can cross the blood–brain barrier and are found 
in human CSF [77]. It has also been suggested that SCFAs positively affect emotion, cognition, and the pathophysiology 
of brain disorders, including the inhibition of depression-like behavior [78]. This study indicated that hexanoic acid levels 
were reduced in the urine of older people with MDD and/or agoraphobia, suggesting that in these persons the amount 
of hexanoic acid produced by the microbiota may be reduced, or that they may require more hexanoic acid to recover 
from depression. The mouse model of epilepsy produced by amygdala-kindling stimulation showed increased 2-pen-
tanone in the urine [28]. Given the possibility that 2-pentanone is produced from hexanoic acid by the microbiota [79], 
increased 2-pentanone may be induced by an increase in hexanoic acid in these mice. This suggests that the hexanoic 
acid-2-pentanone metabolic pathway of the microbiota is related to the limbic system, including the amygdala, in both 
humans and mice.

The amounts of texanol and the texanol isomer were associated with the Kihon CL scores evaluating general life 
functions in older people.  TexanolⓇ is the most commonly used coalescing agent in latex paint and is a mixture of 
2,2,4-trimethyl-1,3-pentanediol 1-monoisobutyrate (texanol) and 2,2,4-trimethyl-1,3-pentanediol 3-monoisobutyrate 
(texanol isomer) [80]. 2,2,4-Trimethyl-1,3-pentanediol monoisobutyrate is one of the VOCs used for tracing indoor and 
urban air pollutant levels [81, 82], and it is known that texanol isomer is semi-volatile and continues to be emitted from 
latex-painted surfaces for months after application [80]. We confirmed the 60:40 ratio in the  TexanolⓇ solvent (Additional 
file 3), while the mean ratios of urinary texanol and texanol isomer were 45.9:54.1 and 46.5:53.5 in control and depression 
subjects, respectively. This suggests that the texanol isomer, being semi-volatile, is more persistent in urine than texanol. 
In a 1997 review, Nielsen et al. [83] summarized a metabolic pathway in which the hydrolysis of texanol forms isobutyrate 
and trimethyl pentanediol, then free 2,2,4-trimethylpentane-1,3-diol (TMPD) and 2,2,4-trimethyl-1,3-hydroxyvaleric acid 
as well as their glucuronides and sulfates, and eventually isobutyrate is detected in the urine. Here, we detected the pres-
ence of texanol in the urine without its hydrolysis. Weschler et al. [84] proposed the possibility that the dermal pathway 
allows texanol to be transported into human blood or urine directly. This suggests that older people with reduced liver 
metabolism who ingest texanol from the environment via inhalation and the skin have reduced life function, as indicated 
by the Kihon CL score, and tend to exhibit MDD and/or agoraphobia symptoms. Fujita et al. [29] demonstrated that the 
texanol isomer is a predictor of depression and anxiety in older St3gal4-deficient mice (aged 20 − 35 weeks) with anxiety-
depression. This suggests that the xenobiotic metabolic pathway is similar between older humans and mice showing 
depressive and anxiety symptoms.

The medication lists recorded in the participants’ medication handbooks (Additional file 1) did not contain any drugs 
taken only by the persons with MDD and/or agoraphobia, and the six urinary VOCs were not derived from the degrada-
tion of the medications shown in the list. Overall, the urinary differential VOCs we identified suggest that depression and 
anxiety and frailty levels could be associated with metabolic changes, both endogenous and in the gut flora. In particular, 
it was proposed that four VOCs, namely dimethyl sulfone, phenethyl isothiocyanate, and texanol/texanol isomer, were 
respectively derived from microbiota, plants, and the environment, and were detected directly in urine following xeno-
biotic metabolism. Hence, it is suggested that persons with MDD and/or agoraphobia exhibit a specific decrease in the 
xenobiotic metabolic activity of the four VOCs. Additionally, we analyzed whether VOCs were influenced by diet, alcohol, 
tobacco, and sleep condition (Additional file 7). Pearson’s bivariate correlation analysis revealed that in individuals with 
MDD and/or agoraphobia, two combined VOCs did not correlate with sleep condition and eating frequencies of any 
diet, as shown in Additional file 8; however, a positive correlation to alcohol consumption and frequency of the drinking 
per week was observed (Additional file 9(c), (d)). Thus, alcohol consumption may worsen the metabolism of texanol and 
texanol isomer and may accelerate the progress of frailty. The combination of three VOCs (dimethyl sulfone, phenethyl 
isothiocyanate, and hexanoic acid) correlated negatively with frequencies of green and yellow vegetables and seaweed 
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consumption in individuals with MDD/agoraphobia (Additional file 9(g), (h)). People suffering from MDD/agoraphobia 
with a preference for plant foods tended to have higher concentrations of the three VOCs and severe symptoms of the 
disorders. In all people with and without MDD and/or agoraphobia, the frequency of eating fats and oils was correlated 
with both 2 and 3 VOC combinations, suggesting the possibility that the higher the intake, the higher the metabolism of 
VOCs. Additionally, the metabolism of the 2 VOC combination may be enhanced in healthy elderly individuals by eating 
soy products (Additional file 9(a)). Finally, among the healthy elderly, 3 VOCs tended to be lower in males as compared 
to the females (Additional file 9(e)); however, there were no differences between 2 or 3 VOCs among females and males 
with MDD/agoraphobia disorders. Furthermore, there was no correlation between 2 or 3 VOCs and age (Additional file 8).

In the Otassha Study 2011 cohort’s 2015 survey, a DSKC score of ≥ 2 was used to screen for mood disorders before 
identification of 8 MDD by a psychiatrist. The psychiatrist also determined whether persons with a DSKC score ≥ 2 suffered 
from an anxiety disorder and identified 3 persons with agoraphobia. As the survey did not perform the initial screening 
for anxiety, the persons with agoraphobia identified by the psychiatrist may not be representative of participants in the 
2015 survey. Under the condition, present study aimed to identify novel urinary VOC biomarkers of MDD and agorapho-
bia. However, urinary end-product VOCs suggest that MDD and agoraphobia may share a common metabolic pathway.

The study has some limitations owing to a small sample size comprising community-dwelling elderly, and therefore, 
the biomarkers of MDD/agoraphobia cannot be generalized to the elderly in other geographical areas or those in dif-
ferent age groups. Other major limitations arise due to semi-quantitative analysis and a lack of prospective evaluation 
of MDD and/or anxiety disorder. Hence, we plan on a prospective evaluation of MDD and/or anxiety disorder including 
agoraphobia biomarkers using urine samples collected through follow-up studies since 2015 in the near future. Addi-
tionally, elucidating the involvement of peripheral molecules in specific metabolic cascades related to VOC biomarkers 
in the central nervous system is necessary.

In conclusion, the present results suggest that urinary VOCs, as detected by SPME GC-MS, can be metabolic biomark-
ers of MDD and/or agoraphobia and the frailty status of elderly people. The results also suggest that urinary VOCs in 
the elderly with MDD and/or agoraphobia belong to metabolic pathways similar to those of urinary VOCs in mice with 
amygdala-dependent anxiety-depression and epilepsy. The hypothesis that altered urinary VOC profiles were derived 
from specific metabolic cascades could lead to the development of novel medications. Particularly, VOC biomarkers in 
urine samples could represent a simple and safe tool for primary screening by objective tests before using a question-
naire to assess the presence of major depression and the frailty status of older adults.

Acknowledgements We thank Ms. Yuko Watanabe for assisting with the paperwork, Yoshihiro Yamamoto of the Kyoto Municipal Institute 
of Industrial Technology and Culture for access to the GC-MS, and Ken’ichi Ichihara and Chihiro Kohsaka of the Kyoto Integrated Science & 
Technology Bio-Analysis Center for technical advice regarding the use of the GC-MS.

Author contributions AF: Investigations and data analysis of urinary volatile organic compounds, Writing-reviewing. KI: Cohort investigations 
in The Otassha Study 2011 cohort 2015 survey, Diagnosis as a Psychiatrist, Writing-reviewing. HK: Cohort investigations and data analysis in 
The Otassha Study 2011 cohort 2015 survey, Writing-reviewing. SO: Cohort investigations in The Otassha Study 2011 cohort 2015 survey, 
Writing-reviewing. YW, HH, and YF: Cohort investigations in The Otassha Study 2011 cohort 2015 survey. YT: NMR analysis, Writing-reviewing. 
MT: Cohort investigations in The Otassha Study 2011 cohort 2015 survey, Writing-reviewing. KK: Data analysis, Research design, Writing-Original 
draft preparation. All authors read and approved the final manuscript.

Funding This work was supported by the Grant-in-Aid for Challenging Exploratory Research, Japan Society for the Promotion of Science [grant 
number 18K18462 in KK, 15K08824 in KI, 15K01469 in HK]; Japan Agency for Medical Research and Development (AMED) [grant number 
15dk0107004h0003 in HH], and the Mizutani Foundation for Glycoscience [grant number 208 in KK].

Data availability The data generated and analyzed in this paper are available from the corresponding author upon reasonable request.

Code availability The NIST 14 standard reference database (NIST/EPA/NIH mass spectral library).  The XCMS software [39], package version 
1.3.2 (http:// massp ec. scrip ps. edu) in R version 3.2.3 (http:// cran.r- proje ct. org/).

The GC–MS Solution software (ver. 4.45; Shimadzu).

Declarations 

Competing interests The authors declare no competing interests.

Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes were made. The images or other third party material in this article 
are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the material. If material is not included in 

http://masspec.scripps.edu
http://cran.r-project.org/


Vol:.(1234567890)

Research Discover Mental Health            (2022) 2:20  | https://doi.org/10.1007/s44192-022-00023-0

1 3

the article’s Creative Commons licence and your intended use is not permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a copy of this licence, visit http:// creat iveco mmons. org/ licen ses/ by/4. 0/.

References

 1. Blazer DG. Depression in late life: review and commentary. J Gerontol A Biol Sci Med Sci. 2003;58:249–65.
 2. Edelstein BA, Drozdick LW, Ciliberti CM. Assessment of depression and bereavement in older adults. In: Handbook of assessment in clinical 

gerontology. Academic Press, 2010, 3–43. https:// doi. org/ 10. 1016/ B978-0- 12- 374961- 1. 10001-6
 3. Byers AL, Yaffe K, Covinsky KE, Friedman MB, Bruce ML. High occurrence of mood and anxiety disorders among older adults: the national 

comorbidity survey replication. Arch Gen Psychiatry. 2010;67:489–96.
 4. Soysal P, Veronese N, Thompson T, Kahl KG, Fernandes BS, Prina AM, et al. Relationship between depression and frailty in older adults: a 

systematic review and meta-analysis. Ageing Res Rev. 2017;36:78–87.
 5. Hellwig S, Domschke K. Anxiety in late life: an update on pathomechanisms. Gerontology. 2019;65:465–73.
 6. Rockwood K, Fox RA, Stolee P, Robertson D, Beattie BL. Frailty in elderly people: an evolving concept. CMAJ. 1994;150:489–95.
 7. Clegg A, Young J, Iliffe S, Rikkert MO, Rockwood K. Frailty in elderly people. Lancet. 2013;381:752–62.
 8. Veronese N, Stubbs B, Fontana L, Trevisan C, Bolzetta F, Rui M, et al. A comparison of objective physical performance tests and future 

mortality in the elderly people. J Gerontol A Biol Sci Med Sci. 2017;72:362–8.
 9. Mhaoláin AMN, Fan CW, Romero-Ortuno R, Cogan L, Cunningham C, Kenny R-A, et al. Frailty, depression, and anxiety in later life. Int 

Psychogeriatr. 2012;24:1265–74.
 10. Lakey SL, LaCroix AZ, Gray SL, Borson S, Williams CD, Calhoun D, et al. Antidepressant use, depressive symptoms, and incident frailty in 

women aged 65 and older from the Women’s Health Initiative observational study. J Am Geriatr Soc. 2012;60:854–61.
 11. Vaughan L, Corbin AL, Goveas JS. Depression and frailty in later life: a systematic review. Clin Interv Aging. 2015;10:1947–58.
 12. Jamsen KM, Bell JS, Hilmer SN, Kirkpatrick CMJ, Ilomäki J, Couteur DL, et al. Effects of changes in number of medications and drug burden 

index exposure on transitions between frailty states and death: the concord health and ageing in men project cohort study. J Am Geriatr 
Soc. 2016;64:89–95.

 13. Tabuse H, Kalali A, Azuma H, Ozaki N, Iwata N, Naitoh H, et al. The new GRID Hamilton Rating Scale for Depression demonstrates excellent 
inter-rater reliability for inexperienced and experienced raters before and after training. Psychiatry Res. 2007;153:61–7.

 14. Kera T, Kawai H, Yoshida H, Hirano H, Kojima M, Fujiwara Y, et al. Classification of frailty using the Kihon checklist: a cluster analysis of older 
adults in urban areas. Geriatr Gerontol Int. 2017;17:69–77.

 15. Iwasa H, Masui Y, Inagaki H, Yoshida Y, Shimada H, Otsuka R, et al. Assessing competence at a higher level among older adults: develop-
ment of the Japan Science and Technology Agency Index of Competence (JST-IC). Aging Clin Exp Res. 2018;30:383–93.

 16. American Psychiatric Association. Criterion sets and axes provided for further study. Diagnostic and statistical manual of mental disorders 
(DSM-IV-TR). 4th ed. Washington: American Psychiatric Association; 2007. p. 759–818.

 17. First MB, Spitzer RL, Gibbon M, Williams JBW. The structured clinical interview for DSM-IV Axis I Disorders. (American Psychiatric Associa-
tion, Washington, DC, 1994). (Japan, 1994), 2003., translated by Japan UNI Agency: Tokyo: pp 90–135.

 18. Sheehan DV, Lecrubier Y, Sheehan KH, Amorim P, Janavs J, Weiller E, et al. The Mini-International Neuropsychiatric Interview (M.I.N.I.): 
the development and validation of a structured diagnostic psychiatric interview for DSM-IV and ICD-10. J Clin Psychiatry. 1998;59(Suppl 
20):22–33.

 19. Rademaker MC, de Lange GM, Palmen SJMC. The Netherlands brain Bank for Psychiatry. Handb Clin Neurol. 2018;150:3–16.
 20. Bandelow B, Baldwin D, Abelli M, Bolea-Alamanac B, Bourin M, Chamberlain SR, et al. Biological markers for anxiety disorders, OCD and 

PTSD: a consensus statement. Part II: Neurochemistry, neurophysiology and neurocognition. World J Biol Psychiatry. 2016;18:1–53.
 21. Maron E, Nutt D. Biological markers of generalized anxiety disorder. Dialogues Clin Neurosci. 2017;19:147–58.
 22. Hashimoto K. Metabolomics of major depressive disorder and bipolar disorder: overview and future perspective. Adv Clin Chem. 

2018;84:81–99.
 23. Kennis M, Gerritsen L, van Dalen M, Williams A, Cuijpers P, Bockting C. Prospective biomarkers of major depressive disorder: a systematic 

review and meta-analysis. Mol Psychiatry. 2020;25:321–38.
 24. Targum SD, Schappi J, Koutsouris A, Bhaumik R, Rapaport MH, Rasgon N, et al. A novel peripheral biomarker for depression and antide-

pressant response. Mol Psychiatry. 2022;27:1640–6.
 25. Greene RD, Cook A, Nowaskie D, Wang S. Neurological changes and depression: 2020 update. Clin Geriatr Med. 2020;36:297–313.
 26. Shirasu M, Touhara K. The scent of disease: volatile organic compounds of the human body related to disease and disorder. J Biochem. 

2011;150:257–66.
 27. Buljubasic F, Buchbauer G. The scent of human diseases: a review on specific volatile organic compounds as diagnostic biomarkers. 

Flavour Fragr J. 2015;30:5–25.
 28. Fujita A, Ota M, Kato K. Urinary volatile metabolites of amygdala-kindled mice reveal novel biomarkers associated with temporal lobe 

epilepsy. Sci Rep. 2019;9:10586.
 29. Fujita A, Okuno T, Oda M, Kato K. Urinary volatilome analysis in a mouse model of anxiety and depression. PLoS ONE. 2020;15: e0229269.
 30. Fujiwara Y, Suzuki H, Kawai H, Hirano H, Yoshida H, Kojima M, et al. Physical and sociopsychological characteristics of older community 

residents with mild cognitive impairment as assessed by the Japanese version of the Montreal cognitive assessment. J Geriatr Psychiatr 
Neurol. 2013;26:209–20.

 31. Shibata H. An overview of the Tokyo Metropolitan Institute of Gerontology—longitudinal interdisciplinary study on aging (TMIG-LISA, 
1991–2001). J Aging Phys Act. 2000;8:98–108.

 32. Fujisawa D, Tanaka E, Sakamoto S, Neichi K, Nakagawa A, Ono Y. The development of a brief screening instrument for depression and 
suicidal ideation for elderly: the depression and suicide Screen. Psychiatry Clin Neurosci. 2005;59:634–8.

 33. Zung WW. A self-rating depression scale. Arch Gen Psychiatry. 1965;12:63–70.

http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1016/B978-0-12-374961-1.10001-6


Vol.:(0123456789)

Discover Mental Health            (2022) 2:20  | https://doi.org/10.1007/s44192-022-00023-0 Research

1 3

 34. Satake S, Senda K, Hong YJ, Miura H, Endo H, Sakurai T, et al. Validity of the Kihon Checklist for assessing frailty status. Geriatr Gerontol 
Int. 2016;16:709–15.

 35. Halfaker DA, Akeson ST, Hathcock DR, Mattson C, Wunderlich TL. 3 – Psychological aspects of pain. In: Pain procedures in clinical practice. 
3rd edn, 2011, 13–22. Elsevier Inc. https:// doi. org/ 10. 1016/ B978-1- 4160- 3779-8. 10003-X

 36. Komiyama M, Ozaki Y, Miyazaki Y, Yasoda A, Wada H, Yamakage H, et al. Short-term changes in self-rating depression scale scores 
after smoking cessation in neurotic patients. Intern Med. 2021;60:1175–81.

 37. Tsoi KKF, Chan JYC, Hirai HW, Wong SYS, Kwok TCY. Cognitive tests to detect dementia: a systematic review and meta-analysis. JAMA 
Intern Med. 2015;175:1450–8.

 38. Bonsnes RW, Taussky HH. On the colorimetric determination of creatinine by the Jaffé reaction. J Biol Chem. 1945;158:581–91.
 39. Smith CA, Want EJ, O’Maille G, Abagyan R, Siuzdak G. XCMS: processing mass spectrometry data for metabolite profiling using non-

linear peak alignment, matching, and identification. Anal Chem. 2006;78:779–87.
 40. Evans JD. Straightforward statistics for the behavioral sciences. Brooks/Cole Publishing; Pacific Grove, CA, 1996.
 41. Divaris K, Vann WF, Baker AD, Lee JY. Examining the accuracy of caregivers’ assessments of young children’s oral health status. J Am 

Dent Assoc. 2012;143:1237–47.
 42. Martin J, Plank E, Jungwirth B, Hapfelmeier A, Podtschaske A, Kagerbauer SM. Weak correlations between serum and cerebrospinal 

fluid levels of estradiol, progesterone and testosterone in males. BMC Neurosci. 2019;20:53.
 43. Kuzuya M. Process of physical disability among older adults–contribution of frailty in the super-aged society. Nagoya J Med Sci. 

2012;74:31–7.
 44. Berry JM, Storandt M, Coyne A. Age and sex differences in somatic complaints associated with depression. J Gerontol. 1984;39:465–7.
 45. Catani M, Dell’Acqua F, Thiebaut de Schotten MT. A revised limbic system model for memory, emotion and behaviour. Neurosci 

Biobehav Rev. 2013;37:1724–37.
 46. Krishnan V, Nestler EJ. Linking molecules to mood: new insight into the biology of depression. Am J Psychiatry. 2010;167:1305–20.
 47. Fox AS, Shackman AJ. The central extended amygdala in fear and anxiety: closing the gap between mechanistic and neuroimaging 

research. Neurosci Lett. 2019;693:58–67.
 48. Liu Y, Zhao J, Guo W. Emotional roles of mono-aminergic neurotransmitters in major depressive disorder and anxiety disorders. Front 

Psychol. 2018;09:2201.
 49. Narayanan R, Schratt G. miRNA regulation of social and anxiety-related behaviour. Cell Mol Life Sci. 2020;77:4347–64.
 50. Bella F, Campo S. Long non-coding RNAs and their involvement in bipolar disorders. Gene. 2021;145803:796–7.
 51. Bambury A, Sandhu K, Cryan JF, Dinan TG. Finding the needle in the haystack: systematic identification of psychobiotics. Brit J Phar-

macol. 2018;175:4430–8.
 52. Rodriguez RL, Albeck JG, Taha AY, Ori-McKenney KM, Recanzone GH, Stradleigh TW, et al. Impact of diet-derived signaling molecules 

on human cognition: exploring the food–brain axis. NPJ Sci Food. 2017;1:2.
 53. Gumusoglu SB, Stevens HE. Maternal inflammation and neurodevelopmental programming: a review of preclinical outcomes and 

implications for translational psychiatry. Biol Psychiatry. 2018;85:107–21.
 54. Bishai JD, Palm NW. Small Molecule Metabolites at the Host-Microbiota Interface. J Immunol. 2021;207:1725–33.
 55. de Weerth C. Do bacteria shape our development? Crosstalk between intestinal microbiota and HPA axis. Neurosci Biobehav Rev. 

2017;83:458–71.
 56. Bauer ME, Teixeira AL. Inflammation in psychiatric disorders: what comes first? Ann Ny Acad Sci. 2019;1437:57–67.
 57. Wallace MAG, Pleil JD. Evolution of clinical and environmental health applications of exhaled breath research: review of methods 

and instrumentation for gas-phase, condensate, and aerosols. Anal Chim Acta. 2018;1024:18–38.
 58. Belizário JE, Faintuch J, Malpartida MG. Breath biopsy and discovery of exclusive volatile organic compounds for diagnosis of infec-

tious diseases. Front Cell Infect Microbiol. 2020;10: 564194.
 59. Pereira JAM, Porto-Figueira P, Taware R, Sukul P, Rapole S, Câmara JS. Unravelling the potential of salivary volatile metabolites in oral 

diseases. A review. Molecules. 2020;25:3098.
 60. Gouzerh F, Bessière JM, Ujvari B, Thomas F, Dujon AM, Dormont L. Odors and cancer: current status and future directions. Biochim 

Biophys Acta Rev Cancer. 2022;1877: 188644.
 61. Phillips M, Erickson GA, Sabas M, Smith JP, Greenberg J. Volatile organic compounds in the breath of patients with schizophrenia. J 

Clin Pathol. 1995;48:466–9.
 62. Tisch U, Schlesinger I, Ionescu R, Nassar M, Axelrod N, Robertman D, et al. Detection of Alzheimers and Parkinsons disease from 

exhaled breath using nanomaterial-based sensors. Nanomed Lond Engl. 2013;8:43–56.
 63. Xu B, Moradi M, Kuplicki R, Stewart JL, McKinney B, Sen S, et al. Machine learning analysis of electronic nose in a transdiagnostic 

community sample with a streamlined data collection approach: No links between volatile organic compounds and psychiatric 
symptoms. Front Psychiatry. 2020;11: 503248.

 64. Lueno M, Dobrowolny H, Gescher D, Gbaoui L, Meyer-Lotz G, Hoeschen C, et al. Volatile organic compounds from breath differ between 
patients with major depression and healthy controls. Front Psychiatry. 2022;13: 819607.

 65. He X, Slupsky CM. Metabolic fingerprint of dimethyl sulfone  (DMSO2) in microbial–mammalian co-metabolism. J Proteome Res. 
2014;13:5281–92.

 66. Yoshigae Y, Sridar C, Kent UM, Hollenberg PF. The inactivation of human CYP2E1 by phenethyl isothiocyanate, a naturally occurring 
chemopreventive agent, and its oxidative bioactivation. Drug Metab Dispos. 2013;41:858–69.

 67. Nissbrandt H, Bergquist F, Jonason J, Engberg G. Inhibition of cytochrome P450 2E1 induces an increase in extracellular dopamine 
in rat substantia nigra: a new metabolic pathway? Synapse. 2001;40:294–301.

 68. Kumari V, Dyba MA, Holland RJ, Liang YH, Singh SV, Ji X. Irreversible inhibition of glutathione S-transferase by phenethyl isothiocy-
anate (PEITC), a dietary cancer chemopreventive phytochemical. PLoS ONE. 2016;11: e0163821.

 69. Bricker GV, Riedl KM, Ralston RA, Tober KL, Oberyszyn TM, Schwartz SJ. Isothiocyanate metabolism, distribution, and interconversion in 
mice following consumption of thermally processed broccoli sprouts or purified sulforaphane. Mol Nutr Food Res. 2014;58:1991–2000.

https://doi.org/10.1016/B978-1-4160-3779-8.10003-X


Vol:.(1234567890)

Research Discover Mental Health            (2022) 2:20  | https://doi.org/10.1007/s44192-022-00023-0

1 3

 70. Vermeulen M, van Rooijen HJM, Vaes WHJ. Analysis of isothiocyanate mercapturic acids in urine: a biomarker for cruciferous vegetable 
intake. J Agric Food Chem. 2003;51:3554–9.

 71. Dufour V, Alazzam B, Ermel G, Thepaut M, Rossero A, Tresse O, et al. Antimicrobial activities of isothiocyanates against Campylobacter 
jejuni Isolates. Front Cell Infect Microbiol. 2012;2:53.

 72. Morris ME, Dave RA. Pharmacokinetics and pharmacodynamics of phenethyl isothiocyanate: implications in breast cancer prevention. 
AAPS J. 2014;16:705–13.

 73. Dinkova-Kostova AT, Kostov RV. Glucosinolates and isothiocyanates in health and disease. Trends Mol Med. 2012;18:337–47.
 74. Arora R, Kumar R, Mahajan J, Vig AP, Singh B, Singh B, et al. 3-butenyl isothiocyanate: a hydrolytic product of glucosinolate as a potential 

cytotoxic agent against human cancer cell lines. J Food Sci Technol. 2016;53:3437–45.
 75. Goosen TC, Mills DE, Hollenberg PF. Effects of benzyl isothiocyanate on rat and human cytochromes P450: identification of metabolites 

formed by P450 2B1. J Pharmacol Exp Ther. 2001;296:198–206.
 76. Silva YP, Bernardi A, Frozza RL. The role of short-chain fatty acids from gut microbiota in gut-brain communication. Front Endocrinol 

(Lausanne). 2020;11:25.
 77. Oldendorf WH. Carrier-mediated blood-brain barrier transport of short-chain monocarboxylic organic acids. Am J Physiol. 1973;224:1450–3.
 78. Yamawaki Y, Yoshioka N, Nozaki K, Ito H, Oda K, Harada K, et al. Sodium butyrate abolishes lipopolysaccharide-induced depression-like 

behaviors and hippocampal microglial activation in mice. Brain Res. 2018;1680:13–38.
 79. Walker V, Mills GA. 2-pentanone production from hexanoic acid by Penicillium roqueforti from blue cheese: is this the pathway used in 

humans? ScientificWorldJournal. 2014;2014: 215783.
 80. Weschler CJ. Changes in indoor pollutants since the 1950s. Atmos Environ. 2009;43:153–69.
 81. Ueta I, Takenaka R, Fujimura K, Narukami S, Sasaki T, Maeda T. Quantitative determination of 2-ethyl-1-hexanol, texanol and txib in in-door 

air using a solid-phase extraction-type collection device followed by gas chromatography-mass spectrometry. Anal Sci. 2019;35:855–9.
 82. Gkatzelis GI, Coggon MM, McDonald BC, Peischl J, Aikin KC, Gilman JB, et al. Identifying volatile chemical product tracer compounds in 

U.S. cities. Environ Sci Technol. 2021;55:188–99.
 83. Nielsen GD, Hansen LF, Wolkoff P. Chemical and biological evaluation of building material emissions. Ii. approaches for setting indoor air 

standards or guidelines for chemicals. Indoor Air. 1997;7:17–32.
 84. Weschler CJ, Nazaroff WW. Dermal uptake of organic vapors commonly found in indoor air. Environ Sci Technol. 2014;48:1230–7.

Publisher’s Note Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.


	A novel set of volatile urinary biomarkers for late-life major depressive and anxiety disorders upon the progression of frailty: a pilot study
	Abstract
	1 Introduction
	2 Methods
	2.1 Study population
	2.2 Assessment of frailty and MDDagoraphobia
	2.3 Collection of urine
	2.4 Chemicals
	2.5 Extraction of urinary VOCs by solid-phase microextraction
	2.6 GC–MS
	2.7 Data processing and statistics

	3 Results
	3.1 Assessment of MDD andor agoraphobia disorders and frailty
	3.2 Determination of the urinary profiles of MDD andor agoraphobia in older people using SPME GC–MS
	3.3 Discrimination of persons with or without MDD andor agoraphobia symptoms using urinary VOCs

	4 Discussion
	Acknowledgements 
	References




