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ABSTRACT

In Taiwan, the number of patients being treated
for depression has been increasing over recent
decades, but there remain some key unmet
needs for these patients. One issue is the low
rate of help-seeking, which may be at least
partially attributable to the stigma of depression
in Asian societies. Stigma also contributes to
underdiagnosis, because stigmatised patients
may emphasise somatic symptoms (e.g.
lethargy/fatigue, sleep disorders or changes in
appetite), fearing how they will be perceived if
they discuss psychological symptoms with their
physician. Underdiagnosis may also result from
cross-cultural differences, because assessment
scales and screening tools are usually developed
in Western populations and may not have the
same validity in Asian patients. Depression in
Taiwan appears to be undertreated, with a high
rate of suboptimal antidepressant dosages and
inadequate duration of therapy. Patients may
discontinue treatment earlier than recom-
mended for a number of reasons related to their
own beliefs about treatment, their relationship
with their physicians, or the effects of the

medication (adverse effects, slow onset of effect,
or lack of effect on comorbid symptoms).
Moreover, frequently there is discordance
between how patients and physicians define
treatment success in depression. Patients are
more likely to achieve a benefit from treatment
which remains persistent when physicians and
patients are closely aligned on treatment goals.
To better understand the experiences, prefer-
ences and attitudes of patients with depression
in Taiwan, the Target Antidepressant Initiation
choice to unLock positive patient Outcomes
and Response (TAILOR) survey was conducted
in 340 adult outpatients receiving treatment for
major depressive disorder (MDD). The results of
the TAILOR survey highlight the personal and
perceived stigma of depression, current barriers
to seeking help and maintaining treatment, and
opportunities to improve shared decision-mak-
ing, medication adherence and clinical out-
comes for Taiwanese patients with MDD.
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Key Summary Points

The number of individuals being treated
for depression in Taiwan is increasing.

However, there remain some key unmet
needs: low rate of help-seeking,
underdiagnosis and undertreatment of
depression, and early discontinuation of
antidepressant therapy.

Stigma associated with depression and
antidepressant therapy may contribute to
these issues, especially if patients
emphasise somatic symptoms during
consultations.

There is often discordance between
physicians and patients about the goals of
treatment, so improved understanding of
the concerns of patients with depression is
needed.

The results of the TAILOR survey provide
important insights into the experiences,
preferences and attitudes of Taiwanese
patients with depression, and highlight
opportunities to enhance shared decision-
making between physicians and patients,
promote medication adherence and
improve clinical outcomes.

INTRODUCTION

Data indicate that the number of patients see-
ing a healthcare provider for depression in Tai-
wan has increased by approximately 25% in the
decade between 2007 and 2016 [1]. Neverthe-
less, undiagnosed depression remains a major
community problem around the world, with
data suggesting that, for every patient diag-
nosed with depression, there is another in the
community who has yet to be diagnosed [2].
Moreover, when patients are diagnosed, only
about one in five receives adequate treatment
according to World Mental Health Surveys [3].

Unmet needs among patients with depres-
sion in Taiwan include a low rate of help-seek-
ing, underdiagnosis, undertreatment and early
discontinuation of treatment. The aim of the
current article is to examine these unmet needs
in more detail and why it is important to know
what patients with depression want from treat-
ment, as well as to introduce a new survey that
is investigating the experiences, preferences and
attitudes of patients with depression in Taiwan.

UNMET NEEDS IN TREATMENT
OF DEPRESSION IN TAIWAN

Low Rate of Help-Seeking

While there is wide acceptance of psychiatry in
Taiwan, a low rate of help-seeking for depres-
sion has been reported [4], along with a high
degree of stigma associated with receiving
treatment for depression [5]. This is concerning
because patients may be reluctant to seek help if
they think that others will view them negatively
if they receive treatment for depression. While
data from Asia on this issue are lacking, studies
in the African American community in the US,
which also reports high levels of stigma associ-
ated with depression, suggest that stigmatisa-
tion is a major barrier to patients with
depression seeking medical treatment [6].
Stigma may be a particular barrier to visiting a
psychiatric or mental health service provider,
since the reason for a visit to a primary care
physician can be easily disguised [7]. However,
according to one meta-analysis, primary care
physicians accurately identify depression in
only about half of the depressed patients who
attend consultations [8].

Underdiagnosis

In the meta-analysis by Mitchell and colleagues
referred to above, primary care physicians are
able to accurately rule out depression in a high
proportion of patients who do not have the
condition, but are less able to accurately iden-
tify depression in those who do [8]. There may
be a number of reasons for this. First, because
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stigmatised patients are afraid of how they will
be perceived, they may emphasise somatic
symptoms of depression (e.g. lethargy/fatigue,
sleep disorders or changes in appetite) rather
than psychological symptoms, and this can lead
to misdiagnosis [6, 9]. Indeed, the Study on
Aspects of Asian Depression found that Asian
patients with depression reported sleep disor-
ders at the same frequency as they reported
feelings of sadness [10], and separate research
from Asia described a high rate of somatic pain
(51%) among depressed patients [11].

Underdiagnosis or misdiagnosis of depres-
sion may be a particular concern for patients
who are experiencing somatic symptoms, since
data from Taiwan have shown that patients
with major depressive disorder (MDD) or gen-
eralised anxiety disorder (GAD) who are expe-
riencing somatic symptoms have more severe
underlying anxiety than those without somatic
symptoms [12]. The management of anxiety
with somatisation is important in this context,
since inadequate management can negatively
affect the prognosis of MDD and/or GAD [12].

Another potential reason for underdiagnosis
or misdiagnosis of depression in Asia is because
most of the screening/assessment tools for
depression were developed in Western (Cau-
casian) populations and in English, and there-
fore may have limited validity in other
populations as a result of linguistic, semantic or
cultural differences [13]. For example, a study in
a US population of Latino depressed patients
found that they were highly unlikely to endorse
Question 15 on the Beck Depression Inventory
that related to their ability/motivation to work,
irrespective of their depression severity [14].
The authors ascribed this finding to the work
ethic of the Latino community, as well as the
sometimes tenuous low-wage employment and
workplace discrimination they experience [14].

While the overall diagnoses of depression are
low in Taiwan, there is a notable difference
between genders, with females around twice as
likely to be diagnosed compared with males
[15]. Although females are more likely to con-
tact healthcare services, major depression
remains largely underdiagnosed for both gen-
ders, which may reflect a cultural bias against
confronting emotional/psychological problems.

Of note, initial contact between the patient and
healthcare professional appears to constitute
the primary bottleneck of depression care in
Taiwan [16].

Undertreatment

A 10-year survey of depression treatment pat-
terns in Taiwan, based on the National Health
Insurance (NHI) database, showed that 80–85%
of patients who see a health professional for
depression receive pharmacotherapy [1]. How-
ever, this treatment is not always adequate. For
example, in about 40% of patients, the average
antidepressant dose is lower than the minimal
recommended dose [1], and only 30–40% of
patients receive antidepressant therapy for at
least 60 days [1]. While the adequacy of treat-
ment improved between 2007 and 2016, fewer
than 30% of depressed patients in Taiwan in
2016 were receiving treatment at recommended
doses for the required duration [1].

Access to psychotherapy is limited in Taiwan
because this treatment modality is not fully
covered by the Taiwanese NHI program, and
therefore the combination of pharmacotherapy
and psychotherapy is rarely used [1].

Early Discontinuation

As described above, a high proportion of Tai-
wanese patients do not persist with antidepres-
sant pharmacotherapy for C 60 days [1],
with\10% continuing initial antidepressant
monotherapy for C 180 days [17]. The reasons
for the low rate of persistence in Taiwan are not
known, but they are likely similar to those
reported in the West, and may encompass fac-
tors associated with the patient, physician or
treatment (Table 1) [18, 19]. Effective commu-
nication between the physician and patient is
key to achieving good adherence and persis-
tence [18, 19]. This means obtaining a thorough
understanding of the patient’s concerns and
goals of treatment. A study in Belgium reported
a disconnect between what physicians and
patients considered to be important in obtain-
ing remission from depression [20]. In this
study, patients and physicians were asked to
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rank the importance of 51 different parameters
according to the extent to which those param-
eters defined the cure from depression. The
parameters were taken from six validated scales
used to assess depression severity: the Patient
Health Questionnaire-Depression subscale; the
Hospital Anxiety and Depression Scale-anxiety
subscale; the Patient Health Questionnaire-
Somatic Symptom severity subscale; the Positive
And Negative Affect Schedule-Positive Affect
subscale; the Sheehan Disability Scale; and the
Abbreviated World Health Organization QoL
scale—psychological and social subscales. For
physicians, the parameters that ranked highest
in their definition of treatment success related
to negative feelings, lack of pleasure/interest,
and disruptions to social/leisure activities.
However, patients ranked other parameters
more highly, including the extent to which life

is meaningful, their enjoyment of life and their
satisfaction with themselves (Table 2) [20]. For

Table 1 Factors contributing to the premature discon-
tinuation of antidepressant treatment [18, 19]

Patient-related Physician-related Medication-
related

Younger age

Poor motivation

Negative attitudes

to treatment

Perceived stigma

Previous experiences

of treatment

No perceived

symptom relief

Premature

conclusion that

symptoms have

fully resolved

Weak social support

network

Medication cost

Poor

communication

with patients

Lack of rapport/

trust with

patient

Goals of treatment

not aligned with

patient’s goals

Inadequate

duration of

treatment

Lack of follow-up

Suboptimal

dosage

prescribed

Adverse events

Delayed onset

of action

Complicated

dosing or

titration

schedule

No effect on

comorbid

symptoms

Ref. 19, used with permission of Elsevier S&T Journals.
Copyright Clearance Center, Inc

Table 2 Parameters that would define depression cure as
ranked by physicians and patients with depression (before
treatment) in Belgium [20]

Rank Patients Physicians

1 Extent to which life is

meaningfula
Negative feelings: blue

mood, despair,

anxietya

2 How much you enjoy

lifea
Feeling down, depressed

or hopelessb

3 How satisfied you are

with yourselfa
Little interest or

pleasure in doing

thingsb

4 How able you are to

concentratea
Symptoms disrupted

social/leisure

activitiesd

5 Negative feelings: blue

mood, despair,

anxietya

Feeling tired/having

little energyb

6 Feeling tired/having

little energyb
How satisfied you are

with yourselfa

7 Feeling down, depressed

or hopelessb
Symptoms have

disrupted your workd

8 Feeling strongc How much you enjoy

lifea

9 How satisfied you are

with your personal

relationshipsa

Extent to which life is

meaningfula

10 Feeling activec How satisfied you are

with your personal

relationshipsa

Ref. 20, used with permission of Elsevier S&T Journals.
Copyright Clearance Center, Inc
aItems from the Abbreviated World Health Organization
Quality of Life scale–psychological and social subscales
bItems from the Patient Health Questionnaire—depres-
sion subscale
cItems from the Positive and Negative Affect Schedule—
positive affect subscale
dItems from the Sheehan Disability Scale
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example, patients ranked the following param-
eters first and second in their definition of cure:
(1) to what extent life is meaningful, and (2)
how much do you enjoy life; whereas these
parameters were ranked as ninth and eighth,
respectively, by physicians [20]. Moreover, these
researchers found that the discordance between
patients’ and physicians’ definitions of what
was important in curing depression had a neg-
ative effect on clinical outcomes [21]. When
patients and physicians had greater alignment
on the definition of cure, the patients were
significantly more likely to achieve a clinical
response to antidepressant therapy [21], which
in turn probably affects their likelihood of per-
sisting with treatment [18, 19].

TAIWAN’S TAILOR SURVEY

One strategy to address the unmet needs of
patients with depression is to involve them in
decisions regarding their treatment. Models of
shared decision-making between physicians
and patients have been successful in other fields
of medicine, yet they have not been widely
adopted in psychiatric practice [22]. By provid-
ing patients with evidence-based information
on their diagnosis and treatment, offering
therapeutic options that align with their per-
sonal preferences and treatment goals, and
empowering them to be active participants in
the decision-making process, shared decision-
making may improve medication adherence,
patient satisfaction and clinical outcomes for
those with depression.

The Target Antidepressant Initiation choice
to unLock positive patient Outcomes and
Response (TAILOR) survey was designed to bet-
ter understand the experiences, preferences and
attitudes of patients with depression. In Taiwan,
eight psychiatrists from seven clinics partici-
pated in the TAILOR survey from May to June
2020, and collectively recruited 340 adult out-
patients receiving antidepressant therapy for
MDD. The TAILOR survey received Institutional
Review Board approval (IRB no.
202000335B0D001), and all patients provided
informed consent. Physicians collected
sociodemographic data and asked patients

about their experience of depression (Table 3).
Patients also completed the 12-item Short Form
to assess quality of life, the Patient Health
Questionnaire-9, and Depression Stigma Scale
and the Antidepressant Compliance
Questionnaire.

Unpublished results from Taiwan’s TAILOR
survey are presented in Tables 4, 5 and Fig. 1.
More than one-third of Taiwanese patients
(126/340 patients; 37%) did not seek help at the
time of their first depressive episode; the most
common reason given by these patients was
that they were unaware that they may have
MDD. The personal and perceived stigma of
depression was also a significant barrier to
seeking help (Fig. 1; Table 5). Approximately
half of those surveyed (171/340 patients; 50%)
reported non-adherence to previous antide-
pressant therapy; in these patients, the most
common reasons for non-adherence were the
perception of being sufficiently treated (51%),
side effects (35%) and the perception that
treatment had been ineffective (18%). Approx-
imately 28–40% of patients reported concerns
for sleep disturbances, weight gain, emotional
blunting, anhedonia and withdrawal discom-
fort related to antidepressant therapy. Regard-
ing treatment preferences, 68% of patients
preferred a combination of pharmacotherapy

Table 3 Patient experiences, preferences and attitudes
assessed in the TAILOR survey of Taiwanese patients with
major depressive disorder

Age at onset of the first episode of depression

Help-seeking behaviour during the first episode of

depression (person they sought help from, reasons for

seeking or not seeking help)

Age at first treatment of depression

Adherence to antidepressant therapy (including reasons

for non-adherence)

Preferred type of therapy for depression

(pharmacotherapy, psychotherapy, etc.)

Concerns about medication side effects

Role of patient/physician in treatment decision-making
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and psychotherapy to manage their depression,
26% preferred pharmacotherapy alone and 5%
preferred psychotherapy alone. When patients

Table 4 Sociodemographic and clinical characteristics of
Taiwanese patients with major depressive disorder who
participated in the TAILOR survey

Taiwanese patients
(n5 340)

Sex, n (%)

Male 91 (26.8)

Female 249 (73.2)

Age, n (%)

B 20 years 8 (2.4)

21–40 years 138 (40.6)

41–50 years 149 (43.8)

C 61 years 45 (13.2)

Marital status, n (%)

Married 130 (38.2)

Single 147 (43.2)

Divorce/separated 47 (13.8)

Widow 16 (4.7)

Education, n (%)

Primary school 15 (4.4)

Junior high school 35 (10.3)

Senior high school 97 (28.5)

University or above 193 (56.8)

Age at first depressive episode,

mean (SD)

32.8 (14.4)

B 20 years, n (%) 83 (24.4)

21–40 years, n (%) 164 (48.2)

41–60 years, n (%) 80 (23.5)

C 61 years, n (%) 13 (3.8)

Sought help at first depressive episode, n (%)

Yes 214 (62.9)

No 126 (37.1)

Age at first treatment for

depression, mean (SD)

35.3 (13.5)

B 20 years, n (%) 48 (14.1)

21–40 years, n (%) 180 (53.0)

Table 4 continued

Taiwanese patients
(n5 340)

41–60 years, n (%) 95 (28.0)

C 61 years, n (%) 17 (5.0)

Previously non-adherent to antidepressants, n (%)

Yes 171 (50.3)

No 169 (49.7)

Table 5 Personal and perceived stigma of depression
among Taiwanese patients with major depressive disorder
who participated in the TAILOR survey (n = 340)

Proportion of patients in
agreement, %

Personal
stigma

Perceived
stigma

People with depression could

snap out of it if they wanted

24.1 45.9

Depression is a sign of personal

weakness

8.8 40.6

Depression is not a real medical

illness

11.7 34.1

People with depression are

dangerous

17.2 33.0

It is best to avoid people with

depression so that you don’t

become depressed yourself

15.6 34.7

People with depression are

unpredictable

28.2 39.7

If I had depression I would not

tell anyone

25.0 45.3

I would not employ someone if I

knew they had been depressed

7.3 40.6

I would not vote for a politician

if I knew they had been

depressed

11.8 37.6
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were asked to rank their involvement in treat-
ment decisions from 1 (solely patient decision)
to 7 (solely physician decision), 30% reported
that treatment decisions were made solely by
their doctor, and all other patients reported
varying levels of involvement in the decision-
making process [mean (standard deviation)
ranking, 4.9 (1.8)].

CONCLUSIONS

Although there is evidence that the treatment
of depression is improving in Taiwan, there are
still a number of unmet needs, including
underdiagnosis, undertreatment, and early dis-
continuation of treatment. The results of the
TAILOR survey provide important insights into
the experiences, preferences and attitudes of
Taiwanese patients with depression, and high-
light opportunities to enhance shared decision-
making between physicians and patients, pro-
mote medication adherence and improve clini-
cal outcomes.
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